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ZAHTJEV ZA OCJENU DOKTORSKOG RADA

Poltovoni6lonovi Fokulletskog vijeco i Povjerenstvo zo poslijediplomske studije idoktorote'

suklodno elonku 35. provilniko o doktorskom studiju Ekonomijo i poslovno ekonomijo

(proeisceni teksl), Ekonomskog fokulteto u Rijeci od 20. ozujko 2023. godine podnosim svoj

zohtjev zo ocjenu doktorskog rodo s noslovom ,,socioekonomske nejednokosti u koriStenju

dugotrojne njege osobo storije Zivotne dobi" k6iem priloZem:

l. lndeks

2. Odluko FV o prihvo6onju prijove teme iimenovonje mentoro

3. Odluku FV o prihvoConju prikozo rezultoto istroZivonjo

4. Rjeienje o priznovonju ECIS bodovo suklodno al. 27 i 28. Provilniko o doktorskonr

studiju

5. pismenu suglosnost mentoro/komentoro do rod zodovoljovo kriterije doktorskog

rodo (ispunjovo mentor/komentor)

6. 4 spirolno uvezeno primlerko doktorskog rodo

7. Zivotopis no stondordizironom obroscu u 2 prim.ierko (Europoss)

g. krotok so2etok doktorskog rodo (300-500 rijeei) ie pet klju6nih rijedi no engleskom i

hrvotskom jeziku

g. pro5ireni soZetok koji se pi5e no engleskom jeziku ukoliko je rod pison no hrvotskom

odnosno no hrvotskom jelku ukoliko je rod pison no engleskom jeziku; ne sm'rje biti

kro6i od 5000 rijeei (sodrZi ciljeve, postupke, rezullote i zoklju6ke isiroZivonjo

zoiedno s loblicomo/grofikonimo te popisom literoture)

10. noslov doktorskog rodo no hrvoiskom i engleskom jeziku (sluZbeno lekturo)

I l. izvjesce o provedenoj provjeri izvornosli doktorske disertoc'rje(TURNITIN obrozoc -
ispunjovo go menlor/komentor)

12. zopis doktorske diserlocije u PDF formotu (jedno dototeko) - posloti moilom

U nodi zo vo3im pozilivnim oditovonjem srdo6no vos pozdrovljom,
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I-KONOtr,lSKr I"AK[JL]

o4
%_

Producer: EBA DMS
CreationType: capture
Organization: 
DateCreated: 03.09.2024 10:29:16
RoutingTimestamp: 03.09.2024 10:29:16
RoutingPerson: Ivana Vretenar










MENIOR SA zAMOLBOM SUGLASAN

dr. s 50 Drezgi6

KOMENTOR SA ZAMOLBOM SUGLASAN;

lzv. prof. dr. sc. Sime Smoli6

Q".r/)





Ekonomski fakultet u Rijeci

Ivana FiliPovica 4

HR-51000 Rijeka

Rijeka, 02.09.2024.

PTCdMEI: PISMENA SUGLASNOS'| ZA PREDAJU DOK'I'ORSKOG RADA

Ekonomski fakultet u Rijeci

Povjerenstvo za PS i doktorate

Mentor:

Prof. dr. sc. SaSa Drczgi|

Komentor:

Izv. prof. dr. sc. Sime Smolic

Dajemo suglasnost Maji Matanii Vautmans, studentici doktorskog studija Ekonomije i

poilour" eLonomije za predaju u postupak ocjenjivanja doktorskog rada pod naslovom

,,socioekonomske nejednakosti u kori5tenju dugotrajne njege osoba starije iivotne

dobi".

,/)





Maja Matanii Vautmans
Stanka Vraza 19
47000 Karlovac
o99 577 55 05
majamata n ic5@g mail.com

EKONOMSKI FAKULTET U RIJECI
Ivana Filipoviia 4
51000Rijeka

Naslov teme doktorskog rada

SOCIOEKONOMSKE NEJEDNAKOSTI U KORISTEN.IU DIJGOTRAJNE NJEGE
OSOBA STARIJE ZTVOTXP DOBI
(na hrvatskom jeziku)

socroEcoNoMrc rNEQuALrlrES rN THE USE OF LONG-TERM CARE AMONG
ELDERLY PEOPLE
(na engleskom jeziku)

Potpis doktoranda

M tani6 Vautmans

(





Maja
Matani6 Vautmans

Datum rodenja:
1 3. kolovoza 1 989.

Driavljanstvo: h rvatsko

Spol: Zensko

KONTAKT

9 Stanka Vraza 19, null

47000 Karlovac, Hrvatska

p majamatanicS@gmail.com

L (+38s) sssTTssos

europass
O MENI
Vesela, odluina, komunikativna

RADNO ISKUSTVO

TRAVNJA 2017. - TRENUTACNO

Direktorica
Lindbergh Care Duga Resa d.o.o.

. Poslovi upravljanja i odrZavanja nekretnina

. Posredovanje u prometu nekretnina

. Poslovanje nekretninama

. Kupnja i prodaja robe
" Socijalna usluga savjetovanja ipomaganja, pomo(i u kuti,

psihosocijalne podr5ke, rane intervencije, pomoii pri
ukljuiivanju u programe odgoja i redovitog obrazovanja
(integracija), boravka, smjeStaja, organiziranog stanovanja

'. Pripremanje i posluZivanje jela, pifa inapitaka i pruZanje usluga
smjeStaja

. lstraZivanje trziSta iispitivanje javnog mnijenja

http://lindberghconsult.be/ Perindi(i 5b,47000, Karlovac, Hrvatska

PROSTNCA 2018. - TRENUTACNO - Karlovac, Hrvatska

Direktorica
Lindbergh Care Brod d.o.o

" Poslovi upravljanja i odrZavanja nekretnina
. Posredovanje u prometu nekretnina
. Poslovanje nekretninama
" Kupnja i prodaja robe
. Socijalna usluga savjetovanja ipomaganja, pomo(i u kuti,

psihosocijalne podr5ke, rane intervencije, pomo(i pri
ukljuiivanju u programe odgoja i redovitog obrazovanja
(i ntegracija), boravka, smjeitaja, orga nizi ra nog sta novanja

,, Pripremanje i posluZivanje jela, piia i napitaka i pruZanje usluga
smjeStaja

. lstraZivanje trZiita i ispitivanje javnog mnijenja

03. PROSTNCA 2018. - TRENUTACTO - Karlovac, Hrvatska

Direktorica
Lindbergh Care Zagreb d.o.o

" Poslovi upravljanja i odrZavanja nekretnina
. Posredovanje u prometu nekretnina
" Poslovanje nekretninama
. Kupnja i prodaja robe
" Socijalna usluga savjetovanja ipomaganja, pomoti u kuci,

psihosocijalne podrike, rane intervencije, pomoii pri
ukljutivanju u programe odgoja i redovitog obrazovanja
(integracija), boravka, smjeitaja, orga niziranog sta nova nja

" Pripremanje i posluZivanje jela, pi(a i napitaka i pruZanje usluga
smjeStaja

" lstraZivanje trZiSta i ispitivanje javnog mnijenja

SRPNJA 2016. - 08. SRPNJA 2021. - Karlovac, Hrvatska
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OsnivaEica i direktorica
l\4atani( Projektno lnvesti ranje d.o.o.

" Savjetovanje u vezi s poslovanjem i upravljanjem
. lstraZivanje trZiSta i ispitivanje javnog mnijenja
,, PromidZba (reklama i propaganda)
" Posredovanje u prometu nekretnina
" Poslovanje nekretninama
. Poslovi upravljanja i odrZavanja nekretnina
. Raiunovodstveni poslovi

" Usluge informacijskog druStva

" Kupnja i prodaja robe
" Obavljanje trgovatkog posredovanja na domaiem i inozemnom

trZi5tu
'. Zastupanje inozemnih tvrtki

Perinii(i 5b, 47000, Karlovac, Hrvatska

PROSTNCA 2015. - OzUjKA2017.

Vod iteljica marketinga
KA-Vision d.o.o (Trend TV)

.' lzrada marketing plana
,, Komunikacija s klijentima

Prodaja oglasnog prostora

" Svakodnevno osmiiljavanje i kreiranje promidZbenih sadrZaja
na televiziji, radiju i video zidu

" Kreiranje iprovedba manifestacija emitiranih uZivo

https://trend.com,hrl Trg Josipa Broza 2, 47 000, Karlovac, Hrvatska

SRPNJA 2011. - PROSTNCA 201s.

U red n ica i vod itelj ica televizijskog progra ma
KA-Vision d.o.o. (Trend W)

" Stvaranje ivodenje vlastitih televizijskih emisija
. Terenski rad sa sugovornicima za televizijske emisije i izradu

internetskih tlanaka
. lzravno vodenje na razlititima manifestacijama
,, Osmi5ljavanje koncepta pojedinih emisija

https://trend.com.hrl TrgJosipa Broza 2, 47000, Karlovac, Hrvatska

oBRAZOVANJ E r OSPOSOBLJAVANJ E

25. oZUJKA 2022. - TRENUTACNo - lvana Filipoviia 4, Rijeka,
Hrvatska

Poslijediplomski doktorski studij
Ekonomski faku ltet Rijeka

http://wulry.efri. uni ri. hr/

LISTOPADA 2020. - 14. SRPNJA 2021. - lvana Filipovi(a 4, Rijeka,
H rvatska

SveuEili5na spe€ijalistica menadZmenta u javnom
sektoru, u niv.spec.oec
Ekonomski fakultet Rijeka

http://mulry,efri.uni ri.hr/

LISTOPADA 2011. - SRPNJA 2014. - lvana Filipoviia 4, Rijeka,
H rvatska





Magistra ekonom'rje
Sveutili5te u Rijeci Ekonomski fakultet
razina 7 EKO-a https://www.efri.uniri.hrl

LISTOPADA 2008. - LIPNJA 2011. - lvana Filipoviia 4, Rijeka,
Hrvatska

SveuEili5na prvostupnica poslovne ekonomUe
SveuiiliSte u Rijeci, Ekonomski fakultet
razina 6 EKO-a https://www.efri.uniri.hrl

RUJNA 2004, - LIPNJA 2008. - Rakovac 4, Karlovac, Hrvatska

Diploma srednje Skole

Gimnazija Karlovac

razina4EKO-a http://www.gimnazUa-karlovac.hrl

RUJNA 1996. - LIPNJA 2004. - dr. Gaje Petrovi(a 5, Karlovac,
Hrvatska

Diploma osnovne 5kole
Osnovna Skola Banija

razina 1 EKO-a http://w,ryw.os-banUa-ka.skole.hrl

JEZTCNE VJESTTNE

MATE RI N SKI IEZIW lEZlCl: h rvatski

DRUGIlEZtCt:

engleski

e itanleSluianje
82

njemaEki

SIuEanje
A2

82

e itanje
A2

Govorna
produkcija

B2

Govorna
interakcija

82

Pisanje

Pisanje
A2

82

Govorna
produkcija

A2

Govorna
interakcija

A2

ORGAN IZACUSKE VJ ESTI N E

KOMUNIKACUSKE I MEDUUUDSKE VJESTINE

Orga nizacijske vje5tine
Dobre organizacijske vjeStine steiene kroz rad novinarke, urednice,
voditeljice marketinga (izrada i realizacija televizijskih priloga i emisija,
nastupt na razttctttm mantfestaciJama te marketing aktivnosti).
Dobre organizacijske vje5tine stedene kroz rad na funkciii direktorice i

ge.nera I ne menadZerice (organ izira n1 e poslovn ih sastandka s
relevantn i m dionicim.a. pojed inog projekta, organ izi ra nje press
KOnTerenclJa I promtdzbenth al(ttvnosti u tme investitora).

Komunikacijske i meduljudske vjeStine
Dobre komunikacijske vjeitine stetene kroz iskustvo novinarke,
urednice, voditeljice maiketinga na Trend W, direktorice Matanii
Projektno lnvestlranje d.o.o. i generalne menadZerice Lindbergh Care
Duga Resa d.o.o.





POSLOVNE VJEST|NE

Poslovne vjeStine
Kreativne vieStine u osmi5liavanju i izraZavanju poslovnih ideja,
prezentacijike vjeiti ne, pokretanje pod uze(a, izrada ugovora.za-.
i nvesticijske projekte, nadmeta nJe na Javnl m natjecal lma, za Klluclva nJe
ugovora, suradnla s razllcltlm razlnama Javne uprave na pojeolnlm
projektima.
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EKONOMSKI FAKULTET

KI-ASA : 643 -03 I 23 -02 / 0 Ls
URBROJ: L4l-07-23-002

R'rjeka, 19. rujna 2023. godine

Na temelju dlanka 11, st. 1. podst. 3. i dlanka 13. st. 1. i 2. Pravilnika o

doktorskom studiju Ekonom'rje i poslovne ekonomije i ilanka 36. Statuta

Ekonomskog fakulteta SveufiliSta u Rijeci, Fakultetsko vijeie Ekonomskog

fakulteta SveufiliSta u Rijeci je na 287. sjednici odrZanoj 18. rujna 2023. godine

donijelo

ODLUKU

Uz dosada5njeg mentora prof. dr. sc. SaSu Drezgiia imenuje se izv. prof. dr. sc

Sime Smoli( s Ekonomskog fakulteta Sveuiili5ta u Zagrebu za komentora

doktorandici Maji Matanii Vautmans, univ. spec. oec.

Dostavlja se:
1. doktorandici
2. mentoru i komentoru
3. pismohrana

+385 51 355 1 I I I Fa.x. +385 51 212 258 I E-mad €frgefn.hr
banka d.d. I SWFf ZA8AHR2X I www.etn.unrri nr

Ekonomsrdfakurtetsveudi*srauBijecilrvanaFrrrpovica.il5l000RipkarHrvatskaiTel.

0lB 260931.19330 j MB 3328627 I |BAN HH8623600001 t01586015 Zagrebacka
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EKONOMSKI FAKULTET

a

KLASA: 643-03/23-03/01
URBROJ: 141-07-24-008

Rijeka, 20. oiujka 2024. godine

Temeljem 41.11. i d|.33 Pravilnika o doktorskom studiju Ekonomije i Poslovne

ekonomile Ekonomskog fakulteta u Rijeci, Fakultetsko vijeie Ekonomskog

fakulteta u Rijeci na 298. sjednici odrianoj 19. oiujka 2024. donijelo je

ODLUKU

Prihvada se tema doktorskog rada doktorandice Ma.ie Matanii Vautmans, univ.

spec. oec., pod naslovom

,,Socioekonomske nejednakosti u koriitenju dugotrajne njege osoba starije

iivotne dobi".

P

DOSTAVITI:

1. doktorandici
2. mentoru i komentoru
3. pismohrana

r)
Saia

Ekonomsk! fakultst Sveuerlr5ta u Rrlecr I ivana

otB 26093t19930 I MB 3328627 I

Frlipov;ca '1 i5100C RiFka lHrvatsta iTel .3g5 St 355 111 iFa: +385 51 S75 750 iE-ma,t.6t;16x"_fn rr,., 6,
l8AN.HR6623600001101586015Zagrebaakabankadd 

ISWIFTZABAHRZXIwww.etn.urrrrhr
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EKONOMSKI FAKULTET

K]-ASA: 643-03 I 24-04 I 003
URBROJ: 14r-07-2+004

Rijeka, 23. srpnja 2024. godine

Temeljem flanka 11. Pravilnika o doktorskom studiju Ekonomija i poslovna ekonomija

Ekonomskog fakulteta u Rijeci, Fakultetsko vijeie Ekonomskog fakulteta u Rijeci na

304. sjednici odrianoj 22. srpnja 2024, godine donijelo je

ODLUKU

Prihvaia se prikaz rezultata istraiivanja doktorskog rada doktorandice Maje Matanit

Vautmans, univ. spec. oec., pod naslovom:

,socioekonomske neiednakosti u koriBtenJu dugotrajne njege osoba
starije iivotne dobi'.

Prof. Drezgi(

DOSTAWfl:

1. doktorandici

2. mentoru i komentoru

3. pismohrana

Ekoncmski takultetsveutihstauRipollvanaFilipovica4l51000RiiekalHrvatskalTsl +38551 355 111 lFax +38551 675750 lE-marekr@cfn'.rninhr

O18.26093119930 1M8.3328627 I IBAN. HR8623600001101586015zagrebaeka banka d"d. lSWIFT. ZABAHR2X lwvwer ' r:nin hr
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; EKONOMSKI FAKULTET unt
lzvje5ie o provedenoj provjeri izvornosti studentskog rada

Opii podatci o studentu:

Sastavnica Ekonomski fakultet u Rijeci - EFRI

Preddiplomski / Diplomski / Poslijediplomski

Zavr5n i / Di plomski / Zavrini specija listiEki / Doktorski

Maja MataniiVautmans

Studij (zaokruiiti ili
podebljati)
Vrsta studentskog rada
(zaokruZiti ili podebljati)
lme i prezime studenta

JMBAG

Podaci o radu studenta

ldentifikacijski br. podneska 2990737462

Poduda rnost studentskog rada :

PODUDARNOST

Ukupno

lzvori s interneta

Publikacije

Studentski radovi

lzjava mentora o izvornosti studentskog rada

MiSljenje mentora

6%

5%

2%

2%

Datum izdavanja miSljenja

Rad zadovoljava uvjete
izvornosti
Obrazloienje mentora
(po potrebi dodati zasebno)

Datum

26.08.2024.

26.08.2024.

DA/NE

Potpis mentora





SAZBTAK

Broj i udio starijih osoba u ukupnoj populaciji pove6ava se, osobito onih starijih od 80 godina.

Zbog sve zahtjevnijih korisnika s promijenjenim navikama (Lelja za smje5tajem i skrbi u

sredi5tima gradova uz sve dostupne sadrLaje, vi5a tehnolo5ka pismenost, potreba za ve(im

ukljudivanjem u odluke jar.no - politidkog Zivota osoba tre6e Zivotne dobi, motivacija za

radnom aktivno5du i nakon ulaska u mirovinu), dugotrajna njega starijih osoba aktualna je tema

europskih socijalnih i zdravstvenih politika. ilanice Europske unije (ELl) nastoje osigurati

dovoljan broj infrastrukturnih objekata skrbi, pove6ati broj profesionalnog osoblja, razviti

alternativne oblike skrbi i decentralizirati postoje6u skrb u manje razvljene regije. Nove

generacije korisnika iskazuju Zeljt za drugadijim pristupom skrbi, a to je skrb pruZena u

vlastitom okruZenju (home care - pomod u kuii) uz konstantan nadzor profesionalno

angaliranog osoblja. Osim pritiska na javne financije, drZave dlanice EU-a suodavaju se s

problemom nedostatne radne snage, posebice u pruZanju kudne ryege, koju kompenzirajl

migrantima iz treiih zemalja. Medutim, nedovoljna educiranost migranata naruSava kvalitetu

pruZenih usluga. Ku6na njega ili skrb u ku6i definira se kao oblik iskljudivo formalne skrbi koja

se pruZa u ku6i korisnika (OECD, 2021). Medutim, brojni autori znanstvenih radova ukljuduju

i neformalnu njegu kao oblik ku6ne njege (Ilinca et a1.,2017; Rodrigues et al., 2017). Smatra

se da je neformalna njega najra5ireniji oblik dugotrajne njege, pa s obzirom na to, zahtjeva i

pomno promi5ljanje distribucije takve usluge starijim korisnicima (OECD, 2021). Dugotrajna

njega dijeli se na formalnu i neformalnu. Formalna ku6na njega provodi se posredstvom

educiranog/obudenog osoblja (de56e su to njegovatelji niZeg stupnja obrazovNtja ili rjede,

medicinske sestre). Neformalnu njegu najde5de provode dlanovi uZe obitelji i ona je ujedno

najveii izazov dugotrajne njege. Uz veliki pritisak na dlanove obitelji koji Zrtwju svoje radno

wijeme i zdravlje, neformalna njega desto je jedini izbor dostupne njege u mnogim slabije

razs,ijenim dijelovima EU-a. Osim dohotka, koji predstavlja osnovni preduvjet za kori5tenje

ku6ne njege, kulfurolo5ke i zakonske norne determiniraju sklonost prema formalnom ili
neformalnom obliku kuine njege. Provodenje kudne njege znadajno se razlikuje izmedu

zemalja EU-a. U provodenju ku6ne njege zemlje juhre i istodne Europe karakteristidne su po

tradicionalnom obiteljskom narativu usluge, u kojem se, Sto zbog zakonske obveze, Sto zbog

obidaja, skrb o starijem korisniku domaiinstva prenosi na dlanove obitelji (najde56e Zenske

osobe - supruge ili djecu). S druge strane, zemlje sjeverne Europe - zbog izda5nih javnih

davanja - imaju ve6e prilike za kori5tenje educiranog angaliranog osoblja u provodenju ku6ne

njege, dime se ,,vedinski" teret skrbi s obitelji prenosi na tre6u osobu. Vjerojatno ,,najhumaniji"





pristup u ku6noj njezi predstavlja kombinacija obje wste njege (formalne i neformalne) koja

dominira u zemljama srednje Europe. Medutim, s obzirom na dostupnost formalne i neformalne

ku6ne njege uvjetovane socioekonomskim prilikama (dovoljan broj njegovatelja, mogudnost

izbora razlliltlh opcija njege, organizaclja sustava formalne skrbi i u ruralnim podrudjima),

postavlja se pitanje pravednog kori5tenja tih usluga. Pojedini korisnici ve6 su u podetku

ogranideni u mogu6nostima koriStenja ku6ne njege s obzirom na sredinu Zivljenja. Uz to,

koriStenje svake od usluga ku6ne njege (formalnog i neformalnog tipa) zahtjeva i ude56e

privatnog dohotka korisnika, Sto s obzirom na visinu plateLne moii korisnika, o(ne)moguduje

kori5tenje pojedine usluge. Osim dohotka i sredine Livljenja (urbana/ruralna sredina) i ostali

dimbenici poput zdravstvenog stanja, sastava kudanstva, broja djece irazine obrazovanja mogu

se povezati s oblikom usluge kuine njege. Smatra se da bolje obrazovani korisnici imaju vedi

raspoloZiv dohodak i Siri spektar dostupnih informacija te ve6 u ranijoj fazi promi5ljaju o

mogu6nostima kori5tenja dugotrajne njege i nadinima njihovog financiranja. U disertaciji se

stoga identificira zastupljenost formalne i neformalne ku6ne njege medu starijom populacijom

te se istraZuje postoji li horizontalna nejednakost i vertikalna nepravda u kori5tenju tih rrsta

usluga. Dobivene informacije mogle bi koristiti nositeljima nacionalnih politika u organizaciji

pravednog sustava distribucije kudne njege i to putem horizontalnog (osobe jednakog

zdravstvenog stanja koriste istu razinu skrbi) i vertikalnog pristupa (osobe razliditog

zdravstvenog stanja koriste razliditu wstu i razin:u skrbi). U radu se upotrebljavaju podaci iz 8.

i 9. vala studije SHARE - IstraZivanje o zdravlju, starenju i umirovljenju u Europi (Survey of

Health, Ageing and Retirement in Europe - SHARE) koji su prikupljeni tijekom 201912020 i

202112022 godine u 27 europskih zemalja. Radni uzorak obuhva6a osobe koje su u vrijeme

provedbe pojedinog vala istraZivanja bile u dobi od 65 ili vi5e godina. Rezultati prikazuju

zastupljenost formalne i neformalne njege u korist siroma5nih korisnika u analiziranim

zemljama. Obrazovanje pokazuje da sve zemlje imaju pro-bogat djelomidni koncentracijski

indeks, Sto se moZe izraziti da obrazovaniji ljudi doZivljavaju manje nejednakosti. Obrazovanje

i prihodi su u pozitivnoj korelaciji, Sto madi da visoko obrazovani ljudi uZivaju bolje prihode.

Nakon Sto se uzmu u obzir dimbenici potreba, nejednakosti u formalnoj skrbi nestale su za

vedinu zemalja, dok su nejednakosti u neformalnoj skrbi ostale u mnogo ve6em broju za vedinu

zemalja, uglavnom s orijentacijom za siroma5ne.

KLTiNE RIJEiI: dugotrajna skrb, formalna njega, neformalna njega, horizontalna

nejednakost, vertikalna nepravda, starije osobe, EU
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Socioeconomic inequalities in the use of long - term care among elderly

people

1. INTRODUCTION

Long-term care (LTC) is defined variably, with key definitions from the World Health

Organization (WHO) and the United Nations (UN). The WHO defines LTC as activities aimed

at nursing and caring for individuals whose health conditions necessitate such support. The UN,

defining old age as starting at 65, states that LTC is provided when health deteriorates, which

can be delivered by formal caregivers (trained professionals), informal caregivers (family and

friends), or volunteers.

LTC services can be classified into institutional care (like nursing homes) and non-institutional

care (such as home care). In Europe, LTC varies by supply model (public, private, or NGO

facilities), nature of service provision (home or institution), financing (cash benefits, in-kind

benefits, or private payment), and resource acquisition methods (tax revenues, social insurance,

or private insurance). The rising life expectancy, particularly among those over 80, raises

questions about the sustainability of LTC in Europe.

To address the growing elderly population and limited capacity in institutional care, home care

is increasingly favored. This preference allows individuals to remain in their homes longer,

positively affecting their mental health and reducing the systemic burden. Home care can be

formal or informal and includes various services like meal preparation, house cleaning, personal

hygiene assistance, and more.

Access to LTC, including home care, is often contingent on financial means, with most

European countries requiring income or asset assessments to qualiff for support. Those at the

Iower end of the income scale frequently rely on informal care from family members to avoid

out-of-pocket expenses. In some regions, especially Eastern and Southem Europe, the

development of home care is limited, creating a "postal code lottery" effect where urban

residents have better access to LTC than those in rurd areas.

This socioeconomic inequality, driven by disparities in income, class, geography, and

education, significantly affects individuals'choices and access to care. Studies highlight a

growing trend in social inequalities, prompting research that distinguishes between horizontal
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inequality (access equality) and vertical inequity (resource distribution). Ongoing monitoring

of these disparities is essential for shaping equitable national and international LTC

policies.This paper investigates the socioeconomic inequalities of older adults in the use of one

of the forms of available home care (formal and informal care). The term care refers to the

provision ofassistance by caregivers in personal care and household chores to people who are

dependent on someone else's help (difficult mobility, immobile people, people with mental or

physical disabilities), and does not include legal, financial or emotional support.

The research problem represents the lack of consideration of vertical inequity and overall

inequality within socioeconomic inequality in the use of home care among elderly people.

Following the research problem, the research questions are:

1.) What is the prevalence of the use of formal and informal home care among the elderly (over

65 years of age) within the countries of Europe?

2.) What socioeconomic factors, income, education, household composition, and living

environment do (not) enable the use of formal or informal home care?

3.) Will consideration of inequality through vertical inequity contribute to gteater overall

inequality in the use of home care among older people in Europe?

Such data would help identif, socioeconomic inequalities through horizontal equity (same level

of need - same level of care) and vertical inequity (different level of need - different level of

care). The analysis uses data from member countries of the European Union (EU-26 +

Switzerland) from the 8th and 9th waves of the SHARE study (Survey of Health, Aging and

Retirement in Europe), which will be analyzed by regression analysis. Considering that the

existing literature does not include the total inequality in LTC (which is the sum of horizontal

inequality and vertical inequity), which represents a research gap, the research objectives ofthe

doctoral thesis are:

l.) To define the key theoretical features of home care in Europe

2; To create a new empirical methodology in the domain of the vertical approach to

examining overall inequality in-home care as part of LTC through the vertical index of

inequity

3.) To analyzesocioeconomic inequality through influencing factors on the use of informal

home care in Europe
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4.) Analyze visible socioeconomic inequalities (through horizontal and vertical

approaches) when differences between members of the union are controlled through

individual factors (age, health status and gender)

5.) To determine the presence and use of informalhome care in the Republic of Croatia

In accordance with research goals, a basic hypothesis is set by determining the importance

of individual factors of socioeconomic inequality through a horizontal and vertical

approach, it is possible to design special measures and activities that will reduce

socioeconomic inequalities in the use of formal and informal home care and thus ensure

fairness and equality in the use of both forms of home care.

The working hypothesis set up in this way is elaborated with four auxiliary hypotheses

P.H.l. The representation of formal care is the highest in the countries of the North and the

lowest in the countries of Eastern and Southern Europe. In Northern European countries, users

have higher disposable income and education and choose formal care.

P.H.2. Representation of informal care is distributed in the population of poor beneficiaries in

Europe. Health variables (Self-perceived health, ADL, IADL, and chronic) contribute to

inequality in the use of informal care by the poor beneficiaries of the European population. In

addition to health variables, other need factors (age and gender) contribute to inequality in the

use of informal care in the population of poor beneficiaries.

P.H.3. The living environment is not an important factor contributing to inequality in the use of

formal care in most countries. Marital composition and children do not contribute to inequality

in the use of formal care.

P.H.4.Inequalities in the use of formal care will disappear formost of the observed countries

after controlling for need factors (age, gender, health variables), while in the case of informal

care, they will remain significant.

2. THEORETICALCONCLUSIONS OFPREVIOUS RESEARCH

Previous research has highlighted socioeconomic inequality in long-term care (LTC). Many

studies focus on the role of formal and informal home care, revealing that women, due to longer
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lifespans and more serious health issues, often rely on formal care (Jim6nez-Martin, Prieto,

2012; Portrait et al., 2000). Single women face a higher poverry risk (Munoz Boudet et al.,

2018) and are commonly family caregivers (OECD, 2016), reflecting traditional gender roles.

Age is also a critical factor, with the UN defining older adults as those 65 and older. LTC

approaches vary across EU member states: Eastem and Southem countries tend to favor

informal care due to family customs and lower incomes, while Northem and Westem countries

favor formal care, influenced by smaller family structures and greater public support (Zigante,

2018; Igel et a1.,2009; Dykstra, 2018). In Northern Europe, higher public spending (over 2%o

of GDP) on social services (Eurostat, 2020) facilitates the availability of formal care and

increases registered caregivers (Fernandez, Forder, 201 5).

Individual characteristics (age, gender) and socioeconomic factors (Andersen, Newman, 1973)

significantly influence care type access. Income is vital for both formal and informal care;

formal care often requires state co-financing (Theobald,2003), while informal care-typically

provided by family members-also involves financial sacrifices (European Commission,

2017). Education plays a role in reducing inequality, as educated individuals tend to pursue

healthier lifestyles, plan for aging, and have better access to varied care options in urban areas

(Mirowsky, Ross, 2005; Ilinca et a1.,2017).

Inequalities in LTC usage can arise at any age, highlighting the need to identify factors that may

lead to dissatisfaction with care services. These analyses can raise awareness about the

importance of education and health for improving income and access to LTC, and encourage

public discourse on financial support for this sector.

3. DATAAND METHODS

The paper examines selected dependent and independent variables related to both formal and

informal care, treating informal care as a dependent variable in the formal care model. These

two types of care are analyzed in parallel and are not viewed as substitutes; for instance, the

absence of formal care does not imply a compensatory increase in informal care. This approach

aligns with the work of various authors (Hu et a1.,2022; Ilinca et a1.,2017; Rodrigues et al.,

2017; Rodrigues et al., 2018; Bakx etal.,20l5; Barbieri & Ghibelli, 2018; Broese van Groenou
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et a1.,2006) who aimed to explore the representation and determinants of each type of home

care. The study will present results from all countries for both dependent variables.

Table l: Overview of dependent and independent variables for examining inequalities in the
use of home care

DEPENDENT VARIABLES Formal care, informal care

Formal home care is measured using a

synthetic indicator reflecting its use in the

last l2 months, encompassing support from

trained caregivers, personal care, household

chores, and services like "meals on wheels"

for individuals with disabilities. Informal

home care is similarly measured through a

synthetic indicator for the last 12 months,

which includes non-professional support

from friends and volunteers outside the

household, as well as support from family

members (such as children or spouses)

within the household. Both indicators are

binary variables, coded as "No" or "Yes."

INDEPENDENT VARIABLES Age, gender, living environment

(rural/urban), education, household income,

marital status, children, health status,

activities of daily living (ADL),

instrumental activities of daily living

(IADL), chronic diseases

Source: own compilation

The analysis of inequality considers both need factors (directly affecting home care usage) and

non-need factors (indirectly impacting usage). In assessing horizontal and vertical inequity,

need factors are treated as legitimate influences on care utilization, while non-need factors are

seen as illegitimate influences that contribute to inequity in care distribution. This distinction

helps clarify the justifiable reasons for differences in care utilization versus those that lead to

unfair disparities.. Table 2 provides an overview ofthese factors.
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Table2: Overview of need factors and non - need factors in the use of home care

Source: own compilation

3.1. Econometrics factors

Concentration index

Wagstaff et al. (1991) proposed the concentration index (CI) as a robust measure for examining

health inequalities. The CI is derived from concentration curves, which illustrate the

relationship between a health variable and socioeconomic status (SES). In these curves, the x-

axis represents the ranked SES, while the y-axis shows the cumulative proportion of the health

outcome. This method provides a visual representation of equity in health care distribution

across different SES groups. The concentration index quantifies the extent of inequality, helping

to assess whether health care resources and outcomes are fairly allocated among various

socioeconomic groups. According to o'Donnell et al. (2007), the cl can be calculated as

follows:

(l)

6

Need factors Age (comorbidities related to LTC occur

after the age of 65), health status (self -

perception of health, ADL, IADL, chronic

diseases) and gender.

Non need factors All those who are somehow connected with

using care and which can affect the final

judgment in the choice of care. These are

household income, household composition,

marital status, number of children, living in

an urban or rural environment and

education.

c =LZT=rhgi-t-),
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where is h; the health variable, p its mean value, and ri = I is the relative rank of the respondent

i in the SES distribution, where t = 1 denotes the poorest and i : n the richest respondent. An

equivalent formula for CI uses the covariance:

C = Z cov(h,r) (2)

The concentration index (CI) ranges from -l to l, where negative values indicate that the health

variable is more prevalent among the poor, while positive values suggest greater prevalence

among the wealthy. Thus, a negative CI reflects health disparities favoring lower socioeconomic

groups, and a positive CI highlights inequalities favoring higher socioeconomic groups.

Howeveq it's important to note that the CI is affected by the mean value of the health variable

being analyzed, particularly when comparing CIs between different populations or countries.

This reliance on the mean can complicate direct comparisons, as variations in the average health

outcome can lead to misleading interpretations of inequality across diverse contexts. Erreygers

(2009) provided a corrected version ofthe CI for binned variables that does not depend on the

mean value of the variable:

CC=4P Ca-b (3)

where are a ar,d b minimum and maximum values of the health variable. The variables of

formal and informal care are binary and for them, a = 0 is b = L.

Decomposition of the concentration index

The concentration index has the property that it can be broken down into the contributions of
different factors, which can also be quantified, that is, a CI decomposition can be carried out.

The CI decomposition method uses regression models to break down the factor contributions.

In its most basic form, where the health variable is quantitative (continuous), a linear regression

model is appropriate:
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hi= o+ZxBxxpil ti, (4)

where are x7. individual factors, ri random error, and a regression B1, coefficients. Based on this

model, the expression for the concentration index can be written:

c =Zt,Tru*T, (s)

where I is the mean value of xp, Cp is the (partial) concentration index of the variable xp with

respect to the SES measure, and G C, is the generalized concentration index ofthe random error.

Therefore, the concentration index is equal to the weighted sum of the partial concentration

indices of the independent variables, where the weights are elastic h with regard to x;.. The

generalized random error concentration index (residual) represents inequality that is not

explained by factor variation. The elements of the above sum are called contributions or factor

contributions. Each factor, as is true for the CIs themselves, can be negative, in which case it

contributes to a greater representation of the variable h among the poor, or positive, which

means that it contributes to a greater representation among the rich. The signs of the elasticity

and the partial CI determine the sign of the contribution, where the same signs (++ or - -) give

a positive and opposite signs (+- or -+) a negative contribution'

The decomposition method can also be applied to the corrected concentration index (Erreygers,

2009), so it is valid:

CC : (Zx?rcnCx+ GC€) (6)

Horizontal inequity

Horizontal inequity is identified by the deviation of the actual distribution of service use from

that which would be predicted by the necessary needs. In other words, the analysis of equity is

based on the principle that people with equal levels of service need should receive the same

level ofservice, regardless ofany other factors (Van de Poel et a1.,2012). Positive or negative
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values indicate unequal treatment for equal needs. There are several approaches to calculating

horizontal inequity, and the most natural way is the indirect method (O'Donnell et a1.,2007;

Van de Poe et al.,2012). In the event that the health variable is quantitative (continuous), a

linear regression is estimated that represents the equation for the use ofcare:

ht = a + Zi Fi xii * Zxfp zpi * ei, (7)

where are a, p and y parameter vectors, x1 are the necessary variables for which we want to

standardize the health variable (health indicators, age, gender), and the Zpflon - need variables

that we do not want to standardize but to control the prediction with respect to them. Need

variables are expected to influence the use of care, while non - need variables should not

influence the level of utilization if horizontal equity is satisfied. If the parameter estimates are

A,Bif,then the use ofcare can be calculated based on the necessary needs:

i, = d +Zi 0t ryi * Zxfi zn + ti, (8)

where arc4 the sample mean values of non - need variables, the effect of which is neutralized

in this way. In case the dependent health variable is not quantitative (as is the case in this

research, where the variable is binary qualitative), then instead of the mentioned linear

regression, some kind of nonlinear regression model (logistic for binary variables) is suitable.

Then it is not possible to unambiguously neutralize the influence of non - need variables by

fixing their values (e.g., to mean values), but the choice of fixed values will affect the

predictions. Nevertheless, by accepting this fact, the use of care provided for the necessary

needs can be calculated:

t, = c(a + Li 0t x1i -t Zxfrd + €i), (e)
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where is G the function relating the linear model to the nonlinear prediction, such as the logit

in the case of a binary health variable.

Horizontal inequity can be calculated as the difference between the concentration index of the

actual use of care and the concentration index of the use of care predicted by the necessary

needs, that is:

Cnx=C-Cn (1 0)

The interpretation of CI values for horizontal inequity is analogous to that for current CI.

Decomposition of horizontal inequity

Analogous to the decomposition of the concentration index (CI) of current care use, a

decomposition of the CI of horizontal inequify can be carried out. First, it is necessary to

decompose the current CI. As the dependent variable is binary, the regression model is non -

linear (logistic regression), which means that it is necessary to make a certain linear

approximation of the non - linear model.

One approach is using marginal effects (Doorslaer et a1.,2004.), where the care utilization

model can be written as:

hi = G(a +LiBixlt*LuTxzki+ Ei) = qm +Li Bi x1i*Lxy[ zpilui, (11)

where the marginal effects are am, Bmcalculated ymon fixed values such as sample means' The

selection of these fixed values in nonlinear models affects the decomposition results. An

alternative approach to calculating marginal effects, which avoids the problem of choosing

fixed values, is to calculate marginal effects for each observation in the sample (with actual

values of the independent variables) and take the mean value of the obtained marginal effects.

The decomposition can then be written as:
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(12)

Doorslaer et al. (2004) showed that in the case of a linear model, the concentration index of

horizontal inequity obtained using the concentration index of care utilization predicted by

necessities is equal to the one obtained when all the contributions ofneed factors obtained from

the decomposition are subtracted from the current CI. In the case of non - linear models, these

results will not be identical, but in most cases, they will be very similar. By using the

decomposition method, the expression for the CI of horizontal inequity is obtained:

c =zi Tr, +r,*rycu+?

cnr,t = 5 -Ziu#tt (1 3)

The advantage of this approach compared to the method that uses the care provided for the need

factors is that there is no arbitrariness in the selection of fixed values of the independent

variables. Analogous to the previous considerations, the CI correction is also applicable here

(Erreygers, 2009).

Vertical inequity

11

The main limitation of the horizontal inequity approach is that it does not take into account the

possibility that the established differential treatment received by people with different needs is

inappropriate, which is the domain of vertical inequity. The principle of vertical inequity in

health care requires that people with unequal needs receive appropriately unequal treatment

(Vallejo-Torres, Morris 2014).In order to calculate vertical inequity, Sutton (2002) suggested

comparing a concentration index of care utilization predicted by needs and a concentration

index based on target utilization ofcare. The targeted use ofcare is derived from the predicted

values of the care variable, where the need variables have an optimal effect on the level of care

use.





The target utilization ofcare can be calculated by applying the equation ofutilization ofcare to

the target sub - population, which can be said to have the optimal effects of the need variables

on utilization ofcare:

ht = G(a +Li Bi x1t *ExYkzki + si) (14)

If ac we denote the estimations of the parameters a and on the target group with B i Bc , then

the targeted use of care can be written as:

h? : G(a'+Li0f xit*Lxfi4+ €) (1 s)

where ft the coefficients of the non - need variables from the care utilization equation were

applied to the entire population. Then, the concentration index of vertical inequity can be

calculated as the difference of the CI of care use predicted by needs [, and the CI based on the

target use of care hl:

CvN = C6- Cnc (16)

The interpretation of CI values for vertical inequity is analogous to that for current CI and

horizontal inequity. The target group can be defined in several ways' ln this paper, two

approaches to this problem will be applied. More educated and higher-income users are more

likely to use home care services that will fully meet their needs, according to vallejo-Torres

(2012),and found that wealthier and more educated individuals are more likely to use specialist

services, as opposed to less educated and poor individuals'
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D ec ompo siti on of v ert i c al in eq uity

In accordance with the methods already described, a decomposition into contributing factors

can also be carried out to solve vertical inequity. Using this method, the CI of vertical inequity

itself can be calculated:

(17)

In this case, CI correction can also be applied (Erreygers, 2009).

Total inequality

Total inequality is defined as the difference between the CI of actual and target care utilization,

which is equal to the sum of horizontal and vertical inequity:

CuN = C - C6 = (C - Cfr) + (Cfr - Cn ) = Cnr,t * Cvr,t (18)

Total inequality is thus broken down into inequality arising from the effects of non - need

variables on the use ofcare (horizontal inequality) and inequity arising from the inappropriate

effects of need variables on the use of care (vertical inequity). The interpretation of CI values

for total inequality is analogous to all previously described CIs.

Socioeconomic status

Socioeconomic status (SES) was indirectly measured by equalized household net income, using

the square root scale (Rainwater, Smeeding 1996; o'Donnell et al, 2007) and adjusted

according to purchasing power parity - PPP of individual countries, according to the formula:

D, = Dx/J N* x EX /ppp (le)

cvn =Z,u(fr,- Bf)f;c-

I
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Where is D, equalized household income, Dr total household income, N7, number of household

members, EX localcurrency exchange rate and PPP purchasing power parity.

Sample

An important consideration in CI analysis, as in subsequent analyses, is the issue of sample

size. In order to obtain reliable conclusions, each country should have enough data for

calculations. Since in this study the sample sizes per country are determined a priori by the

SHARE sample and cannot be increased by additional data collection, we only consider post

hoc sample sizes here. The basic formula for sample size is:

n= zz(p(|-pDld2(4) (20)

where z=1.96 (the upper quantile of the normal distribution althe 95Yo significance level), p is

the level of formal/informal care in a given country, and d is the precision of the Cl, i.e. the +-

edge of the corresponding confidence interval' Setting d to a specific value means that CI

estimates whose absolute value is greater than d are considered significantly different from

zero.

4. CALCULATION OF SOCIOECONOMIC INEQUALITY IN THE USE OF

LONG - TERM CARE

The analysis was carried out on micro - data obtained from research on health, aging and

retirement in Europe (SHARE - Survey of Health, Aging and Retirement in Europe )' The data

includes the 8th and 9th waves of the survey. A certain part of the data had missing values' and

where possible, imputed values prepared by SHARE, whose imputation model consists of two

phases, were used instead. In the first phase, wing hot the deck method imputes fewer

demanding variables and those with a small proportion of missing values' with this method'
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the missing values of a variable for an individual respondent ("recipient") are imputed with the

values of that variable for another respondent ("donor") who is very similar to the recipient

according to a certain metric, primarily with regard to country, gender, age, etc. In the second

phase of FCS (. fully conditional specification ") method imputes more demanding variables

such as various monetary variables, including income. The sample included respondents who

were over 65 years old at the time of the survey and included 26 EU countries and Switzerland.

Israel was not the subject of this research because it is not part of the European Union, so it was

excluded from the sample. Ireland did not have data in any of the studied waves, so it is also

not part of this research. Of the other countries, Portugal did not participate in the 8th wave, but

data was available for the 9th wave. Of the initial 53,692 for the 8th wave, or 69,445 for the 9th

wave, due to the aforementioned restrictions and missing values that remained after using the

imputed values prepared by SHARE, 33,641respondents for the 8th wave and for the 9th wave

remained for analysis. wave 44380. Of the 20051 I 25065 excluded records for the 8th and 9th

waves, 1418 I 7 44 were related to Israel, 16341 I 21634 were under 65 years of age, and 2292

I 2687 had missing values.

The studied countries are segmented according to the regional division: Northern Europe:

Sweden, Denmark and Finland; Westem Europe: Austria, Germany, Netherlands, France,

Switzerland, Belgium and Luxembourg; Southern Europe: Spain, Italy, Greece, Portugal,

Cyprus and Malta; Eastern Europe: Czech Republic, Poland, Hungary, Slovenia, Estonia,

Croatia, Lithuania, Bulgaria, Latvia, Romania and Slovakia.

Dependent variables

Formal LTC was measured using a synthetic indicator of use of care in the past 12 months,

which records professional assistance, including personal care, housework, food delivery and

other activities. To calculate the synthetic variable, the variables hcl27dl,hcl27d2,hcl27d3

and hcl27 d4 from table hc were used, where the existence of a positive answer to any of the 4

corresponding questions from the questionnaire was coded as the presence of the use of formal

care. Informal LTC was also measured using a synthetic indicator of use of care in the past 12

months, which includes non-professional help coming from outside the household as well as

from within the household itself. Here, the variables sp002 and sp020 from the table sp were

used for the calculation. A positive response to the sp002 variable was coded as the presence of
informal care, and of the remaining cases, those in which the sp020 variable had a positive
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response were also coded that way. Both indicators are binary variables with the values "No"

and "Yes"

Socio-economic status

As income has an asymmetric distribution with the majority of respondents with lower values

and a smaller number of respondents with large and very large values, the variable was

transformed by the natural logarithm before inclusion in the analyses. This quantitative variable

is labelled as Income in the PaPer.

Independent variables

Independent variables are divided into necessary needs factors: Self perceived health (SP

health), ADL, IADL, Chronic, Age, Gender; and non - necessary factors: Area, Married (marital

status), Children (number of children), Income (households) and Education. In the

decompositions and calculations ofhorizontal and vertical inequity, factors ofnecessary need

are treated as justified and legitimate factors that influence the level of use of care, while non -

necessary factors are viewed as illegitimate influences on the use of care that can lead to

inequity in the distribution of care . SP health is based on the self - assessment of the respondent,

with a scale from I - excellent to 5 - bad, and since it takes 5 different values with an

approximately symmetrical distribution, it is used in the analyzes as a quantitative variable with

numerical values from 1 to 5. ADL (activities of daily living limitations) was measured on a

scale from 0 to 6, while IADL (instrumental activities of daily living limitations) was measured

on a scale from 0 to 9. Correlation analysis determined that these two variables are highly

conelated, and it can be said that they measure very similar constructs. In order to avoid the

potential problem of multicollinearity in the analyzes by including both variables, a synthetic

variable (I)ADL was created as the average of the values of these two variables, which was

included in further analyses. The (I)ADL variable was treated as a quantitative variable. The

variable Chronicrecords the number of chronic diseases with which the respondent lives and is

also treated as a quantitative variable. Age isa quantitative variable that measures the age of the

respondent at the time of conducting the research. Gender is a binary variable' which indicates

whether the respondent is female. Area is a binary variable of the respondent's place of

residence, where the original variable had 5 categories that were grouped into two: urban and

rural environment. The variable Married is a binary variable, where the first category includes

the Original categOries: "never married", "divorced", "widowsiwidowers"; and Other categories:

,,married, living with Spouse", "registered partnership" and "married, not living with spouse"'
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The variable Children is a quantitative variable of the number of children of the respondent.

Education is a quantitative variable that measures the total number of years of formal education

completed by the respondent.

4.1. Analysis

Concentration indexes of inequality were calculated with reference to the SES measure Income.

In the calculation, the correction according to Erreygers (2009) was used. Decomposition of

concentration indexes for current inequality, as well as horizontal, vertical and total inequity,

was carried out using binary logistic regression on the dependent variables of formal and

informal care, separately for each country. Concentration indexes for horizontal and vertical

inequity were calculated using the decomposition method, with correction for enclosed

variables (Erreygers, 2009).

Alarge part of the necessary procedures was developed specifically forthis work. First of all,

the procedure for the decomposition of CI from existing packages has been adapted so that it

calculates the approximation of a non - linear model (in this case logistic regression) using

marginal effects over their mean values. Procedures were developed for calculating horizontal

and vertical inequity, as well as their decompositions. CI corrections for all measures,

procedures for calculating bootstrap confidence intervals and standard deviations for all

measures, and procedures for analyzing and presenting data through graphical and tabular

displays were also implemented. In addition, procedures were developed for extracting data

from the SHARE database, as well as procedures for transforming relevant data into a form

suitable for analysis.

4.1.1. Descriptive analysis of the sample

Table 3 (in appendix) shows the descriptive statistics ofall dependent and independent variables

for unweighted values, especially for each studied country and wave. The use of formal LTC

ranged from 1 .9%o in Romania in the 9th wave, to 28%o in Belgium in the 8th wave. In all

European countries, the difference in the use of formal care between the 8th and 9th wave was

within 2 percentage points. Most countries saw a decline in the use of formal care between the
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two waves, except for the Netherlands (up 1.3 percentage points) and France (up 0.3)' Southem

European countries recorded shares ranging from 5.8% (Malta) lo 25.8oh (Cyprus). Eastern

European countries recorded the least use of formal care, where the Czech Republic had the

highest values (9.5, 10.2%).

Informal LTC had percentages of use above 30oZ in the Czech Republic, Austria, Estonia,

Denmark and Finland, and below 20o/o in Malta, Slovakia, Poland, Italy, Luxembourg, Latvia,

Cyprus, Portugal and Spain, while the other countries were in between 20%o and 30oZ usage.

Sweden had the smallest share of usage of the Northem European countries, but with a growth

of almost 2percentagepoints, and Finland grew even more, while Denmark had a slight decline.

The countries of Western Europe had shares between 24Yo and 30%, with the exception of

Luxembourg and Austria. Most of the countries of southern Europe recorded shares of informal

care use ranging from 18.5% to 24Yo, except Greece (24.1, 29.syo), Malta (11.1, 10'4%) and

Cyprus (21.8,13.2yo). Eastern European countries were mostly in the range of 20o/oto 30Yo,

with the exception of the Czech Republic and Estonia, which had larger shares, and Poland,

Slovakia, Hungary (9th wave) and Latvia (9th wave). Most Eastern European countries had a

decline in the use of informal care, most notably in Romania (8.9), Hungary (6'4), Poland (2'9)

and Latvia (2.6).In Croatia, there were no changes between the two waves.

Health variables are summarized in Table 2 with mean values. The SP health variable had the

worst values (above 3.6) for Latvia, Estonia, Portugal, Lithuania, Romania, Poland, Croatia,

Bulgaria, and values below 3.0 were recorded for Denmark, Switzerland, Sweden and the

Netherlands.

The worst values of the (I)ADL variable (above 0.5) were recorded for Spain, Lithuania,

Romania, cyprus, Poland and Estonia, and the best (below 0.3) for Switzerland, Malta, the

Netherlands, Sweden, Finland and Luxembourg. The highest number of chronic diseases (above

2.4) was recorded in poland and Luxembourg (Sth wave). For all health variables, very small

changes in values were recorded between the 8th and 9th waves.

The mean age of the respondents varied from7l.7 for Slovakia to 77 '3 for Spain'

The fewest women among the respondents were in Germany (51%), and the most in Latvia

(66yo,hth wave) and Lithuania (65.2,91h wave). In the 8th wave, respondents' place of

residence was the least rural in Sweden (16.7%), Greece, Belgium, the Netherlands, Spain,

cyprus, Denmark and Malta (24.2o/o), and the most rural countries were Romania(74'7%)'

Slovakia, Switzerland, Bulgaria, Poland, France, Finland and Luxembourg (45'1 %)'
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The fewest married people were in Latvia (49.4yo), Lithuania, Estonia, Bulgaria and Hungary

(57 .7%), and the most in Malta (81%), the Netherlands, Italy, Luxembourg, Croatia, Slovenia

and Germany (72.7%). Respondents from Latvia (1.74), Hungary Croatia, Luxembourg,

Greece, Bulgaria and Estonia (1.95) had the fewest children on average, and the most from

Cyprus (2.55), Poland, Malta, Spain, the Netherlands, Romania, Denmark and Sweden ( 2.3).

For age, sex, marital status and number of children, there were no major variations in the values

between the two waves.

Looking at the average equalized household net income, adjusted according to purchasing

power parity, the lowest income was recorded in Bulgaria (637) andthe highest in Cyprus (6278

I 9026).lt is interesting that Cyprus has the highest income, followed by Switzerland with a

significantly lower income. Income distributions are highly asymmetric, with most values at

the lower end of the distribution. A comparison of the income distributions for Cyprus and

Switzerland showed that Cyprus has much more values at the upper end of the distribution, i.e.

there are many more disproportionately wealthy households in Cyprus. Looking at the median

income, both countries have approximately the same values. Another reason is the correction

of income for purchasing power parity, which was twice as high in Switzerland compared to

Cyprus, which significantly increased the income of Cyprus. As Cyprus is a well - known

destination for wealthy retirees, mostly from the United Kingdom r, their income is significantly

higher than that of native Cypriots.

Respondents from Portugal (6.3),Italy, Spain, cyprus, Switzerland, Romania, Greece, Malta

and Austria (9 .27) had the fewest years of formal education, and the most from Denmark (13 .7),

Germany, Belgium, the Czech Republic, the Netherlands, Sweden, France and Luxembourg

(12.0 %).

It is interesting to compare some countries according to the aforementioned measures. For

example, seemingly similar countries such as Spain and Italy have considerable differences in

the level of use of formal care, while the use of informal care is similar. This could be linked to

differences in health, where in particular, the variable s (I)ADL and Chronic have significantly

worse values in Spain than in Italy, potentially leading to a greater need for formal care. The

difference in the use of formal care is even greater when comparing the neighbors of the

Netherlands and Belgium, where differences in the level of health are also noted. Of course,

thttps://www.news.cyprus-property-buyers.coml2008l0ll27/cyprus-attracts-retired-britons/id:002g7
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other important reasons can influence such differences, such as state spending on LTC and other

socio - cultural characteristics ofthe respective countries.

4.1.2. Inequalities in the use offormal and informal care

Pictures 7,2 and3 (in appendix) show the concentration indexes (CI) of current care utilization,

horizontal, vertical, and overall inequality, along with 95% confidence intervals. Measures

whose intervals do not intersect 0 (zero) are significant at the 0.05 significance level.

The actual CI as a measure of inequality was negative for most countries for both types of care,

meaning that inequality in the use of care was disproportionately concentrated among poorer

people. Only Portugal (9th wave), Italy (8th wave) and Greece (8th wave) had a significant

positive CI for formal care. In all other cases, inequality was in the direction of the poor,

although in some countries without reaching the level of significance.

From these results, it can be concluded that for the vast majority of countries, the use of LTC is

disproportionately concentrated among the poor parts of the population. Informal care is even

more pronounced among the poor population, with a possible explanation that informal care is

more accessible to the poor than formal care.

4.1.3. Horizontal inequity in the use offormal and infotmal care

Horizontal inequity (HI) was obtained by eliminating the effects of the necessary needs

variables from the previously described inequalities. The effects ofnecessary variables are seen

as legitimate, justified sources of inequality that are not a source of inequity' Pictures 7,2 and

3 show horizontal inequity for formal and informal care. In all countries (except Malta in the

gth wave), horizontal inequity had a CI shifted in a positive direction in relation to current

inequality. Thus, a large number of previously significant negative inequalities became

insignificant, and some inequalities changed to a positive sign and even reached significance in

the direction of the rich.

After taking into account the effects of the necessity factor, inequalities in the use of formal

care disappeared for most countries, while inequalities in informal care remained significantly
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concentrated among the poor for a large proportion of countries. The implication is that poorer

people, in the absence of formal care, disproportionately reach for informal forms of care, even

when the legitimate factors of their greater need for care use are excluded. In countries such as

Greece, and especially Italy, non-necessary factors, including Income, have been shown to

contribute to inequity that favors the rich. However, for most countries formal care was close

to a fair distribution of use according to this analysis. Only Luxembourg, Croatia and Hungary

had an unfair distribution on the side of the poor, which can be explained by the fact that non -

necessary factors were the main driver of inequality in these and similar countries, so even after

eliminating the effects of necessary needs, inequalities remained significant. Croatia had the

greatest horizontal inequity in the use of informal care of all countries, and that in favor of the

poor.

4,1,4. Vertical inequity in the use offormal and informal care

Vertical inequity (VI) is the deviation of the effects of the necessary needs factor from the

optimal effects obtained on the basis ofthe target groups. In order to take into account, the

influence of the selection of the target group on the final results, pictures 1,2 and 3 show the

CI of vertical inequity with regard to the target groups defined according to income and

education. With the exception of Sweden and the CzechRepublic in the 9th wave, where formal

care had a significant VI with regard to education in the direction of the rich, all other measures

of VI were not significantly different from 0 (zero). Although the effect sizes of VI on their own

were relatively small, when combined with Hf they can lead to changes in the level of inequity

for some countries, which can be seen by looking at total inequity. Noticeable vertical inequity

was recorded in Sweden, Denmark, the Netherlands, Spain (informal) Hungary, Slovenia

(informal) Lithuania (informal), Latvia (informal). In most countries, vertical inequity was

oriented in favor of the rich.

4.1.5. Total inequity in the use offormal and informal care

Compared to horizontal inequity, total inequity (TI), which includes a vertical component, has

not changed significantly. However, in some countries, especially those where Hl was on the
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borderline of significance or insignificance, the inclusion of the vertical component led to

different conclusions. Inequity for formal care became significant in the direction of the rich in

Austria (9th wave) and Belgium (8th wave), and inequity in the direction of the poor

disappeared in Hungary (8th wave, according to income) and Croatia (8th wave, according to

education). Regarding informal care, Denmark (wave 9, by education), Slovenia (wave 8) and

Latvia (wave 9) were no longer significantly concentrated among the poor, Portugal (by

income) became significantly positive, and Poland ( 8th wave, according to education) and

Hungary (9th wave, according to education) have reached a significant result in the direction

of the poor. Overall, with these few exceptions, most of the conclusions remained the same as

for horizontal inequity.

4.1,6. CI decomposition of inequatity and inequity in the use offormal and informal care

Contributions ofnecessary needs factors and non - necessary factors to concentration indexes

are based on logistic regressions where the dependent variables are formal and informal care,

and the independent variables are the mentioned factors. The results of the logistic regressions

are given in tables 4 and 5 (in the appendix).

(I)ADLvariable had a positive and significant effect on the use of care in all countries. SP health

had a positive and significant, or marginally significant effect in at least one wave for formal

care in most countries, except for Spain, Portugal, Lithuania, Malta, Romania and Slovakia,

while for informal care there was no significant effect in Cyprus, Maltq Estonia and Latvia.

Chronic disease had a positive and significant effect in Austria, Germany, Sweden, Spain, Italy,

Belgium, and Malta. Only informal care was significant in the Netherlands, France, Denmark,

Greece, the Czech Republic, Poland, Slovenia, Estonia, Lithuania, Malta, Romani4 Croatia and

Slovakia. Age haduniformly positive effects, and was significant in almost all countries, with

the exception of Romania, Slovakia and Malta (informal). The variable Gender had positive

effects almost everywhere, except for a significant negative effect in formal care for Slovenia

(gth wave) and Lithuania (9th wave). About half of the coefficients for this variable were

significant, slightly more for formal than for informal care. The Married variable had mostly

negative effects, where most countries achieved significance. The variable Children had a

smaller number of significant results that were mostly negative, with a few positive effects for
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informal care. For the Area, a smaller number of significant effects were recorded, and mostly

the effects were more positive for informal care compared to formal care. Income had both

positive and negative effects, a smaller number of which were significant, and the same was the

case with Education .

Pictures 4 and 5 show (in appendix) the contributions (contributions) ofindividual factors to

the concentration indexes for the Sth and 9th wave of the survey.

Pictures 6,7 ,8 and 9 (in appendix) show corresponding diagrams of elasticity and partial CI of

respective contributions. Negative values indicate contributions in the direction of the poor, and

positive values in the direction of the rich. In pictures 6,7,8 and 9, the quadrants are colored in

different colors, where light blue indicates positive contributions (same sign of elasticity and

partial CI), and light green indicates negative contributions (opposite signs).

Health variables contribute uniformly to inequality in the direction of the poor, with relatively

larger contributions recorded for informal care. The largest contributions of health variables

were recorded for the countries of Northern and Western Europe, as well as Spain, Cyprus and

Hungary while in the case of informal care, in addition to the above, the countries of Eastern

Europe also had large contributions. SP health and (I)ADL recorded the largest contributions

among the health variables, where (I)ADL contributed more to informal care, and Chronic had

more modest contributions, and only for informal care there were noticeable contributions in a

smaller number of countries, the nearest Croatia. Pictures 6 and 8 show that all three health

variables have almost exclusively positive elasticity, which means that higher values of the

factor predict a higher level of use of care, while partial CIs are predominantly negative, i.e.

people with greater health needs are disproportionately more represented among the poor

population. Therefore, the contribution, as a product of elasticity and partial CI, is in the

direction of the poor. In terms of formal care, Eastern European countries generally have lower

elasticity, and those in Westem Europe have higher elasticity, while Southem European

countries are distributed over the entire range of values. Informal care shows a greater

heterogeneity ofcountries with respect to these values.

In addition to health variables, factors of necessary needs includ e Age and Gender. Age inmany

countries contributes greatly to inequality in the direction of the poor for formal care. These are

primarily Sweden, Denmark, the Netherlands, Belgium and Spain. For informal care, the largest

contributions were recorded for Sweden, Denmark, the Netherlands, Belgium, Lithuania, the

Czech Republic and Estonia. Diagrams of elasticity and partial CIs show that elasticity is
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uniformly positive for age, that is, older people use more care on average. Also, partial CIs are

negative, i.e. older people are poorer on average. Eastern European countries had the lowest

elasticity in formal care, and Westem European countries, along with some Southem European

countries, had the highest. In the case of informal care, similar to the health variables, the

countries are quite mixed with regard to elasticity. Sweden and Denmark stand out, which had

the largest contribution of age thanks to the fact that the age distribution is the most concentrated

among the poor of all countries, and they also have a relatively high elasticity. This could be

explained by the strong support of the elderly by the state, who, despite having a significantly

lower income, receive high levels of LTC.

Gender did not significantly contribute to overall inequality in any country. In most countries,

women are on average poorer than men, so the partial CI was negative, while at the same time

they use more LTC. For informal care, the biggest contributions of the variable Gender were in

the Czech Republic, and there were no major contributions for formal care.

Income had the biggest contribution, followed by Education, Married and Area. According to

the definition, income has a positive partial CI (higher income is more concentrated among rich

people), so the sign of the contribution depends on the sign of the elasticity, that is, the logistic

regression coefficient. As for formal care, most countries had positive elasticity, i.e. the richer

used more formal care, from which positive contributions follow in the direction of the rich, so

in these countries richer people use more formal care. The countries of Westem Europe mostly

had positive contributions, with the exception of the Netherlands and Luxembourg (8th wave),

as well as the countries of Southem Europe, with the exception of Spain (9th wave) and Malta.

Of the countries of Eastern Europe with contributions in favor of the pool Hungary, Bulgaria

and Croatia stood out, and positive were the CzechRepublic, Slovenia and Romania (both 8th

wave), Latviaand Slovakia (both 9th wave)'

In the case ofinformal care, several countries had negative elasticities, and, therefore, negative

contributions. The countries with significant contributions in the direction of the poor were

Sweden, Denmark, France, Germany (8th wave), Luxembourg, Spain, Italy (8th wave), Greece

and Malta (both for the 9th wave), croatia (about -0.07 for both waves), Bulgaria, slovenia and

Estonia. positive contributions were recorded.in Finland (0.125, 8th wave), the Netherlands

(8th wave), Switzerland, Portugal, ltaly (9th wae), Slovakia (0.08, 8th wave), Hungary (0'07,

8th wave), Romania (0.06, 9th wave) and Lithuania (8th wave)' There were changes in

contributions between the two waves, and evEn changes in sign, for quite a few countries'
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Denmark, Finland, the Netherlands, France, Spain, Greece, Malta, Hungary, Slovenia, Bulgaria

and Slovakia had the biggest shifts in the direction of the poor.

Note: on the diagrams of elasticity and partial CI (pictures 6,7,8 and 9 in appendix ), the country labels

are as follows:

Belgium-BE,Bulgaria-BG,Denmark-DK,Germany-DE,Estonia-EE,Greece-EL,Spain-ES,

France-FR,Croatia-I{R, Italy-IlCyprus-C!Latvia-LV,Lithuania-LT,Luxembourg-LU,

Hungary-HU,Malta-MlNetherlands-NL,Austria-AI,Poland-PL,Portugal -PlRomania-RO,

Slovenia - SI, Slovakia - SK, Finland - FI, Sweden - SE, Switzerland - CH, Czech Republic - CZ.

On the same diagrams, some points are marked with a red arrow. These are the points that have

extreme values and go out of the range of values on the diagram. The arrow indicates the

direction in which the true position of the respective point on the diagram is located, whether it

is the extreme value of elasticity (left / right), or partial CI (up / down).

Education had a similar situation regarding elasticity and partial CIs as income. All countries

had a partial CI in the direction of the rich, so the sign of the elasticity defined the sign of the

contribution. Education had a smaller contribution than income in most countries. Regarding

formal care, contributions in the direction of the rich were recorded for Finland (9th wave),

Luxembourg (8th wave), Belgium, Italy, Portugal, Greece and Cyprus, and in the direction of

the poor for Slovakia (8th wave). In the case of informal care, the elasticity is negative for a

large number of countries, so a large number of contributions are in the direction of the poor.

Variable Married was an important contributor to informal care in some countries, while the

contributions to formal care were much more modest. In terms of formal care, the largest

contributions were for the countries of northern Europe, Belgium, France, the Czech Republic

and Hungary, all in the direction of the poor. In the case of informal care, the largest

contributions in the direction of the poor were recorded for the countries of Northem and

Westem Europe, especially France and Belgium, then the CzechRepublic, and to a lesser extent

for the other countries of Eastem Europe. Contributions are mainly in the direction of the poor,

as the partial CI was positive for almost all countries (married are on average richer than

unmarried), and the elasticity is mostly negative (manied use less or need less LTC), both for

formal and informal care. In the case of informal care, a shift in favor of the poor was recorded

for the countries of Northern Europe, as well as Croatia and Lithuania, and in the direction of
the rich for the Czech Republic, Bulgaria and Romania. The Children variable did not

significantly contribute to inequality in the use of LTC. Small positive contributions were
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recorded in Finland, Austria, Italy and Malta for formal care. For informal care, there were

small positive contributions in Italy, Bulgaria (8th wave) and Romania, and negative

contributions in Austria (9th wave).

Area was not an important contributor, with little or no effects. In the case of formal care,

Austria, Italy (9th wave), Cyprus, Portugal and Slovakia had the largest positive contributions,

while Hungary (9th wave) had negative contributions. In the case of informal care, mainly

negative contributions were recorded, more noticeable in Cyprus (8th wave) and Hungary, and

positive in Portugal. It is interesting that in the case of informal care, most countries had a

positive elasticity, i.e. people from rural areas used informal care more, with the exception of

Croatia, Slovakia (8th wave), Switzerland (9th wave) and Portugal, where the level of use is

significantly lower in rural areas.

When calculating horizontal inequity, all the contributions of the necessity factors, i.e. the three

variables of health, age and gender, are subtracted from the current concentration index of

inequality. In practically all countries, the contributions of these factors were negative, that is,

in the direction of the poor, so the CI for horizontal inequity mostly went in a positive direction.

The decomposition results of non-necessity factors, Married, Children, Area, Income and

Education, actually represent the decomposition of horizontal inequity, that is, those factors that

remain when the necessity factors are subtracted.

The last part of the decomposition is about vertical inequity. Pictures 10 and ll (in appendix)

show the contributions of the necessity factor to vertical inequity.

In the case of formal care, the largest contributions in the direction of the poor were made by

Hungary with (I)ADL or SP health in the 8th wave, depending on the target group, Bulgaria

with Chronic (9th wave), Cyprus (9th wave) and Luxembourg with SP health. Age contributed

mainly to the direction of the rich, most in Denmark, Sweden, Hungary, LaWia and Slovakia

(according to education), and in Estonia and Slovakia in the direction of the poor (according to

income). Gender had greater contributions in Latvia according to education (8th wave in a

negative and 9th wave in a positive direction), the czech Republic (according to education),

Austria (according to income), Denmark (according to education), the Netherlands and

Hungary (according to income). croatia had no major contributions, except for the state of

health in the 8th wave according to education'
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Regarding informal care, SP health mostly had a negative contribution (highest in Slovakia

according to education) while (I)ADL had a positive contribution that was large in Hungary (8th

wave), Lithuania (8th wave), Bulgaria, Lafria, France, the Netherlands and Spain. Agehadboth

positive and negative contributions, often of the opposite sign in the same country depending

on the target group and the wave.

From the above it can be seen that the contributions to vertical inequity were quite unstable,

especially when you look at some countries where the contributions for the same factor go in

opposite directions depending on the target group. Howeveq it can be observed that the

contributions, with a few exceptions, are smaller for formal care. The main contributors were

(I)ADL andAge, followed by SP health. It can also be noted that most countries that have higher

contributions mostly cancel out, resulting in a vertical inequity close to 0 (zero). As vertical

inequity has not been shown to be a significant part of total inequity, this decomposition does

not provide much insight into the factors that influence inequity.

4,1,7, Sample size considerations

The precision of the parameter estimate can be said to be inversely proportional to the margin

dof the corresponding confidence interval, which measures how far the edge of the interval is

from the point estimate of the parameter. Assuming asymptotic normality of the estimator, the

formula for the margin is:

d(0)=zxsd(6), (21)

where is 6 estimate of the parameter, sd(6')ttre standard deviation of the estimate,andzthe

upper quantile of the normal distribution atthe 95%o confidence level, which is approximately

equal to 1.96. When d equal to a certain value, parameter estimates with an absolute value

greater than d will be statistically significantly different from 0 (zero).

Ifthis approach is applied to the concentration indices from the previous analyses, a picture of
the adequacy of the sample sizes can be obtained. In the case of the concentration index

calculated on the current data of the variables of LTC and ranked income, the standard deviation
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ofsuch an index is proportional to p(\- p), where is p the proportion of persons using the

respective care. This means that as p it increases from 0 to 0.5, so does the standard deviation

of the index assessment, i.e. the precision of the assessment decreases. The proportions of using

informal care are higher than those for formal care, so with the same sample size, it will d be

higher for informal care, or vice versa, to achieve the same precision, a larger sample size is

needed. As the Cl estimates for informal care were uniformly higher than those for formal care

in absolute terms, different minimum margins can be d set for two types of care, namely: d =

0.05 for formal care and d : 0.08 for informal care.

In logistic regression, the precision of the coefficients also depends on the proportion of care

use, but unlike the case with CI, here smaller proportions give less precision, i.e. larger standard

deviations. This means that atlower proportions of care use, a larger sample is needed to achieve

the same level of precision. The question of the sample size required for logistic regression

results to be reliable is complex and depends on the specific characteristics ofthe analyzed data.

A number of studies have proposed various heuristic rules for determining the required sample

size. One such rule is based on the number of events per independent variable. The number of

events in this case is the number of respondents who used a certain type of care. Peduzza et al.

(1996) define a rule according to which at least 10 events are required for each independent

variable included in the model. Therefore, the sample size formula Nis:

N =9, (22)

where is k the number of independent variables and p is the proportion of people who used

care. When decomposing the current CI and calculating horizontal inequity, 10 independent

variables were included in the logistic models, so according to this formula, a sample size of

1000 would be required for a country with a proportion of use of 0.1 (10%), and for a country

with a proportion of 0.2 (20%) a sample size of 500 would be needed. According to another

study, the number of events per variable can in some cases go down to 5 (Vittinghoff,

McCulloch, 2007), i.e. it would be valid:
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N=a
p

(23)

It should be taken into account that in cases of small proportions, too small sample sizes are

somewhat balanced with higher precision of concentration indexes, which can further reduce

the required sample size. Finally, by looking at the confidence intervals in Pictures 1,2 and 3 ,

it is easy to see which countries, and for which measures the intervals are large, which

potentially means that the samples are too small for precise calculations of the respective

measures. In any case, these sample size considerations should be taken into account when

interpreting the results.

Of particular note are the results of vertical inequity, where logistic regressions were performed

on samples that were half the size of the original full samples. Due to limited sample sizes, non-

necessary variables, except Income, were not included in these regressions. In this way, the ratio

of the sample size (that is, the number of events) and the number of variables remained

approximately the same. Howeveq for countries with small samples, halving them left

potentially too small samples to obtain reliable results. Therefore, with vertical inequity, special

caution is needed when interpreting some results, especially for countries with the smallest

samples.

4.2. Discussion and contributions

This study offers a comprehensive examination of horizontal and vertical income inequality in

the availability of home care across 27 European countries, utilizing data from the 8th and 9th

waves of the SHARE database. It represents one of the most extensive analyses conducted in

this area, building on previous research by authors such as Ilinca et al. (2017) and Rodrigues et

al. (2017), who explored similar themes with fewer countries and earlier data.

The findings confirm earlier conclusions that, in most EU nations, long-term care (LTC)

distribution tends to favor poorer populations. This research highlights the critical role ofhealth

variables, which significantly contribute to inequalities in LTC usage, particularly informal

care, among the poor. Individuals with greater health needs are disproportionately represented
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in lower-income groups, and age emerges as a significant factor contributing to pro-poor

inequalities in access to both formal and informal care.

Interestingly, while women tend to be overrepresented in lower-income brackets and generally

utilize more LTC services, gender did not significantly impact the overall concentration index

(CI). The analysis reveals that in many countries, higher income correlates with lower levels of

formal care use, suggesting that wealthier individuals may rely on altemative means to meet

their care needs, potentially due to less govemment support.

The study also highlights the role of education, indicating that more educated individuals

experience less inequality in access to care. This aligns with the positive correlation between

education and income, where higher educational attainment often leads to better financial

resources.

The research reaffirms the initial hypothesis of a pro-poor distribution of LTC services among

the elderly in the EU. Notably, while inequalities in formal care largely dissipated when

accounting for health needs, informal care inequalities persisted, predominantly benefiting

poorer populations.

Comparing this analysis with previous studies, such as those by Hu et al. (2022), this research

underscores that both formal and informal care are more accessible to poorer individuals,

although formal care is less utilized by them due to systemic barriers. The findings resonate

with research indicating that lower-income seniors face greater health challenges, thereby

increasing their reliance on LTC services.

Moreover, the analysis corroborates the observations of Wang et al. (2022) regarding the

prevalence of informal care among poorer individuals in China, suggesting that similar patterns

exist globally. The study also aligns with Canieri et al. (2017), showing that inequalities in

formal home care usage are more pronounced in southern and continental European countries

compared to northem Europe, where such disparities are less evident.

In summary, this study contributes significantly to understanding the landscape of LTC in

Europe, revealing persistent inequalities that favor poorer populations, particularly in informal

care. It highlights the need for targeted policies that address these disparities and ensure

equitable access to care services for all elderly individuals, regardless of their socioeconomic

status.
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LIMITATIONS

Two criteria were excluded from the analyzed sample: persons under the age of 65 and persons

permanently residing in LTC institutions. Institutional care means caring for an elderly person

in homes for the elderly or in any other institution of a formal nature (homes for the elderly,

day care) without staying in one's own home.

The next type of limitation is the small representative sample, which may affect the results of

the study.

In addition, when we talk about the health status of users, it should be kept in mind that it is a

subjective perception of the participants of the LTC SHARE study.

5. CONCLUSION

The results emphasize the significance of the existing scientific approach to the long-term care

(LTC) sector, particularly regarding home care across 27 European countries. Variations in

home care usage highlight the influence of both need and non-need factors on care choices.

Notably, disparities exist between income groups within EU member states and even within

individual countries, revealing factors that contribute to socioeconomic inequalities in home

care.

Unexpected findings include significant differences in formal care usage between seemingly

similar countries like Spain and Italy, which may relate to Spain's poorer health indicators.

Additionally, Cyprus shows a higher concentration of wealthy households compared to

Switzerland. Most European countries demonstrate homogeneity in care usage, except for these

anomalies.

Education and income emerge as critical factors in socioeconomic inequality in home care,

particularly in Northern/Westem versus Eastern/Southern Europe. The analysis indicates that

more educated individuals are more likely to utilize formal care, while health variables

significantly impact informal care, especially among poorer users. The living environment is

less influential in formal care use but can create inequalities in home care availability,
particularly in centralized systems of Eastem and Southem Europe.
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The study confirms that marital status negatively affects formal care usage, with inequalities

diminishing when need factors are accounted for. The research objectives were met, revealing

minimal changes in care usage post-COVID-19.

Europe faces common challenges, including inadequate support for caregivers, lack of training

for formal caregivers, and social isolation among the elderly. Future LTC availability will hinge

on individual health, care options, and socioeconomic conditions. Potential solutions include

enhancing technological support, fostering family care, improving caregiver education,

promoting healthy lifestyles, and developing community care initiatives.An individualized

approach to care, considering the evolving profile of older adults, is essential. Encouraging

education for the elderly and ensuring quality care resources are vital for improving LTC

systems and meeting users' needs effectively.
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APPENDIX

Table 3: Descriptive statistics of all variables (unweighted values)

Number of the
respondents

Formal care (%) lnformal care l%l SP health

9th8th
Sth wave 9th wave 8th wave 9th wave 8th wave 9th wave

Country wave wave

Sweden in 7927 1903 196 (10.2) 196 (10.3) 477 (24.41 499 (26.21 2.9 (1.1) 2.e (1.1)

Denmark t443 1.497 180 (12.s) 187 (12.s) s03 (34.9) s04 (33.7) 2.7 (L.tl 2.7 (t.tl

Fin la nd 72L 1160 62 (8.5) 115 (10.0) 219 (30.41 382 (32.9) 3.3 (0.9) 3.3 (0.e)

Austria L246 20s0 203 (16.3) 3r,4 (1s.3) 482 (38.7) 823 (40.1) 3.2 (1.0) 3.2 (1.0)

Germany 2363 26ss 343 (14.s) 344 (72.91 7O7 (29.7) 809 (30.4) 3.3 (1.0) 3.3 (0.9)

Netherlands t484 1691 247 (1,6.6) 302 (17.9) 3s7 (24.71 4s4 (26.81 3.0 (1.0) 2.9 (L.0)

France zott in 2004 328 (16.3) 332 (16.6) s72 (28.41 s46 (27.2\ 3.3 (1.0) 3.2 (1.0)

Switzerland 1404 7377 t72 (72.31 148 (10.7) 37L (26.41 349 (2s.3) 2.8 (0.9) 2.8 (0.9)

Belgium 13s6 2643 379 (27.91 6ss (25.4) 393 (29.0) 7ss (28.6) 3.1 (0.9) 3.1 (0.e)

Luxembourg 581 ss8 70 (t2.0) 63 (11.3) 109 (18.8) 104 (18.6) 3.3 (0.9) 3.2 (0.9)

Spain 1518 1360 303 (18.7) 2s8 (19.0) 314 (19.4) 30t (22.11 3.4 (1.0) 3.s (1.0)

Italy t452 2627 15s (11.3) 217 (L1.s\ 277 lt8.9l 487 (18.s) 3.s (0.9) 3.s (0.9)

Greece 2042 2330 1s0 (7.3) t4s (6.2) 4s3 (24.71 688 (2e.s) 3.3 (1.0) 3.3 (0.e)

Portugal 0 8s6 t27 (L4.8) 16s (1s.3) 3.e (o.s)

Cyprus 404 s31 97 (24.0) 137 (2s.8) 88 (21.8) 70 (13.2) 3.4 (1.0) 3.3 (0.9)

Malta 496 503 2s (s.8) 47 (7.8) ss (11.1) 63 (10.4) 3.3 (0.9) 3.4 (0.e)

Czech Republic 2214 2M2 211 (9.s) 248 (L0.2) 911 (41.1) 1060 (43.4) 3.2 (0.8) 3.2 (0.8)

Poland L694 2978 54 (3.8) 8s (2.9) 327 (1e.3) 489 (16.4) 3.7 (0.9) 3.6 (0.9)

Hungary 733 1180 6s (8.9) s2 (7.8) 170 (23.21 198 (16.8) 3.s (0.e) 3.3 (0.e)

Slovenia L9t7 2624 106 (s.s) 113 (4.3) 462 (24.L1 623 (23.71 3.4 (1.0) 3.3 (0.9)

Estonia 2728 27rO 107 (s.0) 168 (5.2) 742 (34.9) 9s9 (3s.4) 4.0 (0.8) 3.9 (0.S)

Croatia tt29 2687 83 (7.4) 1s0 (s.5) 333 (29.s) 793 (29.s) 3.5 (1.0) 3.s (1.1)

Lithuania 837 886 40 (4.8) 3s (4.0) 779 (2L.41 18e (2L.3) 3.8 (0.7) 3.7 (0.8)

Bulgaria s88 s47 33 (s.5) 38 (6.s) 770 (28.e1 rs{ (28.21 3.6 (1.0) 3.s (1.0)

Latvia 708 1003 24 (3.4) 28 (2.81 144 (20.31 t78 (t7.71 4.0 (0.7) 3.s (0.7)

736 946 1s (2.6) 18 (1.9) 21.6 (29.3) 1s3 (20.4) 3.8 (1.0) 3.6 (0.9)Romania
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Number of the
respondents

Formal care (%) lnformal care (%) SP health

8th gth 
8th wave 9th wave 8th wave 9th wave 8th wave 9th wave

Country wave wave

Slovakia 3e9 s28 30 (7.s) 4L (7.8) 72 (18.0) 10s (19.9) 3.2 (1'0) 3.1 (1.0)

(r)ADL Chronic Age Gender - femate (%)

Country 8th wave 9th wave 8th wave 9th wave 8th wave 9th wave 8th wave 9th wave

Sweden 0.2 (0.7) 0.2 (0.5) 1.S (1.s) 1.s (1.s) 76.0 (7.01 76.4 (6.81 102s (s3.2) L031 (s4.2)

Denmark 0.2 (0.6) 0.2 (0.6) 1.9 (1.s) 1.9 (1.s) 74.6 (7.0) 74.4 (7 .01 77L (s3.4) 815 (s4.4)

Finland 0.2 (0.7) 0.3 (0.8) 2.3 (1.6) 2.4 (t.71 74.7 16.6) 74.8 (6.71 382 (s3.0) 617 (s3'2l.

Austria 0.4 (1.0) 0.4 (0.e) 2.t (T.7) 2.L (r.7) 7s.9 (7.t| 76.2 (7.31 73e (se.3) 1214 (ss.z)

Germany 0.4 (1.0) 0.3 (O.e) 2.4 (1.8) 2.4 (1.8) 74.7 16.9) 74.9 (6.s) 119s (s0.6) L374 (s1-.71

Netherlands 0.2 (0.6) 0.2 (0.6) 1.5 (1.4) 1.6 (1.4) 74.3 (6.6) 74.6 (6.71 764 (s1.s) 89s (s2.9)

Fra nce 0.3 (0.8) 0.3 (0.8) 2.1 (1.5) 2.0 (1.5) 7s.2 (7.7\ 7s.217.3\ 1141 (s6'7) 1129 (s5'3)

switzerland 0.2 (o.s) 0.1 (o.s) 1.s (1.4) L.s (1.s) 7s.2 (7.4) 7s.s (7.3) 7s0 (s3.4) 7ss (s4'8)

Belgium 0.4 (0.8) 0.4 (0.8) 2.2 j-.6) 2.2 (1,.71 74.8 (7.4) 74.8 (7.2) 728 (s3.7) t447 (s4.71

Luxembourg 0.3 (0.9) 0.2 (0.6) 2.6lz.t) 2.1(I.7\ 73.s (6.6) 73.3 (6.4) 301 (51.8) 29L ls2.2l

Spain 0.7 (1.s) 0.8 (1.s) 2.3 (L.71 2.3 (t.71 77.1(8.L1 77.3 (8.t1 89e (ss'6) 774 (s6.91

Italy 0.4 (1.1) 0.4 (1.1,) 1.9 (1.s) 1.e (L.4) 7s.6 (7.L) 7s.7 (7.L| 783 (s3.6) 14s0 (ss'2)

Greece 0.4 (0.9) 0.4 (1.0) 2.4 (1.6\ 2.s (1.5) 7s.2 (7.31 7s.4 (7.L| 1080 (s2.9) 1269 (s4's)

Portugal 0.s (1.2) 2.7 (7-8l. 74.7 (6.81 46s (s4.3)

Cyprus 0.6 (1.4) O.s (1.2) 2.s (7.7) 2.s (1.7\ 76.e (7.3) 76.3 (7.0) 24L (5s.7) 2se (s6.3)

Malta 0.2 (o.s) 0.2 (0.7) 1.7 (1.3) 1.8 (1.4) 73.6 (5.3) 73.8 (5.4) 262 (s2.81 323 (s3.6)

Czech

Republic

0.4 (0.9) 0.4 (o.e) 2.4 (r.71 2.s (1,.7) 74.7 (6.s1 74.7 (6.31 130e (s9'1) t49s (61"2)

Poland o.s (1.2) 0.4 (1.1) 2.8 (2.0) 2.s (2.0) 73.s (7.21 73.7 (6.s) s23 (s4's) 1561 (ss.8)

Hunsary 0.4 (0.9) 0.4 (0.9) 2.2 (t.51 2.2 (r.6) 73.3 (5.6) 73.4 (6.2\ 428 (s8.4) 68t (s7.71

slovenia o.s (1.2) 0.4 (1.1) 2.1 (7.7) 2.0 (1.6) 7s.1 (7.4) 7s.0 (7.3) 1091 (s6'e) 14e8 (s7.1)

Estonia o.s (1.1) 0.4 (1.0) 2.2(L.7) 2.2(1,.61 76.4(7.4) 76.4(7.4) 1363 (64.1) L749(64.s1

Croatia 0.4 (1.0) 0.4 (1.L) 2.4 (L.71 2.3 (1.6) 73.5 {6.7) 73.9 (6.3) 611 (s4'1) 1'472 (s4.8)

Lithuania 0.6 (1.3) 0.6 (1.2) 2.4 (1.8) 2.6 (L.7) 76.0 (7.41 7s.7 (7.e| s3s (53.9) s78 (6s.2)

Bulgaria 0.s (1.o) 0.4 (o.e) 2.7 (1.41 2.0 (1.s) 74.3l(6.71 74.416.61 3s7 (60.71 326 (s9.5)
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(r)ADL Chronic Age Gender - female (%)

Country 8th wave 9th wave 8th wave 9th wave 8th wave 9th wave 8th wave 9th wave

Latvia 0.4 (0.8) 0.3 (0.8) 2.L (t.41 2.7 (1..4) 7s.2 (7.t) 74.e (7.1) 458 (65.1) 640 (63.8)

Romania 0.6 (1.3) 0.s (1.3) L.9 (L.s) 2.0 (1.6) 73.7 {7.01 73.6(7.0) 4L0 (ss.7) s24 (ss.4)

Slovakia 0.3 (0.8) 0.3 (0.7) 1.6 (1.6) 1.8 (r..6) 7t.7 (s.81 72.0 (s.8) 210 (s2.6) 276 (s2.31

lncome original lncome log Education

Country 8th wave 9th wave 8th wave 9th wave 8th wave 9th wave

Sweden t677.0 (76e.sl 1800.4 (824.4) 7.3 (0.4) 7.4 (0.41 12.0 (4.0) t2.1. (4.0)

Denmark 26L3.7 (3637 .s) 278s.4 t42L7.41 7.6 (0.5) 7.6 (0.5) 13.3 (3.s) 13.7 (3.3)

Finland 30s4.L (s144.21 26se.7 (378s.s) 7.s (0.8) 7.6 (0.6) 1L.2 (3.71 11.7 (3.s)

Austria 235s.8 (302s.61 2444.6 (3048.0) 7.s (0.6) 7.6 (0.s) e.6 (4.8) 9.4 (4.61

Germany 2107.s (968.7) 223s.3 (s92.8) 7.6 (0.41 7.6 (0.4) 12.s (3.6) 12.9 (3.6)

Netherlands 1911.s (821.4) 2Oe4.5 (7tL9.6) 7.s (0.4) 7.6 (0.41 12.1 (3.9) 12.4 (3.8)

France 219s.0 (1e03.2) 2536.0 (3040.6) 7.s (0.s) 7.7 (0.61 12.0 (3.8) 12.3 (3.8)

Switzerland 4088.7 (5s00.41 31.87.2 (4360.5) 7.7 (0.s1 7.7 (0.8) 8.8 (s.4) 8.8 (s.s)

Belgium 1805.2 (720.s) 1s36.0 (762.0) 7.4 (0.41 7.s (0.4) 12.s (3.7) 12.7 (3.81

Luxembourg 3432.6 (3813.11 3170.7 (22L4.6) 7.9 (0.6) 8.0 (0.4) 1.L.9 (4.41 12.6 (4.31

Spa in 1.4s6.4 (L4e8.s) 1509.3 (2ss3.8) 7.1 (0.6) 7.0 (0.71 8.3 (s.O) 7.6 (4.s1

Italy 13s7.4 (92s.e) 13e2.4 (s90.0) 7.1 (0.s) 7.1(0.41 8.3 (4.4) 8.9 (4.4)

Greece 168s.3 (2se7.81 t264.3 (1403.8) 7.0 (0.8) 5.s (0.s) e.o (4.3) s.4 (4.3)

Portugal 11s8.8 (823.e) 6.e (0.5) 6.3 (4.1)

Cyprus 6277.6(7620.2) s026.3 (11307.8) 7.7 (2.01 7.e (2.21 8.5 (4.4) 8.s (4.3)

Malta 760s.L (2507.7) 2s48.0 (3431.1) 6.9 (0.7) 7.3 (0.9) s.2 (3.71 9.4 (3.6)

czech Republic L21s.2 (7tot.9) 1391.s (1413.3) 7.0 (0.4) 7.1 (o.s) t2.4 (3.2) 12.s (3.3)

Poland L384.9 (1711.s) 1368.4 (L366.7) 6.e (0.6) 7.0 (0.6) 10.3 (3.4) 1O.7 (3.2)

Hungary 900.7 (64s.6) 87s.0 (449.71 6.7 (0.4) 6.7 (0.41 11.0 (2.8) t1_.t (2.71

Slovenia L893.0 (2772.41 1847.3 (2496.81 7.1 (0.8) 7.2 (0.71 1O.s (3.3) 10.7 (3.3)

Estonia 987.8 (896.8) 1.L39.1(1,271,.9) 5.7 (0.6) 6.8 (O.s) 11.7 (3.s) 12.0 (3.4)

Croatia L102.3 (t248.2) 1187.1 (1401.2) 6.7 (0.71 6.8 (0.7) 10.3 (3.9) 10.3 (3.8)

Lithuania 1109.7 (145s.01 1,233.2 (1639.4) 6.7 (0.71 6.8 (0.7) 10.9 (4.1) 11.s (3.9)

562.4 (78s.31 636.7 (29s.9) 6.2 (0.6) 6.4 (0.41 10.2 (3.3) 1O.s (3.3)Bulgaria
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lncome original lncome log Education

Country 8th wave 9th wave 8th wave 9th wave 8th wave 9th wave

Latvia 948.7 (r.35r..7) 72s.9 (426.4\ 6.s (0.7) 6.s (0.s) 11.3 (3.3) 11.7 (3.1)

Romania 59r..s (371.2) 800.6 (422.41 5.4 (0.6) 6.s (0.5) 8.9 (3.7) 9.4 (3.6)

Slovakia 17ssJ (28s1.3) 1328.7 (21.2s.0) 7.0 (0.8) 6.8 (0.6) 11.6 (2.1) 1L.6 (2.3)

Columns marked (% ) indicate number with percentage in brackets ( qualitative variables ), doc the others

columns they state medium value with standard deviation in brackets ( quantitative variables ).

Table 4: Logistic regression for formal care

Country

Free member (r) ADL SP health

8th wave 9th wave 8th wave 9th wave 8th wave 9th wave

Sweden

Denmark

Finland

Austria

Germany

Netherlands

France

Switzerland

Belgium

Luxembourg

Spain

Italy

Greece

Portugal

Cyprus

Malta

Czech Republic

Poland

-1s.92 (2.60)

-13.s7 (1.90)

-8.s8 (2.4s)

-]-t.24 (7.7L\

-11.74 (1.s9)

-L2.77 (2.34)

-11.6s (2.s1)

-11.41 (L.84)

-14.s6 (1.96)

-12.6s (1.48)

-1s.7s (1.s8)

-13.68 (1.9s)

0.87 (0.1"1)

0.8e (0.14)

0.27 (0.L6)
o

0.63 (0.10)

0.s2 (0.0s)

1.09 (0.15)

1.08 (0.13)

1.18 (0.16)

o.s2 (0.11)

0.63 (0.08)

0.5s (0.07)

0.e5 (0.13)

o.4s (0.L0)

0.53 (0.11)

0.34 (0.1e)
o

o.s1 (0.12)

0.47 (0.09)

0.s4 (0.11)

0.6s (0.10)

0.48 (0.12)

0.16 (o.oe)
o

0.6s (0.22)

0.13 (o.os)

0.34 (0.13)

0.43 (0.1s)

o.4s (0.1s)

-0.10 (0.29)

0.3s (0.11)

0.3s (0.21)
o

0.39 (0.L0)

0.31 (0.10)

0.42 (0.1s)

0.s0 (o.os)

0.40 (0.0s)

o.3s (o.os)

0.31 (o.oe)

0.40 (0.13)

o.2s (0.06)

0.13 (0.22)

0.00 (0.10)

0.s2 (0.10)

0.4s (0.14)

0.07 (0.14)

0.40 (0.16)

o.t2 (o.2zl

0.20 (0.1"1)

o

0.48 (0.17)

-14.86 (1.48) -13.1s (1.36) 0.71 (0.09) 0.8s (0.10)

-12.88 (1.4s) -10.68 (1.s8) 0.75 (0.L7) 1.]s (0.19)

-14.16 (1.e3) -L1.77 11-.40], o.es (0.11) 0.88 (0.08)

-11.83 (1.3s) -8.98 (1.33) 0.33 (0.0s) 0'34 (0.06)

-6.11 (3.13) -13.11 (3.4s) 0.83 (0.17) 1.0s (0.22)

o

-17.42 (2.27) 0.3s (0.08)

-t3.42 (t.s4) -12.2s (t.63) 0.21 (0.07) 0'34 (0,0s)

-12.62 (1.s3) -13.00 (1.80) 0.s3 (0.08) 0.27 (0.07)

-11.03 (2.s8) -s.67 (1.74]} O.8s (0.17) 0.41 (0.10)

-12.86 (3.61) -8.00 (2.63) 0.34 (0.16) 0.38 (0.16)

-1-L.s4 (1.621 -s.26 (r.s2l 0.42 (0.07) 0.60 (0.07)

-8.61 (2.33) -8.0s (2.05) 0.38 (0.08) 0.43 (0.07)
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Country

Free member (l ADL SP health
Sth wave 9th wave Sth wave 9th wave 8th wave 9th wave

Hungary

Slovenia

Estonia

Croatia

Lithuania

Bulgaria

Latvia

Romania

Slovakia

-8.13 (3.23)

-13.71 (1.81)

-s.32 (2.18)

-8.42 (2.241

-15.41 (3.36)

-7.07 (3.s4)
o

-11.98 (4.95)

-4.49 (4.68)

1.40 (4.r.4)

-3.86 (2.s4)

-12.55 (1.9s)

-6.91 (1.82)

-s.e7 (r..s1)

-L2.66 (3.11)

-4.4e (3.98)

-16.82 (s.2s)

2.7O (4.06)

-8.8s (3.3e)

0.se (0.21)

0.61 (0.r.s)

0.6s (0.21)

0.28 (0.18)

0.01 (0.29)

0.68 (0.2e)

0.9s (0.ss)
o

-0.20 (0.32)

o.3s (0.31)

0.35 (0.1s)

0.26 (0.14)
o

0.62 (0.r.s)

0.s3 (0.12)

0.21 (0.30)

0.t7 (0.24)

0.07 (0.33)

-0.03 (0.32)

0.34 (0.24)

0.21 (0.13) 0.s6 (0.r.1)
o

0.29 (0.06) 0.s7 (0.07)

0.s1 (0.08) 0.37 (0.06)

0.3s (0.0s) 0.1s (0.06)

0.41 (0.11) 0.s3 (0.12)

0.36 (0.13) 0.28 (0.1s)
o

0.76 (0.20) 0.72 (0.]-7],

0.43 (0.14) 0.3e (0.L6)

t.02 (0.241 0.6s (0.20)

Country

Chronic Gender
Sth wave gth wave Sth wave 9th wave 8th wave 9th wave

Sweden

Denmark

Finland

Austria

Germany

Netherlands

France

Switzerland

Belgium

Luxembourg

Spain

Italy

Greece

Portugal

Cyprus

Malta

0.20 (0.06)

0.10 (0.07)

0.10 (0.0s)

0.1s (0.06)

0.L3 (0.04)

0.07 (0.07)

0.02 (0.0s)

0.10 (0.07)

0.18 (0.0s)

-0.02 (0.08)

0.20 (0.0s)

0.23 (0.06)

0.01 (0.07)

0.12 (0.r.0)

0.25 (0.16)
o

0.07 (0.06)

0.11 (0.07)
o

0.15 (0.05)

0.11 (0.04)

0.12 (0.04)

0.11 (0.06)
o

0.08 (0.0s)
o

0.L2 (0.07)

o

0.1e (0.03)

0.12 (0.10)

0.20 (0.0s)

0.r.s (0.0s)

0.06 (0.07)

0.0s (0.07)

-0.04 (0.07)

0.22 (0.11)

0.21 (0.ls)

0.3s (0.21)
o

0.58 (0.31)

0.79 (0.23)

0.47 (0.1s)

0.es (0.1e)

0.45 (0.16)

0.s3 (0.20)

0.s3 (0.1s)

0.22 (0.33)

0.36 (0.16)

0.e0 (0.20)

0.78 (0.24)

0.35 (0.1s)

o

0.1s (0.20)

0.80 (0.2s)

0.38 (0.17)

0.ss (0.14)

0.4s (0.16)

0.40 (0.1s)

0.61 (0.23)

0.s1 (0.11)

0.42 (0.3s)

0.24 (0.171

0.70 (0.16)

0.s5 (0.23)

0.12 (0.24)

0.36 (0.2s)

0.2s (0.38)

0.13 (0.01) 0.0e (0.01)

0.13 (0.02) 0.10 (0.01)

0.0s (0.02) 0.10 (0.02)

0.08 (0.01) 0.10 (0.01)

0.10 (0.01) 0.09 (0.01)

0.14 (0.01) 0.13 (0.01)

0.11 (0.01) 0.11 (0.01)

0.10 (0.0L) 0.0s (0.01)

0.10 (0.01) 0.0e (0.01)

0.11 (0.02) 0.0s (0.02)

0.09 (0.01) 0.09 (0.01)

0.07 (0.01) 0.07 (0.0L)

0.08 (0.01) 0.08 (0.02)

0.10 (0.02)

0.08 (0.03) 0.08 (0.02)

0.12 (0.03) 0.0s (0.03)

0.37 (0.35)

1.13 (0.s0)
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Country

Chronic Gender

8th wave 9th wave 8th wave 9th wave 8th wave 9th wave

Czech Republic

Poland

Hungary

Slovenia

Estonia

Croatia

Lithuania

Bulgaria

Latvia

Romania

Slovakia

0.0s (0.0s)

0.10 (0.07)

0.06 (0.10)

0.03 (0.05)

0.04 (0.06)

0.11 (0.08)

0.12 (0.0s)

0.1s (0.14)

o.27 (0.171

-0.01 (0.18)

0.07 (0.16)

-0.0s (0.0s)

-0.0L (0.06)

0.01 (0.08)

-0.07 (0.07)

0.1210.0s)

0.08 (0.0s)

-0.00 (0.11)

0.L9 (0.13)

0.11 (0.14)

-0.33 (0.1s)
o

-0.11 (0.14)

0.07 (0.01,)

0.06 (0.02)

0.07 (0.02)

0.09 (0.02)

o.04 (0.02)

0.09 (0.02)

0.13 (0.03)

0.0s (0.03)

0.07 (0.04)
o

o.06 (0.01)

o.0s (0.02)

0.07 (0.02)

0.12 (0.02)

0.04 (0.0L)

0.04 (0.01)

o.10 (0.03)

o.08 (0.03)

0.10 (0.03)

-0.02 (0.04)

0.03 (0.03)

0.16 (0.L8)

-0.2s (0.30)

-0.01 (0.33)

-0.78 (0.26)

-0.06 (0.26)

0.48 (0.32)

1.03 (0.s2)

-0.08 (0.45)

o.6s (0.84)

0.oo (0.s7)

-0.30 (0.s2)

0.2e (0.17)
o

0.11 (0.26)

-0.11 (0.28)

-0.37 (0.2s)

0.1L (0.20)

-o.oo (0.20)

-1.0010.4s)

-0.02 (0.41)

0.92 (o.ss)

-0.L0 (0.s6)

0.14 (0.37)

-0.00 (0.04)

-0.03 (0.04)

Country

Married Children Area

Sth wave 9th wave 8th wave 9th wave 8th wave 9th wave

Sweden

Denmark

Finland

Austria

Germany

Netherlands

France

Switzerland

Belgium

Luxembourg

Spain

Italy

Greece

Portugal

-0.77 (0.Lel

-0.82 (0.21)

-0.03 (0.31)

-0.74 (0.20)

-0.34 (0.1s)

-r..26 (0.18)

-0.s1 (0.16)

-0.48 (0.20)

-0.44 (0.r.6)

-r..37 (0.33)

-0.2s (0.15)
o

-0.s1 (0.20)

-0.4e (0.22l.

-0.60 (0.1e)

-t.41(0.2L)

-o.so (0.24)

-o.se (0.16)

-0.s1 (0.14)

-0.89 (0.16)

-0.63 (0.1s)

-0.7s (0.22)

-0.s1. (0.11)

-1.60 (0.34)

-0.16 (0.18)

-0.2s (0.16)

-0.60 (0.22)

-0.s9 (0.2s)

0.0s (0.07)

-0.03 (0.08)

-0.24|l0.t2)

-0.22 (0.071

-0.06 (0.0s)

-0.r.2 (0.07)
o

0.02 (0.0s)

-0.06 (0.07)

0.02 (0.06)

0.r.6 (0.11)

-0.08 (0.0s)
o

-0.04 (0.07)

-0.20 (0.0e)

-0.22 (0.07)

-0.0s (0.08)

-0.14 (0.08)

-0.16 (0.06)

o.03 (0.05)

-0.02 (0.06)

-0.07 (0.0s)

0.08 (0.08)

-0.03 (0.04)

0.09 (0.1s)

-0.0s (0.0s)

-0.20 (0.05)

-0.08 (0.0e)

0.0e (0.07)

-0.33 (0.2s)

-0.04 (0.2s)

-0.28 (0.30)

-0.41 (0.21)

0.12 (0.14)

-0.21 (0.23)

0.21(0.1s)

0.23 (0.1s)

-0.73 (0.20)

0.3s (0.32)

o.os (0.18)

-0.s3 (0.22)

-1.14 (0.34)

-0.32 (0.20)

0.08 (0.24)

-0.17 (0.24)

-0.3s (0.16)

-0.1s (0.14)

0.1s (0.19)

-o.os (0.1s)

-0.40 (0.21)

o

-0.26 (0.13)

0.87 (0.33)

-0.6s (0.34)

-0.08 (0.16)

-0.10 (0.27)

-0.7410.27)
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Country

Married Children Area

8th wave 9th wave 8th wave 9th wave 8th wave 9th wave
Cyprus

Malta

Czech Republic

Poland

Hungary

Slovenia

Estonia

Croatia

Lithuania

Bulgaria

Latvia

Romania

Slovakia

-0.82 (0.36)

0.24 (0.s4)

-0.s7 (0.17)

-0.8s (0.32)

-0.6s (0.32)

-0.7s (0.25)

-0.82 (0.25)

-1.02 (0.30)

0.08 (0.42)

-0.13 (0.47)

-0.14 (0.68)

-1.s2 (0.60)

-0.02 (0.s4)

-0.7s (0.28)

-0.s4 (0.40)

-0.3s (0.16)

-0.s5 (0.27)

-0.81 (0.28)

-0.37 (0.2s)

-0.43 (0.20)

-0.64 (O.2rl

-0.L0 (0.46)

-0.14 (0.4s)

0.34 (0.s3)

-0.61 (0.60)

0.49 (0.4s)

0.02 (0.14)

-0.23 (0.16)

-0.06 (0.08)

-0.06 (0.10)

0.L1 (0.13)

-0.01 (0.1r.)

-0.26 (0.10)

-0.r.8 (0.12)

-0.14 (0.18)

-0.13 (0.25)

-0.78 (0.31)

-0.13 (0.1s)

-0.20 (0.20)

0.10 (0.10)

-0.1s (0.13)

0.02 (0.07)

-0.r.2 (0.09)

0.09 (0.11)

-0.12 (0.13)

-0.19 (0.08)

-0.L9 (0.09)

-0.32 (0.18)
o

-0.1s (0.24)

-0.ss (0.24)

-0.34 (0.2r.)

0.1s (0.14)

-0.ss (0.3e)

-0.83 (0.62)

-0.08 (0.18)

-0.s2 (0.32)

0.86 (0.30)

-0.37 (0.24],

-0.07 (0.24)

0.42 (0.281

-0.48 (0.47)

-0.s1 (0.43)

-0.10 (0.52)

-0.s3 (0.s3)
o

-1.39 (0.s1)

-0.30 (0.28)

-0.15 (0.s8)

0.23 (0.!71

-0.88 (0.28)

0.r.6 (0.27)

-0.92*(0.27l.

0.18 (0.20)

0.01 (0.1s)

-0.07 (0.44)

-0.14 (0.37)

0.L4 (0.47)

-0.24 (0.s7)

-0.4e (0.37)

Country

lncome Education Sample

8th wave 9th wave 8th wave 9th wave 8th wave 9th wave
Sweden

Denmark

Finland

Austria

Germany

Netherlands

France

Switzerland

Belgium

Luxembourg

Spain

Italy

0.14 (0.29)

-0.01 (0.16)

-0.23 (0.20)

0.13 (0.1s)

-0.03 (0.18)

-0.17 (0.26)

0.23 (0.1s)

0.L4 (0.10)

0.s7 (0.221

-0.se (0.3s)

0.24 (0.!21
o

0.s0 (0.20)

0.08 (0.28)

0.07 (0.r.6)

0.20 (0.1s)

0.11 (0.L4)

0.s8 (0.L7)

0.11 (0.20)

0.24 (0.13)
o

-0.07 (0.12)

0.3310.15)

0.38 (0.37)

-0.07 (0.12)

0.26 (0.1s)

0.03 (0.02)

-0.02 (0.03)

-0.03 (0.0s)

0.03 (0.02)

0.02 (0.02)

0.02 (0.03)

0.01 (0.02)

0.03 (0.02)
o

0.04 (0.02)

0.12 (0.04)

0.03 (0.02)
o

0.08 (0.02)

0.0s10.02)

0.0L (0.03)

0.08*(0.03)

0.03 (0.02)
o

0.01 (0.02)

-0.00 (0.02)

0.02 (0.02)

0.02 (0.02)

0.01 (0.01)

0.00 (0.04)

0.01 (0.02)

o.05*(0.02)

in 7927

!443

727

L246

2363

L484

20tL

L404

1355

581

1618

\462

1903

L497

1150

2050

2659

1691

in 2004

L377

2643

558

1360

2627
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Country

lncome Education Sample

Sth wave 9th wave 8th wave 9th wave 8th wave 9th wave

Greece

Portugal

Cyprus

Malta

Czech Republic

Poland

Hungary

Slovenia

Estonia

Croatia

Lithuania

Bulgaria

Latvia

Romania

Slovakia

0.21 (0.11) 0.L9 (0.17)

1,06 (0.221

0.02 (0.0s)

-0.14 (0.20)

0.28 (0.14)

-0.13 (0.20)

-0.82 (0.32)

-0.20 (0.L8)

-0.3s (0.20)
o

-0.22(o.Lsl

0.01 (0.28)

-0.88 (0.s1)

o
0.88 (0.s6)

-0.43 (0.43)

0.28 (0.2s)

o.o5 (0.03)

0.13 (0.04)

-0.00 (0.06)

0.02 (0.03)

-0.08 (0.0s)

0.0r, (0.06)

-0.06 (0.04)
o

o.o8 (0.03)

0.04 (0.04)

0.10 (0.04)

-0.0s (0.05)

-0.07 (0.08)

-0.03 (0.08)

-0.22 (o.L2l
o

o.07 (0.02)

0.0s (0.03)
o

0.1s (0.03)

-0.02 (0.0s)

-0.0s (0.02)

0.06 (0.04)

0.02 (o.os)

0.1r. (0.04)

o.os (0.03)
o

-0.01 (0.03)

0.14 (0.0s)

o.os (0.06)

-0.10 (0.07)

-0.10 (0.0s)

0.02 (0.08)

o

2042

404

496

22t4

1694

733

L9L7

2728

7L29

837

s88

708

736

399

2330

8s6

531

503

2442

2978

1180

2624

2710

2687

885

547

1003

946

s28

0.07 (0.08)

o.os (0.27)

0.36 (0.1s)

o.10 (0.21)

-0.41 (0.4r.)

0.34 (0.13)

-0.09 (0.22)

-0.35 (0.20)
o

0.12 (0.28)

-0.30 (0.38)

-0.24 (0.321

0.s3 (0.s0)

-0.06 (0.2e)

Logistic regression coefficients are listed with standard deviations in parentheses.

The significance levels of the coefficients are marked with symbols: *** < 0.001, ** < 0.01, * < 0.05, o <

0.10.

Table 5: Logistic regression for informal care

Chronic Age Gender

Country 8th wave 9th wave 8th wave 9th wave 8th wave 9th wave

Sweden

Denmark

Finland

Austria

Germany

Netherlands

0.15 (0.04)

0.15 (0.04)

0.09 (0.06)

0.20 (0.0s)

0.16 (0.03)

0.20 (0.05)

0.r l (0.04)

0.10 (0.04)

0.05 (0.04)

0.17 (0.03)

0.r0 (0.03)

0.09 (0.05)
o

0.18 (0.r8)

0.28 (0.14)

0.30 (0.r0)

0.02 (0.14)

0.4r (0.12)

0.17 (0.12)

0.39 (0. r4)

0.27 (0.1r)

o.r9 (0.10)
o

0.43 (0.13)

0.03 (0.01) 0.05 (0.01) -0.05 (0.12)
*** :|**

0.02 (0.01) 0.02 (0.01) 0.21 (0.12)
**o

0.03 (0.01) 0.05 (0.01)
o

0.03 (0.01) 0.05 (0.01)

0.03 (0.01) 0.04 (0.01)

0.05 (0.0r) 0.05 (0.01)
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cscrlry
Chronic Age Gender

8th wave 9th wave 8th wave 9th wave 8th wave 9th wave
France

Switzerland

Belgium

Luxembourg

Spain

Italy

Greece

Portugal

Cyprus

Malta

Czech Republic

Poland

Hungary

Slovenia

Estonia

Croatia

Lithuania

Bulgaria

Latvia

Romania

Slovakia

0.r8 (0.04)

0.04 (0.05)

0. l4 (0.04)

-0.03 (0.06)

0.16 (0.0s)

0.r7 (0.06)

0. l2 (0.05)

0. l4 (0.09)

0.23 (0. r3)
o

0.08 (0.03)

0.12 (0.04)

0. r7 (0.08)

0.16 (0.04)

0.16 (0.03)

0.25 (0.05)

0.16 (0.06)
**

-0.03 (0.08)

0.05 (0.08)

0. l4 (0.07)

0.34 (0. r2)
**

0.10 (0.04)

0.18 (0.05)

0.09 (0.03)

0.06 (0.08)

0.04 (0.06)

0.24 (0.04)

0.14 (0.04)

0.05 (0.06)

-0.04 (0.0e)

0.22 (0.12)
o

0.09 (0.03)

0.14 (0.03)

0.r0 (0.06)
o

0.r2 (0.04)

0.lr (0.03)

0.22 (0.03)

0.ll (0.06)
o

0.ll (0.08)

0.19 (0.07)

0.02 (0.06)

0.36 (0.10)

0.04 (0.01)

0.03 (0.01)

0.04 (0.01)
***

0.0s (0.02)

0.03 (0.0r)

0.03 (0.01)

0.03 (0.01)

0.05 (0.01)

0.0s (0.02)

0.07 (0.01)

0.04 (0.01)

0.03 (0.01)

0.04 (0.02)

0.07 (0.02)

0.04 (0.03)

0.04 (0.01)

0.03 (0.01)

0.05 (0.01)

0.04 (0.01)

0.02 (0.01)

0.03 (0.01)

0.07 (0.01)

0.05 (0.02)

0.05 (0.0r)

0.05 (0.02)

0.04 (0.02)
o

0.30 (0. r2)

0.48 (0.14)

0. l4 (0. 14)

0.29 (0.25)

0.08 (0.r6)

0.17 (0.17)

0.34 (0.14)

0.28 (0.32)

0.s8 (0.37)

0.51 (0.11)

0.24 (0.1s)

0.23 (0.23)

0.18 (0.14)

0.24 (0. ll)

-0.0e (0.r6)

0.52 (0.2s)

-0.25 (0.23)

0.13 (0.25)

-0.r6 (0.21)

0.03 (0.36)

0.32 (0.12)

0.56 (0.r4)

0.4r (0.10)

0.30 (0.25)

0.r9 (0.17)

0.2r (0.13)
o

0.21 (0.u)
o

0.19 (0.22)

0.37 (0.3r)

0.10 (0.38)

0.44 (0.10)

0.14 (0.12)

0.15 (0.19)

0.10 (0.r2)

0.36 (0.10)

-0.03 (0.10)

0.67 (0.2s)

0.2e (0.23)

0.32 (0.24)

0.29 (0.21)

0.30 (0.29)

0.05 (0.0r)

0.07 (0.01)

0.05 (0.02)
o

0.01 (0.03)

0.04 (0.01)

0.03 (0.01)

0.03 (0.02)

0.07 (0.0r)

0.03 (0.0r)

0.05 (0.01)

0.08 (0.02)

0.0r (0.02)

0.02 (0.02)

0.03 (0.02)
o

0.0r (0.03)

Married Children Area
Countrv 8th wave 9th wave 8th wave 9th wave 8th wave 9th wave
Sweden

Denmark

Finland

Austria

Germany

-0.66 (0.12)

-0.84 (0. l3)

-0.72 (0.20)

-0.84 (0.r4)

-0.58 (0. I l)

-0.87 (0.12)

-0.8e (0.12)

-0.84 (0.15)

-0.62 (0. I 1)

-0.45 (0.10)

0.06 (0.04)

-0.0r (0.05)

0.04 (0.06)

0.02 (0.05)

0.1r (0.04)

0.04 (0.05)

0.10 (0.05)

0. r l (0.05)

0.10 (0.04)

0. r2 (0.04)

-0.01(0.16)

0. l4 (0. l4)

-0.1r (0.19)

0.r3 (0.14)

0.48 (0.10)

0.37 (0.12)

0.40 (0.14)

0.il (0.14)

0.06 (0.10)

0.r5 (0.10)
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Married Children Area

Country 8th wave 9th wave 8th wave 9th wave 8th wave 9th wave

Netherlands -0.93 (0.15) -0.90 (0.14) 0.05 (0.05) 0.04 (0.05) -0.04 (0.17) 0.32 (0.15)
*** *** *

France -0.75 (0.12) -0.86 (0.12) 0.09 (0.04) 0.06 (0.04) 0.29 (0.11) 0.22 (0.11)
*** *** * * *

Switzerland -0.63 (0.14) -0.56 (0.14) 0.07 (0.05) 0.09 (0.05) 0.31 (0.13) -0.17 (0.14)
:t<** *** O *

Belgium -0.87 (0.15) -0.73 (0.10) -0.02 (0.05) 0.05 (0.04) 0.54 (0.16) 0.04 (0.12)
*.*<r. +** **

Luxembourg -0.72(0.25) -0.62(0.27) 0.06 (0.09) 0.04 (0.11) 0.46(0.24) 0.19 (0.24)
** * o

Spain -0.22(0.17) -0.27 (0.18) 0.08 (0.05) 0.15 (0.05) 0.18 (0.19) -0.2s (0.31)
**

Italy -0.38 (0.19) -0.37 (0.13) -0.09 (0.06) -0.11 (0.05) -0.23 (0.17) 0.24 (0.13)
* ** * O

Greece 0.07 (0.15) -0.13 (0.13) 0.01 (0.06) -0.01 (0.05) 0.39 (0.15) 0.53 (0.14)
* ***

Portugal -0.26 (0.24) -0.09 (0.07) -0.95 (0.24)
***

Cyprus 0.44 (0.37) -0.31 (0.33) 0.06 (0.12) -0.09 (0.12) 1.02 (0.31) -0.27 (0.34)

Malta -0.43 (0.42) -1.32 (0.40) 0.03 (0.12) 0.16 (0.13) -0.05 (0.41) -1.64 (1.03)
* *,t

CzechRepublic -0.52(0.10) -0.39(0.10) 0.13(0.05) 0.06(0.04) -0.14(0.11) 0.23(0.11)
*** *** 't *

Poland -0.49 (0.16) -0.43 (0.13) -0.07 (0.05) -0.04 (0.04) 0.16 (0.16) 0.05 (0.12)
** ***

Hungary -0.42 (0.23) -0.30 (0.20) 0.21 (0.11) 0.05 (0.08) 0.24 (0.23) 0.62 (0.20)
O * **

Slovenia -0.13 (0.15) -0.49 (0.13) -0.05 (0.07) 0.01 (0.06) 0.09 (0.14) 0.25 (0.12)
*r<* *

Estonia -0.01 (0.11) -0.11 (0.09) 0.06 (0.04) -0.03 (0.04) 0'13 (0.11) 0.49 (0.10)
***

Croatia -0.29 (0.18) -0.46 (0.11) -0.06 (0.07) -0.02 (0'04) -0.39 (0.17) -0.24 (0'10)

<.t *** * *

Lithuania -0.12 (0.23) -0.56 (0.24) -0'07 (0.09) -0.13 (0.09) 0.19 (0.24) -0.39 (0.26)
*

Bulgaria -0.54 (0.23) 0.26 (0.24) -0.21 (0.13) 0.11 (0.14) 0.14 (0.21) 0.13 (0.21)
*

Latvia -0.12(0.25) -0.44(0.23) 0.ll (0.10) 0.10 (0.08) -0.13 (0.24) 0.02 (0.21)

o

Romania -0.44 (0.2r) -0.04 (0.23) -0.09 (0.06) -0.19 (0.08) 0.23 (0.23) 0.03 (0.22)
1*

Slovakia -0.23 (0.36) -0.51 (0.29) 0.15 (0.15) 0.17 (0.11) -0.50 (0.33) 0.37 (0.28)

o

Income Education Sample size

9th wave 8th wave 9th wave8th wave 9th wave 8th wave

Sweden

Denmark

Finland

Austria

-0.37 (0.17)

-0.00 (0. l0)

0.36 (0.11)

-0.03 (0.11)

-0.1 l (0.17)

-0.18 (0.10)
o

0.04 (0. ll)

-0.02 (0.09)

0.02 (0.02)

0.00 (0.02)

-0.04 (0.03)

0.ol (0.01)

0.03 (0.02)
o

0.03 (0.02)
o

in 1927 1903

1443 1497

721 1160

t246 2050

-0.01 (0.02)

0.01 (0.01)
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Income Education Sample size

Country 8th wave 9th wave 8th wave fth wave 8th wave 9th wave
Germany -0.15 (0.13) 0.08 (0.12) 0.03 (0.02) -0.02 (0.01) 2363 2659

*o
Netherlands 0.22 (0.20) -0.12 (0.17) 0.00 (0.02) 0.02 (0.02) 1484 l69t

France -0.08 (0.12) -0.19 (0.11) -0.01 (0.02) -0.01 (0.02) 20tt in2004
o

Switzerland 0.14 (0.07) 0.1I (0.08) 0.00 (0.01) 0.02 (0.01) 1404 1377
o

Belgium 0.06 (0.21) -0.03 (0.15) 0.01 (0.02) 0.01 (0.01) 13s6 2643

Luxembourg -0.31 (0.23) -0.10 (0.30) 0.00 (0.03) -0.02 (0.03) 581 558

Spain -0.16 (0.14) -0.30*(0.12) -0.01 (0.02) -0.02 (0.02) 1618 1360

Italy -0.21(0.19) 0.41(0.16) -0.05*(0.02) -0.04*(0.02) 1462 2627

Greece 0.07 (0.08) -0.18 (0.10) -0.03 (0.02) -0.02 (0.01) 2042 2330
ooo

Portugal 0.16 (0.21) -0.00 (0.03) 856

Cyprus -0.01 (0.07) -0.00 (0.06) -0.10*(0.04) -0.00 (0.04) 404 531

Malta 0.19 (0.23) -0.34 (0.21) -0.14*(0.06) -0.01 (0.05) 496 603

Czech Republic -0.03 (0.12) -0.01 (0.10) 0.03 (0.02) -0.01 (0.01) 2214 2442

Poland -0.09 (0.12) 0.07 (0.10) 0.01 (0.03) -0.01 (0.02) 1694 2978

Hungary 0.59 (0.25) 0.14 (0.24) -0.08 (0.04) -0.01 (0.04) 733 I 180
o

Slovenia -0.10 (0.09) -0.31*(0.09) -0.03 (0.02) 0.02 (0.02) 1917 2624

Estonia -0.16 (0.10) -0.12 (0.08) 0.01 (0.02) 0.00 (0.01) 2r2g 2710

Croatia -0.31 (0.12) -0.29*(0.08) -0.02 (0.02) -0.03 (0.02) tJ29 2687
o

Lithuania 0.18 (0.16) -0.04 (0.16) -0.00 (0.03) 0.01 (0.03) 837 886

Bulgaria -0.21 (0.18) -0.40 (0.27) -0.02 (0.03) -0.05 (0.03) s88 547

Latvia -0.04 (0.15) -0.13 (0.23) -0.02 (0.03) -0.03 (0.03) 708 1003

Romania -0.14 (0.17) 0.39 (0.20) 0.02 (0.03) 0.05 (0.03) 736 946*o
Slovakia 0.s1(0.17) 0.06 (0.21) -0.03 (0.08) -0.04 (0.06) 3ss 528

Logistic regression coefficients are listed
The significance levels of the coefficients

with standard deviations in parentheses.
are marked with symbols: *** < 0.001, ** < 0.01, * < 0.05, o < 0.10.
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Picture 1: Current concentration index, horizontal / vertical / total inequity

Concentration indices ACr nt I vr-r vt-e ! rt-t rl-E

.,".."'-.'.--..".ffi.+ +++
-< +-

tlll
-0.16 -0.12 -0,08 -0.04 0,00 0.04 0.08 -o.16 -0.12 -0.08 0.04 0.08

Concantrationindic€s:ACT-actual,Hl-horizontalinequity,Vl-varticalinequity'
Tl - total inequity, l - income, E - educalion

For each measure (color) bottom column represents S wave and toP column 9 wave'

Namesolcountriesarecoloredaccordingtoregion:NorthornEurope( ),WesternEurope('r 'r')'
Southern Europe ( ) and Easlarn Europe ( )'
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Picture 2: Current concentration index, horizontal I vertical / total inequity

Concentration indices ACr ur I vr-r vr-e ! rr-r I-E

-------------
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-0.16 -0.12 -0.08 -0.04 0.00 0.08
-0.16 -0.12 -0.08 -0.04 0.00

Concentration indicas: ACT - aclual, Hl - horizontal inequity, Vl - vertical insquity,
Tl - total ineguity, l - incoma, E - education
For each measure (color) botom column represents g. wave and top column 9. wave.
Names olcountries are colored according to region: Northern Europe ( ), Western Europe ( ; .:,r,r1,
Southern Europe ( ) and Eastern Europe ( - ).
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Formal care

Picture 3: Current concentration index , horizontal / vertical / total inequity

Concentration indices ACr Hr f vt-r vt-e ! rl-t rl-E
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For each measure (color) bottom column represents S wave and top column 9' wave'
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Picture 4: Formal care - decomposition of the concentration index
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Picture 5: Informal care - decomposition of the concentration index
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Picture 6: Formal care - elasticity and partial CI
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Picture 7: Formal care - elasticity and partial CI
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Picture 8: Informal care - elasticity and partial CI

a Northern Europe Western Europe a Southern Europe a Eastern Europe
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Picture 9: Informal care - elasticity and partial CI

a Northern Europe Western Europe Southem Europe a Eastern Europea a

0.20

0.1 5

0.10

U-UJ

0.00

-n n4

8. wave

-CZ
SE

QK BE---;r"o-
I rr- 'dE.

IAT -.
Ni cH *uu

EE

_RO

PL_ . st
nR* sxt "*rr*ES 

-EL
MT

LT
-uu

cY{

-0.08 -0.04 0.00

-0.04 000

0.00

0.040.12

0.04 -0.06

-0.03

-0.08

-0.03

-0 0.00

0.05,

0.00

-0.05

-0.10

0.1

0,0

-0.1

-0.2

0.00x
0)

.C
C
.o
(!

c
0)og
o

E

=o
o- -0. 0.02 -0.01 0.00 0.01 0.02 0,

0.07

0.06

0.05

0.04

0.03

0.16

0.12

0.08

-0.25 0.00 0.50 -0.4 -0.2 0.0 o.2

-0.10 -0 0.00 0.05 -0 05 0.00

ElasticitY

Points with red anows had more extreme values in direction of the arrow than the ones shown on diagram'

and were drawn closer to other points for better viewing'

,J
olr ES

F

BG

RO'

-SE DK

mo
c
6
o
l

9. wave

LT LV EE
BG

r
DK

-HURd

PL

MT

=.oo

EE

.BG RO-

o
o
o-

*EE

SE U.SK

-
Lre;-i;':if,:T#l

pr- ES tr
"rr

JRO

MT.DK LUt
NL _BF DE

CZ_ LVe nr EE CH . a'

Fr rr |-;Ej3\rrto t* io
or-\ CY,'EL

*sK *HR 6o

BE
-O- } NL DK

,--J;.ti +
p6-p; Fl BG-! FR "-

'[--- 5l
LV ^r EL HU

a
LT

1

EE
cY*

MTt

CHt
a*fTsf

!cv

n*-o^- *".'l.r-t*; sK+-BGt€s. iL ur'
1uo 

EEa 1r4t *DK

rSE DE' FRe", 
..BE 1q1o

a
FI

HU

.l
RO

IT
BG

j
o
3
o

IT

JS
el HR rur- . ,. jo

sr - in'sJj':pl
BG_ ,,-ox], sf
st{ iv '' -cn ie

oFl
MTo-

a?

A
HU
o

CY

DE{
0.04

56

JSE
cz

SI

-BE
HR

DE
aFl'

-NL

-PL
FID(tt

4
MT

CH
J

-PTLV
EL

HB* 
o_ES *LT

sl 
s





Picture l0: Formal care - vertical inequiff decomposition
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Picture 1l: Informal care - decomposition of vertical inequity
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