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Aims

Due to ageing and an increasing shortage in personnel, the costs of care for the elderly will increase markedly in the next two decades. In order to control these costs, the Dutch government has already increased the own payments and limited the eligibility criteria for publicly financed care. The current financial and economic crisis has been the cause for a new public debate to further tighten the eligibility criteria. In this paper we examine the consequences of an increasingly austere supply of formal care on the use of informal family care in The Netherlands. Does a decrease in formal care lead to a similar increase of the use of family care, or do people turn to other (paid) alternatives, such as private home care? Or can people no longer get access to care at all? 

Data and Methods

In The Netherlands, elderly people who need care can choose a number of different forms of care. Informal care, mostly provided by family members, is one of the most important and widely used kinds of care. Although the number of people choosing private home care might still be relatively small, this form of care is growing fast. Finally there are two kinds of publicly paid formal care: home-based care and residential care. In order to assign each person to one unique form of care, we construct so-called premium packages. Each premium package includes all the “lighter” kinds of care. The hierarchy of the premium packages has the following order: informal care, privately paid care, home-based care and residential care. A person that is assigned to the premium package home-based care therefore uses home-based care, possibly in combination with either or both informal care and privately paid care. Information about the take-up of care of these provisions is available from two datasets: one survey of people living independently (Amenities and Services Utilisation Survey, AVO2003) and one survey of residents of residential homes and nursing homes (Elderly People in Institutions Survey, OII2004). In total, we have 10,691 observations. The datasets cover the period 2003/2004 and were calibrated for the year 2005 using external sources.

The “choice process” for the take-up of care used by elderly people is estimated by a multinomial logit analysis. The exogenous variables used in the analysis are divided into four groups: health characteristics, demographic characteristics, socioeconomic characteristics and forms of support. Next, we have constructed forecasts for the exogenous variables for the period 2005-2030 based on a combination of information from external sources and our own calculations. The trends for the exogenous variables are then combined with the estimated parameters of the multinomial logit analysis to determine forecasts of the take-up of care in 2030.

Based on these forecasts, we have investigated a number of different policy plans. The first is a 10% stricter eligibility for home-based care. In the second one, access to residential care, the most expensive form of care, is limited with 10%. The multinomial logit analysis provides individual probabilities of the use of care for each premium package. By reducing the probability of one premium package, we are simulating the effect of stricter eligibility criteria for this particular care provision. Another way to look at it, is to say that we limit the capacity of this care provision.

Results

Table 1:Take-up of care provisions in individuals in 2030 in base case and three different scenarios.
	
	Base case
	Policy plan 1
	Policy plan 2

	Change:
	
	Absolute 
	Relative
	Relative
	Absolute
	Relative
	Relative

	
	 (x 1,000)
	 (x 1,000)
	(horizontal)
	(vertical)
	(x 1,000)
	 (horizontal)
	 (vertical)

	No care
	9852
	52,5
	0,5
	70,4
	4,7
	0,0
	21,0

	Informal care
	262
	5,3
	2,0
	7,0
	0,7
	0,3
	3,2

	Privately paid care
	206
	7,5
	3,7
	10,1
	2,9
	1,4
	13,1

	Home-based care
	745
	-74,5
	-10,0
	-100,0
	14,0
	1,9
	62,7

	Residential care
	223
	9,3
	4,2
	12,5
	-22,3
	-10,0
	-100,0


Due to brevity, we omit the estimates of the multinomial logit analysis and focus on the outcomes of the two policy plans. These are presented in table 1. When the eligibility to home-based care is reduced by 10% (policy plan 1), 52,500 of the 74,500 people (or 70,4%) who can no longer use home-based care, no longer use any form of care. The next largest increases are seen for residential care (9,300 people, 12,5%) and privately paid care (7,500 people, 10,1%). Informal care show the smallest increase. This is probably caused by the restrictions regarding admittance to the use of formal care: in the Netherlands, the partner (the most important provider of informal care) must provide a certain amount of informal care before someone is eligible for publicly paid formal care. As a result, single persons are overrepresented in the population of users of home-based care. For single persons, informal care is not a straightforward alternative. Therefore we see a large increase in the group that does not use any care provision. The fact that residential care is an important substitute for home-based care is caused by the diverse composition of home-based care, which includes relative simple forms of household assistance as well as complex nursing care. In almost all cases, privately paid care can only provide household assistance. So privately paid care offers no substitute for people who use the more complex forms of home-based care. It has to be noted again that we look at premium packages: people who use privately paid care can also use informal care. 

In policy plan 2 we examine the effects of a decrease of 10% in the eligibility of residential care. As residential care provides highly complex nursing care, home-based care is the most important alternative: of the 22,300 individuals that no long use residential care, 14,000 (or 62,7%) switches to home-based care. We also see a relative large group (21,0%) that no longer uses any care provision. These will be mostly low income single households, for whom informal and privately paid care is not an option. It is striking that again informal care is not an important substitute. People who have a partner and use formal care, are more likely to have severe disabilities – otherwise they wouldn’t be eligible for residential care - and are therefore more likely to use home-based care (probably in combination with informal care). 

Conclusions

Our results show that elderly are less likely to solely rely on informal care when the eligibility to public financed formal care (home-based care or residential care) is reduced. This might be caused by the wish not to overburden the care giver: in The Netherlands, the partner (the most important provider of informal care) must provide a certain amount of informal care before someone is eligible for publicly paid formal care. For single persons, informal care is not a viable alternative and therefore they are more likely to become bereft of care, especially when they can’t afford privately paid care.
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� Consistent macro data for later years are not available at this moment.





