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I Abstract

This paper describes the provision of long-term care across Europe based on data gathered in a desk research. The aim is: (1) to identify indicators
of long-term care provision; and (2) to compare the provision of formal and informal care across the European countries. For this purpose, a nar-
rative literature review was carried out to identify relevant indicators. Subsequently, a descriptive analysis was performed to analyse the indicator-
related data. The results suggested that there are important differences in the long-term care provision in Europe. Long-term care is provided both
at public and private institutions. The entitlement criteria vary among countries. In general, Western and Northern European countries have more
generous provision of residential care compared to Eastern and Southern European countries. At the same time, informal care has different roles and
it is extremely important in Eastern and Southern European countries. Among all countries, more than half have quality assurance regulations for
residential care. However, most of the Southern and Eastern European countries lack information about the quality assurance regulations. In order
to monitor the long-term care provision, it is recommended that European countries establish a reporting system to provide annual data. These an-
nual data should be based on identical measurement mechanisms and standardised reporting structure to allow for comparison and improvements
of long-term care systems.
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B Introduction

European countries are facing significant challenges
within their health care and social care systems caused
by demographic changes. In particular, the ageing of the
population questions the capacity of these systems to re-
spond to the specific care needs. The increased demand
for care requires more care providers and more financial
resources [1]. Therefore, effective policy actions are
needed to contain the costs and to assure an adequate care
supply, as well as to sustain the long-term care (LTC) sys-
tems. The challenges posed by the demographic changes
have been acknowledged and debated upon by the EU
and relevant stakeholders. Moreover, the consequences
of the population ageing, such as increased LTC needs,
stay high on the EU’s agenda [2].

LTC is a broad term and its definitions vary. LTC is
defined by the WHO as the group of activities performed
by informal caregivers and/or formal professionals to en-
sure that an individual incapable of coping and sustain-
ing self-care “can maintain the highest possible quality of
life, according to his or her individual preferences, with
the greatest possible degree of independence, autonomy,
participation, personal fulfilment and human dignity” [3].
Another common definition of LTC is the one by Co-
lombo et al. [4], who defined LTC as a range of services
required by persons with a reduced degree of functional
capacity, physical or cognitive, and who are dependent
for an extended period of time on help with basic ac-
tivities of daily living (ADL) such as eating, bathing,
washing, dressing, getting in and out of bed, getting to
and from the toilet as well as so-called instrumental ac-
tivities of daily living (IADL) (e.g., shopping, laundry,
cooking, performing housework etc.). These services
are frequently provided in combination with basic medi-
cal services — nursing care (e.g. wound dressing, pain
management, medication, health monitoring), as well as
health protection, rehabilitation or palliative care. Hence,
LTC is provided within two sectors — health care and so-
cial care sector. In health care, medical services for LTC
users are provided, while the social sector is responsible
for personal LTC services (help with ADL) and social
services (help with IADL). An important aspect of LTC
is that care is typically provided for an extended period
of time [5]. The duration and level of LTC depends on
the individual’s condition and could change over time.
The older population groups aged 80 and above, are the
most frequent users of LTC [6], but LTC could also be
provided for younger people (under 65 years) with physi-
cal or mental disabilities.

Provision of LTC might be of formal or informal na-
ture. Formal care is related to diverse systems of public
and private services (social care services, health care ser-
vices, rehabilitation services, and palliative care) which
are provided in the context of formal employment [3, 6].
Formal LTC may be delivered at different living settings
including home of the recipient (home care), institutional
facilities, e.g. nursing homes, hospices and other residen-
tial care facilities, or day-care facilities [5, 7]. Formal
caregivers are usually professional assistants or nurses

who provide support at an institution or at the house of
the LTC recipient. On the other hand, informal care is
usually provided at home by unpaid non-professional
caregivers, who may be spouses, other family members,
friends or neighbours of the recipient.

There are differences in the coverage and provision of
LTC across EU Member States [1]. Comparative analy-
ses of the LTC provision mechanisms across countries
could help to identify the advantages and disadvantages,
and suggest key areas for improvement. However, due
to the complex nature and diversity of LTC systems, it
is difficult to make international comparisons of the care
provision [1].

Although a few studies related to the typology of
financing and provision of LTC systems in the EU,
have been performed, they are limited to only a couple
of European countries [8, 9]. In this study, the aim is:
(1) to identify indicators of long-term care provision; and
(2) to compare the provision of formal and informal care
across the European countries. We include the EU Mem-
ber States as well as countries, which are members of the
European Economic Association (EEA); Iceland, Norway
and Switzerland. For this purpose, a range of indicators
is identified in a narrative literature review and is used to
measure the provision of LTC in the EU/EEA area.

B Methods

The data for this study were collected in a desk research
conducted in May—June 2017. In particular, a narrative
literature review of EU, OECD and WHO databases and
publications was conducted to identify and describe the
available indicators of LTC provision. Scientific and policy
reports were also reviewed to find additional data. Overall,
the study had an explorative and descriptive nature.

In particular, the international databases of the EU,
OECD and WHO, which covered the health statistics,
were searched to identify relevant indicators of LTC pro-
vision and the values of those indicators for European
countries. However, a significant drawback of these data
sources was that they did not include all countries in the
EU/EEA area. They also covered different years, and
the most recent data were sometimes absent. Therefore,
cross-country reports found on the websites of OECD,
WHO and EU were also used to crosscheck and com-
plete the information on LTC provision indicators. The
recently published Joint Report on Health Care and LTC
Systems [1] by the European Commission was one of the
primary sources of data for our review. Other relevant
sources were also identified during the data collection [4,
10-13].

In addition, we reviewed relevant scientific and policy
reports to complete missing information on LTC provi-
sion indicators. These reports were identified in a search
in PubMed. The following search terms were included:
long-term care in Europe, provision of long-term care,
quality of long-term care, access to long-term care, for-
mal and informal providers of LTC, European LTC sys-
tems. In addition, the following inclusion and exclusion
criteria were defined: only English language publications
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that appeared after 2008 and could be downloaded (full
text available, not just abstract), were considered for
inclusion. Regarding the type of publications, research
article, policy report and book chapter were considered.
After the review of the full text, a publication was in-
cluded in the review if it provided data on LTC provision
indicator(s) of EU/EEA countries.

The triangulation of the different sources of data,
namely the EU, OECD and WHO databases and pub-
lications, as well as other scientific and policy reports,
helped us to improve the reliability and validity of the
study. Since the information for the study needed to be as
relevant as possible, only the latest available data were
used in the analysis. To assure the consistency of the es-
timations, an indicator was only used if we were able
to find values for that indicator for most of the EU/EEA

countries.
The LTC provision indicators identified in our narra-

tive review were divided into indicators of formal and in-
formal care provision as suggested in previous literature
[1, 14, 15]. The results of the data analysis are presented
in the form of a narrative description illustrated with ta-
bles.

I Results

Our review resulted in several indicators of formal and

informal LTC provision in the EU and EEA countries. We

divided these indicators into four sub-groups: (1) general
characteristics of LTC provision; (2) provision of formal

LTC; (3) provision of informal LTC; (4) regulation/policy

related to LTC quality assurance, health protection and

rehabilitation. We subsequently describe the results per
sub-group.

Table I presents indicators related to the general char-
acteristics of LTC provision that we found in the review:
* Entitlement to LTC (population groups to whom the

right to LTC benefits is granted).

e Age criterion for LTC use.

e Qualifying period for LTC use (minimum period of
residence in the country or insurance membership be-
fore a person receives the right to use LTC).

*  Public expenditure on LTC as % of GDP.

* Type of care providers (public or private providers).

* Total number of formal LTC nurses and personal car-
ers.

e Number of LTC beds in hospitals.

e Number of LTC beds in nursing and other residential
care facilities.

e Number of LTC beds in nursing and other residential
care facilities per hundred thousand inhabitants.
Regarding the entitlement to LTC, the results in Table

I show that only a few countries provide access to all

residents without specific criteria. The rest of the coun-

tries have established specific criteria for LTC, such as
the ADL and IADL, disability and severe disability lev-
els, or residents under insurance.

In all countries, the entitlement to LTC is dependent
on the services or benefit, which are needed. The need
of LTC is however defined and established very differ-

ently across the countries, ranging from the application

of strict criteria defined in advance to the assessment of

the individual situation of the person requesting LTC.

In addition, in two thirds of the countries, there are no

age conditions or restrictions for the use of LTC. Only

Romania has identified the standard retirement age as

a condition for LTC, Additionally, Malta has a condition

of being at least 60 years old to use LTC, while in Esto-

nia, the UK and Hungary, LTC is possible from the age
of 18. Regarding the qualifying period required for LTC
use, the majority of countries do not apply this criterion.

Germany, Ireland, the UK and Iceland have a qualifying

period for LTC use, while in Austria, Belgium, Luxem-

bourg, the Netherlands, Spain and Switzerland, such pe-
riod is only applied depending on the type of insurance,
residence, or the reason for LTC.

The data indicate that among all countries, the Neth-
erlands is spending most on LTC as a percentage of GDP.
In addition, Sweden, Norway, Switzerland, Denmark and
Belgium also have high public expenditure on LTC com-
pared to the rest of the countries. In some Eastern and
Southern European countries, such as Cyprus, Bulgaria,
Croatia, Greece and Slovakia, the public LTC expendi-
ture is significantly lower than in the above-mentioned
countries.

The LTC could be provided by public as well as at
private institutions. Regarding the number of formal LTC
caregivers, France, Spain and the Netherlands, respective-
ly, show the highest number of personal carers and nurses
compared to other countries. Nonetheless, this indicator
strongly depends on the population of a country, and in
general, countries with smaller populations have less
formal LTC carers. Furthermore, data on this subject are
missing in some countries, as they have not established
records on the number of personal carers and nurses.

Another indicator included in our study is the num-
ber of LTC beds in hospitals, which is highest in France,
Spain, and in Romania, respectively. Iceland, Malta and
Denmark are the countries with the lowest number of
LTC beds in hospitals. The indicators included in our
study show that the number of LTC beds in nursing and
other residential facilities, is highest in countries with the
highest population size. Germany, France, the UK, Spain
and Italy have the highest number of LTC institutional
beds among all countries, while Greece, Malta and Lux-
embourg have the lowest number of such beds.

Table II presents additional indicators related to the
provision of formal LTC that we found in the review
(no distinction was made between health care and social
care):

» Provision of residential care (at institutions for older
persons and nursing homes), home care (health care
and social care), day care (semi-residential).

» Coverage rate of residential care and coverage rate
of home care (indexes calculated for the population
group aged 65+, with value 1 if equal use by men
and women, greater than 1 if higher use by wom-
en, and lower than 1 if higher use by men).

*  Number of people receiving care in an institution per
year.
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Austria yes yes yes 3.30 14.40 74 166 2.8
Belgium yes yes yes 6.60 7.40 143 728 7.8
Bulgaria yes yes n.a. n.a. n.a. 15 106 1.7
Croatia yes yes yes 1.60 n.a. 16 17 .8
Cyprus yes yes yes 3.00 n.a. 3 3 i
Czech yes yes n.a. 3.50 7.20 345 94 4.2
Republic
Denmark | yes yes yes 2.50 20.00 44 101 2.6
Estonia yes yes yes 1.80 2.30 15 6 1.6
Finland yes yes yes 3.10 6.30 51 159 3.9
France yes yes yes 6.70 6.50 854 1089 3.0
Germany | yes yes yes 3.50 6.60 740 348 13
Greece yes yes yes .60 5.60 4 10 1
Hungary yes yes yes 2.80 6.40 95 61 1.6
Ireland yes yes n.a. 3.90 6.50 27 65 2.0
Italy yes yes n.a. 3.00 4.90 294 754 1.8
Latvia yes yes yes .80 1.60 11 9 1.0
Lithuania | yes yes n.a. n.a. .60 61 67 43
Luxembo- | yes yes yes 4.80 7.00 4 9 2.4
urg
Malta yes yes yes 4.30 4.00 1 8 2.2
Nether- yes yes n.a. 6.30 21.00 383 544 55
lands
Poland yes yes yes 1.00 1.70 86 118 .5
Portugal yes yes yes 3.40 4.30 23 14 4
Romania | yes yes yes .50 30 189 204 2.0
Slovakia yes yes yes 3.30 2.30 45 62 2.0
Slovenia yes yes yes 4.80 1.80 22 38 2.9
Spain yes yes yes 4.40 4.70 307 693 2.1
Sweden yes yes yes 5.80 9.40 87 206 3.1
United yes yes yes 4.20 6.90 243 1020 2.0
Kingdom
Iceland yes yes yes 8.30 20.50 2 n.a. i
Switzer- yes yes n.a. n.a. n.a. 90 203 1.1
land
Norway yes yes yes 5.30 19.30 43 94 .8
n.a. = not available due to missing data
Table I1. Provision of formal LTC in the EU and EEA countries.
Source: Own study.
*  Number of people receiving care at home per year. act forms of care provision and degree of care availability
* % of population receiving formal LTC in-kind. substantially differ across the countries. The presence of

The table shows that both care at institutions and  day care is also rather common. However, seven coun-
home care are available in all countries although the ex-  tries have not specified whether they offer this type of
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care. Among the population group aged 65+, residential
care (care at institutions) and home care (care at person’s
home) are more often used by women than by men, ex-
cept in Greece, Latvia and Romania in case of residential
care, and in Lithuania and Romania in case of home care.
The number of people, who receive care in an institu-
tion and at home, vary considerably among the countries.
Importantly, the share of the population receiving formal
LTC in-kind is especially high in Belgium, the Nether-
lands, Finland and Sweden, as well as in the Czech Re-
public and Lithuania. This share is much lower in Greece,
Portugal, and Poland.

Table III presents indicators of the provision of infor-

mal LTC that we found in the review:

e Main providers of informal care.

» Significance of informal care.

* Availability of paid leave option for informal carers.
* Availability of cash or other benefits for informal carers.
* Possibility of flexible work time for informal carers.
* Availability of cash benefits for informal care recipient.

The results presented in the table indicate that in all
EU Member States, as well as in Iceland, Switzerland
and Norway, informal care is provided by family, rela-
tives and by friends. Among the 31 countries, in seven
of them, LTC is delivered most commonly by spouses,
including the UK, Poland, Norway, Iceland, Switzerland,
Greece and Denmark. Bulgaria is the only country that
reports informal LTC delivery by individuals taking part
in different national social services programs and by
unemployed people as personal assistants. Another ex-
ception is Croatia, where informal carers are trained by
medical doctors to provide the needed care aid.

As indicated in Table III, the indicators included in our
study show that informal care has an extremely high role
in Italy, and a very essential role in the overall LTC provi-
sion in Spain, Finland, Austria, Latvia, Poland, Romania
and Slovakia. The rest of the Eastern European countries
also indicate a high level of importance of informal care.
Almost half of the countries, however, provide no clear
indications of the role of informal care due to the lack
of information on the number of informal carers. About
a third of the countries provide information for temporary
paid leave schemes for informal carers, and nearly all
countries offer flexible work time as well as some cash
or other benefits to the informal carers. However, there is
a considerable variation among the countries with regard
to the exact benefits and the conditions under which they
are offered. About two thirds of the countries offer some
cash benefits to the informal care recipient.

Table IV outlines the regulation of quality assurance
of formal LTC and the presence of health protection and
rehabilitation policies in the EU/EEA area. Among all
countries, more than half have quality assurance regula-
tions for residential care. Quality assurance regulations
for social home care are present in fifteen countries,
including Northern and Western European ones. For
nursing home care, more than half of the countries have
established quality assurance regulations with the excep-
tion of France. However, in most of the Southern and

Eastern European countries, information about the qual-
ity assurance regulations is not available.

The data in Table IV also indicate that more than half
of the countries have developed health protection and re-
habilitation policies related to LTC. Only Italy, Greece,
Latvia, and Lithuania lack health protection policies,
however, ten countries have provided no information
whether they have adopted such policies on LTC. Simi-
larly, half of the countries have not implemented rehabili-
tation policies related to LTC. Five countries including
Belgium, Romania, Slovenia, Spain and Sweden do not
have rehabilitation policies in place.

B8 Discussion

This study has focused on the LTC provision in the EU/
EEA areca with an emphasis on differences between the
countries in terms of capacity, providers and entitle-
ments. As outlined in the introduction, the motivation be-
hind this study is the growing demand for LTC services
as a result of the population ageing [1]. The main study
findings are discussed below.

The LT provision amd coverage vary significantly amony
countries

Our results suggest that the provision of LTC in Europe
involves both public and private providers. The presence
of private institutions depicts that the interest in LTC ser-
vices is common. Private institutions might contribute to
higher quality of service provision as long as there are
adequate quality monitoring mechanisms in the country’s
LTC system. As indicated in previous studies, geographic
differences in LTC coverage arise especially among pri-
vate providers, and this may also reflect the differences
between rural and urban areas. These differences show
that the demand for LTC services is higher in some re-
gions and tends to be lower in others [18].

The use of LTC depends to a large extent on specific
eligibility criteria. According to previous analyses, the
eligibility criteria for services is often determined at
the local level [18]. Our review suggests that most of
the countries provide access for all residents in need of
LTC. Nevertheless, various definitions of care needs are
applied across the countries. Some countries have estab-
lished specific criteria for using LTC. Overall, the eligi-
bility criteria are underutilized in the LTC systems in the
EU and EEA countries.

The country, which spends most on LTC as percent-
age of GDP, is the Netherlands, followed by other North-
ern and Western European countries (Sweden, Norway,
Switzerland, Denmark and Belgium) that also have high
public expenditure on LTC. Overall, Northern and West-
ern European countries generally spend more on LTC
from public sources because they invest more in their
health care and social care systems. Southern European
countries spend considerably less on formal LTC because
they strongly rely on the family-based approach to in-
formal care. In some Eastern European countries, public
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friends

. Paid leave Cash or other Flexible work | Cash benefits for
. . Role of infor- . . . . .
Providers of informal care option for in- benefits for time for infor- informal care
Country mal care . ..
[1, 10, 13] [1,13] formal carers informal carers mal carers recipient
’ [16] [4, 10, 11, 13, 17] [16] [4, 10, 11, 13, 17]
Austria family, relatives, friends, very high no yes yes yes
neighbours, volunteers
Belgium family, relatives, friends, etc. | medium high | no yes yes yes
Bulgaria family, individuals in diffe- high yes yes yes yes
rent national social services
programs, unemployed
people as personal assistants
Croatia family and relatives trained n.a no yes yes yes
by doctors
Cyprus family, relatives, friends, etc. | n.a no no yes yes
Czech family, relatives, friends, etc. | n.a yes yes yes yes
Republic
Denmark spouses, family, relatives, low yes yes yes no
friends
Estonia family, relatives, friends, etc. | n.a. yes yes yes no
Finland family, relatives, friends, etc. | very high yes yes yes yes
France family, relatives, friends, etc. | n.a. yes yes yes no
Germany family, relatives, friends, etc. | high no yes yes yes
Greece spouses, family, relatives, high no no yes no
friends
Hungary family, relatives, friends, etc. | high yes yes yes no
Ireland family, relatives, friends, etc. | n.a. no yes yes no
Italy family, relatives, friends, etc. | extremely high | yes yes yes yes
Latvia family, relatives, friends, etc. | very high n.a. yes n.a. no
Lithuania family, relatives, friends, n.a. n.a yes n.a yes
neighbours, volunteers
Luxembourg | family, relatives, friends, etc. | n.a. n.a yes n.a yes
Malta family, relatives, friends, etc. | high role no yes yes no
Netherlands family, relatives, friends, etc. | n.a. yes no yes yes
Poland spouses, family, relatives, very high yes yes yes yes
friends
Portugal family, relatives, friends, n.a yes no yes yes
neighbours, volunteers
Romania family, relatives, friends, etc. | very high yes yes yes yes
Slovakia family, relatives, friends, etc. | very high no yes yes yes
Slovenia family, relatives, friends, etc. | n.a. yes yes yes yes
Spain family, relatives, friends, etc. | very high no yes yes yes
Sweden family, relatives, friends, etc. | n.a. yes yes yes yes
United spouses, family, relatives, n.a. n.a. yes n.a. yes
Kingdom friends
Iceland spouses, family, relatives, high no yes yes no
friends
Switzerland spouses, family, relatives, high n.a. yes n.a. yes
friends
Norway spouses, family, relatives, na no yes yes yes

n.a. = not available due to missing data

Table I11. Provision of informal LTC in the EU and EEA countries.

Source: Own study.
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Regulation of quality | Regulation of quality | Regulation of quality Health protection o )
Country assur.ance .related to assur.ance related to assura.nce a related policy Rehabilitation policy
residential care social home care to nursing home care 1, 13] [1, 13]
[1, 14, 15] [1, 14, 15] [1, 14, 15]

Austria yes yes yes n.a n.a
Belgium yes yes yes yes no

Bulgaria n.a. n.a. n.a. yes yes
Croatia n.a n.a n.a yes yes
Cyprus n.a n.a n.a yes yes
Czech Republic | partly yes yes n.a. n.a.
Denmark yes yes yes yes yes
Estonia n.a n.a n.a n.a. n.a.
Finland n.a n.a n.a yes yes
France yes no no yes yes
Germany yes yes yes n.a. n.a.
Greece n.a. n.a. n.a. no yes
Hungary yes no yes yes yes
ITreland n.a. n.a n.a. yes yes
Italy n.a n.a. n.a no yes
Latvia yes yes yes no yes
Lithuania yes yes yes no yes
Luxembourg n.a. n.a. n.a. n.a n.a.
Malta n.a n.a. n.a yes yes
Netherlands yes yes yes n.a. n.a.
Poland n.a. n.a. n.a. n.a na
Portugal na n.a. n.a yes yes
Romania yes no yes yes no

Slovakia yes yes yes yes yes
Slovenia yes yes yes yes no

Spain yes yes yes yes no

Sweden yes yes yes yes no

UK yes no yes yes yes
Iceland yes yes yes n.a. n.a.
Switzerland yes yes yes n.a n.a.
Norway yes yes yes n.a n.a.

n.a. = not available due to missing data

Table IV. Regulation of quality assurance of formal LTC, health protection and rehabilitation policies in the EU and EEA countries.

Source: Own study.

expenditure on LTC is also relatively low. Although the
approach to LTC provision depends on cultural factors
and historical development, countries’ fiscal capacities
also play an important role. The fiscal efficiency of the
LTC systems could be an important indicator for policy-
makers, especially in countries, which need to generate
additional resources for LTC provision.

The number of personal carers and nurses deliver-
ing LTC is related to the population size of a country.
Thus, countries with a higher population size typically
have a higher number of LTC personal carers and nurses,
though this is not always applicable since the Netherlands
with medium population size, stands out as a country

with one of the highest number of caregivers. However,
we lack information for seventeen countries regarding
this indicator and hence, this prevents any generalisations
about the relation between the population size and the
number of LTC carers.

Despite the great diversity in the characteristics of the
LTC systems, it is possible to distinguish countries that
are quite liberal on the access to LTC and spend a high
share of GDP on LTC services, as well as countries that
have very specific criteria for access to LTC services and
low LTC spending. There are also several countries that
fall between these two extremes.
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The provision of formal LTC is especially high in Western
Eurapean countries and mostly low in Eastern European
countries

Residential care and home care are available in all coun-
tries. Day care is very common. In general, well-funded
Western European countries have higher use of residential
care. The use of formal LTC is especially high in Belgium,
the Netherlands, Sweden and Finland. These countries
have well-organised health care and social care sectors,
which are able to support the provision of LTC at the
homes of users or in institutions. However, the use of for-
mal LTC is lower in Southern and Eastern European coun-
tries (e.g. Greece, Portugal and Poland). These countries
suffer underfunding and lack resources within their health
care and social care systems. This indicates the need for
governments to secure additional LTC resources and adopt
policy measures to enhance the LTC service provision.

Southern and Eastern European countries have the
lowest rate of formal care according to this study.
The reasons for the low coverage may be explained
by the lack of care personnel or by high costs of employ-
ing a care giver. LTC users in Eastern Europe usually
receive low pensions, and in most cases, it is impossible
to pay on their own for formal home care, unless they
receive financial support from their family [19].

The results on the provision of formal LTC indicate
that a majority of Eastern European countries need to
consider ways to improve the sustainability and efficien-
cy of their LTC systems and respond to the challenges of
formal LTC. This could include the establishment of new
residential homes, employment of well-trained personal
caregivers and nurses qualified in LTC, providing in-kind
benefits, as well as health protection and rehabilitation
services. This will however require substantial LTC in-
vestments on a long term.

The provision of informal care is essential in Southem
and Eastern European countries, but it also plays an important
role in some Western European countries

Despite the general understanding that formal LTC pro-
vides good quality and accessible services among recipi-
ents, many Europeans rely on informal care. Since formal
LTC requires financial support and government resourc-
es, when those support and resources are absent, persons
who need LTC are often unable to pay for such services.
The lack of money to pay for formal care limits the provi-
sion of formal care. The inability to pay for formal LTC
also increases the use of informal care across many EU
countries [1]. Hence, LTC is traditionally associated with
informal care provision in these countries.

The results of this study confirm that informal care is
provided by family, relatives and by friends in all exam-
ined countries. Moreover, the findings indicate that the
role of informal care in the EU/EEA area is increasing
regardless the geographical location. Informal care is
frequent and highly important in Southern and Eastern
European countries (e.g. Bulgaria, Greece, Hungary,

Poland), but also in Northern and Western European
countries (e.g. Finland, Germany, Switzerland, Ireland,
and Iceland). Almost half of the countries however, have
no data on the role of informal care and there is a lack of
information on the number of informal carers. Further as-
sessment of the provision of informal care could facilitate
effective strategies and policy measures to improve the
quality and effectiveness of this type of care.

As indicated in the literature, mechanisms for sup-
porting informal carers such as cash-benefits are an im-
portant factor, which can significantly reduce the LTC
costs and stimulate the use of informal care if informal
carers can be compensated [18]. In majority of the ana-
lysed countries, there are cash benefits available for cate
givers and flexible work arrangements. In addition, al-
most half of the countries provide a paid leave option
for informal carers from their jobs. Although benefits for
informal carers are becoming common, policy makers in
Eastern European countries are challenged to adopt ef-
fective measures to adequately compensate the use of
informal care.

Considering these circumstances, it could be high-
lighted that the notions of family responsibility are clearly
related to the LTC expenditure. In countries where infor-
mal care is more common, there is a need to improve the
financing of formal care provision and to enhance the ac-
cess to public care services, despite the key role of infor-
mal care [19]. Research on the provision of informal care
is based on indicators, which might have limited accuracy
due to the subjectivity of measuring the role in informal
care. Thus, along with the recipients and providers of LTC,
studies on the role in informal care could also target other
stakeholders, policy-makers, health insurers, and repre-
sentatives of non-governmental organisations (NGO).

Most of the countries have implemented LTC quality assurance
regulations

The last part of the results examined the regulations of
quality assurance of formal LTC, and presence of health
protection and rehabilitation policies. We find that qual-
ity assurance regulations for home care are common in
Northern and Western European countries. Although
many countries in the EU/EEA area have quality assur-
ance regulations for residential LTC care, most of the
Eastern European and Southern European countries lack
information about the quality assurance regulations. East-
ern European countries generally have less LTC-related
regulations in comparison with countries in the rest of
Europe. As a result, there is a lack of monitoring and con-
trol mechanisms on the LTC systems in Eastern European
countries.

The division hetween social sugport services and health-related
Services is essential
When analysing the provision of LTC, it is essential

to distinguish between the provision of social support
services and health-related services. Recipients of LTC
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could make the choice between the types of care accord-
ing to their needs and levels of disability to perform daily
activities. Too often, data on the provision of LTC lack
concrete information whether providers are delivering
medical (health-related) or non-medical (social support)
services. It is known that several countries in the EU/
EEA area focus more on outpatient rehabilitation treat-
ment at an earlier stage of chronic diseases compared to
other countries that mainly concentrate on providing LTC
in hospitals or clinics [20]. A major drawback of the data
used in this study is that they do not specify whether the
providers are delivering medical treatment and supervi-
sion, or if they are delivering social services, such as help
with personal care or cleaning, helping with groceries,
cooking. In order to reduce the gap between the provision
of medical LTC and social LTC, it is recommended that
providers report to the national authorities, the types of
care, which they provide. Such data collected at the na-
tional level could help to make future cross-country com-
parisons and country-level assessments more accurate.

Discussion of study design

This study outlines the provision of both formal and in-
formal LTC and it takes into consideration the link be-
tween them. Another advantage is that it combines data
on LTC provision from reliable international databases
such as the OECD Stats, EUROSTAT, the WHO country
reports. The collection of all indicators enables to make
general statements about the LTC systems across coun-
tries. The study identifies the need of policy discussions
in countries where LTC is poorly financed and regulated.

Nonetheless, there are several study limitations and
the most crucial one is the scarcity of data and evidence
related to the topic. There is a need of formal channels
to report LTC-related data on an annual base. Such data
could be gathered locally for example by municipalities
and then transferred to the government to be reported
to international agencies that monitor LTC systems and
developments. In addition, country-based surveys could
be carried out to measure the provision and quality of
LTC services. In order to create trustworthy typologies
of LTC provision, it is crucial to have the most recent and
accurate data for all counties.

B Conclusion

This study highlighted the provision of formal and in-
formal LTC across the countries in the EU/EEA area
using macro-level data. The results and their discussion
helped to enhance the knowledge and understanding of
the LTC systems in general. However, due to the scarcity
of information, further research is needed to explore the
provision of formal and informal LTC, as well as the LTC
coverage and arrangements. Furthermore, the division of
social support services and health-related services is es-
sential to make country comparisons more appropriate
and legit. Countries should clarify whether LTC is part
of the health care system or the social services system.
Next to this, International databases like OECD Stats and

EUROSTAT should facilitate an enhanced monitoring of
countries’ LTC systems. Precise and relevant LTC data
could enable LTC developments through comparative
cross-country analyses.

Another indicator that is essential for measuring the
provision of LTC, is the mechanism of paying the pro-
fessional caregivers (e.g. nurses). In this study, it was
not possible to find reliable data on provider payment
mechanisms across the different countries. This indicator
is particularly important in a cross-country analysis to de-
termine optimal payment mechanisms for the providers
of care. An effective provider payment mechanism could
increase the motivation of personal carers and nurses,
which would then lead to an improvement in the quality
and efficiency of formal and informal LTC services.

Responding to the challenges of the LTC systems re-
quires comprehensive, effective and well-coordinated ac-
tions and reforms in all EU/EEA countries, especially in
Eastern and Southern Europe. Ensuring more age-friend-
ly and disability-friendly, as well as barrier-free environ-
ments, could enhance LTC users to live independently.
Health protection and rehabilitation services are another
essential measure to enable LTC users to maintain good
health and well-being. Policy-makers should particularly
focus on health protection and rehabilitation strategies
and programs in every EU/EEA country to increase the
quality of life and wellbeing of older citizens [19]. To as-
sure comparable data on LTC provision across EU/EEA
countries, a plausible option is to develop and implement
an e-LTC platform to enter, save and store information
on LTC provision.
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