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Preamble and aims of the deliverable 
This deliverable provides a foundational lens on constellations of structural determinants of 
how care and labour are shaped and experienced in Austria, Belgium, Greece and Sweden, 
here termed care and labour regimes. Such determinants inform the conditions under which 
Compassionate Workplaces can emerge and inform employers and employees navigation of 
informal caregiving responsibilities, living with chronic or serious illness, or being confronted 
with dying, death, and bereavement (EoL experiences). Thus, along with sectoral dynamics 
and the organization’s own policies and practices, they serve to provide either an enabling or 
hindering context. In addition, as we began to map country-specific care regimes, it became 
evident that care and labour regimes are inextricably intertwined.  

The ability of citizens in gainful employment to take on caring responsibilities within their social 
environment, such as for their family or to support ill or bereaved employees, is subject to 
certain conditions. Beyond the workplace, this depends not only on individual living 
circumstances and the social environment, but also on the political and structural conditions 
of the social organisation of care, forms of social security in each society as in the workplace, 
and culturally developed perceptions of gender roles, the family, and social coexistence. 

To sharpen the analytical focus, at the core of our inquiry lies care in and around work –
spanning both formal and informal arrangements and both paid and unpaid forms of care. For 
analytical clarity, we distinguish here between:  

a) Directly affected workers: employees who are themselves undergoing an EoL 
experience (e.g., death of a family member, loss of a close colleague or significant 
other, informal caregiving for others in such life situations)  

b) Indirectly affected workers: employees whose teams, services, or client relations are 
impacted by EoL experiences (e.g. a teammate’s prolonged illness or caregiving). 

Support in these situations requires a complex web of laws, institutions, values, and norms 
that continuously structures the organisation of care and work in society, thereby widening 
action possibilities and stabilising expectation frameworks – for example, in relation to state-
funded social security and care support.  The particular configuration of this fabric of societal 
care and working conditions can be summarised by the term “regime” (care and labour 
regime). 

A care and labour regime is the configuration of institutions and norms that shapes, produces, 
and reproduces the conditions under which care is provided and work is performed  thereby 
shaping gendered patterns of work and care and setting the legal, fiscal, and normative 
parameters for compassionate workplaces, affecting for example the scope of leave 
entitlements, income protection, flexible yet secure working-time arrangements, and access 
to formal care services. 

The aim of this deliverable is to identify and map a core of care and labour regime 
characteristics that enable or constrain Compassionate Workplaces across four 
diverse national contexts (AT, BE, GR and SE). This provides as for the EU CoWork project 
to subsequently examine the development of Compassionate Workplace initiatives within 
different care and labour regimes. 

The following guiding question sets the agenda for this deliverable: 

- What are salient care and labour regime factors that influence individual and workplace 
practices of compassion in supporting employees to balance care responsibilities and 
paid work, to deal with EoL experiences? 
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To address this question, the deliverable aims to: 

- Identify and describe macro-level factors across care and labour regimes that 
(potentially) shape compassionate practices at work; namely how employees can 
balance caregiving and paid work, how serious illness is acknowledged, and how 
dealing with dying, death, and bereavement are supported within organizations. 

- Increase understanding of country-specific care and labour regime conditions. 
- Compare care and labour regime characteristics in Sweden, Belgium, Greece, and 

Austria to illuminate shared challenges and divergent conditions.  
- Develop an initial integrated analytical lens on care and labour regimes that highlights 

how different regime configurations enable or constrain the promotion of 
Compassionate Workplaces. 

- Identify tensions, ambivalences, and open questions to be considered in subsequent 
project phases and in the design, implementation, and evaluation of Compassionate 
Workplace initiatives. 
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1 Background and conceptual embedding  
The world of work is part of the lifeworld. Existential questions related to EoL experiences do 
not stop at the doorstep of workplaces. Employees may act as informal caregivers for family 
members and friends, they may experience serious illness themselves, and may face dying, 
death, and bereavement. Moreover, they may also be indirectly affected – for example when 
colleagues become seriously ill, experience grief, provide informal care at home, or even die. 
These experiences affect individuals personally and reverberate collectively when a colleague 
(or a client) dies or when illness and caregiving reshape roles, performance, and relationships 
(Wilson et al. 2020, 2021; Thomson & Lund 2017). How such experiences relate to health, 
well-being, and the capacity to work – and with what implications for teams and workplace 
contexts – is a core focus of the EU-CoWork project Developing Compassionate Workplaces 
(Vanderstichelen et al., 2025). In this project, we also explore how employees dealing with 
EoL experiences can be supported (see public deliverables D2.4 and D3.1). 

Co-creative, participatory development processes in the 14 workplaces in Austria, Belgium, 
Greece, and Sweden are being employed to implement and evaluate initiatives and measures 
to support employees at various organizational levels. The collection of quantitative and 
qualitative data on employee experiences, organizational resources, as well as perspectives 
on the development of the initiatives largely focus on intra-organizational dimensions. 
Complementing this, and in constant interaction with it, we highlight the contextual, country-
specific factors in this deliverable. This dimension receives systematic attention throughout 
the EU CoWork development process, in line with the conceptually oriented IGLOO 
framework, which specifies conditions for sustainable employee orientation at five levels: I = 
Individual, G = Group, L = Leader, O = Organisation, and O = Overarching/Social context 
(Nielsen et al. 2018). 

Care as a societal and political-structural responsibility 
Care in a careless world? 
In late modern capitalist societies, care, human vulnerability, mutual support, and dependence 
are structurally marginalised (Lynch, 2022) or, as in the case of care provision, commodified 
and marketised (Aulenbacher, Décieux, Riegraf 2018; Farris & Marchetti, 2017). This systemic 
silencing and devaluation of fundamental dimensions of life and social relations, including care 
and care work, is captured in care research by the notion of the “carelessness of capitalism” 
(Lynch, 2022; Aulenbacher & Haubner, 2025). These dynamics have intensified in recent 
decades, marked by multiple crises: the global financial crisis, migration movements, the 
COVID-19 pandemic, Russia’s war against Ukraine, the rise of authoritarian tendencies, and 
increased militarisation within Western democracies. Their effects are particularly visible in 
austerity policies accompanying welfare state upheavals (Papadopoulos & Roumpakis, 2012; 
Dukelow, 2021). As a result, workplaces, companies, and other organisations find themselves, 
in multifaceted ways, at the centre of the tension between welfare, care, and neoliberal market 
orientation. In this context, megatrends – demographic ageing and socio-structural change; 
the precarisation of work and employment (Hürtgen, 2021; Alberti et al., 2018); digitalisation 
and automation; the green transition; and care/labour migration – interact with austerity-
dynamics, producing uneven capacities to reconcile care and paid work across genders, social 
groups, sectors, and countries. 

At the societal level, the promotion of compassionate workplaces is linked to the hope of giving 
existential human concerns, care, and questions of social solidarity greater space. Raising the 
status of care in society and political structures – moving it from the margins to the centre and 
making it more equitable and democratic – is discussed as a core challenge for a more just 
social order, in a caring society (Tronto, 2013).  
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Public health approaches to end-of-life issues  
Patterns of social injustice and inequality are particularly evident in end-of-life care. In addition 
to direct support and care, attention to social and political conditions is therefore crucial 
(Richards, 2022). A public health–oriented approach – understanding support for seriously ill 
and dying people, and addressing loss, dying, death, and grief as a collective societal 
responsibility (Abel & Kellehear, 2022) – plays an important role in EU-CoWork and guides 
our approach. In line with the concept of health promotion (WHO, 1986), the emphasis is on 
strengthening knowledge, competences, and confidence at the individual level, as captured 
by death literacy (Noonan et al., 2016), so that people can better navigate end-of-life 
situations. At the same time, everyday solidarity and compassion in the social environment – 
in the communities where we live, love, and work – should be fostered, alongside enabling 
organisational and political-structural conditions. The existential level of personal involvement 
is related to the question of everyday and political-structural solidarity. This shifts the emphasis 
from isolated acts of caregiving to the societal and organisational conditions that enable good 
care. Within this framework, Compassionate Communities and organisations foreground 
societal solidarities and civic participation around end-of-life issues, inviting workplaces to 
serve as vital settings for shared responsibility and mutual support (Kellehear, 2005, 2015; 
Gilbert & Kelloway, 2021; Gilbert et al., 2021; Vanderstichelen et al., 2025). 

End-of-life care infrastructures and policies 
Political and structural responsibility is also reflected, among other aspects, in the care support 
structures available regionally and nationally for employees and their family members, close 
others, friends and neighbors in challenging end-of-life situations. Specifically, this concerns 
the institutionalisation, funding, and accessibility of end-of-life and palliative care, as well as 
bereavement support (Garralda et al., 2025; Tripodoro et al., 2025). Their structural availability 
– particularly in the home setting (Maetens et al., 2017) – and financial support for informal 
carers shapes the expectations and scope for action of employees, their families, and 
communities. EoL relevant infrastructures are therefore an integral part of care and labour 
regimes, directly influencing the timeliness and adequacy of support available to workers and, 
by extension, the organisation of partnerships, referral pathways, and internal navigation roles. 
This is manifested in everyday working life through structural supports shaped by political and 
legal frameworks – such as care, hospice, and bereavement leave.  

Welfare state, care and labour arrangements as the fabric of regimes  
Early welfare regime typologies and their value orientations  
There are several strands of research and development at the intersection of welfare policy, 
care, and labour market research. Early welfare regime typologies – most notably Esping-
Andersen’s social-democratic, conservative, and liberal models (1990) – provided a 
foundation for analyses of welfare, labour, and care regimes and their subsequent refinements 
(Höppner, 2024). Important extensions identified a Southern European (Mediterranean) 
welfare regime (Ferrera, 1996) and further differentiated Central and Eastern European 
patterns, reflecting familialism, hybrid trajectories, and post-socialist legacies in social rights 
and service provision (Lauzadyte-Tutliene, Balezentis, & Goculenko, 2018; Cerami, 2006). 
Each regime reflects distinct cultural-political value constellations with implications for social 
rights, (in)equality, and labour market stratification. In the social-democratic model, social 
rights are anchored in principles of equality and solidarity, aiming to reduce hierarchies 
through universal services and de-commodification. The liberal model is market-centred, 
treats social rights as residual, and tends to foster socio-structural polarisation and unequal 
competition. The conservative model reproduces social hierarchies and gendered role 
assignments, with more conditional social rights closely tied to employment status. These 
orientations shape how states structure labour markets and family policy, with the 
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formalisation of care as a key indicator: social-democratic regimes pursue women’s full labour 
market integration alongside public investment in services and formalised care; conservative 
regimes promote unpaid, family-based informal care supported by transfers; liberal regimes 
seek higher female employment through marketised childcare that is unevenly accessible. 
With Southern, South-Eastern, and Central-Eastern European extensions, strong reliance on 
family care, fragmented benefits, and selective service expansion come into focus; in South-
Eastern and CEE variants, post-socialist restructuring and uneven re-commodification are 
particularly salient. 

Limits of ideal types and feminist reorientations 
The ideal-typical framing has clear limitations in capturing care and labour regimes. 
Empirically, women’s labour market integration and the expansion of formal care 
infrastructures do not align neatly with regime labels – for example, high female employment 
in France or Germany’s expanding childcare infrastructure despite conservative classifications 
(Pfau-Effinger, 2005). Importantly, countries with similar welfare labels can differ markedly in 
the joint design and enforceability of social and employment rights relevant to care (Frericks 
et al., 2014), producing distinct practical support landscapes for workers. Feminist scholarship 
reoriented analysis towards the gendered division of labour and role assignments (e.g., Lewis, 
1992), differentiating weak, moderate, and strong male-breadwinner states and linking welfare 
policy more closely to labour market participation and biographies, the organisation of 
unpaid/informal and paid/formal care, and the distribution of social risks and protections across 
genders. This shift broadened welfare state analysis beyond income security and employment 
to include the cultural norms and policies that structure who cares, who works, and under what 
conditions. As a distinct emancipated approach beyond welfare state typologies, Ciccia’s two-
dimensional classification conceptualises labour regimes along separate institutional axes and 
locates countries accordingly, yielding four clearly distinguishable models (flexible-exclusive, 
standard-exclusive, standard-inclusive, flexible-inclusive), where “flexible” denotes the 
prevalence of non-standard contracts and working-time arrangements, and “inclusive” 
denotes the breadth of social rights and protections beyond standard employment (Ciccia, 
2015).  

Transformations in informal care and new inequities 
For a long time, the extent of informal care was a central categorisation criterion in care-regime 
research, closely linked to patterns of gender inequality. However, Pfau-Effinger (2005) 
identified a significant historical shift by demonstrating that informal care can no longer be 
automatically equated with the male breadwinner “housewife” model. In recent decades, the 
political organisation and financing of informal care have diversified – through childcare and 
care allowances, transfers for informal caregiving, differentiated parental and elder-care leave 
schemes, end-of-life care support, and pension credits for care periods. These instruments 
have enabled varied combinations of work and care, reshaped labour market biographies, and 
influenced women’s employment rates, while also producing new gendered inequalities, such 
as the gender pension gap linked to part-time work due to caregiving (OECD, 2025-k). 
Moreover, undertaking care work involves different patterns of social insecurity along lines of 
gender, age, and ethnicity across national contexts (Frericks et al., 2014), intersecting with 
dynamics such as care migration and live-in care (Lutz, 2018). 

Care regimes and gendered work–care tensions 
Care-regime frameworks analyse how care is organised in society – who is expected to 
provide care, who pays, who is protected – and how these logics intersect with employment 
and gendered social risks. Building on this, Pfau-Effinger (2005) conceptualises national “care 
arrangements” as the interplay between cultural norms and meanings of care and the 
infrastructures of state, market, family, and civil society, and outlines ideal-typical models with 



 

 8 

distinct work–care expectations and gender effects: the family economy model, the housewife 
model of the male breadwinner family, the male breadwinner/female part-time carer model, 
the dual breadwinner/external model, and the dual breadwinner/dual carer model. 
Complementary perspectives – such as the care diamond, which maps responsibilities across 
state, market, family, and community, particularly in the context of gender and migration 
(Kofman & Raghuram, 2009), and the “family care regime” lens – show how support is 
organised either along more strongly familial logics (households as primary care units) or via 
individualised social rights (portable entitlements to leave, cash benefits, pension credits, and 
services). Using a family-care-regime perspective, Frericks et al. (2014) compare how policy 
mixes that recognise informal senior and family care enable social security or entail social 
risks and may unintentionally reproduce familial care structures. Ciccia and Sainsbury (2018) 
show that at the intersection of care and labour regimes, the gendered tensions between care 
and paid work become most salient, as institutional arrangements and policy designs that 
simultaneously regulate caregiving and employment often generate contradictory incentives 
and uneven impacts across women and men. 

Within this wider organisation of care, senior long-term care (LTC) regimes illustrate how 
policy choices structure gendered work–care trade-offs. Van Damme et al. (2025) typologise 
LTC institutions along defamilialisation – how far states relieve families of care responsibilities 
through benefits, services, or facilitating paid work – and familialism – the degree to which 
care remains dependent on family. “Explicit familialism” compensates family care, while 
“implicit familialism” leaves households to absorb costs, effectively privatising care (Leitner, 
2013). These dimensions interact with de/commodification and prevailing gender norms to 
shape who exits, enters, or adjusts paid work when care needs arise, producing distinct 
configurations of social security and social risks. The core question across care arrangements, 
family care regimes, the care diamond, and LTC typologies is how responsibilities, resources, 
and rights are distributed – and whether policy steers support towards familial logics or 
towards individualised social rights. 

Toward a care and labour regime lens 
Several studies (Pocock 2005; Anxo et al. 2017), with different substantive and regional foci, 
have placed an integrated care and labour/work regime at the centre of their analyses. Anxo 
et al. (2017), in a comparative study of Australia, France, and Sweden, focus on women’s 
employment outcomes, highlight gendered barriers to employment arising from care 
responsibilities, as well as how flexibility and labour-market institutions can mitigate or 
exacerbate these constraints. Pocock (2005), in the context of the Australian labour market, 
conceptualises the care and work regime within a broader societal gender order – 
characterised by historically evolved, value-laden gender roles in relation to care and work – 
that is shaped by, and in turn shapes, the balance of class forces between employers, 
employees, and the state. This broader order is embodied in a specific, time- and place-bound 
care-and-work regime. 
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For the purposes of this deliverable we use the following working definition informed by 
welfare-policy and care regime pathways (Pfau-Effinger, 2005; Kofman & Raghuram, 2009; 
Leitner, 2013; Frericks et al., 2014; van Damme et al., 2025), labour-regime research (Ciccia, 
2015) and integrated care and work studies (Pocock, 2005; Anxo et al., 2017):  

A care and labour regime is the relatively stable configuration of institutions, rules, 
and norms that simultaneously structures the organisation and distribution of care 
(who provides care, how, and through which providers) and participation in paid 
work (who works, under what conditions) across state, market, family, and civil 
society. It shapes employment and working-time configurations, degrees of de-
/commodification and de-/familialisation, and thus produces distinctly gendered 
patterns of care and labour participation – affecting who shoulders care time, who 
incurs income loss, and whose labour-market continuity is protected. 

Bringing these strands together, we adopt an integrated care and labour regime lens to situate 
the macro factors relevant to care and labour regime across the four project countries. This 
lens encompasses care for chronically ill and dying relatives and friends; the emotional and 
relational dimensions of caring; and the lived experience of serious illness, death, loss, and 
grief in working life — including bereavement as a workplace event that affects teams, 
services, and organizational memory.  
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2 Methodological frame 

2.1 Approach and Process 

2.1.1 Exploratory, descriptive, and process-oriented  
In preparing this deliverable, we first explored  the team’s interdisciplinary and complementary 
core competencies to identify key reference discourses, relevant models, and approaches that 
could improve our understanding of the relationships between intra-organizational dynamics 
and extra-organizational – political-structural, legal, and socio-cultural - macro-conditions, in 
the development of Compassionate Workplaces, and to critically reflect on their relevance to 
our research interest. 

Based on this, we then developed a first conceptual framework with a data collection matrix 
(core dimensions and indicators). Through critical deliberation within the entire team, this 
approach was iteratively adjusted with the awareness and aim that, in this initial phase of the 
project, our primary objectives are to  develop the descriptive mapping and characterization 
of country-specific care and labour regimes; then incrementally (inductively) refine this 
conceptual framework as “provisional model” during the project development process; and, 
finally, use this foundation to capture more explicitly the linkages between intra-organizational 
Compassionate Workplace Programmes and care and labour regime factors, after the 
post-intervention T1 phase. 

2.1.1.1 Phases of data collection and analysis 
The process of developing the deliverable is summarised in Table 1, along with the phases, 
objectives, associated intermediate steps, and participation. A key step in the process (Phase 
3) was the development of a data collection matrix. Table 2 provides a rough overview of this 
matrix. 
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Table 1: Phases of data collection and analysis 

 Methodological 
Frame Aim Key activities Output Participation 

1 Conceptual 
exploration 
  

Clarifying 
conceptual 
linkages  
care and labour 
regimes ↔ 
Compassionate 
Workplaces 

Interdisciplinary 
reflection on potential 
political–structural 
conditions; 
Interdisciplinary 
discussions in core 
team and consortium-
wide; initial mapping  

Initial 
conceptual 
embedding 
(assumptions, 
hypotheses, 
terms, 
indicators) 

- core working 
group 
- core group & 
coordination 
team   
- consortium-
wide  

2 Literature review 
  

Identifying core 
discourses and 
models 

Scoping and 
screening; conceptual 
extraction aligned with 
disciplinary expertise 
(end-of-life care, care 
research, labour 
studies, organizational 
studies, etc.) 

Consolidation 
of the 
conceptual 
frame of 
reference 

- core working 
group 

3 Development of 
a data collection 
matrix  
(see table 2) 

Developing a 
data collection 
matrix as 
analytical lens  
Anchor point: 
Employees 
directly and 
indirectly affected 
by EoL 
experiences & 
CWP program 

Development based on 
existing concepts and 
models (as specified 
under “Toward a care 
and labour regime 
lens” above);  
workshop-based 
iteration; 
adjustment of the data 
logic and matrix 
final adjustment  

draft of data 
collection 
matrix with 
core 
dimensions 
and indicators; 
care and 
labour regime 
analytical lens  

- core wg  
- interd. 
workshop at  
cons. meeting 
- enriched with 
bilateral input 
from country 
teams 
- core group & 
coord. team 

4 Data collection, 
integration, and 
framework-
oriented 
mapping and 
synthesis  

Collecting and 
integrating data; 
Developing a 
graphic 
orientation 
framework; 
synthesis guided 
by the framework 

Integration of 
quantitative/qualitative 
data into the matrix;  
development of initial 
framework graphic; 
iterative adaptation of 
the orientation graphic; 
framework-guided 
reduction/clustering  

Data base and 
mapping; 
graphic 
framework; 

- core wg  
- core wg & 
coord. team   
- all country 
teams 
- validation 
adaption with 
bilateral input  

5 Analytical 
synthesis  

Joint reflection 
and derivation of 
findings and 
implications 

Analytical reflection 
meetings and 
perspective integration  

Consolidated 
descriptive 
analyses and 
conclusions 

- core wg & 
coordination 
team  

 
The following table 2 shows a reduced version of the data collection matrix, offering a brief 
overview of the data collection logic. 
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Table 2: Data collection matrix as a framework for guidance 

 Dimensions Indicators 
Health & Care infrastructures and 
aspects Care services 

Long term care, childcare, home care, health care 
insurance organized by government 

 Social protection 
Expenditure on social protection as percentage of 
GDP, general government total expenditure on 
social protection 

 Health 

Healthcare coverage, satisfaction with local 
healthcare quality, private health insurance 
coverage, health status, health risk and protective 
factors, health system capacity, health 
expenditure by service type, self-rated health 

 Care 

Access to care, quality of care, unmet needs for 
healthcare, extent of financial coverage, public 
funding of health spending, health and social care 
workforce 

 Informal Caregiving Informal caregivers, local government caregiver 
allowance 

 Informal Caregiving & Work Share of informal daily carers that also work, 
workers/employees that are informal caregivers 

 Chronically/Seriously ill workers/employees Chronically/seriously ill workers/employees 

 End- of Life and Hospice Care Infrastructures 

Hospices, palliative care units, bereavement and 
spiritual care services, palliative care allowance, 
“Integrated & Indirect” hospice and palliative care 
services/practices 

 Specific local/regional conditions? 

Legal and policy frameworks on 
EoL experiences at the workplace 
  
Work & Care 

Care leave 

Care leave policies 

 End-of-life care, hospice and bereavement leave End-of-life care leave policies 

  Bereavement leave policies 

 Policies for chronically/seriously ill employees 
  

Support for informal caregiving and employment 
protection 

  Support chronically/seriously ill employees 

 Reintegration/rehabilitation after sick leave Reintegration/rehabilitation after sick leave 

 Specific local/regional and/or working sector conditions, preconditions, requirements? 

 Adverse effects of missing structures, regulations and practices 

  Meta-analyses and reviews are used here for descriptive purposes, 
supplemented with quantitative indicators 

Labour Flexible working 
arrangements 

Work-life balance - out of 12 indicators, 2 are 
represented here 

 Employment rates Employment and unemployment rates for men, 
women and young people 

 Gender and labour market participation Gender equality index, domain and sub-domain 
scores, gender pay gap/gender pension gap 

 Workers’ rights and protection 
Union representation and influence, collective 
bargaining, Social Pro, the OECD tax-benefit 
model for all countries 

 Regulation of work environments workplace well-
being and safety 

Regulation of work environment/ occupational 
health as employers’ responsibility 

 Work ethics The role/importance/meaning of work/labour in the 
society 

Care regime / arrangement aspects Meta-analyses and reviews are used here for descriptive purposes. 

 Unpaid care work Gender care gap in unpaid care work 
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 Long term care Public expenditures on LTC as % of GDP 

Welfare arrangements 
Meta-analyses and reviews are used here for descriptive purposes. 
Taken over by the WP lead and supplemented by the local/national teams during 
the revision process. 

Demographic Trends Aging Aging & increasing life expectancy 

 Socio-structural factors Changing family structures 

Social norms & cultural factors Gender norms   

 Thematization of/attitude toward illness, dying, death, 
loss and grief 

 

2.2 Care and Labour Regime lens on Compassionate 
Workplace Programmes (CWP) 

2.2.1 Integrated care and labour regime framework  
Figure 1 presents a multi-level care and labour regime framework. This framework results from 
integrating existing approaches, which were then applied to our data analysis from Austria, 
Belgium, Greece, and Sweden. It clarifies four ideal-typical levels (depicted as concentric 
circles with permeable boundaries) of extra-organisational macro conditions that may shape 
individual and organisational responses to EoL experiences. Each circle is influenced by the 
next higher-order circle, and some circles may be mutually dependent. The structure shown 
in the figure also organises the subsequent presentation of data in this report. Against this 
backdrop, we focus analytically on circles 1 and 2 in this deliverable, use circle 3 as interpretive 
context, and treat circle 4 as the broader societal horizon.  

Inner circle - direct effect: legal policies and resources that directly affect employees who 
are facing EoL experiences at the workplace, such as caregiver allowances, care leave, 
palliative care and bereavement leave, income replacement, flexible working conditions, etc.  

Second circle - care infrastructures and labour conditions: contextual factors that shape 
individual and organisational capacity to act through the coverage of care infrastructures 
(hospice and palliative care structures, as well as social and health system infrastructures), 
and national labour conditions (care and work reconciliation, contract security, collective 
agreements, part-time and flexible work rights). 

Third circle – social welfare, cultural and ethical aspects: Welfare-state arrangements and 
fiscal conditions – marketization and austerity included – set baseline generosity and access. 
Cultural and ethical norms around family roles, grief, and the balance between universal and 
targeted support shape legitimacy and uptake. Work ethics further condition how supportive 
measures around EoL challenges are perceived and used, determining their accessibility, 
stability, and equity at work.  

Fourth circle - societal megatrends and background: A general background layer – 
demography, capitalism, socio-structural shifts, migration and, in workplaces, digitalization 
and the green transition – that interacts in multifaceted ways with the other circles.  
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Figure 1: Care and labour regime framework as a provisional working model 
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3 Country-specific characteristics and comparative 
aspects 

3.1 Inner circle: policies and resources directly affecting 
employees facing EoL experiences   

This chapter examines the legal frameworks and policies that directly support employees 
facing EoL experiences (see Circle 1 in Figure 1), offering a structured analysis of measures 
across different national contexts in Austria, Belgium, Sweden and Greece. The country-
specific analysis is followed by a cross-country perspective, which highlights commonalities 
and differences in workplace policies. 

3.1.1 Informal caregiving and work 
Informal caregiving – typically unpaid care provided to elderly, ill or disabled relatives or friends 
– often conflicts with paid employment. Many caregivers are forced to cut back their hours, 
move to part-time work, or leave the labour force altogether (Van Houtven et al., 2013; 
Carmichael & Charles, 1998). These pressures fall disproportionately on women (Dentinger & 
Clarkberg, 2002) and can have long-term consequences for lifetime earnings, career 
progression, pension accumulation, and employer productivity, especially given the 
unpredictability of caregiving demands and the limited support available in many workplaces 
(Martsolf et al., 2019). Legal frameworks support informal caregiving and work by providing 
carer's leave, flexible working rights, anti-discrimination protections etc. (European Comission, 
n.d.-a). At the EU level, the European Pillar of Social Rights serves as a guiding framework 
for the protection of social rights (European Comission, n.d.-b). All EU member states are 
required (under the Directive 2019/1158) to ensure that workers are entitled to at least five 
working days of carers’ leave per year to care for a relative or household member with a 
serious medical condition. In addition, workers with caring responsibilities have the right to 
request flexible working arrangements, such as remote work or adjusted working hours. 

3.1.1.1 Austria 
In Austria, employees can take temporary full-time care leave (Pflegekarenz) or part-time 
care leave (Pflegeteilzeit) to care for close relatives  who have been officially assessed by a 
physician and assigned a recognized level of care need (Federal Ministry, Labour, Social 
Affairs, Health, Care and Consumer Protection, n.d.-a; Chamber of Labour, n.d.-a). In case of 
the temporary full-time care leave, employees can take a full-time leave for maximum of 6 
months. During this time, they receive care leave income (Pflegekarenzgeld) which amounts 
to approximately 55% of their net income, with health and pension coverage maintained. In 
case of part-time care leave, employees can reduce their weekly working time for a maximum 
period of 6 months and receive during this period part-time adjusted care leave income. In 
both kinds of leave, dismissal is prohibited, and employers must provide written justification if 
leave is denied or postponed (National Health Insurance, n.d.; Federal Ministry, Labour, Social 
Affairs, Health, Care and Consumer Protection, n.d.-b). Since November 1, 2023, the Equal 
Treatment Act (Gleichbehandlungsgesetz, GlBG) has provided stronger protection against 
discrimination for individuals with caregiving responsibilities. Disadvantages in working life due 
to parental leave, care leave, part-time care work, or caring for close relatives are prohibited 
(Chamber of Labour, n.d.-b). 

3.1.1.2 Belgium 
In Belgium, under the Family Carer Statute (mantelzorgstatuut), employees can take full 
or partial care leave to support vulnerable or dependent individuals in their environment, 
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provided they are recognized as caregivers with social rights. A recognized caregiver is 
someone who has submitted a declaration of honor to their health insurance through an 
application for recognition for the granting of social rights. The health insurance decides 
whether a person is recognized as a caregiver (The National Employment Service, 2026). This 
recognition requires proof that the care is provided free of charge and in cooperation with a 
healthcare professional. A caregiver needs to have a relationship of trust or an emotional or 
geographical connection with the person in need of assistance (The National Employment 
Service, 2026). Care leave offers several options for employees. A full interruption allows an 
employee to temporarily stop working for up to three months. A partial interruption allows an 
employee to reduce their working time to either half-time (50%) or one-fifth (20%) for a period 
of up to six months. During the leave period, the caregiver is entitled to receive flat-rate 
interruption benefits, which are equivalent to those granted for other thematic leaves. This is 
an income-replacement allowance during career leave. This is different from the regional 
“cash-for-care” budget, which is directly intended for individuals with severe care needs for 
their non-medical care expenses. Individuals with severe care needs can partly use their care 
budget to support their informal caregiver, thereby aiding them in their caregiving 
responsibilities (The National Employment Service, 2026; Christian health insurance, 2026; 
Flemish Government. n.d.). The leave arrangement supports flexible working conditions while 
ensuring the protection of the caregiver’s social rights. This care leave framework is aligned 
with the European Pillar of Social Rights adopted in 2017, which promotes care provision, 
flexible working arrangements, and access to care services. In addition, cash-for-care policies 
are designed to provide financial support to caregivers. (Bouget et al. 2017; Glendinning, 
2018).  

The interruption allowance for informal care leave is fixed. The amount is not calculated based 
on the caregiver's salary. The interruption allowance for informal care leave corresponds to 
that for leave for medical assistance, which is established in scales. The period of leave for 
informal care can be terminated early, subject to the employer's approval. Periods of career 
breaks taken for caregiving leave are not taken into account when calculating the maximum 
duration of a career break or the total amount of 'time credit' that one can enjoy over the course 
of their career. In both complete and partial career breaks, one is protected against dismissal. 
This protection begins on the day of the agreement or on the day of written notification to the 
employer. It ends three months after the career break. During this protected period, the 
employer may not unilaterally terminate the employment contract, except for urgent or valid 
reasons. A reason recognised by the court as such, which is of a nature and cause unrelated 
to the career break, is considered a valid reason (The National Employment Service, 2026). 

3.1.1.3 Greece 
In Greece, caregiver-employees (either full time or part time) are entitled to request flexible 
working arrangements (such as telework, flexible working hours, or part-time work), and can 
take up to five unpaid working days per year, provided they have completed six months of 
employment with the same employer. A medical certificate is required, and the cared-for 
person must be a relative in the same household. Additionally, employees are entitled to two 
paid days per year for urgent family reasons (illness or accident of a close relative), with no 
minimum service requirement (Epioni, Greek Carers Network, 2021; Ministry of Labour and 
Social Security, 2021; Greek Patients’ Association, 2023). The employer must examine the 
request and justify any refusal. Employees retain their acquired rights, are protected against 
discrimination and dismissal due to the exercise of these rights, and are entitled to return to 
the same or equivalent position. Judicial and administrative protection is available in case of 
violation (Hellenic Labour Inspectorate, n.d.-a). 

Parents (biological, adoptive, or foster) of a child up to 18 years old with serious health 
conditions—such as cancer, need for transfusions or dialysis, transplantation, severe 
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intellectual disability, or Down syndrome—are entitled to 10 working days of paid leave per 
year, granted with priority upon request. Additionally, if the child is hospitalized due to illness 
or accident and requires the parent’s presence, each parent may take up to 30 working days 
of unpaid leave per year, provided that other paid parental leave entitlements have been 
exhausted. These rights apply individually to each parent and are granted in addition to other 
family-related leave provisions (Hellenic Labour Inspectorate, n.d.-b).  

3.1.1.4 Sweden  
In Sweden there are no legal requirements for employers to offer flexible working hours, and 
usually there are also no provisions regarding this in the central collective agreements either. 
However, there are flexible time available for carers and parents: If you have children you 
have the right to work part time up to 25% until the child is 8 years. According to the Act on 
the Right to Leave for Urgent Family Reasons (SFS 1998:209), a worker is entitled to leave 
from their employment for urgent family reasons connected with illness or accident which 
make his or her immediate presence indispensable (Ministry of employment, 2025a). 

In Sweden Allowance for caregiving a significant other (Närståendepenning) provides just 
under 80% of employee’s income, up to a maximum limit. The allowance covers 100 days per 
sick person nearing the end of life, which can be shared among multiple or single persons. 
This benefit is intended to allow family members or close relatives to spend time with a 
seriously ill person in a palliative care phase (The Swedish Social Insurance Agency, 2025). 
Additionally, some municipalities offer economic support known as family support allowance 
(anhörigbidrag) or home care allowance (hemvårdsbidrag). This is designed to compensate 
relatives for care work that the local government’s home care service (hemtjänsten) would 
otherwise have provided (National Competence Center for Relatives, 2021).  

According to the Swedish Employment Protection Act (LAS 1981:80) employees are implicitly 
protected in situations involving serious illness, caregiving and bereavement. Illness is for 
example not valid grounds for termination, and employers must first exhaust all options for 
rehabilitation and reassignment before terminating an employee with any kind of illness. 
Employees who take legally regulated leave, such as leave to care for a close relative (for 
example with the support of the Act on the Right to Leave for Urgent Family Reasons, 
1998:209), retain full employment protection. Grief or temporary absence due to death in the 
family can never lead to dismissal (Specifics about how many days you access for these 
events are regulated through collective agreements). The only explicit exception in LAS is 
when an employee is granted full disability pension/sick benefit (Sjukersättning); in that case, 
the employer may end the employment under the special rule in Section 4b (which says that 
the employer needs to provide a written statement it). In all other cases, the employment 
relationship remains protected (Ministry of employment, 2025b). 

3.1.1.5 Cross-country perspective 
The regulation of informal caregiving within employment law differs considerably across 
Austria, Belgium, Greece and Sweden. While all four countries provide some form of 
protection for working caregivers, they vary significantly in terms of leave duration, income 
replacement, access conditions, and the degree to which caregiving responsibilities are 
explicitly recognized within anti-discrimination frameworks. Broadly speaking, Austria and 
Belgium offer structured statutory leave schemes tailored to informal caregivers, Sweden 
relies more heavily on social insurance and general employment protection mechanisms, and 
Greece provides comparatively limited leave entitlements combined with procedural 
safeguards. 

The following comparative table synthesizes key cross-country data on informal caregiving 
rights in employment for the four countries. 
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Table 3: Cross-country data on informal caregiving and work in Austria, Belgium, Greece and Sweden 

Policy 
Dimension Austria Belgium Greece Sweden 

Duration of 
Leave 

Up to 6 months 
(full-time or part-time 
care leave) 

Up to 3 months full 
interruption; up to 6 
months partial 

5 unpaid days + 2 paid 
urgent days (general 
caregivers); 10 paid + 30 
unpaid days for parents 
of seriously ill child 

Up to 100 days per 
care recipient 
(allowance for 
caregiving a 
significant other) 

Income 
Replacement 

~55% of net 
income with 
maintained 
health/pension 
coverage 

Flat-rate 
interruption 
allowance (not 
salary-based); 
separate “cash-for-
care” budget 

Mostly unpaid (general 
leave); specific parental 
leaves are paid 

~80% of income for 
up to 100 days; 
municipal support 
possible 

Eligibility 

Care recipient must 
have a recognized 
level of care need; 
caregiver must be a 
close relative 

Employee must be 
officially 
recognized as 
caregiver by health 
insurance; caregiver 
can be anyone with 
a submitted 
declaration of 
honour 

Medical certificate; care 
recipient must be a 
relative in same 
household 

Serious 
illness/urgent family 
reason required; 
allowance for 
caregiving a 
significant other:  
linked to 
certification of 
need;  

Protection 
Against 
Dismissal 

Yes, during care 
leave; written 
justification required 
for employer’s 
denial/postponement 

Yes, during leave + 
3 months post-leave 
(except for valid, 
unrelated reasons) 

Yes, protection from 
discrimination/dismissal 
when exercising rights 

Robust general 
protection under 
Employment 
Protection Act 

Anti-
Discrimination 
Coverage 

Yes, explicit 
protection under 
Equal Treatment Act 
for caregivers 

Yes, through social 
rights framework 
and employment 
protection 

Yes – protected against 
discrimination/dismissal for 
exercising rights 

General 
discrimination law 
applies but no 
explicit provision for 
caregivers 

 
Overall, the comparison illustrates varying policy priorities: Austria and Belgium institutionalize 
caregiving within labour law structures; Sweden integrates caregiving primarily through social 
insurance and general employment protection; and Greece maintains a narrower leave 
entitlement supplemented by legal safeguards against dismissal and discrimination. 

3.1.2 Chronically/seriously ill employees 
EU member states are legally required to protect chronically and seriously ill employees 
through anti-discrimination laws, mandatory "reasonable accommodation" to their health 
situation in the workplace (per Directive 2000/78/EC), and occupational health regulations. 
These obligations aim to prevent discrimination, ensure safety, and support employment 
retention for those with chronic diseases (European Commission. Employment, Social Affairs, 
and Inclusion, 2025). They must uphold minimum standards for sick leave and income 
protection, including the right to paid annual leave during illness, sick pay, and protections 
against unfair dismissal (Eurofound, 2012).  

3.1.2.1 Austria 
In Austria, at the beginning of a sickness employers are responsible for providing support for 
the sick employee: employees are entitled to continued full wage payment during illness, 
followed by partial pay, with the duration increasing according to length of service. Once 
employer obligations are exhausted, social security provides sickness benefits for an 
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extended period, complemented by rehabilitation and retraining allowances for individuals with 
temporary but prolonged incapacity. In cases of permanent work incapacity, there is 
entitlement to a disability pension, and occupational diseases are covered through a separate 
accident insurance system (Chamber of Labour, n.d.-c). 

In Austria, reintegration through part-time work (Wiedereingliederungsteilzeit)  is regulated by 
law and allows employees to gradually return to work after a prolonged illness by temporarily 
reducing working hours while receiving a reintegration allowance (Wiedereingliederungsgeld), 
a benefit that supplements their reduced salary to support the transition back to full work 
capacity. Working time is reduced by 25–50 %, with a minimum work time of 12 hours per 
week, and employees retain proportional pay, continued health and pension insurance 
contributions, and job protection.  This statutory framework is enforced and overseen by the 
health insurance authorities (Chamber of Labour, n.d.-d). 

3.1.2.2 Belgium  
During the first year of work incapacity in Belgium, workers receive a uniform income 
replacement set at a percentage of their previous wage, with a reduced minimum benefit 
applying after the initial months. The employer is obliged to continue paying wages during the 
initial period of illness (guaranteed wage) but the duration varies: White collar workers receive 
100% of their salary for 1 month paid by the employer. Blue collar workers receive 100% for 
the first 7 days, then approximately 86%, and partially by the employer up to day 30 (Ose et 
al., 2022). This benefit is calculated per day, and in the first year equals 60% of the person’s 
gross daily wage (the gross daily wage of the last day of the second calendar quarter 
preceding the quarter in which the disability occurred, or the last gross daily wage). A minimum 
benefit applies starting with the third month of incapacity for work. During the third month of 
incapacity, this is the same minimum amount for all insured persons. From the fourth month 
of incapacity, the person’s family situation determines their minimum benefit (National Institute 
for Sickness and Disability Insurance, n.d.). After one year, individuals transition into a 
disability regime in which benefit levels are differentiated according to family situation, 
reflecting a stronger emphasis on household composition in benefit design. This structure 
underscores Belgium’s approach of treating long-term illness as a form of disability managed 
within the broader social security framework (National Institute for Sickness and Disability 
Insurance, (n.d.).  

The actors involved in shaping the return-to-work integration processes in Belgium include 
employers, employees, physicians, health insurance funds, employment services, and 
external prevention and protection services. A Return-to-Work programme can be initiated by 
the advisory doctor, by the employee, or through regional employment services if the 
incapacity to work exceeds one year. The TRIO platform and, since April 1, 2024, the Back-
to-Work fund at The National Institute for Sickness and Disability Insurance (RIZIV) support 
this process. The Royal Decree of 11 September 2022 introduced the Reintegration 
Programme 2.0, which focuses primarily on early contact with employees unable to work due 
to sickness. The reintegration process has been simplified: greater emphasis is placed on the 
physician proposing workplace adjustments and adapted work that considers the employee’s 
capabilities and health. Employers’ obligations have been strengthened: when exploring 
adapted work possibilities, they must take maximum account of the occupational physician’s 
recommendations, the collective reintegration policy, and, where applicable, the right to 
reasonable accommodation at the workplace for persons with disabilities. If the employer 
cannot offer adapted work, they must demonstrate that they have seriously explored the 
possibilities (Federal Public Service, Employment, Labour and Social Dialogue, n.d.). 

The Court of Audit recommended separating medical force majeure from the reintegration 
process, leading to a new procedure for terminating employment contracts on medical 
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grounds. Under this procedure, the employee must have been unable to work for at least nine 
months without interruption, must be permanently unfit for the agreed work, and no 
reintegration programme may be in progress (Federal Public Service, Employment, Labour 
and Social Dialogue, n.d.).  

3.1.2.3 Greece 
Under Greek law, employees absent due to illness retain the right to receive their salary, with 
employer deductions for amounts paid by social insurance (Civil Code, Articles 657–658). 
Short-term illness rules do not apply to chronic or serious illnesses. The employer may 
terminate contracts during prolonged illness, but courts consider objective factors -such as 
absence duration, likelihood of return, employee seniority, type of work, employer tolerance - 
before deciding if the absence constitutes implied resignation (Law 4558/1930) (Gov.gr., n.d.). 
Individuals with at least 50% disability are entitled to six additional working days of leave per 
year in addition to their regular leave (Law 2643/98, Article 8) (Hellenic Labour Inspectorate, 
n.d.-c). Employees who have worked up to four  years for the same employer, and who are 
carriers of or suffer from AIDS, are entitled, from the date of notification to the employer, to up 
to one month of additional paid leave per calendar year (EGSEE 2004, Article 11) (Hellenic 
Labour Inspectorate (n.d.-d). 

Employers in Greece must ensure workplace health and safety in line with EU Directive 
89/391/EEC and Law 3850/2010. They are required to appoint a registered Safety Technician 
and Occupational Physician through the Labour Inspectorate’s online system and to prepare 
a written occupational risk assessment. Employers must implement general and specific 
preventive measures addressing building, technical, physical, chemical, biological, ergonomic, 
and other workplace hazards, as well as comply with additional safety rules for certain high-
risk sectors (Ministry of Digital Governance of the Hellenic Republic. 2024). 

In addition to employment and income protection measures, Greek law also provides for 
structured long-term health care services for chronically ill persons through facilities 
contracted with the National Organization for the Provision of Health Services (EOPYY), 
ensuring access to systematic nursing care under regulated admission and reimbursement 
conditions (Ministry of Digital Governance of the Hellenic Republic, 2022). 

3.1.2.4 Sweden  
As in Austria, Belgium and Greece, Sweden also follows a mixed model that combines short-
term employer responsibility with extensive state involvement in medium- and long-term 
illness. The Swedish system places particular emphasis on rehabilitation, prevention, and 
sustained income protection, with extended sickness benefits available for severe or long-
lasting conditions and permanent compensation granted when work capacity is durably 
reduced (Swedish parliament, n.d.-a). Collective agreements in Sweden often supplement 
statutory provisions, further strengthening income security for chronically ill workers. 

The sick pay act 1991:1047 (lagen om sjuklön) regulates that on the first day of sickness, no 
payment is made (Swedish Parliament, n.d.-b; Swedish Social Insurance Agency, 2025). 
From day two up to day fourteen, the employer pays sick pay amounting to 80% of the 
employee’s regular salary. If the illness continues beyond 14 days, the responsibility shifts to 
the Swedish Social Insurance Agency (Försäkringskassan) which provides sickness benefit 
at approximately 80% of income. From the 30th day of sick-leave the employer is obliged to 
prepare a return-to-work plan if the absence is expected to last a minimum of 60 days in total. 
The plan should include preparation of adaptations and rehabilitation. Employers also have 
the responsibility of keeping contact with the employee and can involve the occupational 
health when needed  (Swedish Parliament, n.d.-b; Swedish Social Insurance Agency, 2025). 
The nationally regulated sick pay can be complemented by some collective agreements.  
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Swedish legislation around returning to work procedures support early and structured 
reintegration for employees returning to work after sick leave. Different laws address different 
parts and stakeholders of the process. The Health and Medical Services Act 1982:763 (Hälso 
och sjukvårdslagen) ensures access to medical rehabilitation for the employee with a focus 
on restoring both physical and mental capacity. This law also regulates the responsibility of 
healthcare providers to offer medical treatment and rehabilitation (Swedish Parliament, n.d.-
c). The work environment act 1977:1160 (arbetsmiljölagen) ensures that the employer 
maintain safe and healthy work environment but also to adapt work conditions and facilitate 
the return to work-process of the employee (Swedish Parliament, n.d.-a). Employers are by 
this law obliged to implement measures such as adjusted tasks, working hours or technical 
aids. 

3.1.2.5 Cross-country perspective 
Across all four countries, employers bear initial responsibility for wage continuation during 
sickness absence, but the duration and structure vary. All four countries transition from 
employer responsibility to social insurance systems for longer-term incapacity. Belgium 
formalizes long-term sickness as disability relatively quickly (after one year). Austria and 
Sweden emphasize rehabilitation before permanent pensioning. Greece combines income 
protection with broader health service access rather than a highly structured disability 
transition model. Overall, while all four countries follow a social insurance model, Austria and 
Sweden are more activation-oriented, Belgium combines activation with disability 
institutionalization, and Greece emphasizes employment protection and workplace safety 
compliance.  

The following comparative table synthesizes key cross-country data on policies related to 
seriously/chronically ill employees. 

Table 4: Cross-country data on legal provision for seriously/chronically ill employees in Austria, Belgium, Greece 
and Sweden 

Policy 
Dimension Austria Belgium Greece Sweden 

Initial wage 
continuation 

Strong, service-
based 

Differentiated by 
worker type 

Salary rights with 
social insurance 
deduction 

80% (after 1 unpaid 
day) 

Shift to social 
insurance 

After employer 
obligation 

After guaranteed 
wage 

Integrated from start Day 15 

Long-term 
structure 

Rehab → pension 1 year → disability 
regime 

Case-by-case 
judicial balancing 

Extended sickness 
→ permanent 
compensation 

Return-to-work 
model 

Gradual part-time 
reintegration 

Formal multi-actor 
governance 

Safety & legal 
compliance focus 

Early structured 
rehabilitation 

Employer 
obligations 

Wage + reintegration 
support 

Strong adaptation & 
justification duties 

Health & safety 
compliance 

Mandatory RTW 
plan & adaptation 

3.1.3 Loss, dying and bereavement at the workplace 
This section examines two critical aspects of workplace support for employees dealing with 
loss, dying and bereavement: First, hospice and palliative care leave policies enable 
employees to care for terminally ill close relatives. Second, it turns to bereavement leave 
policies, which are supposed to support employees in the event of a death by providing time 
to grieve and address the practical and administrative matters that follow. 
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3.1.3.1 Hospice or palliative care leave policies 
Hospice or palliative care leave enables employees to care for a dying relative, often with paid 
or unpaid special leave, financial support for hardship cases (such as loss of income), and the 
option to for flexible working arrangements. There is no specific EU law that gives workers the 
right to take leave to care for a dying relative. However, the EU sets minimum standards for 
carers’ leave more broadly (see section 3.1.1). Some member states have adopted additional, 
specific leave policies beyond the EU minimum. It is important to note that the terminology 
used for such leave is not uniform across countries; in every case, this paragraph refers to 
policies supporting employees caring for a seriously ill or dying close person. The following 
sections outline how this issue is addressed in the respective countries.  

3.1.3.1.1 Austria 
In Austria, Family Hospice Leave allows employees to take temporary leave from work to care 
for a terminally ill close relative at the end of life. The leave can be taken when a doctor 
confirms that the relative is expected to die within a short period, usually within weeks to 
months. Employees are generally entitled to up to three months of full or part-time leave, and 
the leave can be divided into shorter periods by agreement with the employer. The entitlement 
is based on the individual employee’s employment relationship (and therefore not limited to 
one person per patient). Several relatives who are employees may take family hospice leave 
simultaneously or consecutively for the same person. During this time, employees can receive 
hospice care leave benefit (“Familienhospizkarenzgeld”), which partially replaces their lost 
income, similar to care leave income (“Pflegekarenzgeld”) (see section 3.1.1). Health and 
pension insurance remain covered, and employment-related rights are preserved. Employers 
must approve the leave, but employees cannot be dismissed or discriminated against for 
taking it. Family hospice leave can also be taken in combination with other forms of care leave, 
if eligibility requirements are met (Chamber of Labour, n.d.-a; Federal Ministry of Labour, 
Social Affairs, Health, Care and Consumer Protection, n.d.-a).  

3.1.3.1.2 Belgium 
Palliative care leave in Belgium allows employees to take time off to care for a seriously ill 
person. This person does not have to be a family member. The standard duration of this leave 
is one month, whether it is taken as a complete pause from work or as a partial reduction, 
such as working half-time or one-fifth of normal hours. If additional time is required, the leave 
can be extended, with up to two further one-month extensions, meaning that for each patient 
in need of palliative care, you may take up to three months of leave in total, either fully or 
partially. Multiple people may also take palliative care leave for the same person. Employees 
may also, in agreement with their employer, spread their working hours over the month, 
provided that the average reduction matches the proportion of a full-time position. To be 
eligible for palliative care leave, a certificate from the patient’s treating physician is required, 
confirming that the employee will be providing palliative care. If the patient passes away during 
the leave, employees have the option to continue their leave until the originally planned end 
date or to end the leave early with the employer’s consent. Importantly, any days not taken to 
meet the minimum duration of leave will not be deducted from the total leave entitlement, 
ensuring that employees can manage their caregiving responsibilities without losing their full 
entitlement. During the leave period, the caregiver is entitled to receive flat-rate interruption 
benefits, which are equivalent to those granted for other thematic leaves. This is an income-
replacement allowance during career leave (The National Employment Service, 2024) (See 
also section 3.1.2.). 
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3.1.3.1.3 Greece 

Greek law does not provide specific hospice or palliative care leave; however, employees may 
use carer’s leave instead, which in Greece allows up to five unpaid working days per year to 
provide care to a relative or a person in the same household with a serious medical need 
(Epioni, Greek Carers Network 2021) (see section 3.1.1). 

3.1.3.1.4 Sweden 

Sweden does not have a specific “hospice or palliative leave” law, but employees can get 
Allowance for significant other (Närståendepenning) as mentioned above (see section 3.1.1), 
to care for a family member who has a life-threatening condition. This leave is paid and 
regulated through the Swedish Social Insurance Agency. It provides around 80% of an 
employee’s income for up to 100 days per sick person. This leave is tied to a specific person 
with life-threatening condition and may be shared among different caregivers. This benefit is 
not intended for professional caregiving, but to allow family members or close relatives to 
spend time with a seriously ill person in a palliative stage of sickness (The Swedish Social 
Insurance Agency 2025). Another right that employees have is regulated through collective 
agreements called leave for personal matters (Ledighet för enskilda angelägenheter). It 
applies when a relative or significant other has a life-threatening illness, allowing the employee 
to be absent from work for 2 to 10 days while maintaining income security. The length and 
compensation often depend on collective agreements. It is usually used during the final days 
of a close person’s life, the day when a person dies, and for the following days as well as for 
the day of the funeral. Additionally, employees may use urgent family leave (unpaid by law but 
sometimes paid under agreements) for critical situations related to illness or accidents 
(Ministry of employment 2025). 

3.1.3.1.5 Cross-country perspective 
Across Austria, Belgium, Greece, and Sweden, policies supporting employees caring for a 
seriously ill or dying relative vary significantly in scope, duration, and financial support. Austria 
offers up to three months of leave for terminally ill close relatives with partial income 
replacement, while Belgium provides up to three months for a seriously ill person with flat-rate 
interruption benefits. Sweden provides up to 100 days of paid leave at 80% of income for close 
relatives with life-threatening conditions, offering one of the most generous financial support 
systems. Greece has no specific policy for end-of-life care. Employers may use carer’s leave 
instead (see section 3.1.1). 
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Table 5: Cross-country data on hospice or palliative care leave policies in Austria, Belgium, Greece and Sweden 

Policy 
Dimension Austria Belgium Greece Sweden 

 Eligibility 

Terminally ill close 
relatives 

Any seriously ill person No specific policy 
for end-of-life 
care leave. 
Employees might 
use carer’s leave 
(see section 
3.1.1) 

close relatives 
with life-
threatening 
conditions 

Duration 
Up to 3 months (full or 
part-time) 

Up to 3 months (in 1-
month-increments; full 
or part-time) 

- Up to 100 days 
(shared among 
caregivers) 

Financial 
support 

Partial income 
replacement 

Flat-rate interruption 
benefits 

- 80 % of income  

Anti-
Discrimination-
Coverage 

Protected from 
dismissal/discrimination 

Protected from 
dismissal/discrimination 

- General 
discrimination law 
applies but no 
explicit provision 
for caregivers 
(see section 
3.1.1) 

3.1.3.2 Bereavement leave policies 

Bereavement leave is paid or unpaid leave from work following the death of a close relative, 
allowing employees to grieve, organize and attend funerals and settle other matters. 

3.1.3.2.1 Austria 
In Austria, bereavement leave is not uniformly regulated by statutory law but is primarily 
governed by collective agreements and individual employment contracts. Nevertheless, 
special leave is legally protected, meaning the employer cannot deny it if the eligibility criteria 
are met. Employees are typically entitled to 1–3 days of paid special leave (“Sonderurlaub”) 
in the event of the death of a close family member, such as a spouse or partner, children, 
parents, siblings, grandparents, or in-laws. The duration of leave depends on the closeness 
of the relationship and collective agreements or employment contracts. Some collective 
agreements or company policies may also provide longer periods of paid leave. During this 
time, employees retain their regular salary. The leave is usually taken around the time of death 
or the funeral. The leave can be taken immediately following the death or for the funeral 
(Chamber of Labour n.d.-e, Federal Chancellery 2024). 

3.1.3.2.2 Belgium 
In Belgium, bereavement leave is standardized by law but also determined by collective 
(sectoral) agreements. In 2021, a new Belgian law extended bereavement leave from 3 days 
up to 10 days. The law explicitly defines entitlements based on the degree of kinship. The 
death of a spouse, a cohabiting partner, a child or a child of the spouse or cohabiting partner 
entitles employees to 10 days of paid leave: 3 days may be chosen by the employee during 
period starting on the day of death and ending on the day of the funeral, 7 days may be taken 
at the employee’s discretion within one year following the day of death. Deviations from these 
two periods in which the leave must be taken may be made at the employee’s request, with 
the employer’s agreement. The death of an employee’s father, mother, father-in-law, 
stepfather, mother-in-law, or stepmother, or those of the employee’s spouse or cohabiting 
partner entitles employees 3 days of bereavement leave. The death of a brother, sister, 
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brother-in-law, sister-in-law, grandfather, grandmother, grandchild, great-grandfather, great-
grandmother, great-grandchild, son-in-law, or daughter-in-law of the employee, or of the 
employee’s spouse or cohabiting partner, who lives with the employee entitles employees 2 
days of bereavement leave, to be chosen by the employee during the period starting on the 
day of death and ending on the day of the funeral. The death of a brother, sister, brother-in-
law, sister-in-law, grandfather, grandmother, grandchild, great-grandfather, great-
grandmother, great-grandchild, son-in-law, or daughter-in-law of the employee, or of the 
employee’s spouse or cohabiting partner, who does not live with the employee: 1 day of 
bereavement leave, to be taken by the employee on the day of the funeral (Federal Public 
Service Employment, Labour and Social Dialogue, n.d.). Important to note is that these leave 
periods can be negotiated at the sectoral level, so they can differ depending on your 
employment, e.g., as of 2026, white collar workers are entitled to 12 days of bereavement 
leave in case of the death of a partner or child (extending the days that can be taken at the 
employee’s discretion from 7 to 9), and 5 days in case of the death of a parent or parent-in-
law (previously 3) (Liantis 2025). 

3.1.3.2.3 Greece 
In Greece, employees with an employment contract are entitled to two days of paid leave in 
the event of the death of a spouse, parent, or sibling. This leave applies not only to blood 
relatives but also to relatives by marriage of the same line and degree (Hellenic Labour 
Inspectorate, n.d.). It should be noted that (under Article 93 of Greek National Law 5018/2023) 
a special 20-day paid leave has been established for employees who have lost a child (KEPEA 
n.d.). 

3.1.3.2.4 Sweden 
Bereavement leave in Sweden is not standardized by law but is commonly covered by 
collective agreements. Some agreements grant from two up to 10 days of paid leave when a 
close relative dies, typically for funeral arrangements and estate matters. During this time, 
employees retain their regular salary. The leave is usually taken around the time of death or 
the funeral. In the absence of a collective agreement, employees must negotiate with their 
employer or use annual or sick leave. Close relatives include spouses, partners, children, 
parents, grandparents, and siblings (The Survivor Guidance Portal 2025).  

3.1.3.2.5 Cross-country perspective 
Compared to one another, bereavement leave policies in Austria, Belgium, Greece, and 
Sweden differ considerably in terms of structure, length and eligibility criteria. Austria provides 
1-3 days of paid leave for the death of a close relative, primarily governed by collective 
agreements. Belgium offers the most generous and legally standardized bereavement leave, 
with up to 12 days of paid leave for spouses, partners, or children (starting in 2026 for white-
collar workers), and shorter periods for other relatives, depending on kinship and sectoral 
agreements. Greece has more limited provisions, granting 2 days of paid leave for the death 
of a spouse, parent, or sibling, and 20 days for the loss of a child. Sweden, while lacking 
statutory regulation, allows 2–10 days of paid leave under collective agreements, offering 
flexibility for employees during difficult times. 
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Table 6: Cross-country data on bereavement leave policies in Austria, Belgium, Greece and Sweden 

Policy 
Dimension Austria Belgium Greece Sweden 

Eligibility close family member, 
e.g. spouse, partner, 
children, parents, 
siblings, grandparents, 
or in-laws 

close relative spouse, parent, 
sibling, and 
relatives by 
marriage of the 
same line/degree 

spouse, partner, 
children, parents, 
grandparents, or 
siblings. 

Duration 1–3 days 1 to 12 days 2 to 20 days 2 to 10 days 

Salary 
Retention 

Regular salary retained 
during leave. 

Regular salary retained 
during leave. 

Regular salary 
retained during 
leave. 

Regular salary 
retained if covered 
by collective 
agreements 

3.1.3.3 Concluding, reflective thoughts regarding a cross-country 
“comparison”/perspective 

Across Austria, Belgium, Greece, and Sweden, care, hospice/palliative, and bereavement 
leave policies share the common goal of supporting employees caring for seriously ill or 
deceased relatives, but they differ in scope, duration, and compensation. Austria and Belgium 
provide structured full- and part-time care leave, with partial income replacement and strong 
employment protections, while Greece offers limited unpaid or short paid leave with flexible 
working options. Sweden relies on Allowance for caring for a significant other, providing 
income support for up to 100 days per patient, rather than formal statutory leave. Concerning 
seriously or chronically ill employees, all four countries combine employer wage continuation 
with social insurance schemes. Austria and Sweden focus strongly on rehabilitation and 
reintegration, Belgium formalizes a transition into a disability regime, while Greece 
emphasizes employment protection and workplace safety compliance. For hospice or 
palliative care, Austria and Belgium offer specific leave entitlements with income support, 
whereas Greece and Sweden lack dedicated laws but allow existing care leave or benefits to 
be used for end-of-life care. Bereavement leave is paid in all four countries but varies in length: 
Austria offers 1-3 days, Belgium 1-12 days, Greece 2-20 days, and Sweden up to 10 days 
under collective agreements. Overall, all countries aim to balance caregiving responsibilities 
with employment rights, but the level of financial support, statutory coverage, and flexibility 
differs significantly. 

3.2 Circle 2: care infrastructures and labour conditions as 
context enablers  

Guided by our ideal-typical care and labour regime framework, this section outlines the 
national infrastructural and institutional conditions that serve as contextual enablers or 
constraints by directly (legally and administratively) shaping the immediate support structures 
in Circle 1, or by substantially determining the scope for employees to reconcile care and work 
when experiencing EoL situations.  

We begin by descriptively presenting each country’s care and health infrastructures and 
comparing their key characteristics. As part of this, we first emphasise end-of-life care 
infrastructures, as these largely determine the formal care arrangements surrounding EoL 
experiences.  

We then set out important elements of the national labour framework. In line with our 
integrated understanding of care and labour regimes, we explicitly address the 
interrelationship with care across several dimensions, and we take into account gender 
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dynamics in the labour market, which directly influence and reflect the societal organisation of 
care. These issues are closely connected to care-regime questions concerning the 
reconciliation of care and work, processes of defamilialisation or familialism, and typologies 
associated with family breadwinner models, as discussed in the section on health and care 
infrastructures.  

In presenting Circle 2, existing international data (OECD, Eurostat, Gender Equality Index, 
etc.) are complemented by additional national data sources, legislation and studies, as well 
as international meta-analyses and reviews. This approach also highlights the methodological 
challenges and limitations, along with inevitable imprecision. We draw on a highly 
heterogeneous evidence base, both in form and in temporal currency. Therefore, very recent 
developments – such as the marketisation of care, observed even in Scandinavian social-
democratic welfare systems (Szebehely & Meagher 2018) can only be partially captured in 
this initial mapping.  

Nonetheless, through an overview presentation and selected illustrative deepening, core 
characteristics and configurations of national care and labour regimes can be made visible. 
This provides a valuable starting point to capture more precisely, as the project process 
advances, the interactions between care and labour factors, particularly in relation to the 
organisational, regional and sectoral contextual conditions of the 14 workplaces participating 
in EU-CoWork. 

Therefore, we will outline the following dimensions and characteristics in Circle 2: 

Health Care and EoL Care infrastructures and characteristics  

• End-of-Life and Palliative Care Infrastructures 
• Health and care infrastructures 

o Health system capacity and resources 
o Long term care (health) expenditure 
o Health expenditure from public sources 
o Quality of Care 
o Access to Care 

- Health Care Availability / Coverage and Financial Protection 
- Unmet long-term care needs 

o Informal Caregiving 
o Child Care   
o Summary – A care regime lens on health and care Infrastructures 

Institutional characteristics and work-related statistics  

• Regulation of responsibility for workplace health and safety  
• Social protection: unemployment benefit schemes and sick leave policies 

o Employment rates 
• Precarious or non-standard employment 
• Unions representation and influence  
• Importance of work  
• Work-Care compatibility 
• Gender equity aspects 
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3.2.1 Health Care and EoL Care infrastructures and characteristics   

3.2.1.1 End-of-life and Palliative Care Infrastructures 
The following country-specific characteristics and comparative overview draw on formal 
indicators and qualitative assessments of palliative and end-of-life care development, primarily 
based on the EAPC Atlas of Palliative Care in Europe 2025 (Garralda et al. 2025) and the 
WHO-based global mapping of palliative care development (Tripodoro et al. 2025), 
supplemented by country-specific information and literature collected by national project 
teams.  

Austria has a highly developed and institutionalised hospice and palliative care system, 
characterised by a clearly defined tiered model and strong integration into national health 
planning. Specialist provision – hospital palliative care units, consult teams, specialised home 
palliative care, inpatient hospices, and mobile hospice services – is complemented by 
systematic integration into generalist settings, including long-term care facilities. Financing 
has been substantially stabilised through the Hospice and Palliative Fund Act (HosPalFG, 
since 2022, Neruda, Pochobradsky 2025). Austria ranks among Europe’s most advanced 
systems, with the highest density of specialised services (3.68 per 100,000 inhabitants) and 
strong governance for integration into routine care (Garralda et al. 2025; Tripodoro et al. 2025). 
From a care-and-labour regime perspective, Austria minimises financial barriers for patients 
and families, yet caregiving time, coordination, and emotional labour remain largely within 
families – often among working-age relatives. Pressing challenges remain in scaling 
community-oriented public health palliative care - particularly financing regional networks in 
end-of-life care, as well as structuring Compassionate Communities and Compassionate 
Institutions - while demographic and social change (urbanization, changing family structures 
etc.) strains home-based care, increasing reliance on 24-hour live-in carers and informal 
caregivers and raising questions about sustainability, quality, and caregiver support.  

Belgium’s palliative care system is characterised by strong regional coordination and 
network-based governance, institutionalised since the late 1990s. A central pillar are 
accredited palliative care networks, which develop palliative care culture, coordinate services 
across providers, organise training for professionals and volunteers, support palliative home 
care teams, and inform the public. In total, 25 networks ensure population-wide coverage. 
Care is delivered across multiple settings, including hospitals, residential care facilities, home 
care, and dedicated palliative day care centres. The system is complemented by targeted 
financial instruments. In addition, palliative care delivered by nurses, general practitioners, 
and physiotherapists is offered free of charge, and further lump sums may be claimed to cover 
medication, equipment, and related expenses. Belgium demonstrates well-established service 
integration and governance, albeit with regional variation (Garralda et al., 2025). Substantial 
organisational and financial support is provided by the state, while families remain central to 
caregiving and coordination.  
Greece’s palliative and end-of-life care system is characterised by limited development, 
fragmented provision, and weak institutionalisation. Specialised palliative care services 
remain scarce and unevenly distributed, with provision largely concentrated in a small number 
of hospital-based units and non-governmental initiatives (Garralda et al., 2025). Community-
based and home palliative care services are underdeveloped, and palliative care is not 
systematically integrated into primary or long-term care structures. In the WHO-based global 
mapping, Greece is positioned in the lower development tiers, reflecting gaps in service 
availability, integration, education, and community empowerment. A national Palliative Care 
Feasibility Study commissioned by the Greek Ministry of Health (2019) estimates that while 
120,000–135,000 people per year require palliative care, current specialised capacity reaches 
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less than 1-2% of total need. Families are expected to absorb most practical, emotional, and 
coordination of work associated with serious illness and dying, often in the absence of formal 
support. 

In Sweden, public responsibility and integrated service provision within the palliative care 
system help limit intensive informal caregiving and related labour-market disruptions, although 
access and provision vary substantially across regions. National policies emphasise early 
integration and continuity of care, with responsibility largely within the publicly funded health 
system. Specialised home-based palliative care plays a central role, supporting patients with 
complex needs and aiming to reduce emergency department visits and avoidable 
hospitalisations. However, healthcare governance in Sweden is determined primarily at the 
regional (county or region) level rather than the national level, shaping how services are 
organised and delivered. Consequently, despite national policy ambitions, access to palliative 
care remains uneven across regions, with marked variation in availability and coverage 
(Swedish palliative registry and the National Advisory Board for Palliative Care, 2026). 
Palliative care is delivered through a combination of specialised units, mobile palliative teams, 
and generalist providers, with strong professionalisation and public responsibility. Reliance on 
intensive informal caregiving by family members is lower than in many other countries, 
reducing direct work–care conflicts, though there remains substantial regional variation in 
access and provision. 

3.2.1.2 Health and care infrastructures – cross country 
Across all four countries, the following combined indicators show that even strong health 
systems may not eliminate unmet long-term care needs or reliance on informal caregiving, 
and that childcare affordability remains a critical determinant of parental employment. From a 
care-and-labour regime perspective, these patterns demonstrate how degrees of de-
/familialisation and de-/commodification shape who bears care time, income risks, and labour-
market instability. They also explain why care demands consistently spill over into paid work, 
underscoring the relevance of organisational and workplace-level responses – such as 
compassionate workplaces – as key meso-level mechanisms mediating between national care 
infrastructures and individual employment trajectories. 

3.2.1.2.1 Health system capacity and resources 

Table 7: Health System Capacity and Resources in Selected OECD Countries (2024) 

  Health Spending 2024 Doctors Nurses Hospital bed 

  Per capita (USD 
based on purchasing 

power parities) 
% GDP Practising physicians 

(per 1 000 population) 
Practising nurses (per 

1 000 population) 
Per 1 000 
population 

OECD 5967 9,3 3,9 9,2 4,2 
Austria 8401 11,8 5,5 10,6 6,6 
Belgium 7750 11,0 3,4 11,5 5,4 
Greece 3607 8,1 6,6 3,8 4,2 
Sweden 7871 11,3 4,5 11,0 1,9 

 
The indicators on health system capacity and resources reveal significant cross-country 
differences in overall health care investment and infrastructural endowment. Austria, Belgium 
and Sweden all spend substantially more on health care per capita and as a share of GDP 
than the OECD average, reflecting comparatively well-resourced health systems. Austria 
stands out with particularly high levels of health spending and hospital bed availability, as well 
as a high density of both physicians and nurses. Belgium also shows high expenditure levels 
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and a very strong nursing workforce, while physician density is closer to the OECD average. 
Sweden combines high health spending with relatively fewer hospital beds, reflecting a system 
shifting towards outpatient and community-based care rather than inpatient capacity. In 
contrast, Greece has significantly lower health spending per capita and as a share of GDP. 
Although physician density is comparatively high, nurse density and hospital bed availability 
are markedly lower than in the other countries, indicating structural imbalances in workforce 
composition and service capacity. 

Overall, the table shows that higher levels of health spending do not uniformly result in the 
same mix of human and physical resources but instead reflect distinct health system models 
and priorities across countries (OECD, 2025). 

3.2.1.2.2 Long term care (health) expenditure, 2023 

Table 8: Long term care (health) expenditure in Selected OECD Countries (2023) 

  Percentage of gross domestic product (GDP) / 2023 EURO per inhabitant / 2023 

EU 1,7 (from 2020) 655,85 (from 2020) 
Austria 1,45 804,95 
Belgium 2,45 1251,85 
Greece 0,16 34,73  
Sweden 3,1 1576,13 

 
Long-term care (health) expenditure further highlights cross-national differences in the 
organisation and prioritisation of care for older and dependent populations. Sweden and 
Belgium allocate a substantially higher share of GDP to long-term care than the EU average, 
with very high per-capita spending, indicating strong public responsibility and extensive formal 
provision. Austria holds an intermediate position, with per-capita expenditure above the EU 
average but a lower GDP share, reflecting a mixed model that combines public provision with 
family-based care. Greece is notable for its exceptionally low level of long-term care 
expenditure, both as a share of GDP and per capita, indicating limited formal provision and a 
strong reliance on informal and family care. These patterns are highly relevant for 
understanding national care and labour regimes, as low public investment in long-term care 
tends to shift care responsibilities to households and working-age family members, while 
higher investment supports greater defamilialisation and reduces work–care conflicts 
(Eurostat, 2023). 

3.2.1.2.3 Health expenditure from public sources, 2023 

Table 9: Long term care (health) expenditure in Selected OECD Countries in 2023 (OECD 2025) 

 Health expenditure from public sources as a 
share of total health expenditure, 2023 

Health expenditure from public sources as a 
share of total government expenditure, 2023 

OECD 
Public (no breakdown): 72% 
Government transfers: - 
Social insurance contributions: - 

15% 

Austria 
Public (no breakdown): 77% 
Government transfers: - 
Social insurance contributions: - 

16% 

Belgium 
Public (no breakdown): 74% 
Government transfers: 38% 
Social insurance contributions: 36% 

15% 

Greece 
Public (no breakdown): 61% 
Government transfers: - 
Social insurance contributions: - 

10% 

Sweden 
Public (no breakdown): 86% 
Government transfers: 86% 
Social insurance contributions: - 

19% 
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Public financing constitutes the majority of health expenditure in all countries, but to varying 
extents. Sweden has the highest public share, mainly funded through government transfers, 
reflecting a strongly tax-based model. Austria and Belgium also rely predominantly on public 
sources within mixed financing arrangements. Greece, however, has a substantially lower 
public share and a smaller proportion of government spending allocated to health, indicating 
greater reliance on private expenditure and higher financial exposure for households (OECD, 
2025). 

3.2.1.2.4 Quality of Care  

Table 10: Quality of Care in Selected OECD Countries in 2023(OECD 2025) 

  Safe primary 
care 

Effective 
primary care 

Effective preventive 
care 

Effective 
secondary care 

  Antibiotics prescribed 
(defined daily dose per 

1000 people) 

Avoidable hospital 
admission (per 100 000 

people, age-sex 
standardised 

Mammography screening 
within the past 2 years 

(%women aged 50 – 69) 

30-day mortality following AMI 
(acute myocardial infarction) 

or stroke (per 100 000 people, 
age-sex, standardized, 

unlinked data) 
        AMI Stroke 

OECD 15,6 473 55,5 6,5 7,7 

Austria 9,5 440 40,1 6,0 6,0 

Belgium 19,1 529 58.0 7,0 8,0 

Greece 26,7 N/A 14,5 N/A N/A 

Sweden 8,7 384 83,0 3,4 4,9 

 
The quality-of-care indicators reveal clear cross-country differences in primary, preventive, 
and secondary care. Sweden performs consistently well, with low antibiotic prescribing, low 
avoidable hospital admissions, high uptake of preventive screening, and the lowest mortality 
rates following AMI and stroke, indicating strong coordination across care levels. Austria 
demonstrates good performance in primary care safety and effectiveness, with low antibiotic 
use and avoidable admissions, but comparatively weaker uptake of preventive care. Belgium 
presents a mixed profile, with strong preventive screening but higher antibiotic prescribing and 
avoidable hospital admissions, suggesting pressures in primary care coordination. Greece is 
notable for high antibiotic prescribing and very low uptake of preventive care, as well as gaps 
in available quality indicators, highlighting challenges in both performance and monitoring. 
Overall, the table shows that quality of care varies substantially across health system levels, 
with implications for downstream care needs and system sustainability (OECD, 2025). 

3.2.1.2.5 Access to Care 

Table 11: Health Care Availability/Coverage and Financial Protection in Selected OECD Countries in 2024 (OECD, 
2025) 

  Financial protection 
2023 
Expenditure covered by 
compulsory prepayment, 
% total expenditure  

Population coverage 
satisfaction 2024 
Population satisfied with 
availability of quality 
healthcare, % pop. 

Service coverage 2024 
Population reporting 
unmet needs for medical 
care, % population 

Health Care 
Availability 2024 
Population satisfied with 
availability of quality 
healthcare in area where 
they live, % population ( 

OECD 75,1 64 3,4 64 
Austria 76,7 78 1 78 
Belgium 73,6 86 1,3 86 
Greece 60,9 27 12,1 27 
Sweden 86,1 75 2,2 75 
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The access-to-care indicators reveal substantial cross-country differences in financial 
protection, service coverage, and perceived availability of health care. Sweden and Austria 
perform strongly, combining high levels of compulsory prepayment with low reported unmet 
medical needs and high population satisfaction with the availability of quality health care. 
Belgium also performs well, particularly in population satisfaction and low unmet needs, 
despite slightly lower compulsory prepayment coverage. Greece has significantly weaker 
access indicators, including low financial protection, very high levels of unmet medical needs, 
and low satisfaction with the availability of quality health care. Overall, the table shows that 
stronger public financing and coverage are closely associated with better access and 
perceived availability of care, while gaps in financial protection lead to higher unmet needs 
and lower public confidence in health care systems (OECD, 2025). 

Table 12: Unmet long-term care needs among people living at home aged 65 and above with some limitations in 
activities of daily living in 2021-2022 in Selected OECD Countries (OECD, 2025) 

  Unmet LTC needs among those with at 
least one ADL/IADL limitations / 2021 - 
2022 

Unmet LTC needs among those with 
at least three ADL/IADL limitations 

OECD 47,1% 38,2% 
Austria 44,5% 37,3% 
Belgium 42,5% 32,8% 
Greece 47,3% 39,3% 
Sweden 56,8% 51,6% 

  
Across all countries, unmet long-term care needs among older people living at home remain 
substantial, particularly for those with multiple ADL or IADL limitations. Even in countries with 
well-developed health systems, such as Sweden, Austria and Belgium, a large proportion of 
needs is not met, while Greece also shows high levels of unmet needs alongside weaker 
formal provision. Overall, the data highlight persistent gaps between health care access and 
long-term care coverage (OECD, 2025). 

3.2.1.2.6 Informal caregiving 
Across OECD countries, informal caregiving constitutes a significant part of care provision and 
is strongly gendered. On average, 61% of informal daily carers are women, and about 11% of 
daily carers are also in paid employment, highlighting the overlap between caregiving and 
labour market participation. Austria and Belgium are close to the OECD average for working 
daily carers, while Sweden has a higher proportion of carers combining work and care, and 
Greece a markedly lower one, reflecting differences in employment structures and care 
expectations. 

Table 13: Informal daily carers in Selected OECD Countries in 2021-2022 (OECD, 2025) 

  Share of informal daily carers 
that also work, 2021-2022  

Share of informal daily carers 
who are women, 2021-2022 

OECD  11% 61% 
Austria 11% 64% 
Belgium 13% 58% 
Greece 3% 71% 
Sweden 16% 53% 
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Table 14: Persons providing informal care or assistance at least once a week in Selected OECD Countries in 2019 
(Eurostat 2023) 

  Assistance provided 
mainly to relatives 

Assistance provided 
mainly to non-relatives 

No assistance provided 

EU 13,4 3,7 83,0 
Austria 12,6 2,6 84,7 
Belgium 11,0 2,0 87,1 
Greece 9,0 5,3 84,7 
Sweden 8,2 2,6 89,1 

 
The prevalence and intensity of informal caregiving also vary. Belgium and Austria report 
relatively high proportions of people aged 50 and over providing informal care, including daily 
and weekly caregiving, whereas Sweden shows lower daily caregiving despite higher 
employment among carers. Greece reports fewer working daily carers and a greater reliance 
on family-based assistance, consistent with stronger familial norms. Across countries, informal 
care is predominantly provided to relatives rather than non-relatives, underlining the central 
role of families in meeting care needs. Overall, the data show that informal caregiving remains 
a key – yet unevenly distributed – pillar of care systems, with clear implications for gender 
inequality, labour market participation, and economic sustainability (OECD; Eurostat). 

In addition, OECD data show that care intensity varies substantially across countries, with 
daily caregiving most prevalent in Belgium and least common in Sweden, while weekly 
caregiving is particularly widespread in Belgium. This distinction is relevant for care-and-
labour regimes, as daily caregiving is more likely to interfere with continuous employment than 
episodic or weekly support. At the macro level, the OECD estimates that informal caregiving 
and associated workforce withdrawal reduce economic growth by around 0.5% per year, 
underlining the broader economic relevance of unpaid care work (OECD; SHARE; Rocard & 
Llena-Nozal, 2022). 

3.2.1.2.7 Childcare 

Table 15: Children receiving formal childcare services by household type, income group, degree of urbanisation 
and level of difficulty to afford formal childcare services (LEV_DIFF) in 2016 (Eurostat 2023) 

Lev_DIFF 
(Level of 
difficulty) 

Great Moderate Some Fairly 
easy Easy Very easy 

EU  3,7 7,6 18,1 32,8 24,6 13,3 
Austria 5,1 6,2 18,3 27,1 23,7 19,7 
Belgium 4,4 9,9 13,7 20,3 34,0 17,7 
Greece 8,7 15,6 70,2 2,7 2,6 0,3 
Sweden 3,9 2,3 7,3 26,5 27,1 32,8 

 
Childcare affordability varies significantly between countries. Sweden reports very high 
affordability of formal childcare, while Belgium and Austria display mixed patterns, with some 
households still facing access barriers. Greece is notable for widespread difficulty in affording 
childcare, indicating limited effective access. Overall, differences in childcare affordability have 
direct implications for parental labour market participation and the distribution of care 
responsibilities (Eurostat, 2023). 
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3.2.1.2.8 Summary – A care regime lens on health and care Infrastructures 
Taken together, the preceding health and care indicators invite a synthetic interpretation 
through a long-term care regime lens, as long-term care constitutes the central interface where 
health system capacity, family involvement, and labour-market participation intersect. Across 
Austria, Belgium, Greece, and Sweden, the indicators point to distinct care and labour 
regimes. These differences reflect institutional configurations that structure how care 
responsibilities are allocated between the state, families, and the market, and how care 
demands intersect with paid work over the life course (Van Damme et al., 2025). 

Sweden corresponds to a historically strong defamilialisation regime, characterised by high 
public investment, extensive formal provision, and strong financial protection across health 
care, long-term care, and childcare. While this configuration has traditionally limited labour-
market withdrawal in response to care needs, declining long-term care coverage, increasing 
reliance on family care, and growing for-profit provision indicate processes of marketisation 
and re-familialisation that may weaken the class- and gender-equalising potential of the Nordic 
welfare state (Ulmanen & Szebehely, 2015; Szebehely & Meagher, 2018). 

Austria and Belgium occupy an intermediate position consistent with regimes of supported 
familialism. Despite comparatively well-resourced health systems and generally good access 
and quality of care, gaps in long-term care and childcare provision mean that care needs are 
frequently absorbed through informal caregiving and working-time adjustments rather than full 
labour-market exit, resulting in gendered patterns of employment adaptation (Leitner, 2003; 
Van Damme et al., 2025). 

Greece exemplifies a regime of familialism by default, marked by low public investment, limited 
formal long-term care and childcare provision, weaker financial protection, and high levels of 
unmet care needs. Care responsibilities are therefore systematically shifted to families, 
reinforcing pronounced work–care conflicts and discontinuous labour-market participation, 
particularly among women (Van Damme et al., 2025). 

Across all four countries, the persistence of unmet long-term care needs and reliance on 
informal caregiving – even in comparatively well-resourced systems – highlights the limits of 
macro-level care infrastructures and underscores the relevance of meso-level mechanisms, 
including workplace arrangements, in mediating between national care regimes and individual 
employment trajectories (Rocard & Llena-Nozal, 2022; OECD, 2025).  

3.2.2 Institutional characteristics and work-related statistics 
This section provides an overview of the following institutional features (or components) 
pertaining each country and an illustration of current labour market and employment statistics 
reflecting the possibilities and challenges associated with different national labor regimes. 

• Regulation of responsibility for workplace health and safety  
• Social protection: Including unemployment benefit schemes and social benefits 

 - Employment rates 
• Unions representation and influence  
• Precarious or non-standard employment  
• Importance of work  
• Work-Care compatibility 
• Gender equity aspects  

3.2.2.1 Regulation of responsibility for workplace health and safety 
Work environment legislation, together with employers’ responsibilities for managing 
workplace issues, defines mandatory requirements, establishes structures and resources for 
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psychosocial support, and may shape organizational culture by fostering a climate in which 
employees feel safe to express their needs. In accordance with the EU Framework Directive 
on Occupational Safety and Health (Directive 89/391/EEC; European Council, 1989), 
employers in all Member States have a fundamental responsibility to prevent risks and protect 
workers’ physical and mental health (European Council, 1989). While the directive sets 
minimum requirements, variations arise between countries in how far-reaching employer 
responsibilities are and the extent to which psychosocial working conditions are included in 
the regulation.  

3.2.2.1.1 Austria 
In Austria, there is no direct legal obligation for companies to implement workplace health 
promotion (WHP) programs, but employers are required under the Federal ministry of labour 
Occupational Health and Safety Act [ASchG] (1994) to ensure the safety and health of 
employees at work, which can include health-related measures. The Austrian Network for 
Workplace Health Promotion (Blattner & Mayer, 2018; Lang, 2022) and the Austrian Health 
Promotion Fund (Fonds Gesundes Österreich n.d.) play a key role in supporting and promoting 
voluntary WHP initiatives by providing guidance, resources, and funding opportunities for 
companies. 

3.2.2.1.2 Belgium  
According to Eurofound (2024-e), in Belgium, employers are legally required to protect 
workers health, safety and overall well-being according to the 1996 law on Well-being at work. 
This law obligates them to prevent risks, conduct risk assessment and implement measures 
that make sure the employees are not exposed to any risk of psychological hazard, physical 
injuries, elements of work organisation, elements of work content, working and living 
conditions in the workplace and interpersonal relationships at work. The definition also covers 
harassment and violence in the workplace (Eurofound, 2024-e). 

3.2.2.1.3 Greece 
According to Eurofound (2024-f), in Greece, employers have legal obligations regarding health 
and safety at work. Under law no. 4808/2021, all workplaces with more than 20 employees 
must adapt a violence and harassment prevention policy, which include risk assessment, 
preventive and awareness-raising measures. National legislation also addresses psychosocial 
risks (Law no. 3850/2010) which require employers to do a risk assessment related to the 
work organisation, psychological factors, ergonomic factors and (difficult) working conditions 
(Eurofound, 2024-f).The Laws on Health & Safety at Work (KNYAE), enacted by Law 
3850/2010, apply to all public and private sector workplaces and all employees, including 
trainees and apprentices (excluding domestic workers), unless otherwise specified (e.g. 
maritime work). Compliance is overseen by the Labor Inspectorate for Health & Safety at Work 
under the Hellenic Ministry of Labor (Hellenic Republic – Ministry of Labour and Social Affairs, 
2025). 

3.2.2.1.4 Sweden 
In Sweden, the purpose of the work environment act is to prevent ill health and accidents at 
work and to achieve a good working environment in other respects (Work Environment Act, 
1977). In Sweden this is strictly regulated through Occupational safety and health (OSH), 
regulations (SAM, systematiskt arbetsmiljöarbete). The Work Environment Act (1977) obliges 
employers to prevent ill-health and promote a safe working environment, which leads many 
workplaces to rely on external occupational health services, although this is not mandated by 
the Act. The Discrimination Act (2008) in Sweden does cover broader aspects of discrimination 
that could be relevant in cases of sickness, sick leave or caregiving. Additionally, according to 
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the Swedish Employment Protection Act (LAS 1981:80) employees are implicitly protected in 
situations involving serious illness, caregiving and bereavement. 

3.2.2.1.5 Cross-country summary  
In all countries employers are assigned a responsibility for ensuring health and safety, 
including elements of health-promoting work. However, differences emerge in how this 
responsibility is regulated and put into practice. For example, while Austria relies on a system 
where workplace health promotion is voluntary, supported through national networks and 
funding, Sweden embeds health-promoting and preventive work in binding legislation through 
the Work Environment Act and mandatory systematic work environment management (SAM). 
Belgium takes a more comprehensive regulatory approach by legally obligating employers to 
prevent risks and safeguard employees’ physical, psychological and social well-being, while 
Greece similarly mandates employer responsibility through laws requiring violence- and 
harassment-prevention policies, along with systematic assessments of psychosocial, 
organisational and ergonomic risks. 

3.2.2.2 Social Protection Coverage: Including unemployment benefit 
schemes and social benefits 

Social protection encompasses systems that provide economic and social security during life 
events such as illness, unemployment and parenthood, and can reduce individual risks, 
depending on how comprehensive and accessible they are. Social protection related to illness 
is covered in 3.1.2 Chronically/seriously illness while protection systems related to parenthood 
is excluded here due to the focus on benefit schemes related to work and employment.  

3.2.2.2.1 Austria 
According to OECD (2025-g) Austria’s social protection system offers support for individuals 
facing unemployment through two schemes; unemployment benefit (Arbeitslosengeld), and 
unemployment assistance (Notstandshilfe). Both are contributory schemes, but the second 
one is needs-based. The benefit is regulated in relation to time/length of employment, 
unemployment duration and age and requires registration as unemployed and being available, 
able and willing to work. The basic amount is 55% of the average net reference income 
(previous year) before any supplements for dependants family allowances are added (OECD, 
2025-g). 

The in-work benefit (Kombilohnbeihilfe) can be claimed by people who, for example, no longer 
have right to sickness benefit, people over 50 who are unemployed because of certain 
circumstances, job seekers with lessened work capability for health reasons, disabled 
persons, as an active labour market policy (OECD, 2025-g). The amount is individually 
calculated based on earlier benefits and/or income (OECD, 2025-g). 

Austria provides social assistance (Sozialhilfe), which is administered by the federal 
provinces, with support levels varying slightly by region (OECD, 2025-g). This is means-tested, 
needs-based and not taxable and is a non-contributory benefit. Except for economic benefits 
the social assistance also include help with housing costs, complemented by additional 
housing support schemes that subsidize rent for low-income households. These benefits are 
designed to prevent homelessness and mitigate hardship, particularly for vulnerable groups 
(OECD, 2025-g). 

3.2.2.2.2 Belgium 
According to OECD (2025-h) Belgium’s social protection system provides support for 
individuals facing unemployment through several schemes where the main insurance-based 
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support is the unemployment benefit (Assurance chômage), which is contributory, taxable, 
and not means-tested. Qualification depends on a proven employment history within a defined 
reference period that varies by age, and the individual must be involuntarily unemployed, able 
and available for work, and actively seeking employment (OECD, 2025-h). The benefit amount 
depends on previous earnings, family situation and the length of the unemployment, beginning 
with a percentage of prior salary and gradually decreasing over time before transitioning into 
a flat-rate allowance (OECD, 2025-h). 

Unemployed persons with insufficient income may qualify for means-tested social assistance 
(Revenu d’Intégration Sociale) which is granted only after all other social rights are exhausted. 
It provides guaranteed minimum income levels that differ according to household type (OECD, 
2025-h). Belgium offers in-work benefits to support specific groups of jobseekers where one 
example is the lone parent childcare benefit (Complément de garde d’enfant), paid to 
long-term unemployed single parents who resume permanent employment of at least half-time 
(OECD, 2025-h). This supplement is non-taxable, can be combined with unemployment 
benefits during the transition into work, and is granted for up to 12 months. Housing support 
in Belgium generally occurs through reduced rents in social housing linked to household 
income; there is no national cash housing allowance (OECD, 2025-h). 

Belgium has a system of automatic indexation of social benefits and wages to prevent 
purchasing power from being eroded by inflation (OECD, 2025-h). Indexation occurs when the 
smoothed ‘health index’ exceeds the ‘pivot index’. When this occurs, social benefits are 
increased by 2% the following month and wages in the public sector are increased by 2% from 
the 2nd month. Belgium does not currently provide a national/local Unemployment Assistance 
programme. Nevertheless, Belgium does provide a Social Assistance programme (OECD, 
2025-h). 

3.2.2.2.3 Greece 
According to OECD (2025-i) Greece’s social protection system provides several forms of 
income support for people facing unemployment. The main insurance-based benefit is the 
unemployment insurance benefit, which is contributory, not means-tested, and taxable under 
certain conditions. Access requires a minimum number of insured workdays within a reference 
period, being involuntarily unemployed, registered with the public employment service, and 
available for work. The basic amount equals 55% of the minimum daily wage of an unskilled 
worker, with supplements for dependants (OECD, 2025-i). 

For those who have exhausted their unemployment insurance entitlement, Greece offers a 
long-term unemployment assistance benefit (OECD, 2025-i). It is contributory, means-tested, 
and provides EUR 200 per month for up to 12 months, with income thresholds that vary by 
household size. Greece also provides a special lump-sum allowance for vulnerable groups, 
such as former detainees, victims of violence, former addicts, and single parents. This one-off 
payment is set at 37.5 daily unemployment benefits and increases with the number of 
dependants (OECD, 2025-i). 

Greece offers a means-tested Guaranteed Minimum Income scheme designed to top up very 
low household incomes. The basic amount is EUR 216 for a single person, with additional 
increments for adults and children up to a maximum of EUR 972 per month per household. A 
separate Housing Benefit supports low-income tenants and starts at EUR 70 per month for a 
single person, increasing with household size (OECD, 2025-i). 

3.2.2.2.4 Sweden  
According to OECD (2025-j) the unemployment insurance in Sweden consists of two parts: 
an income-related benefit (based on pervious earnings or a flat rate) for those who are 
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members of an unemployment insurance fund, and a basic benefit that is contributory for those 
who meet the work-history requirements but are not members. Income-related benefits 
replace 80 percent of prior income for the first 200 days and 70 percent thereafter, up to a 
capped daily amount. Basic insurance provides a flat-rate benefit of SEK 510 per day for 
full-time workers. The maximum duration is 300 days, extended to 450 days for parents of 
children under 18 (OECD, 2025-j). 

The unemployment insurance in Sweden consists of two parts: an income-related benefit 
(based on pervious earnings or a flat rate) for those who are members of an unemployment 
insurance fund, and a basic benefit that is contributory for those who meet the work-history 
requirements but are not members. Income-related benefits replace 80 percent of prior income 
for the first 200 days and 70 percent thereafter, up to a capped daily amount. Basic insurance 
provides a flat-rate benefit of SEK 510 per day for full-time workers. The maximum duration is 
300 days, extended to 450 days for parents of children under 18 (OECD, 2025-j). 

For those without sufficient income or assets, Sweden provides a means-tested system of 
social assistance (OECD, 2025-j). It is administered by municipalities and intended as 
temporary support when no other means are available. Social assistance consists of a national 
norm, varying by household composition, and coverage of certain housing costs, minus any 
support already received from other programs. Both income and assets are taken into account, 
and individuals receiving support must seek work actively (OECD, 2025-j). 

A separate housing benefit provides income-tested support to low-income households, 
especially families with children and for young adults aged 18–28 (OECD, 2025-j). Benefit 
levels depend on income, rent levels and family composition, and are calculated by applying 
percentage rates to different housing-cost brackets. Benefits are reduced gradually as income 
increases and can be renewed annually without time limits (OECD, 2025-j). Protection as an 
employee is also covered by the Work Environment Act (1977) and the Employment Protection 
Act (1982). 

3.2.2.2.5 Cross-country summary  
All systems provide income support during unemployment, means-tested social assistance, 
work related support, and family and parental benefits, but differ in terms of generosity (benefit 
levels and duration), accessibility (eligibility conditions such as prior employment, membership 
requirements, or means testing), and the extent to which benefits are institutionally linked to 
work and employment. Regarding unemployment protection, all countries operate insurance-
based schemes, yet their institutional configurations vary. Austria, Belgium, and Greece rely 
on mandatory, state-administered systems in which benefit levels are tied to previous earnings 
and may be supplemented by means-tested support once insurance entitlements are 
exhausted. Sweden, by contrast, employs a partly voluntary unemployment insurance model, 
combining earnings-related benefits for members of unemployment funds with a basic flat rate 
benefit for non-members. Unemployment assistance and social assistance are present in all 
four countries but fulfil different roles within the broader welfare architecture. Austria and 
Greece provide complementary support for individuals who have exhausted their insurance-
based entitlements. Belgium grants social assistance only once all other rights have been 
exhausted, while Sweden operates a municipal, strictly means tested last resort safety net 
that considers both income and assets. Approaches to in-work benefits also diverge. Austria 
target groups with weaker labour market attachment, Belgium provides supplements such as 
support for single parents returning to work, whereas Sweden and Greece rely primarily on 
labour market programmes rather than direct in-work financial incentives. Variation is also 
evident in housing support. Austria, Greece and Sweden provide means tested cash benefits 
to offset housing costs, while Belgium primarily relies on income linked rents within the social 
housing sector. 
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3.2.2.3 Employment rates 
As shown above, social protection in many countries is largely employment-based, which 
means that individuals' access to and level of social protection depend on their attachment to 
the labour market. This makes employment rates central to how many are actually covered by 
these systems. Individuals with stable employment generally receive stronger protection, while 
those who work part-time, have insecure employment, or are outside the labour market risk 
weaker or more limited coverage. Since employment patterns often vary between different 
groups – for example between women and men, younger and older, or native-born and 
foreign-born individuals – this can entail systematic differences in the scope and level of social 
insurance. Against this background, employment rates in the respective countries are 
presented below.  

3.2.2.3.1 Country-specific characteristics and overview 

Table 16: Comparative data on working life Austria, Belgium, Greece, Sweden and Europe, 2022 (Eurofound, 
2024-a-d) 

Indicator Austria Belgium Greece Sweden Europe 
GDP per capita 37,040 37,040 18,710 46,250 28,950 

Unemployment rate (total) 4.8% 5,6% 12,5% 7,5% 6,2% 
Unemployment rate (women) 4.5% 5,3% 16,4% 8,0% 6,5% 

Unemployment rate (men) 4.9% 5,8% 9,3% 7,0% 5,9% 
Unemployment rate (youth) 9.5% 16,4% 31,4% 21,7% 14,5% 

Employment rate (total) 77.8% 70,5% 69,4% 83,5% 74,5% 
Employment rate (women) 73.4% 66,8% 61,4% 81,3% 69,5% 

Employment rate (men) 82.1% 74,2% 77,5% 85,5% 79,4% 
Employment rate (youth) 57.4% 31,1% 23,4% 56,9% 40,7% 

Reference Eurofound (2024a-d) [a] [b] [c] [d] [d] 
 
The table compares GDP per capita and labour-market outcomes in 2022. The indicators are 
based on standard Eurostat definitions. Real GDP per capita is measured in chain-linked 
volumes using 2010 as the reference year. Unemployment rates for adults refer to the active 
population aged 15–74, while youth unemployment and youth employment rates apply to 
those aged 15–24. Employment rates for adults cover ages 15–64. All figures represent 
annual averages. 

Table 17: Long-term unemployment rate, % of active population aged 15-74, Austria, Belgium, Greece, Sweden 
and EU, 2024 (Eurostat, 2024-a) 

Indicator Austria Belgium Greece Sweden Europe 
Long-term unemployment rate  -0,9 -0,6 -3,8 -0,1 -0,9 

 
The table presents the change in the long-term unemployment rate over a three-year period 
(2021-2024), defined as the share of persons unemployed for 12 months or longer as a 
percentage of the labour force (all employed and unemployed aged 15–74). According to the 
EU Labour Force Survey (EU-LFS), unemployed persons are those not working during the 
reference week, available to start within two weeks, and who have actively sought work in the 
previous four weeks or have secured a job starting within three months. 
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3.2.2.3.2 Cross-country summary 
The four countries display different labour market profiles and economic conditions. Sweden 
has the highest GDP per capita and a high employment rate for both women and men, while 
overall unemployment is slightly above the EU average and youth unemployment remains 
relatively elevated. Austria is characterised by low unemployment and a high employment 
rate, particularly among men, with GDP per capita somewhat lower than Sweden. Belgium 
shows moderate unemployment levels and an employment rate below that of Sweden and 
Austria, especially among young people, indicating more limited labour-market integration for 
this group. Greece has lower GDP per capital and higher unemployment rates than the other 
countries, particularly among women and young people, while men’s employment is closer to 
the EU average and women’s and youths’ employments rates are lower. Long-term 
unemployment also varies across countries: Greece has a higher share than the others, while 
Sweden, Austria, and Belgium are close to or below the EU average. Overall, the comparison 
illustrates that the countries occupy different labour-market positions, with Sweden and Austria 
showing higher employment levels, Belgium situated in an intermediate position and Greece 
experiencing higher unemployment and lower employment rates in several population groups. 

3.2.2.4 Precarious or non-standard employment 
Precarious or non-standard employment (i.e., employment forms characterized by higher 
levels of job insecurity and an overall erosion of workers’ employment and working conditions) 
is increasingly recognized as a key social determinant of health and well-being (Benach et al., 
2014). Precarious employment has risen since the 1970s, because of the global increase of 
flexible employment relations and the related trend toward making employment more flexible 
(Benach et al., 2014). Precarious employment is related to unequal access to and unequal 
capacity to enforce social rights (including employment-related care, sick, bereavement and 
hospice leave entitlements) (Bosmans et al., 2022). For instance, sick leave rights are often 
related to the number of days worked. For precarious workers, periods of continuous 
employment are more difficult to obtain, leaving them ineligible for, for instance, sick leave. 
Moreover, even if precarious workers qualify for sick/hospice/bereavement leave, a non-
permanent contract or a low wage might be a threshold for taking up leaves, as this might 
reduce further chances of employment or they simply cannot afford it, respectively. These 
workers often need to choose between caregiving or an income (Bosmans, 2023). 

3.2.2.4.1 Austria  
In Austria, non-standard employment represents a substantial share of the labour market. In 
2023, between 40% and 50% of workers aged 16–64 was not employed on a standard 
contract (Zwysen, 2025). Historically, Austria has been characterised by relatively high levels 
of part-time work and above-average marginal part-time employment (Broughton et al. 2016). 
Zero-hours contracts were already reported at comparatively high levels (around 5%) in 2010 
assessments (Broughton et al. 2016).  

3.2.2.4.2 Belgium:  
According to Eurostat (2024-c), in 2024, 24.1% of employed persons work part-time. However, 
17.7% of part-time workers report being involuntarily part-time. Temporary contracts account 
for 7.2% of employment. Temporary agency work remains limited (1.7% in 2024).  

3.2.2.4.3 Greece 
Greece presents the most structurally vulnerable configuration among the four countries. In 
2023, between 40% and 50% of workers were not on standard contracts (Zwysen, 2025). 
Earlier analyses documented involuntary part-time work at twice the EU average, with a 
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marked increase during the economic crisis (2007–2011) (Broughton et al., 2016). Freelance 
activity exceeded the EU average, while satisfaction with working conditions and job security 
among fixed-term workers was below average (Broughton et al., 2016). In-work poverty was 
estimated at 17%, and transition rates from temporary to permanent contracts were below 
20% (Broughton et al., 2016). 

3.2.2.4.4 Sweden 
Sweden combines a comparatively high share of temporary contracts with moderate 
involuntary part-time employment (Broughton et al., 2016). In Sweden, open-ended 
contracts have been the most common form of employment even within the temporary agency 
sector (Håkansson & Isidorsson, 2015). This differs from many other countries, where short-
term or assignment-based contracts tend to dominate. 

Table 18: Selection of non-standard forms of employment in Austria, Belgium, Greece and Sweden (Eurostat, 
2024-b-e). 

Indicator Austria Belgium Greece Sweden Ref. Eurostat 
(2024) 

Temporary agency work 1.9 1.7 0.8 1.6 b 
Part-time work 30.5 24.1 6.3 19.5 c 
Employed persons with 
temporary contract 5.5 7.2 6.6 9.7 d 

Involuntary part-time work (% of 
part-time employment) 6.7 17.7 40.7 21.8 e 

3.2.2.4.5 Cross-country summary 
The range of workers aged 16 to 64 who are not on a standard contract (e.g. working part time 
or being on a temporary contract, being self-employed or having multiple jobs, see Zwysen, 
2025, p12) varies strongly between countries. In 2023, this was the case for between 40% 
and 50% of workers in Belgium, Greece and Austria (Zwysen, 2025, p 12). In Sweden, in 
2023, just below 40% of workers are not on a standard contract (Zwysen, 2025, p 12).  

While non-standard employment is widespread across Austria, Belgium, Greece, and 
Sweden, its composition and intensity vary considerably. Greece exhibits the strongest 
indicators of structural labour market precarity, particularly in terms of temporary employment 
and in-work poverty. Austria and Belgium show more part-time and marginal employment 
patterns, whereas Sweden combines a substantial, but lower in numbers, non-standard 
workforce with relatively limited short-term temporary contracts. 

3.2.2.5 Unions representation and influence 
Trade union density, collective agreement coverage and employer organisation density 
together indicate the level of collective participation and influence in the labour market. These 
measures reflect the capacity of workers/employees and employers to shape working 
conditions through organised negotiation and institutionalised cooperation. Across Europe, 
systems of collective bargaining vary widely, shaped both by national regulations and by 
long-standing institutional practices and traditions. According to the OECD (2025-b), workers 
and employers in all member countries organize to articulate their interests and negotiate 
employment conditions. However, the extent and form of this collective organization differ 
substantially between countries, resulting in diverse models of union density, employer 
organization density, and bargaining coverage across the region. 
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3.2.2.5.1 Austria 
According to Eurofound (2024-g) Austrias collective agreements are mostly negotiated at 
multi-employer sectoral level where blue-collar-workers and white-collar workers unions 
usually, through a bargaining community, agree on any wage increases for both categories. 
The agreements are legally binding and address wages as well as wider working-life issues 
such as working time flexibility and aspects of health and well-being and no employee in 
Austria is currently covered by a national pay agreement (Eurofound, 2024-g). Some collective 
agreements have had a change in seniority-based wage schemes which makes it easier for 
the employer to reduce wage gaps between younger and older employees (Eurofound, 2024-
g). 

In recent years more attention has been paid to work-life balance in relation to Austrian 
collective agreements (Eurofound, 2024-g). This has been seen in relation to childcare but 
also in provisions related to leave which can be used in the caregiving of an older relative for 
2 months minimum and 12 months maximum, a compensation for the two weeks leave 
provided by legislation. 

According to OECD (2025-c) Austria, in 2024, reported a trade union density of 20.2% among 
employees. The adjusted bargaining coverage rate was extremely high at 98%, indicating that 
nearly all employees with bargaining rights were covered by collective agreements. Employer 
organization density in the same year reached 100%, showing full employer representation in 
employer organizations (OECD, 2025-c).  

3.2.2.5.2 Belgium 
According to Eurofound (2024-h) Belgium’s collective bargaining system is regulated by the 
Law of 5 December 1968 on collective bargaining agreements and sectoral joint committees. 
Wage bargaining is structured through three interlinked levels: centralised cross-sectoral 
agreements at national level, an intermediate sectoral level, and company-level negotiations 
(Eurofound, 2024-h). The sectoral joint committees function as the central arena for bargaining 
and the making of collective agreements which are legally binding. 

Other aspects of working life addressed in the collective agreements in Belgium differs 
between sectors (Eurofound, 2024-h). Recent bargaining agendas have expanded to include 
new themes such as development of occupational pension schemes, as well as 
experimentation with innovation agreements and the introduction of funds aimed at promoting 
sustainable work. 

According to OECD (2025-d) Belgium’s trade union density stood at 47.5% in 2023, reflecting 
one of the highest membership rates in Europe. The adjusted bargaining coverage rate 
reached 100% in 2024, meaning that all employees with bargaining rights were covered by 
collective agreements. Employer organization density was recorded at 81.5% in 2014, the 
most recent year available for that indicator (OECD, 2025-d). 

3.2.2.5.3 Greece 
According to Eurofound (2024-i) Greece’s collective bargaining system was traditionally 
structured across three levels, national, sectoral/occupational and company level where 
national agreements (National General Collective Labour Agreement, EGSSE) were setting 
minimum wages and conditions. However, after 2010, this changed due to a series of 
legislative reforms making collective bargaining more decentralized through shifting much of 
the negotiation power to the company level (Eurofound, 2024-i). This reduced the role of 
national and sectoral agreements and today company-based agreements are the most 
common form of bargaining in Greece, even though they can set less favourable wages than 
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sectoral or national agreements (although they cannot set lower than national minimum 
wages). 

EGSSE, the national-level collective agreement, have, since they lost the ability to fix minimum 
salary and wages, focused on broader labour-market issues and social issues through focus 
on inclusive labour markets (focus on active inclusion, access and reintegration), measures 
on undeclared work, racism, workplace discrimination, approving of the national strategy on 
health and safety at work etc.In 2021 they also agreed to adopt European framework 
agreement around digitalisation at work as well as just transitions of workers to a low-carbon 
economy (Eurofound, 2024-i). 

According to OECD (2025-e) In Greece, trade union density was 13.4% in 2020. The adjusted 
bargaining coverage rate was 13.1% in 2017, showing a very limited reach of collective 
agreements. Employer organization density, also measured in 2017, stood at 48.7%, 
indicating that about half of employees were covered by employers organized in employer 
associations (OECD, 2025-e). 

3.2.2.5.4 Sweden 
According to Eurofound (2024-j) Sweden's collective agreements are mostly negotiated at 
sectoral level, although it becomes more usual with local-level agreements. In Sweden the 
national legislation functions as a framework for collective agreements but the negotiated 
terms can depart from the law, often in favour of the employees (Eurofound, 2024-j). The 
collective agreements are legally binding, once they are signed and bargaining coverage is 
higher among blue-collar workers than white-collar workers (Eurofound, 2024-j). 

Social aspects covered in the Swedish collective agreements are gender equality and training 
(Eurofound, 2024-j). Training includes so called ´vocational introductory jobs’ which aims to 
include young, unemployed people with little or no work experience to involve in work while 
training (Eurofound, 2024-j).  Introductory jobs especially for people with various disabilities 
are also included in training.  

According to OECD (2025-f) for 2024, Sweden reported a trade union density of 65.9% among 
employees. The adjusted bargaining coverage rate was 88%, demonstrating strong collective 
bargaining structures. Employer organization density was similarly high at 89.1% in 2024 
(OECD, 2025-f). 

3.2.2.5.5 Cross-country summary  
The four countries display clear differences in union density, collective bargaining coverage, 
and employer organisation density. Sweden has the highest level of union membership, 
followed by Belgium. Austria’s union density is considerably lower, and Greece has the lowest 
level. In terms of collective bargaining coverage, Belgium and Austria report very high levels. 
Sweden also has a high coverage rate, while Greece stands out with a much lower rate. 
Employer organisation density also varies across the countries. Austria has the highest level 
while Sweden and Belgium also show high levels and Greece has the lowest density. 

When it comes to the countries bargaining systems the countries have clear differences, but 
also some similarities. Austria relies on legally binding multi-employer sectoral agreements 
covering nearly all employees and addressers social issues such as work-life balance. 
Belgium operates a three-level system with legally binding sectoral joint-committee 
agreements and addresses social issues including innovation and sustainable work. Greece 
has shifted towards decentralised, company-level bargaining after 2010 reforms, with national-
level agreements (EGSSE now focusing mainly broader labour-market and social issues such 
as inclusion, anti-discrimination and health and safety at work. Sweden has a predominantly 
sectoral bargaining model with legally binding agreements that can improve on statuary rules 
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and cover themes such as training (for young, unemployed people as well as people with 
handicap) and gender equality. 

3.2.2.6 Importance of work  
The European Values Study (n.d) highlights that individuals relate to work in different ways: 
for some, it represents a basic necessity, while for others it embodies a meaningful or morally 
grounded vocation. Despite these differences, work constitutes a substantial part of most 
adults’ lives, typically occupying around forty hours per week over several decades. This 
significant time investment helps explain why a large majority of Europeans, describe work as 
very or quite important (European Values study, n.d.).  

3.2.2.6.1 Country-specific characteristics and overview 
European Social Survey European Research Infrastructure (ESS ERIC, 2024) showed that 
the importance of work in people’s lives varies somewhat across the selected European 
countries. On a scale from 1 (“extremely unimportant”) to 10 (“extremely important”), 
respondents in Austria reported the highest mean score at 7.8, indicating that work holds a 
relatively strong place in their lives. Belgium followed with a mean score of 7.6, also suggesting 
a high valuation of work. In Sweden, the average importance was slightly lower at 7.0 but still 
reflects that work is generally regarded as meaningful. For Greece, data were not available in 
this dataset. Overall, the results show that work remains a significant part of people’s lives 
across these countries, though with some variation in perceived importance. 

Table 19: Share of survey respondents indicating how important work is in their lives in Austria, Greece and 
Sweden, 2022 (EVS, 2022; Our World in Data, 2024) 

Answer category Austria Belgium Greece Sweden 
Very important 49.7% - 67.5% 60.2% 
Rather important 37.7% - 22.0% 33.7% 
Not very important 9.5% - 3.4% 3.5% 
Not at all important 2.6% - 1.6% 2.3% 
Don’t know 0.2% - 5.2% <0.1% 
No answer 0.2% - 0.2% 0.1% 

 
When looking at the distribution of responses in data from 2022, and the question of How 
important work is, on a scale from not at all important to very important, the pattern changes. 
These answers show that in Greece, 67.5% of respondents stated that work is very important, 
the highest share among the countries included. Sweden also shows a relatively high 
proportion in this category at 60.2%, which is notably higher than Austria’s share of 49.7%. 
Data for Belgium was not available in this data set. Austria, in turn, has a larger share of 
respondents selecting rather important (37.7%) compared with Greece (22.0%) and Sweden 
(33.7%). This suggests that although fewer Austrians describe work as very important, many 
still consider it important, but with slightly less intensity. Meanwhile, Greece displays a clear 
concentration at the top end of the scale, with far fewer respondents selecting lower levels of 
importance, only 3.4% stating that work is not very important. Sweden shows a similar pattern, 
though with a slightly more balanced distribution across the top two categories (EVS, 2022; 
Our World in Data, 2024). 

3.2.2.6.2 Cross-country summary 
As seen in the table above work is widely valued in all four countries. The share saying work 
is Very or Rather important in 2022 is 93.9% in Sweden, 89,5% in Greece and 87,4% in 
Austria. Data for Belgium is not available for 2022. Across the countries, work seems to be 
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widely valued according to above mentioned mean score in 2017. The intensity although 
seems to vary where Austria rate importance of work as 7.8, while Belgium rate it as 7.6 and 
Sweden 7.0. Data for Greece is not available for the mean of importance to work.  

When it comes to rating of how important work is on a scale from not at all to very important 
Greece shows the highest share of respondents rating work as very important, while Sweden 
shows the highest combined share of responses on very and rather important. Austria also 
reports strong overall importance but with more respondents selecting rather important than 
in Greece. Data for Belgium were only available for mean scores, which indicate similarly high 
valuation of work, but could not be represented in the specific data of importance to work. 
Overall, all countries view work as significant, but Greece shows the strongest intensity and 
Sweden the broadest high-level agreement. 

3.2.2.7 Work-Care Compatibility  
Experiences of difficulties in combining employment (paid work) and care responsibilities 
among men and women, and the extent to which they provide long-term care or high-intensity 
long-term care, as well as the degree to which they rely on relatives, friends or other people 
for long term care for a main care recipient, can be seen as an illustration of whether and how 
men and women are differently affected by care responsibilities and labour market demands. 
Such experiences may also offer insights into opportunities for flexible working hours, remote 
work, and other supportive working arrangements as well as the capacity of the welfare-
system to relieve —or fail to relieve—such strain and difficulties. 

3.2.2.7.1 Country-specific characteristics and overview 
The table below provides an overview of how much difficulties men and women have 
combining paid work and care across the four countries as well as the EU average. 

Table 20: Frequency experiencing difficulties in combining paid work and care responsibilities, 2022 for Women 
(W) and Men (M) in Austria, Belgium, Greece, Sweden and Europe, presented in percentages (European Institute 
for Gender Equality, 2022-a) 

Frequency Austria 
(W/M) % 

Belgium 
(W/M) % 

Greece 
(W/M) % 

Sweden 
(W/M) % 

EU 
(W/M) % 

Every day 8.1 / 6.0 14.8 / 12.8 28.9 / 16.3 13.0 / 15.3 17.4 / 13.8 
4–6 days/week 11.5 / 11.4 10.4 / 17.8 12.8 / 13.0 11.1 / 16.7 12.2 / 14.4 
1–3 days/week 18.2 / 18.1 23.5 / 22.2 20.4 / 20.8 17.9 / 20.3 28.5 / 27.2 
Less often 35.4 / 34.3 30.1 / 24.7 9.9 / 19.5 25.6 / 19.2 25.6 / 19.2 
Never 26.7 / 30.2 21.4 / 22.6 9.9 / 19.5 25.6 / 19.2 22.6 / 23.3 
 
The table below provides an overview of how women and men report that they engage in 
(perform) long-term care as well as how much difficulties they have combining paid work and 
care across the four countries as well as the EU average. 
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Table 21: Long-term care for main care recipient and caring responsibilities for Women (W) and Men (M) between 
16-74 years in Austria, Belgium, Greece, Sweden and EU in 2022 (European Institute for Gender Equality, 2022-
b-e). 

Indicator  Austria 
(W/M) 

Belgium 
(W/M) 

Greece 
(W/M) 

Sweden 
(W/M) 

Europe 
(EU) (W/M) 

Involved in long-term care (%) 19 / 17 21 / 25 30 / 30 21 / 21 22 / 21 
High-intensity long-term care (≥5 
h/day) (%) 15 / 17 10 / 16 16 / 16 23 / 23 19 / 17 

Rely on relatives, friends or others for 
long-term care (> 1 day/week) (%) 35 / 44 39 / 48 36 / 42 35 / 49 36 / 42 

Home-based personal care workers 
(%) 36 / 54 35 / 52 27 / 36 35 / 54 33 / 45 

Residential long-term care facilities 
(%) 34 / 56 30 / 47 15 / 27 29 / 51 28 / 40 

Live-in carers (%) 33 / 48 27 / 41 22 / 29 26 / 50 29 / 40 
Difficulty combining paid work and 
care ≥4 days/week (%) 20 / 17 25 / 30 42 / 29 24 / 32 30 / 28 

Ref (European Institute for Gender 
Equality, 2022-b-e) [b] [c] [d] [e] [e] 

3.2.2.7.2 Cross-country summary 
Across the four countries, women and men both engage in long-term care, but with different 
patterns in intensity, reliance on support networks, and challenges in balancing work and care. 
According to these statistics men use formal and informal care services more extensively in 
all countries, while women report more frequent strain in combining work and care, especially 
in Austria, Belgium, and Greece. Sweden stands out for having smaller gender gaps in 
caregiving involvement but still shows gender differences in support use and work–care 
conflict frequency. Greece shows the highest daily difficulties for women, while Belgium and 
Austria show more moderate differences. 

Table 22: Cross country overview (summary of text above) 

Country 
Long-term 
care 
Involvement 

High-Intensity 
long-term 
care 

Support 
Networks & 
Formal 
Services 

Work–Care 
Difficulties 

Overall Gender 
Pattern 

Austria 
Similar (W 
19%, M 17%) 

Similar (W 
15%, M 17%) 

Men rely more 
on informal and 
formal care 

Women more often 
daily; men more 
often never 

Small gaps; 
women higher 
work–care strain 

Belgium 

Men higher 
(M 25%, W 
21%) 

Men higher (M 
16%, W 10%) 

Men use more 
services 

Mixed: women more 
daily; men more 
frequent overall 

Men more care 
involvement; 
women higher 
daily strain 

Greece 

Same (30% 
each) 

Same (16% 
each) 

Men much 
higher reliance 
on support and 
services 

Women far more 
likely daily 

Largest gender 
disparity in work–
care conflict 

Sweden 
Equal (21% 
each) 

Equal (23% 
each) 

Men rely far 
more on 
services 

Men more frequent 
difficulties; women 
more “never” 

Small gaps in care; 
differences in 
support use 
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3.2.2.8 Gender equity aspects  
This section compares Austria, Belgium, Greece, and Sweden using key indicators from the 
Gender Equality Index, focusing on overall equality, equality in the work domain, the gender 
pay gap, and the gender pension gap. By examining differences in pay and lifetime income, 
areas where women across the EU continue to earn substantially less than men, this section 
provides a comparative overview of how gendered economic inequalities can be seen in the 
four selected countries. Thereafter follows a description of to what extent men and women 
involves in housework, leisure and childcare for own children in each country, offering a broad 
picture of gendered patterns in everyday domestic work, leisure and (child) care 
responsibilities.   

3.2.2.8.1 Country-specific characteristics and overview 

Table 23: Data based on European Institutes for Gender Equality (2023, 2024, 2025-a, 2025-b). Gender equality 
index (2025-a), Gender equality Index – Work (2025-b) Gender pay gap (2023) and Gender pension gap (2024) 
between Austria, Belgium, Greece, Sweden and EU 

Indicator Austria Belgium Greece Sweden Europe (EU) 
Gender Equality 
Index score (2025-a) 

61.2 68.5 57.0 73.7 63.4 

Gender Equality 
Index – Work (2025-
b) 

67.8 69.1 67.9 80.4 69.3 

Gender pay gap 
(2023 *EU: 2020) 

18.3% 0.7% 13.6% 11.2% 12% 

Gender pension gap 
(2024) 

35.3% 36.1% 21.4% 22.3% 23.5% 

 
The table below provides an overview of how women and men report that they engage in 
(perform) housework, leisure activities and childcare of own children across the four countries 
as well as the EU average. 

Table 24: Women and men aged 16-74 years involved in housework, leisure and childcare across Austria, Belgium, 
Greece, Sweden and Europe, 2022 (European Institute for Gender Equality, 2022-b-e) 

Country Housework (at 
least 1 day per 
week) (W/M) 

Leisure (at least 
one day per 
week) (W/M) 

Childcare for 
own children 
<12y (W/M) 

Ref (European 
Institute for 
Gender Equality, 
2022-b-e) 

Austria 96% / 88% 73% / 85% 21% / 16% (2022-b) 
Belgium 93% / 88% 61% / 66% 13% / 9% (2022-c) 
Greece 95% / 88% 60% / 67% 17% / 20% (2022-d) 
Sweden 97% / 94% 65% / 73% 12% / 12% (2022-e) 
Europe 
(EU average) 96% / 90% 64% / 72% 16% / 12% (2022-e) 

3.2.2.8.2 Cross-country summary 

All countries show gender gaps in both paid and unpaid work, although the extension varies. 
Sweden has the highest overall and work-related Gender Equality Index scores, while Belgium 
and Austria lie closer to the EU average and Greece scores somewhat lower. Patterns in the 
gender pay gap differ, with Belgium showing a very small gap, Sweden and Greece positioned 
around the EU average, and Austria reporting a larger difference. A similar variation appears 
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in the gender pension gap, where Austria and Belgium have higher levels, while Greece and 
Sweden show smaller gaps. In terms of unpaid work, women participate in housework at 
similarly high levels across all countries, while men’s participation varies more, with Sweden 
showing the smallest gender difference. Leisure activities follow a consistent pattern in which 
men report higher participation than women in every country, though the size of the gap differs. 
Childcare involvement also varies: Sweden stands out with equal participation between 
women and men, while Austria and Belgium show higher involvement among women, and 
Greece displays a reversed pattern with slightly higher participation among men. Compared 
with the EU averages, the countries reflect both share tendencies – such as persistent gender 
differences in unpaid work – and distinct national profiles shaped by differing levels of gender 
equality and work-family arrangements.  
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4 Discussion 
An initial and situated mapping of care and labour regimes 
This deliverable presents an initial, exploratory mapping of care and labour regime factors 
shaping how EoL experiences intersect with paid work in Austria, Belgium, Greece, and 
Sweden. The analysis does not aim to produce a definitive regime classification, but rather to 
identify configurations of institutions, infrastructures, rules, and norms that condition both 
employees’ possibilities to navigate EoL situations and organisations’ capacities to respond 
compassionately. 

While the observed patterns broadly resonate with established welfare, care, and labour 
regime typologies, the findings also confirm long-standing critiques of ideal-typical approaches 
(Pfau-Effinger, 2005; Ciccia, 2015). Regime effects are not uniform; they are mediated through 
regional service provision, sectoral labour-market arrangements, collective agreements, 
contract forms, and organisational resources. Moreover, national care and labour regimes are 
themselves shaped by broader, partly converging transformations in care provision and work, 
including demographic ageing, marketisation and privatisation of care, labour-market 
flexibilisation, and austerity-oriented retrenchment of public responsibility (Farris & Marchetti, 
2017). As a result, similar tensions – such as increased reliance on informal care, uneven 
access to entitlements, or growing pressure on workplaces to compensate for care gaps – can 
be observed across countries, albeit with different intensity and institutional expression. 

Care and labour regimes are best understood as historically and institutionally embedded 
orders that shape work–care tensions in concrete and context-specific ways (Pocock, 2005; 
Anxo et al., 2017). Consequently, this discussion does not foreground fixed national 
attributions. Rather, while detailed country-specific characteristics are presented in section 3 
in this report, the purpose here is to illuminate the underlying system logics and recurrent 
tension fields in a comparative manner. 

Legal entitlements, care recognition and employment protection in EoL contexts 
The mapping (Circle 1) of legal entitlements and leave and benefit structures shows that, while 
all four countries provide some form of care, sickness, palliative, and bereavement protection, 
access and usability often vary depending on welfare-state characteristics, care 
infrastructures, labour-market conditions and cultural assumptions. 

The findings show that legal resources and leave structures are not neutral instruments but 
key sites where care and labour regimes distribute time, income security, and risk. They reveal 
how welfare state assumptions about family, work, and dependency intersect with labour 
market conditions to shape unequal access to support. These tensions help explain why 
organisational responses to EoL experiences are both necessary and constrained, and why 
Compassionate Workplace initiatives must be understood not only as cultural or managerial 
interventions, but as practices operating within – and sometimes compensating for – the limits 
of existing legal and institutional frameworks. 

A key tension concerns the recognition of care relationships. Across countries, leave and 
benefit entitlements largely privilege legally defined kinship and household relations, while 
care and bereavement linked to close friendships, extended or chosen families, or other 
significant relationships remain weakly codified. This tension is particularly evident where 
parent- and child-related rights are comparatively well developed, while other caring 
relationships are less explicitly recognised. Such patterns are closely connected to gendered 
norms of responsibility and unpaid care as a private responsibility (Goossen, 2020) and 
normalise women´s disproportionate involvement in unpaid work. Because many real-life care 
and bereavement relationships are weakly recognised in law, responsibility for EoL situations 
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related needs is shifted onto individuals (or workplaces), where support is often provided 
informally, unevenly, and on ad hoc basis.  

Responsibility for EoL-related care is organised across state, market, family, and workplace 
in ways that differ between national contexts. In Sweden, comparatively strong income 
protection and employment security at the national level may reduce immediate labour-market 
risks, yet the specific regulation of leave, flexibility, and bereavement often depends on 
sectoral and local collective agreements, resulting in variation between workplaces; even 
between different working groups within the same sector (for example white collar/blue collar 
workers within the mining industry). Austria and Belgium tend to combine statutory 
entitlements and well-developed health systems with continued reliance on families for care 
time and coordination. In Greece, more limited and less EoL-specific leave provisions and 
weaker care infrastructures are more likely to shift responsibility towards households and 
organisations, increasing the potential for informal and discretionary solutions. 

Another tension concerns how systems respond to serious or chronic illness and the 
associated risk of exclusion from the labour market. Austria and Sweden tend to prioritise 
gradual return-to-work arrangements and employment continuity, while Belgium follows more 
formalised pathways towards disability status after predefined periods, and Greece relies 
more on employment protection and proportionality than on structured reintegration 
programmes. These differences are significant because EoL experiences often unfold over 
extended and uncertain periods. Where support is organised mainly through status-based 
transitions, this may provide clarity but also increases the risk of earlier detachment from paid 
work – particularly for workers who rely on flexible and enforceable arrangements to maintain 
employment continuity. 

Care and labour regimes between familialism and defamilialisation 
Across the four countries, differences in care and labour regimes can be meaningfully 
interpreted along a continuum between familialism and defamilialisation, closely linked to 
breadwinner imaginaries, labour-market structures, and gendered expectations of care. Care-
regime research has long shown that the extent to which states relieve families of care 
responsibilities shapes not only care arrangements but also labour-market participation, 
employment continuity, and the distribution of social risks (Leitner, 2013; Frericks et al., 2014).  

In this mapping, Sweden aligns most closely with a defamilialised, universalist orientation, 
characterised by high public investment, comparatively strong income protection, and 
extensive formal provision across health, long-term care, and childcare. High employment 
rates for both women and men, comparatively favourable work–life compatibility indicators, 
and strong collective bargaining coverage support a dual-earner model and, to some extent, 
a dual-carer orientation. At the same time, persistent gender gaps in unpaid care and leisure 
time, alongside increasing labour-market flexibilisation and regional variation in care provision, 
point to internal tensions within this model rather than full defamilialisation.  

Austria and Belgium occupy more hybrid positions that resonate with conservative-corporatist 
traditions and supported familialism. While women’s labour-market participation is substantial 
and employment protection relatively strong, long-term and end-of-life care continue to rely 
heavily on families for care time, coordination, and emotional labour. Labour-market indicators 
such as high rates of part-time work (particularly in Austria) and sectorally differentiated 
collective agreements (particularly in Belgium) illustrate how work–care reconciliation is often 
achieved through working-time adjustments rather than full socialisation of care. These 
arrangements tend to stabilise employment but also reproduce gendered patterns of labour-
market adaptation.  

Greece most clearly reflects familialism by default. Limited formal care provision, weaker 
financial protection, and higher unemployment – especially among women and younger 
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workers – shift responsibility for care and its associated risks back to households. Labour-
market insecurity and lower collective bargaining coverage further constrain the real usability 
of care-related rights, reinforcing discontinuous employment trajectories and intensifying 
work–care conflicts. In this context, care responsibilities are less mediated through formal 
institutions and more directly absorbed within families, often in the absence of supportive 
labour-market buffers.  

These configurations should not be understood as static or internally coherent regimes. 
Rather, they are tension-laden and shaped by broader transformations, including 
marketisation, privatisation, and re-familialisation of care, as well as labour-market 
flexibilisation and austerity pressures (Aulenbacher et al., 2018). As van Damme et al. (2025) 
argue, universalist principles, supported familialism, and market-based solutions increasingly 
coexist within the same national contexts, producing uneven degrees of defamilialisation and 
new forms of inequality across sectors, regions, and employment forms. 

Structural vulnerability and unequal access to care–work reconciliation 
A central insight of the integrated mapping is that structural vulnerability mediates how care 
and labour regimes translate formal rights into unequal outcomes. Structural vulnerability 
arises at the intersection of labour-market insecurity, income position, care intensity, and 
access to services, shaping not only the availability of support but also its practical usability. 
Labour-regime research identifies non-standard employment as a key driver of unequal 
access to and enforcement of social rights (Ciccia, 2015; Ferragina & Filetti, 2022; Bosmans 
et al., 2022), a dynamic that becomes particularly salient in situations of serious illness, 
caregiving and bereavement. 

While non-standard employment is widespread across Austria, Belgium, Greece and Sweden, 
its form and intensity vary. Greece shows the strongest labour-market precarity, Austria and 
Belgium are more characterised by part-time and marginal employment, and Sweden 
combines a smaller share of non-standard work with more stable contracts (Zwysen, 2025). 
These differences shape who can effectively use care-related rights when care needs arise. 

Across all four countries, formal entitlements to care leave, sickness benefits or bereavement 
leave coexist with constraints that limit uptake. Eligibility rules linked to employment continuity, 
partial income replacement and perceived employment risks can make formal rights difficult 
to use for workers in precarious positions. As a result, care needs are often addressed through 
unpaid leave, informal arrangements, or private solutions. From a care and labour regime 
perspective, this illustrates how regimes distribute not only resources, but also exposure to 
insecurity and cumulative disadvantage. 

Care infrastructures and labour conditions interact closely in shaping these vulnerabilities. 
Where palliative and long-term care services are accessible and well resourced, the intensity 
of informal caregiving may be moderated, easing work–care conflicts. Where provision is weak 
or uneven, care demands are more likely to spill over into paid work, increasing the risk of 
working-time reductions or labour-market detachment. This supports arguments from care-
regime scholarship that defamilialisation is not merely a question of service availability, but of 
how care responsibilities are redistributed across state, market, family and workplace (Kofman 
& Raghuram, 2009). 

Gendered care and labour regimes and their implications 

Gender relations emerge as a cross-cutting structural dimension in all care and labour regimes 
analysed. The mapping confirms that women continue to bear a disproportionate share of 
unpaid care work across all four countries, including informal caregiving in EoL contexts, with 
long-term consequences for working time, income, career continuity, and pensions (OECD 
2025-k). 
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While patterns vary across care types, long-term care appears somewhat more gender-
balanced than childcare. Men report greater involvement in long-term care but remain less 
engaged in childcare and are more likely to outsource care responsibilities. In Sweden, men 
also report greater difficulties in reconciling paid work and care. Across all four countries, men 
enjoy more leisure time than women, with the widest gaps observed in Sweden and Austria. 

Sweden is characterised by comparatively strong overall and work-related gender equality, 
with relatively small gaps in unpaid work and broadly balanced participation of women and 
men in childcare. Belgium and Austria are situated closer to the EU average, combining high 
female employment with persistent gender inequalities in unpaid work and notable gender 
pension gaps, particularly in Austria. In Greece, gender equality indicators reflect 
comparatively lower female employment and a stronger reliance on familial forms of care 
provision. At the same time, across all four countries, women undertake a larger share of 
housework than men, and leisure time remains unevenly distributed in each context. 

Breadwinner assumptions remain embedded in policy mixes and institutional designs, shaping 
expectations about who should adjust paid work when care needs arise. Even in contexts with 
high female employment and comparatively strong equality policies, care responsibilities are 
more likely to be accommodated through women’s labour-market adjustments, while men 
more often maintain continuous full-time employment or outsource care. These patterns are 
intensified where income replacement is limited, care services are scarce, or employment 
protection is weak, reinforcing gendered distributions of risk. 

For EU CoWork, these findings imply that equity must be treated as a core design principle 
rather than a secondary consideration. Measures that appear gender-neutral may 
disproportionately benefit workers with stable contracts and higher incomes, while leaving 
structurally vulnerable carers - particularly those in insecure employment, with limited income 
replacement, or restricted access to formal care services - with limited real options. A gender-
sensitive approach requires attention to differential take-up, and explicit safeguards against 
the informal redistribution of care and emotional labour within teams. 

Compassionate Workplaces within broader societal transformations 
Finally, the mapping situates Compassionate Workplace Programmes within broader societal 
transformations that increasingly shape care and labour regimes across Europe. Demographic 
ageing, labour-market flexibilisation, and the gradual retrenchment of public responsibility for 
care are key factors. 

Two interconnected megatrends are particularly salient. The green transition, driven by 
international climate commitments and policy frameworks such as the EU Green Deal, is 
restructuring labour markets through sectoral decline and expansion, uneven job quality, and 
growing demands for retraining (Khalique et al., 2025; UN Committee for Development 
Policies, 2023). While long-term environmental improvements may benefit public health, short-
term disruptions linked to industrial restructuring can intensify economic stress and mental 
health pressures, and create new tensions between environmental investment and the funding 
of care infrastructures (Turner et al., 2025). Gendered effects are evident, as women remain 
overrepresented in care sectors and underrepresented in emerging green industries, risking 
widened inequalities in the absence of targeted interventions (Santero-Sánchez, 2025). 

Digitalisation constitutes a second major transformation affecting both labour and care 
regimes. Automation, platform technologies, and data-driven systems contribute 
simultaneously to job displacement, new forms of work, and labour-market polarisation 
(Acemoglu & Restrepo, 2019). Platform-mediated work challenges traditional employment 
relations and weakens social protection (Johnston et al., 2024), while digital tools blur 
boundaries between work and private life (Marsh et al., 2022). In care and health systems, 
digital technologies promise efficiency gains but raise short-term challenges related to 
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workload, access, data governance, and inequality, particularly for older adults and 
disadvantaged groups. Gendered risks persist, as women remain underrepresented in digital 
occupations and concentrated in sectors more exposed to disruptive technological change 
(European Commission, Women in Digital Scoreboard, 2024). 

Beyond these trends, labour and care migration, together with broader processes of societal 
precarisation, further reshape how care and labour are organised. Reliance on migrant labour 
in care sectors – often under insecure conditions – raises questions of sustainability, equity, 
and responsibility that directly affect work–care regimes and organisational contexts. 

Against this backdrop, Compassionate Workplace Programmes are embedded in dynamic 
and tension-laden care and labour regimes rather than stable institutional settings. Throughout 
the project, EU-CoWork will therefore monitor how these societal megatrends interact with 
national work–care arrangements and how they shape, facilitate, or constrain the development 
of tailored Compassionate Workplace initiatives. 

Democratisation and participation add an important normative layer to these transformations. 
The extent to which workers can exercise voice, co-create supportive arrangements, and have 
care and grief recognised as legitimate aspects of working life is closely tied to the democratic 
organisation of care in society (Tronto, 2013). This concerns both the social and political space 
accorded to care and the organisational practices through which attentiveness, responsibility, 
competence, and responsiveness are enacted in everyday work. From a care-ethical 
perspective, Compassionate Workplaces therefore point towards recognising care as a public 
value rather than a private burden, and towards shared responsibility and participation in 
shaping how EoL experiences are addressed at work. 

Limitations  
This report is subject to several limitations, largely inherited from the original data sources. 
Cross-country comparability is constrained, some indicators rely on self-assessments or 
estimates (for example in international mappings), and many health statistics prioritise medical 
metrics over broader social and cultural dimensions. As a result, cultural factors and socio-
political developments are only partially captured, and the evidence base remains 
heterogeneous in both format and timeliness. 

The analysis does not address the implications of labour and care migration – despite their 
significance in certain sectors, particularly home-based and live-in care – nor does it examine 
wider societal conditions surrounding dying, death, and grief, such as legal frameworks for 
euthanasia, assisted suicide, or advance directives. 

Finally, the exploratory and iterative nature of this work – while enabling responsiveness and 
triangulation – may result in uneven depth across topics and countries. Taken together, these 
constraints suggest that the findings should be understood as an initial analytical baseline for 
further refinement of the care and labour regime framework and for more systematic, in-depth 
examination of the factors shaping compassionate workplaces. 
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5 Conclusions and implications for the further project 
process of EU-CoWork  

This deliverable has mapped central care and labour regime characteristics that potentially 
shape how EoL experiences intersect with paid work in Austria, Belgium, Greece and Sweden. 
The analysis demonstrates that Compassionate Workplace initiatives are embedded in 
differentiated configurations of legal entitlements, care infrastructures, labour -market 
arrangements and cultural norms. These configurations condition both employees’ 
possibilities to navigate EoL situations and organisations’ scope to respond to them. 

Across the four countries, the mapping confirms that care and labour regime effects are neither 
uniform nor fully captured by ideal-typical welfare or care regime classifications. Instead, they 
are mediated through sectoral labour market arrangements, collective agreements, contract 
forms, regional care infrastructures and organisational resources. As a result, similar formal 
rights can translate into very different lived realities at the workplace level, depending on how 
institutional arrangements, labour market conditions and care responsibilities intersect in 
specific contexts. 

In all contexts, structural vulnerability emerges as a particularly powerful mechanism. Non-
standard employment, limited income replacement, uneven service provision, regional 
variation and weak collective protection can make formal rights difficult to access. Gender 
inequality cuts across these dynamics, shaping both the distribution of care responsibilities 
and the risks associated with employment interruptions, especially in situations of prolonged 
illness, caregiving and bereavement. 

The analysis also highlights that care and labour regimes are not static backdrops but are 
shaped by ongoing societal transformations, including labour market flexibilisation and 
precarisation, marketisation and commodification of care, digitalisation, the green transition 
and evolving patterns of care and labour migration. These dynamics overlap and interact, 
producing new tensions and uncertainties that increasingly shape how care, illness, dying, 
death and grief are experienced in working life. Compassionate Workplaces therefore emerge 
within shifting and sometimes fragile contexts, underscoring the importance of reflexive, 
context-sensitive programme development. 

Perspectives for the Further Development of EU-CoWork 
The findings highlight the importance of systematically considering care- and labour-regime 
characteristics alongside organisational and societal norms and values related to illness, 
dying, death, bereavement, and vulnerability in qualitative interview analysis, as well as paying 
closer attention to extra-organisational support networks and their interactions. Situating EoL 
experiences within these broader contexts can strengthen interpretation and prevent overly 
individualised or organisation-centred readings. The mapping also demonstrates that the 
development of workplace measures is closely connected to care- and gender-related 
dynamics within organisations, as well as to conditions beyond the organisation itself. 
Compassionate Workplace initiatives therefore benefit from explicit sensitivity to external 
factors and from reflexive engagement with how these interact with internal cultures, 
structures, and resources.  

From an evaluative perspective, care and labour regime characteristics are key contextual 
conditions within a context–mechanism–outcome (CMO) framework (Roodbari et al., 2023). 
They are relevant for both intervention design and process evaluation, helping to explain how 
mechanisms of compassion, support, and participation are enabled, reshaped, or constrained 
across settings. In the T1 post-intervention data collection and analysis, particular attention 
should be given to the interplay between internal organisational developments and external 
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institutional and societal conditions, allowing for more targeted analysis of how 
Compassionate Workplace initiatives unfold in practice.  

Building on this initial mapping, the report also opens analytical perspectives for subsequent 
project phases. A key focus will be on examining which types of Compassionate Workplace 
initiatives are developed and implemented across workplaces, whether these differ in nature 
and target level (Individual, Group, Leader, Organisation, Overarching context – IGLOO; 
Nielsen et al., 2018), and which types of initiatives are notably absent in specific care and 
labour regime constellations. This enables analysis of whether initiatives address the tensions 
identified in this report – such as structural vulnerability, unequal access to rights, or gendered 
care expectations – in innovative ways, or whether they risk reproducing or reinforcing these 
tensions within the workplace. It also allows exploration of how the uptake, visibility, and 
sustainability of measures are shaped by regime-specific constraints, including labour-market 
precarity, sectoral agreements, and gaps in care infrastructure. 

Finally, the mapping suggests that, depending on workforce composition, organisational 
culture, and local conditions, additional care- and labour-related issues may become relevant 
over the course of the project. Alongside digitalisation and the green transition, evolving global 
economic interdependencies, dynamics such as market volatility, transnational care relations, 
labour and care migration, and the precarisation of working lives may require increased 
attention in analysis, programme development, and dissemination. 



 

 56 

6 Literature  
1. Abel, J., & Kellehear, A. (Eds.). (2022). Oxford textbook of public health palliative care. 

Oxford University Press. 
2. Acemoglu, D., & Restrepo, P. (2019). Automation and new tasks: How technology 

displaces and reinstates labor. Journal of Economic Perspectives, 33(2), 3–30. 
https://doi.org/10.1257/jep.33.2.3 

3. Alberti, G., Bessa, I., Hardy, K., Trappmann, V., & Umney, C. (2018). In, against and 
beyond precarity: Work in insecure times. Work, Employment and Society, 32(3), 447–
457. https://doi.org/10.1177/0950017018762088 

4. Alexopoulou, S., Åström, J., & Karlsson, M. (2022). The grey digital divide and welfare 
state regimes: A comparative study of European countries. Information Technology & 
People, 35(8), 273–291. https://doi.org/10.1108/ITP-11-2020-0803 

5. Anxo, D., Baird, M., & Erhel, C. (2017). Work and care regimes and women’s 
employment outcomes: Australia, France and Sweden compared. In D. Grimshaw, C. 
Fagan, G. Hebson, & I. Tavora (Eds.), Making work more equal (pp. 309–329). 
Manchester University Press. 

6. Aulenbacher, B., & Haubner, T. (2025). Care and social reproduction in a careless 
world: A conversation on theoretical and transformative approaches. Berliner Journal 
für Soziologie. Advance online publication. https://doi.org/10.1007/s11609-025-00569-
0 

7. Aulenbacher, B., Décieux, F., & Riegraf, B. (2018). Capitalism goes care: Elder and 
child care between market, state, profession, and family and questions of justice and 
inequality. Equality, Diversity and Inclusion, 37(4), 347–360. 
https://doi.org/10.1108/EDI-10-2017-0218 

8. Avila, C. C., Ayuso-Mateos, J. L., Muñoz-Murillo, A., Scaratti, C., Coenen, M., Vlachou, 
A., … Cabello, M. (2018). Identifying the employment needs of people with chronic 
health conditions in Europe. Journal of Occupational and Environmental Medicine, 
60(11), e618–e624. https://doi.org/10.1097/JOM.0000000000001439 

9. Batt, P. J. (2018). Responding to the challenges presented by global megatrends. Acta 
Horticulturae, 1205, 1–12. https://doi.org/10.17660/ActaHortic.2018.1205.1 

10. Benach, J., Vives, A., Amable, M., Vanroelen, C., Tarafa, G., & Muntaner, C. (2014). 
Precarious employment: Understanding an emerging social determinant of health. 
Annual Review of Public Health, 35(1), 229–253. https://doi.org/10.1146/annurev-
publhealth-032013-182500 

11. Bergqvist, K., Yngwe, M. Å., & Lundberg, O. (2013). Understanding the role of welfare 
state characteristics for health and inequalities—An analytical review. BMC Public 
Health, 13, Article 1234. https://doi.org/10.1186/1471-2458-13-1234 

12. Björk-Fant, J. M., Bolander, P., & Forsman, A. K. (2023). Work–life balance and work 
engagement across the European workforce: A comparative analysis of welfare states. 
European Journal of Public Health, 33(3), 430–434. 
https://doi.org/10.1093/eurpub/ckad046 

13. Blattner, A., & Mayer, M. (2018). Handbook of workplace health promotion (Handbuch 
betriebliche Gesundheitsförderung). Austrian Network for Workplace Health 
Promotion. 

14. Bosmans, K. (2023). Precarious employment, precarious life? A qualitative study 
exploring the perspective of temporary agency workers and their households. Work, 
75(1), 113–127. https://doi.org/10.3233/WOR-220095 

15. Bosmans, K., De Moortel, D., & Vanroelen, C. (2022). Enforceability of rights in the 
temporary agency sector: The case of Belgium. Economic and Industrial Democracy, 
43(4), 1519–1538. https://doi.org/10.1177/0143831X211017227 

https://doi.org/10.1186/1471-2458-13-1234


 

 57 

16. Bouget, D., Saraceno, C., & Spasova, S. (2017). Towards new work–life balance 
policies for those caring for dependent relatives. In B. Vanhercke, S. Sabato, & D. 
Bouget (Eds.), Social policy in the European Union: State of play. 155–179. European 
Trade Union Institute & European Social Observatory. 

17. Broughton, A., Green, M., Rickard, C., Swift, S., Eichhorst, W., Tobsch, V., … Tros, F. 
(2016). Precarious employment in Europe: Patterns, trends and policy strategies 
(European Parliament Directorate General for Internal Policies, 12). Brussels: 
European Parliament. 

18. Burawoy, M. (1985). The politics of production: Factory regimes under capitalism and 
socialism. Verso. 

19. Carmichael, F., & Charles, S. (1998). The labour market costs of community care. 
Journal of Health Economics, 17(6), 747–765. https://doi.org/10.1016/S0167-
6296(97)00036-2 

20. Cerami, A. (2006). Social policy in Central and Eastern Europe: The emergence of a 
new European welfare regime (Vol. 43). LIT Verlag. 

21. Chamber of Labour (n.d.-a). Was gilt bei Pflegekarenz und Pflegeteilzeit?. 
https://www.arbeiterkammer.at/pflegekarenz 

22. Chamber of Labour (n.d.-b). Gleichbehandlungsgesetz – gleiches Recht für alle. 
https://www.arbeiterkammer.at/beratung/arbeitundrecht/Gleichbehandlung/Gleichbeha
ndlungsgesetz.html 

23. Chamber of Labour. (n.d.-c). Geld bei Krankheit. 
https://www.arbeiterkammer.at/beratung/arbeitundrecht/krankheitundpflege/krankheit/
Geld_bei_Krankheit.html#:~:text=So%20lange%20gibt%20es%20Krankengeld,-
Krankengeld%20bekommen%20Sie&text=Im%20Einzelfall%20wird%20das%20Krank
engeld,der%20Arbeitsf%C3%A4higkeit%20zu%20erwarten%20ist 

24. Chamber of Labour. (n.d.-d). Lange krank – finanzielle Absicherung. 
https://www.arbeiterkammer.at/beratung/arbeitundrecht/krankheitundpflege/krankheit/L
ange-krank.html 

25. Chamber of Labour. (n.d.-e). Dienstverhinderung. 
https://www.arbeiterkammer.at/beratung/arbeitundrecht/Arbeitszeit/Normalarbeitszeit/
Dienstverhinderung.html 

26. Christian health insurance (CM). (2026). Zorgbudget voor zwaar zorgbehoevenden. 
https://www.cm.be/nl/zorgbudget-voor-zwaar-zorgbehoevenden 

27. Ciccia, R. (2015). Classifying labour regimes beyond the welfare state: A two-
dimensional approach. In M. Hauptmeier & M. Vidal (Eds.), The changing worlds and 
workplaces of capitalism (pp. 58–78). Palgrave Macmillan. 
https://doi.org/10.1057/9781137474410_4 

28. Ciccia, R., & Sainsbury, D. (2018). Gendering welfare state analysis: Tensions 
between care and paid work. European Journal of Politics and Gender, 1(1–2), 93–
109. https://doi.org/10.1332/251510818X15272520831102 

29. Dentinger, E., & Clarkberg, M. (2002). Informal caregiving and retirement timing 
among men and women. Journal of Family Issues, 23(7), 857–879. 
https://doi.org/10.1177/019251302236598 

30. Discrimination Act (2008:567). (2008). https://www.riksdagen.se/sv/dokument-och-
lagar/dokument/svensk-forfattningssamling/diskrimineringslag-2008567_sfs-2008-567/ 

31. Doetsch, J. N., Schlösser, C., Barros, H., Shaw, D., Krafft, T., & Pilot, E. (2023). A 
scoping review on the impact of austerity on healthcare access in the European Union: 
Rethinking austerity for the most vulnerable. International Journal for Equity in Health, 
22(1), 3. https://doi.org/10.1186/s12939-023-01890-7 

32. Dorado, S., Antadze, N., Purdy, J., & Branzei, O. (2022). Standing on the shoulders of 
giants: Leveraging management research on grand challenges. Business & Society, 
61(5), 1242–1281. https://doi.org/10.1177/00076503221087701 



 

 58 

33. Dukelow, F. (2021). Recommodification and the welfare state in re/financialised 
austerity capitalism: Further eroding social citizenship? Social Policy and Society, 
20(1), 125–141. https://doi.org/10.1017/S1474746420000494 

34. Employment Protection Act (1982:80). (1982). https://www.riksdagen.se/sv/dokument-
och-lagar/dokument/svensk-forfattningssamling/lag-198280-om-anstallningsskydd_sfs-
1982-80/ 

35. Epioni, Greek Carers Network. (2021). Greek Labour Law 4808/2021: its regulations 
for Caregivers, https://epioni.gr/en/greek-labour-law-4808-2021-its-regulations-for-
caregivers/ 

36. Eurofound. (2012). Paid leave rights of sick workers upheld. 
https://www.eurofound.europa.eu/en/publications/all/paid-leave-rights-sick-workers-
upheld 

37. Eurofound. (2024-a). Comparative data on working life in Austria.  
https://www.eurofound.europa.eu/en/countries/austria/comparative-data-on-working-
life 

38. Eurofound. (2024-b). Comparative data on working life in Belgium. 
https://www.eurofound.europa.eu/en/countries/belgium/comparative-data-on-working-
life 

39. Eurofound (2024-c). Comparative data on working life in Greece. 
https://www.eurofound.europa.eu/en/countries/greece/comparative-data-on-working-
life 

40. Eurofound. (2024-d). Comparative data on working life in Sweden. 
.https://www.eurofound.europa.eu/en/countries/sweden/comparative-data-on-working-
life 

41. Eurofound. (2024-e). Working life country profile for Belgium. 
https://www.eurofound.europa.eu/en/countries/belgium/health-and-well-being 

42. Eurofound. (2024-f). Working life country profile Greece. 
https://www.eurofound.europa.eu/en/countries/greece/health-and-well-being 

43. Eurofound. (2024-g). Collective bargaining in Austria. 
https://www.eurofound.europa.eu/en/countries/austria/collective-bargaining 

44. Eurofound. (2024-h) Collective bargaining in Belgium. 
https://www.eurofound.europa.eu/en/countries/belgium/collective-bargaining 

45. Eurofound. (2024-i) Collective bargaining in Greece. 
https://www.eurofound.europa.eu/en/countries/greece/collective-bargaining 

46. Eurofound. (2024-j). Collective bargaining in Sweden. 
https://www.eurofound.europa.eu/en/countries/sweden/collective-bargaining 

47. European Commission. (n.d.). EU legislation on family leave and work–life balance. 
https://commission.europa.eu/strategy-and-policy/policies/justice-and-fundamental-
rights/gender-equality/women-labour-market-work-life-balance/eu-legislation-family-
leaves-and-work-life-balance_en 

48. European Commission. (n.d.). European pillar of social rights, https://employment-
social-affairs.ec.europa.eu/policies-and-activities/european-pillar-social-rights-building-
fairer-and-more-inclusive-european-union_en 

49. European Commission. (2024). Women in digital scoreboard 2024. Publications Office 
of the European Union. https://doi.org/10.2759/999581 

50. European Commission. Employment, Social Affairs, and Inclusion (2025). Health and 
Safety at Work. https://employment-social-affairs.ec.europa.eu/policies-and-
activities/rights-work/health-and-safety-
work_en#:~:text=Health%20and%20safety%20at%20work%20is%20one,prolong%20t
heir%20participation%20in%20the%20labour%20market 



 

 59 

51. European Council (1989). Council Directive 89/391/EEC of 12 June 1989 on the 
introduction of measures to encourage improvements in the safety and health of 
workers at work. Official Journal of the European Communities.   

52. European Institute for Gender Equality (2022-a). Work–life balance: Care 
responsibilities (indicator). Retrieved December 13, 2025, from 
https://eige.europa.eu/gender-statistics/dgs/indicator/eige_gap_wlb__ggs_wlb_care   

53. European Institute for Gender Equality (2022-b). Gender Statistics Database: 
Housework, leisure and childcare – Austria. Retrieved December 13, 2025, from 
https://eige.europa.eu/sites/default/files/documents/gender-gaps-in-care-AT.pdf  

54. European Institute for Gender Equality. (2022-c). Gender Statistics Database: 
Housework, leisure and childcare – Belgium. Retrieved December 13, 2025, from 
https://eige.europa.eu/sites/default/files/documents/gender-gaps-in-care-BE.pdf  

55. European Institute for Gender Equality. (2022-d). Gender Statistics Database: 
Housework, leisure and childcare – Greece. Retrieved December 13, 2025, from 
https://eige.europa.eu/sites/default/files/documents/gender-gaps-in-care-EL.pdf 

56. European Institute for Gender Equality. (2022-e). Gender Statistics Database: 
Housework, leisure and childcare – Sweden. Retrieved December 13, 2025, from 
https://eige.europa.eu/sites/default/files/documents/gender-gaps-in-care-SE.pdf  

57. European Institute for Gender Equality. (2023). Employment rate by sex and economic 
activity (EU, Belgium, Greece, Austria, Sweden). Retrieved from 
https://eige.europa.eu/gender-
statistics/dgs/indicator/eustrat_epsr_eoalm_gelm__tesem180/bar/year:2023/geo:EU27
_2020,BE,EL,AT,SE/unit:PC/nace_r2:B-S_X_O 

58. European Institute for Gender Equality. (2025-a). Gender Equality Index 2025: 
European Union, https://eige.europa.eu/gender-equality-index/2025 

59. European Institute for Gender Equality. (2025-b). Gender Equality Index 2025: Work. 
https://eige.europa.eu/gender-equality-index/2025/work 

60. European Institute for Gender Equality. (2024). Gender pay gap for people aged 65–
74 (EU, Belgium, Greece, Austria, Sweden). https://eige.europa.eu/gender-
statistics/dgs/indicator/eustrat_ges_thrive_paygap__ilc_pnp13__ind27_top/bar/year:20
24/geo:EU27_2020,EU,BE,EL,AT,SE/unit:AVG/age:Y65-74 

61. European Social Survey ERIC. (2024). CRONOS2 welcome survey, edition 1.0 [Data 
set]. Sikt – Norwegian Agency for Shared Services in Education and Research. 
https://doi.org/10.21338/cron2wse01 

62. European Values Study. (2022). EVS trend file 1981–2017 (Version 3.0.0) [Data set]. 
GESIS Data Archive. https://doi.org/10.4232/1.14021 

63. Eurostat. (2024-a). Long-term unemployment rate, % of active population aged 15–74. 
https://ec.europa.eu/eurostat/databrowser/view/tipslm70/default/table?lang=en 

64. Eurostat. (2024-b). Temporary employment agency workers by NACE Rev. 2 activity. 
European Commission. 
https://ec.europa.eu/eurostat/databrowser/view/lfsa_qoe_4a6r2/default/table?lang=en 

65. Eurostat. (2024-c). Persons in part-time employment by citizenship - % of total 
employment. European Commission. 
https://ec.europa.eu/eurostat/databrowser/view/lfsa_eppgan/default/table?lang=en&cat
egory=labour.employ.lfsa.lfsa_empftpt 

66. Eurostat. (2024-d). Part-time employment and temporary contracts – annual data. 
European Commission. 
https://ec.europa.eu/eurostat/databrowser/view/lfsi_pt_a/default/table?lang=en&catego
ry=labour.employ.lfsi.lfsi_emp 

67. Eurostat. (2024-e). Persons in involuntary part-time employment - % of total part-time 
employment. European Commission. 



 

 60 

https://ec.europa.eu/eurostat/databrowser/view/lfsa_eppgai/default/table?lang=en&cat
egory=labour.employ.lfsa.lfsa_empftpt 

68. EVS. (2022). EVS Trend File 1981–2017 (Version 3.0.0) [Data set]. GESIS Data 
Archive. https://doi.org/10.4232/1.14021  

69. Farris, S. R., & Marchetti, S. (2017). From the commodification to the corporatization of 
care: European perspectives and debates. Social Politics: International Studies in 
Gender, State & Society, 24(2), 109-131.  

70. Federal Chancellery. (2024). Ich bin betroffen von einem Todesfall. 
https://www.oesterreich.gv.at/de/lebenslagen/ich-bin-betroffen-von-einem-todesfall 

71. Federal Ministry, Labour, Social Affairs, Health, Care and Consumer Protection. (n.d.-
a). Pflegekarenz und -teilzeit. 
https://www.sozialministeriumservice.gv.at/Angehoerige/Pflege_und_Betreuung/Pflege
karenz_und_-teilzeit/Pflegekarenz_und_-teilzeit.de.html 

72. Federal Ministry, Labour, Social Affairs, Health, Care and Consumer Protection. (n.d.-
b). Allgemeines zur Pflegekarenz und Pflegeteilzeit, 
https://www.oesterreich.gv.at/de/themen/pflege/5/1/Seite.360527  

73. Federal Public Service, Employment, Labour and Social Dialogue. (n.d.). Re-integratie 
van arbeidsongeschikte werknemers en preventie van langdurige afwezigheid | 
Federale Overheidsdienst Werkgelegenheid - Arbeid en Sociaal Overleg. 
https://werk.belgie.be/nl/themas/welzijn-op-het-werk/re-integratie-van-
arbeidsongeschikte-werknemers-en-preventie-van 

74. Federal Public Service Employment, Labour and Social Dialogue. (n.d.). Lijst klein 
verlet, https://werk.belgie.be/nl/themas/arbeidsovereenkomsten/schorsing-van-de-
arbeidsovereenkomst/oorzaken-van-schorsing-hoofde-12 

75. Ferraro, F., Etzion, D., & Gehman, J. (2015). Tackling grand challenges pragmatically: 
Robust action revisited. Organization studies, 36(3), 363-390.  

76. Ferrera, M. (1996). The “Southern model” of welfare in social Europe. Journal of 
European Social Policy, 6(1), 17–37. https://doi.org/10.1177/095892879600600102 

77. Flemish Government. (n.d.). Zorgbudget voor zwaar zorgbehoevenden van de 
Vlaamse sociale bescherming. https://www.vlaanderen.be/gezondheid-en-
welzijn/gezondheid/zorgkassen-in-vlaanderen/zorgbudget-van-de-vlaamse-sociale-
bescherming/zorgbudget-voor-zwaar-zorgbehoevenden-van-de-vlaamse-sociale-
bescherming 

78. Fonds Gesundes Österreich. (n.d.). Austrian Health Promotion Fund. Retrieved 
February 26, 2026, from https://fgoe.org/Austrian_Health_Promotion_Fund  

79. Frericks, P., Jensen, P. H., & Pfau-Effinger, B. (2014). Social rights and employment 
rights related to family care: Family care regimes in Europe. Journal of Aging Studies, 
29, 66-77. https://doi.org/10.1016/j.jaging.2013.12.002   

80. Gardiner, C., Taylor, B., Goodwin, H., Robinson, J., & Gott, M. (2022). Employment 
and family caregiving in palliative care: An international qualitative study. Palliative 
medicine, 36(6), 986-993. DOI: 10.1177/026921632210891  

81. Garralda, E., Tripodoro, V. A., Ling, J., Brennan, J., Montero, Á., Bastos, F., ... & 
Centeno, C. (2025). EAPC Atlas of Palliative Care in the European region 2025. 
Pamplona: EUNSA.   

82. George, G., Howard-Grenville, J., Joshi, A., & Tihanyi, L. (2016). Understanding and 
tackling societal grand challenges through management research. Academy of 
management journal, 59(6), 1880-1895.  

83. Gesundheit Österreich GmbH (GÖG). (2012). Prozesshandbuch Hospiz- und 
Palliativeinrichtungen (Process Handbook for Hospice and Palliative Facilities). 
Vienna. https://www.hospiz.at/wordpress/wp-
content/uploads/2017/03/prozesshandbuch_hospiz-_und_palliativeinrichtungen_02-
11-2012.pdf  



 

 61 

84. Gilbert, S. L., & Kelloway, E. K. (2021). Grief in the workplace. The SAGE handbook of 
organizational wellbeing, 282-300.   

85. Gilbert, S., Mullen, J., Kelloway, E. K., Dimoff, J., Teed, M., & McPhee, T. (2021). The 
CARE model of employee bereavement support. Journal of Occupational Health 
Psychology, 26(5), 405. https://doi.org/10.1037/ocp0000287   

86. Glendinning, C. (2018). Peer review on improving reconciliation of work and long-term 
care. European Commission, Germany, accessed on 19 November 2025.  

87. Goossen, M. (2020). The gender gap in welfare state attitudes in Europe: The role of 
unpaid labour and family policy. Journal of European Social Policy, 30(4), 452-466. 
https://doi.org/10.1177/0958928719899337  

88. Gov.gr (n.d.). What are employers’ obligations in case of illness of employed person. 
https://www.gov.gr/en/sdg/work-and-retirement/terms-and-conditions-of-
employment/frequently-asked-questions/what-are-employers-obligations-in-case-of-
illness-of-employed-person 

89. Greek Patients’ Association. (2023), Θεμελιώνεται μία νέα μορφή άδειας εργασίας “η 
άδεια φροντιστή”. https://greekpatient.gr/themelionetai-mia-nea-morfi-adeias-apo-tin-
ergasia-i-adeia-frontisti/ 

90. Hellenic Labour Inspectorate. (n.d.-a). Άδεια λόγω θανάτου συγγενούς. 
https://www.hli.gov.gr/ergasiakes-scheseis/nomothesia-ergasiakes-scheseis/adeies-
ergasiakes-scheseis/loipes-adeies/adeia-logo-thanatou-syngenous/ 

91. Hellenic Labour Inspectorate. (n.d.-b). Guide of Rights — DIONE_D2.4, p. 25, 
https://www.hli.gov.gr/wp-content/uploads/2021/02/DIONE_D2.4_Guide-of-
Rights_E%ce%9d.pdf 

92. Hellenic Labour Inspectorate. (n.d.-c). Άδεια αναπήρων. 
https://www.hli.gov.gr/ergasiakes-scheseis/nomothesia-ergasiakes-scheseis/adeies-
ergasiakes-scheseis/loipes-adeies/adeia-anapiron/ 

93. Hellenic Labour Inspectorate. (n.d.-d). Άδεια λόγω AIDS. 
https://www.hli.gov.gr/ergasiakes-scheseis/nomothesia-ergasiakes-scheseis/adeies-
ergasiakes-scheseis/loipes-adeies/adeia-logo-aids/ 

94. Hellenic Republic – Ministry of Labour and Social Affairs. (2025). Legislation on Health 
and Safety at Work. https://ypergasias.gov.gr/ergasiakes-scheseis/ygeia-kai-asfaleia-
stin-ergasia/nomothesia-gia-tin-yae/ 

95. Hellenic Republic – Ministry of Labour and Social Affairs. (2010). Law 3850/2010: 
Code of Laws on Health & Safety at Work (Government Gazette A’ 84) [PDF]. 
Retrieved from https://ypergasias.gov.gr/wp-content/uploads/2021/03/Ν.-3850-
2010_ΦΕΚ-Α-84.pdf  

96. Hoff, A., Reichert, M., Hamblin, K. A., Perek-Bialas, J., & Principi, A. (2014). Informal 
and formal reconciliation strategies of older peoples' working carers: the European 
carers@ work project. Vulnerable Groups & Inclusion. 5(1), 24264. 
https://doi.org/10.3402/vgi.v5.24264   

97. Höppner, J. (2025). Beyond ideal and real types–methodological foundations of 
typologies in welfare state research. Quality & Quantity, 59(Suppl 1), 571-586. 
https://link.springer.com/article/10.1007/s11135-024-01995-7   

98. Horton, R. (2015). Caring for adults in the EU: Work–life balance and challenges for 
EU law. Journal of Social Welfare and Family Law, 37(3), 356–367. 
https://doi.org/10.1080/09649069.2015.1081224   

99. Hospiz Österreich/Hospice Austria: Directories of specialized services and 
implementation initiatives (incl. HPC Mobil), as well as data on structural development 
and usage data: www.hospiz.at & https://www.hospiz.at/statistik/  

100. Hürtgen, S. (2021). Precarization of work and employment in the light of competitive 
Europeanization and the fragmented and flexible regime of European production. 
Capital & Class, 45(1), 71-91. https://doi.org/10.1177/0309816819900123 



 

 62 

101. Johnston H, Ergun O, Schor J, Chen L (2024) Employment status and the on-demand 
economy: a natural experiment on reclassification. Socioecon Rev 22(1):169–194 
https://doi.org/10.1093/ser/mwad047   

102. KEPEA. (n.d.). Άδεια λόγω θανάτου συγγενούς. https://www.kepea.gr/adeia-logo-
thanatoy-syggenoys# 

103. Khalique, A., Wang, Y., & Ahmed, K. (2025). Europe’s environmental dichotomy: The 
impact of regulations, climate investments, and renewable energy on carbon mitigation 
in the EU-22. Energy Policy, 198, 114498. https://doi.org/10.1016/j.enpol.2025.114498 

104. Kellehear, A. (2005). Compassionate cities: Public health and end-of-life care. 
Routledge. 

105. Kellehear, A. (2015). The Compassionate City Charter: Inviting the cultural and social 
sectors into end of life care. In Compassionate communities. 76–87. Routledge. 

106. Kofman, E., & Raghuram, P. (2009). The implications of migration for gender and care 
regimes in the South. Social Policy and Development Programme Paper No. 41. 
United Nations Research Institute for Social Development (UNRISD). 

107. Kolberg, J. E., & Esping-Andersen, G. (2019). Welfare states and employment 
regimes. In The study of welfare state regimes. 3–36. Routledge. 

108. Lang, G. (Ed.). (2022). Workplace health promotion in the world of work 4.0: 
Digitalization, health literacy, and fair health opportunities. A practical guide (2nd rev. & 
expanded ed.). Fonds Gesundes Österreich; Gesundheit Österreich. 

109. Laužadytė-Tutlienė, A., Baležentis, T., & Goculenko, E. (2018). Welfare state in 
Central and Eastern Europe. Economics & Sociology, 11(1), 100–123. 
https://doi.org/10.14254/2071-789X.2018/11-1/7 

110. Leitner, S. (2013). Varianten von Familialismus: Eine historisch vergleichende Analyse 
der Kinderbetreuungs- und Altenpflegepolitiken in kontinentaleuropäischen 
Wohlfahrtsstaaten. Duncker & Humblot. 

111. Lewis, J. (1992). Gender and the development of welfare regimes. Journal of 
European Social Policy, 2(3), 159–173. 

112. Liantis. (2025). Nieuw sectorakkoord voor PC 200: Belangrijkste wijzigingen op een rij. 
https://www.liantis.be/nl/nieuws/nieuw-sectorakkoord-voor-pc-200-belangrijkste-
wijzigingen-op-een-rij 

113. Lutz, H. (2018). Care migration: The connectivity between care chains, care circulation 
and transnational social inequality. Current Sociology, 66(4), 577–589. 
https://doi.org/10.1177/001139211876521 

114. Lynch, K. (2021). Care and capitalism. Policy Press. 
115. Maetens, A., Beernaert, K., Deliens, L., Aubry, R., Radbruch, L., & Cohen, J. (2017). 

Policy measures to support palliative care at home: A cross-country case comparison 
in three European countries. Journal of Pain and Symptom Management, 54(4), 523–
529. https://doi.org/10.1016/j.jpainsymman.2017.07.022 

116. Marsh, E., Perez Vallejos, E., & Spence, A. (2022). The digital workplace and its dark 
side: An integrative review. Computers in Human Behavior, 128, 107118. 
https://doi.org/10.1016/j.chb.2021.107118 

117. Martsolf, G. R., Kandrack, R., & James, A. E. (2019). Work performance among 
working caregivers: A review of the literature. Journal of Aging and Health, 32(9), 1–
19. 

118. Ministry of Digital Governance of the Hellenic Republic. (2022). Health care of 
chronically ill persons. Gov.gr. https://www.gov.gr/en/sdg/healthcare/moving-to-
residential-care-home/residential-care-homes/health-care-of-chronically-ill-persons 

119. Ministry of Digital Governance of the Hellenic Republic. (2024). Obligations of 
companies. https://www.gov.gr/en/sdg/work-and-retirement/health-and-safety-at-
work/independent-authority-labour-inspectorate/obligations-of-companies 



 

 63 

120. Ministry of Employment. (2025a). Act on the right to leave for urgent family reasons 
(1998:209) (Lag om rätt till ledighet av trängande familjeskäl). 
https://www.riksdagen.se/sv/dokument-och-lagar/dokument/svensk-
forfattningssamling/lag-1998209-om-ratt-till-ledighet-av-trangande_sfs-1998-209/ 

121. Ministry of Employment. (2025b). Employment Protection Act (Lagen 1982:80 om 
anställningsskydd). https://www.riksdagen.se/sv/dokument-och-
lagar/dokument/svensk-forfattningssamling/lag-198280-om-anstallningsskydd_sfs-
1982-80/ 

122. Ministry of Health. (2019). Palliative care feasibility study for Greece. National 
Committee for the development & implementation of a palliative care strategy in 
Greece. https://merimna.org.gr/wp-content/uploads/2023/05/Feasibility_Study_eng.pdf 

123. Ministry of Labour and Social Security. (2021). Σε ισχύ οι διατάξεις για τις νέες άδειες 
των εργαζομένων που προβλέπει ο νόμος για την προστασία της εργασίας. 
https://ypergasias.gov.gr/se-ischy-oi-diataxeis-gia-tis-nees-adeies-ton-ergazomenon-
pou-provlepei-o-nomos-gia-tin-prostasia-tis-ergasias/ 

124. Molander, P. (2025). Public versus private healthcare systems in the OECD area–a 
broad evaluation of performance. The European Journal of Health Economics, 1–11. 
https://doi.org/10.1007/s10198-025-01767-6 

125. National Competence Center for Relatives. (2021). Anhörigbidrag/hemvårdsbidrag. 
https://anhoriga.se/stod--utbildning/fakta-om-anhoriga/fakta-om-
anhorigstod/anhorigbidraghemvardsbidrag/ 

126. National Health Insurance. (n.d.). Pflegekarenz/Pflegeteilzeit. 
https://www.oesterreich.gv.at/de/themen/pflege/5/1/Seite.360527 

127. National Institute for Sickness and Disability Insurance. (n.d.). Berekening van uw 
arbeidsongeschiktheidsuitkering als werknemer/werkloze | RIZIV. 
https://www.riziv.fgov.be/nl/thema-s/arbeidsongeschiktheid/werknemers-en-
werklozen/de-arbeidsongeschiktheidsuitkering#berekening-tijdens-het-1e-jaar-
arbeidsongeschiktheid-de-primaire-arbeidsongeschiktheid 

128. Neruda, T., & Pochobradsky, E. (2025). Hospiz- und Palliativfondsgesetz: Entwicklung 
in der spezialisierten Hospiz- und Palliativversorgung [Infosheet]. Gesundheit 
Österreich. 

129. Nielsen, K., Yarker, J., Munir, F., & Bültmann, U. (2018). IGLOO: An integrated 
framework for sustainable return to work in workers with common mental disorders. 
Work & Stress, 32(4), 400–417. https://doi.org/10.1080/02678373.2018.1438536 

130. Noonan, K., Horsfall, D., Leonard, R., & Rosenberg, J. (2016). Developing death 
literacy. Progress in Palliative Care, 24(1), 31–35. 
https://doi.org/10.1080/09699260.2015.1103498 

131. OECD. (2025-a). Health at a glance 2025: OECD indicators. OECD Publishing. 
https://doi.org/10.1787/8f9e3f98-en 

132. OECD. (2025-b). OECD/AIAS ICTWSS database. 
https://www.oecd.org/en/data/datasets/oecdaias-ictwss-database.html 

133. OECD. (2025-c). Austria: Main indicators and characteristics of collective bargaining. 
https://www.oecd.org/content/dam/oecd/en/data/datasets/oecd-aias-ictwss/Austria.pdf 

134. OECD. (2025-d). Belgium: Main indicators and characteristics of collective bargaining. 
https://www.oecd.org/content/dam/oecd/en/data/datasets/oecd-aias-
ictwss/Belgium.pdf 

135. OECD. (2025-e). Greece: Main indicators and characteristics of collective bargaining. 
https://www.oecd.org/content/dam/oecd/en/data/datasets/oecd-aias-ictwss/Greece.pdf 

136. OECD. (2025-f). Sweden: Main indicators and characteristics of collective bargaining. 
https://www.oecd.org/content/dam/oecd/en/data/datasets/oecd-aias-
ictwss/Sweden.pdf 



 

 64 

137. OECD. (2025-g). Tax and benefit policy description for Austria. 
https://www.oecd.org/content/dam/oecd/en/topics/policy-sub-issues/income-support-
redistribution-and-work-incentives/TaxBEN-Austria-latest.pdf 

138. OECD. (2025-h). Tax and benefit policy descriptions for Belgium. 
https://www.oecd.org/content/dam/oecd/en/topics/policy-sub-issues/income-support-
redistribution-and-work-incentives/TaxBEN-Belgium-latest.pdf 

139. OECD. (2025-i). Tax and benefit policy descriptions for Greece. 
https://www.oecd.org/content/dam/oecd/en/topics/policy-sub-issues/income-support-
redistribution-and-work-incentives/TaxBEN-Greece-latest.pdf 

140. OECD. (2025-j). Tax and benefit policy descriptions for Sweden. 
https://www.oecd.org/content/dam/oecd/en/topics/policy-sub-issues/income-support-
redistribution-and-work-incentives/TaxBEN-Sweden-latest.pdf 

141. OECD. (2025-k). Pensions at a glance 2025: OECD and G20 indicators. OECD 
Publishing. https://doi.org/10.1787/e40274c1-en 

142. Ose, S. O., Kaspersen, S. L., Leinonen, T., Verstappen, S., de Rijk, A., Spasova, S., 
… Kalseth, J. (2022). Follow-up regimes for sick-listed employees: A comparison of 
nine north-western European countries. Health Policy, 126(7), 619–631. 
https://doi.org/10.1016/j.healthpol.2022.05.002 

143. Our World in Data. (2024). How important work is to people in life. 
https://ourworldindata.org/grapher/how-important-work-is-to-people-in-
life?country=SWE~AUT~BEL~GRC 

144. Papadopoulos, T., & Roumpakis, A. (2012). The Greek welfare state in the age of 
austerity: Anti-social policy and the politico-economic crisis. In Social Policy Review, 
24. 205–230. Policy Press. 

145. Pfau-Effinger, B. (2005). Welfare state policies and the development of care 
arrangements. European Societies, 7(2), 321–347. 
https://doi.org/10.1080/14616690500083592 

146. Pfau-Effinger, B., Flaquer, L., & Jensen, P. H. (Eds.). (2010). Formal and informal 
work: The hidden work regime in Europe (Vol. 46). Routledge. 

147. Pocock, B. (2005). Work/care regimes: Institutions, culture and behaviour and the 
Australian case. Gender, Work & Organization, 12(1), 32–49. 

148. Quintiens, B., D’Eer, L., Deliens, L., Van den Block, L., Chambaere, K., De Donder, L., 
… Smets, T. (2022). Area-based compassionate communities: A systematic 
integrative review of existing initiatives worldwide. Palliative Medicine, 36(3), 422–442. 

149. Rechtsinformationssystem des Bundes (RIS) - Legal Information System of the 
Austrian Federal Government. (n.d.). Hospice and Palliative Fund Act (HosPalFG, in 
force since 2022). 
https://www.ris.bka.gv.at/GeltendeFassung.wxe?Abfrage=Bundesnormen&Gesetzesn
ummer=20011850 

150. Richards, N. (2022). The equity turn in palliative and end of life care research: Lessons 
from the poverty literature. Sociology Compass, 16(5), e12969. 
https://doi.org/10.1111/soc4.12969 

151. Rocard, E., & Llena-Nozal, A. (2022). Supporting informal carers of older people: 
Policies to leave no carer behind. OECD Health Working Papers, 140. OECD 
Publishing. 

152. Roumpakis, A. (2020). Revisiting global welfare regimes: Gender, (in) formal 
employment and care. Social Policy and Society, 19(4), 677–689. 

153. Roodbari, H., Nielsen, K., & Axtell, C. (2023). What works for whom in which 
circumstances? An integrated realist evaluation model for organisational interventions. 
Scandinavian Journal of Work and Organizational Psychology, 8(1). 
https://doi.org/10.16993/sjwop.171 



 

 65 

154. Santero-Sánchez, R., Belén Castro Núñez, B., Martín Barroso, V., & Martínez Martín, 
I. (2025). Gender challenges in just energy transition: The labour market perspective. 
Energy Research & Social Science, 127, 104303. 
https://doi.org/10.1016/j.erss.2025.104303 

155. Swedish Parliament. (n.d.-a). Arbetsmiljölagen. 
https://www.riksdagen.se/sv/dokument-och-lagar/dokument/svensk-
forfattningssamling/arbetsmiljolag-19771160_sfs-1977-1160/ 

156. Swedish Parliament. (n.d.-b). Lag (1991:1047) om sjuklön. 
https://www.riksdagen.se/sv/dokument-och-lagar/dokument/svensk-
forfattningssamling/lag-19911047-om-sjuklon_sfs-1991-1047/ 

157. Swedish Parliament. (n.d.-c). Hälso och sjukvårdslagen (2017:30). 
https://www.riksdagen.se/sv/dokument-och-lagar/dokument/svensk-
forfattningssamling/halso-och-sjukvardslag-201730_sfs-2017-30/ 

158. Swedish Social Insurance Agency. (2025). Sjuklön. 
https://www.forsakringskassan.se/arbetsgivare/sjukdom-och-skada/sjuklon 

159. Swedish palliative registry & National Advisory Board for Palliative Care. (2026). 
Ojämlik tillgång till specialiserad palliativ vård i Sverige [Inequal access to specialized 
palliative care in Sweden]. 
https://www.palliativregistret.se/media/lb5ccybq/specialiserad-palliativ-vård-i-
sverige.pdf 

160. Szebehely, M., & Meagher, G. (2018). Nordic eldercare – Weak universalism 
becoming weaker? Journal of European Social Policy, 28(3), 294–307. 
https://doi.org/10.1177/0958928717735062 

161. The National Employment Service. (2024). Palliatief verlof. 
https://www.rva.be/burgers/loopbaanonderbreking-tijdskrediet-en-thematische-
verloven/thematische-verloven-alle-sectoren/palliatief-verlof 

162. The National Employment Service. (2026). Leave for caregiving. Verlof voor 
mantelzorg. De Rijksdienst voor Arbeidsvoorziening. 

163. The Survivor Guidance Portal. (2025). Take time off from work if you need to. 
https://www.efterlevandeguiden.se/english/where-to-begin/take-time-off-from-work-if-
you-need-to.html 

164. The Swedish Social Insurance Agency. (2025). Stödja en svårt sjuk närstående. 
https://www.forsakringskassan.se/privatperson/sjuk-eller-skadad/stodja-en-svart-sjuk-
narstaende 

165. Thompson, N., & Lund, D. (2017). Loss, grief, and trauma in the workplace. Routledge. 
166. Turner, M. C., Basagaña, X., Albin, M., Broberg, K., Burdorf, A., van Daalen, K. R., 

Guseva Canu, I., Kolstad, H. A., Kogevinas, M., Lowe, R., Pearce, N., Pega, F., Saget, 
C., Schubauer-Berigan, M. K., Svensson, S., Vineis, P., & Straif, K. (2025). 
Occupational health in the era of climate change and the green transition: A call for 
research. The Lancet Regional Health – Europe, 54, 101353. 
https://doi.org/10.1016/j.lanepe.2025.101353 

167. Tripodoro, V. A., Fidalgo, J. F. L., Pons, J. J., Connor, S. R., Garralda, E., Bastos, F., 
Montero, Á., Monzón Llamas, L., Béjar, A. C., Suárez, D., & Centeno, C. (2025). First-
ever global ranking of palliative care: 2025 world map under the new WHO framework. 
Journal of Pain and Symptom Management, 70, 447–458. 
https://doi.org/10.1016/j.jpainsymman.2025.07.026 

168. Tronto, J. C. (2010). Creating caring institutions: Politics, plurality, and purpose. Ethics 
and Social Welfare, 4(2), 158–171. https://doi.org/10.1080/17496535.2010.484259 

169. Tronto, J. C. (2013). Caring democracy: Markets, equality, and justice. New York 
University Press. 

170. UN Commission for Development Policies. (2023). United Nations. United Nations. 
https://docs.un.org/en/e/2023/33 



 

 66 

171. Ulmanen, P., & Szebehely, M. (2015). From the state to the family or to the market? 
Consequences of reduced residential eldercare in Sweden. International Journal of 
Social Welfare, 24(1), 81–92. https://doi.org/10.1111/ijsw.12108 

172. van Damme, M., Spijker, J., & Pavlopoulos, D. (2025). A care regime typology of elder, 
long-term care institutions. European Journal of Ageing, 22(1), 20. 
https://link.springer.com/article/10.1007/s10433-025-00854-0 

173. Van der Lippe, T., & Lippényi, Z. (2020). Beyond formal access: Organizational 
context, working from home, and work–family conflict of men and women in European 
workplaces. Social Indicators Research, 151(2), 383–402. 
https://doi.org/10.1007/s11205-018-1993-1 

174. Van Houtven, C. H., Coe, B. N., & Skira, M. M. (2013). The effect of informal care on 
work and wages. Journal of Health Economics, 32(1), 240–252. 
https://doi.org/10.1016/j.jhealeco.2012.10.006 

175. Vanderstichelen, S., De Moortel, D., Nielsen, K., et al. (2024). Developing and 
evaluating compassionate workplace programs to promote health and wellbeing 
around serious illness, dying, and loss in the workplace (EU-CoWork): A 
transdisciplinary, cross-national research project. Palliative Care and Social Practice, 
18. https://doi.org/10.1177/26323524241281070 

176. Vanderstichelen, S., Dury, S., De Gieter, S., Van Droogenbroeck, F., De Moortel, D., 
Van Hove, L., … De Donder, L. (2022). Researching compassionate communities from 
an interdisciplinary perspective: The case of the compassionate communities center of 
expertise. The Gerontologist, 62(10), 1392–1401. 

177. Wegleitner, K., Heimerl, K., & Kellehear, A. (Eds.). (2015). Compassionate 
communities: Case studies from Britain and Europe. Routledge. 

178. World Health Organization (WHO). (1986). Ottawa charter for health promotion. WHO 
Regional Office for Europe. 

179. Wilson, D. M., Rodríguez-Prat, A., & Low, G. (2020). The potential impact of 
bereavement grief on workers, work, careers, and the workplace. Social Work in 
Health Care, 59(6), 335–350. https://doi.org/10.1080/00981389.2020.1769247 

180. Wilson, D. M., Punjani, S., Song, Q., & Low, G. (2021). A study to understand the 
impact of bereavement grief on the workplace. OMEGA – Journal of Death and Dying, 
83(2), 187–197. https://doi.org/10.1177/003022281984641 

181. Woitha, K., Garralda, E., Martin-Moreno, J. M., Clark, D., & Centeno, C. (2016). 
Ranking of palliative care development in the countries of the European Union. Journal 
of Pain and Symptom Management, 52(3), 370–377. 
https://doi.org/10.1016/j.jpainsymman.2016.03.008 

182. Work Environment Act (1977:1160). Swedish Ministry of Employment. 
https://www.av.se/en/work-environment-work-and-inspections/acts-and-regulations-
about-work-environment/ 

183. Zwysen, W. (2025). Non-standard and precarious work across Europe: An overview 
and mapping of national actions (Report 2025/03). ETUI. 


