
Citation: Rodrigues, R.; Ilinca, S.;

Hrast, M.F.; Srakar, A.; Hlebec, V.

Care Task Division in Familialistic

Care Regimes: A Comparative

Analysis of Gender and

Socio-Economic Inequalities in

Austria and Slovenia. Sustainability

2022, 14, 9423. https://doi.org/

10.3390/su14159423

Academic Editor: Andreas Ihle

Received: 3 June 2022

Accepted: 26 July 2022

Published: 1 August 2022

Publisher’s Note: MDPI stays neutral

with regard to jurisdictional claims in

published maps and institutional affil-

iations.

Copyright: © 2022 by the authors.

Licensee MDPI, Basel, Switzerland.

This article is an open access article

distributed under the terms and

conditions of the Creative Commons

Attribution (CC BY) license (https://

creativecommons.org/licenses/by/

4.0/).

sustainability

Article

Care Task Division in Familialistic Care Regimes: A Comparative
Analysis of Gender and Socio-Economic Inequalities in Austria
and Slovenia
Ricardo Rodrigues 1,2,3,*, Stefania Ilinca 1 , Maša Filipovič Hrast 4 , Andrej Srakar 5 and Valentina Hlebec 4
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Abstract: Demographic aging has led to an increase in the number of people with multiple needs
requiring different types of care delivered by formal and informal carers. The distribution of care
tasks between formal and informal carers has a significant impact on the well-being of carers and on
how efficiently care is delivered to users. The study has two aims. The first is to explore how task
division in care for older people differs between two neighboring countries with different forms of
familialism: Slovenia (prescribed familialism) and Austria (supported familialism). The second is to
explore how income and gender are associated with task division across these forms of familialism.
Multinomial logistic regression is applied to SHARE data (wave 6, 2015) to estimate five different
models of task division, based on how personal care and household help are distributed between
formal and informal carers. The findings show that the task division is markedly different between
Slovenia and Austria, with complementation and supplementation models more frequent in Austria.
Despite generous cash benefits and higher service availability in Austria, pro-rich inequalities in
the use of formal care only are pervasive here, unlike in Slovenia. Both countries show evidence of
pro-poor inequalities in the use of informal care only, while these inequalities are mostly absent from
mixed models of task division. Generous cash transfers do not appear to reduce gender inequalities
in supported familialism. Supported familialism may not fundamentally improve inequalities when
compared with less generous forms of familialism.

Keywords: care tasks; home care; informal care; older people; inequalities; familialism

1. Introduction

Care for frail older people consists of a wide range of tasks, ranging from personal
care to home help, which address different needs and that are associated with different
consequences in terms of the caregiving burden or the ability to conciliate informal care
with paid work [1,2]. Understanding how personal care and home help tasks are divided
between formal and informal carers could improve the targeting of long-term care benefits
to frail older people and ensure a more efficient and sustainable mix of care provision in the
future. This is particularly relevant in the context of demographic aging which has led to
an increase in the number of people with care needs generally [3], and in particular of those
older people with multiple needs that require different types of care delivered by a range
of formal and informal carers. As a result, pressure has been mounting on both formal and
informal carers to provide additional care and to divide or share care tasks more efficiently.
Against this backdrop, analyzing task division is likely to provide a more granular picture
of inequalities, unmet needs, and outcomes of care than simply considering the use of
different types of care.
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While informal care remains the main source of care across Europe, countries still
differ significantly in their patterns of formal and informal care use and these differences
are likely to subsist in the near future. These different care regimes, defined around the
varying importance attributed by public policies to the family as the main caregiver, are also
labeled as different levels of familialism [4–6]. Most studies on task division of home help
and personal care tasks between formal and informal carers have focused on individual
countries [7–9]. Thus, there is little or no information available on how task division
between formal and informal carers varies across countries defined by their degree of
familialism. The first aim of this study is to bridge this gap and describe differences in task
division between two neighboring countries with similar aging and health profiles, as well
as family norms but different levels of familialism: Slovenia (prescribed familialism) and
Austria (supported familialism). By employing a ‘most similar case’ comparison between
countries that share a similar demographic age profile, family norms, care culture, and
preferences, this study is better able to isolate the effect of dissimilar public policies on
care task division. Slovenia is considering a reform of its long-term care system that would
entail greater support for informal carers, namely cash benefits similar to those currently
in place in Austria. This move towards cash-for-care benefits has also been implemented
in other countries across Europe [10]. The comparison of these two strands of familialism
thus has relevance beyond the two countries analyzed.

The literature on care regimes has identified socio-economic and gender inequalities
in the use of formal and informal care across the various types of familialism. For example,
socio-economic inequalities appear to be larger in countries where family members are the
main carers (i.e., in countries characterized by familialism as opposed to de-familialism)
with poorer individuals less likely to use formal care [11,12]. Given the inverse relationship
between need and ability to pay, SEC inequalities could in turn negatively affect the
outcomes and wellbeing of users of care and their informal carers. However, many of these
studies have not considered either mixed forms of care provision (i.e., formal and informal
care used together) or disaggregated care tasks (i.e., who receives personal care and home
help and from whom). There are reasons to presume that inequalities across different
types of familialism may extend to how care tasks are divided. For example, cash benefits
present in supported familialism may allow for increased opportunities for lower-income
families to purchase care services to carry out certain tasks, while this option may be more
limited under the prescribed familialism. Conversely, greater informal care support under-
supported familialism could, on the one hand, enable outsourcing of care by women, while,
on the other hand, increasing the incentives for those same women to provide informal
care, resulting in an ambiguous effect on gender inequalities in comparison to prescribed
familialism. Therefore, the second aim of this study is to explore how socio-economic
condition (SEC) and gender are linked to task division across different forms of familialism.

2. Background
2.1. Typology of Task Division

A large volume of literature addresses the task division between formal and informal
carers, usually distinguishing between several models of task division along the lines of
who provides home help tasks or support with IADL (Instrumental Activities of Daily
Living), and/or personal care tasks or support with ADL (Activities of Daily Living). The
main models of task division discussed in the literature are:

- Informal care only model: Also termed kin independence [7], in which care tasks
are provided solely by informal carers, who are often the closest and most available
individuals and thus assumed to be preferred by older people [13];

- Informal specialization model: At least one type of task is provided by the infor-
mal carer alone, while other tasks are performed by the formal and informal carer
together [8];

- Supplementation model: One or more tasks are performed jointly by the formal and
informal carer, with the former topping up or supplementing the care provision with
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the latter, usually when the increase in care needs or overburdening of the informal
carer may render her/him unable to fully address the care needs [14];

- Complementation model: In this model of task division, formal and informal carers
each perform different non-overlapping tasks [15]; or both carers share one type of
task and the other task is carried out by the formal carer alone [7];

- Formal care only model: Based on Green’s [16] substitution model in which care tasks
are provided only by formal carers who fully substitute informal caregiving.

The previously described complementation model combines a model with a complete
division of tasks between formal and informal carers—also termed dual specialization [15]—
with one in which formal carers perform one task alone and other tasks are performed
by both formal and informal carers—also referred to as formal specialization [7–9]. A
defining characteristic of both models is that they completely outsource at least one task to
formal carers. In addition, empirical evidence indicates that both models share the same
determinants [8], namely the longer duration of care provision (more than 3 months), but
with lower intensity of care (i.e., number of hours) and with a lower associated caregiver
burden. Figure 1 summarizes the typology of task division based on the previously
described models and used in this study.
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2.2. Care Regimes and Inequalities in Care

The differences between formal and informal care in Europe have been framed around
the concept of care regimes or varieties of familialism, distinguishing between defamilial-
ism, in which the state reduces the family’s care obligations by providing public services,
and familialism, in which public policies explicitly support the family as sole or main care
provider [4,5,17]. A number of intermediate forms can be identified along the familialism–
defamilialism continuum. Saraceno [6] distinguishes familialism by default, in which
family care takes place in a context where there are no formal care alternatives; prescribed
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familialism, with obligations to care or provide financial support to pay for care by the
family being reinforced through law; and supported familialism, in which public policies
actively support the caring role of the family, usually through cash benefits or care leave
schemes. Other authors distinguish between the coexistence of public policies supporting
family carers (namely cash benefits) with no or weak service development from the coexis-
tence of such policies with care services developed through the market that at least provide
some possibility to outsource care—dubbing the latter optional defamilialism through the
market [18].

Familialism has been associated with the reinforcement of both class and gender
inequalities in the use or provision of different forms of care, as households must rely on
their own resources to meet care needs [6]. However, familialistic policies may impact the
traditional gendered division of care roles in a non-uniform way. Supported familialism,
with high levels of generosity, can also contribute to the reduction of gender and social
inequalities in care by providing additional financial resources for households to purchase
care services—thus providing families with an option to defamilialize care through the
market—or by financially compensating women for caregiving [4,6,18]. The use of the
market nexus to achieve defamilialization, may, however, foster greater gender equality
among middle-class families with sufficient financial resources to outsource care, whilst
leaving poorer families without that option [19]. The existing evidence points to larger
social inequalities favoring the more affluent in the use of formal care in countries with pre-
dominantly familialistic care policies [11,12,20]. As regards gender, the available research
concurs that higher reliance on the family for the fulfillment of care needs is associated
with a higher burden for female carers, specifically wives and daughters [21,22]. Legal
obligations to care, rather than cash benefits, seem to be associated with larger gender
inequalities among siblings providing high-intensity care [23].

However, some of the evidence on inequalities across different care regimes is based
on studies that group countries into clusters according to their degree of familialism/
defamilialism [20,24]. While this approach may enhance sample size for empirical purposes,
it risks grouping together quite dissimilar countries [25]. The few existing comparative
studies have counterposed familialism with defamilialization (i.e., in-kind public provision).
These ‘most dissimilar case’ studies attribute outcomes to different public policies that may
actually result from the interplay of differences in culture as well as public policies [26].
The policy relevance of the findings of these studies may also be limited, as recent policy
developments seem to rely increasingly on different forms of familialism rather than
on defamilialization through public services [10], making comparisons within different
types of familialism more relevant. Differences between varieties of familialism remain
underresearched, especially from the perspective of gender and SEC inequalities within
different forms of familialism. This paper seeks to address this gap by comparing two
neighboring countries that can be deemed similar in terms of their care culture (i.e., their
preferences regarding state and family roles in care), but dissimilar enough in terms
of public policies. This ‘most similar case’ design focuses on Austria and Slovenia as
neighboring countries with different forms of familialism. Moreover, in choosing these
countries, the empirical analysis includes one case (Slovenia) from a region (Eastern Europe)
that is underrepresented in both the care regime and inequalities of care literature.

As regards care for older people, Austria and Slovenia share a strong tradition of
family values that emphasize the family as the main caregiver [27]. In both countries, carers
live in relative proximity to their dependent relatives due to general low housing mobility
within the population and the majority of the regions in each country have a similar share
(25–30%) of older people living alone [28]. Both countries also have similar demographic
aging and health profiles. The population group aged 65–79 represents 14.4 and 15% of the
total population for Austria and Slovenia, respectively, while the 80+ group accounts for
4.9% and 5.2%, respectively [29]. Life expectancy and healthy life expectancy at 65 is nearly
identical for Austria (20.1 and 7.4, respectively) and Slovenia (20.0 and 7.4, respectively) [30].
They markedly differ, however, in terms of the public care policies in place. Informal carers
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in Slovenia receive little support in the form of either specialized care services (e.g., respite
care) or cash benefits [31,32]. Family members who opt for part-time employment because
of their caring responsibilities cannot retain the full level of social security benefits nor
do they receive any compensation for lost income, except under specific conditions of the
status of family assistant that enables partial or full-time withdrawal from the labor market.
The take-up of the latter was at the time of the study however marginal. Children are
legally obligated to contribute to the costs of their parent’s care if the latter cannot afford the
costs on their own [33]. Slovenia’s care regime is best described as prescribed familialism
with an underdeveloped formal care sector [32,34,35]. Data for 2015, show that only 1.1%
of the population received formal home care in Slovenia [36].

Austria, on the other hand, has been defined as an example of supported familial-
ism, with the family retaining the role of main care provider, supported by a universal
cash benefit (Pflegegeld) provided to dependent older adults, which is usually used to
compensate informal family carers [5,37]. In addition, informal carers are entitled to an
income-related care leave of up to 3 months and to health and pension insurance if they
need to reduce their working time to provide care [38]. As for formal care services at home,
the overwhelming majority of which are non-profit, data for 2015 indicate that 32.2%of
Pflegegeld beneficiaries receive some form of care services at home, corresponding to 2.3%
of the total population [39]. Apart from formal care services, migrant live-in carers (known
as ‘24 h carers’) play an important role in the context of long-term care in Austria [40].
Additional means-tested benefits are available for users who rely on self-employed 24-h
carers or who employ them directly. Both the development of 24 h carers and services at
home by non-profit organizations have provided families in Austria with the option of
defamilializing through the market [18]. There is scarce information on inequalities in the
use of care in both countries. Still, the existing evidence points to gender inequalities in
Austria in both caregiving (share of women among informal carers is 73% [41]) and care
receiving (married older women more likely to receive home care services than married
older men [42]).

2.3. Determinants of Task Division

At the individual level, several factors have been found to influence the division of
tasks between formal and informal carers. Lower care needs and geographic proximity
of carers and users are associated with informal care only or kin independence [7], while
higher care needs increase the chance of using formal care for specific tasks [7,43]. SEC
seems to be positively associated with the use of formal care only and mixed forms of
task division [44–47], particularly the complementation model [8]. The supplementation
model, which has been linked to overburdened informal carers or users with very high
care needs, seems to be the exception to this as it is more likely to be found amongst
individuals with lower SEC [8,48]. When viewed together, this body of evidence points to
formal care only and the complementation models as those associated with individuals who
enjoy a greater degree of choice, namely those with greater access to economic resources.
For informal care only, existing studies show contradictory evidence as to the effect of
SEC [7,45,47,49]. Thus, some studies associate this model with low SEC, as a result of
financial constraints in accessing formal care, while in other studies the association is
non-existent or goes in the opposite direction, possibly as bequest motivations may be
stronger in the presence of wealth.

As regards the gender of the carers, male carers are overrepresented in the comple-
mentation model, while female carers are linked with the supplementation and informal
care only models [7,46]. Overall, daughters are more likely to be carers than sons [23], but
in contexts of greater availability of services, children tend to specialize in particular tasks
(e.g., home help), regardless of gender (i.e., complementation) [50]. As for the gender of the
user, there is pervasive evidence that frail older women are more likely to receive formal
care only or mixed forms of care [42,46,51,52].

Reflecting on the existing evidence, we hypothesize that:
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Hypothesis 1 (H1). The socio-economic gradient will be steeper in the context of prescribed
familialism (Slovenia) than in supported familialism (Austria) (. SEC would be a better predictor of
the use of formal care in Slovenia, as the cash-for-care benefit available under-supported familialism
enhances the ability of Austrian households to pay for formal care. More specifically to the task
division models, socio-economic inequalities are expected to be particularly large for the formal care
only and complementation models in Slovenia, as these are the models more closely associated with
the ability to choose.

Hypothesis 2.1 (H2.1). We also hypothesize that supported familialism, which enables households
to pay for formal care, is more conducive to a wider distribution of care within families, rendering
the gender of adult children (the potential caregivers) less relevant for the type of care tasks model
and thus to increased gender equality. A less pronounced association between the gender of adult
children (e.g., whether daughters are available) would thus be expected in Austria, particularly
in the informal care only, complementation, and supplementation models.. This would be further
reinforced by the higher availability of formal care in Austria.

Hypothesis 2.2 (H2.2). Conversely, if the nature and generosity of the provided support are
insufficient to motivate sons to take on additional care tasks, the opposite effect would be observed,
whereby the benefits under-supported familialism would create additional incentives for women
(i.e., daughters) to care. In this case, we hypothesize that the additional support available in Austria
would reinforce the association between having daughters and the probability to receive care from
task division models more closely linked with female carers in the literature: informal care only
and supplementation models. Given the dearth of guidance from the literature on the expected
gender gradient in care-receiving across care regimes, we do not articulate a specific hypothesis for
gender inequalities in care-receiving, but nonetheless present the results for these, as well as an
exploratory study.

Hypothesis 3 (H3). Finally, following the above-cited interplay of gender inequalities with cash
benefits, we hypothesize that defamilialization through the market, afforded by the Pflegegeld in
Austria, would have a differentiated impact on gender inequalities across socio-economic groups.
In other words, we expect that if there is an association between the availability of daughters and
informal care only and supplementation models, this association would be most pronounced among
the lower SEC groups, particularly in Austria.

3. Materials and Methods
3.1. Sample

This study uses data from the sixth wave of the Survey of Health, Ageing and Retire-
ment in Europe (SHARE), collected in 2015, as it enabled comparison of the two countries,
and was done prior to COVID-19 pandemic, which could affect the caring patterns [53]. The
sample is restricted to community-dwelling individuals aged 60 and above who reported
receiving formal care, informal care or both, during the 12 months prior to the interview
and who reported having children. The latter restriction ensures that the sample contains
only individuals who could theoretically receive familial informal support, in particular
filial informal care. The final sample consisted of 1668 individuals, 916 residing in Austria
and 752 in Slovenia.

3.2. Dependent Variable(s)

SHARE includes information on personal care (e.g., dressing, bathing or showering,
eating, getting in or out of bed, using the toilet) and practical household help (i.e., help with
domestic tasks such as shopping or home repairs, preparing meals, and help with other
activities such as medication management) received in the 12 months before the interview.
There is also information on help provided with paperwork or legal matters by people
outside the household. These were included as household help in the context of this study.
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It is possible to attribute each of the above types of care tasks to a professional or paid
service (formal carers) or to family members residing outside the household, friends, or
neighbors (informal carers). With this information, five models of care task division were
constructed based on how personal care and household help were distributed between
formal and informal carers according to the typology described in Figure 1: informal care
(IC) only, informal care specialization, supplementation, complementation, and formal care
(FC) only. For example, supplementation refers to where respondents have indicated that
they have received whatever type of care tasks (i.e., personal care, household help, or both)
always from formal and informal caregivers simultaneously. Complementation, on the
other hand, includes cases where users always reported receiving both types of care, either
in a completely non-overlapping way (e.g., household help is received from formal carers,
but not from informal carers and vice-versa for personal care) or with one care tasks being
shared between formal carers and informal carers, while the other is only carried out by
formal carers (e.g., household help for the former and personal care for the latter). The
dependent variable is thus a categorical variable with five levels, reflecting these mutually
exclusive models of task division, which between them cover all possible combinations of
task distribution between formal and informal carers.

3.3. Independent Variables

Equivalized household net income was used as the main measure of material resources.
Household net income is calculated by aggregating all income sources of all household
members, including earnings from work, pensions, and social benefits, as well as income
from rents or dividends and interests paid on financial investments. Household net income
is adjusted for purchasing power parity and equivalized for household size using the
square root scale [54]. Income calculated in this way was then coded by quartiles.

Income provides a measure of readily available resources, which individuals can
use to access care, and it is used in both countries to determine the price of care. How-
ever, upon retirement, the income of older individuals decreases and the variability of
income in this population is significantly reduced [55,56], while wealth remains much
more unequally distributed [57]. Older people may thus rely both on their income and
their wealth (spending down accumulated assets) to finance costs related to their care
needs [58]. Using wealth (i.e., equivalized net worth, which includes all net financial assets
and real assets held by household members) and income simultaneously raises the issue
of collinearity, as the association between the two is generally strong, especially at the
extremes of the distribution. The income wealth quartile correlation matrix per country
showed a non-negligible correlation between the two measures (Spearman’s rho Austria
= 0.364 Slovenia = 0.274), cautioning about the possible collinearity between income and
wealth. Using either measure of material resources produced similar results, as did the
inclusion of both variables in the model, therefore only the results of the model with income
quartiles are shown.

The gender of the user is defined by a binary variable. Another binary variable assess-
ing whether there is at least one daughter living within a 25 Km radius was constructed
as a measure of gendered (i.e., female) availability of adult children to perform informal
care. While the sample is already restricted to people with adult children (i.e., for whom
at least in theory family carers would be available), this variable distinguishes those with
a daughter living close to ascertain whether such closer and gendered availability of a
potential family carer are correlated with particular care task models, as suggested by the
literature. Household size is used as a proxy for the availability of informal care within
the household.

Care needs are represented by three binary variables, indicating whether the care user
experiences: (a) one or more limitations in ADLs; (b) one or more limitations in IADLs;
(c) cognitive impairment (Alzheimer’s disease, dementia, organic brain syndrome, senility
or any other serious memory impairment). In each case, respondents are asked to report
only long-standing functional limitations (that lasted or are expected to last more than
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three months). The age of the care user is coded into three age groups: 60–63, 64–79, and 80
and older.

3.4. Analytical Approach

The prevalence of the various models of task division across countries was analyzed
by means of frequency distribution, using a chi-square test to compare the two countries.
To further account for confounding factors, multinomial logistic regression was used to
analyze how task division is influenced by the various determinants. The differences
between the two countries and between the income quartiles within the two countries; the
differences between gender of the care user and potential informal carer within the two
countries; and the differences between the latter two across income quartiles within the two
countries were analyzed using average marginal effects (AMEs). Reporting AMEs allows us
to circumvent the problem of unobserved heterogeneity in logistic regression and estimate
the effect differences between samples [59]. Furthermore, AMEs enable the reporting
of results for all five levels of the dependent variable and thus avoid the selection of a
random reference category. Small Hsiao tests for the independence of irrelevant alternatives
and sensitivity analyses using similar specifications with multinomial probit confirm the
robustness of the results. We used Z-tests to check whether the estimated AMEs differed
significantly between groups defined across income quartiles, wealth quartiles, and gender.
All statistical analyses were carried out using the Stata 15.0 statistical package (StataCorp.
2017. Stata Statistical Software: Release 15. College Station, TX, USA: StataCorp LLC).

4. Results

Care services were used by 36.5% of the respondents in the Austrian sample and 18.7%
of the respondents in the Slovenian sample (chi-square statistic: 29.6 p-value < 0.001). Infor-
mal care use is widespread in both countries, as 89.9% and 95.9% of Austrian and Slovenian
respondents respectively, reported using it (chi-square statistic: 6.2, p-value < 0.01). Other
descriptive statistics of the joint sample are reported in Table 1.

Table 1. Descriptive statistics for the joint analytical sample, means, and percentages for each model
of task division.

IC Only IC Specialization Supplementation Complementation FC Only

N = 1222 N = 46 N = 202 N = 71 N = 127

Frequencies (%)
Income quartile

1st Quartile 29.0 26.9 33.0 35.2 18.6
2nd Quartile 27.7 31.3 21.6 24.1 22.6
3rd Quartile 22.3 30.0 23.6 22.8 22.1
4th Quartile 21.0 11.8 21.8 17.9 36.7

ADL limitations
None 77.9 32.0 56.7 13.4 74.7
1 + ADL limitations 22.1 68.0 43.3 86.6 25.3

IADL limitations
None 65.5 7.9 25.6 7.0 42.5
1 + IADL limitations 34.5 92.1 74.4 93.0 57.5

No cognitive impairment 93.8 80.3 86.8 64.5 92.5
Has cognitive impairment 6.2 19.7 13.2 35.5 7.5
Education

Primary only 16.4 19.2 19.4 35.2 20.6
Secondary or tertiary 83.6 80.8 80.6 64.8 79.4

Age
60–69 36.6 8.5 9.5 11.7 18.3
70–79 37.2 32.0 27.4 17.4 25.4
80+ 27.3 59.5 63.1 71.9 56.3
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Table 1. Cont.

IC Only IC Specialization Supplementation Complementation FC Only

N = 1222 N = 46 N = 202 N = 71 N = 127

Gender
Male 37.3 28.6 19.7 29.0 32.0
Female 62.7 71.4 80.3 71.0 68.0

Mean household size (SD) 1.80 (0.03) 1.72 (0.10) 1.52 (0.07) 1.92 (0.18) 1.61 (0.08)
Daughter within 25 Km

No daughters
within 25 Km 50.9 51.3 52.8 66.7 54.8

At least one daughter
within 25 Km 49.1 48.7 47.2 33.3 45.2

Note: Weighted results (including sub-sample sizes). Calibrated cross-sectional individual weights used. Sample
size for the joint sample is 1668.

The distribution of the models of care task division within income quartiles and the
gender variables per country are displayed in Table 2. We found only small differences
in the prevalence of the IC only, IC specialization, and complementation models across
income quartiles in either Austria or Slovenia. The FC-only model, however, is clearly
more prevalent in the uppermost income quartile in both countries. The supplementation
model is also heterogeneously distributed across income quartiles, but these differences
are not monotonous: There is a higher prevalence of this care tasks model among the first
income quartile in Austria and among the second income quartile in Slovenia. Regarding
the gender of the care user, there are very few differences in the prevalence of the different
care task models in Slovenia, unlike in Austria. For the latter, the table of frequencies
indicates gender differences in the use of IC only (more prevalent among male users)
and the supplementation model (more prevalent among female users). The IC only is
more prevalent among those with at least one daughter living in the vicinity of Austria,
while the complementation model has a higher prevalence among those with no closely
residing daughters.

Table 2. Distribution of models of task division within income quartiles and gender per country
(row percentages).

IC Only IC Specialization Supplementation Complementation FC Only

Percentages

Austria
1st Quartile 63.5 3.0 19.2 8.0 6.4
2nd Quartile 68.9 4.0 12.2 5.8 9.2
3rd Quartile 63.1 4.3 17.0 6.1 9.5
4th Quartile 61.6 1.7 15.7 4.9 16.1

Slovenia
1st Quartile 82.6 2.6 8.2 2.0 4.7
2nd Quartile 79.7 2.4 13.5 2.1 2.3
3rd Quartile 82.2 2.7 6.6 2.3 6.3
4th Quartile 81.5 0.8 5.8 1.4 10.5

Austria
Male 73.4 2.7 9.2 5.4 9.3
Female 59.8 3.5 19.5 6.7 10.5
No daughters within 25 Km 62.1 3.2 15.9 7.9 11.0
At least one daughter within 25 Km 66.8 3.3 16.2 4.5 9.2
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Table 2. Cont.

IC Only IC Specialization Supplementation Complementation FC Only

Slovenia
Male 81.4 2.5 7.0 1.9 7.2
Female 81.6 2.2 10.3 2.0 4.0
No daughters within 25 Km 80.9 2.2 10.7 3.0 3.1
At least one daughter within 25 Km 82.1 2.3 7.3 0.9 7.3

Note: Calibrated cross-sectional individual weights used. Unweighted sample sizes are 916 for Austria and
752 for Slovenia.

4.1. Task Division between Countries

The prevalence of the various models of task division per country is reported in
Table 3. The prevailing model of task division in both countries was IC only, especially in
Slovenia, where 81% of the care users reported this model (compared to 64% in Austria).
Supplementation was the second most prevalent model of task division in both Austria
(16%) and Slovenia (9%). FC only was reported by 10% of the users in Austria, as op-
posed to only 5% in Slovenia. Complementation was the least prevalent model of task
specialization in Slovenia (2%), while 6% of users in Austria reported this model. Finally,
the IC specialization model was the least present in the Austrian subsample (3%), and its
prevalence was also low in Slovenia (2%). Across all models of task division, except IC
only, household help was mostly provided by formal carers, while informal carers mostly
provided personal care (detailed distribution of tasks within models of care task division
and countries is available upon request from the authors).

Table 3. Distribution (in percentage) of models of task division within country and AMEs for country
per model of task division.

IC Only IC Specialization Supplementation Complementation FC Only

Country
Austria 61.6 (N = 574) 3.0 (N = 26) 19.0 (N = 168) 6.3 (N = 55) 10.1 (N = 93)
Slovenia 80.8 (N = 618) 1.8 (N = 16) 10.3 (N = 68) 2.0 (N = 16) 5.1 (N = 34)

Country
AME for Slovenia (Austria is the reference) 0.194 *** −0.015 * −0.091 *** −0.045 *** −0.043 **

Notes: * p-value < 0.1, ** p-value < 0.05, *** p-value < 0.001.

Chi-square statistic for distribution of task division within country (percentages): 67.7
(p-value < 0.001).

AMEs calculated from a multinomial regression model controlling for income, ADLs
and IADLs, cognitive impairment, education, age, gender, household size, and geographical
proximity of daughters. Calibrated cross-sectional individual weights used for calculating
AMEs. Sample sizes presented in parenthesis are used in all regression analyses.

Samples presented here are used in all regression analyses.
Table 3 also shows the AME for Slovenia (with Austria as the reference category) on the

probability of receiving each model of task division. After controlling for differences in the
several determinants of task division, statistically significant country differences persisted
in all models of task division, except IC specialization. Complementation, supplementation,
and FC only are all more likely to be found in Austria than in Slovenia, while IC only is
more likely to be found in Slovenia.

4.2. Material Resources and Care Task Division by Country

Table 4 shows the AMEs for income within each country (i.e., first differences), which
allows for a comparison of inequalities within countries. Income was positively associated
with the probability to use FC only in Austria, while in Slovenia, this association was
only statistically significant for the fourth income quartile. The inverse was observed for
IC only. For this care tasks model, there was a clear negative association with income in
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Slovenia, while in Austria, this strong negative association was only significant for the
fourth quartile. The mixed forms of care task division (i.e., where formal and informal
care are used) showed only limited evidence of inequalities based on economic resources
in either Austria or Slovenia. For the complementation model in particular—associated
with higher ability to choose—there was no evidence of inequalities in either country. The
direction of the association between income and the supplementation model was opposite
between Austria and Slovenia, but the AME was only statistically significant for the second
income quartile in both countries.

Table 4. AMEs for income quartiles within country.

IC Only IC Specialization Supplementation Complementation FC Only

Austria
2nd Quartile 0.001 0.015 −0.052 0.020 0.046 *
3rd Quartile −0.075 * 0.015 −0.002 0.005 0.052 *
4th Quartile −0.153 ** −0.004 −0.011 0.018 0.128 ***

Slovenia
2nd Quartile −0.066 * 0.015 0.055 * 0.011 −0.016
3rd Quartile −0.126 ** 0.020 0.034 0.021 0.051
4th Quartile −0.137 ** 0.000 0.014 0.011 0.111 **

Notes: * p-value < 0.1, ** p-value < 0.05, *** p-value < 0.001.

Based on a multinomial regression model controlling for ADLs and IADLs, cogni-
tive impairment, education, age, gender, household size, and geographical proximity of
daughters. Weighted results. First income quartile in each country is the reference category.
Calibrated cross-sectional individual weights used.

4.3. Gender and Care task Division by Country

Regarding possible gender inequalities in care task division, Table 5 reports AMEs for
the variable taken as a proxy for the gender of potential family carers and the gender of
the care user within countries. Having at least one daughter living nearby was negatively
associated with the complementation model in both countries, while it increased the
probability of receiving informal care only (i.e., IC only) in Austria, but not in Slovenia.
As for FC only, the impact of the geographical proximity of daughters was positive and
significant in Slovenia, but not in Austria.

Based on a multinomial regression model controlling for income, ADLs and IADLs,
cognitive impairment, education, age, and household size. Weighted results. For each
country, male users and not having a daughter living within 25 Km are the reference
categories respectively. Calibrated cross-sectional individual weights used.

Table 5. AMEs for gender variables within country.

IC Only IC Specialization Supplementation Complementation FC Only

Austria
At least one daughter within 25 Km 0.074 ** 0.008 −0.025 −0.029 * −0.027

Slovenia
At least one daughter within 25 Km 0.035 0.010 −0.058 ** −0.019 * 0.033 *

Austria
Female −0.137 *** 0.004 0.111 *** 0.015 0.008

Slovenia
Female 0.027 −0.007 0.012 0.018 −0.033

Notes: * p-value < 0.1, ** p-value < 0.05, *** p-value < 0.001.

With respect to the gender of the care user, this variable only had an impact in Austria.
In comparison with older male users, women were more likely to receive care from their
informal carers that are supplemented by care services and less likely to receive IC only.
Where significant, the AMEs for the gender of the care users were, however, of higher
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magnitude than those reported for the geographic proximity of daughters, suggesting a
greater impact of the former in care task division.

4.4. Intersection of Gender, Income, and Care Task Division by Country

Table 6 shows the AMEs for the interaction of the gender and income variables
(i.e., second differences), estimated separately for each country. While the positive associa-
tion of geographic proximity of daughters with IC only for Austria was positive (Table 5),
this overall effect hid important differences across income quartiles as described in Table 6.
It is not present at all in the lower income quartile, and it is actually negative for those in
the uppermost income quartile. This negative association for the fourth income quartile
also held for Slovenia. In Slovenia, the overall positive impact of daughters living nearby
on the exclusive use of formal care (i.e., FC only) seems to be mostly driven by those in
the most affluent income quartile. In both countries, the negative association of daughters
living nearby with the complementation care task model seems to be confined to those in
the first income quartile.

Table 6. AMEs for interaction terms between gender variables and income quartiles within country.

IC Only IC
Specialization Supplementation Complementation FC Only

Austria
1st Quartile × Daughter 25 Km 0.102 ** 0.011 0.019 −0.050 ** −0.044 *
2nd Quartile × Daughter 25 Km 0.114 ** −0.011 −0.034 −0.021 −0.048
3rd Quartile × Daughter 25 Km 0.144 ** 0.012 −0.090 * 0.002 −0.067
4th Quartile × Daughter 25 Km −0.088 * 0.023 0.036 −0.035 0.064

Slovenia
1st Quartile × Daughter 25 Km 0.050 0.011 −0.047 −0.022 * 0.008
2nd Quartile × Daughter 25 Km 0.043 0.001 −0.054 * −0.016 0.026
3rd Quartile × Daughter 25 Km 0.073 0.016 −0.100 ** −0.011 0.022
4th Quartile × Daughter 25 Km −0.157 ** 0.022 −0.018 −0.021 0.174 **

Austria
1st Quartile × Female −0.089 0.021 0.096 * −0.019 −0.010
2nd Quartile × Female −0.116 ** −0.019 0.117 ** −0.008 0.027
3rd Quartile × Female −0.205 ** 0.016 0.102 ** 0.026 0.062
4th Quartile × Female −0.137 ** −0.004 0.118 ** 0.075 ** −0.052

Slovenia
1st Quartile × Female 0.060 0.013 0.009 −0.008 −0.038
2nd Quartile × Female −0.029 −0.027 0.018 −0.003 −0.028
3rd Quartile × Female −0.000 0.011 −0.005 0.014 −0.03
4th Quartile × Female −0.008 −0.005 0.038 0.037 * −0.121 **

Notes: * p-value < 0.1, ** p-value < 0.05.

Based on a multinomial regression model controlling for ADLs and IADLs, cognitive
impairment, education, age, and household size. Weighted results. For each country
and income quartile, male users, and not having a daughter living within 25 Km are the
reference categories respectively. Calibrated cross-sectional individual weights used.

In Austria, the previously reported negative association between being a female user
and the IC-only model (Table 5) was restricted to the two upper-income quartiles (Table 6).
The positive association between the gender of the care user and the supplementation
model, on the other hand, was rather uniformly distributed across income quartiles in
Austria. Being a female user increased the probability of reporting the complementation
model for Austria and Slovenia, but in both cases only for those at the top of the income
distribution. For Slovenia, only among the highest income users did women have a lower
probability of receiving FC only.
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5. Discussion

This study aimed to explore how task division in care for older people may differ
between two countries defined along different forms of familialism—prescribed familialism
(Slovenia) and supported familialism (Austria)—and particularly how socio-economic
condition (SEC) and gender are linked to task division across these forms of familialism. We
hypothesized that the socio-economic gradient would be steeper for prescribed familialism
(Slovenia) than for supported familialism (Austria) (H1). For gender differences, there were
two competing hypotheses: Supported familialism could allow for a wider distribution
of care within families and render the gender of adult children less relevant for care task
division, in effect diminishing gender inequalities (H2.1); or the additional support could
reinforce gender inequalities in supported familialism by associating some types of task
division with daughters (H2.2). Finally, the interplay of gender and SEC inequalities was
also tested, by analyzing whether the provision of informal care only and supplementation
model would be associated with the availability of daughters only for the lower SEC groups
in supported familialism (H3).

Regarding the socio-economic gradient, the results did not fully confirm Hypothesis 1
above. SEC did not have a significant impact on the complementation model nor on
other mixed models of task division in Slovenia. FC only was positively associated with
income in Slovenia, but only for the very affluent, and this association was arguably even
greater in Austria. Slovenia’s model of prescribed familialism includes the legal obligation
of children to contribute to their parents’ costs of home care, while access to home care is
means-tested. Poorer households may thus be targeted to receive publicly-funded care,
particularly in the event of high needs [60]. This could explain the lack of SEC gradient in
the mixed models of care division, which were correlated with higher need, and the lower
than expected SEC gradient in FC only in Slovenia. For Austria, however, the SEC gradient
for FC only was quite pronounced, despite the Pflegegeld and higher availability of care
services. One possible driver for these SEC differences in Austria could be the option to
outsource care to 24-h carers; an option of defamilialization through the market that has
been positively associated with more affluent users of cash benefits in similar contexts [61].
It is worth bearing in mind that SEC here refers only to economic resources (income) and
not to education, even though the two are correlated.

Where the SEC gradient was indeed steeper for Slovenia, it was for IC only. It could
have been expected that the legal obligation to contribute to their parents’ costs of home
care could incentivize more affluent families to replace care services for informal care, to
circumvent such payment obligations. This was not confirmed by the data and there are
several possible reasons for this. First, equity release to pay for residential care seems to be
an accepted potential option in Slovenia [33]. In addition, intergenerational cohabitation is
known to be concentrated among the more affluent [62] and this type of living arrangement
is more predominant in Slovenia. It is possible that informal care provided within the
household is higher among higher-income families and therefore not captured by the
IC-only model as currently defined—due to data constraints, the IC-only model includes
informal care received from outside the household and excludes care provided by members
of the same household. The country differences in IC only could also be attributed to the
greater leeway to outsource care afforded by the Pflegegeld in Austria. These results were
robust to the measure of SEC used. The evidence of pro-rich inequalities in FC only and the
negative association of IC only with SEC are thus in line with findings from other studies
on the use of care [11,12,24].

Regarding gender inequalities in caregiving, these were more evident in Austria than
in Slovenia. Having a daughter living no farther than 25 km increased the chances of receiv-
ing IC only in Austria alone, while greatly reducing the chances of the complementation
model in both countries. This is in line with other studies on gendered task division [7,46].
The notable exception to traditional gender roles was found in Slovenia, where the prox-
imity of daughters was positively associated with FC only. Findings thus support the
proposition that supported familialism may reinforce gender inequalities [6], lending cre-
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dence to Hypothesis H2.2 rather than Hypothesis H2.1. Regarding care receiving, the
literature offers little guidance as to the expected direction of inequalities and underlying
causal pathways. Results did show that older women in Austria were more likely to
receive care in the supplementation model, which in turn is associated with daughters as
potential informal carers. This association of mothers (users) and daughters (carers) seems
to reflect closer bonds and shared preferences between the two [63]. Similarly, older women
in Austria were less likely to receive IC only in line with findings from at least another
study [42].

The gender differences across income groups (H3) indicate the different ability of
families to defamilialize through the market according to their SEC, albeit with limited
country differences, except for IC only. Results thus only partially give credence to Hy-
pothesis H3. The proximity of daughters was positively associated with IC only but only
for the middle-income quartiles in Austria. For higher-income families both in Austria
and Slovenia, this association with IC only was negative. This could indicate a greater
ability by higher income families to defamilialize through the market [6,19]. Indeed, for
Slovenia, the proximity of daughters was also positively associated with exclusive use of
formal care only in the uppermost income quartile. The complementation of tasks—which
is associated with greater choice and with male carers [7,46]—was less likely to take place
when daughters lived in proximity. This effect, however, only held for the lower income
quartile and again for both countries. For female users, results showed that they were less
likely to receive IC only among the two higher income quartiles in Austria only, even after
controlling for living arrangements and care needs. Again, this could indicate a greater
ability by higher income families to defamilialize at least part of care (i.e., by not relying
exclusively on informal care).

6. Conclusions

This study contributes in two novel ways to the literature on the use of different forms
of care. First, it carries out a comparative exploration of the differences in care task division
between countries, which was until now absent from this strand of literature [8]. Secondly,
it provides a much deeper understanding of socio-economic and gender inequalities in
care by expanding the dichotomy between formal and informal care or carers [64,65] to
include mixed models of care and considering inequalities in the context of care tasks.

These findings have several policy implications. Despite or perhaps because of its
generosity, the supported familialism model in place in Austria did not alleviate gender
inequalities in both caregiving and care provision, in comparison with the prescribed
familialism prevailing in Slovenia. This raises questions regarding whether generous cash
transfers have a sizeable impact on gender inequalities within the variations of familialism.
At the same time, the ability of families to defamilialize through the market was indeed
associated with SEC, but differences between the two countries were smaller than expected.
The option to outsource care to the market may thus be outside the possibilities of lower-
income households and require more targeted transfers. Although mixed forms of care as
a whole represented a minority of users, they were overwhelmingly concentrated in the
older age users and those with higher and more diverse care needs. Aging in place and
delayed institutionalization is therefore likely to be best achieved not by exclusive models
of task division (kin or formal care provider independence), but through a combination of
different types of care providers.

There are a number of caveats to consider in this study. First of all, the sample size
for the IC specialization and complementation models in Slovenia is small. Alternative
possibilities to increase the sample size, such as merging consecutive waves of SHARE,
were not feasible given the lack of absolute comparability of questions across waves.
This may limit the statistical significance of results for these models for Slovenia, even
though it is unlikely that the study has falsely identified significant effects, since a small
sample size increases the probability of a type II error (false negative). The findings should
nonetheless be considered exploratory for these models. The employed typology considers
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only informal care provided from outside the household, thus leaving aside spousal or
filial care provided within the household. This is likely to underrepresent the contribution
of informal care where intergenerational cohabitation is relevant. To address this, all
estimations have household size as a control variable. As with most studies on the use
of care among older individuals, there is potential for self-selection due to mortality and
institutionalization [66]. Both risks disproportionately affect people of low SEC and may
thus impact the measurement of SEC inequalities. Institutionalization may also account
for a higher prevalence of IC only in Slovenia, as this country has a higher share of older
people cared for in institutions (5% of 65 + are in institutional care in Slovenia, a proportion
approximately twice as high as in Austria [67]). Finally, the task division models used in
this study do not account for care intensity. It is possible that mixed care models of task
division correspond to lower the intensity of care by informal carers, even in the cases
where informal carers provide both home help and personal care. This could not, however,
be established with the data used in this study.

To conclude, this exploratory study makes the case for analyzing gender and SEC
inequalities in care through the lens of care task division, particularly across different
forms of familialism. Findings suggest that supported familialism, even when generous, is
associated with a traditional gendered task division. Besides this, we find limited evidence
of variability in the SEC gradient of task division between strands of familialism, but
pervasive signs of within-country SEC inequalities in the division of tasks between formal
and informal carers. This study is based on the example of two countries. However,
given the preponderance of different strands of familialism across Europe and in recent
policy developments, its findings have a broader relevance within the policy and research
discussions around long-term care reforms and development.
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