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In the mid2030s, the health of the baby boomers will have deteriorated and many in these 
large cohorts will be in need of formal and/or informal long-term care.  

This “care wave” will transform two generations: the baby boomers in need of care and their 
children who may supply care. It will have significant implications for labour supply, 
especially for women, saving behaviour, and therefore for productivity, economic growth and 
its inclusiveness.  

The overarching objective of BB-Future is to understand the size and the implications 
of the care wave on economic and social outcomes, to appreciate the quality of this 
second ageing-related transformation and to develop policy recommendations for 
advance planning on the EU and Member State levels. 

This deliverable provides refined estimates of the care gap in Europe, based on demographic 
and health projections. Our main result is that under current behavioral assumptions – 
especially current labor force participation, part-time rates and retirement age – this gap will 
grow much larger in all five countries than it is already today. Poland faces the largest, most 
persistent gap, France's exceeds Germany's and Italy's, and Sweden's remains comparatively 
stable over time. 
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Abstract: 

This deliverable provides refined estimates of the care gap in Europe. Most European 
countries will have to deal with a rising demand for care since the share of very old individuals 
in the population will increase. This will result in a gap between the supply of, and the demand 
for, informal care providers (mostly family members and friends) and formal care workers. 
The study uses a “shift-share” methodology combined with a scenario approach on the most 
likely demographic and health developments, abstracting from behavioral adaptations and 
conditional on strong assumptions regarding the provision of informal care. We look at five 
EU member states: France, Germany, Italy, Poland, and Sweden. 

Our main result is that under current behavioral assumptions – especially current labor force 
participation, part-time rates and retirement age – this gap will grow much larger in all five 
countries than it is already today. Poland faces the largest, most persistent gap, France's 
exceeds Germany's and Italy's, and Sweden's remains comparatively stable over time. 

Meeting future demand will require a substantial expansion of the formal care workforce. 
Germany may need an additional 500,000 to 3.9 million workers by 2070; France may need 
an additional 1.9 to 4.4 million. Delaying the onset of impairment offers the greatest potential 
to ease future care demand. 

  



1. Introduction 
In all European countries, the size of the very old population will grow rapidly and therefore 
the population in need for care. This is shown in Figure 1 for selected EU countries which 
depicts the “very old” dependency ratio, defined as the number of people age 85 and older 
divided by the population in working age (20-64) for a selection of EU countries. It at least 
triples between now and 2070, and it even quadruples in Italy, Spain and, remarkably, in 
Poland. 

Figure 1: The “very old” dependency ratio by country (population 85+ as percentage of 
population 20-64) 

  
Source: own calculation 

According to data sources such as the Survey of Health, Ageing and Retirement in Europe 
(SHARE), already now not all individuals who are in need of care do receive this care. We call 
this the current “care gap”. Since the share of working age individuals will decline, this gap 
between the supply of care and the demand for long-term care may increase. The central aim 
of this study is to first provide workable definitions and estimates of current “care needs”, 
“care supply” and “care gap”, and then deliver projections of care needs, care supply and care 
gap up to the year 2070. The paper uses a shift-share methodology combined with a scenario 
approach that abstracts from behavioural adaptations and uses some strong assumptions 
regarding the productivity in the care sector and the provision of formal and informal care. 

Figure 2: Building blocks of this study 

 
Figure 2 shows the building blocks that define our methodology. We start with the 
demographic projections. They provide the number of individuals in five EU member states 
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(France, Germany, Italy, Poland, and Sweden) by age and gender. They are the basis for both 
supply and demand. On the left side, potential care providers are all individuals between age 
20 and 84. Formal care workers are commonly between age 20 and 65 or the prevailing 
retirement age, while most informal care providers are older as shown in Figure 3. The left 
panel shows that most informal carers are older than 50 years, with a peak at age 70. 
Moreover, the left panel shows that older carers provide substantially more hours of care than 
younger carers. Both graphs are for Germany, but the other four countries exhibit the same 
pattern. 

Figure 3: Age distribution of informal care providers 

  
Source: Own calculation based on SHARE Wave 9, Germany. 

Following the building blocks on the left side of Figure 2, we use SHARE data to measure the 
share of informal carers and the hours of care that they provide, and external national data 
for the number and hours of formal care workers. Details are provided in Sections 5. 

Following the building blocks on the right side of Figure 2, we first define which level of poor 
health requires care and how many individuals require care in 2023, our baseline referring to 
Wave 9 of SHARE. Details are described in the following section. Projecting the number of 
individuals in need of care into the future requires assumptions about future morbidity. We 
use three scenarios that define how many years of good/poor health will be added as life 
expectancy increases. Details are described in Section 3. 

We now have computed the number of individuals that provide care and the number of 
individuals in need of care by country, age, gender and year from 2023 to 2070. Their 
difference is the care gap. 

2. Individuals in need of care at baseline 
What level of poor health requires care, is a question of society’s norms and differs widely 
across countries. There is no universally accepted scientific definition. BB-Future employs a 
definition based on functional health: What can an individual still do in terms of activities at 
home (e.g. bathing, toileting; usually referred to as basic activities of daily living “ADL”) and 
activities around the home, which require mobility (e.g. climbing stairs; doing shopping; 
usually referred to as instrumental activities of daily living “IADL”). Some activities require 
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sufficient cognitive abilities (e.g. doing your finances). Using data from SHARE Wave 9, we 
assign each respondent a functional health status: healthy or with a light/moderate/severe 
impairment. As our baseline, we define the need for care as beginning when an individual’s 
health is at least moderately impaired. Our detailed analyses also use milder and more severe 
definitions. To be precise, we define three impairment types, based on the mobility variables 
(PH048 in SHARE) and ADL/IADL measures (PH049 in SHARE). 

Light impairment = 1 if ph048d1==1 | ph048d4==1 | ph049d12==1 
 
Moderate impairment = 1 if low ==1 & (ph049d10 ==1 | ph049d9==1 | 
ph049d14==1 | ph049d11==1 | ph049d13==1 | ph049d8==1 | ph049d15==1) 
 
Severe impairment = 1 if moderate ==1 & (ph049d1==1 | ph049d3==1 
|ph049d4==1 | ph049d5==1 | ph049d6==1 ) 

 

Figure 4 shows that health requiring care is rather different across Europe. At the age of 
current life expectancy, about 35% of Polish women need care, compared with only 25% in 
Sweden, despite Swedish women having a four-year higher life expectancy. Eventually, most 
individuals past the age of 95 will require care, but substantially earlier in Poland than in 
Sweden with regards to women. 

Figure 4: Share of population in need of care 

 
Source: Own calculation based on SHARE Wave 9. 

3. Projection of the number of individuals in need of care, 2023-2070 
In the past, medical and social progress have produced enormous improvements in both life 
expectancy and health at all ages. We have become used to the notion that health and 
longevity improve in parallel, and even better, that health improves faster than life expectancy 
such that time spent in bad health shrinks. We call this morbidity compression. 

In present days, however, the increase in life expectancy is slowing down in most European 
countries, and we observe that health among the baby boomers’ children is worse than the 
health that the baby boomers enjoyed when they were younger (Börsch-Supan et al. 2021: 
"Long-run Health Trends in Europe". In: Journal of the Economics of Ageing, Volume 18). We 
cannot exclude the possibility that life expectancy increases but health worsens such that the 
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time spent in bad health actually increases. This expansion of morbidity will put much strain 
on the care systems, families and individuals. 

The future of longevity is not exactly predictable but it can be projected within a plausible 
range. BB-Future’s work is based on the demographic projections provided by Eurostat, which 
predicts an increase of life expectancy for the EU until at least 2070 (Deliverable 5.2). The 
longevity improvement until then is substantial: 

Poland Germany France Italy Sweden 
8 to 12 years 5 to 9 years 4 to 8 years 4 to 8 years 2.5 to 7.5 years 

Source: Eurostat. 

The future of health is much harder to predict as there are no official projections. Since 
understanding what the care wave means for care systems relies on the future development 
of health at older ages, BB-Future has developed its own projections based on two extreme 
assumptions and a baseline scenario in between. The optimistic development assumes that 
health will keep progressing in synch with longevity. We therefore assume that the onset of 
poor health will shift by exactly the same number of years by which life expectancy increases. 
In other words, for every year that our life span increases, we add years of good health at 
young ages such that the years spent in bad health will not change at all. We call this scenario 
“No expansion of morbidity”. 

One could make an even more optimistic assumption and assume that morbidity will 
compress, i.e., the onset of poor health will shift by even more years than life expectancy but 
the already observable worsening health of the baby boomers’ children at midlife makes it 
unrealistic (Börsch-Supan et al. 2021, see above). 

The pessimistic development assumes that age-specific health does not improve. Hence, the 
onset of poor health will remain at the same age from 2023 to 2070 and for every year that 
our life span increases, we add years of bad health at the end of life and the years spent in 
bad health will increase at the same rate as life expectancy. We call this scenario “Strong 
expansion of morbidity”. 

Finally, an intermediate scenario – our baseline – expands morbidity by half of the number of 
years by which life expectancy increases. Hence, we add some years of good health at young 
ages and the same number of years of poor health at older ages. We call this scenario “Mild 
expansion of morbidity”. 

Figure 5 shows the number of individuals in need of care for France and Poland. 



Figure 5: Projected number of individuals in need of care, 2023-2070 

 
Source: Author’s own calculations. 

 

Figure 5 shows that the difference between the optimistic and the pessimistic scenario is very 
large in terms of care need. It is much larger than the range of demographic uncertainty which 
is barely visible as displayed for the baseline projections in Figure 5. Under the optimistic 
scenario of health development, the number of individuals in need of care will peak in about 
25-30 years from now and then decline as the baby boom generation deceases. With an 
expansion of morbidity, however, the number of individuals in need of care will increase by 
about 70% until 2060 and continue to increase for the foreseeable future. We also do not 
predict a decline in our baseline health scenario; rather, the number of individuals in need of 
care will increase by about 30% until 2060 and then stagnate on this higher level. 

4. Projection of needed care hours, 2023-2070 
Future care demand is not only about how many people need support, but also about how 
much care each person requires. Since care needs become more intensive at older ages, future 
care pressure depend not only on how many people require support, but also on how many 
hours of care each person needs. 

We derive the needed care hours in two steps. First, we make use of an estimate by Philipp 
Warum et. al (WIFO Working paper 693/2025) who assigned each impairment (e.g., ADL, 
IADL, mobility limitation) the minimum hours required to help a person with this limitation. 
We then used SHARE Wave 9 data for the five countries in this study to compute how many 
hours of care are typically associated with different health limitations, and how care hours 
increase even for similar limitations with age. Figure 6 shows that the combination of more 
limitations and more care hours by age leads to a rapid increase of required care hours after 
age 70. 
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Figure 6: Care hours needed by age of individual 

 
Source: Author’s own calculations based on SHARE Wave 9 data. 
 
We then applied the care hours of Figure 6 to the number of individuals in need of care that 
we depicted in Figure 5. Results are shown in Figure 7 which illustrates projected future care 
needs for Poland and Sweden. The actual number of monthly hours for an entire country is in 
the millions; to translate this into a more meaningful number and to make it comparable 
across countries, it is divided by the number of people in working age. 
 
Figure 7: Projection of care hours needed per current person in working age, Poland and 
Sweden, 2023-2070 

 
Note: Future monthly care hours relative to 2023’s working-age population (aged 20-64). 
Source: Author’s own calculations based on SHARE data. 
 
Figure 7 shows the number of care hours required for an average individual of working age. In 
addition to work and leisure, the average individual would need to supply about 7.5 hours of 
care in Sweden and 14 hours in Poland per month to fulfill all current care needs. There are 
two caveats when interpreting these numbers. First, as Section 6 will show, this number is 
hypothetical as the actual care provided is substantially lower – reflecting the care gap. The 
numbers in Figure 7 represent the ideal situation in which all care needs are actually supplied. 
Second, Figure 7 represents an average number across the entire population – actual numbers 
vary a lot among individuals. 
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Current and future care needs differ between these two countries for several reasons. Firstly, 
the overall demand will be greater in Poland, because its population is almost four times larger 
than Sweden’s. To compare across countries of such different size, care hours are adjusted for 
the working-age population. 
 
Secondly, adjusting for population size, the amount of care work required in these two 
countries is roughly twice as high in Poland than it is in Sweden because health levels are 
considerably better in Sweden. In Poland, each person of working age would need to provide 
an estimated 13.6 hours of care per month to meet current demand. In Sweden, the 
equivalent figure is 7.6 hours per month. 
 
Thirdly, because health in Sweden is already relatively good, the gap between an optimistic 
and a pessimistic health scenario is much smaller than in Poland. At the same time, population 
ageing is far more advanced in Poland than in Sweden. As a result, under the more optimistic 
scenario, there would be only a modest increase in the total number of care hours required in 
Sweden, while Poland could eventually see a decline as healthier ageing reduces time spent 
in poor health and the large cohorts of baby boomers pass away. Under a more pessimistic 
assumption about future health, however, there would be a similar increase in the number of 
monthly care hours needed in both countries. 
 
As these demographic changes unfold, the pressure on the working-age population will 
additionally intensify due to the shrinking of the working age population. While Figure 7 
compares future care needs relative to today’s working-age population, Figure 8 therefore 
accounts for the projected decline in the future working-age population itself. Figure 8 shows 
how rapidly this burden could rise. In Poland, the number of monthly care work hours needed 
by working-age person to meet care demands could triple by 2070 under the pessimistic 
scenario and roughly double under the baseline scenario. In Sweden, they increase by around 
50% under the baseline scenario and by about 100% under the pessimistic scenario. 
 
Figure 8: Projection of care hours needed per projected person in working age, Poland and 
Sweden, 2023-2070 

 
Note: Future monthly care hours relative to the projected future working-age population (aged 20-64). Source: Author’s 
own calculations based on SHARE data. 
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5. The supply of formal and informal care 
For policymakers, the central implication is that future care pressures cannot be understood 
simply by counting how many people need support. What matters increasingly is the growing 
volume of care hours required relative to the size of the working-age population available to 
provide and finance that care. This section therefore turns to the left side of Figure 2 and 
investigates how much care is currently being supplied and how this may change in the future. 

This raises difficult questions about the balance between formal and informal care. Large 
increases in unpaid care work may also reduce labour market participation, working hours and 
productivity among working-age adults. As labour shortages intensify across Europe, care 
policy and labour market policy are becoming increasingly interconnected. This 
interconnection has been subject of Deliverable 5.2 in the BB-Future project. In this study, we 
will hold age- and gender-specific labour market participation constant and link future care 
supply solely to demographics. We distinguish formal (mostly younger individuals) and 
informal care supply (mostly older individuals, see Figure 3), and within informal care who is 
providing care and how old is the carer. 

Figure 9 shows whether care is provided informally by family, friends, or acquaintances, 
formally through care services, through a combination of both, or not at all. Informal care 
remains the main source of support across Europe. Overall, around half (50.4%) of people in 
need receive some form of informal care. Across all countries, partner caregivers are the most 
common in earlier ages, while care in later life falls on adult children. At the same time, a 
striking 42.8% report receiving no care at all, highlighting the scale of unmet need across the 
countries studied. 

Figure 9: Care type among individuals with ADL/IADL needs, by country, 2023 

 
Note: Distribution of care type among those in care need. Author’s own calculations based on SHARE data wave 9. 
 

Poland has the highest level of care need (38%). It also has the highest share of people 
receiving no care (61.9%). Among those who do receive support, care is provided mainly by 
family and friends, while formal services play a comparatively small role. 

Italy presents a contrasting picture. More than half (54.2%) of people in need receive informal 
care, which may help explain why the country has a relatively small care gap despite high levels 



of care need. Although Italians report fewer potential caregivers in their wider social networks 
than the European average, they are more likely to receive support from a partner (67.7%), 
helping to meet care needs that might otherwise go unmet. 

The Netherlands has the highest share of people receiving informal care (57.1%). It also stands 
out for its extensive use of mixed care arrangements: nearly one-third (31.5%) of those in need 
receive both formal and informal support, despite having the lowest care need. This suggests 
that formal services often complement rather than replace family care. 

Spain has the largest percentage of people receiving only formal care (11%). It also has the 
highest share of individuals with moderate or severe impairment (49.2% of those with 
impairments). This pattern may reflect a greater need for specialised services, particularly 
given the comparatively high prevalence of cognitive limitations in the country, making it 
difficult for informal carers to provide adequate support. 

To estimate care received, we combine information on both informal care, provided by family 
members, friends, and acquaintances, and formal care services, such as home-care providers, 
residential care facilities, and meal delivery programmes. To link informal supply with the age 
of the carer (and other characteristics, such as labour market participation, number of 
children, marital status etc.), we used the SHARE data to create a file of informal care providers 
along their relation to the care recipient, see Figure 10. 

Figure 10: Informal care by type of carer 

 
Source: Author’s depiction. 

 

Figure 10 also shows the variables in SHARE which were used to retrieve the needed 
information. Hours for carers who live outside the household, who only report categorical 
frequency of care in wave 9, are imputed from averages in Waves 1 and 2. This file of care 
suppliers includes the share of care suppliers and the average hours supplied, separately by 
age and type of relation to the care recipient. The hours for carers who live inside the 
household were derived from questions about time expenditure for main survey respondents, 
and used as the donor sample for imputations of inside household carers who did not 
participate in the SHARE survey.  

To project future supply, these numbers were multiplied by the projected number of people 
in each age group. Since the demographic development and the age composition of the care 



providers differ substantially across the EU countries, very different future supply 
developments emerge as shown in Figure 11. 

Figure 11: Supply of care by selected countries, 2023-2070 
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Source: Author’s own calculations. 

 

The main result of this section may be surprising: Supply of care is not necessarily declining in 
spite of demographic change. Moreover, the demographic of an old population produces a 
larger supply than the young population. Both results are due to the fact that most supply of 
care is informal by partners and children who are relatively old, see Figure 3. In France, supply 
will increase in all three demographic variants. This is also the case in Germany and Poland 
until about 2050, except for the young population scenario in Germany.  

6. The current care gap 
Current care needs have been estimated in Section 2 and current supply in the previous 
section. The difference between care hours needed and care hours received constitutes the 
care gap, with negative values indicating a deficit. Figure 12 shows the result at baseline (2023) 
for those in care need, based on SHARE Wave 9. It shows that Europe is already facing a 
substantial care deficit among those who need care. Unmet care needs are a reality across all 
countries studied, although the size of the deficit varies considerably.  

Italy, Austria and Germany have relatively small care gaps among those who need care, 
meaning that a larger share of the care people need is actually being provided. By contrast, 
Poland, Sweden and Estonia have relatively large care gaps, indicating that many care needs 
remain unmet. Note the number of people in need of care is small in Sweden (Figure 4), such 
that the large share of unmet needs does not imply a large absolute number of people with 
unmet needs. 

Figure 12: The care gap at baseline among those in need (2023) 

 

Source: The care gap only including those in care need. Author’s own calculations based on SHARE Wave 9. 
 

While more than one-third of Italians (36%) are estimated to need care, one of the largest 
shares in Figure 12, Italy has nevertheless the smallest care gap among the countries studied, 



suggesting that care needs are more often matched by care provision, either informal or 
formal care. Sweden shows the opposite pattern. Only one-quarter of the population (25%) 
are estimated to need care, but those who do need support experience a comparatively large 
shortfall between the care they require and the care they receive. Poland faces a double 
challenge: a relatively large share of the population needs care, and many of those needs 
remain unmet. 

7. Projection of the care gap, 2023-2070 
The previous section showed that Europe already faces a gap between the need for long-term 
care and the care available. As Europe's population ages, it is unclear how this gap will develop 
since the supply of care exhibits a more complex pattern as the share of older individuals who 
supply most of the informal care is increasing until the mid of this century while the share of 
younger workers who supply most of formal care is shrinking. 

Our projections combine the results of Sections 4 and 5. The drivers of future change are the 
demographics of care supply and care needs, and the morbidity developments for the care 
needs. Figure 13 shows the projected care gap by country, measured as the average monthly 
number of care hours missing per person aged 20–84. This is a population average rather than 
the amount of care each individual lacks, allowing meaningful comparisons across countries.  

 
Figure 13: The development of the care gap, 2025-2070 

 
Source: Author’s own calculations based on SHARE Wave 9. 
 

Poland exhibits the most severe and persistent care gap of all countries analyzed, driven by a 
combination of a high care need and a large share of the impaired population receiving no 
care at all. With the smallest formal care system in the sample, closing this gap would require 
a fundamental restructuring of Poland’s formal care infrastructure. France shows a larger gap 
than Italy and Germany, yet all three countries follow a similar trajectory care demand rises 
to a peak before gradually declining.  

This pattern reflects the importance of demographic change in shaping the care gap. Aging 
populations do not only generate a higher need; they also produce more carers. As cohorts 
age, a growing share of the older population becomes both a recipient and a provider of 
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informal care, creating a natural moderating effect on the gap over time. This dynamic is most 
clearly illustrated by Sweden, where despite continued population aging, the care gap remains 
relatively stable across the 50-year projection period. 

To capture the broader range of plausible futures, the following figures consider a multitude 
of possible demographic and health scenarios.  

Demographic scenarios: (1) The base scenario follows current life expectancy trends. (2) The 
‘young’ scenario assumes a younger population structure, driven by higher fertility, higher 
migration, and lower longevity. (3) The ‘old’ scenario assumes the opposite — high longevity 
combined with low fertility and low migration.  

Health scenarios: (1) Our optimistic scenario assumes that increased life expectancy does not 
extend the period of impairment — additional years are lived in good health, with the 
impaired period simply shifted later. (2) Under the pessimistic scenario, longer lives bring a 
significant increase in years spent impaired. (3) Our base scenario represents an intermediate 
position, with a modest increase in impairment alongside rising longevity. Therefore, the 
combination of a younger age structure and an optimistic health outlook yields the smallest 
pressure on long-term care, while an older age structure with a longer duration of impairment 
provides a very pessimistic outlook. 

Figures 13 and 14 illustrate the results for France and Germany, the two largest countries in 
our sample. France begins with a larger care gap than Germany—6.7 hours per person per 
month compared with 4.4 hours—reflecting both higher care needs (30.1% compared with 
25.7%) and lower participation in informal care. In both countries, the projections are highly 
sensitive to health outcomes. Under the pessimistic scenario, the care gap reaches 14.7 hours 
per person in France and 11.2 hours in Germany by 2070. 

Figure 13: The development of the care gap in France, 2025-2070 

 
Source: Author’s own calculations. 
 



Figure 14: The development of the care gap in Germany, 2025-2070 

 

Source: Author’s own calculations. 
 

The implications for the formal care workforce are substantial. Germany currently employs 
around 1.7 million full-time equivalent LTC workers, France around 1.2 million. Even under 
conservative assumptions, Germany would need around 2.2 million workers by 2070 and 
France around 3.1 million. Expanding the workforce at this scale will be difficult through labor 
market growth alone. Governments may need a combination of initiatives, among them 
greater recruitment of international care workers, and new approaches to delivering care. The 
results also point to an opportunity: if people live longer without spending more years with 
impairment, the care gap becomes much smaller.  

8. Conclusions 
Our main result is that under current behavioral assumptions – especially current labor force 
participation, part-time rates and retirement age – this gap will grow much larger in all five 
countries than it is already today. Poland faces the largest, most persistent gap, France's 
exceeds Germany's and Italy's, and Sweden's remains comparatively stable over time. 

The size of the gap depends crucially on the assumptions how health will develop in the future. 
If morbidity will not expand, the care gap will increase until the mid of this century but then 
decline due to the death of the large baby boom cohorts. However, if morbidity will expand 
as some evidence about the health status of younger cohorts suggest, then the care gap 
continues to increase through the entire projection range until 2070. 

This entails an important message for policy makers: prevention is the key to keep the care 
gap manageable. Policies that delay the onset of impairment can ease future pressure on care 
services. Health policy and care policy should be seen as complementary—investing in healthy 
aging today can make tomorrow's care system more sustainable. 
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