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1. Introduction 

Demographic changes, ageing in particular, as well as related public expenditure on health 
and long-term care (LTC), are a source of concern in many European countries. Public 
health and LTC expenditure have already been growing over the last decades in all 
European countries and are expected to increase even more, given the significant 
improvements in life expectancy by about ten years between 1960 and 2009 and the 
accelerated growth of people aged 85+ as compared to younger cohorts (figure A1). As a 
result, public health expenditure is projected to rise in countries of the European Union 
from 6.4 per cent of GDP in 2007 to 8.6 per cent in 2060 (figure A2), 1 and expenditure on 
LTC from 1.3 per cent of GDP in 2007 to 2.9 per cent in 2050 (figure A3). 2  

While demographic ageing impacts on public expenditure have been widely analyzed and 
assessed in depth, for instance by international organizations (European Commission (EC), 
2009), much less attention has been paid to the economic consequences of demographic 
changes for individuals and households, particularly the elderly: older people are more 
likely to experience health shocks, cost-intensive chronic illnesses, and have a higher 
probability of living with severe functional limitations compared to younger people. While 
“healthy ageing” might have a positive impact on the health development of some elderly 
persons, the financial situation of others will be aggravated by the fact that elderly persons 
are frequently economically vulnerable and at higher risk of poverty than younger cohorts, 
as disposable income decreases with age. Consequently, the increasing demand for health 
and LTC and the financial vulnerability of older persons might create a significant 
financial burden for the elderly if related costs are not covered by social protection 
systems. In particular, out-of-pocket (OOP) expenditures occurring on account of deficits 
in financial protection might have severe impacts, given their regressive nature, and thus 
increase inequities between the rich and the poor (WHO, 2010). Such deficits in the 
financial protection of elderly persons might be aggravated by a lack of services due to 
constraints in the trained work force and require that services by unskilled personnel be 
paid privately.  

These aspects are crucial when developing social protection policies targeting elderly 
persons both within the areas of health and LTC and beyond – e.g. regarding income 
support and old age pensions or other components of national social protection floors 
(ILO, 2010). Against this background, we aim to assess the financial consequences of 
health care and LTC expenditure for the elderly, in particular the impact of OOP 
expenditures at the time of service delivery-related policy implications.  

Key factors influencing and explaining differences of OOP payments for health and LTC 
expenditure across countries will be analyzed. These factors include demographic 
developments; institutional aspects such as the social health protection system; and the 
level of public expenditure, utilization, and workforce supply.  

 

1 The projection refers to the “pure demographic” scenario” set out in: European Commission: 2009 
Ageing Report: Economic and budgetary projections for the EU-27 Member States (2008-2060) 
(Luxembourg, 2009). 

2 The projection refers to the “pure ageing scenario” described in: OECD: Help wanted? Providing 
and paying for long-term care (Paris, 2011), Chapter 2. 
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We employ survey data provided from the Wave 1 of the Survey of Health, Ageing and 
Retirement in Europe (SHARE, 2004), which is representative for the elderly population 
(over 50 years) in eleven European countries. 3  

For the purpose of this publication, we define LTC as a wide range of non-medical support 
services provided over a prolonged period of time. This may be due to the presence of 
chronic conditions or disabilities, defined as the inability to perform basic activities of 
daily living (ADLs) such as limitations in dressing, walking across the room, bathing or 
showering, eating, getting in and out of bed, and using the toilet autonomously. Disability 
in such terms is predominant in older ages: between 30 and 40 per cent of the population 
aged 80 + years have one or more disabilities (on average two), as compared to between 12 
and 19 per cent among those aged 65 + (figure A4).  

 

3 SHARE release 2.3.0, as of November 13th 2009. SHARE data collection in 2004-2007 was 
primarily funded by the European Commission through its 5th and 6th framework programmes 
(project numbers QLK6-CT-2001-00360; RII-CT-2006-062193; CIT5-CT-2005-028857). 
Additional funding by the US National Institute on Aging (grant numbers U01 AG09740-13S2; P01 
AG005842; P01 AG08291; P30 AG12815; Y1-AG-4553-01; OGHA 04-064; R21 AG025169) as 
well as by various national sources is gratefully acknowledged (see http://www.share-project.org for 
a full list of funding institutions). 
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2. European social protection systems aimed at alle viating 
the financial burden of health and long-term care: 
Key characteristics 

2.1. Public expenditure investments in health and l ong-term care 

In Europe, public health care provision constitutes as a share of GDP the second largest 
expenditure item for the elderly after pension schemes (Rodrigues and Schmidt, 2010), 
ranging from around 5.5 per cent to 8.5 per cent across European countries.  

Far fewer public resources are devoted to LTC expenditure. Levels of public expenditure 
on this care vary from country to country, ranging from less than 0.5 per cent of GDP in 
Greece and Spain, to around 3.5 per cent in Sweden and the Netherlands. The majority of 
countries allocate around 1 to 1.5 per cent of GDP (figure 1). 

Figure 1. Public expenditure on health care and long-term care, as share of GDP, selected European 
countries, 2008 

 

 

 

 

 

 

 

 

 

 

Sources: OECD, 2011; OECD Health Data, 2010. Greece data are for 2007. Figures for Netherlands health care public 
expenditure in 2008 are taken from World Development Indicators (WDI), World Bank (Washington D.C., 2008). LTC data for Italy 
are extracted from Huber et al., 2009.  

Health care and LTC expenditure are age-related, as they are linked to morbidity and 
disabilities, both of which develop with age and, in turn, determine the need for health care 
and LTC, respectively. Examining health spending as a percentage of GDP in countries by 
age cohort clearly demonstrates that expenditure increases with age: The increment is 
steeper towards older age. This pattern is especially evident for LTC that shows flat 
expenditure up to the 60-64 cohort and sharp increases regarding older ages across all 
countries (figure 2).  
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Figure 2. Public health and long-term care expenditure by age groups in selected OECD countries, 
2006 

a) Public health expenditure by age groups, selected OECD countries  
 

Health expenditure increases with age: The increment is higher in older ages 
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b) Public long term-care expenditure by age groups, selected OECD countries 
 
 

LTC expenditure is null up to around 60 years and then increases sharply 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Source: OECD: Projecting OECD health and long-term care expenditures: What are the main drivers? Economics Department 
Working Paper No. 477 (Paris 2006). 

2.2. Coverage and financing mechanisms  

As regards health care, European countries have achieved nearly universal population 
coverage through tax-funded national health systems (NHS), social health insurance 
schemes or mixed schemes. Social health insurance prevails in countries such as Austria, 
Belgium, France, Germany and Netherlands, whereas tax-funded national health systems 
are implemented in countries like Denmark, Italy, Sweden and the United Kingdom. A 
third financing mechanism – OOP – occurs to a varying extent in all countries and is 
linked to the utilization of services (Scheil-Adlung and Bonnet, 2011).  

Universal coverage in LTC is far from being achieved despite high expenditure and can 
scarcely be afforded by individuals and households lacking social protection:  

• In the United Kingdom, lifetime costs of LTC for elderly aged 65 + are estimated to 
exceed £ 30,000 on average per person (corresponding to about €36,000), based on 
current prices of service and current patterns of disability (Comas-Herrera and 
Wittenberg, 2010). 

• In the United States, the cost of formal care is estimated at an average of about US$ 
75,000 (about € 57,000) per year in institutions and US$ 20 (about €15) per hour for 
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home care. These amounts correspond to three times the average disposable income 
of the population aged 65 + (Gleckman, 2010).  

Thus, if the elderly lack social protection coverage, financial distress and impoverishment 
are common scenarios despite the existence of some form of social protection for LTC in 
most European countries. Existing financing mechanisms are not universal but usually 
targeted, e.g. involving needs or means-testing (table 1).  

However, they allow for fair burden sharing through risk pooling for the covered 
population. Related financing mechanisms consist of tax-based LTC systems, social and 
LTC insurance schemes financed through contributions, and a combination of both. Private 
insurance for LTC has not been widely developed and has been shown to be ineffective in 
addressing related risks (Barr, 2010). Most countries, including the Nordic countries 
(Denmark, Norway and Sweden), have adopted tax-funded systems. Only a few countries, 
such as Germany, have developed specific LTC insurance schemes – but also in these 
public subsidies from Government budgets are provided.  

Nonetheless, irrespective of the financing mechanism chosen, in all countries schemes and 
systems involve co-payments at the point of service delivery.  

Furthermore, a strong reliance on informal and family carers may be observed in many 
countries, in accordance with their culture and values. Another common feature in all 
European countries consists of the limited availability of public resources for LTC.  
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Table 1. Key features of social protection systems for LTC, selected European countries, 2010/2011 

 Austria  Germany Netherlands Sweden Italy  Spain 

General information on current situation 

Public expenditure on LTC, 
as % of GDP 

1.1 0.9 3.5 3.6 1.7 0.6 

Utilization: Number of 
recipients as % of 
population aged 65+ 

24.1 NA NA NA NA NA 

Institutional care (%) NA 3.7 6.7 5.9 3  0.3 

Home care (%) NA 7 12.9 11.7 4.9  1.2 

Number of LTC beds per 
1,000 population aged 65+ 

NA 48 69.5 84.4 16 21.3 

Special/part of health/part 
of social programs 

Special 
programme 

Special 
programme 

Special 
programme 

 
Several 
pogrammes 

Special 
programme 

Main source of financing 
and organization 

General 
taxation 

Payroll taxes / 
Social Health 
Insurance 

Payroll taxes 
/ Social 
Health 
Insurance 

Local taxes 
General 
taxation 

General 
taxation 

Providers 
Federal and 
Province level 

LTC insurance 
funds contract 
private and non-
profit providers 

Public, 
private and 
non-profit 
providers 

Municipalities 

Public and 
accredited 
private 
providers 

Public and 
accredited 
private 
providers 

Eligibility criteria 

Needs-tested: age and 
health condition 

Need-tested Need-tested Need-tested Need-tested 

Cash 
allowance: 
100% 
disability and 
not self-
sufficient 

Need-tested 

Means-tested No 
Insurance to the 
SHI scheme 

No No 
For in-kind 
services 

For in cash and 
in-kind benefits 

Calculation of levels of 
need for eligibility 

Seven levels 
on ADLs 

Three 
dependency 
levels 

NA  
Different from 
region to 
region 

Three degrees 
of disability 

Benefits 

In cash (restricted or 
unrestricted): cash 
allowances, financial 
support of carers, etc. 

Cash allowance 
and respite care 
benefit (support of 
carer) 

Optional, not 
comprehensive 
of all expenses 

Optional 
(but less 
than in kind) 

None 
Unrestricted 
cash 
allowance 

Restricted cash 
allowances 

In-kind services: institutional 
care, home care 

No 
Optional, not 
comprehensive 
of all expenses 

Optional  
Institutional 
and home care 

Home and 
institutional 
care 

Home and 
institutional care  

Level of benefits 

Cash allowance: 
from 150 to 1,655 
Euro/month. From 
1,200 to 2,200 
Euro for respite 
benefit 

In cash: from 
225 to 685 
Euro/month. In-
kind: 440 to 
1,510 Euros 

  
Cash 
allowance: 
472 Euro 

From 300 to 830 
Euro/month, 
depending on 
the type of care 

Co-payments, cost-sharing As residual As residual 

Income 
dependent 
fixed fees: 
from 759 to 
2,081 
Euro/month 

Income 
dependent 
fixed fees 

As residual As residual 

Sources: OECD, 2011. SSA/ISSA: Social security programs throughout the world: Europe, 2010 (Washington, 2010). 
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2.3. Extent of benefit packages and financial prote ction 

In countries of the European Union, the scope of health care benefits is widely in line with 
the ILO Social Security (Minimum Standards) Convention, 1952 (No. 102). However, 
benefits addressing needs for LTC show large variations across European countries.  

Generally, LTC benefits are provided either in cash (e.g. in Belgium), in-kind (e.g. in 
France), or as a combination of both (e.g. in Austria, Germany, the Netherlands and the 
United Kingdom) (Scheil-Adlung and Kuhl, 2011). A typical in-kind LTC benefit consists 
of the direct provision of services at home, at institutions, or at nursing homes – such as in 
Nordic countries. However, cash benefits may include allowances to finance home care, 
institutional care and assistance. These cash benefits may be used to purchase services 
directly from public or private LTC providers. Related regulations frequently aim at 
creating a competitive environment among service providers (both for institutional and 
home care), which may enhance the quality of overall services offered. This is the case in 
the Netherlands and Germany where public, non-profit and for-profit providers compete in 
LTC markets to provide services. Alternatively, cash benefits can be used either to support 
the income of informal carers or to support users’ expenses in LTC. The amount of cash 
benefits varies from country to country, and might depend on the severity of disabilities 
(namely any ADL restrictions), as is the case in Austria, Germany and Spain, or might be 
fixed, as is the case in Italy. Moreover, additional resources are assigned to individuals 
with severe need and economic difficulties through social programmes that are financed by 
the general budget – as in Germany (table 1). 

The level of LTC benefits is frequently inadequate to cover the costs of the services 
required. The gap in access to formal LTC service delivery might be estimated by 
comparing the share of the elderly who have declared they have one or more disability 
with the total number of users of LTC services, either at institutions or at home.  

Figure 3 shows the number of individuals aged 65+ with one or more ADL restrictions 
compared to individuals utilizing LTC services (institutional and home care) in selected 
European countries in 2004: while in some countries the number of LTC users is close to 
the number of people with disabilities, such as in Sweden, we find remarkable gaps in 
Greece and Switzerland, where utilization levels are extremely low – 98 per cent and 91 
per cent of old people with disability, respectively, do not utilize any LTC services in these 
two countries. Moderate gaps can be observed in Italy (61 per cent not accessing LTC), 
Germany (57 per cent), Spain (34 per cent), and Austria (31 per cent). In some countries 
the number of users is superior to the number of individuals with disabilities, which is 
most likely related to differences in the method of assessing the functional and medical 
conditions of disability required to qualify for LTC benefits. 4  

 

4 This is the case of the Netherlands, France and Denmark where LTC users are, respectively, 76 per 
cent, 33 per cent and 55 percent higher than the share of population with ADL restrictions. In France, for 
instance, the LTC system provides cash payments to all people aged over 60 years to be used for LTC 
(the amount varies according to the severity of disability and income). Denmark adopts a broader 
criterion of “lack of autonomy”, whereas the Netherlands base disability assessment on medical rather 
than functional limitations. Formal LTC support may go further than assisting people with ADL, for 
example by encompassing health care support for chronic diseases or short-term ill conditions. Indeed, 
professional or paid help for domestic tasks that might not otherwise be carried out because of health 
problems (hence not nursing services, in the strict sense of the term) represents an important component 
of total home LTC utilization. Eligibility criteria may also involve broader definitions of disability 
extending beyond the limits to ADLs, e.g. the Netherlands LTC system provides services to people with 
restrictions in Instrumental Activities of Daily Living (IADL), such as preparing food, housekeeping and 
shopping. 



 

ESS Paper N 31.doc  9 

Figure 3. Number of individuals aged 65 + with one or more limit to ADLs (named disable) 
vs individuals utilizing LTC services (institutional and home care) as a share 
of population aged over 65 +, selected European countries, 2004  

 

 

 

 

 

 

 

 

 

 

 

 

Source: Authors’ calculations, based on SHARE (2004).  

Note: Institutional care includes both temporarily and permanent stays. Home care includes: professional or paid nursing or 
personal care; and professional or paid home help for domestic tasks. Averages are weighted accounting for unit non-response at 
individual level.  

2.4. Availability and quality of services: the role  of the workforce 

The affordability of and access to health and LTC services are strongly linked to the 
availability of services. In this context the healthcare workforce constitutes a central issue, 
both for health and LTC. The existing shortage of the health workforce in European 
countries is recognized and addressed by governments and dealt with at the heart of 
European Agenda: in 2008, for instance, the European Commission issued the Green 
Paper on the European Workforce for Health. While the professional workforce providing 
LTC faces similar if not worse shortages, the problem in this sector does not seem to be 
sufficiently addressed. The sector often employs informal carers who might be 
inadequately qualified and have to be financed on a private basis. As a result, related 
workers are frequently not covered by social security provisions and it is difficult to 
regulate the quality of services. In addition, significant amounts of informal OOP 
payments are incurred for LTC.  

Formal LTC can be supplied by the public or private sector and delivered at home or in 
institutions. Home LTC – as covered by social protection schemes – is delivered directly in 
the patient’s home by professionally trained health care personnel or care assistants on a 
long-term basis. Institutional LTC is supplied in institutions like nursing homes where 
trained personnel assist the elderly in need.  

Informal care can be provided by: 

• family members or friends who do not receive payments; 
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• informal carers who receive cash benefits or allowances provided by LTC 
programmes in the context of social protection (however, in many countries, this is 
considered to be formal home LTC); 

• undeclared or irregular informal caregivers who receive direct payments from users 
but work without formal contracts. This group frequently consists of undocumented 
migrants (Fujisawa, 2009) and is in need of protection, such as that provided for 
under the new ILO Domestic Workers Convention, 2011 (No.189) concerning decent 
work for this category of workers. 

Available data on the informal LTC workforce are scarce given the variety of workers 
providing LTC and related definitions. However, different sources confirm the prevalence 
of informal LTC delivery over formal care (OECD, 2011): Formal caregivers constitute a 
significantly smaller share of the total LTC workforce than informal caregivers. For 
instance, it amounts to: 

• around 3 per cent in Italy; 

• 10 per cent in the Netherlands; and 

• 1.8 per cent in the United Kingdom. 

The share of family members providing care in the total LTC workforce is at its highest in 
Italy, with 16.2 per cent, followed by Spain (15.3 per cent); it is at its lowest, with 8 to 10 
per cent, in Austria, Denmark, Greece and Sweden.  

The role of migrant caregivers is gaining importance and the proportion of foreign-born 
workers in home care exceeds that of local workers in most European countries (Fujisawa 
2009): in Italy, 72 per cent of all care workers are foreign-born, as are 90 per cent of home 
caregivers (IRCCS-INRCA 2010), while they account for about 70 per cent of home 
caregivers in Greece (Kanellopoulos, 2006). 
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3. Assessing the burden of private health and long- term care 
expenditure on the elderly 

3.1. The utilization of health and long-term care b y the elderly  

When evaluating the burden of health and LTC on the elderly, patterns of utilization of 
care play a key role. In fact, the distribution and severity of private OOP expenditures are 
closely linked to the extent to which individuals make use of services: the utilization 
levels. Furthermore, the analysis of utilization levels makes it possible to identify 
inequities if – despite equal needs – utilization across income groups differs. 

Utilization rates for health care do not differ substantially across European countries: 
among the elderly aged 50 +, between 77 per cent in Denmark and 93 per cent in France 
and Belgium had, in 2004, visited a medical doctor within the past year. The share of the 
elderly population hospitalized overnight was much smaller and varied between 9 per cent 
in the Netherlands and Greece and 20 per cent in Austria (figure 4). As a general rule, the 
utilization of health services is equitable across income groups in European countries. 

Figure 4. Share of individuals aged over 50 years, having seen a medical doctor and having been at the 
hospital in the previous 12 months; selected European countries, 2004 

 

 

 

 

 

 

 

 

 

Source: Authors, based on SHARE (2004). 

Note: averages are weighted accounting for unit non-response at individual level.  

As shown in figure 5, common trends in the utilization of LTC across countries illustrate 
the fact that: 

• home care is more frequently used than institutional care by the 65 + and 80 + groups; 

• the number of users increases with age. 

In total, between 5 per cent in Spain and 20 per cent in Switzerland of the younger cohort 
utilize LTC; for the older cohort, the variation is 15 respectively 45 per cent. These 
differences in utilization may be explained by variations in the generosity of social 
protection benefits, eligibility criteria and assessment methods. Further, the availability of 
the workforce might explain the differences observed. 
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Figure 5. LTC users as share of reference cohort (65 + and 80 +) population in selected European 
countries, most recent available data, 2007-2009 

 
Source: Authors’ calculations, based on OECD Health Data 2010. 

Within countries, significant inequities in utilization can be observed with regard to the 
income level of those in need. While health care utilization rates seem to be fairly equal 
distributed across income classes, in most of European countries (Van Doorslaer et al., 
2000 and 2004) LTC utilization rates show that more people in the lower income quintile 
use LTC services than people in the highest income quintile. This is the case for Denmark, 
France, Netherlands, Spain and Sweden and reflects the fact that poor people are more 
likely to be constrained by ADL restrictions and thus more likely to be in need of LTC 
than the richer.  

However, this is not the case in Austria, Germany and Italy, where the rich take up LTC 
services more frequently than the poorer members of the community (figure 6) This might 
be due to high co-payments (OOP) that cannot be afforded by the poor and the need to pay 
for private home care in the absence of formal home carers and the high costs for 
unwanted institutional care. The latter is reflected in the declining utilization trends of 
institutional care as compared to the increasing utilization of home care over the past 20 
years (figures 7 and 8). 
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Figure 6. Share of individuals aged 50 + utilizing LTC services (institutional and home care), by per 
capita household income quintiles, selected European countries, 2004 

 

 

 

 

 

 

 

 

 

 

 

Source: Authors’ calculations, based on SHARE (2004). 

Note: averages are weighted accounting for unit non-response at individual level.  

Figure 7. Trends in utilization of institutional LTC utilization in selected countries, 1990-2009  

 

 

 

 

 

 

 

 

 

 

Source: Authors’ calculations, based on OECD Health Data 2010. 
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Figure 8. Trends in utilization of formal home care in selected countries, 1990-2009  

 

 

 

 

 

 

 

  

 

 

Source: Authors’ calculations, based on OECD Health Data 2010. 

3.2. Incidence of out-of-pocket payments among the elderly population  

While co-payments of the elderly covered by social health and LTC systems and other 
OOP exist in all European countries, there are significant differences in their design and 
extent. OOP can take the form of: 

• flat user fees – such as for LTC services in Belgium; 

• income-related cost sharing up to certain ceilings, e.g. in Sweden; or  

• residual differences between the price of services and benefit packages provided for, 
such as in Germany.  

Related impacts of OOP expenditure on household income, especially at high levels, may 
constitute barriers to taking up benefits, and result in inequitable access to needed services, 
regressive financing and impoverishment. Hence, financial protection against high OOP 
plays a key role in ensuring equity and avoiding care-related impoverishment. 

In order to assess the burden of OOP payments upon households, we evaluate the total 
household OOP payments as a share of household total gross income across countries. In 
the analysis that follows, two factors are taken into account to evaluate the impact of OOP 
expenditure. The first is frequency – the share of the population (households or 
individuals) experiencing positive levels of OOP payments. The second is severity – the 
extent to which OOP expenditure constitutes a burden impacting the income of those with 
OOP expenditures. This allows us to compare the effectiveness and equity of social health 
protection systems, regardless of prices of services and treatments as well as different 
living costs.  

The assessment of the burden upon the elderly in terms of private OOP payments is 
completed through data from Wave 1 of SHARE, which was carried out in 2004 (SHARE 
2004). The database includes micro data on health, socio-economic status and social and 
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family networks of individuals aged 50 and over. The sample is representative of the 
elderly population of 11 European countries (Austria, Belgium, Denmark, France, 
Germany, Greece, Italy, Netherlands, Spain, Sweden and Switzerland). The survey 
provides information on 19,411 households (28,357 individuals), in which at least one 
member is aged 50 or more. Calibrated cross sectional weights are employed in the 
analysis so that the potential selectivity bias generated by non-respondent households and 
individuals is minimized. 5 Basic descriptive statistics of the sample are showed in 
table A1.  

3.2.1. Health-related out-of pocket payments 

As shown in figure 9, in most European countries studied, more than 70 per cent of 
households with at least one member aged 50 + incurred OOP expenditure for health care. 
Exceptions are Spain (49.7 per cent), France (47.5 percent) and the Netherlands (42.5 
percent), where less than half of the older population did not incur any OOP expenditure 
for health care.  

Figure 9. Share of households with members aged 50+ experiencing OOP in health, selected European 
countries, 2004 

 

 

 

 

 

 

 

 

 

Source: Authors’ calculations, based on SHARE (2004). 

Note: the sample includes only households with at least one member aged 50 +; averages are weighted accounting for unit non-
response at household level; health care expenditure includes prescribed drugs, inpatient and outpatient care. 

OOP expenditure for health care ranges from 1 per cent to 5 per cent of households’ gross 
income; this amounts to about 2 per cent in Austria, Denmark, France, Germany, 
Netherlands and Sweden, while it exceeds 4 per cent in Belgium, Greece and Italy. On 
average, OOP expenditure takes up 2.5 per cent of the income of the elderly (figure 10). 
Prescribed drugs and outpatient care are most relevant and account for 46 per cent and 44 
per cent of household income on average, respectively. 

 

5 For a further description of the survey and methodologies see SHARE Release Guide 2.5.0, 
Waves 1 & 2 by 24 May 2011, available at http://www.share-project.org/. For further information 
on the sampling and weights, see Klevmarken, Swensson and Hesselius, 2005. 
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Figure 10. Households’ OOP on health (as a share of household gross income) by items (drugs, 
outpatient, inpatient care), selected European countries, 2004 

 

 

 

 

 

 

 

 

 

 

 

Source: Authors’ calculations, based on SHARE (2004). 

Note: the sample includes only households with at least one member aged 50 + years, with positive OOP expenditure on health 
care; the sample does not include households declaring zero income and positive OOP expenditure on health care and household 
with OOP >100 per cent of income; averages are weighted accounting for unit non-response at household level. 

When combining the data on frequency and severity of OOP we find in countries such as 
Belgium, Italy and Greece a high prevalence of households with OOP expenditures (more 
than 80 per cent), which experience a deduction of their income by 4 per cent and more. 

3.2.2. Long-term care-related out-of-pocket payment s 

In European countries, OOP expenditures for LTC show substantially different patterns 
from those for health care, regarding both the frequency and severity of expenditure.  

• Frequency of OOP 

As compared to the relatively homogeneous share of households concerned by OOP for 
health care, OOP for LTC among elderly households show large variations across 
countries – ranging from 11.6 per cent in Belgium to 1.6 per cent in Italy (figure 11). 
These variations reflect both different characteristics of the LTC scheme designs as well as 
various preferences and utilization of informal and family care: This is most likely the case 
in Italy and Spain, where the role of informal (family) care is still predominant. Moreover, 
underreporting may be the key to interpreting particularly low levels of payments, in cases 
where foreign-born nurses are contracted illegally. This practice is widespread throughout 
Europe, and occurs particularly frequently in Southern European countries.  
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Figure 11. Share of elderly households experiencing OOP expenditure in LTC, selected European 
countries, 2004 

 

 

 

 

 

 

 

 

 

Source: Authors’ calculations, base on SHARE (2004). 

Note: the sample includes only households with at least one member aged 50 +; averages are weighted accounting for unit non-
response at household level. 

• Severity of OOP 

The impact of OOP for LTC on households’ income is more severe than that for OOP on 
health care. Levels of expenditure are particularly high, ranging from between 10 to 20 per 
cent of households’ income in the Nordic countries – but also in Greece, Italy and Spain. 
On average, across the countries observed, households spend 9.6 per cent of their income 
on OOP expenditure for LTC, while this only accounts for 2.5 per cent for health care 
(figure 12). 

Figure 12. Household OOP expenditure on LTC (nursing home care, day care and home care) as a share 
of household gross income, selected European countries, 2004 

 

 

 

 

 

 

 

 

 

Source: Authors’ calculations, based on SHARE (2004). 
Note: the sample includes only households with at least one member aged 50 + with positive OOP expenditure on LTC; the 
sample does not include households declaring zero income and positive OOP expenditure on LTC and households with OOP 
>100 per cent of income; averages are weighted accounting for unit non-response at household level. 
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3.2.3. Excessive out-of-pocket payments for health and LTC 

OOP expenditures for health and LTC can even exceed 100 per cent of household 
income. 6 This is due either to a household’s very low income or extremely high OOP 
expenditures. These payments, which are the result of serious gaps in financial protection, 
concern on average around 1 per cent of elderly households paying OOP for health care 
and 0.5 percent paying for LTC (figure 13). 

Households paying more than 100 per cent of their income on health care are unevenly 
distributed across Europe. While in Austria, Greece and Italy more than 1 per cent of the 
households with at least one member aged over 50 years are concerned with this problem, 
the level does not exceed 0.5 per cent of total households in the rest of Europe. 

Except for the Netherlands, more households are burdened by excessive health care 
expenditure than by LTC expenditure. OOP expenditures on LTC impact on less than 0.3 
per cent of households in many European countries (Belgium, Denmark, France, Germany, 
Netherlands, Sweden and Switzerland), whereas they exceed 1 per cent in households in 
Italy and Greece, corresponding to about 220,000 households for health care and 170,000 
households for LTC in Italy, and 50,000 for health care and 29,000 for LTC in Greece. 

Despite the relatively low number, these cases constitute a severe threat for those 
concerned and raise concerns regarding human rights for health and social security and the 
principle of equity.  

Figure 13. Share of households paying more than 100 per cent of household annual gross income in 
OOP total health-care or LTC expenditure, by country 

 

 

 

 

 

 

 

 

 

 

Source: Authors’ calculations, based on SHARE (2004). 

Note: the sample includes only households with at least one member aged 50 +; the sample includes also households declaring 
zero income and positive OOP expenditure on health care and LTC. Averages are weighted accounting for unit non-response at 
household level. Health care expenditure includes prescribed drugs, inpatient and outpatient care. 

 

6 Note: income does not include private transfers from the family and any consideration on wealth 
or saving. This sub-sample will not be included in the following analysis; averages may therefore be 
underestimated. 
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4. Who are the most vulnerable among the elderly? 

In the following section we aim to characterize the group of elderly concerned by OOP 
expenditures. Key characteristics that demonstrate vulnerability include:  

• household income; 

• age; 

• gender. 

4.1. Incidence and extent of out-of-pocket payments  by income group 

The role of household income in financing health and LTC across Europe depends on the 
scope of the health benefit package, as well as the level of financial protection. Household 
income and assets play a major role if the benefit package does not cover relevant health 
care or low quality care, as private direct payments are required to access adequate care.  

4.1.1. Health care 

How many poor households are obliged to made out-of-pocket payments to access health 
care? As shown in figure 14, in most countries under review rich households – as defined 
by income quintile – are more likely to experience OOP expenditure for health care than 
poor households. This result is in line with findings that confirm a strong correlation 
between growing income and health expenditure levels due to various factors including 
education and information.  

However, in all countries observed, the elderly poor spend a higher share of their income 
on OOP for health care compared to the richest group (figure 15). Whereas the richest 
among the elderly population pay less than 1 per cent of their household income, poor 
households are burdened by OOP expenditure for health care that ranges between 11.3 per 
cent of income in Greece and 2.3 per cent in Sweden.  

Thus, despite the fact that richer households are more likely to incur OOP payments for 
health care, the amount spent never exceeds a substantial share of household income. In 
poor households, however, the impact on income is significant, in particular because of the 
expenditure for medicines that is high in most countries.  
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Figure 14. Share of households experiencing OOP expenditure in health care, by household income 
quintile, selected European countries, 2004 

 

Source: Authors’ calculations, based on SHARE (2004). 

Note: the sample includes only households with at least one member aged 50 +; averages are weighted accounting for unit non-
response at household level. 

Figure 15. Elderly household OOP expenditure for different health care items as a share of household 
income, by household income quintile (only the poorest 1st and richest 5th are shown), 
selected European countries, 2004 

 
Source: Authors’ calculations, based on SHARE (2004). 

Note: the sample includes only households with at least one member aged 50 + years, with positive OOP expenditure on health 
care. The sample does not include households declaring zero income and positive OOP expenditure on health care and 
households with OOP >100 percent of income. Averages are weighted accounting for unit non-response at household level.  
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4.1.2. Long-term care 

In contrast to OOP for health care, in most countries, a greater number of poor elderly 
households incur OOP expenditure for LTC than rich households (figure 16) In addition, 
wide differences between poor and rich are registered in countries such as Belgium, 
Netherlands and Sweden, where around 20 per cent of the poor households are concerned 
as compared to (less than) 5 per cent of the rich households. 

Figure 16. Share of elderly households experiencing OOP expenditure in LTC, by household income 
quintile, selected European countries, 2004 

 
Source: Authors’ calculations, based on SHARE (2004). 

Note: the sample includes only households with at least one member aged 50 +; averages are weighted accounting for unit non-
response at household level.  

Furthermore, the severity of the impact of OOP expenditure for LTC on households’ 
income is much higher for the poor than for the rich. Levels above 10 per cent of the poor 
household income are registered in Greece (12.6 per cent), Italy (10.6 per cent), 
Netherlands (10.9 per cent), Spain (12 per cent), Sweden (11.2 per cent) and partly France 
(9.9 per cent), whereas the levels of expenditure for the richer group range between 0.2 per 
cent in France to 3.4 per cent in Sweden (figure 17). 
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Figure 17. Elderly household OOP expenditure for LTC as a share of household income, by household 
income quintile (only the poorest 1st and richest 5th are shown), selected European 
countries, 2004 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Source: Authors’ calculations, based on SHARE (2004). 

Note: the sample includes only households with at least one member aged 50 + with positive OOP expenditure on LTC. The 
sample does not include households declaring zero income and positive OOP expenditure on LTC and households with OOP 
>100 percent of income. Averages are weighted accounting for unit non-response at household level.  

4.2. Incidence and extent of out-of-pocket payments  with increasing age 

An age-related analysis of incidence and OOP seems to be crucial when assessing the 
vulnerability of the elderly given:  

• the increasing need for health and LTC care among the oldest cohorts (Lafortune, 
2007); and  

• the decline of disposable income with age (OECD, 2011), which contributes towards 
sharpening the impact of OOP expenditures and increasing the risk of 
impoverishment as people get older.  

When evaluating OOP expenditure as a share of income by age, a measure of both 
expenditure and income at individual level is needed. In order to obtain comparable data 
on OOP expenditure across countries, we propose a measure that is relative to income – as 
in the previous analysis. We assume resource pooling at household level and account for 
household size by creating household per capita income. 7 The prevalence of OOP in 
different population cohorts and the severity of such direct payments for those incurring 
the expenditures will be analysed both for health and LTC expenditure.  

 

7 We divide household total gross income by the number of members in the household. 
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4.2.1. Health care 

Within all countries observed the share of households experiencing OOP expenditure for 
health care stays at similar levels and does not to change significantly with age (figure 18) 
– with the exception of Spain. In Spain, the likelihood of experiencing OOP expenditures 
for health care decreases beyond age 64 significantly. This might be due to specific 
regulations exempting pensioners from OOP, for instance medicines (SSA/ISSA, 2010).  

Figure 18. Share of elderly households experiencing OOP expenditure for health care, by age classes, 
selected European countries, 2004 

 

 

 

 

 

 

 

 

  

 

Source: Authors’ calculations, based on SHARE (2004). 

Note: averages are weighted accounting for unit non-response at individual level. 
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such as Belgium and Greece where – as shown in figure 18 – more than 90 per cent of all 
elderly households experiencing OOP are concerned.  
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Figure 19. Individual OOP expenditure in health care (for different items) as a share of household per 
capita income, by age classes, selected European countries, 2004 

 

 

 

 

 

 

 

 

 

 

Source: Authors’ calculations, based on SHARE (2004). 

Note: the sample includes only households with positive OOP on health care. The sample does not include households declaring 
zero income and positive OOP expenditure on health care and households with OOP >100 percent of income. Averages are 
weighted for unit non-response at individual level. 

4.2.2. Long-term care 

Completely different features arise in the case of LTC and a clear trend is common across 
all considered countries: the number of individuals experiencing any OOP expenditure 
increases substantially with age. In fact, the oldest cohort (individuals over 80 years of 
age) incurs OOP payments for LTC that are up to seven times higher than those of 
individuals aged between 65 and 79 years. These results are strictly connected to the 
utilization levels of LTC, which increase dramatically for individuals aged over 80 years 
(figure 20). 

The highest shares of individuals aged over 80 years are registered in Belgium (36 per 
cent), Netherlands (32.4 per cent) and Sweden (31.7 per cent). Conversely, the lowest 
shares are observed in Italy (3.4 per cent), Switzerland (6.1 per cent) and Spain (8.3 per 
cent).  
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Figure 20. Share of individuals aged 50+ experiencing OOP in LTC, by age, selected European 
countries, 2004 

 

 

 

 

 

 

 

 

 

 

Source: Authors’ calculations, based on SHARE (2004). 

Note: averages are weighted accounting for unit non-response at individual level. 

As expected, in most countries observed, the severity of OOP expenditure is most 
pronounced for the elderly aged 80+ and reaches more than 20 per cent of per capita 
household income in Spain. The highest expenditures for the younger cohort aged 65-79 
years, of around 10 per cent and more, are observed in Austria, Greece and Spain. The 
group of elderly aged 50-64 years account for the least significant severity of OOP, with 
less than 5 per cent (figure 21). 

Figure 21. Individual OOP expenditure on LTC as a share of household per capita income, by age 
classes, selected European countries, 2004 

 

 

 

 

 

 

 

 

 

Source: Authors’ calculations, based on SHARE (2004).  

Note: the sample includes only households with positive OOP on LTC. The sample does not include households declaring zero 
income and positive OOP expenditure on health care and households with OOP >100 percent of income. Averages are weighted 
for unit non-response at individual level. 
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4.3. Incidence and extent of out-of-pocket payments  on long-term care 
among elderly women 

Gender, particularly in relation to marital status, is an important characteristic when it 
comes to the severity of OOP expenditures and potential impoverishment. This is due to 
the fact that: 

• more women than men are living to a higher age, in accordance with life expectancy 
statistics; 

• many elderly women receive a low income or are even at risk of poverty; 

• in addition, informal care delivered by family members, particularly by the spouse, is 
crucial in many countries and contributes to reducing formal LTC services. However, 
such support is not available to single elderly women and thus might result in OOP 
expenditures (EC, 2009).  

Generally, women are more likely to incur OOP for LTC than men: in all considered 
countries the percentage of women facing OOP expenditures for LTC is higher than that of 
men (figure 22).  

Figure 22. Share of individuals aged 50+ experiencing positive OOP expenditure in LTC, by gender, 
selected European countries, 2004 

 

 

 

 

 

 

 

 

 

 

 

 

 

Source: Authors’ calculations, based on SHARE (2004). 

Note: averages are weighted accounting for unit non-response at individual level. 

Moreover, in many countries, women are faced with OOP expenditure taking up a higher 
percentage of their income (up to 10 per cent) than men; this is particularly the case in 
France, Greece, Italy and the Netherlands (figure 23). 
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Figure 23. Individual OOP expenditure on LTC as a share of household per capita income, by gender, 
selected European countries, 2004 

 

 

 

 

 

 

 

 

 

 

Source: Authors’ calculations, based on SHARE (2004).  

Note: the sample includes only households with positive OOP on LTC. The sample does not include households declaring zero 
income and positive OOP expenditure on health care and households with OOP >100 percent of income. Averages are weighted 
for unit non-response at individual level. 

Frequently, elderly women living alone are more likely to incur OOP expenditures on LTC 
than single men and the rest of the elderly population (figure 24). This is particularly 
significant in countries such as France, the Netherlands and Switzerland, where the number 
of women with OOP in LTC is more than twice as high as the number of men with related 
OOP or the rest of the population living in households with more than one person.  

Figure 24. Share of individuals aged 50+ experiencing OOP expenditure in LTC, male alone, female 
alone and rest of the population, selected European countries, 2004 

 

 

 

 

 

 

 

 

 

 

Source: Authors’ calculations, based on SHARE (2004). 

Note: averages are weighted accounting for unit non-response at individual level. 
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Generally, the percentage of elderly persons living alone and experiencing OOP 
expenditure for LTC is higher than the percentage of those living in households with OOP 
composed of more than one person. In fact, it can be five times higher, as in Denmark 
(figure 25).  

Figure 25. Share of singles aged 50+ with OOP in LTC versus people living not alone, selected European 
countries, 2004 

 

 

 

 

 

 

 

Source: Authors’ calculations, based on SHARE (2004). 

Note: averages are weighted accounting for unit non-response at individual level. 

Moreover, people living alone use a higher percentage of their income to finance LTC-
related OOP expenditure. This occurs in most countries observed – e.g. Denmark, France, 
Germany, Italy, Netherlands, Spain and Sweden – and confirms the need to provide 
support for individuals living alone (figure 26). 

Figure 26. Individual OOP expenditure on LTC as a share of household per capita income, by residence 
status (living alone vs not alone), selected European countries, 2004 

 

 

 

 

 

 

 

 

 

Source: Authors’ calculation, based on SHARE (2004).  

Note: the sample includes only households with positive OOP for LTC. The sample does not include households declaring zero 
income and positive OOP expenditure on health care and households with OOP >100 percent of income. Averages are weighted 
for unit non-response at individual level. 

A statistical overview on key factors on OOP for LCT in selected countries is presented in 
table A5.  
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5. Assessment of the findings and policy implicatio ns 

Based on the above findings, the impact – particularly the financial consequences of both 
health and LTC expenditure on the elderly population in selected European countries – can 
be broadly characterized as follows.  

• Social protection coverage in health and LTC and related financing 

While population coverage for health care is nearly universal in European countries and 
there is significant funding in terms of GDP, coverage for LTC is scattered and public LTC 
expenditure accounts for a small share of funds available for health care. Despite its 
regressive nature, OOP constitutes a financing mechanism in all countries in addition to 
tax – and contribution-based funding.  

The scope of benefits for LTC shows stark variations across countries and is frequently 
designed to include gaps as compared to needs. Furthermore, access to services is 
hampered by deficits in the workforce; this requires seeking informal care that usually 
involves private expenditure.  

• Severity of financial impacts on the elderly 

Most of the European households of elderly people incur OOP payments for health care 
that range between 1 and 5 per cent of the household’s income; between 0.5 and 1 per cent 
of elderly households are paying more than 100 per cent of their income for OOP on health 
care.  

Relatively lower shares of the elderly incur OOP payments for LTC – on average about 5 
per cent; however the impact on the household’s budget is higher than the impact of OOP 
on health care and reaches levels of up to 25 per cent of the household’s income; in all 
countries observed we find elderly households that have to pay more than 100 per cent of 
income on LTC, peaking at 1.3 per cent of elderly households in Italy.  

Generally, women are more likely to incur OOP expenditures in LTC than men and they 
frequently pay a higher share of their income for LTC than men. Single women aged 50 + 
are more likely to incur OOP expenditure for LTC than single men and the rest of the 
population  

• Equity in financing by income, gender and age 

The elderly with the highest income incur OOP for health care more frequently than 
elderly poor people; however, with this being up to 11.3 percent of their income, it 
constitutes a higher share of poor households’ income than that of the elderly rich.  

More poor households are concerned by OOP for LTC than rich households. This results 
from both the design of respective social protection systems and the fact that, on average, 
more poor people suffer from ADL limitations and hence need more LTC. As is the case 
for health care, the impact of related OOP on income is significantly higher for the poor 
than the rich, requiring up to about 12 per cent of their income.  

The amount of OOP spent on health care and LTC increases with age in the majority of 
countries observed, and the likelihood of facing OOP sharply increases for the elderly aged 
80+.  
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The elderly living alone are more likely to incur OOP payments for LTC than other groups 
and spend higher shares of their income on OOP than others. 

When assessing these results it is important to keep in mind the key factors that influence 
the extent to which OOP expenditures on health and LTC are incurred. These include:  

- country-specific values and culture; 

- gaps in benefit packages, ineffective eligibility criteria and assessment procedures for 
LTC; 

- deficits in financial protection; and 

- forced private payments due to the absence of a formal workforce.  

Against this background, evidence-based conclusions for policy-makers are suggested in 
the following section. We focus on key policy interventions that relate to challenges in 
coverage and financial protection, availability of services and equity in access to health 
and LTC benefits. 

5.1. Closing gaps in coverage and financial protect ion  

• Gaps in population coverage – particularly for LTC – should be closed and financial 
protection increased by developing inclusive legislation, extending the scope of 
benefits and minimizing OOP to avoid impoverishment.  

The main causes of the observed high levels of OOP in health and LTC relate to both gaps 
in legislation (population coverage) and limitations of benefit packages (including 
financial protection). However, social health protection is a human right and considered as 
a tool to reduce poverty and inequality. Thus, countries are advised to:  

- strive for universal coverage and increase coverage of the elderly through inclusive 
legislation; 

- extend the scope of benefits for health and LTC with a view to adequacy; and 

- increase financial protection for the elderly by minimizing OOP. 

In all schemes and systems, an attempt should be make to provide at least essential benefits 
for the elderly to ensure them access to affordable services and financial protection.  

As far as LTC benefits are concerned, it is suggested that they be adjusted and include the 
provision of benefits covering the observed preference for services at home rather than 
institutional care. This requires acknowledging the role of family carers in social protection 
schemes as well as providing benefits covering such support. In addition, eligibility criteria 
for benefits should be set with a view to providing those who are the most concerned with 
access to the benefits they need. Furthermore, benefits should be reviewed regularly and 
monitored to secure adequacy. 

Moreover, financial protection of the more costly institutional care should be regulated 
with a view to avoiding hardship, particularly impoverishment. This includes abolishing or 
minimizing OOP payments and providing comprehensive quality benefits for the elderly 
that do not require using private funds excessively.  
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5.2. Addressing deficits in the availability of ser vices 

• More public resources and an increasing number of skilled workers should be made 
available to provide health care and LTC services for the ageing population.  

Informal care frequently fills the gap where levels of formal LTC utilization are low 
(Germany, Greece, Italy, Switzerland), whereas it is less widespread where formal LTC 
utilization is high (Denmark, France, Netherlands). Thus, sufficient funds should be made 
available to ensure the availability of quality services where needed.  

As demonstrated above, countries allocating higher levels of public resources to LTC show 
higher utilization rates and average out-of-pocket payments, while the risk of catastrophic 
expenditure for LTC is concentrated in countries with mid to low utilization rates and 
lower public expenditure on LTC. This bears witness to the fact that higher public 
expenditure allocated to LTC has the potential to decrease the share of the population 
incurring catastrophic OOP expenditures.  

Against this background, additional funds for health and LTC for the elderly should be 
generated. When increasing public expenditure, account should be taken of the share of 
elderly in the total population and the prevalence of disability within that population –
considering that related expenditure increases with age and that the increment is higher in 
older age groups. Possible financing mechanisms to be applied include both taxes and 
payroll taxes. Out-of-pocket payments are not recommended as a financing mechanism 
given the regressive impact on income and the potentially impoverishing effects.  

Fiscal space could also be developed at system level, e.g. through efficiency gains in 
organizing and administering related social protection systems. It might be particularly 
useful to develop synergies through better matching interfaces between health and LTC 
services.  

In all countries observed, the availability of health and LTC services for the elderly is 
significantly hampered by the absence of skilled personnel. Indeed, shortages are noted in 
both the skilled health and LTC workforce. Unfortunately, the latter seems to be often 
overlooked by governments, exacerbating the burden of LTC upon the elderly and their 
families. Guaranteeing effective access to services for the elderly requires ensuring that 
sufficient health and LTC workers are available. Thus, governments should ensure that 
decent working conditions, including adequate wages, be created.  

5.3. Achieving equitable access for the most vulner able 

• Equitable access to health and LTC services requires – besides the absence of legal, 
financial and other barriers that exclude the most vulnerable from utilizing these 
services – well functioning broader social protection programmes creating a 
supportive environment. 

Some social, economic and demographic factors – such as low income, age, gender and 
living alone – increase the likelihood of incurring catastrophic levels of OOP expenditure 
and can therefore be considered as root causes of vulnerability. Against this background, 
specific approaches addressing these root causes should be developed in order to achieve 
equitable access for the most vulnerable members of the population.  

In many countries the vulnerable, particularly the poor and elderly women, need more LTC 
services but have less disposable income than other groups. Thus, specific mechanisms 
within and beyond social health protection and LTC schemes should be developed to 
address the potential risk of impoverishment of vulnerable groups. In order to address 
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related issues, governments are advised to identify and close gaps in coverage and develop 
effective policies targeting the most vulnerable. They might include:  

- specific subsidies providing for coverage of the most vulnerable;  

- tailored benefit packages for those most in need; and  

- abolishment of co-payments and user fees, setting ceilings to limit the burden of OOP 
payments and exemptions for those most in need.  

In addition to developing an adequate design of health and LTC schemes, steps should be 
taken to create an enabling environment supporting equitable access to needed services. 
This would imply building national social protection floors that are based on providing 
income support to the elderly, at least to a nationally defined minimum level, and 
protecting them from the financial consequences of accessing health and LTC services. It 
is suggested building related social protection systems with a view to achieving equitable 
access based on the following key principles:  

- universality of social protection coverage based on financial solidarity; 

- entitlements to adequate benefits prescribed by law; and 

- coordination and coherence of existing social protection schemes that should be built 
on effective and efficient management and administration, fiscal sustainability and the 
overall responsibility of the State.  
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6. Summary and conclusions 

Receiving health and long-term care when in need and adequate social health protection 
from related financial impacts are considered fundamental human rights, which are 
highlighted in the Social Security (Minimum Standards) Convention, 1952 (No 102). The 
elderly are particularly at risk, as they are prone to ill health and disability conditions that 
necessitate health care and LTC. However, social protection systems in the countries 
observed do not provide adequate protection for the elderly: 

- Out-of-pocket payments for health care concern on average about 70 per cent of the 
elderly population; about 5 per cent have to face OOP expenditures as a consequence 
of LTC.  

- Economic consequences of such expenditures on households may be severe and 
constitute a threat to their financial sustainability and bring about impoverishment.  

- The impact of related private expenditure for LTC is higher for the poor than for the 
rich, and some social groups – such as women and individuals living alone – are at a 
higher risk of OOP.  

- The availability of services constitutes an important problem in most countries given 
the lack of skilled workers providing services to the elderly. 

Given demographic developments, the problems observed are likely to increase in the 
future. In order to meet the current and future needs of the elderly, and particularly 
vulnerable groups among them, population coverage should be universal and more 
effective; efficient social health protection systems are also desirable.  

This requires, in particular, that more resources should be made available for the elderly, 
especially to further develop LTC schemes with a view to: 

o increasing the scope of benefits; 

o ensuring the affordability, availability and delivery of services; and  

o improving the quality of services in order to respond more adequately to needs. 

Furthermore, measures should be envisaged to facilitate the delivery of informal car by 
covering family carers in social protection systems and providing compensation, e.g. cash 
benefits and allowances. In addition, the widespread shortage of the health and LTC 
workforce needs to be addressed by creating decent working conditions.  

Addressing inequities in the elderly population’s access to health and LTC services also 
requires an integrated policy approach within the broader social protection system. Raising 
the national social protection floor has the potential to reduce the social and economic 
vulnerability of the elderly. In addition to guaranteeing access to needed health and LTC 
services, it would focus on income support and financial protection. As a result, synergies 
of benefits from various schemes – e.g. old-age pension, social assistance and health care – 
would help to address the inequities observed.  
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Appendix 

Figure A1. Average population rate of growth 1994-2010, by major cohorts, across European countries  

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Source: Authors’ calculations, based on EUROSTAT 2011. 
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Figure A2. Public health expenditure as percentage of GDP, 2007 and projections for 2060 (pure 
demographic scenario) 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

Source: Authors’ calculations, based on EC, 2009, p. 122. 

Figure A3. Public LTC expenditure projections for 2050, selected OECD countries 

 

 

 

 

 

 

 

 

 

 

Source: Authors’ calculations, based on OECD, 2011, p. 74, tab 2.1. Note *: projections for 2050 correspond to the pure ageing, 
baseline scenario. It is based on the assumption that disability prevalence stays stable to 2007 levels. 
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Figure A4. Number of individuals aged 65+ and 80+ with one or more ADL restrictions, as a share of the 
total population aged 65+ and 80+ respectively, selected European countries, 2004 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Source: Authors’ calculations, based on SHARE (2004). 

Note: averages are weighted accounting for unit non-response at individual level.  

Table A1. Average age, percentage of male and of women living alone among 50 + population, selected 
European countries, 2004  

Age % of male % of female living alone 

Austria 65.2 44.27 32.50 

Germany 65.1 45.03 29.55 

Sweden 65.4 46.85 31.09 

Netherlands 63.9 46.73 27.00 

Spain 65.7 45.37 34.80 

Italy 65.6 44.83 31.70 

France 65.0 44.88 23.82 

Denmark 64.2 46.76 24.82 

Greece 64.8 46.38 27.61 

Switzerland 64.8 45.72 27.28 

Belgium 65.0 45.48 23.69 

Source: Authors’ calculations, based on SHARE (2004). 
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Table A2. Share of individuals aged 50+ with at least one limit to ADL versus share of individuals aged 
50 + utilizing formal LTC, by household per capita income quintiles, selected European 
countries, 2004 

  
Household per capita income quintile 

  
1st 2nd 3rd 4th 5th 

Austria 
disable 11.10 8.88 6.85 7.25 14.54 

LTC users 5.52 6.33 3.21 5.75 9.57 

Germany 
disable 14.29 10.32 6.86 7.25 11.81 

LTC users 0.80 4.09 3.88 4.02 10.17 

Sweden 
disable 21.07 11.49 6.18 6.52 2.75 

LTC users 20.82 10.42 4.56 2.53 1.35 

Netherlands 
disable 10.54 10.96 6.30 6.65 5.65 

LTC users 15.87 16.41 11.74 9.76 6.28 

Spain 
disable 14.01 16.64 11.03 8.44 7.32 

LTC users 7.60 12.73 7.91 4.84 3.86 

Italy 
disable 13.30 15.39 16.66 6.47 7.77 

LTC users 2.86 5.59 4.78 5.54 5.50 

France 
disable 18.16 16.84 13.17 7.70 8.92 

LTC users 23.29 21.58 18.17 13.14 12.40 

Denmark 
disable 15.81 17.21 7.25 4.93 4.65 

LTC users 25.62 20.21 7.67 4.79 2.86 

Belgium 
disable 12.80 17.19 16.11 10.09 6.11 

LTC users 15.62 19.39 19.55 14.70 9.13 

Source: Authors’ calculations, based on SHARE (2004). 

Note: LTC includes both institutional and home care. Institutional care includes both temporarily and permanent stays. Home care 
includes: 1. professional or paid nursing or personal care; 2. professional or paid home help, for domestic tasks. Averages are 
weighted accounting for unit non-response at individual level. 
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Table A3. Share of households experiencing positive OOP expenditure in health and long-term care, by 
income quintiles, selected European countries, 2004 

Country 

Household income quintiles 

1st 2nd 3rd 4th 5th 

Austria 
Health care 64.3 81.3 79.3 85.8 81.0 

LTC 4.4 3.6 1.7 2.7 6.3 

Germany  
Health care 84.9 91.3 90.7 85.9 87.4 

LTC 5.2 1.9 1.3 5.1 5.3 

Sweden  
Health care 91.4 93.9 94.5 93.6 91.7 

LTC 23.2 7.2 3.1 0.5 0.7 

Netherlands 
Health care 31.4 42.9 45.7 44.6 48.3 

LTC 17.0 12.7 10.1 6.4 3.3 

Spain  
Health care 30.8 40.3 51.6 59.8 66.4 

LTC 3.4 4.4 3.4 1.2 2.2 

Italy 
Health care 79.7 82.3 80.7 82.5 85.8 

LTC 2.4 1.1 1.5 1.5 1.4 

France 
Health care 40.0 40.6 45.8 50.6 60.6 

LTC 5.2 2.1 2.8 2.2 2.9 

Denmark 
Health care 83.3 88.2 89.9 91.8 89.1 

LTC 11.3 5.2 3.0 2.5 0.0 

Greece  
Health care 84.5 88.6 88.4 85.4 85.9 

LTC 3.1 3.0 3.9 3.3 3.4 

Switzerland  
Health care 74.2 81.2 77.2 68.1 80.1 

LTC 3.0 8.7 3.3 4.4 1.2 

Belgium  
Health care 95.3 95.7 96.1 93.5 93.8 

LTC 16.6 16.7 10.9 6.8 6.9 

Source: Authors’ calculations, based on SHARE (2004). 
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Table A4. Household OOP expenditure for different items as a share of household income, by 
household income quintile, selected European countries, 2004 

Country Healt care item 

Household income quintiles 

1st 2nd 3rd 4th 5th 

Austria 

prescibed medicines 3.41 1.19 0.75 0.46 0.21 

inpatient 0.37 0.21 0.20 0.11 0.03 

outpatient 1.81 0.12 0.18 0.21 0.13 

LTC 4.89 4.57 18.64 5.21 1.95 

Belgium 

prescribed medicines 4.89 2.78 1.87 1.04 0.81 

inpatient 2.14 0.67 0.61 0.33 0.12 

outpatient 2.15 1.15 0.76 0.54 0.19 

LTC 8.30 6.37 4.81 5.02 0.92 

France 

prescribed medicines 1.88 0.50 0.41 0.24 0.17 

inpatient 0.63 0.17 0.10 0.09 0.04 

outpatient 1.66 0.82 0.76 0.54 0.38 

LTC 9.89 4.41 3.10 4.26 0.22 

Germany 

prescribed medicines 1.42 0.73 0.52 0.29 0.14 

inpatient 0.38 0.18 0.21 0.06 0.04 

outpatient 1.03 0.46 0.26 0.30 0.16 

LTC 5.28 10.50 4.72 2.69 2.86 

Greece 

prescribed medicines 5.13 3.15 1.77 1.01 0.45 

inpatient 1.10 0.71 0.67 0.75 0.18 

outpatient 5.10 2.61 2.05 1.45 0.76 

LTC 12.58 12.69 11.66 11.30 1.66 

Italy 

prescribed medicines 4.68 2.56 1.41 0.79 0.44 

inpatient 0.37 0.23 0.21 0.10 0.11 

outpatient 3.65 2.69 2.17 1.38 0.92 

LTC 10.63 3.11 19.37 8.57 1.90 

Netherlands 

prescribed medicines 0.85 0.61 0.31 0.15 0.11 

inpatient 0.23 0.01 0.16 0.00 0.02 

outpatient 2.94 1.43 0.77 0.76 0.44 

LTC 10.86 5.69 4.42 2.10 2.32 

Spain 

prescribed medicines 5.53 1.22 0.95 0.57 0.62 

inpatient 0.05 0.32 0.37 0.11 0.05 

outpatient 2.63 1.30 1.03 0.78 0.54 

LTC 11.99 21.20 11.01 5.66 4.31 

Sweden 

prescribed medicines 1.13 0.65 0.44 0.25 0.14 

inpatient 0.22 0.08 0.04 0.02 0.01 

outpatient 1.00 0.98 1.01 0.47 0.28 

LTC 11.15 4.99 3.88 3.58 3.43 

Switzerland 

prescribed medicines 1.92 0.93 0.45 0.30 0.18 

inpatient 1.52 0.66 0.33 0.53 0.07 

outpatient 2.64 1.33 0.89 0.64 0.29 

LTC 4.50 3.42 1.66 1.29 0.36 

Source: Authors’ calculations on SHARE (2004). 

Note: the sample does not include households declaring zero income and positive OOP expenditure on health care and 
household with OOP >100 percent of income. Averages are weighted for unit non-response at household level. 
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Table A5. Statistical overview on factors impacting on OOP for LTC of the population aged 50 + in selected countries, 2004 

 Austria Belgium Denmark France Germany Greece Italy Netherlands Spain Sweden Switzerland 

Disability 

Population with more than one 
limit to ADL (%) 

9.7 12.5 10.0 13.0 10.1 8.2 11.9 8.0 11.5 9.6 7.1 

Public expenditure on LTC,  
as % of GDP * 

1.3 1.5 1.7 1.4 0.9 1.4 1.7 3.4 0.5 3.5 0.8 

Utilization 

Population using LTC services1 5.3 14.7 11.9 16.9 3.6 0.2 4.9 11.4 7.3 7.2 0.7 

Utilization of institutional LTC 
( % of 50 + population) 

0.8 0.4 1.8 0.7 1.1 0.2 1.0 2.1 0.8 1.2 0.1 

Utilization of home LTC 
( % of 50 + population) 

4.5 14.2 10.1 16.1 2.5 0.0 3.9 9.3 6.5 6.1 0.6 

Income inequality in LTC 
utilization  

More rich 
people than 
poor use LTC 

More poor 
people than 
rich use LTC 

More poor 
people than 
rich use LTC 

More poor 
people than rich 
use LTC 

More rich 
people than 
poor use 
LTC 

NA 
More rich 
people than 
poor use LTC 

More poor 
people than 
rich use LTC 

More poor 
people than 
rich use LTC 

More poor 
people than 
rich use LTC 

NA 

OOP expenditure 

Number of households having 
OOP as a share of households 
who use LTC 49.4 57.7 27.3 12.8 74.1 >100 27.3 62.7 33.0 74.7 

 
>100 

Severity of payments (% of 
household income)  

7.61 7.79 10.92 5.21 4.37 11.58 12.87 7.36 25.09 10.75 2.67 

Share of households facing 
excessive OOP (>100 % 
of household income) (%) 0.98 0.21 0.08 0.31 0.14 1.15 1.36 0.27 0.67 0.12 0.00 

Income inequality in facing 
positive OOP expenses  

Poorer are less 
concerned than 
rich 

Poorer are 
more 
concerned 
than rich 

Poorer are 
more 
concerned  
than rich 

Poorer are 
more  
concerned 
than rich 

Poorer are 
less 
concerned 
than rich 

Poorer are 
less 
concerned 
than rich 

Poorer are 
more 
concerned 
than rich 

Poorer are  
more 
concerned 
than rich 

Poorer are 
more 
concerned 
than rich 

Poorer are 
more 
concerned 
than rich 

Poorer are 
more 
concerned 
than rich 

Incidence of OOP on poor 
income versus the rich1 

2.51 9.04 NA 45.61 1.84 7.59 5.58 4.68 2.78 3.25 12.58 

Living alone versus non-single 
status in facing OOP exp2 

1.55 1.84 5.67 2.73 4.81 0.98 3.58 2.08 1.50 3.81 0.86 

Women versus men facing OOP exp3 1.46 1.67 2.50 1.84 2.00 1.29 1.05 2.16 1.82 1.97 1.13 

Sources: Authors’ elaboration of SHARE (2004); *OECD (2011) Help wanted? Providing and Paying for Long-Term Care. Data refer to 2007. NA = not available.  
1 We consider the ratio between OOP expenditure (as a share of household per capita income) for LTC in the first income quintile and the same for people in the fifths (richest) income quintile. 2 We consider the ratio 
between the share of singles facing OOP expenditure and the share of non-singles facing OOP expenditure. 3 We consider the ratio between the share of women facing OOP expenditure for LTC and the share of men 
facing OOP expenditure.  
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