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Abstract

:

Population ageing and the higher prevalence of multimorbidity in later life are increasing the demand for Long-Term Care (LTC) worldwide; this has been exacerbated by the COVID-19 pandemic. As in Europe and beyond, the bulk of care for frail older people is carried out by informal caregivers. This study aimed at understanding the factors affecting the overall worsening health of informal caregivers of older people with LTC needs living in Germany and Italy during the outbreak. To this purpose, 319 informal caregivers (149 in Germany and 173 in Italy) were surveyed online in 2020–2021. A logistic regression analysis was performed by country, to obtain an adjusted estimate of the risk of worsening of caregivers’ health. This risk increased by 42% for German caregivers compared to Italian ones, despite the former receiving more formal services. This may depend on different quality standards of LTC services and caregivers’ expectations, and on differing policies concerning migrant care workers (MCWs) during the outbreak, who could not enter Germany and were “trapped” at care recipients’ homes in Italy. Results call for in-home care reforms and policies guaranteeing more effective caregiver support, home care services and fairer working condition for MCWs in both countries.






Keywords:


COVID-19 outbreak; elder care; Germany; health; informal caregivers; Italy; Long-Term Care systems; older people; formal care services












1. Introduction


1.1. The Mismatch between the Demand and Provision of Formal Long-Term Care Services for Older People with Disabilities in Germany and in Italy


As a consequence of population ageing, the demand for Long-Term Care (LTC) (i.e., the delivery of a range of care services to meet the health needs of people limited in their ability to live independently) is dramatically increasing across the world, threatening LTC systems’ sustainability. This is especially true for those countries with older age structures, like Germany and Italy, the focus of the study presented here, with 21.8% and 23.2% of their population aged 65 and over [1].



Although Germany and Italy are characterized by a similar ageing processes, the response to the growing need for care differs in these countries, in terms of funding and service provision, due to different LTC concepts. Germany has one of the most elaborated and all-embracing welfare regimes, characterized by universal public and free health care, including monetary transfer, LTC facilities and home health care (as detailed below). Care, medication and nursing are funded by an obligatory state insurance system [2], introduced in 1995 by a national law as compulsory insurance to provide social security for those needing LTC. It provides medium-level support to dependent older people, emphasizing family, home and outpatient care, complemented by publicly financed services [3,4]. This monetary care contribution is calculated according to individually determined care degrees (1–5), ranging from 40 EUR to 250 EUR in the case of a low care needs (care degree 1), up to almost 2000 EUR in a situation of complete care needs in a nursing home (care degree 5) [5].



In Italy, characterized by a Mediterranean welfare regime [6], LTC is not conceived and organized as a comprehensive model. However, it juxtaposes multiple legislative interventions to integrate different national and regional legislation and social and health services [7]. Italian LTC provides a medium/low level of support, with unregulated cash payments and service delivery [4]. It stands on three pillars: residential care, home care and monetary transfers.



The residential care (i.e., nursing homes and day care services) is managed mainly by private bodies or Non-Governmental Organisations, acting as third parties of municipalities [8,9]. The provision of beds in nursing homes differs region by region, but it remains far from addressing the older population’s needs, as specified below.



Home health care services (e.g., medications, physiotherapy, blood tests) are delivered by the regional health care systems/authorities, while municipalities provide social care services (e.g., meals preparation and distribution). However, the delivery of home care services is scarce [10]: in 2016, on average, just 16 h of public home care services were provided per older person in total in one year [11].



The most common monetary transfer is the State Care Allowance “indennità di accompagnamento” in Italian) [12], introduced by Law number 18/1980, provided by the National Social Security Institute (Istituto Nazionale di Previdenza Sociale-INPS) and financed by tax revenues. It is a fixed monthly contribution (cash-for-care) of 522,10 EUR per month, provided to dependent people, regardless of the degree and type of care needed and economic situation of beneficiaries, without the obligation to declare the use made of it [12].



Given that in Germany as well as in Italy, the LTC systems are conceived as a support complementary to the main one provided by family members, in both countries there is a mismatch between LTC service demand and delivery, though to different extents.



In Germany, in 2014, the prevalence of multimorbidity in the 65+ age group was between 64% and 84% (men: 60% and women: 81%) [13]. In 2019, the number of people in need of care totalled 4.1 million, of whom 80% were cared for at home. The remaining 20% were cared for in one of the 15,400 LTC facilities (e.g., nursing homes) [14]. Older people with nursing care needs can choose between professional service (Pflegesachleistung) or monetary transfers. In the first case, older people are taken care of at home by professional caregivers who have a contract with nursing insurance funds and nursing homes [15] and provide a non-standardised number of hours of care in accordance with different degrees of care need. Alternatively, elder home care can be supported by cash benefits, with the prerequisite that older people have to be taken care of at home by their relatives, who are entitled to receive the allowance paid by the nursing insurance fund. It is also possible to combine cash benefits and professional home health care [16,17].



In Italy, in 2019, 3.8 million people aged 65 and over (28.4% of this population group) had severe difficulties in basic functional activities (i.e., severe motor, sensory and cognitive limitations), and more than one in two older people had multimorbidity, reporting at least three chronic diseases [18,19]. Of these, 90% were cared for at home (compared to 80% in Germany) and 10% lived in one of the 7372 nursing homes located in the country (about half of those available in Germany), whose number of beds differs region by region, ranging from 25 per 100 not-self-sufficient over-75 people in Trentino-Alto Adige (in Northern Italy) to 0.65 in Basilicata (Southern Italy) [20].



Thus, in comparison, the percentage of older people with needs accommodated in LTC facilities in Germany is twice as high as in Italy (20% and 10%, respectively).




1.2. Informal Caregivers in German and Italian LTC Systems


LTC systems in European countries are dictated by specific policy lines influencing the level and modalities of state support and the nationally prevalent care models, including the distribution between formal and informal care provision [3]. Regardless of the level of development of the LTC systems and of the welfare regime, informal caregivers play a pivotal role in the provision of assistance to older and/or disabled family members across Europe and beyond [21]. While country-specific estimations of the rate of informal caregiving are often lacking [22], a comparison based on three European Surveys—the European Health Interview Survey (EHIS), the European Quality of Life Survey (EQLS), and the Study on Health and Ageing in Europe (SHARE)—show in both countries examined similar prevalence rates of informal caregiving (albeit different estimations due to partially different methodological aspects characterizing the three surveys): 17.70% of Italian adults aged 50 and over (SHARE: 13.66/EHIS: 20.02/EQLS: 19.40) and 18.26% (SHARE: 23.80/EHIS: 20.32/EQLS: 10.66) for the German population in the same age group [23].



Strong differences emerge with regard to gender. In Italy and in Germany the share of women aged 45–64 providing informal care is 27% and 11%, respectively, compared to 18% and 8% of men in the same age range. As for intensity of care, Italian women spend, on average, more than 17 h per week providing care, compared to about 12 h provided by men. The situation is reversed in Germany, where men carry out about 11 h of care per week, and women a little more than 10 [24].



A similarly differentiated picture concerns the estimated economic time value of informal care. In Italy, this value was estimated to correspond to 3.6% of the GDP vs 0.9% of the GDP expenditure for formal care, while in Germany the economic value of informal care reaches only 0.9% of GDP, compared to 2.1% of the GDP for formal care, thus showing that formal care expenditure in Germany is double the Italian one [21].




1.3. Migrant Care Workers in German and Italian LTC Systems


Despite the described differences, German and Italian LTC systems are similar in another aspect, in addition to the similar presence of 50+ informal caregivers (as described above), i.e., the extensive employment of Migrant Care Workers (MCWs) as a response to the absence of an appropriate and sufficient supply of residential and home care service workers.



About 200,000 MCWs from Central and Eastern Europe are employed in Germany, but the estimated number of unregistered care staff is high [22] this putting MCWs at risk nor of having fair and equal working condition neither of accessing social protection and training that, conversely, are included in the fifth social pillar foreseen by the European Commission [25]. The live-in care model in Germany is based primarily on female workers from Poland, Romania and Slovakia, providing home care for one or more older people. Typically, two (or more) commuting MCWs alternate shifts of 2–12 weeks [26]. In this timeframe, they live 24/7 with the older care recipient.



In Italy, the number of families employing MCWs seems to be higher, with this facilitated by the lack of any restrictions in the use of the State Care Allowance. Since it is not mandatory to justify how and for what it is spent, the latter is often used by beneficiaries and their family members to pay the MCWs. There were almost one million declared domestic workers in Italy in 2020: 90% were female, and 70% had a migration background, mainly from Eastern Europe [27]. It is estimated that 60% of Italy’s domestic workers are undeclared (i.e., without a formal employment contract), which means that around 1.3 million people have no rights in the workplace [25]. Therefore, MCWs represent, together with family members, the informal side of the LTC system for the older people living in Italy [28]. They are the main means to guarantee tailored and around-the-clock assistance and supervision to older people with LTC needs, by helping family members hold on to the tradition of family care for ageing parents/relatives.



The main difference with the German model lies in the fact that MCWs in Germany are recruited and engaged by brokering agencies that also organize the travel to Germany. Conversely, in Italy, MCWs are mainly recruited by older people’s families via word-of-mouth and NGOs (without brokering agencies) and employed mostly in live-in situations and by long-term work commitments (according to their long-term migration plan), even if the frequent turnover of the workers is quite common, given the 24-h caring activities that they are required to carry out.




1.4. The Impact of COVID-19 Containment Measures on Informal Caregivers’ Overall Health


Previous research has demonstrated that the negative aspects of informal caregiving to older relatives are associated with depression, and very often informal caregivers can experience high levels of anxiety, stress, morbidity, physical problems and low quality of life (especially when they take care of older relatives with dementia) [29,30]. Caregiving responsibilities (e.g., moving, toileting, feeding, cleaning the care recipient and administrating drugs) can represent a risk for informal caregivers’ overall health (i.e., physical and mental well-being) [31,32,33,34,35] that can vary with caregivers’ health conditions [36] and may worsen, especially when the caregiver is cohabiting with the care recipient [37]. Caregiving can also lead to difficulties in social life and in labour market participation, in reconciling paid work and care duties [38,39,40] and in social inclusion and participation [41].



Such conditions have been worsened by the COVID-19 outbreak. The latter has entailed the cancellation and/or the postponement of many social and health care services targeted to older people, e.g., day care centres and home care services, the adoption of contingency measures for nursing care homes (e.g., relatives’ visit interruptions) and a range of restrictions affecting social life (better known as “stay at home measures”).



The latter exacerbated situations of social isolation and worsening mental health, already evident among informal caregivers before the pandemic, especially among those with limited technological skills, as they cannot benefit from the extensive opportunities to connect with others via the internet or social media [42].



The Government Responses Stringency Index (GRSI) [43], collecting systematic information on policy measures that governments have taken to tackle COVID-19, has similar scores for the German and the Italian government responses, presenting a maximum difference of three points over the outbreak, except for the periods around 21 March 2020, when the government response stringency level was 68.06 in Germany and 91.67 in Italy; on 21 March 2021, when it was 75 and 84.26, and on 17 September 2021, when it was 56 and 68.98 in Germany and in Italy, respectively. Moreover, according to the indicator of the GRSI entitled “Protection of elderly people”, German as well as Italian governments adopted “extensive restrictions for isolation and hygiene in Long-Term Care facilities, by prohibiting all non-essential external visitors, and/or requiring all community dwelling older people to stay at home and not leave the home with minimal exceptions, and receive no external visitors”.



The interruption, postponement and cancellation of social, health and community services for older people with LTC needs and for informal caregivers made the latter feel alone [44] and entailed the increase of prevalence and intensity, or the change, of caring activities carried out by informal caregivers [45], with a dramatic impact on their mental health and well-being [46,47,48,49,50,51,52,53]. Evidence suggests that the pandemic dramatically impacted the daily life of informal caregivers. In many countries, due to both the shortfall in support services and the persistent lack of information and guidance on the appropriate behaviour to adopt, informal caregivers experienced a great increase in their psychological and physical burden [54] as well as stress and anxiety [55]. This is also the case for Italy and Germany, as highlighted by recent studies [52,56].



Moreover, lockdowns put in place in both countries caused a shortfall in private care services, such as those provided by MCWs. In Germany, the closure of borders during the peak of the infection, namely between March and June 2020, interrupted the flow of MCWs from Eastern European countries, causing an increase of informal caregiver efforts [49,57]. Nevertheless, the German government extended MCWs’ visas and put in place incentives for keeping MCWs in the country, e.g., extending workers’ shifts and re-establishing unofficial transnational mobility for MCWs; German border authorities have been reported to have been permissive in letting care workers cross the borders [58].



In Italy, during the first wave of the pandemic, MCWs living in the same households as older people were considered as cohabiting family members, while the work of non-cohabiting MCWs was subject to the restrictions provided for all citizens who travelled to reach the workplace, i.e., self-certification indicating the work place address and personal details of the employer (i.e., the older care recipients or their relatives). Thus, live-in MCWs continued living with older care recipients, but in a condition of isolation, because often older people’s relatives lived out of the municipality and could not reach them due to pandemic-related mobility restrictions. Conversely, MCWs who did not reside with their charges often lost their job because they were infected with the virus or due to the older person’s relatives’ fears of transmission.



In light of the above, informal caregivers saw diminishing care supports, both formal and informal, during the pandemic. The first, due to the interruption of home care and day care services, and the second due to the fear of contagion and of sanctions and fines imposed by the physical distancing rules that led people to decrease social contacts and visits to frail and disabled older relatives.



Recent studies [48,59] have highlighted several stressors for informal caregivers, in addition to those that could be experienced by the general population as a consequence of the COVID-19 outbreak, as emotional stress, health stress (due to the reduced access to health care services during the pandemic) [60] and social isolation. Many informal caregivers reported worse health conditions and quality of life as a consequence of the outbreak in different European countries [45,51,61], and evidence shows that this occurred more strongly than among non-caregivers [62].



Despite these findings, the impact of pandemic-related interventions and policy measures on home care and community-based care settings is still rather neglected by the literature, especially with regard to their effects on informal caregivers of older people with LTC needs.




1.5. Aim of the Study


In light of the above, this study aims at advancing the available knowledge on the impact of the COVID-19 outbreak on the perceived overall health of informal caregivers of older people with LTC needs living in Germany and in Italy. In fact, to the best of our knowledge, there are no other studies analysing the impact of the COVID-19 outbreak on informal caregivers’ health in these two countries, having different LTC systems. This is an important topic to explore, even in light of the evidence available in the literature concerning the negative outcomes on informal caregivers’ health in non-pandemic times.



These two countries belong to two different welfare systems according to the classification of Esping-Andersen [6] and have been recently assigned to two different clusters by Tur-Sinai et al. (2021) [63]. This research analysed the response of LTC systems to the challenges posed by the pandemic and showed that Germany demonstrated high resilience in terms of both informal care (i.e., that provided by children, other relatives and non-relatives, like neighbours) and formal home-based care services, while Italy was characterised by a medium-low level of resilience, with weaker support by both informal care networks and formal home care [63]. The latter study stemmed from the hypothesis that caregivers’ health could have been influenced by the decrease/cancellation/postponement of social and health care services because of the outbreak and by the peculiarities of the LTC system characterizing the two countries.



In order to verify this hypothesis, the study aims at answering the following research questions: (1) What was the impact of the COVID-19 outbreak and of the consequent reduction of social and health care services on the overall perceived health status of informal caregivers of older people with LTC needs living in Germany and in Italy? (2) What are the predictors of a decrease in informal caregivers’ overall perceived health status and what are the mitigating factors?





2. Materials and Methods


The study is based on an online survey targeting European informal (i.e., unpaid) caregivers providing regular care and/or support (i.e., not occasional or temporary) to one or more people with their daily activities, personal care or in any other way due to their physical or mental illness, disability or old age. MCWs are not included in the sample because they receive an income and have a regular formal work contract.



The survey, carried out between November 2020 and March 2021 and promoted by Eurocarers, was available in 10 European languages (i.e., Czech, English, Estonian, Finnish, Finnish/Swedish, French, German, Italian, Portuguese, Swedish) [53].



Both in Italy and Germany, the online questionnaire was disseminated by the Eurocarers’ broad member organisations network. Respondents were mainly recruited by means of dissemination activities carried out through websites, social media channels (mainly on Twitter and Facebook groups or pages targeting informal caregivers and cared-for persons), local charities, webinars, and welfare or voluntary organizations at national, regional, or local levels. These procedures were repeated regularly in the period between November 2020 and March 2021.



This study, which reached an overall sample of 2468 European caregivers from 16 countries, is focused on two sub-samples of 146 informal caregivers living in Germany and 173 in Italy, providing care to older people aged 65 and over having LTC needs (i.e., experiencing multiple chronic diseases limiting their activities of daily living). Since several studies have analysed the consequences of the first pandemic wave in Spring 2020 [46,47,48,49,50,51,52,59,60,61,62,63], an added value of the study is that it provides evidence about the impact of the COVID-19 outbreak in winter 2020–2021, a critical period in which the effects of the first and following pandemic waves in Europe may have cumulated over time.



Electronic consent was requested from respondents before filling in the questionnaire, confirming that participants (1) had read the background information to the study; (2) voluntarily agreed to participate; (3) were at least 18 years old. All responses to the survey were collected anonymously, in compliance with the EU Regulation No. 679 of the European Parliament and of the Council of 27 April 2016 and the Helsinki Declaration (2013).



2.1. Data Collection Tool and Variables


The questionnaire included multiple choice questions and moved through six thematic areas: (1) caregivers and care recipients’ socio-demographic information; impact of COVID-19 on (2) the caregivers’ health status and on the caring situation; (3) the availability and use of social and health services both for caregivers and for care recipients; (4) caregivers’ employment and economic status; (5) the use of technology during the outbreak; (6) caregivers’ suggestions on how to improve social and health care services for better supporting them during the outbreak and beyond.



The study outcome variable is the response to the question “Considering your current situation, compared to before the pandemic, how has the pandemic impacted your overall health status?”. Respondents had three options for answering: “my overall health status… (1) improved; (2) did not change; (3) worsened”. We dichotomized this variable into “My overall health status improved/did not change” vs. “My overall health status worsened”.



Several variables were used for the analysis. The variable entitled “Caregiving (difference post–pre in hours of care)” indicates the difference between the hours of care provided before and during the outbreak (i.e., at time of answering the questionnaire).



The variable “Formal service provision (Discontinuity)” was calculated for highlighting whether there was at least one “yes” to the items “Social and health services decreased”, “Social and health services postponed” or “Social and health services cancelled”.



The variable “Service provision (Continuity)” was calculated for highlighting whether there was at least one “yes” to the items “Services adapted (e.g., online/telephone health consulting, etc.)”, “Services continued as before” or “Services increased”.



The variable “Formal support effectiveness” indicates at least one “very/extremely effective” service among the options “General Practitioner”, “Public health services/professionals”, “Public social services/professionals”, “Private care services/providers”, “The carer/patient organisation(s) with which I am in contact” and “Pharmacies”.



The variable “Informal support effectiveness” indicates at least one “very/extremely effective” support among the options “Church/Religious organisations”, “Voluntary organizations”, “Family members”, “Friends/Neighbours”, “Migrant/private care workers”.




2.2. Statistical Analysis


Informal caregivers and care recipients’ characteristics, divided by country, were compared using the chi-square test for categorical variables and the Students t-test for continuous variables. Data are reported as means (±SD) for continuous variables and as absolute frequencies for categorical variables. Thus, we compared subjects according to the outcome variable “overall health status” (improved/did not change vs. worsened) and to the variable “country” (Germany vs. Italy).



In order to obtain an adjusted estimate of the risk of worsening in overall health status, a logistic regression analysis was performed by country. Initially, we considered only crude models, but then we adjusted for age and gender, and finally we built a fully adjusted model, in which there were only the significant variables. A p-value < 0.05 was considered statistically significant. Statistical analysis was carried out using SPSS for Win V24.0 (SPSS Inc., Chicago, IL, USA).





3. Results


3.1. Informal Caregivers’ Characteristics and Living Arrangements in Relation to the Care Recipient


The questionnaire was answered by 146 informal caregivers of older people from Germany and 173 from Italy (319 family caregivers in total). In both countries, respondents were mostly females (89% in Germany and 78% in Italy), and the mean age was about 55 years. Italian caregivers had a (statistically significant) higher educational level compared to German ones. In fact, Italian respondents had mostly upper secondary (high school degree) (44%) and tertiary education (bachelor’s degree) (44%), with only about 7% having lower secondary education (secondary school degree), while German caregivers had mainly lower (26.7%) and upper secondary educational levels (26%) (Table 1).



Considering the relationship with the care recipients, despite some country differences, though non-statistically significant, about 71% of the overall sample was taking care of grandparents and parents (including in-laws), and more than 18% was looking after spouses.




3.2. Care Recipients’ Description


The majority of care recipients were aged over 80 and female, both in Germany (58%) and—with a higher percentage—in Italy (72%) (Table 1). In Germany, 79% suffered from physical disability, and in Italy more than 67%. In Germany 68.4% and in Italy 61.3% of older care recipients also reported psychological or mental issues, such as depression or anxiety (Table 1). In both countries, about 7 older care recipients out of 10 had cognitive impairment (i.e., dementia and memory loss problems), and about 3 out of 10 had neurological disabilities (other than dementia or memory problems). Finally, more than 75% of care recipients in Germany and 63% in Italy suffered from chronic illness (e.g., diabetes and cancer) and 68.7% and 48.8% in Germany and in Italy, respectively, from other long-term health conditions. Thus, the multimorbidity of care recipients is a widespread critical issue in both sub-samples.




3.3. Living Arrangement and Caregiving Intensity


Out of 319 respondents, more than 68% lived in the same household or in the same building. Almost 17% of Italian and more than 9% of German respondents lived within walking distance to the cared-for person, while about 36% of German caregivers lived further than walking distance, compared to about 27% in Italy. This suggests that distanced caregiving was more common in Germany than in Italy.



German respondents provided 32.4 h of care per week on average before the outbreak and 44.1 during the pandemic. Italian caregivers provided about 40.7 h of care per week before the outbreak and 46.8 during.



Finally, German caregivers of older people with severe health conditions were more numerous than Italian caregivers, and the difference is statistically significant, namely for caregivers of relatives with physical disabilities (p = 0.024) and chronic illnesses (p = 0.020).




3.4. Formal Support Services Received during the COVID-19 Outbreak


Informal caregivers living in Germany received more formal support than Italians (Table 2). The amount of several basic services was similar in the two countries: e.g., health care support was reported by about 54% of German carers and more than 44% of Italian caregivers; education by more than 11% in both countries; and financial support by more than 16% of the German sub-sample and 10% of the Italian one. However, overall, German informal caregivers received double or even triple the formal support compared to Italians, with a statistically significant difference. In fact, social care services were received by about 30% of German vs. 15% of Italian respondents; face-to face help by 29% of German vs. 6% of Italian respondents; practical help by 35% of German vs. 17.4% of Italian respondents.



Moreover, about 34% of German informal caregivers could count on grocery and meal delivery at home vs. 14% of Italians, and 44% of German respondents benefited from medication and drug delivery at home vs. about 18% of Italians. Furthermore, the number of German caregivers who used transportation services was triple compared to the number of Italian caregivers (about 31% in Germany vs. 11% in Italy), and respite care/relief services were received by more than 24% of German respondents compared to about 11% of Italian ones.



German caregivers found several services more effective than Italian caregivers, namely public health services (17% in Germany vs. 10% in Italy), social services (13% in Germany vs. 5% in Italy) and private care services (27% in Germany vs. 20% in Italy). The supports received by family, friends and neighbours, GPs, pharmacies, and carer/patient and church/religious organisations were considered as more effective by German caregivers than by Italian ones. Conversely, the Italian respondents considered the help of MCWs about eight times more effective than German informal caregivers (about 28% in Italy vs. 3.5% in Germany), as well as the help received by voluntary associations (10% vs. 1% in Germany). These differences between German and the Italian caregivers were almost always statistically significant (Table 3).



Table 4 shows that 35% of Italian informal caregivers experienced difficulties for themselves “always” or “often” vs. 22.4% of German ones. This finding is mirrored by different levels of feeling overwhelmed due to the outbreak. In fact, about 58% of Italian caregivers strongly or quite agreed on this feeling vs. 36.5% of German respondents. However, about 32% of German respondents felt unable to look after their own health and well-being vs. about 14% of Italian informal caregivers, showing in this case a different picture.




3.5. The Impact of the COVID-19 Outbreak on Informal Caregivers’ Overall Health


There is no correlation between caregivers’ age, gender, educational level and worsened health condition in the two countries, albeit the mean age of caregivers reporting health worsening was higher than that of caregivers reporting no change in their health condition due to the COVID-19 pandemic (Table 5).



Data on the increase of caregiving hours show that in both countries the share of informal caregivers reporting a worsened health status is about the same of those who reported an increase in the number of hours spent in caregiving: +13.9 h among the German respondents and +10.7 among the Italians.



Table 5 shows that in Italy 91% of informal caregivers reporting a worsened health condition saw social and health care services cancelled/interrupted/postponed during the COVID-19 pandemic. The difference between the caregivers reporting worsened health status and those who did not report any change in their overall health is statistically significant (p = 0.032).



Concerning formal support (i.e., public and/or private help received by health care professionals), a polarised picture emerges with regard to the difference observed between the group of informal caregivers reporting worsened health and those with an unchanged health status (albeit not statistically significant). In fact, in Germany, formal support was received by 76.7% of informal caregivers without health condition worsening and by 68.2% of informal caregivers with health condition worsening. On the contrary, in Italy, formal support was received by 59.1% of respondents not reporting worsened health and by 64.6% of respondents reporting it.



In Germany, there is a correlation between the unchanged health condition and the availability of extremely useful informal supports. In fact, in this country, 70% of informal caregivers who did not report poorest health could count on informal supports. The difference with the group of informal caregivers reporting worsened health is statistically significant (p = 0.013). Thus, in Germany, receiving informal support during COVID-19 positively impacted the informal caregivers’ overall health.



Both in Germany and Italy, more than 60% of caregivers reporting a worsened health condition lived with the older care recipients (62.4% in Germany and 64.1% in Italy). Few informal caregivers were infected with the virus, and no correlation was found between the infection and the worsened health condition.



Both in Germany and Italy, caring for older care recipients with psychological/mental health issues (e.g., depression, anxiety, etc.) increased the chance of worsened health condition. In fact, older care recipients with this kind of disease are more frequent in worsened health caregiver groups with respect to the improved/unchanged group (p = 0.001 in Germany and p = 0.025 in Italy). In Italy, older care recipients with neurological disabilities or learning difficulties are more frequent in worsened health caregiver groups with respect to the improved/unchanged group (p = 0.027).




3.6. Predictors and Protective Factors of Informal Caregivers’ Overall Health Worsening


The results of the logistic regression analysis concerning predictors of informal caregivers’ change in health status are reported in Table 6. Here, the “fully adjusted” model reports only variables achieving statistical significance in the age and gender adjusted models. In this section, we focus our attention mainly on the statistically significant variables.



Looking at the country level, in Germany, receiving informal support mitigated the risk of overall health worsening (OR = 0.45), while psychological/mental health issues of older care recipients (e.g., depression, anxiety, etc.) increased the risk (OR = 3.01). Living within one hour travelling time to the older care recipient emerged as a possible protective factor for overall health worsening (OR = 0.39 in the adjusted model), albeit with no statistical significance.



In Italy, discontinuity (i.e., interruption/postponement/cancellation) in formal social and health care service provision was a predictor of the overall health worsening for informal caregivers, being associated to an increase of this risk by more than 2.5-fold on average (OR = 2.54). Moreover, in Italy, living at a walking distance seemed to prevent informal caregivers’ health deterioration (OR = 0.40 in the adjusted model), unlike what was found in Germany, where living at a walking distance seemed to contribute to an increase in the risk to the caregivers’ health condition (OR = 0.69 in the adjusted model), albeit with no statistical significance.





4. Discussion


This is one of the few cross-national studies focusing on the impact of the COVID-19 outbreak on the health condition of informal caregivers of older people with LTC needs living in different LTC systems and involving large samples of informal caregivers, and carried out during the critical pandemic phase of winter 2020–2021. As such, it can provide useful insight into the effect of macro-level factors (such as those related to the overall functioning of and support provided by the welfare system at the country level) on the individual (i.e., micro-level) condition of one of the main pillars of our LTC systems: informal caregivers.



Understanding such an influence can be important because, in the last decade, we have witnessed the tendency of European families (at the micro-level) to increase in-home care for the most vulnerable older people, in order to ensure a better quality of assistance and to reduce the costs of institutionalization [64]. This trend is mirrored at the macro-level by the EU policy agenda (especially the European Pillar of Social Rights) [65], which considers community care as a priority in the formal health care sector in the last few years and home-based care as a practical measure to contain the costs of services and address older people’s preferences. All of this puts more and more pressure on informal caregivers.



The reported findings confirm the increase in the intensity of care for both German and Italian informal caregivers [44] and the worsening of their overall health as a consequence of the pandemic [51], as already highlighted by several, primarily single-country, studies [45,46,47,48,49,50,51,52,53,54,55,56].



The main novelty of this study consists of showing that predictive informal caregivers’ health worsening and mitigating factors differ in the two countries. In fact, the interruption/cancellation/postponement of formal social and health care services increased the risk of health worsening only in Italy, where the discontinuity of service provision, more severe than in Germany, was not counteracted and balanced by informal care support provided by other family members different from the main informal caregiver and/or friends and neighbours. Conversely, German caregivers could count on both sufficient (despite reduced) formal social and health care services and on a still relatively substantial informal care support.



The lack of informal support in Italy can be explained by the severe “stay at home” measures (accompanied by a massive media campaign) that were instituted in the country for protecting older relatives from the infection and that weakened family, friend and neighbourhood relationships, or at least prevented them from translating into effective help.



It is worth noting that the risk of health worsening increased by 42% for German caregivers compared to the Italian ones. This finding is surprising, considering that the German informal caregivers received two to three times the formal health and social services of the Italians (e.g., social care services, face-to face help groups, meal delivery, respite care) during the pandemic. Nevertheless, one explanation can certainly lie in the higher number of care recipients with long-term health conditions found in Germany (68.7%) compared to Italy (48.8%) and on the worsened mental and physical health condition of the German care recipients. In fact, psychological/mental health issues increased threefold compared to the risk of caregivers’ physical health deterioration within the German sample.



However, the higher risk of health worsening in the German sample may also depend on two additional factors. The first lies in the difference between the two LTC systems and in the related expectations concerning formal support in the two countries. The German LTC system stands on the provision of a large set of formal home-based in-kind services in normal times, which were probably not provided at the same standards during the pandemic. Thus, the German informal caregivers, who are used to being widely supported by formal health and social care services, had to provide 8.7 h of care per week more than before the pandemic, and consequently they had a stronger self-perception of the impact of the shortfall in services on their well-being than Italian caregivers, despite the fact that they received more formal services than the Italian caregivers during the outbreak. The latter, conversely, very seldom receive extensive in-kind home services (even before the healthcare crisis). Therefore, the vast majority did not expect to receive a wide spectrum of homecare services during the lockdown and thus did not perceive that their health condition was worsened during the pandemic, despite feeling overwhelmed.



The second health worsening factor for the German informal caregivers may lie in the different regulation of the care work provided by MCWs in the two countries. In Germany, MCWs usually work for shorter periods of time (e.g., two weeks) and then alternate with other migrants, substituting “shifts” (transportation included) regulated by brokering agencies. The closure of borders in early Spring 2020 limited the entry of MCWs from Poland, Romania and Slovakia, thus depriving informal caregivers of this “semi-formal” support. Later on, the flow of MCWs was allowed again, but not to an extent that could cover the increasing and unprecedented demand for care coming from frail older people in Germany [65].



Conversely, in Italy the presence of MCWs with a long-term migration project and the lack of any kind of regulation limiting their access and work in older people’s homes allowed Italian caregivers to be able to count on their help. In fact, in this country, many MCWs remained at home with the care recipient, bearing the greater burden of assistance in place of relatives, who could only occasionally reach older parents due to the restrictions, which during the first lockdown in early Spring 2020, allowed travel only within the neighbourhood (and only for cases of proven need) within the municipality of a residence [66,67,68]. This interpretation is confirmed by the findings on the effectiveness of the received services in the two countries. In Italy, in fact, MCWs represented the third-most effective support received during the pandemic (after pharmacies and other family members), while in Germany they were considered only as the second-last one.



Thus, the study confirms the lower resilience of the Italian formal and informal care supports in response to the reduction of the care services during the pandemic compared to Germany [63]. In addition, this study identifies MCWs as one of the main sources of resilience in the German and Italian LTC systems and advances further hypotheses for the interpretation of the results coming from previous and future studies focusing on the response of the LTC systems to the challenges posed by the COVID-19 health crisis.



4.1. Suggestions for Research and Policy


This study shows that a remarkable share (almost two out of three) of informal caregivers in Italy and in Germany felt overwhelmed during the last pandemic wave, pointing to a lack of appropriate supports. These findings suggest the need for further qualitative studies on the in-depth nuances of this phenomenon, in order to integrate past theoretical and conceptual frameworks in this field with more robust evidence on how to best support informal caregivers in emergency situations.



During the COVID-19 pandemic, the shortfall in health and social care services, and especially the lack of integration between formal and informal supports and between social and health care services for both older people and informal caregivers, weakened and threatened the effectiveness of LTC systems to respond to the challenges posed by the pandemic in the two investigated countries and had an impact on the health of informal caregivers, especially in Italy. This finding calls for a better and systematic involvement of informal caregivers in the planning of care interventions and services targeted to older people with LTC needs, especially those with physical and mental health issues, and their caregivers, as well as in the design of research efforts in this area. This entails, especially in Italy, the recognition of the role of informal caregivers both from the legislative point of view, through a national law and coordinated, comprehensive supporting policies (as it partly occurs in some Regions, e.g., Emilia-Romagna) and from a social security perspective, with the recognition of the time spent in informal care counting as pension credits or of care experience and skills earning qualifications for a possible later inclusion in the labour market (e.g., in the elder care sector).



The pandemic shed light on the need for improving home care services targeted to older people in need of LTC in both the countries. In fact, in Germany, the demand for home care during the lockdown was covered almost entirely by informal caregivers (i.e., family members, neighbours and friends), while in Italy, it was covered almost exclusively by relatives with the support of MCWs. In Italy, the latter guaranteed both flexibility and continuity in home care provision during the pandemic, continuing the suboptimal care system characterising this country [69,70].



This study underlined once again that the pandemic has brought to light the lack of sustainability and social justice of LTC systems based on the extensive contribution of MCWs in elder care. The support from MCWs has certainly benefited Italian informal caregivers, but it is conceivable that it has led to an increase in burden and stress for the MCWs, who even in non-pandemic times are exposed to a large number of working hours and receive low wages, often outside of any formal working contracts and social security coverage. In contrast, in Germany, the unavailability of MCWs due to the closure of the borders sent the German elder care system into turmoil and considerably increased the care burden of informal caregivers.



In light of this, it is recommendable to systematically consider MCWs and family caregivers of older adults as essential components of the LTC system, especially in those countries where their contribution is more substantial, and search for solutions allowing them to be routinely included in the planning and implementation of care provision.



From a policy perspective, European health workforce governance should be developed, which connects health and social care system needs, health care, labour markets and MCWs, both at a macro and at an individual level, in order to create policies that guarantee the continuing provision of home care as well as fair working conditions for MCWs in a “win–win” perspective. The European Commission and the Member States have indeed recognised and defined MCWs as “key-workers”, because they carried out essential functions during the pandemic to keep European citizens healthy, safe and fed [71,72]. MCWs were also defined as more vulnerable than native care workers, because they were more frequently employed under temporary contracts, earned lower wages and could not work from home due to the typology of their job (i.e., personal home care), thus exposing MCWs, often working in more than one household, to a higher risk of infection [73].



In Germany, therefore, a reform of the live-in care market is required to regulate the work of the brokering agencies and ensure fair and better working conditions and social security measures for MCWs and the continuity of care to older care recipients and informal caregivers. Similarly, in Italy, stronger measures have to be put in place for hindering the irregular employment of MCWs and guaranteeing fair working conditions.



Moreover, in Italy, where this study highlighted the weakening of family and community ties, policies and initiatives targeted to restore and strengthen intergenerational and intra-generational family, friend and neighbourhood relationships interrupted during the pandemic seem to have become a priority for weaving and mending the informal support network at the community level, namely in the face of an inefficacious formal support system.



Furthermore, the integration of multiple types of formal and informal care solutions can simultaneously respond not to only the health but also to the social and emotional needs of both informal caregivers and older care recipients, especially in the face of a complex care situation like the one represented by the global pandemic crisis.




4.2. Study Limitations


Despite the innovative evidence highlighted by this study, some limitations should be taken into account when considering these findings.



The first limitation concerns the rather small sample size on which the study is based, which is also different in the two countries, being more numerous in Italy than in Germany. This study focuses on two national sub-samples of informal caregivers of older people, drawn from a larger European sample whose recipients were also non-elderly care recipients. This is why the sample is quite limited.



The second limitation is represented by the convenience, not randomized, sampling strategy of participants recruited for this study, which does not allow the generalization of results to all informal caregivers in the two countries.



Another limitation is constituted by the channels chosen for the data collection, which reached only digitally literate and more highly educated people, thus excluding a priori many caregivers who are not familiar with online tools. This mirrors what is highlighted by the literature, i.e., that among older adults, the more educated have higher levels of digital skills. In fact, since complexity is an important barrier to technology adoption, people with a higher level of education seem to be more keen to overcome this type of problem [74,75]. For example, in Italy, a recent study confirmed that access to a computer and the internet at home increases with the educational level [76]. This could be the reason why in the Italian sample there are more educated individuals than in the German one (especially those having an upper secondary educational level).



Another study bias could be the under-representation within the sample of caregivers who suffered from COVID-19. This is probably due to health-related difficulties to access and fill-in the online questionnaire if caregivers were infected with the virus.



These are biases to be considered when interpreting the illustrated findings.





5. Conclusions


Despite the limitations highlighted above, to our knowledge this study represents one of the very few international efforts aimed at shedding light on the impact of the pandemic on one of the most invisible—albeit essential—groups of LTC providers: informal caregivers. It allows us to highlight important aspects, such as the fact that the German and Italian health and social care systems have failed to support and safeguard the health of informal caregivers during the COVID-19 outbreak.



This study also reveals that the German LTC system, commonly considered as well-structured and providing many typologies of supports, has not been able to adequately sustain informal caregivers of older people with LTC needs, especially caregivers of older care recipients with psychological/mental health issues. During the pandemic, living with older care recipients was a predictor of caregivers’ worsened health condition, as well as the discontinuity of health and social care service provision. The health of informal caregivers in Germany seems to have been more at risk than that of Italian caregivers, although the former received more services. This seems to lie in the more demanding caring context experienced by German respondents who cared for older relatives with worse health conditions as compared to the Italian ones. This finding calls for stronger home care services targeted to older people with psychological/mental diseases and respite care measures for their caregivers. Moreover, the more widespread presence of MCWs and their substantial support could have increased the resilience of the Italian LTC system during the COVID-19 pandemic, mitigating the lockdown effects, to the advantage of informal caregivers. What our study did not investigate, being outside of its scope, is whether this occurred at the detriment of MCWs’ health and well-being.



In light of these findings, further research is needed to explore more in-depth the economic, psychological and social costs of the pandemic for both informal caregivers and MCWs in the two countries and to identify policies that can better reconcile the interests of older people with LTC needs and their informal caregivers as employers, with those of MCWs, to be analysed as a crucial but largely under-investigated triad in current LTC systems.
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Table 1. Informal caregivers’ description and living arrangement.
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	Total (n = 319)
	Germany

(n = 146)
	Italy

(n = 173)
	p





	Informal Caregivers
	
	
	
	



	Gender
	
	
	
	0.031



	Male
	51 (16.04%)
	15 (10.27%)
	36 (20.93)
	



	Female
	264 (83.02%)
	130 (89.04%)
	134 (77.9%)
	



	Prefer not to say
	3 (0.94%)
	1 (0.68%)
	2 (1.16%)
	



	Mean age
	55.4 ± 11.8
	55.6 ± 11.4
	55.2 ± 12.2
	0.766



	Educational level
	
	
	
	0.000



	Primary education
	9 (2.82%)
	6 (4.11%)
	3 (1.73%)
	



	Lower secondary education
	51 (15.99%)
	39 (26.71%)
	12 (6.94%)
	



	Upper secondary education
	114 (35.74%)
	38 (26.03%)
	76 (43.93)
	



	Tertiary education
	145 (45.45%)
	63 (43.15%)
	82 (47.4%)
	



	Caring for
	
	
	
	0.117



	Grandparent/parent/parent-in-law
	226 (70.8%)
	97 (66.4%)
	129 (74.6%)
	0.112



	Spouse/Partner
	59 (18.5%)
	36 (24.7%)
	23 (13.3%)
	0.009



	Other (e.g., friend, neightbour, ex-spouse/partner)
	23 (7.2%)
	9 (6.2%)
	14 (8.1%)
	0.507



	Uncle/Aunt
	7 (2.2%)
	3 (2.1%)
	4 (2.3%)
	0.876



	Brother/Sister or Brother/Sister-in-law
	4 (1.3%)
	1 (0.7%)
	3 (1.7%)
	0.401



	Living arrangement in relation to the care recipient
	
	
	
	0.015



	In the same household
	128 (40.25%)
	57 (39.04%)
	71 (41.28%)
	



	In different household but in the same building
	47 (14.78%)
	22 (15.07%)
	25 (14.53%)
	



	Within walking distance
	43 (13.52%)
	14 (9.59%)
	29 (16.86%)
	



	Not within walking distance but less than 30 min one-way travel
	69 (21.7%)
	30 (20.55%)
	39 (22.67%)
	



	Between 30 min and one hour travelling
	18 (5.66%)
	13 (8.9%)
	5 (2.91%)
	



	Between one and three hours travelling
	7 (2.2%)
	4 (2.74%)
	3 (1.74%)
	



	Between three and five hours travelling
	6 (1.89%)
	6 (4.11%)
	0 (0%)
	



	Mean hours of care provided per week before the COVID-19 outbreak
	36.9 ± 50.9
	32.4 ± 37.5
	40.7 ± 59.8
	0.154



	Mean hours of care provided per week during the COVID-19 outbreak
	45.6 ± 50.0
	44.1 ± 44.8
	46.8 ± 54.2
	0.636



	Older care recipients
	
	
	
	



	Gender
	
	
	
	0.029



	Male
	105 (33.1%)
	59 (40.7%)
	46 (26.7%)
	



	Female
	208 (65.6%)
	84 (57.9%)
	124 (72.1%)
	



	Prefer not to say
	4 (1.3%)
	2 (1.4%)
	2 (1.2%)
	



	Mean age
	81.2 ± 8.1
	81.6 ± 8.3
	80.9 ± 7.9
	0.499



	Physical disabilities (caused, e.g., by frailty, accident, injury, illness)
	220 (73.1%)
	111 (79.3%)
	109 (67.7)
	0.024



	Psychological/mental health issues (e.g., depression, anxiety, etc.)
	191 (64.5%)
	93 (68.4%)
	98 (61.3%)
	0.201



	Cognitive impairments (e.g., Alzheimer’s, dementia, etc.)
	212 (70.9%)
	104 (74.8%)
	108 (67.5)
	0.165



	Neurological disability or learning difficulty (other than dementia and memory problems)
	98 (33.6%)
	45 (33.1%)
	53 (34%)
	0.873



	Other chronic illnesses (e.g., diabetes, heart disease, cancer, etc.)
	204 (68.7%)
	102 (75.6%)
	102 (63%)
	0.020



	Other long-term health conditions
	169 (57.7%)
	90 (68.7%)
	79 (48.8%)
	0.001
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Table 2. Formal supports received during the COVID-19 outbreak.
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	Total

(n = 319)
	Germany

(n = 146)
	Italy

(n = 173)
	p





	Health care
	152 (48.9%)
	77 (53.8%)
	75 (44.6%)
	0.106



	Social care
	67 (21.9%)
	42 (29.8%)
	25 (15.2%)
	0.002



	Face-to-face help groups
	52 (16.9%)
	42 (29.2%)
	10 (6.1%)
	0.000



	Counselling/information via helplines and telephone services
	102 (32.8%)
	53 (37.1%)
	49 (29.2%)
	0.139



	Online support services (e.g., psychological/emotional support, etc.)
	47 (15.3%)
	19 (13.5%)
	28 (16.8%)
	0.424



	Practical help (e.g., preparing meals, laundry, housework, etc.)
	79 (25.5%)
	50 (35%)
	29 (17.4%)
	0.000



	Grocery/meal delivery at home
	72 (23.2%)
	48 (33.8%)
	24 (14.2%)
	0.000



	Medication/drug delivery at home
	93 (29.9%)
	63 (44.1%)
	30 (17.9%)
	0.000



	Transportation (e.g., to go to the General Practitioner, etc.)
	62 (19.8%)
	44 (30.8%)
	18 (10.6%)
	0.000



	Respite care/Relief services
	53 (17%)
	35 (24.5%)
	18 (10.7%)
	0.001



	Education and training
	35 (11.3%)
	16 (11.2%)
	19 (11.3%)
	0.973



	Financial support
	42 (13.5%)
	24 (16.7%)
	18 (10.8%)
	0.130
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Table 3. Very/extremely effective support providers during the pandemic.
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	Typologies of Services
	Total

(n = 319)
	Germany

(n = 146)
	Italy

(n = 173)
	p





	Public health services/professionals
	42 (13.2%)
	25 (17.1%)
	17 (9.8%)
	0.000



	Public social services/professionals
	28 (8.8%)
	19 (13%)
	9 (5.3%)
	0.000



	Private care services/providers
	74 (23.5%)
	39 (26.9%)
	35 (20.6%)
	0.000



	Voluntary organisations
	19 (6%)
	2 (1.4%)
	17 (9.9%)
	0.000



	Friends/Neighbours
	75 (23.8%)
	40 (27.8%)
	35 (20.4%)
	0.000



	Migrant/private care workers
	52 (16.5%)
	5 (3.5%)
	47 (27.7%)
	0.000



	Carer/patient organisation(s)
	54 (17.5%)
	22 (22.2%)
	22 (13.7%)
	0.003



	General Practitioner
	86 (27.3%)
	42 (29%)
	44 (25.9%)
	0.010



	Family members
	128 (40.7%)
	71 (48.6%)
	57 (33.7%)
	0.013



	Church/Religious organisations
	19 (6%)
	11 (7.5%)
	8 (4.7%)
	0.029



	Pharmacies
	124 (39.8%)
	66 (45.8%)
	58 (34.7%)
	0.203
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Table 4. Difficulties faced by informal caregivers during the COVID-19 outbreak.
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	Types of Difficulties
	Total

(n = 319)
	Germany

(n = 146)
	Italy

(n = 173)
	p





	I have experienced difficulties for MYSELF
	
	
	
	0.001



	1-Almost always
	35 (11.2%)
	12 (8.4%)
	23 (13.5%)
	



	2-Often
	64 (20.4%)
	20 (14%)
	44 (25.9%)
	



	3-Sometimes
	97 (31%)
	42 (29.4%)
	55 (32.4%)
	



	4-Seldom
	54 (17.3%)
	26 (18.2%)
	28 (16.5%)
	



	5-Never/I have no other care recipient(s)
	63 (20.1%)
	43 (30.1%)
	20 (20.1%)
	



	I feel able to look after my own health and well-being
	
	
	
	0.000



	1-Strongly agree
	54 (17%)
	27 (18.6%)
	27 (15.6%)
	



	2-Quite agree
	107 (33.6%)
	34 (23.4%)
	73 (42.2%)
	



	3-Undecided
	87 (27.4%)
	38 (26.2%)
	49 (28.3%)
	



	4-Quite disagree
	51 (16%)
	30 (20.7%)
	21 (12.1%)
	



	5-Strongly disagree
	19 (6%)
	16 (11%)
	3 (1.7%)
	



	I feel overwhelmed due to the COVID-19 outbreak
	
	
	
	0.001



	1-Strongly agree
	66 ( 20.8%)
	26 (17.9%)
	40 (23.3%)
	



	2-Quite agree
	83 (26.2%)
	27 (18.6%)
	56 (32.6%)
	



	3-Undecided
	87 (27.4%)
	55 (37.9%)
	32 (18.6%)
	



	4-Quite disagree
	60 (18.9%)
	28 (19.3%)
	32 (18.6%)
	



	5-Strongly disagree
	21 (6.6%)
	9 (6.2%)
	12 (7%)
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Table 5. Overall informal caregivers’ perceived health status and worsening predictors by country.
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Predictors

	
Worsened Overall Health Status OR (95%CI)




	
Germany (n = 145)

	
Italy (n = 172)




	
Improved/Not Changed Health (n = 60)

	
Worsened Health (n = 85)

	
p

	
Improved/Not Changed Health

(n = 93)

	
Worsened Health (n = 79)

	
p






	
Caregivers

	

	

	

	

	

	




	
Age

	
53.2 ± 13.1

	
57.0 ± 9.5

	
0.050

	
55.2 ± 12.1

	
54.8 ± 12.0

	
0.814




	
Gender (Female)

	
53 (88.3%)

	
76 (89.4%)

	
0.838

	
69 (75.0%)

	
65 (82.3%)

	
0.249




	
Educational level

	

	

	
0.528

	

	

	
0.824




	
Primary education

	
2 (3.3%)

	
4 (4.7%)

	

	
1 (1.1%)

	
2 (2.5%)

	




	
Lower secondary education

	
14 (23.3%)

	
25 (29.4%)

	

	
6 (6.5%)

	
6 (7.6%)

	




	
Upper secondary education

	
14 (23.3%)

	
24 (28.2%)

	

	
40 (43.0%)

	
36 (45.6%)

	




	
Tertiary education

	
30 (50.0%)

	
32 (37.6%)

	

	
46 (49.5%)

	
35 (44.3)

	




	
Caregiving (Difference post–pre in hours of care)

	
8.8 ± 20.9

	
13.9 ± 17.1

	
0.118

	
4.4 ± 31.4

	
10.7 ± 25.1

	
0.157




	
Service provision (Continuity)

	
41 (69.5%)

	
52 (61.9%)

	
0.349

	
66 (71.7%)

	
58 (74.4%)

	
0.702




	
Formal social and health care services provision (Discontinuity)

	
46 (78.0%)

	
71 (83.5%)

	
0.400

	
72 (79.1%)

	
71 (91.0%)

	
0.032




	
Formal support effectiveness

(at least 1 very/extremely)

	
46 (76.7%)

	
58 (68.2%)

	
0.267

	
55 (59.1%)

	
51 (64.6%)

	
0.467




	
Informal support effectiveness (at least 1 very/extremely)

	
42 (70.0%)

	
42 (49.4%)

	
0.013

	
58 (62.4%)

	
44 (56.4%)

	
0.429




	
Living condition

	

	

	
0.077

	

	

	
0.072




	
Co-habiting

	
25 (41.7%)

	
53 (62.4%)

	
45 (48.4%)

	
50 (64.1%)




	
Walking distance

	
6 (10.0%)

	
8 (9.4%)

	
20 (21.5%)

	
9 (11.5%)




	
Within 1 h travel

	
23 (38.3%)

	
20 (23.5%)

	
25 (26.9%)

	
19 (24.4%)




	
More than 1 h travel

	
6 (10.0%)

	
4 (4.7%)

	
3 (3.2%)

	
0 (0.0%)




	
Caregiver Infection (“I have personally been infected”)

	
3 (5.8%)

	
9 (11.4%)

	
0.275

	
7 (8.6%)

	
14 (18.7%)

	
0.067




	
Older care recipient

	

	

	

	

	

	




	
Psychological/mental health issues (e.g., depression, anxiety, etc.)

	
29 (52.7%)

	
64 (79.0%)

	
0.001

	
45 (52.9%)

	
52 (70.3%)

	
0.025




	
Neurological disability or learning difficulty (other than dementia and memory problems)

	
14 (25.0%)

	
31 (38.8%)

	
0.094

	
21 (25.6%)

	
31 (42.5%)

	
0.027








“Bold” higlight the statistically significant differences.
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Table 6. Predictors of informal caregivers’ overall health status worsening by country.
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Worsened Overall Health Status OR (95%CI)




	
Germany

	
Italy




	
Predictors

	
Crude Model

	
Age and Gender Adjusted Model

	
Fully adjusted Model *

	
Crude Model

	
Age and Gender Adjusted Model

	
Fully Adjusted Model **






	
Caregivers

	

	

	

	

	

	




	
Age

	
1.03

(1.00–1.06)

	
1.03

(1.00–1.06)

	
1.03

(0.99–1.06)

	
1.00

(0.97–1.02)

	
1.00

(0.97–1.03)

	
1.00

(0.97–1.03)




	
Gender (Female)

	
1.11

(0.39–3.18)

	
1.23

(0.42–3.60)

	
1.15

(0.37–3.60)

	
1.55

(0.73–3.26)

	
1.54

(0.72–3.32)

	
1.48

(0.68–3.24)




	
Educational level

	
0.531

	
0.599

	

	
0.832

	
0.780

	




	
Primary education

	
-

	
-

	

	
-

	
-

	




	
Lower secondary education

	
0.89 (0.14–5.50)

	
1.15 (0.18–7.32)

	

	
0.50 (0.03–7.10)

	
0.38 (0.02–5.95)

	




	
Upper secondary education

	
0.86 (0.14–5.29)

	
1.29 (0.20–8.43)

	

	
0.45 (0.04–5.17)

	
0.30 (0.02–3.99)

	




	
Tertiary education

	
0.53 (0.09–3.13)

	
0.75 (0.12–4.65)

	

	
0.38 (0.03–4.37)

	
0.28 (0.02–3.72)

	




	
Caregiving (Difference post–pre in hours of care)

	
1.02

(0.99–1.04)

	
1.02

(1.00–1.04)

	

	
1.01

(1.00–1.02)

	
1.01

(0.99–1.02)

	




	
Service provision (Continuity)

	
0.71

(0.35–1.45)

	
0.81

(0.39–1.69)

	

	
1.14

(0.58–2.26)

	
1.15

(0.57–2.33)

	




	
Formal social and health service provision (Discontinuity)

	
1.43

(0.62–3.32)

	
1.66

(0.70–3.94)

	

	
2.68

(1.06–6.76)

	
2.54

(0.99–6.48)

	
2.54

(1.00–6.48)




	
Formal support effectiveness (at least 1 very/extremely)

	
0.65

(0.31–1.39)

	
0.63

(0.29–1.37)

	

	
1.26

(0.68–2.34)

	
1.31

(0.69–2.46)

	




	
Informal support effectiveness (at least 1 very/extremely)

	
0.42

(0.21–0.84)

	
0.45

(0.22–0.91)

	
0.45

(0.23–0.99)

	
0.78

(0.42–1.44)

	
0.82

(0.43–1.54)

	




	
Living condition

	
0.083

	
0.075

	

	
0.230

	
0.263

	




	
reference: co-habiting

	
-

	
-

	

	
-

	
-

	




	
Walking distance

	
0.63

(0.20–2.01)

	
0.69

(0.21–2.26)

	

	
0.40

(0.17–0.98)

	
0.40

(0.16–0.99)

	




	
Within 1 h travel

	
0.41

(0.19–0.88)

	
0.39

(0.18–0.85)

	

	
0.68

(0.33–1.40)

	
0.76

(0.36–1.61)

	




	
More than 1 h travel

	
0.31

(0.08–1.21)

	
0.32

(0.08–1.26)

	

	
-

	
-

	




	
Caregiver Infection (“I have personally been infected”)

	
2.10

(0.54–8.16)

	
1.81

(0.46–7.20)

	

	
2.43

(0.92–6.39)

	
2.64

(0.94–7.45)

	




	
Older care recipients

	

	

	

	

	

	




	
Psychological/mental health issues (e.g., depression, anxiety, etc.)

	
3.37

(1.59–7.16)

	
3.14

(1.45–6.77)

	
3.01

(1.38–6.56)

	
2.10

(1.09–4.05)

	
1.99

(1.01–3.91)

	




	
Neurological disability or learning difficulty (other than dementia and memory problems)

	
1.89

(0.89–4.03)

	
1.85

(0.85–4.02)

	

	
2.14

(1.09–4.23)

	
1.86

(0.93–3.73)

	








Significant ORs in bold. * Cox and Snell R-square is 0.110. ** Cox and Snell R-square is 0.031.
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