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This report analyses the characteristics of people who provide unpaid care to
family and friends, and characteristics associated with becoming a caregiver. It
also looks at trends in the movement of older people into nursing or residential
homes or ‘supported’ private households.

Unpaid carers play an essential part in supporting people with assistance needs.
This report provides information that will inform policy and enable appropriate
support of these carers.

The report begins with an overview of caregiving in England and Wales,
examines the geographical distribution of caregivers by local authority, and
maps poor health and deprivation among carers. It then focuses on:

B family characteristics and education among carers in their 20s

B mid-life carers, examining their employment and health characteristics

B co-resident care for elderly parents

B caregiving among older couple

B characteristics of older people moving to live with relatives or into institutional
care.

This study, based on Census data over a thirty-year period, will be of interest to

policy makers and practitioners in central and local government, voluntary
organisations, employers and researchers.
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Summary

This report presents the results of analyses on unpaid caregiving and on transitions
of older people to living in institutional care or with relatives. The question of how to
provide and finance long-term care, and the most appropriate balance between
institutional care, family-provided co-resident care and mixed care delivered to
people at home, has become an important policy issue. The welfare and support of
‘informal’, predominantly family, caregivers is now acknowledged to be a crucial
component of this debate, as recognised in recent legislation. The aim of this study
is to provide more information on unpaid care providers to inform policy and practice,
and enable informed support of care providers.

The main source of data for this analysis was the Office for National Statistics
Longitudinal Study, a record-linkage study, which now includes individual-level data
from four consecutive Censuses of England and Wales. The large size of the data
set meant that, for the first time, it was possible to carry out detailed analyses of
caregiving, including geographic analysis by local authority and region, and analyses
of sub-groups of the population, for example, young carers aged 20-29, older
married carers looking after a spouse, and midlife adult children providing care for a
co-resident parent or parent-in-law.

Who provides care? Variations by health, ethnicity and place

Chapter 2 presents results of our analysis of geographic variations in caregiving,
including examination of characteristics of caregivers and areas with high proportions
of caregivers. In this chapter, we also examine differences between ethnic groups in
the proportion of caregivers in the population. In this chapter and throughout the report,
we focus particularly on those providing at least 20 hours per week of unpaid care. We
refer to this as providing extensive care. We found the following.

B There were clear geographic variations in the proportion of the population
providing unpaid care for 20 hours or more per week. Once other factors were
controlled for, likelihood of caregiving was highest in Wales and the North of
England, and lowest in the South East of England.

B Higher proportions of the population who provided unpaid care for 20 hours or

more per week lived in deprived areas. At an individual level, carers were also
relatively disadvantaged.

Vii



Care providers, care receivers

B Higher proportions of these heavily involved caregivers were likely to live in areas
with a higher prevalence of poor health, and to be in poor health themselves.

B There were clear ethnic differences in the propensity to provide unpaid extensive
care with some geographic variation. Bangladeshis and Pakistanis were more
likely to provide care than those from other ethnic groups once age and gender
were controlled for. They were twice as likely to provide care than those in the
white ethnic group, after control for other factors including socio-economic status.

Young caregivers

The third chapter presents analysis of characteristics of young care providers aged
20—-29 in 2001. Caregiving is strongly age-related and the proportion of young people
with caregiving responsibilities in 2001 was low (1.3 per cent of those aged 20-29
compared with approximately 5.7 per cent of those aged 40—79). However, if
caregiving does lead to reduced opportunities for education and labour market
participation, then this scenario may have a lifelong impact on income and socio-
economic status for these young carers. Results show the following.

B Among young women aged 2029, the proportion providing extensive care
increased steadily with the number of children they had had since 1991. This
suggests that having a child in poor health may be the most usual pathway to
becoming a carer among young women.

B Among young people of both genders, the proportions providing extensive care
were highest among those with few educational qualifications and those not in
the labour force.

Caregiving, employment and health

Chapter 4 presents analysis of correlates of caregiving for those who provided at
least 20 hours of care per week in 2001. In this analysis, we focused on midlife
carers aged 35-59. We wanted to examine characteristics of these carers that might
be indicative of the possible consequences of caregiving, an issue we could not
address directly because of the nature of our data. We were therefore not able to
conclude that employment and poor health are a consequence of caregiving or a
causal factor in care provision. Nevertheless, these findings show that those
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providing large amounts of unpaid care have a number of disadvantages that
suggest a need for greater support for this group. In particular we found the
following.

B Among those employed full-time in 1991, those who were providing extensive
care in 2001 were much less likely to be in work than those providing less or no
unpaid care.

B For the population aged 35-59 who were employed in 2001, higher proportions of
heavy care providers were in poor health than those who provided less or no
care.

Caring and co-residence: adult children living with elderly
parents

In Chapter 5, we examine the characteristics of midlife adults who provide extensive
care for their elderly parents. We focused on adults who were co-resident with
elderly parent(s) at 2001. We made the assumption that, if the midlife adult was
providing care and the parent had a limiting long-term illness, then this parent would
be the recipient of their child’s caregiving. We examined the characteristics of the
midlife adults in relation to caregiving at 2001 and found the following.

B Midlife adults with a limiting long-term illness at both 1991 and 2001 were less
likely to provide extensive care for a co-resident parent than those who did not
have a limiting long-term iliness at either or both Censuses.

B Midlife adults in full-time employment at both 1991 and 2001 were less likely to
provide extensive care for a co-resident parent than those with a history of less
employment.

B Being co-resident with the same parent at 1991 was not associated with
caregiving status of the midlife adults at 2001. However, being co-resident with
the same parent with a limiting long-term illness at 1991 did increase the chance
of a midlife adult co-resident with an elderly parent being a caregiver.
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Pathways to caregiving: life-course characteristics of
caregivers

In Chapter 6, we present the results of analysis of the life-course characteristics of
caregivers. We compared the characteristics of caregivers aged 40-79 providing 20
or more hours of care per week in 2001, with those who provided no care or only 1—
19 hours per week. Among both men and women aged 40-79 we found differences
in the proportions providing 20 or more hours of care per week by a number of
current and life-course characteristics. The main results were as follows.

B Among men aged 40-59, the never married were most likely to provide care.
Among women in the same age group, the never married and married were
equally likely to provide care. Among older men and women aged 60-79, the
married were much more likely to provide care than those in other marital status
groups.

B Among both genders and age groups, widowed and divorced people were less
likely to provide care than those of other marital status groups. This finding is
consistent with findings from other studies. Our results also suggest a lower
propensity to provide care if divorce or widowhood happened more recently,
although this finding would need further investigation.

B Among both men and women, those of lower socio-economic status (using
highest educational qualification as an indicator) were most likely to provide care.
This association was strong for those aged 40-59, but much less so for those
aged 60-74.

B Women were less likely to provide extensive unpaid care if they had a history of
strong attachment to the labour market with respect to family commitments.

B Women with a history of employment were more likely to provide unpaid care for
20 hours or more per week in 2001 if they concurrently worked in the public
sector or had a history of working in a job with a caregiving element, such as
nursing.

Caregiving in older couples

Older people are important providers of care, often to a spouse. In Chapter 7, we
examine the characteristics of married older carers aged 65 and over, focusing
particularly on those who live just with a spouse and whose spouse has a limiting
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long-term illness. We made the assumption that, in these circumstances, the
caregiver is most likely to be providing care for their spouse. We found the following.

B Women were marginally more likely to provide extensive care for 20+ hours per
week to a spouse than men and propensity to provide extensive care for both
genders increased with age. Extensive carers were more likely to have lower levels
of education, a limiting long-term illness and poorer self-rated health than others.

B Those who provided extensive unpaid care and who had a spouse with a limiting
long-term illness were more likely to be of lower socio-economic status than
those providing less or no care and to have the following household
characteristics:

— housing rented from social landlord
— no car access, especially for women
— no central heating.

Moving to institutional care in later life

In Chapter 8, we examined the characteristics of older people resident in a private
household at 1991 and resident in a communal establishment, such as a residential
or nursing home, ten years later. We also examined how the transition to a
communal establishment during this period differs from previous decades and looked
at characteristics of older people who made a transition to living with relatives.
Findings were as follows.

B The probability of moving from a private household in 1991 to a communal
establishment in 2001 was higher for those living in rented accommodation (both
private and social) in 1991, and for those with a limiting long-term illness in either
1991 or 2001. The probability was also higher for those unmarried at 2001, for
women, and for those aged 80 plus. Those living in the North of England in 1991
were more likely to be living in a communal establishment in 2001 than those
living in the South East in 1991.

B Childless women were more likely than those with children to make the transition
from a private household in 1991 to a communal establishment ten years later.

B The comparison of periods showed that older people were less likely to make the
transition to a communal establishment in the period 1991-2001 compared to the
previous ten years, but that both these periods had a higher transition proportion
compared with 1971-81.
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B Among those who lived in ‘independent’ households in 1991 (mainly people living
alone or just with their spouse), the proportion who were living with other relatives
by 2001 was much lower than the proportion who were living in a communal
establishment by this time.

Conclusions and implications

Unpaid carers are an essential and vitally important component in the system of
support for people with assistance needs. Many of those with such needs are older
people and much of the help they need is provided by other older people or by those
in late middle age. However, there are caregivers of all ages and caregivers are a
heterogeneous group. Certain common features can be identified, though, and these
include an association between caregiving and disadvantage. In general, people
providing care for 20 or more hours per week are more likely to have health
problems themselves and to live in poorer areas and in households with fewer
resources, and are less likely to have educational qualifications or to be in
employment. Supporting caregivers may not only help them with their role but also
provide a way of addressing social inequalities.

Xii



1 Introduction

Context of the project

Demographic and social changes have led to increasing concerns about the
availability of family support for older people who need assistance, and the
appropriate balance between family and ‘formal’ care. On the one hand, the growth
in the number and proportion of very old people, who are the most likely to have
disabilities, suggests an increase in the population in need of care. However, on the
other hand, increases in the proportions of women in employment and changes in
family-related behaviour may be associated with decreased availability of family
care. The question of how to provide and finance long-term care, and the most
appropriate balance between institutional care, family-provided, co-resident care and
mixed care delivered to people at home (e.g. a person living at home, attending a
day-care setting), has become an important policy issue. The welfare and support of
‘informal’, predominantly family, caregivers is now acknowledged to be a crucial
component of this debate, as recognised in recent legislation.

During the 1980s, use of institutional care increased and the proportion of older
people moving to live with children or other relatives decreased (Glaser and Murphy
et al, 1997), possibly partly because of changes in the availability of financial help
for people entering residential or nursing care (Laing, 1993). Policy and legislative
changes in the 1990s sought to halt the former trend, target resources on those with
the highest support needs and improve supports for carers. These changes do seem
to have resulted in a levelling off in use of residential and nursing care (Laing, 1993)
but it is not known how this has impacted on family caregivers, many of whom are
themselves older people.

In this report, we present results from a study of caregiving in which we have looked
at both providers and assumed recipients of care of different kinds. We examined the
life-course characteristics and current circumstances of people providing unpaid care
in 2001, with a particular focus on those caring for 20 or more hours per week. We
also examined the characteristics of assumed recipients of family care and the
characteristics of older people moving to institutional care. Where appropriate, we
made comparisons with related work on earlier periods in order to provide an insight
to trends. The results provide new information on the characteristics and
antecedents of caregivers, on health and employment correlates of caregiving, and
on transitions to residential care.
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Aims of research

Our first aim was to analyse the current and antecedent characteristics of those who
identified themselves as caregivers in the 2001 Census with the target of identifying
factors associated with caregiving and its correlates. We focused mainly on unpaid
carers who provided at least 20 hours of care per week, which we refer to as
extensive care. In particular, we focused on caregiving at different ages and, as far
as possible, on different types of caregiving. For example, we aimed to analyse
characteristics of older married couples (focusing on extensive caregivers living with
a spouse with a limiting long-term iliness) and of middle-aged children living with an
elderly parent or parent-in-law. Another aim was to analyse transitions made by older
people from independent to supported households (institutions, or with relatives or
others) between 1991 and 2001, including differentials in these transitions, and to
compare results with previous work on such transitions in earlier decades.

Our specific objectives were as follows.

1 To describe characteristics of those who identify themselves as caregivers in the
2001 Census, focusing on geographic variation in care provision.

2 To examine life-course characteristics of caregivers, including socio-economic
status, employment history and highest educational qualification.

3 To explore correlates and possible consequences of caregiving by examining
changes in health and employment, 1991-2001, among caregivers (only indirect
inferences can be drawn).

4 To explore characteristics of young carers aged 20—29 and correlates of
caregiving in this age group, including educational and employment status.

5 For carers assumed to be co-resident with the person they care for, to analyse
current and antecedent characteristics of both the caregiver and the person they
care for by:

B focusing on married caregivers aged 65 and over living only with a spouse
B |ooking at midlife adult children (35—-64) living with elderly parents/in-laws.

6 To analyse transitions from ‘independent’ to ‘supported’ environments (institutions
or households of relatives) from 1991 to 2001 among older people, and identify
demographic and socio-economic factors associated with either type of transition.
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Methods

Data source

Our research questions have mainly been addressed using the ONS Longitudinal
Study (ONS LS), a record-linkage study of the population of England and Wales. The
LS was originally based on a 1 per cent sample of those in the 1971 Census and
now includes individual-level data from the 1971, 1981, 1991 and 2001 Censuses.
The sample is continuously updated by adding in 1 per cent of new births and
immigrants, and so remains representative. At any point in time, the LS includes
records from about 550,000 living people (LS members). The data set includes
linked information on births to female sample members, deaths of sample members
and deaths of sample members’ spouses. It also includes census information for
those living in the same household as the LS member at each Census. For the first
time in 2001, the Census had questions on caregiving, faith, self-rated health, as well
as a repeat of the 1991 question on limiting long-standing iliness.

Particular strengths of the LS for our purposes are the large sample size, the
availability of data spanning a large proportion of sample members’ adult lives, the
inclusion of information on other people living with sample members and the fact that
those living in ‘non-private’ households (institutions) are also included in the sample.
The longitudinal design of the LS enabled us to analyse antecedents and correlates
of caregiving, such as employment history and change in health status. The large
sample size also allowed us to examine variations in caregiving by individual,
household and locational characteristics, about which little is currently known.

Additionally, we used other data from the 2001 Census to analyse geographic
variations in care provision in 2001 (objective 1). We accessed census data using
CASWERB, a web interface allowing analysis of aggregated census data. For this
research, data was downloaded from two Standard Table datasets at the local
authority level (unitary authorities and districts). Additionally, we used a Census Table
on unpaid care provision and ethnicity at the Government Office Region level,
obtained directly from the Office for National Statistics (ONS).

Definitions

In this research, the definitions and questions used in the Census constrain, and to a
large extent determine, the variables and definitions we use (although we have also
derived a number of additional variables based on information from more than one
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census question or more than one Census). Some of the key census questions and
definitions are given below.

The information on careg/ving comes from a question that was included for the first
time in the 2001 Census. This asked whether individuals look after, or give any help
or support to, family members, friends, neighbours or others because of long-term
physical or mental ill health or disability, or problems related to old age. Individuals
were asked not to count anything they did as part of paid employment. There were
four possible answers to this question: no care provided; or care for one to 19 hours;
or care for 20 to 49 hours; or care for 50+ hours per week. Most of our analyses
focus on those providing extensive care, which, in line with other studies, is defined
as caregiving for 20 hours or more per week (Parker and Lawton, 1994). In all
analyses of caregiving, we focus only on those living in private households (i.e. not in
communal establishments).

The census question we use to identify caregivers unfortunately does not provide
information on whom they were providing care for. However, research using detailed
caregiving questions in the smaller, cross-sectional General Household Survey has
shown that 75 per cent of those providing 20+ hours of care per week are looking
after someone in the same household (Maher and Green, 2002). For analyses
examining characteristics of the presumed care recipient (objectives 5 and 6), we
make an assumption that care is provided within the household if there is a
household member with a limiting long-term illness (see below), who we assume is
the care recipient. This will be explained in more detail in the relevant chapters.

We also make use of census information on health status. Both the 1991 and the 2001
Census included a question on /miting long-term #liness (LLTI). In 1991, individuals were
asked whether they had any long-term illness, health problem or handicap that limited
their daily activities or the work they could do. People were asked specifically to include
problems due to old age. In 2001, the question was the same except that it referred to
disability rather than handicap. An additional question in the 2001 Census asked whether
people rated their Aea/t/7in the last 12 months as good, fairly good, or not good.

Other important definitions are those relating to households. Cornrmunal
establishments (such as residential or nursing homes) were defined in both 1991
and 2001 as establishments providing managed (full-time or part-time supervision)
residential accommodation.

Private households are ‘ordinary’ households in the community and may comprise
people living alone or a group of people (not necessarily related) who live at the
same address and share a living room and/or share at least one meal a day. Other
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more detailed definitions of household composition are given in the appropriate
chapters and in Appendix 2.

Analysis

Data preparation initially involved development of data sets. The 2001 Census
includes imputed values of many variables. This imputation was carried out when
data for an individual were missing, or were incompatible with other individual-level
information. We excluded from each analysis LS members who had imputed levels
of relevant variables. Therefore the numbers included in different analyses within the
same chapter vary slightly due to imputations for different variables.

Methods used include cross-sectional analysis of characteristics of caregivers in
2001 with comparisons of the proportions providing care by each characteristic.
Longitudinal analysis involved examination of changes in characteristics over time.
We present descriptive analyses, such as cross-tabulations, and also results from
multivariate modelling. Multivariate methods are necessary to unpick associations
while taking account of relevant factors such as age and gender. In general, we used
logistic regression in which the dependent variable is a binary or dichotomised
variable (for example, being a caregiver or not) and we present results in the form of
odds ratios.

The odds ratio is a measure of association between two factors and compares
whether or not the probability of a certain event is similar for two groups. For
example, in an examination of gender differences in care provision, an odds ratio of
1.00 for a comparison of caregiving by women compared with men would imply that
caregiving is equally likely for both sexes. An odds ratio of 1.40 would imply that
women in the sample are 40 per cent more likely to provide care than men, while an
odds ratio of less than 1.00 would mean that caregiving is less likely among women
than among men.

Note that, unless otherwise specified, the source of all charts and tables is analysis
of data from the ONS Longitudinal Study.

Age groups and time periods considered

In each chapter, the analysis considers different age groups of caregivers and
variables from different census points, depending on the objective. Table 1 shows this.
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Table 1 Age groups and time periods considered

Age Data from

Chapter group 1981 1991 2001 Title of chapter

2 16+ 4 Who provides care? Variations by health, ethnicity
and place

3 20-29 o4} 4] Young caregivers

4 35-39 4 4 Caregiving, employment and health

5 35-64 o4} 4] Caring and co-residence: adult children living with
elderly parents

6 40-79 4] 4 4 Pathways to caregiving: life-course characteristics
of caregivers

7 65+ ] Caregiving in older couples

8 65+ 4 4 4 Moves to institutional care in later life




2 Who provides care? Variations by

health, ethnicity and place

Key findings

There were clear geographic variations in the proportion of the population
providing informal care for 20 hours or more per week. Once other factors were
controlled for, likelihood of caregiving was highest in Wales and the North of
England and lowest in the South East of England. Local authorities with the
highest proportion of the population providing unpaid extensive care included
Neath Port Talbot, Merthyr Tydfil, Easington and, in London, Barking and
Dagenham, Newham and Tower Hamlets.

There were higher proportions of carers in areas with higher proportions of
people with limiting long-term illness. In these areas, individuals were more likely
to provide care for given levels of need.

There were higher proportions of the population providing unpaid care for 20
hours or more per week in deprived areas. Individual disadvantage was also
associated with caregiving.

Higher proportions of these heavily involved caregivers were also likely to live in
areas with a higher prevalence of poor health and to be in poor health
themselves.

Both poor health and deprivation were independently associated with increased
propensity to provide care.

There were clear ethnic differences in the propensity to provide extensive unpaid
care, with some geographic variation. Bangladeshis and Pakistanis were more
likely to provide care than those from other ethnic groups once age and gender
were allowed for. They were twice as likely to provide care than those in the white
ethnic group, after control for other factors including socio-economic status.
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Introduction

This chapter describes the characteristics of those who identify themselves as
caregivers in the 2001 Census. We focused on geographic variations in extensive
care provision at the local authority and regional levels. The inclusion of a question
on caregiving in the 2001 Census meant that, for the first time, it was possible to
map the geographic distribution of unpaid carers in England and Wales. Please note
that this chapter includes some material previously published in Pgpulation 7Trends
Volume 120 (Young ef a/, 2005).

Our specific objectives were to examine the geographic distribution of caregivers
throughout England and Wales as follows:

1 the proportion of caregivers in each local authority throughout England and Wales
and in London

2 the association between indicators of need for caregiving and availability of
caregivers

3 geographic variation in various characteristics of caregivers including health,
deprivation and employment

4 variations in caregiving by ethnicity.

Several studies have examined regional variations in caregiving but it has not
previously been possible to explore these in detail because of small study sample
sizes (Maher and Green, 2002). Other research has suggested that unpaid care
providers, especially those providing 20 hours or more care per week, are
themselves likely to be disadvantaged (Hutton and Hirst, 2000), and so we expected
to find associations between both area and individual indicators of disadvantage and
caregiving.

Hutton and Hirst’s (2000) analysis of the British Household Panel Survey (BHPS)
found that Asians had higher rates of informal care than black Caribbean and white
groups, after controlling for household factors. We therefore expected our results to
show similar findings. This study, however, has a sample large enough to allow us to
examine associations between ethnicity and caregiving in more detail, including
looking at regional variations, something not undertaken in previous studies. We paid
particular attention to London in our analysis because it has a large proportion of
ethnic minorities in the population and there is a lot of diversity between London
boroughs.
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We focused on the population of England and Wales aged 16 and over in 2001, and
examined the proportion of the population providing extensive care of 20 hours or
more per week. Our main variables of interest were care provision, presence of a
limiting long-term illness and self-rated health, all at the 2001 Census as described in
Chapter 1. For the self-rated health variable, we distinguished between those who
had good or fairly good health and those who were not in good health. We also used
an area-level indicator of deprivation, the Index of Multiple Deprivation (IMD), defined
in Appendix 2.

Geographic variation in caregiving

The proportion of the population of England and Wales providing unpaid care for 20
hours or more per week in each local authority (LA) in 2001 is shown in Figure 1.
Between 2 and 8 per cent of the population aged 16 and over of each local authority
provided extensive care, with an average of 4 per cent. Areas with the largest
proportions of the population providing care include Conwy, Denbighshire and the
Isle of Anglesey in North Wales; most unitary authorities in South Wales; Merseyside;
Durham; Tyne and Wear; and parts of Lincolnshire, South Yorkshire and Derbyshire.
The highest prevalences of caregiving were in the local authorities of Neath Port
Talbot (7.7 per cent), Merthyr Tydfil (7.4 per cent) and Easington (7.4 per cent). In
London, the boroughs with the highest proportion providing extensive care were
Barking and Dagenham (5.2 per cent), Newham (4.9 per cent) and Tower Hamlets
(4.7 per cent). The smallest proportions of the population providing informal care
were in South East Cumbria, North Yorkshire, Northumberland and the South East of
England (other than London), although the proportion here was higher in coastal
areas.
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Figure 1 Proportion of the population aged 16 and over in England and Wales
providing unpaid care for 20 hours or more per week in each local authority, 2001
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Source: census data in Young ef a/. (2005).
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Who provides care? Variations by health, ethnicity and place

Need for care and availability of caregivers

The proportion of caregivers in an area is likely to reflect both the proportion of the
population needing care and the availability of individuals to provide care. First of all,
we use the proportion of the population in each LA with a limiting long-term illness
(LLTI) as a crude indicator of need for care, although of course only a minority of
those with an LLTI will actually need care (Figure 2). Unsurprisingly, a comparison of
Figure 1 with Figure 2 suggests that areas with higher proportions of caregivers also
had higher proportions of the population with an LLTI.

Next, we assessed the availability of carers by LA. We took the ratio of the number
of people in each LA providing care to the number with an LLTI, which gives the
number of caregivers per individual with an LLTI. We limited this analysis to
caregivers aged 50-59 and those aged 80 years and over with an LLTI, and
therefore made the assumption that we were measuring intergenerational care for
parents or other older relatives. This ratio (although not necessarily of the correct
magnitude owing to the fact that not all individuals with an LLTI need care) gives an
indication of differences in availability of carers for a given level of need in each area.
Figure 3, showing this ratio by LA, shows a striking similarity in pattern to Figure 1. It
indicates that, as might be expected, there were more carers aged 50-59 per
individual aged 80+ with an LLTI where prevalence of caregiving was higher. In
Merthyr Tydfil and Neath Port Talbot in South Wales, for example, there were
approximately three times as many carers aged 50-59 per individual with an LLTI
aged 80+ than in Westminster or Hammersmith. Areas with lower numbers of carers
per older individual with an LLT| were concentrated in the South East of England.
This analysis was also carried out for the ratio of caregivers of all ages to all
individuals with an LLTI and showed a similar pattern of results, but a smaller
magnitude of difference — the largest ratio was only twice as high as the lowest,
compared to three times in this analysis.

These findings are supported by results from another JRF-funded project (Wheeler
et al, 2005), which also showed that areas with high levels of poor health had higher
proportions of the population providing unpaid care. This other study showed that,
although there was a positive geographic association between poor health and
proportions of unpaid carers, the association between poor health and number of
health care professionals went the other way, i.e. there were relatively fewer health
professionals in areas with above-average rates of poor health (Shaw and Dorling,
2004).
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Figure 2 Proportion of the population with a limiting long-term iliness in private
households in England and Wales, 2001
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Source: This map was prepared from standard census table ST016. Census, April 2001, Office for
National Statistics. © Crown Copyright.
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Figure 3 Ratio of informal caregivers aged 50-59* to people aged 80 and over with
a limiting long-term iliness by local authority in England and Wales, 2001
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* Caregivers providing 20 hours or more care per week.
Source: census data in Young &/ a/. (2005).
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Caregiver characteristics: health, deprivation and employment

The proportion of informal caregivers with poor self-rated health by LA ranged from
11 to 25 per cent, with a mean of 18 per cent. Male carers were more likely to report
poor self-rated health than females (on average, 20 per cent compared with 16 per
cent of female carers). One-fifth to a quarter of carers had poor self-rated health in
South Wales, Tyne and Wear, parts of Durham, and around Manchester, Leeds and
Sheffield (map not shown).

The variation in proportions of the population with poor self-rated health may reflect
differing age profiles in different areas because those in older age groups are more
likely to be in poor health. For example, in the South of England, carers in coastal
areas tend to include higher proportions with poor self-rated health than in other
parts of the South of England. Such areas include popular retirement destinations
and have older age structures, so, in order to exclude this age effect, we
standardised our results by age. This ensures that any associations found were not
merely a result of age differences between areas (see Appendix 3 for more
information on standardisation).

Figure 4 shows the age-standardised ratios of poor self-rated health among female
carers in each LA, compared with the average (of 1.00) for England and Wales.
Where the ratio is above 1.00, female carers have higher levels of poor health than
the average and, where it is below 1.00 they have lower levels of poor health. Ratios
are higher in South Wales, West and South Yorkshire, Derbyshire, Greater
Manchester and Merseyside, reflecting that, in these areas, there were larger
proportions of carers with poor self-rated health. In London (and the South of
England) the highest ratios were in Hammersmith and Fulham, Haringey, Islington,
Hackney, Tower Hamlets and Newham. Lowest ratios, reflecting lower rates of poor
health among carers after allowance for age-structure differences, were found in the
South and East of England. Despite standardisation for age, there still appeared to
be higher rates of poor health among carers in coastal areas and towns of South
England, in Kent, Cornwall, Brighton, Portsmouth, Poole and Bournemouth. Although
the same data for men are not shown, the pattern was similar.

Caregiver health is likely to reflect the health of the general population in an area, so
our finding of carers being in poorer health in areas with a higher demand for
caregiving is unsurprising. Another possible reason for poor health among caregivers
is a positive correlation between health status of cohabitees, due to a shared
environment, and lifestyle behaviours (Wilson, 2002).
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Figure 4 Age-standardised ratios of proportion of female informal caregivers*
with poor self-rated health by local authority in England and Wales, 2001

Age-standardised ratio
compared to the average for
England and Wales
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* Caregivers aged 16 and over providing 20 hours of care or more per week.
Source: census data in Young ef a/. (2005).
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We used the Index of Multiple Deprivation (IMD) for 2000 as an indicator of area-
level deprivation in England and Wales. Figure 5 shows a positive correlation
between extensive care provision and area-level deprivation. In other words, LAs
with larger proportions of carers in the population were likely to have higher levels of
deprivation. Comparison of Figure 1 with Figure 4 indicates that these areas with
high proportions of extensive care providers also had higher proportions of carers
with poor self-rated health. Local authority populations with larger proportions of
caregivers were therefore more likely to be deprived, and to have populations with
higher rates of poor self-rated health.

Figure 5 Correlation between deprivation index and proportion of the population
providing informal care for 20+ hours per week
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Source: 2001 Census, Office for National Statistics. Authors’ analysis.

Variations in caregiving by ethnicity

Numbers of caregivers

There were approximately 130,000 caregivers (7.8 per cent of all carers) from
minority ethnic groups in England and Wales in April 2001 providing care for 20 or
more hours per week. Of minority ethnic caregivers, nearly half lived in London, 15
per cent lived in the West Midlands and approximately 9 per cent each lived in the
North West, and in Yorkshire and the Humber. There were many fewer minority
ethnic caregivers in the North East, South West and Wales, where over 98 per cent
of caregivers were white. These figures generally reflect the proportion of the whole
population from ethnic minorities in each of these areas.
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Prevalence of caregiving by ethnicity

Figure 6 shows the prevalence of caregiving by ethnic group and gender for England
and Wales. On average, Bangladeshi and Pakistani men and women were more
likely to provide care than those from other ethnic groups. However, an examination
of the ratio of numbers of female to male care providers by ethnic group and region
indicates that the ratio of female to male care providers was highest among those
from Bangladeshi and Pakistani ethnic groups. While, in most ethnic groups, women
were 40 per cent more likely to provide care than men, Bangladeshi and Pakistani
women were twice as likely to provide care as men from the same ethnic group. This
may relate to spousal age differences and differences in gender roles.

The proportion of the population providing unpaid care by ethnic group and
Government Office Region (GOR) at the 2001 Census is shown in Figure 7. This
ranged from a low of 2.3 per cent of the black African population providing care for
20 or more hours per week in the East of England, to 6.9 per cent of the Pakistani
population providing care in Yorkshire and the Humber. In nearly all GORs, the
prevalence of caregiving was highest in the Pakistani population. However, there
were regional differences in prevalence of caregiving by ethnic group. For example,
in Wales and in the North East, whites were nearly as likely to provide care as
Pakistanis, but much less so in other areas.

Figure 6 Proportion of the population aged 16+ providing care for 20+ hours per
week by ethnic group and gender
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Source: 2001 Census, Office for National Statistics. Authors’ analysis.
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Figure 7 Proportion of the population providing informal care* by ethnic group
and region of England and Wales, 2001
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* Population aged 16 and over providing informal care for 20 hours or more per week.
This map was prepared from census table M260. Source: Census April 2001, Office for National
Statistics. © Crown Copyright.
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Prevalence of caregiving standardised by age and gender

The above results do not take account of differing age structures by ethnic group.
Table 1 shows age- and gender-standardised ratios of observed numbers of carers
to those expected given a standard rate of caregiving, in this case the average for
England and Wales (see Appendix 3 for more information on standardisation). Once
age and gender were controlled for, differences in caregiving propensity between
ethnic groups became clearer and more consistent over the GORs. In all regions of
England and Wales, those from Bangladeshi and Pakistani ethnic groups were far
more likely than those from any other ethnic groups to provide 20 or more hours of
care per week. The Indian ethnic group had the third highest standardised ratio of
care provision.

Ethnic group differences in propensity to provide care may be related to factors such
as household and family composition, marriage patterns, cultural factors or socio-
economic factors.

Table 2 Age- and gender-standardised ratio* of proportion of the population aged
16 and over providing unpaid care for 20+ hours per week by ethnic group in each
region of England and Wales, 2001

Region Ethnic group

Black Black Average

White Indian Pakistani BangladeshiCaribbean African for region™

North East 1.29 1.01 2.07 1.72 0.81 0.94 1.29
North West 1.16 1.62 2.20 2.04 0.85 1.17 1.18
Yorkshire and Humber 1.07 1.39 2.34 1.87 0.80 1.00 1.11
East Midlands 0.99 1.54 212 2.15 0.83 1.07 1.02
West Midlands 1.07 1.47 2.22 2.15 0.91 0.89 1.12
East 0.83 1.06 1.91 1.85 0.68 0.74 0.84
London 0.82 1.30 1.81 2.34 0.73 0.97 0.91
South East 0.75 1.02 1.67 1.49 0.60 0.86 0.76
South West 0.89 1.06 1.78 1.64 0.84 1.25 0.89
Wales 1.40 1.20 2.06 1.80 1.09 1.32 1.40
Average for ethnic group™ 0.98 1.34 2.08 2.15 0.76 0.97

Number of caregivers 1,513,101 36,907 28,732 10,577 13,561 10,076 1,612,954

*

Compared fo the value for all groups combined for the whole of England and Wales.
** Averages are wejghted according fo size of population in each ethnic group/region.
Source: census table M260, Census Program, ONS. Authors’ calculations.
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Multivariate analysis

We also carried out more complex analysis on data from the ONS Longitudinal Study
to complement the findings from the geographic analysis. Using logistic regression,
we were able to examine propensity to provide care by the characteristics explored
in geographic analysis. Using standardisation, it is possible to control for one or two
factors at once, for example age and gender. However, logistic regression enables
control for multiple factors at the same time. This analysis supports the findings
above and showed that, after control for other factors including age, gender,
household size and composition, increased propensity to provide care was
associated at the individual level with poorer health, lower socio-economic status,
living in the North and Wales, and being from Pakistani, Bangladeshi and Indian
ethnic groups.

Conclusions

In this chapter, we analysed geographic variation in care provision for 20+ hours per
week for the population aged 16 and over in England and Wales, using data from the
2001 Census. We found that caregiving propensity is not evenly dispersed through
the population, either geographically, socio-economically or ethnically (see beginning
of chapter for ‘Key findings’). The variations in health status and deprivation of
caregivers indicate that councils with social service responsibilities are likely to
experience differing demands for support from unpaid caregivers depending on area
characteristics. Variations in the proportion of caregivers from minority ethnic groups
may also have implications for the type of support services needed.

Having examined characteristics of caregivers in 2001 by geographic region, in the
next chapter we focus in more depth on young caregivers aged 20—-29, before
moving on in later chapters to look at midlife and older caregivers, and life-course,
health and employment characteristics associated with caregiving.
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3 Young caregivers

Key findings

B Among young adults aged 20—-29 in 2001, likelihood of caregiving for 20+ hours
per week was higher among women than men; higher among 25—-29 year olds
than those aged 20—24; and higher among those who had lived with one parent
rather than two parents in 1991.

B Prevalence of extensive care provision among young women in 2001 increased
steadily with the number of children born since 1991. This suggests that, among
young women, caregiving may be associated with having a child with special
needs.

B Young caregivers, whether men or women, had fewer educational qualifications
and included higher proportions out of the labour force than their peers who were
not providing extensive unpaid care.

Introduction

This chapter presents analysis of characteristics of young care providers aged 20—29
in 2001. Caregiving is strongly age-related and the proportion of young people
providing 20 or more hours of care per week is low (1.3 per cent of the population of
this sample compared with 5.7 per cent of the population aged 40-79). However, if
caregiving at a young age involves reduced opportunities for education and labour-
market participation, these may have lifelong impacts on income and socio-economic
status. Knowing more about the characteristics and needs of this group is therefore
important. Here we investigate the family characteristics of young people providing
extensive amounts of care, and also investigate associations between caregiving,
educational attainment and labour market participation.

Our specific objectives are as follows:

B to examine the household and family characteristics of young people providing 20
hours or more care per week in 2001

B to examine differences in educational and employment characteristics of young
caregivers providing extensive care, compared with their peers who do not
provide care and those who provide only one to 19 hours of care per week.
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We chose to focus on the 20—29 year old age group because most people in this age
band have completed all or most of their education and have entered the labour
market; differences between caregivers and non-caregivers, if they exist, may
therefore be detected more clearly than through examination of caregiving among
teenagers. We expected that, in fact, there would be differences between caregivers
and non-caregivers in this age group, and that caregivers might have fewer
educational qualifications and lower labour market involvement, reflecting the
competing demands on their time.

We used data from the 1991 and 2001 Census, and also information on number of
children born to women in the LS sample between 1991 and 2001 (categorised here
into nought, one, two, or three plus children born). We limited the sample to young
people who lived with one or both parents in 1991 (when they were aged ten to 19),
as we wanted to investigate associations between caregiving and family structure in
adolescence. We categorised position in family and family type in 2001 as: child in a
two-parent family; child in a one-parent family; living with a partner only; living with a
partner and their own children; lone parent; and ‘other’. Other variables investigated
were, of course, caregiving status in 2001 (whether or not caring for 20 or more
hours per week), highest educational qualification in 2001 (A level, or degree, or
equivalent; GSCEs or equivalent; other; none) and employment status in 2001 (not
working; part-time employed; full-time employed).

Household and family characteristics of young caregivers

As shown in Table 3, only 1.3 per cent of this sample (547 individuals) were
providing care for 20 hours or more per week in 2001. Those who lived in a one-
parent family in 1991 were more likely to provide care in 2001. Women were also
more likely to be caregivers than men.

We also examined prevalence of care provision by family and household
composition in 2001. We distinguished between those who lived as a child in a family
with their own parents, and those who lived in households with partners and possibly
children. Figure 8 shows that there was a much higher caregiving propensity for
those who were living with their own children in 2001 than those who were still living
with parents, or living as a couple with no others.
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Table 3 Proportion of the population aged 20-29 in 2001 who lived with one or
more parent in 1991 providing unpaid care for 20+ hours per week in 2001,
England and Wales

Variable Category Proportion (%) Number of carers
Age
2024 1.08 227
25-29 1.43 320
Gender
Male 0.81 174
Female 1.71 373
Living with parents in 1997
Two parents 1.14 423
One parent 1.95 124
Jotal 1.26 547

Figure 8 Proportion of the population aged 20-29 who lived with one or more

parent in 1991 providing care for 20+ hours per week by position in family in 2001,
England and Wales
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Those with children were the most likely to provide care, so we examined whether
the proportion of female caregivers varied with number of children born since 1991
(Figure 9). This shows increasing proportions of caregivers (for 20 or more hours per
week) with increasing number of children born. The strength of this association,
coupled with the fact that young carers were most likely to provide care if they lived
in households with children, implies that many of these young carers may have
provided care for a disabled child. This, however, would need to be verified with
further research.
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Figure 9 Proportion of women aged 20-29 who lived with one or more parent in
1991 providing unpaid care of 20+ hours per week in 2001 by humber of children
born since 1991, England and Wales
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Caregiving at a relatively young age may restrict educational and employment
opportunities, so we examined the educational and employment status of carers
aged 2029 in 2001 compared with those not providing care.

Educational status of young caregivers

Figure 10 shows highest educational qualification obtained, by caregiving status.
Those providing unpaid care for 20 hours or more per week in 2001 were
approximately half as likely to have A levels or a degree than those not providing
care, and over twice as likely to have no formal qualifications. This pattern varied
little by gender (results not shown).

We also used logistic regression to examine whether educational qualification
differed by caregiving status after controlling for other factors that may have
influenced this result. These include gender, age group, employment status, housing
tenure, marital status, ethnic group and presence of limiting long-term illness, all in
2001. This analysis indicated that those who provided care of 20 hours or more per
week were 1.97 times more likely to have no educational qualifications than A levels
or a degree (95 per cent confidence interval [Cl] 1.43-2.71) and 1.82 times more
likely to have GSCEs only rather than A levels or a degree (Cl 1.42—-2.33).
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Figure 10 Highest educational qualification for the population aged 20-29 who
lived with one or more parent in 1991 by caregiving status in 2001, England and
Wales
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Figure 9 showed that young women were more likely to provide care if they had had
children in the previous ten years. However, having children at an early age may
itself influence educational outcomes. In order to take account of the effect of this on
the association between care provision and educational qualifications, we carried out
logistic regression, again for women only, controlling additionally for number of
children born. Results indicated that women who provided care were still 1.6 times
more likely to have no educational qualifications (Cl 1.07-2.38) than A levels or a
degree and 1.4 times more likely to have only GSCEs (Cl 1.03—-1.91). In short, this
association between care provision and educational level was weaker, but still
significant, after controlling for number of children.

Employment status of young caregivers

Figure 11 shows the distribution of employment status for those aged 20-29 by
caregiving status in 2001, for men and for women. For both sexes, those who
provided care in 2001 were half as likely to work as those who did not provide care
or provided only one to 19 hours of care per week. Men who provided extensive care
for 20+ hours per week in 2001 were 34 per cent less likely to work full-time than
non-carers or those who provided less care. The equivalent figure for women was 62
per cent. However, caregiving appeared to have no association with part-time work.
Proportions working part-time were almost identical for both groups.
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Figure 11 Employment status for the population aged 20-29 who lived with one or
more parent in 1991 by gender and caregiving status in England and Wales, 2001
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As for the analysis of education and caregiving already discussed, we used logistic
regression to ascertain whether these associations remained after control for other
factors that may have influenced these results. Factors controlled for included age,
education, housing tenure, marital status, ethnic group and health status, all in 2001.
The results indicate that, for men, those providing extensive care were three times
more likely to not work than to work full-time, than those providing less or no care.
Women providing care were nearly four times more likely to not work than to work
full-time. For women, this may have been associated with the fact that caregiving
propensity grows with increasing number of children born, and those with children
are less likely to be employed. After control for the number of children born, the
strength of the association was smaller but still present — women providing care were
now three times more likely to not work than to work full-time.

Conclusions

In this analysis, we focused on family characteristics and educational and
employment correlates of caregiving in 2001 for young carers aged 20—29. Results
indicate that young people providing 20+ hours of care per week had lower levels of
employment than those who provided no care or less care. Results also indicate
fewer educational qualifications for young carers than for others. We are unable to
make the assumption that these characteristics are an outcome of care provision
because the LS does not have data on caregiving before 2001. Instead, the results
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may indicate that those of lower socio-economic status (who probably have fewer
educational qualifications) are more likely to provide care, or that those with no
employment may have more time to provide care. More research using other data
sets would need to be carried out to verify that these outcomes are a consequence
of care provision. Research to date has shown that care provision can have negative
outcomes for employment.

These results do, however, indicate that young extensive carers have lower levels of
education and less employment than non-carers of the same age. This is likely to
have consequences for the quality of life and future opportunities of young care
providers. They therefore may need support to ensure that they are able to develop
their life skills and fulfil their potential.

In this chapter, we have looked at relationships between caregiving and employment
among young adults. In the following chapter, we examine this association among
those aged 35-59, and also look at associations between caregiving and health for
this older age group.
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4 Caregiving, employment and health

Key findings

B Among those aged 35-59 in 2001 who were in employment, higher proportions of
extensive care providers were in poor health than those who provided less or no
care.

B We are not able to determine whether employment and poor health are a
consequence of caregiving or a causal factor in care provision. Nevertheless,
these findings indicate that extensive caregivers are likely to have support needs
of their own.

Introduction

This chapter presents analysis of correlates of caregiving for those who provided at
least 20 hours of care per week in 2001. This analysis was an attempt to draw
indirect inferences about possible consequences of care provision. The fact that
census data on caregiving was collected only in 2001 means that we are unable to
ascertain when caregiving began and are therefore unable to say with certainty
whether, for example, poor health status in 2001 was partly due to the strain of
providing care or whether those already in poor health were more likely to become
caregivers. In order to limit the possibility of the factors of interest being antecedents
rather than consequences of care provision, our study populations included those
with similar characteristics in 1991 vis-a-vis our factors of interest in 2001.

Previous studies have suggested that caregiving may have a negative influence on
health status and may lead to reduced participation in the labour market (Pavalko
and Artis, 1997; Schulz and Beach, 1999; Beach and Schulz e a/, 2000; Henz,
2004). We therefore hypothesise that caregiving will be associated with poorer
health status and being out of employment. Both of these possibilities are highly
relevant to current policy debates about appropriate supports for caregivers and
increasing work participation (Arksey and Kemp ef a/, 2005).

Our specific objectives are as follows.

B For those who were employed full-time in 1991, to examine employment status in
2001 by caregiving status in 2001.
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B For those in good health in 1991, to examine change in health status by 2001 for
those providing extensive care compared to others in 2001.

In this analysis, our sample consisted of midlife carers aged 35-59 in 2001. We
focused on the population under retirement age because we wanted to examine
associations between caregiving and employment status in 2001. We used data from
the 1991 and 2001 Censuses. In addition to caregiving for 20 hours or more per
week in 2001, our main variables of interest were employment status in 2001 (not
working, working part-time and working full-time) and presence of limiting long-term
illness in 2001 (yes or no) as an indicator of health status. As stated above, for
analysis of employment and caregiving, we restricted our analysis to those who were
full-time employed in 1991. For analysis of health and caregiving, we restricted our
analysis to those with no limiting long-term illness in 1991.

Possible employment consequences of caregiving for midlife
adults

For those who were employed full-time in 1991, we examined employment status in
2001 by caregiving status in 2001. Figure 12 presents results of this analysis by
gender. Over 80 per cent of men who were not caregivers or who provided care for
less than 20 hours per week were in full-time employment in 2001, compared with

Figure 12 Employment status in 2001 for the population aged 35-59 who were
employed full-time in 1991 by gender and caregiving status in 2001, England and
Wales
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only 60 per cent of those providing care for 20 hours per week or more. Among
women, just under 60 per cent of the non- or light carers worked full-time in 2001
compared with only 40 per cent of heavy carers.

Comparison of Figure 12 with the equivalent figure for those aged 20-29 (Figure 11)
shows that, in both age groups, the association between employment status and
care provision was similar. However, in the 20—29 age group, higher proportions of
each sub-population were not in work. This may reflect that higher proportions of this
age group were still in education, just entering the job market, or looking after young
children at home.

We undertook logistic regression analysis to look at the association between being a
caregiver (for 20 hours or more per week) in 2001 and economic activity, taking
account of other relevant factors including marital status, education, housing tenure,
region and health status. This showed that men who were caregivers were 3.4 times
(C12.96-3.81) more likely to not work than to work full-time in comparison to those
not providing care. The equivalent ratio for women was 2.9 (Cl 2.49-3.30). These
results therefore suggest that, for this population group, reduced employment
participation may be a consequence of unpaid extensive care provision, for both men
and women. However, as we do not have information on when people became
caregivers, it is also possible that the association reflects that people not in
employment may be more available to take on caregiving roles. In other words,
withdrawal from the labour marker may precede rather than be a consequence of
caregiving. Either way, the lower levels of economic activity among those providing
extensive care clearly have implications for both their current and future income, and
need for benefits and other supports.

Possible health consequences of caregiving for midlife adults

For this analysis, we used the study population aged 35-59 in 2001 who did not
have a limiting long-term iliness (LLTI) in 1991. We analysed the proportion of this
population who had developed an LLTI by the 2001 Census, comparing those who
provided extensive care in 2001 with those who did not.

Figure 13 shows the proportion of the population who had developed an LLTI by age
group and caregiving status in 2001. This shows that the propensity to have an LLTI
in 2001 increases with age, as expected. It also shows that, in all age groups, those
who provided unpaid care for 20 or more hours per week included a higher
proportion with an LLTI than those who provide less or no care. In the 35—44 and
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45-54 age groups, those providing 20 hours or more care per week in 2001 were
approximately 80 per cent more likely to have an LLTI than those providing less or
no care. In the 55-59-year-old age group, the difference was smaller, but still
substantial with an increased risk of LLTI for carers of approximately 40 per cent.

Of course, this association between caregiving and development of an LLTI by 2001
could reflect both health status and likelihood of becoming a carer being connected
with some other factor, rather than being causally related. For example, poor health
might lead some people to withdraw or reduce their labour market activity and, as we
have seen, reduced labour market activity 1991-2001 was associated with
caregiving in 2001. In order to investigate this, we looked in more detail at the
prevalence of LLTI among caregivers by employment status in 2001 (not working,
working part-time, working full-time). We found, as shown in Figure 14, that those
who were employed either full- or part-time in 2001 were more likely to have an LLTI
if they provided extensive care. For those who worked full-time in 2001, extensive
caregivers were 77 per cent more likely to have an LLTI and, for those working part-
time, the increased likelihood was 51 per cent.

Among those who were not working in 2001, the proportions with an LLTI were much
higher. However, among this group, those who were caregivers for 20 or more hours
per week were /ess likely to have an LLTI than non- or lighter carers. People who
were not in work may have had more serious levels of LLTI, which in some cases
may have also constrained their ability to provide care.

We also carried out more complex regression analyses, which allowed us to control
for other factors including age, gender, marital status, educational level, housing
tenure and region of residence, all in 2001, to investigate these findings further.
Results indicated that, among those employed full- or part-time at both 1991 and
2001, those who provided unpaid extensive care were 63 per cent more likely to
have developed an LLTI by 2001 (Cl 1.44—1.86) than those not providing extensive
care. For those not employed at both points in time, those providing care were 28
per cent less likely to have developed an LLTI (Cl 0.63-0.82).

For employed people, there were only minimal differences by gender in regression
results. For those not working, gender differences were more pronounced. For non-
working men, extensive care providers were 62 per cent less likely to have an LLTI
than those not providing care or providing less care (Cl 0.29-0.51). For non-working
women, care providers were only 15 per cent less likely to have an LLTI than those
not providing or providing less care (Cl 0.74—0.98). This may indicate that non-
working women are more likely to provide care irrespective of ill health.
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