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Introduction
This report provides an overview of how public and
private (both for-profit and non-profit) provision of care
homes for older people has changed over the last
decade. Even though there has been considerable
change in the size and ownership of care homes, there
are no EU-wide harmonised data disaggregated by type
of ownership and/or the economic purpose of service
providers. The report draws together the available data
and also provides information from studies, evaluations
and surveys about the differences between the
accessibility, quality and efficiency of services provided
in public and private care homes for older people. The
information was gathered mainly through a literature
review and by Eurofound’s Network of European
Correspondents, which provided data from national
statistical offices and studies.

Policy context
Most of the debate and policy initiatives at the EU level
on long-term care do not make specific reference to
public or private provision. In the 2017 Annual Growth
Survey, which kick-starts the European Semester
process, the European Commission called for further
investment in long-term care in order to decrease the
burden on informal carers. It also highlighted the need
to increase the efficiency and accessibility of long-term
care, given the expected rise in expenditure due to the
ageing of the population and technological
advancements. The Social Protection Committee has
argued that long-term care systems must also boost
preventive healthcare, rehabilitation and independent
living. Country Specific Recommendations tend to focus
on improving the cost effectiveness and cost efficiency
of expenditure on long-term care, while ensuring the
accessibility of services and improving service quality
and provision. The European Social Pillar includes the
right to affordable long-term care services of good
quality, in particular home care and community-based
services.

Key findings

Trends in provision

Over the last 10 years, there has been an increase in the
number of care homes in nearly all the countries for
which there are data available. In Romania, Slovakia
and Slovenia, the number of private care homes has
doubled (albeit from a very low starting point). At the
same time, the number of public care homes is either

decreasing (Croatia, the Czech Republic, France,
Germany, Norway, Slovenia and the UK (Scotland)), or
growing at a slower pace than private care homes
(Cyprus, Lithuania, Romania and Slovakia). Malta and
Spain are an exception to this trend, with the number of
public care homes increasing faster than private ones in
both countries.

Over the last decade the number and share of places
have increased in private care homes to a greater extent
than in public care homes in all countries for which
there are data, with the exception of Spain. Places in
non-profit care homes increased more than in homes
run by for-profit providers in Belgium and Norway,
whereas the opposite was the case in the UK (Scotland).
The latest data show that private provision constitutes
more than two-thirds of the total number of places in
Greece, the Netherlands (where it is almost entirely non-
profit), the UK (Scotland), Ireland, Spain, and Belgium.
The public and private share of places is more or less
the same in France, Austria, Malta, Lithuania and
Romania. Public provision constitutes approximately
70% of the total number of places in the Czech Republic,
Lithuania, Poland, Slovakia and Slovenia, and nearly
90% in Norway. In some countries there are marked
differences between the size of public and private care
homes. In Slovenia and Malta public care homes have
twice the average number of places as private ones.
Over the last decade the average size of private care
homes in the Czech Republic, Malta, Lithuania and
Spain has increased considerably, whereas the size of
public care homes has decreased or remained stable. 

Implications for service delivery

Financial pressures on care home providers are a major
issue (e.g. in the UK), one that is increasing with the
rising number of people needing care, the costs of
providing services and recruiting staff, and the
promotion of quality for users. In some countries,
private care homes provide fewer specialist medical
services than public care homes. As private provision
increases, costs to users are likely to become a more
significant issue unless there is an increase in public
benefits to subsidise funding. There are also differences
in the location of different types of care homes, with
private care homes more likely to be found in affluent
urban areas. The types of residents prevalent in each
type of care home are influenced by the profitability of
the services they require – residents who require less
profitable care services are more likely to be in public
care homes. In most countries where information about
staff-to-resident ratios was available, there were more
staff per resident in public care homes.

Executive summary
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There is a lack of agreed quality indicators, particularly
on quality of life for service users in long-term care. The
range and quality of services in public and private care
homes differ from country to country, with studies
tending to focus on the aspects of quality that are easier
to measure. Differences have been reported in terms of
having a single room, level of hygiene, the residents’
choice of food and activities, attitude of staff, nutrition,
continuity of care, preventive healthcare and care
practice.

Comparison of cost efficiency of public and private care
homes seem to be greatly influenced by staff costs and
differences in the types of resident, with public care
homes often having a higher share of residents with
health complications or who are less profitable.

Policy pointers
Importance of analysing possible trade-offs between

efficiency, quality and accessibility of services: Several
studies highlight how private providers are facing a
dilemma between cutting costs by decreasing the
quality of service or increasing prices and thus losing
competitiveness. Studies that document differences
between different types of providers need to document
whether improvements in one area come at the expense
of others. 

Clear common definitions essential: In order to better
monitor the extent of public and private provision, it is
essential to have clear common definitions that allow
gathering data about the different types of long-term
care services and providers. Definitions and data about
public, for-profit and non-profit provision should take
into account the legal status, ownership and economic
activity of providers.

Need to aggregate and review studies systematically

at national and European level: The studies gathered in
this report provide an indication of the differences in
the accessibility, quality and efficiency of services. With
results differing between studies and between
countries, to gain more definitive conclusions about
differences in service delivery it is important to
aggregate and review studies systematically, at national
and European level. Findings and data can be used at
European level (in particular, in the European Semester)
to better understand the extent of different types of
service provision.

Care homes for older Europeans: Public, for-profit and non-profit providers 
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This report presents the findings of Eurofound’s
research on the provision of services in care homes for
older people; it is part of the Agency’s ongoing research
into the private provision of social services. The
research started with exploratory case studies looking
at the private provision of health and social services,
and continued with research into the private provision
of hospital services (Eurofound, 2015; Eurofound, 2017).

The main objective of this research is to determine to
what extent and in which areas private providers are
expanding and/or replacing the public sector in the
delivery of services. This report shows that over the last
10 years, public provision of care homes has decreased
(or increased to a lesser extent) than the private
for-profit sector. Furthermore, the report aims to
discover the implications of increased private provision
in relation to service delivery, looking at the differences
in accessibility, quality and efficiency of public and
private (for-profit and non-profit) provision of services.
The report starts with a description of the policy context
and then sets out the data emerging from studies on
public and private provision, concluding with a
summary and key messages for policymakers about
how reform can best meet service user needs.

Scope and definitions
The area of study in this research is care homes for older
people, with a focus on the differences between public
services and private services (both for-profit and
non-profit). This report uses the definition of care
homes by Huber et al (2009): 

institutions and living arrangements where care and
accommodation are provided jointly to a group of
people residing in the same premises, or sharing
common living areas, even if they have separate
rooms. This does not include, however, temporary or
short-term stays, such as respite care 

(Huber et al, 2009, p. 21)

This definition covers nursing and residential care
homes for older people and corresponds approximately
with NACE codes 87.1 and 87.3.1 The definitions of
residential care and nursing homes used in this research
are adapted from those established by WHO and the
OECD. Residential care is defined as ‘accommodation
and support for people who cannot or who do not wish
to live in their own home’. The services in residential

care may include social care, group activities, personal
care, help with performing daily tasks (such as general
mobility, dressing, personal hygiene and eating) and
medical care (various levels of nursing care and therapy
services) (WHO, 2004). 

Nursing homes are defined by WHO as ‘high
dependency care facilities primarily engaged in
providing inpatient nursing and rehabilitative services
to individuals requiring nursing care’. Staff can also
provide acute healthcare, assistance with day-to-day
living tasks and assistance towards independent living
(WHO, 2004). The types of nursing homes included in
this research correspond, to a great extent, to those
included in the definition of long-term nursing care
facilities in the OECD, Eurostat and WHO System of
Health Accounts, which encompasses homes for older
people with nursing care, care homes, nursing homes
and rest homes with nursing care (OECD, Eurostat and
WHO, 2011).

This study does not include sheltered housing,
independent and assisted living facilities, hospices or
other establishments focusing on palliative care, the
terminally ill and convalescence. Furthermore, the
study does not include semi-residential care services
such as respite or day care, or temporary stays in care
centres for social services, or establishments referred to
as hospitals or health centre wards primarily engaged in
providing inpatient long-term nursing and rehabilitative
services to persons requiring convalescence. Service
provision for children and working-age adults with
physical and mental disabilities is also outside the
scope of this study as these services are of a different
nature and it would be difficult to compare the findings
of studies linking ownership with service delivery.

The division and definition of public and private services
can be made according to criteria such as legal status,
ownership and economic activity. With regard to private
service providers, it is important to highlight whether
their services have been contracted out by the public
sector or are part of public policy in some other way, as
the conditions in which services are provided is similar
to public provision. However, data on the number of
subsidised places in private care homes are very limited.
Therefore, the data and studies compiled in this report
focus on public and private provision defined and
differentiated by type of ownership, legal status, and/or
economic activity. The definitions of public and private

Introduction and methodology

1 Statistical Classification of Economic Activities in the European Community (‘NACE’ in French).
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used in this research are those used by the European
Commission’s study on social services of general
interest (SSGI) (European Commission, 2011) and the
report Facts and figures on healthy ageing and long-term
care (Rodrigues, Huber and Lamura, 2012). ‘Public
providers’ means ‘organisations in which public
authorities (e.g. Ministry, municipalities) directly
manage or have power to appoint management’
(Rodrigues, Huber and Lamura, 2012, p. 95).

Private service providers are defined as ‘providers which
are not public authorities or other bodies governed by
public law’ (European Commission, 2011, p. 311).2 They
can be either for-profit or non-profit and include
services commissioned by a public authority to private
providers. Non-profit providers are defined in the
Commission’s SSGI study as 

institutions or organisations created for the purpose
of producing goods and services whose status does
not permit them to be a source of income, profit or
other financial gains for the units that establish,
control or finance them. 

(European Commission, 2011, p. 312) 

This can include organisations whose board of directors
is composed of volunteers, as well as organisations
managed or owned by religious or civil society bodies
(e.g. unions, political parties, cooperatives) (Rodrigues,
Huber and Lamura, 2012, p. 95). Private for-profit
providers include organisations controlled by
shareholders or that are privately owned (Rodrigues,
Huber and Lamura 2012, p. 95). Whenever the studies
and the data available make it possible, a distinction is
made between for-profit and non-profit provision.
However, many countries do not provide data making
this disaggregation, which is fraught with
methodological difficulties.

As in previous research carried out by Eurofound in the
fields of health and long-term care services, the
definitions of accessibility, quality and efficiency used
here are very broad in order to identify as many
differences between public and private provision as
possible. In the case of accessibility, this would
comprise aspects covered in the third European Quality
of Life Survey: availability (such as waiting lists and lack
of services); access (for example, due to distance or
opening-hours) and affordability. No information was
found about other differences in other aspects of
accessibility explored in previous Eurofound research,
such as population coverage, waiting times and lists,
and information (Eurofound, 2013a; Eurofound, 2014b).

Quality is analysed in this report in terms of structure,
process and outcomes. Some of the aspects analysed in
this report and in the fourth European Quality of Life
Survey are: quality of the facilities (buildings, rooms and
equipment); expertise and professionalism of staff;
personal attention given to residents; and being
informed about care. It also includes elements of quality
that are part of the European Quality Framework for
long-term care services, such as respect for human
rights and dignity.3 With regard to efficiency, the studies
included in this report analyse both technical and cost
efficiency. 

Methodology
Research started in 2016 with an literature review
focusing on care homes in Europe and the extent and
impact of private provision. This helped to identify
issues and knowledge gaps to be explored further by
Eurofound’s Network of European Correspondents. This
network is based in all EU Member States and Norway
and provides information about the situation in the
respective country on such matters as the labour
market, employment policies and company
restructuring, as well as related social policy topics.

In April 2016, correspondents received a questionnaire;
they provided their input largely over the summer. The
questionnaire asked for information on the following
topics:

£ the definitions of residential care, nursing homes
and public and private services used at the national
level

£ data about the volume of public and private (for-
profit and non-profit) care home provision in the
last 25 years (from 1990 to 2016), including
explanations for the changes in the proportion of
services provided by the private sector

£ a description of the responsibilities for regulation,
organisation, financing and delivery of services

£ a description of relevant political and legal
initiatives directly affecting care homes

£ a description of the differences between public and
private care homes in relation to their staff and the
services provided (including their quality,
accessibility and efficiency)

£ an assessment of the future of public and private
provision of care homes.

Care homes for older Europeans: Public, for-profit and non-profit providers 

2 Bodies governed by public law are defined as being established for the specific purpose of meeting needs in the general interest (such as not having an
industrial or commercial character); having legal personality and financed, for the most part, by the State, regional or local authorities or subject to
management supervision by those bodies; or having an administrative, managerial or supervisory board, more than half of whose members are appointed
by the State, regional or local authorities, or by other bodies governed by public law (European Commission, 2011, p. 311).

3 The European Quality Framework for long-term care was developed in 2012 as part of a European research project. It includes principles and guidelines
for the wellbeing and dignity of older people in need of care and assistance (WeDO, 2012).



5

In addition, a questionnaire was distributed in
December 2016 to all member organisations of AGE
Platform Europe, the European network of non-profit
organisations of and for citizens over the age of 50. This
was to obtain feedback from the point of view of
services users about the perceived differences between
public and private provision (with regard to
accessibility, availability and quality of services). This
information was complemented by a webinar in April
2017 with AGE Platform Europe members from Belgium,
the Czech Republic, Denmark, Finland, Germany,
Greece, Ireland, Italy, Malta, the Netherlands and Spain.

Review and synthesis of findings 
The information gathered through in-house research,
from the Network of European Correspondents and in
consultation with members of AGE Platform Europe
included different types of evidence, such as inspection
reports, academic studies, policy statements and the
opinions of experts. This report synthesises the
information by clustering thematically the documented
differences between public and private care homes. The
findings of this research and the policy pointers that
could be derived from them were discussed at meetings
in March and April 2017 between social partners,
academic experts and associations of service users and
providers.

EU policy context

Long-term care policy monitoring and
governance 

Since 2006, long-term care has been a key element of
the Open Method of Coordination on Social Protection
and Social Inclusion (known as the Social OMC). The
reform of the Social OMC in 2005 included the
incorporation of health and long-term care to this
process. In addition to the main principles of the Social
OMC, an objective was set for long-term care (‘ensuring
accessible, high-quality and sustainable long-term
care’). The Communication from the European
Commission setting out this new Social OMC makes
reference to the need for coordination between public
and private institutions by ensuring a rational use of
resources in order to achieve this objective (European
Commission, 2005).

Since 2010, the coordination of national economic
policies aiming to reach the objectives of the Europe
2020 strategy takes place in the framework of the
annual European Semester. The objectives of this
process include: ensuring sound public finances;
avoiding excessive government public debt, and
fostering structural reforms that create jobs and growth.
The scope and direction of the national programmes
drafted by Member States as part of this process are
directed by a set of integrated guidelines for economic

and employment policies. The 2015 employment
guidelines for Member States and the Union make
reference to the promotion of work–life balance
through access to affordable, good quality early
childhood education, care services and long-term care
(Council of the European Union, 2015).

The European Semester process starts with the
European Commission’s Annual Growth Survey, which
provides guidance by setting general economic goals
and recommendations for the euro zone. The Annual
Growth Survey in 2017 calls for further investment to
develop long-term care in order to decrease care
obligations, highlighting the negative impact that they
have on the labour market participation of women. The
survey also makes reference to the need to increase the
accessibility and efficiency of long-term care in order to
address increases in public expenditure driven by
ageing and technological developments (European
Commission, 2016c).

In addition, a ‘reinvigorated’ Social OMC process
continues. From 2011 onwards, Member States prepare
National Social Reports that are used as the basis for
the Social Protection Committee (SPC) annual report,
which includes an assessment of progress made
towards meeting the Europe 2020 target on reducing
poverty and social exclusion. This is then fed into the
European Semester process (Social Protection
Committee, 2011; Social Protection Committee, 2012).
The work of the SPC also includes a thematic report
about the challenges faced in long-term care provision
and the policy responses they require (Social Protection
Committee and European Commission, 2014). The
report makes reference to the public–private divide in
funding, but not in relation to service provision.

Each year, the European Commission analyses each
national government’s actions as stated in their
National Reform Programmes and, together with the
Council of the European Union, issues Country Specific
Recommendations (CSRs) to each Member State. In
2014, six countries received recommendations in the
field of long-term care. Curbing expenditure by making
actions more cost effective was the most frequent
recommendation made that year, with some countries
being asked to ensure the accessibility and quality of
services (the Netherlands) and the development of
home care (Slovenia) (European Commission, 2014). In
2015, Austria was urged to improve long-term care
provision in order to improve the labour market
participation of women and older workers, and Finland
and Slovenia were encouraged to adopt and implement
reforms in their healthcare and long-term care systems.
In 2016, the European Commission and the Council of
the European Union gave Estonia, Slovenia and Spain
CSRs, making explicit reference to the accessibility and
cost efficiency of long-term care. In 2017 Slovenia was
recommended to adopt the planned reform of
long-term care, increasing the cost effectiveness,
accessibility and quality of care. 

Introduction and methodology
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In parallel to this governance process, the European
Commission monitors developments in long-term care
using a horizontal assessment framework (HAF) similar
to the one used for pensions and healthcare. These
thematic assessment frameworks, carried out by DG
ECFIN for the Economic Policy Committee (EPC),4 aim to
identify medium- and long-term risks for fiscal
sustainability that require structural and fiscal reforms.
Generally speaking, those countries where there is a
CSR on long-term care have also been identified as
experiencing structural fiscal challenges (European
Commission, 2014). In 2016, the assessment concluded
that the Czech Republic, Estonia, Latvia, the
Netherlands and Poland can increase efficiency in
spending by transferring care from institutions to home
care. The ratio of unit costs per dependant in
institutional care was deemed to be ‘very high’ in Malta,
the Netherlands, Poland and Sweden (European
Commission, 2016a).

In December 2016, the European Commission presented
a proposal to review EU legislation on social security
coordination. The proposal includes coordination rules
that are (for the first time) specific to long-term care.
The new rules will provide a common definition of long-
term care benefits, criteria to identify them and a list of
benefits in each Member State (European Commission,
2016b). Long-term care benefits will continue to be
coordinated as sickness benefits, where the Member
State in which citizens are insured will provide long-
term care benefits in cash and reimburse the cost of
benefits in kind provided by the Member State of
residence.

In order to strengthen the social dimension of the
Economic and Monetary Union (EMU), in March 2016 the
European Commission published a first outline of a
European Pillar of Social Rights. This outline, which was
made available for public consultation, makes reference
to long-term care as one of the policy domains under
the category ‘Adequate and sustainable social
protection’. It includes the need to ensure ‘access to
adequate long-term care services, while guaranteeing
the financial sustainability of long-term care systems’,
which requires ‘increased efforts in improving the
provision and financing of long-term care’ (European
Commission, 2016e). The European Commission
recommendation establishing the Pillar sets out a
number of key principles and rights, which include the
right to affordable long-term care services of good
quality – in particular, home care and community-based
services (European Commission, 2017).

EU policy initiatives regarding long-term
care

In 2010, a voluntary European Quality Framework for
Social Services was developed, which includes
‘supporting coordination among service providers so as
to achieve a comprehensive and integrated delivery of
social services’ as a quality criterion (Social Protection
Committee, 2010). At the end of 2012, which was the
European Year for Active Ageing and Solidarity between
Generations, the Council of the European Union
adopted the Guiding Principles for Active Ageing and
Solidarity between Generations. These principles aimed
to provide orientation to national governments as to
how to continue to promote active ageing. One of these
principles is maximising autonomy in long-term care by
ensuring the autonomy and participation of people in
need of help and care (Council of the European Union,
2012).

Also in 2012, the European Commission launched the
Employment Package, which consisted of a set of policy
documents that identified areas with a potential to
create jobs, as well as identifying ways Member States
could create them. Health and social care were
identified as sectors with potential for job creation, but
acompanied by many challenges such as the ageing and
shrinking workforce, poor pay, demanding working
conditions, the need for new skills associated with
technological change and a growing proportion of the
population with chronic conditions (European
Commission, 2012a).

The Social Investment Package published by the
European Commission in 2013 to address the social
consequences of the economic crisis included the staff
working document Long-term care in ageing societies –
Challenges and policy options (European Commission,
2013). This document describes briefly the public–
private mix in the funding and delivery of long-term care
in Europe, and the advantages and drawbacks of public
and private provision. It also highlights the challenges
that future demand for the provision of long-term care
will pose for public budgets. The document also
proposes using the SPC as a focal point for long-term
care-related activities across European Commission
services.

In addition to the SPC, the EPC also provides
information about long-term care and other age-related
expenditure. The economic and budgetary projections
up until 2060 are done on the basis of different
scenarios, which include variations in public spending
on formal home care in homes and in institutions, and
variations in cash benefits. In these projections, private

Care homes for older Europeans: Public, for-profit and non-profit providers 

4 The EPC advises and contributes to the work of the European Commission and the Economic and Financial Affairs Council and in the areas of economic
policy and public finances.  
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expenditure on long-term care is put together with
informal care provision. Therefore, the scenarios
foresee increases in public provision influenced by a
shift from informal care, without taking into
consideration changes in privately funded services.
Some scenarios include not only the provision of
publicly funded institutional and home care, but also
public benefits in cash, which can be used to fund
private care homes (European Commission, 2015).

The European Commission and the EPC have also
published a joint report on healthcare and long-term
care systems and fiscal sustainability. The report gives
an overview of the challenges for long-term care
systems and gives a list of policy options that countries
could follow in order to resolve them. The options to
ensure the fiscal sustainability of healthcare spending
include the improvement of reimbursement
mechanisms and enhancing service provider

competition (European Commission, 2016f). Both
options are perceived as important tools for ensuring
the fiscal sustainability of long-term care spending,
used by a majority of the countries surveyed as part of
the report.

The European Commission’s Directorate General for
Communications Networks, Content and Technology
(DG CONNECT) also carries out activities that are linked
to residential care in the framework of the European
Innovation Partnership on Active and Healthy Ageing,
which was initiated in 2011. These partnerships aim to
be transversal initiatives that bring together all relevant
stakeholders in order to speed up innovations to tackle
societal challenges. One of the three objectives of this
partnership is to support the long-term sustainability
and efficiency of health and social care systems, with
one of the action groups that form the partnership
focusing on integrated care. 

Introduction and methodology
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This chapter presents the data available from different
sources about public, non-profit and for-profit care
home service provision, and how it has changed over
the last 10 years. Care home provision takes place in a
context of longstanding diversification of long-term care
services. Long stays in hospitals have been replaced in
all countries with care home and home care services
(Wittenberg, Sandhu and Knapp, 2002). In particular,
since the mid-1990s,  there has been a shift towards
more investment in home care (OECD, 2005). This
reflects the preference of most European service users
to receive care in their own home. In a Eurobarometer
survey, around 80% of those surveyed expected and/or
preferred to receive care in their home, whereas less
than 10% preferred and/or expected care in a nursing
home (Eurobarometer, 2007).

In this context, policymakers need to decide how to best
provide long-term care services. The new public
management (NPM) discourse has advocated for
increased private provision on the grounds that
competition between service providers will increase the
quality and efficiency of services at a reduced cost to
the public sector (Hermann and Verhoest, 2012). The
reforms in the public sector inspired by NPM put the
emphasis on performance, contractualisation and the
adoption of management practices from the private
sector. Market mechanisms and quasi-markets have
been introduced so that different types of providers
compete with one another. These reforms and market
mechanisms include tendering, commissioning, user
choice, user fees, and vouchers (Rodrigues,
Leichsenring and Winkelmann, 2014). In its 2010 report
on long-term care in Europe, the World Bank stated that 

The main public policy question vis-à-vis provision is
whether to ‘make or buy’, that is how much formal
long-term care services should be provided by the
public sector and how much should be contracted out
to private facilities.

(World Bank, 2010, p. 12) 

The report made a recommendation ‘to think
proactively’ about how to leverage reforms in the
long-term delivery of care services and encourage

private sector provision: ‘This depends a great deal on
long-term care financing policies and the overall
regulatory environment’ (World Bank, 2010, p. 9).

Service delivery data from
previous studies
The data available about care home provision
disaggregated by ownership come from estimates from
experts, national studies and national statistics. For
example, the European Commission study on social
services of general interest (SSGI) (European
Commission, 2011) provides estimates of the relative
volume of private provision of long-term care services.
The study also underlines difficulties in collecting data
disaggregated by ownership, such as the mixed
economy in the funding and provision of services, the
fragmentation of services, the lack of data in many
countries about service providers outside of the public
sector and the fact that long-term care includes both
health and social care. This affects the reporting of the
services available since data about health and social
care are gathered separately. The authors of the study
also call for standardised definitions of for-profit and
non-profit provision.

The data in Table 1 show the share of private
expenditure (both for-profit and non-profit) as reflected
in the SSGI study. Care homes are almost exclusively
privately provided in the Netherlands, Germany and the
UK (England and Scotland). In the Netherlands, care
home services are by law provided entirely by the
non-profit sector. In Germany, non-profit provision is
also predominant, although there are significant
regional variations. On the other hand, in the UK
(England and Scotland) private provision is mainly
for-profit. Private provision constitutes 20% or less of
the total in the Nordic countries, some eastern
European countries (Estonia, the Czech Republic,
Romania and Slovenia) and Greece, where formal
provision of long-term care is very limited. The SSGI also
highlights the lack of cross-sectional data and that the
data available show a shift towards private provision,
driven by the increase in vouchers and cash benefits.

1 Trends in care provision over time 
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Another source of data is the study Facts and figures on
healthy ageing and long-term care: Europe and North
America (Rodrigues, Huber and Lamura, 2012). Part of
the information available in the study comes from  data
collated in the FP7 research project INTERLINKS (Allen
et al, 2011). The data in this study (shown in Figure 1)
illustrate again that private provision is particularly high
in the Netherlands (where it is almost entirely

non-profit), Germany and the UK (where it is mainly
for-profit). The data also confirm that most services in
the Nordic countries and in eastern Europe are provided
by the public sector. The authors point out that the
public–private mix seems to be determined, to a great
extent, by path dependency – for example, who the
main provider was when services started to be
developed.

Care homes for older Europeans: Public, for-profit and non-profit providers 

Table 1: Share of care homes provision in Europe  

Country Private for-profit Private non-profit Year Unit

Austria 22% 29% (no information) Residential care beds

Belgium (Wallonia) 32% 29% (no information) Residential nursing home beds

Belgium (Flanders) 12% 49% 2007 Residential care beds

Czech Republic 16% (no information) Residential care places

Estonia 80% (no information) Residential care places

France 17% 28% 2008 Residential care beds

Germany 34% 59% 2007 Residential care home places

Greece Approximately 1% (no information)

Hungary 37% 2006 Residential care beds

Ireland 65% 9% (no information) Residential care places

Italy 22% 43% 2005 Residential care beds

Netherlands 100% (no information)

Norway 4% 6% 2008 Long-term care institutions

Romania 17% (no information) Residential care places

Spain 27% 27% (no information) Residential care services

Slovenia 14% 2007 Residential care beds

Sweden 17% 2009 Individuals living in all types of residential
and sheltered housing

UK (England) 76% 16% 2009 Residential care homes

UK (Scotland) 75% 11% 2007 Residential care home places

Source: European Commission, 2011. 
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Service delivery data from
Network of European
Correspondents
The data gathered at the national level presented in this
section are based on different definitions and
classifications of care homes, as in some countries there
is not a clear division between residential care and
other long-term care services.5 Whenever possible, the
data correspond to residential care. For example, in
Finland, sheltered housing (also called service housing)
includes group homes as well as sheltered
accommodation where residents have their own
apartments. In regular sheltered housing (tavallinen
palveluasuminen), staff are not present at night (but
residents often have alarms to call for assistance in an
emergency). In 24-hour sheltered housing (tehostettu
palveluasuminen), staff are present in the facility around
the clock. In this report, only data about 24-hour
sheltered housing are included, together with
residential homes (vanhainkodit). On the other hand,
the data gathered in Sweden on special/sheltered
housing (särskilt boende) do not include a breakdown of
the different services it provides (such as care
institutions, service homes or group homes for people
with dementia). A description of the types of care

homes, places and service users included in each
country is provided in the annex. Whenever possible,
the data presented in this study focus specifically on
care homes for older people. In Latvia for example, only
those centres that are in NACE code 87.1 in the company
register, and that provide health and social care services
for older people, are included in this study. Only five
undertakings (four local government institutions and
one private limited liability institution) from NACE code
87.1 in the national register were care homes for older
people. Other establishments in this NACE code, such as
sports rehabilitation centres, family support activities,
institutions for people with mental impairments, former
hospitals that now provide inpatient long-term nursing
and rehabilitative services, and institutions providing
other healthcare services, are not included. 

The data reflect only those institutions that are officially
registered, which can include organisations that own
several care homes (as in the case of Hungary); this
omits care homes that operate in the grey economy. In
the Czech Republic, for example, the Ombudsman’s
Office estimates that at least 70 illegal residential social
services facilities are in operation, while the Minister of
Labour and Social Affairs estimates their number at
around 80. These facilities represent a 7% share of the
market (based on a total number of 987 providers
recorded in the Ministry Register).

Trends in care provision over time

Figure 1: Distribution of providers of care homes according to ownership (%)
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Note: In Spain,  Italy, the Netherlands and Slovakia, only data combining residential and home care are available. In Spain, no clear distinction
can be made between for-profit and non-profit providers. Non-profit providers include all those with a formal contract with autonomous
communities; private for-profit providers include those with an authorisation only.
Source: Rodrigues, Huber and Lamura (2012).

5 The number of countries in the figures in this report varies, as data corresponding to more than one year were only available in a limited number of
countries. 
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Number of care homes

The data in Figure 2 show that less than one-quarter of

the total number of care homes in Greece, Germany, the

UK (Scotland), Ireland and Italy were public. In the case

of Greece, there are only two public care homes for

older people. Public provision constitutes more than

half of the total in the Nordic countries and in central

and eastern Europe (with the exception of Croatia,

Lithuania and Romania). 

Taking into consideration the changes in the total

number and share of care homes over the last decade

(displayed in Figures 3 and 4), the number of public care

homes has increased considerably in Slovakia (by 39%

between 2004 and 2017) and in Romania (by 30%

between 2008 and 2014). In both countries, this is

coupled with a much higher growth in the number of

homes in the private sector. In Romania, the number of

private care homes increased from 42 in 2008, to 141 in

2014. In Slovakia, there were 116 private care homes in

2004 and 267 in 2017. Consequently, the share of private

provision has increased: private care homes in Romania

constituted around one-third of the total in 2008,

whereas in 2014 they represented more than half of all

care homes.

Care homes for older Europeans: Public, for-profit and non-profit providers 

Figure 2: Share of care homes by ownership type (%)
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Trends in care provision over time

Figure 3: Changes in the number of care homes in the last 10 years (%)

Note: Private encompasses both for-profit and non-profit. Data on for-profit provision (economic activity) and non-profit provision (statutory
activity) in Poland correspond to establishments ensuring 24-hour care (placówki zapewniające całodobową opiekę). 
Source: Network of European Correspondents. 
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The increase in Romania represented a growth of 236%;
this can be partly explained by the reform of its health
system in 2009, when health insurance was
discontinued for 66 public hospitals due to high
operating costs and the low numbers of patients
(Eurofound, 2014b). These hospitals were closed down
in April 2011, although some later reopened as nursing
and residential care homes for older people. Of these,
19 were operational in 2015, with a total of 966 beds and
896 enrolled beneficiaries. European structural and
investment funds also played a role in the development
of private care home services. From 2007 onward,
several funding opportunities were available to NGOs to
‘rehabilitate, modernise, develop and equip social
service infrastructure’; the eligibility of such NGO
private projects was restricted to the north-east and
Bucharest-Ilfov regions (Ministry of Regional
Development and Public Administration, 2011). 

The increase in the number and share of private care
homes in Slovakia took place in a context where private
providers were eligible for public grants only in cases
where services could not be publicly provided. This rule
was declared as infringing the right to freedom of trade

and hence unconstitutional by the Constitutional Court
in 2010 (Allen et al, 2011). 

The number of public and private care homes also grew
(albeit to a lesser extent) in Lithuania, Malta and Spain.
In Lithuania, at the beginning of the 1990s, the
management of public care homes was transferred from
the state to local authorities. By 1994, care institutions
owned by the state already accounted for less than 20%
of the total number of public care homes, with the rest
being managed by local authorities. On the other hand,
in Malta, while the number of non-profit care homes
owned by the church has decreased slightly since 2009,
the number of private and government homes for older
people is on the increase. In 2016 there was an equal
number (15) of church, private and government homes.
The rate of growth in Spain was very similar to that of
Malta, with public care homes increasing by around
25%, with a smaller increase in private care homes. The
proportion of public care homes in Spain has
progressively increased since 2007. Before 2011, the
residential care centre sector had increases of around
6% per annum. However, public budget cuts and
decreasing purchasing power resulting from the

Care homes for older Europeans: Public, for-profit and non-profit providers 

Figure 4: Changes in private care homes as a share of the total (%)
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economic crisis limited increases to just 0.2% between
2010 and 2011, with subsequent decreases. The crisis
particularly hit those private centres with ‘arranged’
places (that is, with private places subsidised by the
public system). Public administrations reduced the
number of arranged places and public contracts’ prices.
Some media sources were critical of the reductions,
saying that public administrations were paying for
‘arranged’ places at a lower price than their market
value (Aquoras, 2014).

Cyprus is the only country (for which data are available)
where there has been an increase in public care homes
and a decrease in private ones. While public provision has
increased by around 10% over the last decade, around
one-third of private care homes closed, partly due to a
reduction in state funding to non-profit providers.

Another group of countries is that in which there was a
decrease in public care homes at the same time as the
number of private care homes grew: the Czech Republic,
Croatia, Germany and Slovenia. The Social Services Act
came into force in 2007 in the Czech Republic. Service
users can avail of a care allowance to pay for part of the
costs of residential care provision. The conditions that
all types of providers need to meet to be registered and
obtain public funding were unified. In January 2014 the
act was amended to transfer competencies from the
state to the regions in terms of the allocation of
subsidies and the registration of providers.

In Croatia, the number of public social welfare homes
(mostly established by local and regional authorities)
for older and infirm persons decreased from 46 in 2003
to 45 in 2014. All new care homes established between
2003 and 2013 were private (mainly for-profit), with the
market share of private homes increasing significantly
from 15% in 2003 to 27% in 2013. The main driver
behind this increase is the lack of capacity in state and
other public homes to meet the increased demand for
accommodation. 

In Germany, the introduction of long-term care
insurance in 1994 was followed by reforms inspired by
new public management, such as opening the market to
private providers to increase competition, introducing
contract management between the state and the
providers, and the allocation of public funding by care
insurers who also negotiate contracts with providers.
This has led to an increase in for-profit providers within
the care infrastructure and the restructuring of
organisational forms of care provision – especially in the
case of non-profit providers (Theobald, 2012). The
number of public care homes in Germany decreased by
14%, from 649 in 2003 to 555 in 2013. During this period,
the number of non-profit providers increased by 29%

and for-profit providers by 49%. As a result, the share of
care homes that are private (both for-profit and
non-profit) grew to 95% of the total.

In Slovenia, private sector providers started to provide
residential care in 1999 in order to meet the demand
that could not be met by the public sector and to offer a
wider range of services. Between 2007 and 2015, the
number of public care homes decreased from 74 to 59,
while the number of private care homes increased from
14 to 39.

The last group of countries where both public and private
provision declined include France, the UK (Scotland) and
Norway (except in the case of non-profit care homes,
which grew from 33 to 40 between 2009 and 2015).6 In the
UK (Scotland), the biggest decreases were in the
non-profit sector and public care homes, with nearly
one-quarter and one-fifth respectively of care homes
closing between 2004 and 2015. In Norway, non-profit
nursing homes (which are mostly linked to religious
institutions) have generally been part of the municipal
healthcare system and the services provided differed
little from those in municipally run homes. Up until 2006,
private non-profit providers struggled when competing
with private for-profit providers: because they must
ensure the same level of benefit pensions as public
providers, they face higher costs. To address the
difficulties faced by non-profit providers, the then prime
minister of Norway, Kjell Magne Bondevik, passed a
procurement provision included in the new procurement
regulation from 2006, stating that the full procedure of
the EU Procurement Directive does not apply in the
awarding of contracts for health and social care services
provided by non-profit organisations. Thus,
municipalities were free to make agreements with non-
profit care providers without publishing their
requirements in the national public procurement
database or having to use competitive procurement
procedures.

In France, over the past 15 years, financial incentives
have been given to for-profit nursing homes and home
care agencies to enable them to enter the long-term
care market (Allen et al, 2011). Between 2007 and 2011,
the share of public and private care homes remained
stable and even (48% and 52% respectively). 

In some countries it was not possible to obtain precise
or formal data showing the evolution of care home
provision over the last decade, but it was possible to
obtain estimates. These are detailed here.

Estonia: Althought there are no statistics by ownership
type, by the end of 2016 there were 152 facilities
providing general care services for adults. Around 75%

Trends in care provision over time

6 Poland could also be included in this group as between 2004 and 2014 there was a slight decrease in public provision of social assistance houses, whereas
the number of private houses remained the same. The number of private establishments providing 24-hour care for disabled persons, chronic patients,
and older persons grew between 2010 and 2014.
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of them were managed and owned by local

governments, by private companies or other

associations established by local governments.

Latvia: It would seem that private sector provision has

shrunk, with several companies having ceased

economic activity or having closed.

Hungary: There has been no major change in the share

of private provision. Even though there was an attempt

to strengthen the role of civil society organisations

(such as associations and foundations), lack of funding

and regulation of outsourcing did not make this

possible. Since 2011, only organisations that have non-

profit status are allowed to take over tasks such as

residential care from central or local government.

Sweden: The past two decades have seen a steady

increase in the share of private care homes (National

Board of Health and Welfare, 2012). The share of private

homes increased from around 14% in 2007 to around

21% in 2014. In 2015, the number decreased to around

19%. It is mainly large international corporations or

companies owned by them that provide private

services. Around half of the privately run residential care

homes were owned by just two companies – Attendo

and Vardaga (Szebehely, 2014).

Netherlands: Care has historically been provided by

religious groups. Currently providers of care home

services are not permitted to make a profit. The agency

WTZi licences the non-profit private providers that are

financed by the regional care offices (zorgkantoren).

There are also privately funded nursing and residential

care homes (particuliere verpleeghuizen) that are

financed completely privately and therefore do not

need approval from the WTZi. Because privately

financed nursing homes operate outside of the formal

long-term care system, it is more difficult to get the

official statistics of these providers. The Health

Inspectorate (IGZ) identified 72 privately financed

nursing homes in 2013 in its Care Registry (Zorgregister)

out of a total of 141 care homes (data from the Care

Registry as of December 2016).

Number of places

The only information available at European level is the

number of beds in residential long-term care facilities

(OECD, 2017a).7 The source of this information is the

joint survey carried out by Eurostat, OECD and WHO on

non-monetary healthcare. Unlike the information

available about the number of hospitals and hospital

beds, this information is not collected by the type of

ownership. The number of long-term care beds in

residential long-term care facilities is shown in Figure 5. 

Care homes for older Europeans: Public, for-profit and non-profit providers 

7 The terminology used differs from country to country, with the data in some countries referring to the number of beds; in others, to the number of places.  

Figure 5: Beds in residential long-term care facilities for service users 65 years+
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corresponds to 2012; data for Luxembourg and Ireland correspond to 2016.
Source: OECD.
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The share of places in care homes by type of ownership
is shown in Figure 6. Data on the number of places are
disaggregated by ownership in fewer countries than the
number of care homes. The share of places is similar to
the share of care homes in most countries, with the
exception of Malta, Romania, Slovakia and Slovenia,
where the share of places in public care homes is
considerably higher than the share of care homes (by
more than 10 percentage points). This indicates that
they are bigger in size than their private counterparts
(see following section on size). These are all countries in
which public and private provision of places has
increased over the last decade, with the greater
increase being in the number of beds in private care
homes. 

The change in the number of places over the last 10
years is shown in Figure 7 and Figure 8. In most of the
countries for which data are available, there has been
an increase in the number of both public and private
places. This is the case in Belgium, Spain, Malta,
Romania, and Slovenia. As with care homes, the biggest
relative increase in the number of places in private care
homes took place in Romania (from 1,538 in 2008 to
5,601 in 2014, an increase of 264%). This high increase
meant that the share of places in private care homes
increased from 20% to 44%. The number of places in
public care homes has increased faster in Malta

(65% between 2009 and 2016). Despite a decrease in the
number of homes owned by the church, since 1992 the
overall number of beds available in Malta has increased
in all categories of care home ownership.

Between 1996 and 2016, the total number of beds in
Belgium in the residential nursing homes sector
expanded by 35%. The biggest increase was found in
Flanders, where private beds grew by over 20% between
2003 and 2013. In contrast, the total number of beds in
the Brussels region has decreased since 2001 due to an
overcapacity of beds (particularly in private care
homes).  The only type of beds that has increased
slightly (by 2%) between 2003 and 2013 are those in
non-profit care homes. In the Wallonia region, the
number of non-profit beds has also increased (by 17%),
with the rest remaining more or less stable.

In Spain, the reports from the National Institute for
Older Persons and Social Services (IMSERSO)
distinguish between public places, private beds with a
public subsidy (concertadas) and private places. Data
for 2010 show that – among the total number of beds
available (368,805) – 25% were offered in public centres,
27% were publicly subsidised places in private centres
and 48% were purely private places. The percentage of
subsidised places in private centres compared with the
total available has increased from 15% in 2002 to 27% in
2010.

Trends in care provision over time

Figure 6: Share of places in care homes by ownership type (%)
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Care homes for older Europeans: Public, for-profit and non-profit providers 

Figure 7: Changes in the number of places 2004–2016 (%)

Note: Private encompasses both for-profit and non-profit. Data on for-profit provision (economic activity) and non-profit provision (statutory
activity) in Poland correspond to establishments ensuring 24-hour care (placówki zapewniające całodobową opiekę).
Source: Network of European Correspondents.
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Another group of countries are those in which the
provision of private beds has increased and provision of
public beds has decreased; this is the case in Austria,
France, Ireland, Lithuania, Slovakia and to some extent
Norway, where there has been a decrease in the number
of for-profit beds. In Austria, with the introduction of a
long-term care allowance (Pflegegeld) in 1993, the
overall number of beds increased considerably, while
the number of beds in public and non-profit institutions
has stagnated since 1998 and the share of private
for-profit beds and residential homes has continued to
increase – so much so that in 2010 they accounted for
about one-fifth of all beds. 

Between 2003 and 2014, the use of private providers for
nursing home care of older people increased
significantly in Ireland, with a 49% increase in private
beds and a decrease in public beds from around 9,000
to 6,656. This was aided by tax concessions for building
private nursing homes, which were in place from 1997
to 2009. The aim had been to increase overall nursing
home bed supply in order to relieve pressure on public
hospital beds, which were being used for care of older
people in areas with relatively few nursing home beds.
While there was no explicit policy of replacing public

beds with private beds, the existence of tax breaks for
the latter and the lack of investment in the former have
effectively led to this trend. The increase in the total
number of beds is mainly due to the expansion of the
private sector. In 1988 there were nearly 15,000
long-stay beds, with nearly half of them provided by the
public sector (health board geriatric hospitals and
homes) (BDO, 2014). By 2015, the total number of places
was almost 30,000 but with only 23% in public care
homes.

In Norway, the number of privately operated beds in
residential care and nursing homes has remained
relatively stable during the last decade, although it rose
slightly between 2012 and 2015 as a consequence of an
increased number of beds provided by for-profit
providers. However, this stability masks a significant
shift from non-profit providers to commercial providers.
The number of beds in non-profit care homes has
changed little since the 1980s but has declined in recent
years. According to employer organisation Virke,
30 nursing homes run by non-profit providers were
closed between 2000 and 2011 (Gautun, Bogen and
Grødem, 2013, p. 45). Municipalities also have the
opportunity to enter into long-term contracts with

Trends in care provision over time

Figure 8: Changes in the share of private beds 2002–2016 (%)
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non-profit providers without needing to implement
competitive tendering procedures. Since a cooperative
agreement was reached between the government,
NGOs and employers’ organisations in 2012, the number
of beds provided by non-profit organisations seems to
have stabilised. The growth in commercially run nursing
homes and residential care has been a lot slower than
anticipated; this is largely due to the fact that the use of
public tenders in this field is limited to a small number
of municipalities (Hermansen, 2011).

From the early 1990s onwards, more and more beds in
UK residential care have been provided by the private
sector, with the private for-profit sector now providing
the bulk of places. The increase in independent
(for-profit) sector provision was driven by a government
policy that called for a ‘mixed provision of care’ and the
adoption of the ‘best value’ principle, that effectively
led to more outsourcing of local authority purchased
care to the private sector as this offered greater cost-
savings compared with local authority in-house
provision. As a result of these reforms, in 2014 in the UK
as a whole there were 187,800 places (86% of all places)
in for-profit care homes, 17,600 in non-profit care
homes and 12,300 long-stay National Health Service
(NHS) beds. Overall, the 25 largest organisations
provide 30% of the care home beds (with a total of 15%
being provided by the four largest organisations alone:
Four Seasons, Bupa Care Homes, HC-One Ltd and
Barchester Healthcare) with the remaining
organisations each supplying 0.4% or less of total
capacity (LaingBuisson, 2013, cited in Jarrett, 2016). In
Scotland during the last decade, there has been a
decrease of around 20% of public and non-profit beds,
while the for-profit sector has increased by slightly
under 10%. Given these changes and the fact that the
private for-profit sector may operate larger homes, the
share of for-profit beds in 2015 accounted for 79% of the
total, whereas in 2004 it was 73%.

Size (average number of beds)

The data regarding the number of care homes and beds
gives an idea of the differences in size between public
and private care homes. Figure 9 shows the average
number of beds in each type of care home. In Slovenia
and Malta, public care homes have more than double
the average number of places as private ones. In
Norway, private care homes are approximately 50%
bigger than public ones; and in Sweden, private care
homes also have a bigger capacity (National Board for
Health and Welfare, 2012). On average, all types of care
homes were smaller in the UK (Scotland) and in the
Czech Republic. The average number of registered
places in the UK (Scotland) per care home stood at 42 in
March 2014. Care homes were also small in England: in
2010, local authorities ran on average larger residential

Care homes for older Europeans: Public, for-profit and non-profit providers 

Figure 9: Average number of beds by ownership type
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care homes (24 beds) and nursing care homes (54 beds)
than the private for-profit sector (19 beds and 48 beds
respectively) or the voluntary sector (15 beds and 36
beds respectively) (CQC, 2010, cited in Lievesley, Crosby
and Bowman, 2011). In Germany, most care homes run
by public or non-profit providers have between 60 and
150 places, whereas 50% of private for-profit homes
have between 10 and 50 places (Destatis, 2013).

With regard to changes over time in the average size of
care homes, in most countries for which data are
available (Lithuania, Spain, Malta and Romania) there
has been a decrease in the average number of places in
public care homes and an increase in the size of private
ones. This has also been the case in the UK (Scotland),
where there has been an increase in the average
number of places per care home (38 in 2004) as older
homes may have given way to larger purpose-built
facilities (ISD/NHS, 2015). Similarly in Ireland, the
number of private nursing home beds increased
significantly over the period between 2003 and 2014,
from 14,946 beds to 22,343 (an increase of 49%),
although the number of homes only increased slightly,
from 408 to 437 (by 7%). This shows that most beds are
added through putting additional capacity in place in
existing homes. Around 42% of participants in the 2014
Nursing Homes Ireland survey intended to increase
capacity the following year by an average of 19 beds. In
France, care homes have increased their capacity by 5%
since 2007. At the end of 2011, the average capacity was
68 (or 719,810 places for 10,481 facilities). In Denmark,
there is also a trend towards building bigger homes with
more residents (AGE Platform Europe consultation).
However, the opposite trend can be seen in Lithuania
where there has been a decrease from 202 beds in 1990,
to 48 beds in 2015.

Number of staff

The size and number of care homes also explains, to a
great extent, the differences in the number of staff
employed. In the UK (Scotland), where most beds and
care homes are private, 87% of care home staff were
employed there in 2014 (67% for-profit and 17%
non-profit), compared to 13% working in care homes
run by local authorities or the NHS (ISD/NHS, 2015;
Scottish Social Services Council, 2015).

This percentage is even smaller in England. Overall,
there were around 555,000 jobs in adult care homes in
2015, representing 42% of adult social care jobs, or 38%
when focusing on care homes only (Skills for Care,
2015). Only 4% of jobs in residential care (26,500) were
in local authorities, and their number had fallen by
around 30% between 2011 and 2015. This is mainly due
to organisational restructuring, outsourcing and closure
of facilities (Health and Social Care Information Centre,
2015; Health and Social Care Information Centre, 2016).

Trends in care provision over time

Source: Authors’ calculations based on data in previous sections.
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Personal care worker in residential care activities is one
of the jobs for which demand increased the most in
Europe between 2011 and 2015 – by 16.2% (Eurofound,
2016). Changes over time in employment figures reflect
the changes in the number of care homes and beds.

Germany: The number of staff in public care homes
declined by 11%, whereas the number of staff increased
by 26% in non-profit homes and by 67% in for-profit
homes between 2003 and 2013.8

Finland: The number of staff in privately run sheltered
housing facilities increased from 8,353 in 2012 to 11,054
in 2013. This presumably was partly related to the
introduction of the Elder Services Act in 2012, together
with a recommendation of a minimum staff-to-resident
ratio of 0.5:1. There was also a notable rise in the
number of staff in privately run residential homes from
2009 to 2010 and an even more significant drop from
2012 to 2013, the explanation for which is unclear. 

Croatia: The average number of employees in public
social welfare homes for older and infirm persons was
64 in 2003 and 79 in 2014, while the average number of
employees in private homes was 17 in 2003 and 22 in
2014.

Slovakia: Between 2005 and 2013, the number of
employees in care homes increased by 39%, while there
was an increase in the share of employees in non-public
providers from 10% to 18% of the labour force
employed in nursing homes.

Latvia: Care homes employed 217 workers in 2014. Of
these, 29 (or 13%) were employed in private institutions.

Romania: The number of staff in private care homes
increased from 99 in 2008 to 406 in 2013. The impact of
the economic crisis led to a moratorium on recruitment
in public institutions. Even though the average size of
public care homes is greater than private homes, it is
only in large cities (such as Arad, Brasov, Bacău and Iaşi)
that public care homes have more than 50 employees.

Number of service users

The differences in size and market share influence the
share of residents in each type of care home, as shown in
Figure 10. (Changes over time in the number and share
of service users are shown in Figure 11 and Figure 12.)

Figures 11 and 12 show that the highest increases in the
number and share of residents in private care homes
were seen in Romania, reflecting the increase in private
provision. In Romania, the share of residents in private
care homes increased from 21% of the total in 2008, to
44% in 2014. The number of users increased both in
public and private care homes also in Finland, Croatia

Care homes for older Europeans: Public, for-profit and non-profit providers 

Figure 10: Share of service users by ownership type (%)
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8 Data refer to all workers in residential care including palliative care, and care of those with mental health problems.
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and Poland. In all these countries the increase in service

users was higher in the case of private care homes than

in public ones. Between 2004 and 2014, Croatia

registered the highest increase of residents in public

care homes of all the countries for which data were

available (35%), as well as a considerable growth in the

number of private residents (119%). In Germany,

Hungary, Lithuania, Sweden and Slovakia, the number

of residents in public care homes decreased whilst there

was an increase in the number of residents in private

care homes (Figure 11). Regarding the number of

residents in care homes in Lithuania, this number more

than doubled between 1990 and 2015. At the end of

2015 there were around 5% of bed vacancies in all types

of care homes for older people in Lithuania. The

decrease in the number of residents in Swedish care

homes can be explained by an increase in the number of

people receiving care at home. However, home care has

only partly compensated for the down-scaling of care

homes (Meagher and Szebehely, 2013). Declining

coverage can partially be explained by improved health

among older people, but, overall, it has become

Trends in care provision over time

Figure 11: Relative change in the number of service users over time (%)

Note: Private encompasses both for-profit and non-profit. Data on for-profit provision (economic activity) and non-profit provision (statutory
activity) in Poland correspond to establishments ensuring 24-hour care (placówki zapewniające całodobową opiekę).
Source: Network of European Correspondents.
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increasingly difficult for older people in need of
assistance to get a place in residential care (something
often brought up in policy debate). The increase in the
number of residents in private care homes could be due
to the 2009 Law on System of Choice in the Public
Sector (the LOV Act), which allows long-term care users
to choose a service provider. As of June 2016, some 158
of 290 Swedish municipalities had introduced a LOV
system in some form; 15 of these had introduced it in
the area of special housing for older people.

The number of service users decreased in Cyprus,
Greece and the UK. While no data are available for
Greece prior to 2014, the President of the Greek Care
Homes Association noted that a wave of departures
from homes for older people has been recorded since
the beginning of the economic crisis, particularly among
service users who are not dependent. Before the crisis,
these care homes were at full capacity with waiting lists.
If unemployment increases in Greece, the trend for
nursing homes to empty is expected to intensify.

Previous research carried out by Eurofound showed
that older people in Latvia, Hungary and Portugal
moved out of nursing homes as a consequence of the
crisis and moved into their offspring’s home in order to
support the household financially with their pensions
(Eurofound, 2014b). The number of care home residents
funded by local authorities in the UK (England) fell to
approximately 213,000 in 2014, representing a 22%
decrease between 2004 and 2014. The percentage of
local-authority funded places provided by the for-profit
sector steadily increased from 88% in 2004 to 96% in
2014. Overall, 50% of residents in care homes receive
funding from local authorities (LaingBuisson, 2013,
cited in Grant Thornton, 2014). In Scotland the number
of long-stay residents in public and non-profit care
homes decreased between 2005 and 2015, with the
number of long-stay residents in for-profit care homes
increasing slightly (3%) during that period.  

Care homes for older Europeans: Public, for-profit and non-profit providers 

Figure 12: Change in the share of users of private services over time (%)
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This chapter describes the differences between the
services delivered in public and private care homes
according to the evidence gathered through desk
research and from Eurofound’s Network of European
Correspondents. It also uses data gathered through a
consultation among members of AGE Platform Europe
regarding the views of service users and their families
about the differences between public and private
services. The focus is on the three aspects of service
delivery (accessibility, quality and efficiency) that have
been already analysed by Eurofound in relation to
hospitals (Eurofound, 2017). 

Accessibility 

Availability of services 

Figure 13 shows the percentage of Europeans over the
age of 80 availing of home and residential care.
Belgium, the Netherlands and Luxembourg have the
highest share of residents in care homes, while Poland,
Portugal and Spain have the lowest share, with rates
below 5%. Overall, the percentage of older people
residing in care homes is lower (below 10%) in central
and eastern Europe. With the exception of Belgium and
Portugal, there is a higher percentage of people availing
of home care than residential care homes, with some
countries, such as the Czech Republic, having a ratio of
more than 4:1, and Spain, with a ratio of more than 3:1.

2 Private care provision and
service delivery: Accessibility,
quality and efficiency  

Figure 13: Long-term care recipients at home and in healthcare facilities (other than hospitals)
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The extent to which Europeans avail of care homes is
influenced by a number of factors, including
dependency rates, and the availability of home care and
informal care. Data from the third European Quality of
Life Survey give an overview of which barriers make it
difficult to access long-term care services (including
public and private home and residential care services).
The data in Figure 14 show that availability barriers are
less problematic (that is, less than 50% of service users
experiencing difficulties) in Belgium, Cyprus, Denmark,
Luxembourg and the Netherlands. Difficulties in access
because of distance or opening hours were less
widespread (that is, for less than one-third) in Denmark,
the Netherlands, Luxembourg and Finland. In contrast,
more than 80% of service users in Slovakia, Greece and
Slovenia experienced difficulties in availability, while

over 70% of service users in Greece, Bulgaria and
Romania had difficulties related to access.

As for the services provided, private care homes in
several countries are less likely than public ones to
provide specialised medical services. In Malta, most
private care homes provide basic nursing services and
residents are often expected to contract their own
medical specialist for certain conditions. In contrast,
public nursing homes provide such additional services
as physiotherapy, occupational therapy, speech therapy
and geriatric services. In Ireland, public homes are more
likely to have specialised services because of the higher
nursing numbers available. A national survey of
dementia in residential care found, on the whole, that
the for-profit sector is the main provider of specialist
care to persons with dementia (63% of the total),

Care homes for older Europeans: Public, for-profit and non-profit providers 

Figure 14: Difficulties in accessing long-term care because of barriers to access and availability (%)
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followed by the public (30%) and the non-profit sectors
(7%). The public sector is more likely to be the main
provider of residential respite care (Dementia Services
Information and Development Centre, 2015).  In
Slovakia, the private sector provides residential care
mostly orientated in terms of social care (European
Commission, 2011). In Greece, some for-profit providers
have concentrated more on dementia care or
rehabilitation, as opposed to non-profit providers who
provide only basic nursing care (AGE Platform Europe
consultation). In Romania, private for-profit care homes
provide more specialised services and can admit
exclusively one type of resident (such as older people
with Alzheimer’s disease) (AGE Platform Europe
consultation).

These differences in the services provided by each type
of institution can be caused by differences in legislation
and/or funding. For instance, in Latvia the scope of
services provided by public nursing homes is partly
determined by legislation on social services and social
assistance, whereas private care homes are free to
choose which services they provide. In Belgium
(Flanders), only providers whose legal status is
non-profit (public or private non-profit) are entitled to
receive subsidies from an agency within the Flemish
government to organise activities for residents.

Costs and affordability

Perhaps the more obvious area of difference between
public and private services is their affordability. Costs in
the form of private insurance and out-of-pocket
payments (such as user fees, income-related cost
sharing or differences between benefits packages and
the price of services) constitute a barrier to accessing
private long-term care (European Commission, 2008).
Overall, it is difficult to make a direct comparison of the
costs associated with public and private provision, as
there is a lot of variation among care homes with the
same type of ownership, according to the services
provided and their quality. Furthermore, services in
private care homes may be subsidised or contracted out
by the public sector, which can also affect the fee
charged to users making out-of-pocket payments.
A study of 12 county councils in the UK found that
service users who funded their own stay paid over 40%
more than those funded by local authorities for the
same services (County Councils Network and
LaingBuisson, 2015). According to the study’s authors,
this cross-subsidising of fees is a market response to the
fee levels set by local authorities.

Figure 15 shows data about the minimum and
maximum fees for publicly subsidised facilities and
private residential care in relation to a reference income
in several EU Member States, Norway and Iceland

Private care provision and service delivery: Accessibility, quality and efficiency

Figure 15: Ratio of fees for residential care to reference income of service users 
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(European Commission, 2012b). Although there is
limited information on fees for non-subsidised
residential care, the data available confirm that private
residential services are much more expensive. In
Bulgaria, minimum fees for private institutions are
almost four times higher than the reference income. In
Cyprus, Estonia and Lithuania, monthly expenses for the
cheapest private residential services are at least 10%
higher than the country’s reference income.

The data in the European Commission study correspond
to the years 2003–2009 (most of the data corresponding
to 2009). More recent information gathered by the
Network of European Correspondents shows that prices
have increased since the economic crisis, as detailed
below.

Italy: With the beginning of the economic crisis and the
progressive implementation of an accreditation system,
there has been a general increase in the fees of nursing
homes. A survey looking at the period 2007–2012 (thus
also considering the pre-crisis period) showed that the
average cost for private residential facilities increased
by 18.5% for the lowest fee and 13% for the highest fee
(Montemurro, 2012).

Germany: Rothgang (2015) found that the prices in
private for-profit care homes were lower than those of
non-profit and public providers, and that prices did not
increase to the same extent as the prices in the other
two types of care homes. Private nursing homes charge
on average 10% less than non-profit homes, resulting in
lower quality (Geraedts et al, 2016).

Belgium: In Flanders, the average price per day for
accommodation in a single room in 2012 was €46.50 in a
public care home, €49.60 in a private non-profit home
and €48.90 in private for-profit care home (Pacolet and
De Coninck, 2015). It would appear that prices in the
commercial sector are increasing. In 2016, the price in a
for-profit care home was €61 per day, as against €55 in a
private non-profit care home and €53 in a public home.
In Wallonia, in 2014 a public facility cost on average
€1,237 per month – €1,381 in the private non-profit
sector and €1,388 in for-profit care homes.

France: In 2013, private non-profit nursing homes
(EHPAD PNL) that are not eligible for social assistance
cost on average €2,460 per month in the region
Île-de-France and €1,833 outside this region. In public
nursing homes, in contrast, the average prices were
€2,418 and €1,804 respectively (KPMG, 2015). In 2011,
the daily rate for non-care related costs for places
without financial support from the regions
(départments) was €75.10 in for-profit nursing homes,
€59.60 in non-profit nursing homes and €51.40 in public
nursing homes (DREES, 2014).

Ireland: Weekly rates in public nursing homes have
stayed at €1,245 since 2011. In private nursing homes,
the rates payable under the ‘Fair Deal’ Nursing Home
Support Scheme, under which 79% of residents are
funded, averaged €896 in the 2014 Nursing Homes
Ireland survey – up 5% since 2009. The average fee
payable to public nursing homes under the Nursing
Home Support Scheme was €1,407 in 2016. By
comparison the average fee payable to private and
voluntary nursing homes in October 2016 was €923
(a 53% national average fee differential).

Slovenia: The average prices for residential care homes
differ according to the type of ownership and the level
of dependency of service users. The daily prices of
services in 2014 were on average approximately 16%
higher in private care homes than in public ones.

Netherlands: The costs are higher in for-profit care
homes than in non-profit homes. In the for-profit care
homes, monthly costs range from €3,000 to €6,000. In
non-profit care homes, monthly co-payments range
between €159.90 and €2,301.40, depending on the
financial situation of the residents. On average,
privately financed nursing homes generate 23% more
income per resident than regular non-profit nursing
homes.

Spain: The public price of a place in a residential centre
for service users who are not dependent was €18,645.83
per year in 2011, while the publicly subsidised price for a
place in a private residential centre was €17,526.99 per
year. Subsidised prices of a place for a dependent
person or for a person with psychogeriatric needs were
higher (€19,897.51 and €24,299.84 respectively)
(IMSERSO, 2011).

There are several reasons for these differences in prices.
In Germany, private companies have the lowest prices
because they have easier access to investment capital.
They rarely apply collective agreements and therefore
the average wages in private care homes are lower than
in non-profit and public care homes (Auth, 2014).
Consequently, they are able to offer lower prices and
thus get most of the contracts and service users. In this
context, non-profit providers need to achieve high
occupancy rates, with many resorting to cost-cutting in
order to survive economically. In addition, local social
welfare departments are legally obliged to take over
co-payments from lower income users (who currently
make up 40% of all care home residents) (Bode, 2014).
In Belgium, service users do not pay for their care but
contribute towards the costs of other services (such as
room, food and maintenance). Therefore an important
determinant of the fees is the area where the care home
is located and the condition of the premises.

Care homes for older Europeans: Public, for-profit and non-profit providers 
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There is a wide range of measures that are put in place
by Member States to ensure the affordability of long-
term care by reducing the individual direct costs of care
(European Commission, 2008). These include: 

£ exemptions from co-payment and co-payments
based on income

£ financial aid and benefits for service users

£ state coverage of social long-term care for
low-income households within a social assistance
framework

£ nationwide standardisation of co-payments and
state subsidies to use private services. 

Table 2 shows how some of these measures are applied
differently in public and private care homes.

Private care provision and service delivery: Accessibility, quality and efficiency

Table 2: Measures reducing the individual costs of public and private care homes 

Cyprus In the case of public assistance recipients, the Social Welfare Services cover the total amount needed for their care.
This includes both older people and disabled persons of all ages.

Denmark For nursing and residential care homes, the public sector subsidises the cost, taking the residents’ personal finances
into account (there is a maximum cost for a place in a public care facility). In private (for-profit and non-profit)
residential care homes (Friplejeboliger) the residents also receive public subsidies, but there is no maximum cost for
the residents.

Estonia There is no state-provided financial support for older people in nursing homes. Responsibility for payment falls on the
individual or their immediate family. When there are no family members, the local government provides financial
assistance.

Finland The fees for permanent institutional care are based on the Act on Client Fees in Social Welfare and Healthcare, and
covers all treatment, care and living expenses. People in long-term institutional care are charged with a monthly fee
based on each patient’s ability to pay. The act does not apply to privately operated homes for older people, which
usually have different price ranges based on their needs. Costs of private services are generally subsidised by the
public sector, provided that the individual would be entitled to similar publicly provided services. Municipalities may
grant service vouchers or make an outsourced service agreement.

France Costs may be covered by the housing allowance (aide personnalisée au lodgement, APL) and social assistance paid by
the départment. Care homes need to have an agreement in place in order to avail of this aid, with around one-quarter
of for-profit – and two-thirds of public and private non-profit nursing homes – having this type of agreement. If the
nursing home does not have an agreement to admit recipients of this benefit, service users can request other benefits
such as social housing allowance (allocation de logement sociale, ALS) or social assistance for accommodation (l’aide
sociale à l’hébergement, ASH) that can fully cover non-care related costs (DREES, 2014).

Hungary The state covers part of the cost of a person’s accommodation in state and public institutions depending on their
financial position. The state does not (co)finance accommodation in private institutions.

Ireland In 2009, the Nursing Home Support Scheme (NHSS) was set up. This scheme involves a care assessment and a
financial assessment. One of the benefits of this scheme is that it gives users access to the full range of nursing homes
for the same cost, reducing the need for hospital beds for care of older people. The price charged by private nursing
homes is agreed in advance with the National Treatment Purchase Fund, with an amount of up to 80% of the user’s
income used to pay towards the cost of care, with the Health Service Executive paying the rest. Assets (including the
family home) to the value of 7.5% of the assets per year of care can also be included in the user’s contribution. But if
they include land and/or property, that element of the contribution can be deferred and paid to the tax collection
agency after the service user’s death. The maximum extent to which a principal private residence can be used in this
way is up to 22.5% of the property’s value (three years of care, regardless of how long the period of care is). 

Lithuania Long-term care insurance can be used to pay for care in public and private care homes. Health insurance covers the
expenses related to illness, such as medical treatment, nursing and drugs. Payments are made directly to the care
home and the level of payment is determined as hours of care needed per week multiplied by the monetary value of
one hour of care. Generally, individuals who live in a care home must cover the costs of accommodation. Those who
cannot afford to pay the full cost of long-term residential care may be eligible for public social assistance.

Norway The public sector subsidises costs for residents in nursing homes, paying 75% of pensions and 85% of capital income.
All citizens with a documented need for care (assessed on an individual basis) are eligible; there are no differences in
eligibility or cost for residents between private and public sector providers. A few municipalities let service users
choose the provider and/or home.

Poland Care services provided by public nursing homes/residential care homes require a co-payment by the patient. Patients
in residential facilities of the healthcare sector pay only for the costs of accommodation and board; medical
treatment and nursing are financed by the health insurance. The monthly payment of care recipients is set at the level
of 250% of the lowest pension, but the fee cannot be higher than an amount equivalent to 70% of the monthly
individual income of the patient. In a residential facility of the social assistance system, the costs are financed by
different payers: care receivers (70% of individual income); the family of the care receiver (depending on family
income); and local self-government (gmina). Private establishments financed from public funds operate in the same
way as public ones: they perform public tasks on the basis of a contract. Private establishments without subsidies
offer care services at market prices and the patient has to pay the whole fee.
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Services that are provided, subsidised or commissioned
by the public sector may have set prices to ensure that
they are affordable, whereas private nursing homes can
decide on their fees. This is the case in Belgium,
Denmark, France, Greece and Malta. In Germany, daily
rates charged by care homes are negotiated between
health insurance funds and providers, taking into
account the type of services provided by the care home.
If other providers in the area can provide services at a
lower cost, this can be a negotiating factor. The
information provided by public inspections and
advertisements can be used by service users to guide
their choices (Bode, 2014). One of the objectives of
promoting competition between different types of care
home providers is to bring down prices. Marczak and
Wistow (2016) point out that there is little evidence to
indicate that this actually results as foreseen, with some
evidence showing that in the UK (England) increased
competition did indeed push prices down but also led
to a decrease in the quality of care.

Physical location

Private providers are particularly concentrated in
prosperous regions (as in the Netherlands, Norway,
Sweden and the UK), in cities and bigger towns
(Estonia, Finland, Germany, Italy, Poland and Romania),
or in parts of the city in which the housing costs are
lower (in the case of Italy). Deloitte (2011) found that in
Norway, densely populated (metropolitan)
municipalities were more likely to contract out care
home services. A review of 47 public tenders from 1997
to 2012 (Herning, 2012) shows that a large majority are
conducted in cities – almost half in Oslo. 

Finland: A similar pattern emerges, with only relatively
large urban areas contracting out services. In 2010,
there were 106 local authorities (out of a total of 334)
who did not contract out services. These municipalities
constituted only 10% of the country’s population.

Germany: There is a higher share of public care homes
in rural areas than in other settings – albeit low
(about 5%). Towns of a more intermediate density
(verdichtet) have a higher proportion of private
for-profit care homes. Non-profit care homes constitute
over half of the total care homes in all settings, being
more prevalent in urban areas – 58% of the total in 2012
(Rothgang, 2015). It must be noted that there are also
strong regional differences: for-profit providers are
more prevalent in the north west of Germany; non-profit
organisations in eastern Germany and North-Rhine
Westphalia, and public care homes are more
widespread in south-west Germany (Rothgang, 2015).

Ireland: Public nursing homes tend to be closer to
urban amenities, while many private nursing homes
tend to be away from transport options and on the edge
of towns or cities, especially in rural areas (AGE Platform
Europe consultation). Regional disparities are also
present in the availability of specialised services. For
example, there are many dementia care units in
southern and eastern counties in Ireland and counties
near the border with Northern Ireland, but relatively few
in Dublin and other parts of the country. 

Poland: A few NGOs operate in the less developed
regions of the country (Lubuskie, Zachodniopomorskie
and Świętokrzyskie).

Care homes for older Europeans: Public, for-profit and non-profit providers 

Portugal With regard to prices, a reference value for residential accommodation for older people is established and regularly
revised by the government in dialogue with collective representatives of third-sector organisations (€970 in 2015).
Providers can charge at most 15% above this reference value and payment can be shared by the resident and his/her
relatives and direct transfers from public funds to the provider. Public funds cover a part of the cost as long as a
cooperation agreement exists between the service provider and social security; the part of the cost to be covered
depends on the beneficiary’s household income and degree of dependence. This applies only to residential care
within the framework of the cooperation agreement; all other arrangements are exclusively private and can have
different conditions.

Romania The monthly contribution of older people for nursing and assistance services in public residential care homes should
be less than 60% of the monthly personal retirement income. Their contribution shall not exceed the average monthly
cost approved for each public care home. If service users or their legal representatives have no income, care and
social assistance are given by the local and (since 2016) central budget.

Slovenia Most of the costs (60%) are covered by the service users; the rest is covered by their insurance. Since 2012, people in
residential homes are no longer eligible for financial social assistance. If service users or their relatives cannot afford
residential care, the municipalities can pay the difference based upon the decision of the Social Work Centre. In 2014,
on average the municipalities provided only 16% of the total costs of care provided by public and private care homes.

United Kingdom As of 2020 (delayed from 2016), the cost of care will be for the first time capped at £72,000 for those over the age of 65
and eligible for local authority funding, with estimates suggesting that this may benefit one in eight service users. Also
in 2020, more people in care homes will become eligible for local authority support, as the threshold of assets has
been raised. People who now become eligible for local authority funding may ask local authorities to arrange their
care at the local authorities’ lower rate (Laing, 2014). 

Source: Network of European Correspondents (unless stated otherwise).
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Romania: There is a lack of interest in building more
residential care and nursing homes in rural areas. This is
despite the need for such services being greater and this
is due to poverty in these regions and to an
underdeveloped public care system (AGE Platform
Europe consultation).

UK: More service users who pay for their own care are
found in the south-east and south-west of England
(54% and 49% respectively) than overall (41%)
(LaingBuisson, 2014, cited in Jarrett, 2016). These are
likely to find care in private accommodation.

Characteristics of residents

All these differences translate into the types of patients
seen in public and private care homes, with affordability
issues exacerbated in the case of private for-profit
residential care. This is particularly the case for women,
as women statistically live longer than men, are more
likely to live alone in old age (and therefore avail less of
informal care) and are more affected by co-payments
than men (because their average income is lower)
(European Commission, 2009c). Overall, older people
living alone are more likely to incur out-of-pocket
payments and spend a higher share of their income on
long-term care (including residential care). The impact
of out-of-pocket expenditure on long-term care on a
household’s income is more severe for poorer

households. The number of people making
out-of-pocket payments increases substantially with
age, with those aged 80 and over making payments
seven times higher than those aged 65–79 (ILO, 2012).
This age group constitutes, in most European countries,
more than two-thirds of the total number of residents in
care homes (Rodrigues, Huber and Lamura, 2012), as
shown in Figure 16.

In addition to differences in age and socioeconomic
status, reimbursement mechanisms may also influence
the level of dependency of care home residents. This is
the case in Flanders, where the for-profit sector has
fewer residents with a high level of dependency,
whereas private non-profit care homes have the highest
dependency levels. According to Pacolet and
De Coninck (2015), this is partly due to the
underfinancing of residents with lower dependency
levels (categories O and A in the Katz Index of
Independence in Activities of Daily Living – Katz ADL) in
comparison with more dependent service users.9 This
explains why the public sector has a higher share of
service users with this level of dependency.
Furthermore, they have a higher share (17%) than the
other types of care homes of high dependency residents
(categories B and C in Katz ADL) that are financed as if
they have a lower dependency (Pacolet and De Coninck,
2015).

Private care provision and service delivery: Accessibility, quality and efficiency

Figure 16: People aged 80 years and over in long-term care (%) 
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9 Category O includes those completely independent in all activities and with no cognitive problems.
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Martin’s study of 997 nursing homes in France showed
that in 2007 dependency levels of residents of public
and private non-profit nursing homes were almost
identical, with private non-profit nursing homes being
less likely to refuse Alzheimer’s patients (Martin, 2014).
On the other hand, the 2011 Nursing Homes survey
shows that the degree of dependency was slightly
higher in for-profit nursing homes than in public or
non-profit ones (DREES, 2014).

In Slovenia, the age of residents does not differ greatly
between the public and private providers. In 2014,
similar proportions of residents in both public and
private homes were aged over 80 years (68% and 64%
respectively). Private homes did however have a higher
percentage of residents aged below 65 years (10%) in
comparison with public homes (6%). 

Quality
Quality is a complex and multifaceted subject; global
assessments give only some indication of the total
picture. Previous research shows that there is a strong
relationship between quality and the accessibility of
services. Data from the third European Quality of Life
Survey (EQLS) show that having fewer difficulties when
accessing long-term care services is related to giving
those services higher scores of perceived quality. Those
who rated the economic situation of their countries
more highly, those who are older, and those with a
higher level of general satisfaction were more likely to
give a high rating to the quality of long-term care in
their country. Respondents who were not employed,
who live in a country with a lower level of perceived

corruption, and who were more satisfied with the
relative financial situation of their household also rated
long-term care more highly. On the other hand,
deprivation, difficulties in making ends meet and living
in an urban area were factors related to lower ratings of
quality (Eurofound, 2013b).

Furthermore, for 44% of Europeans using long-term
care services, perceived poor quality constituted a
barrier to access – see Figure 17 (Eurofound, 2012).

Data from the fourth EQLS show that users of long-term
care services gave ratings higher than the rest of the
population to the quality of the facilities, the
professionalism of staff, personal attention and for
communication. Those aged 65 and over had generally
more positive views on the quality of long-term care
services, especially in relation to the quality of facilities
(rated 7.9 out of 10), professionalism of staff (8) and
personal attention given (7.9). Global ratings of the
quality of long-term care were higher in Luxembourg,
Malta and Austria (all above 7), with the mean score
being 5 or lower in Bulgaria, Greece, Portugal, Slovakia
and Romania (Eurofound, forthcoming).

Quality of facilities

Given that residents spend a lot of the time within the
care home premises, its design, overall level of
cleanliness and provision of common areas have an
impact on the quality of life of residents. Having a single
room with a toilet and hand-washing facilities helps
stop the spread of infections, for instance. The same
applies to the availability of equipment that provides
nursing care or facilitates the mobility, rehabilitation
and physical activity of residents.

Care homes for older Europeans: Public, for-profit and non-profit providers 

Figure 17: Poor quality as a barrier: Difficulty accessing long-term care services 
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A recent study involving care homes for older people in
six countries (Belgium, Croatia, Germany, Hungary,
Lithuania and Romania) found that in general, the
physical environment was better in private care homes
than in public facilities, although in some countries
(such as Lithuania), public settings had a relatively
high-quality physical environment thanks to the
provision of European structural and investment funds.
Private for-profit care homes tended to have a small
number of service users residing in a modern building,
giving a more homely feel, with a higher proportion of
private (single) rooms. In contrast, overcrowding was
witnessed in some public homes in Croatia, Hungary
and Romania (ENNHRI, 2017). Larger private for-profit
care homes in Germany (with more than 60 places) have
fewer single rooms (50% of their rooms being single)
than do comparable homes managed by non-profit
organisations (63% of the rooms being single) (Augurzky
and Mennicken, 2011, cited in ENNHRI, 2017).

The information gathered by the Network of European
Correspondents about differences between public and
private care homes in terms of quality of facilities
focused mainly on the number of residents with their
own room and the type of common areas available. For
example, data from Sweden show that a larger share of
older people in public care homes than in private care
homes had their own room and rooms with cooking
facilities (National Board of Health and Welfare, 2012).
For-profit nursing and residential care facilities in
Romania are more developed than public care homes in
terms of building safety and accessibility, and also in
terms of leisure and access facilities (such as well-
equipped rooms with a TV, storage, tables, relaxation
rooms, a library, workshops and therapy rooms).
Similarly in Malta, private for-profit care home facilities
offer a higher standard in terms of the overall condition
of the building, access to a private room, equipment
and leisure facilities such as a library, a TV room, sports
facilities and room for visitors (AGE Platform Europe
consultation). 

Statistical data in LaingBuisson (2014) show that there
have been improvements in England in the quality of
facilities in for-profit residential homes. This is in terms
of the percentage of single rooms as a percentage of
beds and the number of beds with en-suite facilities, as
a result of new purpose-built facilities or the upgrading
of older care homes. This process has been also been
driven by government policies, which in 2001 set
minimum standards for care homes for older people.
Information about the number of beds in each care

home is also relevant to quality, as there is evidence
that residents in smaller care homes are more satisfied
with the facilities (National Board of Health and Welfare,
2012). A study of long-term care facilities in Ireland
showed that the physical environment (for example,
separate sitting, leisure and dining rooms) was often
poorer in public facilities than in private facilities.
A private room was the norm in private nursing homes,
while this was rare in public nursing homes (Murphy,
Shea and Cooney, 2007). Data from the Belgian region of
Flanders show that between 2009 and 2010, there were
no major differences between the different types of
providers regarding compliance with hygiene
standards: 84% of the public facilities complied with
hygiene standards as against 85% of private for-profit
homes and 91% of private non-profit providers
(Zorginspectie, 2012). However, there were differences
in relation to buildings and equipment, which are of
lower quality in private for-profit care homes (for
example, smaller common areas for the residents, less
‘sustainable’ building techniques and less ‘smart’
building controls) (Pacolet et al, 2012).

The relation between structural quality and the quality
of care was analysed by Weiss, Süderkamp and
Rothgang (2014). Through descriptive analysis and a
multivariate regression analysis, their study looked at
whether structural quality can explain the process
quality results. The dependent variables used in the
regression were: care (including medical care); dealing
with residents with dementia; social care and general
attention given to residents; and living standards (such
as catering, housekeeping and hygiene). The
independent variables used in the analysis are: size of
the care home, the population density of the region
(Bundesland) and the care home ownership type. The
study covered for the first time almost all care homes
and long-term care providers in Germany. The data
were gathered from the inspection care quality reports
(Pflege-Qualitätsberichten) carried out by the Health
Insurance Medical Service (MDK). The study found a
slightly positive relationship between size and overall
score, with care homes having fewer than 36 residents
obtaining scores lower than the regional average. There
is also a negative correlation between for-profit
ownership and the dependent variables described
above, whereas the relationship is positive in the case of
non-profit care homes. In the case of public care homes,
there is a positive relation except with the variable ‘care’
(including medical care). However, even though the
effects were significant, they are too small to be
regarded as relevant.10

Private care provision and service delivery: Accessibility, quality and efficiency
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A UK study focusing on 38 public and private care
homes in and around Sheffield, England (Parker et al,
2004) found that higher scores for the domain
safety/health were associated with lower scores for
enjoyment of activities and for environmental control.
This suggests that creating risk-averse environments
could have a negative impact on the quality of life of
low-dependency residents. Staff morale was not
associated with better staff facilities, but with a more
personalised and less institutional environment for the
residents.

Given the importance of the built environment, several
quality frameworks include requirements and
standards. For example, in Ireland, standards set for all
nursing homes by the inspectorate in 2009 require that
at least 80% of residents should have single en-suite
rooms, with shared rooms occupied by no more than
two residents, and rooms to be reserved for up to six
residents who are either highly dependent or
transitioning from hospital care. Implementing quality
standards in relation to structural quality components
can be a very costly process, which may affect public
and private care homes differently. In Italy, the
implementation of rules on the accreditation of private
residential facilities at regional level (for which there
was a deadline in early 2011) led to an increase in costs.
During the same period, there was a reduction in public
expenditure and household purchasing power, which
contributed to the lowering of standards of service
quality. This created a difficult situation for private
nursing homes, which has led – in some care homes – to
a lowering of the quality of the services provided. There
have also been cases of the relaxation of monitoring
activities by public authorities (NNA, 2015). 

In Ireland, new standards for all types of nursing homes
were applied to all new nursing homes from 2009, with
pre-2009 nursing homes given until July 2015 to comply.
Many public nursing homes were in older facilities that
were not compliant with these standards; there had
been little investment in them during the six-year
period. At the end of 2015, a decision was made to give
non-compliant care homes a further six years to comply,
with a €300 million investment programme budgeted
for in the government’s Capital Investment Plan. By
then, most private nursing homes had engaged in the
necessary capital investment, with some having closed
down due to inability to invest (because of a lack of
funds or expansion space). Some smaller private
nursing homes closed down as it was not economically
viable to meet the standards, given their small size. The
Health Information and Quality Authority (HIQA) is
currently seeking that the costing and scheduling plans
are in place to ensure that the required standards be
met by 2021. 

Consequently, differences in financing and funding
translate into differences between public and private
care homes in the built environment. In Estonia, the
conditions in public sector care home facilities have
been improved with the European Regional
Development Fund. According to the President of the
Association of Social Care Providers in the Czech
Republic, private providers do not have enough
resources for investment due to the current system of
financing social services. Therefore, facilities tend to be
significantly smaller than in the public sector (an
estimated average capacity of 60 to 80 beds), the
majority of which are more poorly equipped than their
public counterparts. In Belgium (Flanders), subsidies for
infrastructure are only available for public and private
non-profit care homes that are not part of a for-profit
holding company. A green paper from the Flemish
government in 2016 sought to establish that all types of
providers can request an infrastructure subsidy.

It should be noted that there can be trade-offs between
the quality of the premises and other aspects of
residential care. Martin (2014) argues that the for-profit
private sector focuses its offer on the quality of
accommodation (for example catering and laundry), on
leisure services and on the degree of comfort provided.
On the other hand, other aspects of quality have been
given less attention (the number of staff per resident is
lower in private facilities).

Quality of staff

Having a manageable staff-to-service user ratio
increases the potential personal attention given to
service users; it also avoids having a high turnover of
staff due to excessive workload. This has been the case
in France, where excessive workload is the main reason
why nurses and assistant nurses leave their job.
Establishments facing labour shortages are also likely to
face higher turnover rates (Martin, 2014). A qualitative
study (with 51 interviews and participatory observation)
conducted by the Upper Austrian branch of the
Chamber of Labour in 2016 shows that low staff-to-
resident ratios worsened the working conditions of care
personnel in nursing and residential homes (Staflinger,
2016). This is the case in several other provinces in
which the Chamber of Labour conducted similar studies
(Vienna, Lower Austria, Styria and Tyrol).

Staff-to-resident ratios

One of the criticisms of the private sector is that
because care services are labour intensive, profit on
publicly financed care services can only be achieved by
reducing wages and staff (Ervik, Helgøy and Lindén,
2013). The evidence gathered by Eurofound’s Network
of European Correspondents shows that the number of
employees per resident is lower in the private sector in
several of the countries analysed.

Care homes for older Europeans: Public, for-profit and non-profit providers 
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Germany: In 2013, the ratio of staff (full-time
equivalent) to service user was very similar in all three
types of providers: 0.57 (slightly more than one member
of staff per two service users) in for-profit providers,
0.58 in non-profit providers and 0.61 in public providers.
These differences are accentuated if the ratio is
calculated in relation to the number of beds. In this
case, the ratio is much higher in public care homes (0.79
– more than 1.5 staff per bed) than in for-profit (0.64)
and non-profit (0.63) (Rothgang, 2015). Some experts
suggest that having more workers at a lower cost is a
result of salary dumping. Owners of private care homes
refute this assumption, which implies that they finance
their extra personnel through other means – for
example, by taking residents with severe mental and
physical disabilities whose care is subsidised by the
state (ENNHRI, 2017).

Belgium (Flanders): In order to get public funding, it is
necessary to have a minimum ratio of staff to resident.
In 2012, public providers had a ratio of 0.4 staff (full time
equivalent) to residents (equating to less than one
worker per two service users). In private care homes,
the ratio was 0.37 in non-profit and 0.3 (less than one
member of staff per three residents) in for-profit care
homes. These differences are explained, to some extent,
by the level of dependency of residents, with more
dependent residents requiring more staff. The
non-profit sector has a level of staffing 16.7% above the
level financed by the Flemish government, while the
for-profit sector has 14% more staff than financed. The
public sector has a considerably higher percentage of
staff (40.4% in 2012) that is not financed. This could be
taken as indicative of a lack of efficiency and raises
questions about the sustainability and cost efficiency of
care in public care homes (Pacolet and De Coninck,
2015). With regard to the compliance with staffing
standards, an inspection in 2012 found that only 40% of
the for-profit care home providers complied with
required standards. This is significantly lower than in
the case of non-profit (61%) and public (66%) care
homes.

Sweden: The number of employees per resident is
significantly lower in the private sector (Stolt, Blomqvist
and Winblad, 2011), with the ratio of care worker to
resident being slightly higher in public care homes (0.9)
than in private care homes (0.8) (National Board of
Health and Welfare, 2012).

France: The staff (in full-time employment) to resident
ratio increased from 0.5 in 2007 to 0.54 in 2011 (DREES,
2014). The highest ratio is in public nursing homes
(EHPADs) (0.66), followed by private non-profit (0.56)
and for-profit nursing homes (0.53). 

Slovenia: In 2014, the average number of beds per
member of staff was 1.97 for public providers and 1.86
for private providers.

Estonia: In 2012, public care homes had approximately
4.3 service users per member of staff. By way of
comparison, private sector care homes had around
5.7 service users per member of staff and 5.3 in special
needs homes (National Audit Office of Estonia, 2014).

Hungary: In 2013, the average ratio of residents per
nurse was 3.8. There are some slight differences
regarding the type of organisation registered to operate
as a care home, with all ratios between 3.0 and 4.0
except in the case of non-profit enterprises (4.1),
associations (4.4) and foundations (7.4).

Finland: In 2013, the recommended staff-to-resident
ratio of 0.5 had not been reached in 20% of sheltered
housing facilities and residential homes. By 2014, only
10% of the facilities did not fulfil the recommended
ratio. The averages of staff per resident are very similar
in all types of care homes (slightly above 0.6 in 2014).

Level of education of care staff

These ratios include different types of workers, with
differences regarding their working conditions
according to the care home ownership type. According
to Eurofound’s 2016 European Jobs Monitor (EJM), care
workers in residential care have a higher average level
of education (reaching ISCED level 3) than their
counterparts in home care (ISCED level 2) (Eurofound,
2016). The data from the 2010 European Working
Conditions Survey (EWCS) show that the majority of
residential care workers (in NACE code 87) feel their
present skills correspond well with their duties. The
percentage of workers in residential care who report
they have received employer-paid training is much
higher than in other sectors (Eurofound, 2014a). 

The information gathered by the Network of European
Correspondents shows similar levels of qualification in
all types of care homes.

Austria: The lack of certified nurses in care institutions
means that employers have little choice when selecting
staff. At the same time, certain operators of care homes
tend to fill positions with assistant personnel instead of
certified nurses, finding loopholes in regulations
(Krajic and Schmidt, 2010, p. 37). It can be assumed that
this practice happens in non-public institutions due to
higher levels of pay in the public care sector. 

Ireland: The Health Act 2007 stipulates that providers
shall ensure that the number and skill mix of staff are
appropriate and that includes at all times, at least one
registered nurse. Public nursing homes tend to set
themselves a target of nurses constitting 60% of care
staff, a proportion that is lower in private nursing
homes. Because public homes are more likely to
provide specialised services like dementia care, they
have a higher share of nursing staff. A reliance on
non-qualified care staff in private facilities was
perceived as a concern in a study carried out in the last

Private care provision and service delivery: Accessibility, quality and efficiency



36

decade (Murphy, Shea and Cooney, 2007). More recent
data show that private nursing homes have taken in
provision of specialist dementia care while the public
sector specialises in respite care (Dementia Services
Information and Development Centre 2015).

Slovenia: In 2014, some 48.3% of staff in public care
homes were social care workers and 48.4% were
healthcare workers. In private care homes, 50.5% were
social care workers and 47.2% were healthcare workers.

Czech Republic: Care assistants working in ‘quasi social
care services’ are not required to have any training in
caring or nursing and are not formally employed. Their
role, as originally intended, was to provide care in
clients’ own homes, not in residential facilities.

Germany: All types of providers employ more workers in
helper/assistant roles (about 65% of the workforce)
than in skilled roles, the latter having a slightly higher
share in public care homes (Rothgang, 2015). There are
also small differences regarding the qualifications level
between different types of providers. Overall, it was
found that 10–13% of the workers have no
qualifications, while 23–26% have qualifications not
related to care and social services (Pflegestatistik,
2013).

Norway: There are no documented differences in staff
although there are some examples of lower levels of
qualifications among staff in private for-profit nursing
homes – for example, the extensive use of staff with
poor Norwegian-language skills. 

UK: Data from the National Minimum Data Set in Social
Care (NMDS-SC) for care homes in England indicate that
direct care staff in local authorities are better qualified
than those in the private or voluntary sector: 75% of
local authority staff have at least a Level 2 qualification,
as against 46% of those in the private sector and 52% of
those in the voluntary sector.

Finland: In 2014, public care homes had a slightly higher
percentage of nurse managers and team leaders, similar
percentages of qualified nurses and a higher share of
practical nurses than their private counterparts. Staff
without any social/healthcare qualification constituted
a higher share of staff in private 24-hour sheltered
housing (7%; in public facilities it is 3%) but lower in
residential homes (1%; in public facilities it is 2%)
(National Institute for Health and Welfare, 2015).

Malta: In 2016, the private sector (excluding the Church)
employed the most carers (420) while the government
employs more nurses (116).

Romania: The level of qualifications of staff in private
(non-profit) care homes was higher than in public
homes (ENNHRI, 2017). 

Wages in public and private environments

There are also differences in the wages paid by public
and private providers. The EJM provides a ranking of
wages in different jobs.11 In 2016, the wages of personal
carers working in residential care activities were ranked
in the second-lowest quintile (medium to low paid). In
comparison, the wages of personal carers working in
home care were ranked in the lowest quintile.

France: Salaries are slightly higher in the private sector,
but limited by the regulation of prices in contracted
facilities. The elasticity of salaries to environmental
variables is higher in non-contracted facilities (Martin,
2014).

Germany: On average, wages in private care homes are
lower than in non-profit and public care homes (Auth,
2014). Due to the high number of low-wage helpers in
the care sector, in 2009 the Minister of Labour extended
a collective minimum wage agreement on care
assistants (Pflegehilfskräfte) concluded by the United
Services Union ver.di and the non-profit organisation
Arbeiterwohlfahrt (AWO). Covering the care
assistants/helpers in all residential care homes, in 2016
the agreement provided an hourly wage of €9.75 in
western Germany and €9 in eastern Germany; the
statutory minimum wage is €8.50.

Austria: On average, wages are higher in public-law
employment relationships and public institutions than
in the private sector. Regulations in the different private
sector collective agreements, such as SWÖ, Caritas and
Diakonie are similar. Pay is lower in the care sector than
in the healthcare sector (with the exception of Vienna)
for equally qualified personnel (Krajic and Schmidt,
2010); this can lead to recruitment problems in the care
sector.

Norway: In the event of a change of providers (from
public to private) new employers cannot offer a lower
salary, but may change the organisation of the work and
have the possibility of rejecting the existing collective
agreement) – which in practice may lead to somewhat
lower salaries. Non-profit organisations are largely
bound by collective agreements that ensure the same
wages (and pension) as in the public sector. However,
some have changed their type of employer organisation
in order to avoid these regulations.

Ireland: Pay in public health and social care services
tends to be similar to that in private nursing homes
(though sometimes lower for nurses), but other benefits
such as pension and maternity top-up tend to be higher
in the public sector.

Care homes for older Europeans: Public, for-profit and non-profit providers 
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Sweden: The Municipal Workers’ Union  (Kommunal)
found that assistant nurses had lower wages when
working for a private eldercare provider, a difference
amounting to around SEK 900 (around €95 as at
8 August 2017) in 2012.

UK: The National Minimum Data Set for Social Care in
England shows that care home staff employed in local
authorities are better paid (£8.42 per hour – €9.30) than
those in the independent sector (£7.29 in the private
for-profit sector and £7.74 in the voluntary sector –
€8.05 and €8.55 respectively).

Quality of services

The underlying rationale for allowing competition
between different types of providers is that it can
increase quality and lower costs. Leichsenring, Nies and
van der Veen (2013) assert that there is contradictory
evidence regarding whether competition in
quasi-markets has actually led to an improvement of
the quality of services, given the lack of universally
acknowledged indicators and given that commissioning
is often based on price rather than quality.12 They refer
to evidence of private care homes being more service
oriented, while in contrast monopolies can have a
detrimental effect on service quality. Evidence from
Austria seems to indicate that competition between
public and private providers improves the quality of the
latter. Public and non-profit care homes constitute the
great majority of care home provision (approximately
80% of the total number of beds available). Their higher
quality has a ‘radiation effect’ on for-profit care homes,
which are forced to reach the same standards in order
to remain competitive (Neumayr and Meichenitsch,
2011).

According to Marczak and Wistow (2016), evidence
shows that private for-profit care homes provide
services of poorer quality than public or non-profit
homes. The authors make reference to the mixed results
in Nordic countries. The review carried out by Gautun et
al (2013) on Norway, Sweden and Denmark (as well as
the case studies and interviews they conducted),
concluded that current research 

does not provide grounds to conclude that there are
differences in quality between private commercial
providers and municipal services. Some studies show
a better quality of care in private care, while others
indicate worse quality.

(Gautun et al, 2013, p. 106)

The studies gathered by the Network of European
Correspondents also show very different outcomes.

Norway: A study of the consequences of competitive
tendering in Oslo (in terms of costs and quality)
measured quality with five indicators: proportion of
residents with pressure ulcers; new or worsened
contractures; severe weight loss; falls; and urinary
incontinence (Oslo Economics, 2013). The study found
that nursing homes subject to competitive tender by
2010 (privately run) had a somewhat higher average
quality than other nursing homes, and improved the
most from 2007 to 2010.  

Malta: The Government of Malta (2013) released the
annual report by the Office of the Commissioner for
Mental Health and Older Persons on residential homes
for older people. It found that the overall quality of the
audited homes was quite high, even though the quality
of the private and church homes was a little lower than
that provided by the government homes – with respect
to health services, friendliness of staff and general
environment; usually, when there is a medical problem,
residents are sent to public hospitals (AGE Platform
Europe consultation). In 2015, the government, which
had also purchased beds from private homes through a
public–private partnership, cancelled this agreement
with a private home due to the low-quality standards
(Times of Malta, 2015).

UK: Gage et al (2009) gathered data from inspection
reports in one English county and found that care
homes owned by corporate for-profit organisations
(which had specialist registrations and higher maximum
fees) were more likely to provide better care (in that
they failed fewer national standards). On the other
hand, small for-profit homes (those registered before
2000, those that provided services to local authority
funded residents and those that had registered for
nursing care) were more likely to provide poorer care.
The study also found evidence that better management
was associated with better quality of care. Nursing
homes run by non-profit organisations had the highest
average quality. In a study of care of people with
dementia in the UK, all the NHS continuing care units
assessed needed radical changes because of the poor
quality of care, while only half of the private facilities
were assessed as needing radical improvements
(Ballard et al, 2001).

Ireland: A study on the quality of life in nursing homes
covering non-medical aspects of care showed that lack
of choice for residents was more prevalent in public
facilities (Murphy, Shea and Cooney, 2007).

Private care provision and service delivery: Accessibility, quality and efficiency
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for Government, 2012).



38

Belgium (Flanders): In 2012, an inspection carried out
by the Flemish government gave for-profit care homes
lower scores in the areas of nutrition, staffing,
continuity of care and preventive health (such as hand
hygiene, and recording of falls and of infections). On the
other hand, private for-profit care homes were more
compliant with care practices (such as medication,
wound care, care plans, safety and help with bathing).
While the for-profit sector had a market share of 17% of
the market in 2012, some 43% of the total complaints
received were in relation to for-profit care homes.

Portugal: According to a report by the Health
Regulation Authority, there were more formal
complaints by service users between 2009 and 2015
about private establishments regarding safety and the
quality of the care provided than for about public care
homes (ERS, 2015).

Italy: According to a report by the NNA in 2015, private
providers struggle to meet quality standards. Limited
regional public expenditure that covers part of the
costs, as well as reduced household purchasing power,
are lowering service quality standards. However, the
definition of quality standards by law, introduced as
part of an accreditation process, has led to an increase
in costs. The dilemma recently faced by the
management of private residential facilities is,
therefore, whether to lower the standards to remain
competitive in economic terms, or to maintain the same
quality standards with higher fees. The report describes
regional cases where there is evidence of lower quality
services being provided, and of the relaxation of
monitoring by public authorities. In many northern
regions, for instance, the search for higher profits is
managed through the introduction of additional
services or by selecting wealthier service users (NNA,
2015).

Sweden: Private facilities seem to do better with regard
to service aspects, such as participating in the
formation of their care plan, reasonable duration
between meals, or offering different food alternatives
(Stolt, Blomqvist and Winblad, 2011).

Reported abuse and neglect

The information gathered by the Network of European
Correspondents in several countries comes from audits
and inspections. These and other quality monitoring
tools have been put in place and/or extended to private
care homes partly due to the alarm generated by cases
of neglect and abuse of residents. For example, in
Ireland, a scandal reported in the national media in
2005 about substandard living conditions in Leas Cross,
a private nursing home, influenced the establishment of
HIQA and the independent regulation of nursing homes. 

Very little evidence of reported differences between
public and private provision in terms of neglect and
abuse was found by the Network of European
Correspondents.

Sweden: Reported cases of neglect were equally
distributed between private and public units
(proportional to the number of residents) (National
Board of Health and Welfare, 2012). 

Estonia: There have been considerably more
complaints of neglect or mistreatment to the
representative bodies from the public sector than the
private sector, yet no case has ever reached the courts.

Romania: According the President of the Romanian
Association of the Managers of Elderly Care Institutions
(ADIV), most of the cases of neglect or mistreatment of
residents in private care homes concern material
deprivation and theft of property. Cases of neglect or
abuse were reported in the AGE Platform Europe
consultation to be higher in public residential care due
to the low staff quality. 

Czech Republic: In recent years, the Ombudsman has
organised systematic visits to homes for older people.
The inspection of ‘quasi social care services’ exposed a
range of problems, including: inadequate materials and
technical equipment; poor hygiene standards; poor
quality of care (staff lacking adequate skills); poor diet
and risk of malnutrition; inadequate safeguards;
restrictions on the movements of clients; invasion of
privacy or insufficient privacy; and financial dependency
on the operator (operators do not leave service users a
minimum 15% of the balance of income and do not limit
the maximum charge for services provided, as do social
services providers).

Poland: Private facilities were associated with a risk of
abuse and mistreatment. Public institutions were seen
as stable both financially (not vulnerable to bankruptcy)
and institutionally (Jurek, 2012).

Findings from surveys on quality 

Some of the information was gathered through user and
relative surveys, which have been criticised for low
response rates, selective bias and the fact that many
residents suffer from dementia, or may not express
negative views for fear of the consequences.

Norway: A 2011 user survey shows that 87% of residents
in non-profit care homes were (overall) satisfied with
the nursing home to a high degree or a very high degree
(Oslo Municipality, Helseetaten 2011). In commercially
run homes and municipal homes, the score was 85%
and 83% respectively. These differences were not
present in 2012 when the satisfaction rate was higher
(91%). In a next-of-kin-survey, the non-profit providers
scored best and commercially run homes scored equal
to the municipal homes (Oslo Municipality, Helseetaten
2012).
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Denmark: A survey in Aarhus, Denmark’s second-largest
city, shows that a greater proportion of relatives of
residents in private (for-profit and non-profit)
residential care homes (80% of 141 respondents) were
in general satisfied than their public counterparts (74%
of 980 respondents). The results of the survey have been
criticised by trade unions on the basis that relatives can
be biased because they selected the private residential
homes themselves and, therefore, have a more positive
attitude towards private provision.

Sweden: A 2015 user survey showed similar results for
all types of care homes regarding overall satisfaction,
the possibilities to spend time outside, and trust in staff
(National Board of Health and Welfare, 2015).

Netherlands: The website Zorgkaartnederland.nl
gathers users’ views about care institutions. There are
183 private for-profit institutions and 294 non-profit
institutions registered on the site, with the former
receiving higher rankings.

Efficiency
The regulation of long-term care quasi-markets entails
transaction costs that are difficult to measure
(Rodrigues, Leichsenring and Winkelmann, 2014).13

Several studies comparing the efficiency of public and
private care homes come from Norway. One of the
reasons for promoting a more diversified provision of
services in Norway (and other countries) since the 1990s
is the belief that competition has a positive impact on
cost efficiency (Vabø et al, 2013). This is an issue
discussed at the political level in Norway, where a study
by Oslo Economics showed that private nursing homes
had significantly lower costs and slightly better quality
than municipal homes, and thus were significantly more
cost effective (Oslo Economics, 2013). The study has
received criticism for not taking into account risks (such
as breach of contract and bankruptcy) or transaction
costs, which according to another study are usually
equivalent to between 5% and 10% of the cost of
contracts (Asplan Analyse, 2005).  

In a study of the accounts of 21 nursing homes, these
lower costs in private nursing homes were attributed to
the lower staffing numbers and lower percentage of
certified nurses, adjusting working time and lowering
pension costs (Havig, cited in Gautun et al, 2013, p. 110
and Vabø et al, 2013). Another study by the
Confederation of Norwegian Enterprise (NHO) estimates
that a patient in a municipally run nursing home has an
average annual cost of NOK 945,000 (approximately

€100,000), as opposed to NOK 775,000 (€83,000) per
year for a patient in a nursing home run by its members
(privately for-profit). Another study was carried out by
the Oslo Municipality, which currently has 15 privately
run nursing homes. The current total cost of these
homes is NOK 1,013 million (€108 million), with the local
authorities estimating that offering these services
through public provision would cost an additional NOK
49.5 million per year (€5.3 million) – mainly due to
better pension plans in the public sector. Non-profit
providers often have higher costs compared to private
for-profit providers and often lose to private for-profit
companies if the services are tendered out. The
Campaign for the Welfare State (For Velferdsstaten) only
found one competition won by a non-profit actor after
examining 47 cases (Herning, 2012). Non-profit
organisations tend to struggle in direct competition
with for-profit providers as they adhere to the higher
pension benefits of the municipally run institutions and
usually have higher costs than private for-profit
companies. A minimum standard of pay and working
conditions is secured by the public procurement
legislation regardless of provider, but pension benefits
are exempt.

Studies on the situation in Sweden (Swedish
Association of Local Authorities and Regions, 2011) and
Belgium (Pacolet and De Coninck, 2015) point out the
losses incurred by public nursing homes, with public
nursing homes in Belgium losing €12.90 per day per
resident. In comparison, non-profit nursing homes
make a profit of €4.60 per day per resident and private
for-profit care homes a profit of €0.90 per day per
resident. An important factor in the losses in the public
sector are the high staffing numbers (over the level that
is reimbursed) and the low reimbursement tariff for the
type of service users that tend to avail of public care
homes (see section on accessibility for more
information).

In addition to staffing numbers, other reasons behind
the losses in the public sector identified in the Swedish
study include private facilities controversially buying
infrastructure at a very low price and private nursing
homes being in a more advantageous position when it
comes to tax, insurance, negotiating wages or deciding
which services they provide – and how. Where private
care homes can focus on those areas that are more
profitable, public care homes are bound by legislation
in their care provision strategies and have a universal
responsibility (they must take difficult and/or expensive
cases).

Private care provision and service delivery: Accessibility, quality and efficiency
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A microeconometric analysis of cross-sectional data on
997 French nursing homes and a panel of 797 nursing
homes observed in 2003 and 2007 shows that economic
and cost ineffectiveness raise costs between 5% and
10% in public and in non-profit nursing homes that are
not associated with hospitals, with no significant
differences between care homes of different ownership
type (Martin, 2014).

In addition to cost efficiency, another indicator of
efficiency is the occupancy rate.14 According to a UK
study, in 2012 this was higher in private care homes
than in public care homes (LaingBuisson, 2014, cited in
Grant Thornton, 2014).15 The lower occupancy rates in
care homes run by local authorities are explained by
cuts in their budgets, which lead to referrals to the
private sector and the reduction in public provision.
According to Grant Thornton, overcapacity in private
care homes ‘should see reduction following the forecast
closure of local authority beds and continued closure of
older “not fit for purpose” care homes’ (Grant Thornton,
2014, p.4). Other factors stimulating demand and
occupancy found in the report include the ageing of the
population, the transfer of residents in local authority
care homes to the for-profit sector and the credit crisis
restricting new builds. On the other hand, the increased

use and promotion of home care by the government, as
well as its lower costs, may pose a challenge for the
private sector.

A study focusing on 40 nursing homes in Lombardy in
Italy assessed their efficiency using a data envelopment
analysis model over a three-year period (Garavaglia et
al, 2011). The model employed two input variables
(costs for health and nursing services and costs for
residential services) and three output variables (case
mix, extra nursing hours and residential charges).
Ownership was identified as one of the two factors that
affect efficiency, with private nursing homes
outperforming public nursing homes. The capacity to
implement strategies for labour cost and containment
nursing costs greatly affects efficiency scores. Public
nursing homes have reduced labour costs to a lesser
extent than private nursing homes; this is partly due to
trade union negotiations and organisational inertia. The
study concludes that the efficiency of public nursing
homes is moving towards that of their private
counterparts, which confirms the findings of other
studies showing that the introduction of competition
mechanisms and the creation of a quasi-market for
nursing homes do increase efficiency.

Care homes for older Europeans: Public, for-profit and non-profit providers 
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15 Occupancy rates were around 90% in the private for-profit sector, 94% in the non-profit sector , 64% in local authority nursing homes and 86% in NHS
long-stay beds.
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Trends in service provision
Pavolini and Ranci conclude that the result of reforms of
long-term care (which include the establishment of a
new social care market based on competition) is a
convergence in Europe towards a mixed model of
provision with an intermediate level of public provision
of long-term care (Pavolini and Ranci, 2008). The data
provided by Eurofound’s Network of European
Correspondents show that in nearly all countries for
which data are available, the share of private care
homes has increased over the last decade (Cyprus,
France and the UK (Scotland) are the exceptions to this,
the total number of care homes having decreased).  This
increase has been particularly rapid in Romania,
Slovakia and Slovenia and takes place in a context of
slower growth (except in the case of Malta and Spain) or
negative growth of public care homes. Consequently,
this trend in growth is also reflected in the increase of
places in private care homes. These increases seem to
indicate that the mechanisms introduced to promote
competition have indeed increased private provision,
and that the reduction in public provision has left room
for the expansion of the private sector. 

Is care home provision increasingly commercial? Given
that data about private care homes are often not
disaggregated into for-profit and non-profit categories,
it is difficult to get an overall picture of the trends.
However, over the last decade the number of for-profit
care homes has increased more than non-profit care
homes in Germany. In the UK (Scotland) for-profit care
homes have decreased to a lesser extent than non-profit
ones. In Norway on the other hand the number of
for-profit care homes have decreased and it has been
the opposite in non-profit care homes. In France, both
types of private care homes have grown at the same
pace. Looking at the total number of beds, this has
increased more in for-profit care homes in Austria and in
non-profit care homes in Belgium and Norway. Today,
there is a high share of private for-profit provision in the
UK, Germany and Ireland, and a very high level of
non-profit provision in the Netherlands. Public
provision is predominant in Nordic countries and in
central and eastern Europe. The projections in the 2015
Ageing Report (European Commission, 2015) foresee an
increase in public expenditure in long-term care that
could range from 2.7% to 4.1%  of GDP by 2060,
depending on different scenarios. The projections
performed in some individual Member States reflect this
need to broaden the coverage of formal care for older
Europeans.

Malta: Recent forecasts estimate that on average 200
additional beds are needed per year up to 2025 in public
retirement homes (Government of Malta, 2015).

Luxembourg: A report by the Consultative Commission
of Human Rights (2013) states that in 2050, the number
of persons living in residential care and nursing homes
will increase to between 15,000 and 20,000 individuals
(three to four times more than at present).

Belgium (Flanders): Another forecast focusing on the
region calculated that the sector will have to grow by
46% over 15 years (2014–2029) in order to deal with the
ageing population (Pacolet, Vanormelingen and De
Coninck, 2014). In 2060, the sector will have to be 2.65
times bigger than in 2014.

UK: Grant Thornton (2014) forecast that the share of
local authority/NHS beds for residential care will
decrease further (falling from 39,000 beds in 2012 to
18,000 in 2020, with private for-profit sector beds
increasing from 381,000 in 2012 to 400,000 in 2020).
Budget cuts in local authority spending may contribute
to the trend in increasing private sector provision. An
analysis of the UK long-term care market also expects
further increases in private residential care as less care
will be delivered by the public sector due to the relative
increase of service users who pay for their own care
(Technology Strategy Board, 2013). Another study
estimated that an extra 71,000 places in care homes will
be needed in the next eight years to meet rising demand
(Financial Times, 2015)

The need to increase formal supply poses challenges to
the sustainability of long-term care funding and
spending, and it may lead to higher co-payments from
service users. In Ireland, the percentage of a service
user’s assets that can be used in the Fair Deal scheme
increased from 5% in 2009 to 7.5% in 2013. In Italy,
some experts have postulated the introduction of new
sources of funding, such as private long-term care
insurance (NNA, 2011). The introduction of long-term
care insurance at the regional level was also discussed
in the sixth State Reform in Belgium (Pacolet and De
Wispelaere, 2016). In the UK, proposals for service user
payment in social care were a major issue in the 2017
general election. The main private for-profit providers of
care homes have warned that cuts to public funding for
residents will lead towards further closures of care
homes (Financial Times, 2017).

Attitudes of the public and of policymakers towards
private provision will influence to what extent it
develops further:

£ A report from Finland by the Ministry of Economic
Affairs and Employment (2015) indicates that
private provision is well regarded by consumers: it
can contribute with innovations and effectiveness
and spur the public sector. 

3 Conclusions
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£ In Romania, changes in waiting lists indicate an
increase in demand for private services: in 2008,
there were fewer pending requests for private care
homes (1,096) than for public care homes (1,630); in
2014, there were 1,472 pending requests for private
units and 907 for public units. 

£ In Sweden, the role that private actors have been
allowed to fill in providing public services has, to a
large extent, been ideologically driven. In Social
Democratic municipalities, private actors in
residential care are still not very widespread, while
they are quite common in conservative and liberal
areas. This indicates that the future role of private
providers will be closely connected to
developments in Swedish party politics. Further
proof of this is that following an intense election
campaign in which the role of private actors in the
welfare sector was the focus of debate, the current
government launched an enquiry about if and how
private providers should be allowed to make a
profit from public funding. However, the ability to
choose service providers is widely appreciated and
it appears unlikely that the government will
propose to revert to a single-provider system. 

£ In Norway, the ongoing municipal reform will lead
to fewer and larger municipalities, which could be
conducive to privatisation as bigger municipalities
have more capacity to commission services.
However, with 55% of the population preferring
municipal service provision if given the choice, and
only 20% preferring commercial providers (Gautun
et al, 2013), it seems unlikely that large-scale
privatisation reforms will take place.

Another factor influencing the expansion of private care
homes for older people are developments in the
broader long-term care sector. Most European countries
have seen a bigger increase in the number of older users
of home care than in residential care over the last two
decades. This trend is likely to continue since costs of
home care are generally lower, most Europeans prefer
to be cared for in their own home, and technological
developments widen the types of services that can be
provided (Eurofound, 2013c). For example, the
Romanian government estimates that home care is 11
times less expensive than a care home. However, it must
be noted that home care is, in many countries, more
expensive than residential care in the case of severe
needs and therefore there are limits to the number of
hours of home care that are covered by social
protection systems (OECD, 2017b).

Improving the monitoring of service
provision

Clear common definitions are essential. In order to
better monitor the extent of public and private
provision, it is essential to have clear common
definitions that allow the gathering of data about the

different types of long-term care services and providers.
Definitions and data about public, for-profit and non-
profit provision should take into account the legal
status, ownership and economic activity of providers.

The source of Eurostat data on beds in residential long
term care facilities is the joint questionnaire on non-
monetary health care, the data collection that is carried
out jointly by Eurostat, OECD and WHO. Unlike the data
about beds in hospitals, this information does not
include the type of ownership and the inclusion of this
variable in the joint questionnaire is not foreseen in the
near future. The lack of data disaggregated by
ownership does not enable the European institutions to
monitor developments in private provision. The fact
that many private providers receive public funding to
deliver services can make it difficult to draw a clear
distinction between public and private providers.
Furthermore, care homes can be managed by providers
of a different ownership type. In 2013, some 88% of care
homes in Italy were managed by their owners but there
were also 12% of care homes managed by an
organisation from another sector. According to the
National Institute for Statistics, around one-fifth of
public care homes in Italy have managers from the
non-profit sector, and around 4% have for-profit
managers, the rest being managed by public servants
(ISTAT, 2015). Private companies can be owned by the
public sector, as is the case in Estonia (European
Commission, 2011).

In many countries the information about the private
sector does not specify whether care homes are for-
profit or non-profit. This reflects the difficulties in
establishing the economic purpose of private providers.
It can be the case that care homes that are registered as
a non-profit institution actually seek to make a profit
through links to a for-profit company. A for-profit
company can, for example, own or rent the building
from a non-profit provider (or vice versa), with the
subsequent finances flowing between both entities.
These financial flows can be used to transfer profits to
the for-profit provider. A for-profit company can also be
a member of the board of directors in a non-profit
institution, charge for consulting services or a fee for
managing their services. In Austria and Belgium, the
federal government tries to capture the ownership and
economic purpose rather than the legal status of the
institutions (which is the criterion used by the Flemish
government). Another study included in this report
(Pacolet and De Coninck, 2015), instead of using legal
criteria, uses economic criteria and other information
(such as the composition of the governing boards).

An additional challenge is the different definitions and
classifications of long-term care services used in policy
documents at the European level. For example, the
European Commission makes reference to institutional
care and residential settings as different terms, stating
the preference of Europeans for the latter (European
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Commission, 2009a), while other EU documents used
these terms as synonyms. The guidelines on
deinstitutionalisation define institutional care and
community care in a way that the classification of care
homes as institutions seems to apply only to those care
homes that do not respect the autonomy of service
users. Community based services or community based
care ‘refers to “the spectrum of services that enable
individuals to live in the community”’ (European Expert
Group on the Transition from Institutional to
Community-based Care, 2012, p. 27).  

A report on home care from WHO found that 

‘home care’ is understood very differently across
countries and sectors. The services included vary
considerably among countries and even ‘home’ turns
out to be an elastic term. Many studies on home care
lack precision in defining the activities, goals and
even the target groups of home care … . Home care
can be conceived of as any care provided behind
someone’s front door or, more generally, referring to
services enabling people to stay living in their home
environment. In some countries, ‘someone’s front
door’ can include a home for the elderly.

(Genet et al, 2012, p. 9)

Improving the planning and management
of services

It is important to analyse possible trade-offs between
efficiency, quality and accessibility of services. Several
studies highlight how private providers are facing a
dilemma between cutting costs by decreasing the
quality of service or increasing prices and thus losing
competitiveness. Studies that analyse differences
between different types of providers need to document
whether improvements in one area are done at the
expense of others. The studies included in this report
give some indication of the implications of an increased
role for the private sector in relation to the accessibility,
quality and efficiency of services. It seems that private
care homes in some countries are less likely to provide
specialist services such as dementia care, which is a
major issue when a high proportion of residents are
aged over 80. The differences in prices of public and
private providers show that if the share of private beds
continues to grow, this may deepen health inequalities.
It also highlights the need for financial support to be
given to providers (if they permit lower charges for
service users) and to service users themselves.  

Two studies focusing on care homes in Flanders and
France provided information about the differences in
the level of disability of patients in public and private
care homes. In the case of Flanders, the differences
were caused partly by the costs and reimbursements for
each type of patient. Since the level of dependency has
an impact on the staff and services needed, it is
important to have similar information available in other
countries to understand if the needs of service users
that are more dependent are being met in all types of
care homes. This information can also help to
determine the staff-to-resident ratio that is more cost
efficient and provide the necessary incentives and
requirements to achieve it. There are indications in
several Member States of differences regarding the
location of care homes according to ownership, with
private care homes being more likely to be found in
affluent urban areas. This needs to be taken into
account when it comes to the planning of services.

There are no unequivocal findings about differences in
the quality of services, with results differing from
country to country. The results are nevertheless useful
in terms of providing an indication as to what aspects of
quality may be affected by changes in the market share
of each type of provider. Some of the aspects in which
there were differences between each type of provider as
documented in studies are: having a single room;
hygiene; the residents’ choice of food and activities;
attitude of staff; nutrition; continuity of care; and
preventive health services. 

Given the diversity of results from the studies, the
different types of evidence and the influence of the
context and the funding mechanisms in each country,
the assessment of implications of private provision at
the national level should seek to aggregate and
appraise the findings of studies in a systematic way. An
example of how this could be done is the systematic
review and meta-analysis carried out in North America
by Comondore et al (2009). Their work showed that non-
profit care homes have better quality care than
for-profit care homes in two respects – staffing and the
prevalence of pressure ulcers (bed sores); no differences
were found in the use of physical restraint or
deficiencies recorded in governmental regulatory
assessments. The studies included here could be used
as a starting point for further research. 

Conclusions
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Annex

Table A1: Number of care homes by ownership type
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Note: * The two public centres in Chania and Corfu are legal entities of public law created by the two local authorities. These centres are not
reflected in official statistics, but they were identified in a telephone interview with the Department for Protection of the Elderly, Ministry of
Labour.
**Data on public housing facilities for the dependent elderly include EHPAD hospitals in order to compare with data from 2007
*** Data on for-profit (economic activity) and non-profit (statutory activity) provision correspond to establishments ensuring 24-hour care
(placówki zapewniające całodobową opiekę). Since 2011 in the legislation and official statistics on chronic medical care homes and nursing
homes no distinction is made between public and private establishments.
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Annex

Table A2: Number of places in care homes by ownership type 

Public For-profit Non-profit Private Other Date Source

AT 35,525 14,352 24,993 2010 Ministry of Social Affairs (BMASK)

BE 42,298 46,926 54,537 2016 RIZIV/INAMI, quoted in Pacolet and De
Coninck (2015) 

CZ 26,344 10,298 2014 Ministry of Labour and Social Affairs

EL 5,823 6,192 2015 Ministry of Labour, Social Security and Social
Solidarity

ES 97,145 260,566 2014 Spanish National Research Council –
Envejecimiento en red

FR 234,760 121,860 191,780 2010 DREES (2014)

IE 6,656 22,342 2014 Nursing Homes Ireland Annual Private Nursing
Home Survey

LT 2,755 2,060 470 2015 National Statistical Office

MT 2,699 2,538 2016 Directorate for Health Information and
Research  

NO 35,921 2,677 2,104 6 2011 Statistics Norway – The unit used in the
national statistic is not beds but plasser,
meaning places or slots, i.e. patient capacity.

PL 64,918 9,330 2,093 14,092 2014 Ministry of Family, Labour and Social Policy

RO 7,019 5,601 2015 Ministry of Labour, National Statistics Institute
(INSSE)

SI 15,375 4,849 2016 Association of Social Institutions of Slovenia

SK 9,022 4,015 2013 Central Register of Social Services Providers

UK (Scotland) 4,474 30,017 3,673 2015 Number of registered places for older people.
Scottish Care Homes Census and Care
Inspectorate Registration List
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Care homes for older Europeans: Public, for-profit and non-profit providers 

Table A3: Number of service users by ownership type (most recent year) 

Public For profit Non-profit Private Other Year Data include

EL 5,115 5,426 2015

DE 44,404 285,781 461,353 2013

CY 510 791 2014

LT 2,593 1,952 467 2015

FR 292,609 108,087 153,618 2011 Residents over 65 in EHPADs

RO 5,892 4,657 2014

FI 29,518 18,771 2014 Residents in 24-hour sheltered housing
(tehostettu palveluasuminen) and residential
homes (vanhainkodit) 

HU 43,497 26,938 2013 Residents in long-term residential social
institutions (tartós elhelyezést nyújtó
intézmények)

HR 13,725 5,066 2014 Residents in social welfare homes for older
and infirm persons

PL 63,976 6,754 1,760 13,765 2014

SE 70,800 17,103 2015 Residents in special/sheltered housing
(särskilt boende)

UK (Scotland) 3,373 24,920 3,254 2015 Long-stay residents (older people)
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With people living longer, the need for affordable

care of high quality to support Europe’s population

increases. Over the last ten years there has been an

expansion of the private sector in terms of the

number of care homes and the places they provide.

This increase takes place in a context of decrease

or very slow growth in the services provided in

public care homes. This report examines services in

the public and private sectors, how they differ in

the services they provide in terms of the quality,

accessibility and efficiency of services. As private

provision increases, costs to users are likely to

become a more significant barrier issue unless

there is an increase in public benefits to subsidise

use. There are also some differences in the location

of different types of care homes, with private care

homes more likely to be found in affluent urban

areas. Differences in the types of residents are

influenced by the profitability of the services they

require.
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Living and Working Conditions (Eurofound) is a
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to provide knowledge in the area of social,
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Regulation (EEC) No. 1365/75, to contribute to the
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