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Executive Summary

This study examines how care is or-
ganized, financed, and experienced in 
North Macedonia, with a focus on iden-
tifying structural gaps and policy path-
ways for building a more inclusive and 
sustainable care system.

It is motivated by the growing recognition that 
care systems are central not only to social pro-
tection and well-being, but also to labour mar-
ket functioning, gender equality, and long-term 
economic development. The analysis adopts a 
mixed-methods approach, combining: (i) doc-
umentary analysis of the legal and institutional 
framework; (ii) quantitative evidence from official 
statistics, administrative data, and existing sur-
veys; and (iii) qualitative insights from semi-struc-
tured interviews with caregivers, care recipients, 
and providers. This integrated approach allows the 
study to capture both the structural characteris-
tics of the care system and the lived realities of 
care provision. 

Care demand in North Macedonia is 
rising while informal care capacity is 
shrinking.

Demographic change is fundamentally reshaping 
the care landscape in North Macedonia. Popula-
tion ageing, declining fertility, and sustained emi-
gration are simultaneously increasing the need for 
long-term care while reducing the availability of 
family-based caregivers. Care needs are becom-
ing more continuous, complex, and service-inten-
sive, particularly in the context of chronic illness, 
disability, and ageing. At the same time, childcare 
demand remains significant due to rising expec-
tations around early childhood development and 
female labour-market participation.

Macedonian care system remains 
structurally underdeveloped and ser-
vice-constrained.

Despite a formally established institutional frame-
work centred on the Ministry of Social Policy, De-
mography and Youth, the care system is not yet 
organized as an integrated system. Service pro-
vision - particularly in long-term care and com-
munity-based services - remains limited in scale 
and unevenly distributed across regions. Childcare 
coverage has improved but remains insufficient, 
while long-term care continues to rely predomi-
nantly on informal arrangements. As a result, ac-
cess to care is shaped not only by need, but by ge-
ography and local capacity.

Households function as the de facto 
core of the care system. 

In practice, care provision in North Macedonia is 
largely internalized within households. Families 
absorb the majority of care responsibilities, often 
in the absence of viable formal alternatives. This 
results in a system where informal, hybrid, and ad 
hoc arrangements substitute for structured ser-
vice provision. Informality is not marginal but sys-
temic - reflecting gaps in accessibility, affordabil-
ity, and service availability rather than voluntary 
choice.

Women disproportionately bear the 
cost of systemic gaps.

The care economy is strongly gendered. Women 
perform the majority of unpaid care work and are 
overrepresented in low-paid, often informal care 
occupations. Care responsibilities constrain labour 
market participation, reduce working hours, and 
limit income opportunities. This creates a structur-
al incompatibility between care and employment, 
particularly in rural and agricultural contexts. Gen-
der inequalities are therefore both a cause and a 
consequence of the current organization of care.

Transforming Care Systems in North Macedonia4
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Access to care is constrained by a com-
bination of geographic and financial 
barriers.

Care services are unevenly distributed, with rural 
areas particularly underserved. In some municipal-
ities, basic services such as kindergartens or reha-
bilitation facilities are entirely absent. Even where 
services exist, access is limited by long waiting 
times, travel constraints, and limited local capac-
ity. Affordability further restricts access. Private 
services - both in childcare and long-term care - 
are prohibitively expensive for most households, 
while even publicly provided services (particular-
ly residential eldercare) may be financially out of 
reach. As a result, households rely on informal care 
not as a preference, but as a necessity.

Home-based care emerges as a promis-
ing but underdeveloped model.

Within this constrained system, home-based and 
community-based care services stand out as one 
of the few models that effectively respond to both 
care needs and social preferences. These services 
allow individuals - particularly older persons - to 
remain in familiar environments, preserving dig-
nity and autonomy while alleviating pressure on 
families. Importantly, home care is better aligned 
with prevailing cultural norms, which often resist 
institutionalization. However, despite its strong 
potential, this model remains limited in scale, un-
evenly distributed, and insufficiently financed to 
play a transformative role.

The financing model is insufficient in 
scale and misaligned in structure.

Public spending on care, estimated at approxi-
mately 1.3% of GDP, is modest compared to Eu-
ropean benchmarks. More importantly, the com-
position of spending is heavily skewed toward 
cash transfers rather than services, limiting the 
expansion of care infrastructure and workforce. 
The financing system is fragmented across sectors 
and levels of government, lacking a dedicated and 
predictable funding mechanism - particularly for 
long-term care. At the same time, reliance on out-
of-pocket payments and unpaid care shifts a sub-
stantial share of the true cost of care onto house-
holds, where it remains largely unrecognized in 
economic terms.

Cultural norms reinforce but also in-
creasingly strain the current system.

Strong social norms continue to frame care as 
a family responsibility, particularly for women. 
These norms shape both behaviour and policy 
preferences, reinforcing reliance on informal care. 
However, demographic change, migration, and 
labour market pressures are making these norms 
increasingly difficult to sustain in practice. This 
creates a tension between persistent expectations 
and emerging realities, with gradual shifts in atti-
tudes - particularly among younger generations - 
toward greater acceptance of formal care services.

Informality reflects a systemic equilib-
rium, requiring gradual transition strat-
egies.

The widespread informality observed in care provi-
sion is not simply a regulatory failure but a system-
ic outcome of affordability constraints and limited 
formal alternatives. As such, formalization cannot 
rely solely on enforcement. It requires a gradual, 
incentive-based transition that expands access to 
formal services while creating viable pathways for 
care workers and households to move into formal 
arrangements.

The evidence in this study shows that 
care in North Macedonia is not or-
ganized through deliberate choices 
among well-functioning alternatives, 
but through constrained adaptation to 
limited options.

Addressing care gaps therefore requires more 
than incremental policy adjustments - it calls for 
a system-level transformation that rebalances 
the role of the State, the market, and households. 
Strengthening the care system is not only a social 
policy priority but a structural economic reform. 
Expanding accessible and affordable care services 
- particularly home-based and community-based 
care - would reduce the burden on households, 
enable greater labour-market participation, and 
support a more inclusive and resilient develop-
ment path.
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1. Introduction

Care systems are increasingly recognized as 
a central pillar of inclusive economic develop-
ment, social protection, and gender equality 
(Folbre, 2006; Picchio, 1992). Across Europe and 
globally, demographic change - characterized by 
population ageing, declining fertility, and evolving 
family structures - is transforming both the scale 
and nature of care needs (Bloom et al., 2015; Gold-
stein et al., 2009). At the same time, labour mar-
ket dynamics, including rising female labour force 
participation and sustained migration, are reduc-
ing the capacity of households to provide care 
informally (Goldin, 1994; Thévenon, 2013). These 
trends are particularly pronounced in the Western 
Balkans, where care systems remain underdevel-
oped, fragmented, and heavily reliant on unpaid 
family provision.

In North Macedonia, these structural pressures 
are becoming increasingly visible. The country 
faces a dual challenge: a gradual increase in de-
mand for long-term care driven by population age-
ing, alongside persistent gaps in access to child-
care and other care services that constrain labour 
market participation, particularly among women. 
While care needs are expanding, the formal care 
system has not evolved at the same pace. As a 
result, care provision continues to rely predom-
inantly on households, where responsibilities are 
unevenly distributed and largely borne by women. 
This configuration has important implications not 
only for social well-being, but also for economic 
outcomes, including labour supply, productivity, 
and fiscal sustainability.

The care economy - understood as the set of ac-
tivities, services, and relationships that support 
individuals with care needs - thus represents 
both a social necessity and an economic op-
portunity (UN Women, 2024). Investments in care 
systems have been shown to generate multiple 
returns: improving well-being and quality of life, 
enabling greater labour market participation (par-
ticularly of women), creating employment in care 
sectors, and supporting more equitable and resil-
ient societies (de Henau et al., 2016). Conversely, 
insufficient investment in care leads to hidden 
costs, including unmet needs, reduced econom-
ic participation, and the reinforcement of gender 
inequalities.

Despite its importance, the care system in North 
Macedonia remains characterized by fragmen-
tation, limited-service provision, and a financ-
ing structure that prioritizes cash transfers over 
direct service delivery. While the system is insti-
tutionally anchored within the Ministry of Social 
Policy, Demography and Youth (MSPDY), care-re-
lated functions extend across multiple sectors - 
including education, health, and labour - reflect-
ing the multidimensional nature of care needs. 
This multi-actor configuration, combined with a 
decentralized service delivery model, creates co-
ordination challenges and contributes to uneven 

access across regions. At the same time, key policy 
instruments - such as leave arrangements, social 
services, and financial support - are not yet fully 
integrated into a coherent system framework. As a 
result, the system faces constraints in responding 
effectively to growing and increasingly complex 
care needs.

Against this background, this study examines 
how care is organized, financed, and experi-
enced in North Macedonia, with a particular 
focus on care needs, service gaps, gender dy-
namics, and financing mechanisms. The anal-
ysis adopts a comprehensive perspective that 
combines institutional, economic, and social di-
mensions of the care economy. It seeks to move 
beyond a narrow sectoral view of care services and 
instead conceptualize care as a system that inter-
acts with labour markets, social protection, and 
demographic change.

Methodologically, the study integrates multiple 
sources of evidence. It draws on documentary 
analysis of legal and policy frameworks, quan-
titative data from official statistics and admin-
istrative sources, and qualitative insights from 
semi-structured interviews with both care pro-
viders and individuals facing care responsibilities. 
This mixed-methods approach enables a more 
complete understanding of both the structural 
features of the care system and the lived reali-
ties of care provision, including the ways in which 
households adapt to gaps in formal services.

The objectives of the study are threefold. First, it 
aims to provide a comprehensive assessment of the 
current care system in North Macedonia, including 
its institutional structure, service provision, and fi-
nancing patterns. Second, it seeks to identify key 
gaps and constraints in meeting care needs across 
different population groups, with particular atten-
tion to gender inequalities. Third, it develops a set 
of policy options for transforming the care system 
into a more integrated, accessible, and sustainable 
framework, aligned with international good practic-
es and the country’s development priorities.

The remainder of the report is structured as 
follows. Section 2 presents the conceptual defini-
tions and methodological approach. Section 3 re-
views the policy and institutional framework gov-
erning care provision. Section 4 provides stylized 
facts on demographic trends, service availability, 
and the distribution of care work. Section 5 exam-
ines care needs and gaps across key population 
groups, combining existing survey evidence with 
qualitative insights. Section 6 analyses the financ-
ing of the care system, including its scale, com-
position, and key constraints. Section 7 reviews 
international experiences and good practices in 
care system transformation. Section 8 outlines 
policy options and reform pathways, while Section 
9 concludes with key findings and implications.

Transforming Care Systems in North Macedonia10



2. Definitions and 
methodology of the 
study

The care economy refers to the set of activities 
and relationships involved in meeting the phys-
ical, psychological, and developmental needs 
of individuals who require support due to age, 
disability, illness, or other circumstances. In line 
with recent international frameworks, the care 
economy encompasses both the production and 
consumption of care services, including all paid 
and unpaid activities that sustain human well-be-
ing and social reproduction (UN, 2024; ILO, 2024). 
These activities include both direct care - such as 
caring for children, older persons, or persons with 
disabilities - and indirect care activities that sus-
tain daily living, including cooking, cleaning, and 
other household tasks. A key analytical distinc-
tion is therefore made between direct (relational, 
people-cantered) care and indirect (supporting, 
non-relational) care, as these have different policy 
implications and respond differently to public in-
terventions. Together, these activities form a fun-
damental component of social reproduction and 
the functioning of societies and economies.

Care can be provided through different insti-
tutional arrangements involving the State, the 
market, households, and communities. This 
configuration is often conceptualized as the “care 
diamond”, which highlights that care provision is 
a shared responsibility across these four spheres 
rather than a purely private household matter (Ra-
zavi, 2007; Staab et al., 2024). Formal care services 
are typically delivered through public or private 
institutions, such as childcare centres, kindergar-
tens, residential care homes, or specialized care 
facilities for persons with disabilities. These ser-
vices rely on paid workers and institutional infra-
structure. In contrast, informal care is provided 
outside formal institutions, most commonly with-
in households and family networks. In contexts 
where formal care systems are underdeveloped, 
households tend to absorb the majority of care re-
sponsibilities, often resulting in unequal distribu-
tions of care work within families (ILO, 2018).

A key distinction within the care economy is 
between paid and unpaid care work. Paid care 
work refers to activities performed for remunera-
tion, either within formal care institutions or within 
private households, such as domestic work or per-
sonal caregiving. Unpaid care work refers to care 
activities performed without monetary compen-
sation, typically within households, by household 
members or family relatives. Importantly, these 
two forms of care exist along a continuum rather 
than as perfect substitutes, as formal services of-
ten complement rather than replace unpaid care 
within families. While unpaid care work is essential 
for the functioning of households and societies, it 
often remains underrecognized and underrepre-
sented in official economic statistics.

The organization of care work is closely linked 
to gender inequalities in both households and 
labour markets. Across many contexts, includ-
ing North Macedonia, women perform a dispro-
portionate share of unpaid care work and are also 
overrepresented in paid care occupations. This 
unequal distribution of care responsibilities can 
affect women’s labour market participation, work-
ing hours, income opportunities, and overall eco-
nomic empowerment.

Understanding the care economy therefore re-
quires examining both formal care systems and 
the broader landscape of care provision within 
households. In the context of North Macedonia, 
this includes analysing demographic trends that 
shape care demand, the availability of institutional 
care services, the presence of paid domestic work, 
and the distribution of unpaid care work between 
women and men.

Building on these conceptual definitions, the 
study adopts a mixed-methods approach that 
combines documentary analysis, secondary 
quantitative data analysis, and qualitative evi-
dence from semi-structured interviews. This ap-
proach allows for a comprehensive assessment of 
the care economy, capturing both its institutional 
and financial dimensions, as well as lived experi-
ences and behavioural patterns that cannot be ob-
served through administrative data alone.

The analysis begins with a systematic review 
of the legal, policy, and strategic framework 
governing care provision in North Macedonia. 
This documentary analysis covers key legislation 
- including the Law on Child Protection, the Law 
on Social Protection, and the Law on Labour Rela-
tions - as well as relevant national strategies, policy 
documents, and international reports. The objec-
tive is to map institutional responsibilities, identi-
fy existing policy instruments, and assess the de-
gree of coherence and integration across sectors 
such as social protection, education, health, and 
labour. Particular attention is paid to the design 
features of care-related policies, their implemen-
tation gaps, and their alignment with international 
frameworks on care systems and gender equality.

This is complemented by secondary analysis of 
quantitative data from official statistical and 
administrative sources. The empirical compo-
nent draws primarily on data from the State Statis-
tical Office (SSO), including demographic projec-
tions, labour market indicators, time-use survey 
data, and sectoral employment statistics. In addi-
tion, administrative and budgetary data are used 
from the Ministry of Finance (MoF), the MSPDY, 
and the Health Insurance Fund (HIF) to construct 
estimates of public care financing and to analyse 
the composition of expenditures. Survey-based 
data sources, such as the European Values Survey 
(EVS) and national survey evidence (e.g. Quality 
of Life Survey), are further used to examine social 
norms, attitudes toward care, and perceived ac-
cess to services. These datasets jointly enable the 
identification of structural trends in care demand, 
service provision, gender distribution of care work, 
and financing patterns.

11Transforming Care Systems in North Macedonia



Finally, the study incorporates qualitative evi-
dence collected through semi-structured inter-
views with key target groups, aimed at comple-
menting and contextualizing the quantitative 
findings. The key target groups include women 
in rural areas, informal workers, women farmers, 
older women, and caregivers of children and per-
sons with disabilities, as well an interview with a 
private licensed care provider. The interviews were 
designed to capture perceptions of care needs, 
access constraints, affordability, institutional co-
ordination, and cultural norms related to care 
provision. This qualitative component provides 
insights into the lived realities of care, the func-
tioning of services on the ground, and the inter-
action between formal systems and informal care 
arrangements.

3. Policy and 
institutional 
framework for care

The care economy in North Macedonia operates 
within a policy and institutional framework 
that is formally established but substantively 
underdeveloped, particularly in terms of cover-
age, coordination, and gender responsiveness. 
While care-related functions are embedded across 
social protection, education, health, and labour 
policies, they remain fragmented and insufficient-
ly integrated into a coherent care system, despite 
recent strategic commitments to strengthen social 
and care services outlined in the National Develop-
ment Strategy (2024–2044).1 This fragmentation is 
further reinforced by the division of responsibilities 
across multiple institutions, although the care sys-
tem in North Macedonia remains strongly cantered 
MSPDY. This Ministry holds primary responsibility 
for the core components of the care economy, in-
cluding early childhood education and care under 
the Law on Child Protection,2 as well as long-term 
care and disability services under the Law on Social 
Protection.3 By contrast, the Ministry of Education 
and Science (MoES) plays a more specialized role 
focused on the educational component of early 

childhood education and care, primarily through 
the Bureau for Development of Education, which 
is responsible for the design of pre-school curric-
ula and pedagogical standards. While early child-
hood services are predominantly governed under 
the social protection system, the education sector 
contributes to the learning dimension of early child-
hood education and care (ECEC), reflecting a split 
governance structure between care provision and 
educational content. The Ministry of Health (MoH) 
contributes through the provision of medical and 
preventive services linked to care needs.4 The oper-
ational delivery of services is largely decentralized to 
municipalities, which are responsible for managing 
childcare institutions and implementing social ser-
vices. While this multi-actor arrangement reflects 
the multidimensional nature of care needs, it also 
results in overlapping mandates, weak inter-insti-
tutional coordination, and significant territorial dis-
parities in access and quality of care services. This 
institutional configuration and the resulting frag-
mentation of care provision across sectors are sum-
marized in Table 1.

Childcare services are primarily governed by the 
Law on Child Protection, which regulates early 
childhood education and care (ECEC), including 
kindergartens and early childhood develop-
ment centres. These services are largely publicly 
provided, with municipalities holding shared re-
sponsibility for their establishment, financing, and 
management.5 Over the past decade, policy efforts 
have aimed to expand childcare capacity, including 
through the licensing of private providers and the 
introduction of alternative service models. However, 
coverage remains uneven and insufficient relative 
to demand, particularly in rural areas and small-
er municipalities. This reflects both infrastructural 
constraints and disparities in local fiscal capacity, 
which directly affect access to services (Petreski et 
al. 2020).

Long-term care for older persons and persons 
with disabilities is regulated under the Law on 
Social Protection, which introduced a broad-
er range of social services, including home 
care (home; day care; foster care; and residen-
tial care), personal assistance, and commu-
nity-based services. The reforms of 2019 signal 
a policy shift away from a predominantly institu-
tional model toward more deinstitutionalized and 
community-based care, in line with European pol-
icy directions. However, implementation remains 
partial and limited in scale. In practice, the system 
continues to rely heavily on informal care provided 
by family members, with formal services playing 

5   https://cms.mtsp.gov.mk/detski-gradinki.nspx

4   This is why healthcare is not treated as part of the care system in this study. It is considered only to the extent that it directly intersects with social care needs 
of older persons and persons with disabilities, where the two domains cannot be clearly separated. One example is palliative care, which is provided exclusively 
in healthcare institutions.

1   www.nrs.mk/content/downloads/documents/thematic/МКД%20Национална%20развојна%20стратегија%202024-2044%20ФИНАЛНО%2021.01.2025.pdf

2   Law on Child Protection (Закон за заштита на децата), Official Gazette of the Republic of Macedonia, No. 23/2013, with subsequent amendments (Official 
Gazette No. 12/2014, 44/2014, 144/2014, 10/2015, 25/2015, 150/2015, 192/2015, 27/2016, 163/2017, 21/2018, 198/2018).

3   Law on Social Protection (Закон за социјална заштита), Official Gazette of the Republic of North Macedonia, No. 104/2019, with subsequent amendments 
(Official Gazette No. 146/2019, 275/2019, 311/2020, 163/2021, 294/2021, 99/2022, 236/2022).

Transforming Care Systems in North Macedonia12



a secondary and often residual role. Institutional 
care still dominates the formal landscape, with a 
limited number of public facilities complemented 
by a growing but fragmented private sector, while 
home-based and community services - critical for 
both cost-efficiency and user well-being - remain 
underdeveloped and unevenly distributed, particu-
larly outside urban areas. The availability of services 
is constrained by insufficient infrastructure, espe-
cially in rural regions, and by capacity limitations at 
the local level.6 In the area of disability care, the pro-
cess of deinstitutionalization has advanced through 
the development of small-group homes and in-
dependent living arrangements, yet the transfor-
mation of institutional care and the expansion of 
personalized community-based services remain 
incomplete.7

A central structural feature of the care system 
of North Macedonia is its decentralized gover-
nance model. Municipalities are responsible for 
delivering key care services, including childcare 
facilities and a range of social services (Petreski 
et al. 2020). While decentralization enables adap-
tation to local needs, it also generates significant 
territorial inequalities. Municipalities vary widely 
in administrative capacity, fiscal space, and prior-
itization of care services, leading to disparities in 
both availability and quality of care. In practice, 
this means that access to care is not determined 
solely by need, but also by place of residence.

Labour market regulations also play an import-
ant, though indirect, role in shaping the provi-
sion and distribution of care. The Law on Labour 

7   https://www.peopleinneed.net/helping-people-with-disabilities-north-macedonia-7954gp

6   https://incare.euro.centre.org/wp-content/uploads/2022/12/InCARE-Factsheet_NorthMacedonia-Attitudes-experiences-and-expecta-
tions-on-long-term-care_EN.pdf

Table 1  Mapping of the care system in North Macedonia: institutional responsibilities, services and key gaps

Source: MSPDY, Bureau for Development of Education.

Care domain Main 
institutions

Services / 
provision

Governance 
model

Key gaps (linked to policy 
instruments)

Childcare 
(ECEC)

MSPDY; 
Municipalities

Public 
kindergartens; 
limited private 
provision

Decentralized

Insufficient coverage; territorial 
inequalities; weak link with 
parental leave and flexible work 
policies

Long-term 
care (elderly)

MSPDY; 
Municipalities

Institutional 
care; limited 
home/
community 
services

Decentralized
Underdeveloped community 
care; high reliance on informal 
care; weak care leave provisions

Disability care MSPDY; 
Municipalities

Institutional 
care; small-
group homes; 
limited personal 
assistance

Mixed
Incomplete deinstitutionalization; 
limited personalized services; 
fragmented benefits

Health-related 
social care MoH Preventive and 

medical services Centralized
Weak integration with social 
care; lack of coordinated care 
pathways

Labour 
market - 
care-related 
policies

MoEL; HIF; 
Employers

Maternity leave; 
limited parental 
leave; care leave; 
flexible work

National 
legislation 
+ employer 
implementation

Weak redistribution of care; 
limited paternity leave; low 
accessibility of flexible work

Informal care 
(households) Households Unpaid care 

work Private
High burden on women; lack 
of recognition and support 
mechanisms

System 
governance

Multiple 
institutions; 
MSPDY central 
role

Strategies and 
sectoral policies

Centred 
on MSPDY; 
Fragmented 
multi-level

Lack of fully integrated care 
system; weak coordination across 
sectors
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Relations8 establishes a set of rights linked to care 
responsibilities, including maternity leave of up to 
nine months (extended to 15 months for multiple 
births), limited provisions for unpaid parental leave, 
short-duration leave for the care of sick family mem-
bers, and the right to daily breaks for childcare. How-
ever, key gaps remain: the statutory paternity leave 
is confined to seven days, parental leave beyond 
maternity is largely unpaid and time-limited, and 
care-related leave provisions are short and narrowly 
defined. Flexible working arrangements - such as 
part-time work or adjusted schedules - exist in prin-
ciple but are subject to employer discretion, limiting 

their effective use. These instruments are intended 
to support the reconciliation of work and family life 
and to enable individuals to respond to care needs 
within households. However, their design remains 
largely individualized and employment-contingent, 
rather than embedded within a broader care sys-
tem perspective. As such, they function primarily 
as coping mechanisms for households rather than 
as instruments that systematically redistribute care 
responsibilities or reduce the overall care burden.

The main care-related policy instruments, includ-
ing their design features and limitations, are sum-
marized in Table 2.

Table 2  Care policy instruments in North Macedonia: policy areas, design features and assessment

Policy 
instrument Exists? Key design features Assessment

A. Leave policies

Paid 
maternity 
leave

Yes

39 weeks (9 months); 100% wage replacement; 
social insurance financed; transferable to 
fathers; coverage includes self-employed and 
adoptive parents; aligned with ILO Convention 
No. 183; protection against dismissal and right 
to return guaranteed

Strong design and 
protection; limited 
impact on redistribution 
of care

Paternity 
leave Very limited

Seven days; 100% wage replacement; 
employer-funded; no coverage for self-
employed, adoptive parents; basic 
employment protection applies

Very short duration; 
weak incentive for 
redistribution of care

Parental leave Limited
13 weeks; unpaid; limited inclusiveness; 
low incentives for fathers; protection of 
employment applies

Low uptake; reinforces 
gendered care patterns

Care leave 
(family / LTC) Very limited

No statutory long-term care leave; only short-
term emergency leaves available; employer-
funded; no coverage for self-employed

Major gap in responding 
to ageing-related care 
needs

Emergency 
leave Yes Short-duration paid leave; employer liability; 

limited scope and eligibility
Provides minimal short-
term support only

B. Health-related care protection and working conditions

Health 
protection 
(pregnant 
and nursing 
women)

Yes
Prohibition of night work and hazardous work; 
adaptation or reassignment required; no 
explicit provision for prenatal medical leave

Strong protective 
elements; gaps in 
preventive care support

Nursing 
provisions Yes

Paid nursing breaks (90 minutes daily); one 
break; applicable until child is 12 months old; no 
requirement for workplace facilities

Supports early 
childcare; limited 
institutional support for 
breastfeeding

8   Law on Labour Relations (Закон за работните односи), Official Gazette of the Republic of North Macedonia, No. 167/2015, with subsequent amendments (e.g., 
No. 27/2016, 120/2018, 110/2019, 267/2020, 151/2021).
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Despite incremental reforms, the care policy 
framework does not yet constitute a coherent 
care system. Care services remain segmented 
across sectors, with limited coordination between 
childcare, long-term care, disability services, and 
labour market policies. This fragmentation con-
strains the system’s ability to respond effectively 
to demographic pressures, particularly population 
ageing and changing family structures, which are 
increasing both the volume and complexity of care 
needs.

From a gender perspective, the framework re-
mains structurally incomplete. Although the Na-
tional Strategy for Gender Equality (2022–2027) ex-
plicitly recognizes unpaid care work as a key barrier 

to women’s economic participation and calls for the 
integration of a gender perspective across all public 
policies, these commitments are not systematical-
ly translated into operational policy instruments.9 
Measures aimed at recognizing, reducing, and re-
distributing care work remain fragmented and 
weakly coordinated across sectors. Existing provi-
sions - such as maternity and parental leave, flexible 
work arrangements, and selected social services - 
continue to operate in isolation rather than as part 
of an integrated care strategy aligned with labour 
market and social policy objectives. As a result, the 
burden of care continues to fall disproportionately 
on women, reinforcing persistent gender gaps in 
labour force participation, working hours, and earn-
ings.

Policy 
instrument Exists? Key design features Assessment

C. Care services

Childcare 
services (0–2 
years)

Yes
Public system with universal framework; 
decentralized provision; coverage from age 0; 
half/full day services; limited private sector

Coverage gaps persist; 
strong territorial 
inequalities

Pre-primary 
education (3+ 
years)

Yes Universal public system; coverage from age 
three half/full day services

Better coverage than 
childcare; still uneven 
across municipalities

Long-term 
care services 
(elderly)

Yes (partial in 
practice)

Public system; mix of residential, community 
and in-home services; tax-funded; family 
obligations legally recognized

Underdeveloped 
community care; heavy 
reliance on informal care

Disability care 
services Yes

Combination of institutional care, small-group 
homes, and limited personal assistance 
services

Incomplete 
deinstitutionalization; 
limited personalized 
services

E. Labour market and system-level instruments

Flexible work 
arrangements Limited Legally possible; employer-dependent; limited 

enforceability; low uptake

Limited accessibility; 
weak impact on work–
care reconciliation

Integrated 
care system No

No unified framework linking services, leave 
policies, and financing; policies operate across 
sectors or levels of governance without 
coherent coordination

Major structural gap

D. Financial support instruments

Cash benefits 
/ allowances Yes

Various schemes (child benefits, disability 
support, social assistance); targeted or means-
tested; not systematically linked to services

Fragmented; weak 
integration with care 
system objectives

9   https://cms.mtsp.gov.mk/content/pdf/2022/strategija_/Стратегија_за_родова_еднаквост_2022_2027.pdf

Source: MSPDY; ILO (2022).
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4. Stylized facts 
about the care 
economy in North 
Macedonia

4.1. Demographic trends 
shaping care needs
The care economy in North Macedonia is shaped 
by the interaction between demographic de-
mand for care, availability of formal care ser-
vices, and the distribution of care responsibili-
ties within households. Demographic change is a 
central driver shaping the care economy in North 
Macedonia, operating through both the demand 
for care and the availability of caregivers. Over 
the past decades, fertility has declined well below 

the replacement level of 2.1 children per woman, 
reaching approximately 1.5 births per woman in 
recent years, while outward migration - particu-
larly among young working-age individuals - has 
remained persistent (Petreski, 2021). 

These processes are contributing to a gradual 
reduction in population size and a transforma-
tion of the population’s age structure, which 
points to a sustained increase in care needs 
over time. The demographic pyramid presented 
in Figure 1, comparing the population in 2025 with 
projections for 2040, shows a clear narrowing of 
the younger cohorts alongside a visible expansion 
of older age groups. This pattern illustrates the 
progressive ageing of the population, with smaller 
incoming generations and a growing share of el-
derly individuals. From the perspective of the care 
economy, these shifts have a dual effect: they in-
crease the number of individuals likely to require 
care - particularly older persons - while simulta-
neously reducing the pool of potential caregivers 
within households and the labour market. As a 
result, care provision is increasingly shaped by a 
tightening balance between rising needs and de-
clining informal care capacity.
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Figure 1  Demographic pyramid of North Macedonia (2025 and 2040)

Source: State Statistical Office, Demographic projections - constant fertility.
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The population sizes and shares displayed in 
Figure 2 further illustrate the changing balance 
between key population groups associated 
with care needs. The number and share of chil-
dren aged 0–6 are expected to decline gradually, 
while those of individuals aged 65 and over are 
projected to increase steadily before flattening 

by 2070. These developments confirm the ageing 
pattern observed in the demographic pyramid and 
indicate a gradual shift in the composition of care 
demand. While childcare needs remain important, 
eldercare is expected to become an increasingly 
significant component of the care economy in the 
coming decades.

Source: State Statistical Office, Demographic projections - constant fertility.
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Figure 2  Past and projected shares of children (0-5) and elderly (65+) in total population

4.2. Availability of institutional 
care capacities
While the number of children aged 0–6 is 
broadly declining over time, this does not imply 
a reduction in childcare needs. On the contrary, 
as societies develop and modernize, the demand 
for formal childcare services tends to increase, 
driven by rising female labour-force participation, 
changing family structures, and shifting social 
norms around early childhood development (Blau 
& Currie, 2006). In North Macedonia, this dynamic 
is already visible: despite the demographic shrink-
ing of young cohorts, over one third of children 
(3-6 y.o.) are now enrolled in kindergarten or ear-
ly childhood education and care, up from around 
15% two decades ago (Figure 3, left). Although this 
reflects an important gradual expansion of child-
care services, the overall coverage remains mod-
est, implying that a large share of young children 
continues to rely on informal care arrangements 
within households. 

The availability of childcare services in these 
early years is pivotal for enabling women’s par-
ticipation in the labour market. When accessible 
and affordable childcare services are limited, par-
ents - particularly mothers - are often compelled 
to reduce working hours, accept part-time or infor-
mal employment, or withdraw from paid work al-
together (Del Boca, 2015; Thévenon, 2013). In North 
Macedonia, women’s participation rate in the la-
bour market hovered around 43% over the past two 
decades, and stood below that of men by about 20 
percentage points, reflecting persistent structural 
constraints linked to care responsibilities. These dy-
namics are further reinforced by enduring gender 
norms and wage differentials,10 which often make it 
economically rational within households for wom-
en to assume caregiving roles when care needs 
arise (Folbre, 2006). These patterns suggest that 
care needs are becoming increasingly service-in-
tensive rather than purely demographic in nature, 
placing additional pressure on both the expansion 
and accessibility of childcare provision.

9   The newest study on the gender pay gap in North Macedonia conducted by UN Women and ILO finds a factor-weighted gender pay gap raising from 14.6% in 
2014 to 15.9% and 2022.
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Institutional long-term care for older persons 
in North Macedonia remains particularly lim-
ited. As shown in Figure 3 (right), the number of 
eldercare recipients has gradually increased in re-
cent years, reflecting the growing importance of 
long-term care needs in an ageing society. How-
ever, the share of formal eldercare recipients in the 
total elderly population remains extremely small. 
Institutional long-term care therefore represents 
only a marginal component of elderly support, 
despite it cannot be assumed that every individ-
ual of this age cohort has a particular institutional 
care need. Instead, care for older persons contin-
ues to rely predominantly on informal arrange-
ments within households, typically provided by 
family members. Cultural norms that emphasize 
family responsibility for eldercare, combined with 
the limited availability and relatively high cost of 
institutional services, likely contribute to this out-
come. By contrast, the number of disability care 
recipients has declined somewhat over the same 
period. These patterns suggest that while formal 
care services are expanding, their reach remains 
limited relative to the demand generated by de-
mographic change.

The capacity of the formal care system is further 
illustrated by the availability of institutional in-
frastructure and workforce in the care sector. 
Figure 4 presents the number of caregiving and 
educational staff employed in kindergartens and 
early childhood development centres, alongside 
the number of institutions providing disability care 
and eldercare services. The data show a gradual in-
crease in the number of childcare staff over recent 
years, particularly in public institutions, reflecting 
the ongoing expansion of ECEC services. Howev-
er, this growth remains moderate relative to the 
potential increase in demand for care services. In 
parallel, the number of eldercare institutions has 
gradually increased, while the number of disability 
care institutions has remained largely unchanged. 
Still, only five out of the 43 eldercare institutions 
in 2024 have been fully publicly funded. The pri-
vate eldercare institutions are largely provided on 
a for-profit basis, while home care and communi-
ty-based services are primarily provided by public 
and private non-profit entities.

Source: State Statistical Office.

Figure 3  Number and share of children (0-6) attending kindergarten / early child development centre (left) 
and recipients of disability and eldercare (right)
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Source: State Statistical Office.

Figure 4  Caregiving staff in kindergartens and early childhood development centres (left) and number of 
disability and eldercare institutions (right)

In contrast, institutional capacity for disabili-
ty-related care remains particularly limited and 
narrowly defined. Based on available administra-
tive classifications, only a small number of facili-
ties can be clearly identified as dedicated disabili-
ty care institutions, including the Special Institute 
Demir Kapija, the Institute for Rehabilitation of 
Children and Youth, the Rehabilitation Institute 
Banja Bansko (Strumica), and a limited number of 
local day-care centres for persons with disabilities. 
This suggests that the formal infrastructure for 
disability care is both small in scale and fragment-
ed in scope. At the same time, certain forms of 
assisted living are provided within the broader so-
cial protection system, primarily targeting persons 
with disabilities, although such services remain 
scarce and unevenly developed. Some residen-
tial facilities for older persons also offer elements 
of assisted living, but these are not systematical-
ly structured as part of a distinct care model. The 
services typically include basic health monitoring, 
hygiene support, nutrition management, trans-
port to medical facilities, and limited rehabilitation 
services. More specialized forms of care - such as 
hospice and palliative care - are particularly un-
derdeveloped, with only one public hospital pro-
viding dedicated in-patient and mobile palliative 
services.

The structure of the care workforce highlights 
the strongly gendered nature of paid care work. 
Women account for more than 90% of caregiving 
and educational staff in ECEC institutions (Figure 
4, left). This concentration reflects the feminiza-
tion of care occupations widely observed across 
countries. While the expansion of formal child-
care services contributes to employment oppor-
tunities within the care sector, the strong gender 
segregation of these occupations is closely inter-
twined with the persistent undervaluation of care 
work and the prevalence of informal employment 
arrangements within households. Care-related 
jobs are often perceived as an extension of wom-
en’s traditional roles within households, which 
contributes to lower wages, limited recognition, 
and constrained career progression. At the same 
time, informality remains widespread - particular-
ly in segments such as domestic work, eldercare, 
and disability care - resulting in weaker labour 
protections, limited access to social security, and 
more precarious working conditions (Tumanos-
ka, 2021). These dynamics reinforce each other: 
the feminized nature of care work contributes to 
its undervaluation, while informality further ob-
scures its economic importance and undermines 
the well-being of care workers (ILO, 2018; Razavi, 
2007).
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4.3. Care service provision 
outside formal institutions
Although formal care services are gradually 
expanding, their capacity remains limited rela-
tive to the evolving care needs of the popula-
tion. As a consequence, a substantial share of care 
provision continues to take place outside formal 
and public institutions, within private providers, 
households and through domestic work arrange-
ments. Understanding the structure of the care 
economy therefore requires examining not only 
institutional services but also the role of home 
care, community-based care, domestic work and 
unpaid care within families.

Home-based and community-based care repre-
sent an intermediate layer of the care system, 
intended to support individuals who require 
assistance but do not need full institutionaliza-
tion. Assistance and care at home provide support 
with activities of daily living, enabling individuals 
with reduced functional capacity to remain in their 
homes and maintain a degree of independence. 
Since the adoption of the Law on Social Protection 
in 2019, these services have expanded, including 
provisions for publicly funded home care of up to 
80 hours per month per beneficiary. In parallel, 
community-based services - most notably day-
care centres for older persons - offer structured 
daily support through social, educational, and rec-
reational activities, contributing to social inclusion 

and basic well-being. However, despite this policy 
shift toward deinstitutionalization, the scale and 
coverage of such services remain limited, while 
alternative arrangements such as foster care for 
older persons exist in legislation but are rarely im-
plemented in practice.

The availability of home-based and communi-
ty-based care services provides an important 
indication of the system’s capacity to support 
care outside institutional settings. Table 3 and 
Figure 5 present the number of licensed providers 
and their beneficiary capacity across different types 
of out-of-institution services and target groups. The 
data reveal that provision remains limited in both 
scale and scope. While services for older persons 
are relatively more numerous - particularly in home-
based and out-of-family care - coverage for persons 
with disabilities is more constrained and concen-
trated in home-based and community-based ser-
vices. At the same time, services targeting other 
vulnerable groups, including victims of violence 
and socially excluded populations, remain margin-
al. Community-based services, which are critical 
for promoting independent living and reducing 
reliance on institutional care, are particularly under-
developed in terms of both provider numbers and 
capacity. Overall, the distribution of services sug-
gests that the system is still predominantly orient-
ed toward basic support functions, with insufficient 
expansion of care-intensive and preventive services 
that would enable a shift toward more integrated 
and community-cantered care provision.

Table 3  Number of licensed providers of home-based and community-based care services, 2026

Type of beneficiaries

Older persons 
(elderly)

Persons with 
disabilities

Victims of vio-
lence

Other 
(substance dependen-
cies, children without 
parental care, street 

children, etc.)

Total

Ty
pe

 o
f s

er
vi

ce

Home-based 
services 43 23 0 0 66

Communi-
ty-based ser-

vices
6 18 5 5 34

Out-of-family 
(residential) care 

services
35 4 0 5 44

Other 
(professional support 
services, counselling 

services)

0 0 3 3 6

Total 84 45 8 13 150

Source: Register of Licensed Providers of Social Services, MSPDY (2026).
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Figure 5  Beneficiary capacity of providers of home-based and community-based care services, 2026

Figure 6  Share of paid domestic workers in total employed

Other (professional support services, 
counselling services); 645

Other (substance dependencies, children 
without parental care, street children, etc.); 719

Community based services; 962 Other persons (elderly); 4471

Out-of-family (residential) care services; 1864 Victims of violence; 237

Home-based services; 4041 Persons with disabilities; 2085

Source: Register of Licensed Providers of Social Services, MSPDY (2026).

Source: State Statistical Office.
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4.4. Paid and unpaid domestic 
work
Paid domestic work represents only a very small 
segment of employment in North Macedonia, 
yet it constitutes an important component of 
household-based care provision. Figure 6 pres-
ents the share of workers employed in the sector 
“households as employers” together with an esti-
mate of paid domestic workers who reported per-
forming activities within employers’ households. 
Both indicators remain extremely low throughout 
the observed period, generally well below 1% of to-
tal employment. After an initial decline following 
2018, the share of paid domestic workers stabilizes 
at a modest level, while the proportion of workers 

formally recorded under the sector “households as 
employers” remains even smaller.

Within this already small segment of domestic 
workers, care-related occupations represent 
only a minor fraction. Occupations directly as-
sociated with care activities account for less than 
6% of domestic workers. This limits the possibility 
of conducting a detailed statistical breakdown of 
paid care provision within household employment 
and suggests that paid domestic work occupies 
only a marginal position in the formal labour mar-
ket. More broadly, the limited presence of paid do-
mestic work reflects structural factors such as the 
limited ability of households to afford paid care 
services, the prevalence of informal (and hidden) 
employment arrangements, and cultural norms 
that emphasize family responsibility for care.
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The limited scale of paid domestic and care 
work stands in sharp contrast to the extent of 
care provision taking place within households. 
The marginal significance of paid domestic work 
does not imply that care needs are limited; rath-
er, it reflects the fact that the vast majority of care 
is provided informally by household and family 
members. This imbalance highlights a core struc-
tural feature of the care economy in North Mace-
donia: care provision is predominantly unpaid and 
embedded within households, rather than exter-
nalized through market or public services. The 
scale of this reliance becomes more visible when 

examining the composition of inactivity and time 
allocation, where a substantial share of individuals 
- particularly women - remain outside the labour 
force due to care and household responsibilities. 
Figure 7 reinforces this by showing that “house-
wives” - an almost exclusively female category in 
North Macedonia - are present well beyond early 
adulthood and constitute a structurally dominant 
share of the inactive working-age population. This 
indicates that unpaid care responsibilities are not 
confined to a specific life stage, but instead rep-
resent a persistent and systemic factor shaping 
women’s labour-market disengagement.

Figure 7  Distribution of inactive population, by categories (2024)

Figure 8  Daily hours spent on various activities by men and women

Source: State Statistical Office.

Source: State Statistical Office, Time Use Survey 2014/15.

Note: The residual to a full 24-hour day is ‘sleeping’ and is not shown.

The reliance on household-based unpaid care 
provision becomes particularly visible when 
examining how men and women allocate their 
daily time. Figure 8 presents the average number 
of hours spent on various daily activities by gender. 
The data reveal a pronounced gender imbalance in 
unpaid household and care activities: women spend 

roughly three times more time on these tasks than 
men. At the same time, men allocate more time to 
paid employment and leisure activities. This sub-
stantial difference highlights the central role wom-
en continue to play in performing unpaid domestic 
and care work within households. 
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The unequal distribution of unpaid care work 
has important implications for gender equality 
and labour market participation. When women 
assume a disproportionate share of household 
and care responsibilities, their participation in paid 
employment, working hours, and career opportu-
nities may be constrained. In this way, the organi-
zation of care within households becomes closely 
linked to broader patterns of gender inequality in 
the labour market.

The evidence suggests that the care economy 
in North Macedonia remains heavily reliant on 
unpaid household provision of care. While for-
mal childcare services and long-term care institu-
tions are gradually expanding, they still cover only 
a limited share of care needs. At the same time, 
paid domestic work remains a very small segment 
of employment. Consequently, families - and with-
in them primarily women - continue to absorb the 
majority of care responsibilities. Strengthening the 
care system therefore requires not only expanding 
formal services but also addressing the unequal 
distribution of unpaid care work that underpins the 
current functioning of the care economy.

5. Care needs and 
gaps for key target 
groups

Care needs and gaps in North Macedonia are 
shaped by the interaction between structural 
constraints in service provision and deeply em-
bedded social norms governing care respon-
sibilities. This section combines evidence from 
survey data with qualitative interviews to provide 
a comprehensive account of how care is experi-
enced, accessed, and organized across different 
social groups. While survey-based evidence of-
fers a system-level perspective on access, afford-
ability, and attitudes, the interviews provide in-
sight into the lived realities of care, revealing how 
households adapt to systemic gaps in provision.

The qualitative interviews provide a grounded 
perspective on how care is experienced, orga-
nized, and negotiated across different social 
groups. Despite diversity in profiles - rural wom-
en, informal workers, caregivers of children and 
persons with disabilities, older women, and li-
censed providers - a consistent pattern emerges: 
care needs are intensive, structurally undersup-
ported, and largely absorbed within households, 
with women bearing the primary burden. Impor-
tantly, these experiences reveal not only the scale 
of unmet needs, but also the mechanisms through 
which households adapt to systemic gaps in ser-
vice provision.

Across all interviews, care needs are not epi-
sodic but continuous and, in many cases, in-
tensifying over time. This is particularly evident 
in situations involving chronic illness, disability, or 
advanced age, where care becomes a full-time re-
sponsibility that permeates all aspects of daily life. 
A respondent caring simultaneously for a paralyzed 
spouse and young children describes a routine in 
which “almost the entire day is filled with some 
obligations”, ranging from administering therapy 
and coordinating rehabilitation to managing child-
care and household tasks. In such cases, care is not 
limited to physical assistance, but extends to emo-
tional support, logistical coordination, and constant 
vigilance. Similarly, in multi-generational house-
holds, care evolves from relatively light support 
into a regime of continuous supervision, including 
meal preparation, monitoring mobility risks, and re-
sponding to deteriorating health conditions. Even 
where care needs appear less acute, such as among 
older couples in rural areas, they remain embedded 
in everyday survival, often taking the form of mu-
tual but fragile support arrangements that depend 
on diminishing physical capacity, as reflected by a 
rural elderly woman who self-cares and cares for 
husband: “for now we take care of each other, our-
selves”.

These dynamics are reinforced by broader de-
mographic trends. Migration - particularly of 
younger family members - has reduced the avail-
ability of informal support networks, leaving older 
persons increasingly dependent on limited local 
resources. As a rural respondent notes, such house-
holds are often left without immediate family sup-
port - children are abroad… we do not have anyone 
[to take care of us, n.b.]”. From the perspective of 
service providers, demand is both high and rising, 
with waiting lists becoming a structural feature of 
the system. As a licensed care provider notes, “we 
now have around 80 people on the waiting list… 
some wait up to a year”, pointing to a persistent 
mismatch between demand and supply. Survey 
evidence confirms that this mismatch is wide-
ly perceived: according to the Quality of Life Sur-
vey (Finance Think, 2026), 78% of citizens assess 
state-funded eldercare homes as insufficiently ac-
cessible or completely inaccessible, while nearly 
half express dissatisfaction with access to childcare 
services.

The ability to meet these needs is severely con-
strained by structural barriers related to access, 
distance, and affordability. In rural areas, access 
limitations are particularly pronounced, reflect-
ing both infrastructural deficits and geographic 
isolation. The absence of basic services - such as 
kindergartens, rehabilitation centres, or organized 
transport - directly restricts both care provision and 
labour market participation. In some municipalities, 
there is not even a single kindergarten, effectively 
excluding women from employment and reinforc-
ing reliance on home-based care. In some cases, 
this reflects a complete absence of services - 13,000 
residents, and not even a single kindergarten” (a 
licensed care provider). Even where services exist, 
they are often concentrated in urban centres, re-
quiring travel that is costly, time-consuming, and, 
in some cases, physically unfeasible for caregivers. 
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Waiting times further compound these constraints, 
with access to essential services such as speech 
therapy or specialized disability support often de-
layed by several months, or even up to a year.

Against this backdrop of constrained access, 
home-based care services for elderly and dis-
abled individuals emerge in the interviews as 
one of the few forms of support that effectively 
respond to care needs. Unlike institutional care, 
which is often perceived as disruptive and unde-
sirable, home care allows older persons to remain 
in familiar environments while receiving assistance 
with daily activities. This is particularly relevant in 
cases where care needs are continuous but not yet 
intensive or fully medicalized, and where house-
holds require partial relief rather than full substitu-
tion. As one service provider noted, “home-based 
care… is one of the best things that could have 
happened for older people”. At the same time, this 
model remains capacity-constrained and uneven-
ly accessible, with waiting lists and limited geo-
graphic coverage preventing it from fully offsetting 
broader system gaps.

Affordability represents an equally binding 
constraint. Private care services are widely per-
ceived as beyond the reach of most households, 
with informal caregivers costing around MKD 
36,000 per month and formal services even more. 
For households reliant on pensions or irregular in-
comes, such expenditures are unsustainable. Public 
transfers, while important, are insufficient to bridge 
this gap. One respondent noted that the care allow-
ance received - approximately MKD 9,800 - covers 
only a fraction of actual needs, as one caregiver to a 
person with disabilities explained, the amount “… is 
only a week and a half of therapy”. Survey evidence 
(Finance Think, 2026) reinforces this pattern: among 
households that report spending on care, costs can 
exceed MKD 30,000 per month, particularly for el-
dercare. As a result, care decisions are often driven 
not by preference, but by financial necessity, with 
households opting for informal solutions even 
when they would prefer formal services.

Against this setting, the relationship between 
care and employment emerges as deeply con-
strained. Care responsibilities frequently lead to 
withdrawal from the labour market, particularly 
among women. As a mother who cares for own 
children and a spouse with disabilities stated, “for 
now, yes… this is why I am not working”, highlight-
ing the direct link between caregiving and econom-
ic inactivity. Even when employment is pursued, it 
must conform to highly restrictive conditions, such 
as part-time work, flexible schedules, or proximity 
to home. However, such opportunities are limited, 
particularly in rural areas and for individuals without 
specialized skills. In practice, this results in a struc-
tural incompatibility between care and work, rather 
than a simple trade-off.

This incompatibility is especially evident among 
women engaged in agriculture, where care 
responsibilities intersect with physically de-
manding and time-sensitive productive work. 
In these contexts, care is not a separate domain but 
embedded within daily economic activity. Women 

must simultaneously manage farm work, house-
hold responsibilities, childcare, and eldercare, often 
without external support. As a rural woman who 
works in agriculture and takes care of the house-
hold and children stated, this requires “almost su-
perhuman effort to manage everything”, highlight-
ing the intensity of overlapping responsibilities in 
contexts where “there is no time… from early morn-
ing until late at night”. The seasonal nature of agri-
cultural work further intensifies these pressures, as 
peak labour periods coincide with persistent care 
demands. This creates a cycle in which care limits 
productive capacity, while economic necessity rein-
forces reliance on unpaid labour.

In response to these constraints, households 
develop a range of coping strategies that rely 
heavily on informal and hybrid arrangements. 
Family-based care remains the dominant model, 
with women typically assuming primary responsi-
bility. This is often supplemented by informal paid 
care, neighbourly support, or co-residential ar-
rangements, where caregivers provide assistance 
in exchange for accommodation or modest com-
pensation. The informal childcare sector illustrates 
similar dynamics. Nannies, often older women ex-
cluded from formal employment, operate almost 
entirely outside formal systems. As a woman - in-
formal childcare provider noted, “there was no sys-
tem… everything was based on oral agreement”. 
Caregivers further indicated that employment was 
entirely contingent - if they tell you to leave, you 
leave… there is no one to complain to”. While these 
arrangements offer flexibility, they are inherently 
precarious, lacking formal contracts, social protec-
tion, or stable income. Informality thus emerges not 
as a cultural preference, but as a systemic response 
to gaps in formal provision.

Cultural norms further shape these patterns, re-
inforcing reliance on family-based care. Across 
interviews, there is a strong expectation that chil-
dren should care for their parents, particularly 
among older generations. One respondent living 
in rural area and self-caring in old age captured 
this sentiment directly: “we still believe that chil-
dren should take care of us”, even as respondents 
acknowledged that such expectations are increas-
ingly difficult to sustain in practice. This expectation 
is often internalized by both caregivers and care 
recipients, influencing decisions even when for-
mal services are available. Institutional care, such 
as eldercare homes, is frequently perceived as un-
desirable, associated with loss of autonomy, social 
stigma, and emotional detachment. At the same 
time, there is evidence of gradual change, particu-
larly among younger respondents, who recognize 
that migration and changing family structures are 
making traditional care arrangements increasingly 
difficult to sustain.

In this context, home-based care emerges as 
a more norm-compatible alternative. Allowing 
older persons to remain in familiar surroundings 
while receiving support preserves their autonomy 
and dignity while avoiding the stigma and adjust-
ment challenges associated with institutionaliza-
tion. Interview evidence suggests that even in-
dividuals initially resistant to external assistance 
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become more receptive over time when support 
is delivered in-home, where trust can be gradu-
ally built and care relationships personalized. At 
the same time, home care plays a critical role in 
alleviating pressure on families, particularly in cas-
es where care needs are continuous but not yet at 
the stage requiring full-time institutional care.

Stigma and trust also play a role in shaping care 
choices. Some respondents expressed reluctance 
to allow outsiders into their home, while others 
pointed to social stigma associated with care work 
itself. As one licensed care provider explained, in 
certain communities, people question “what oth-
ers will say if you go clean someone else’s home?”. 
Gender norms further complicate these dynamics, 
with resistance to male caregivers and initial dis-
trust toward formal providers. However, these atti-
tudes are not static. Increased exposure to care ser-
vices appears to reduce stigma and build trust over 

time, suggesting that cultural barriers may gradual-
ly weaken as services expand and normalize.

Evidence from the European Values Survey (EVS) 
confirms the strength of these norms and ste-
reotypes. A large majority of respondents believe 
that adult children have a duty to care for their el-
derly parents (74.2% of men and 72.6% of women), 
reflecting deeply embedded intergenerational 
norms (Figure 9). At the same time, respondents 
express high levels of concern about the well-be-
ing of older persons (62.3% of all respondents) 
and persons with disabilities (75.8%), indicating an 
awareness of growing care needs. However, this 
concern does not translate into a corresponding 
expectation of formal service provision. Instead, 
care is predominantly perceived as a family obli-
gation, reinforcing the continued reliance on infor-
mal care arrangements.
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Figure 9  Attitudes toward long-term care

Source: European Values Survey (2019).

Across all groups, the gendered nature of care 
remains a defining feature. Women are expect-
ed to absorb unpaid care work, often at significant 
personal cost. This includes not only lost income 
and employment opportunities, but also physi-
cal exhaustion and psychological strain. Even in 
households where care is nominally shared, wom-
en typically act as the primary coordinators and 
providers of care. Importantly, this pattern is not 
always perceived as a matter of choice, but rather 
as an unavoidable consequence of limited alterna-
tives. Structural constraints - such as inadequate 
service provision, high costs, and inflexible labour 
markets - interact with cultural norms to reinforce 
gender inequalities. These lived constraints are 
also reflected in policy preferences: women 
show significantly stronger support for measures 
directly linked to the care economy, such as flex-
ible working arrangements and expanded State 
provision of childcare services, likely reflecting 

their greater involvement in caregiving and the 
disproportionate burden they bear in unpaid care 
work (Finance Think, 2026).

In the EVS data, a substantial share of respon-
dents agree that women’s primary role remains 
centred on the home and children. While a large 
majority of respondents (60.2% of men and 68.6% 
of women) consider the sharing of household 
chores important for a successful marriage, this 
does not translate into fully egalitarian views on 
gender roles (Figure 10, left). A substantial share 
of both men (60%) and women (58.2%) agree that 
women’s primary role remains attached to the 
household, even when they are engaged in paid 
employment (Figure 10, middle). This reflects a 
dual burden placed on women, who are expected 
to reconcile labour market participation with pri-
mary responsibility for unpaid care.
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Figure 10  Attitudes toward gender roles and norms related to early childhood care

Source: European Values Survey (2019).
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Norms related to early childhood care further 
reinforce reliance on family-based care (Figure 
10, right). A considerable proportion of respon-
dents agree that preschool children suffer when 
mothers engage in paid work (35.8% of men and 
39.6% of women), indicating a cultural preference 
for maternal care over institutional childcare. Such 
perceptions can reduce the social acceptability of 
the use of formal childcare services, particularly for 
younger children. However, when directly asked 
about preferred care arrangements, respondents 
who disagree that home-based childcare is superi-
or to formal care prevail, which may signal a gradual 
shift in attitudes toward greater acceptance of insti-
tutional care. 

This apparent tension suggests that while nor-
mative beliefs about maternal roles remain per-
sistent, they coexist with emerging preferences 
for formal childcare services. This likely reflects 
changing economic realities, increased female 
labour force participation, and growing aware-
ness of the developmental benefits of ECEC. 
While traditional expectations remain strong, 
particularly in rural areas and among older gen-
erations, respondents increasingly recognize that 
migration, labour market pressures, and changing 
family structures are making exclusive reliance on 
family-based care more difficult to sustain. These 
attitudes interact with existing supply constraints: 
even where childcare services are available, their 
utilization may be shaped by normative preferenc-
es, thereby limiting the effectiveness of policies 
aimed at expanding ECEC. These findings sug-
gest that while traditional norms regarding care 
responsibilities remain persistent, there is also 
growing support - particularly among women - for 
policies that would facilitate a more balanced dis-
tribution of care. However, lower levels of support 
among men may limit the broader societal con-
sensus needed to advance such reforms (Finance 
Think, 2026).

The combined evidence suggests that care in 
North Macedonia is not organized through de-
liberate choices among well-functioning alter-
natives, but through constrained adaptation to 
limited and often inadequate options. Care ar-
rangements are shaped by insufficient public provi-
sion, high private costs, limited labour market flexi-
bility, and deeply embedded cultural expectations. 
As a result, households internalize care responsibil-
ities, and informal solutions substitute for formal 
systems. This leaves households to manage care 
internally - often because “there was no system” to 
rely on - and women bear a disproportionate share 
of the burden. In this context, expanding formal care 
services is not merely a matter of improving welfare 
provision, but a necessary condition for enabling 
labour market participation, advancing gender 
equality, and ensuring the long-term sustainability 
of care systems in the face of demographic change.

6. Financing the care 
system

6.1. Current financing of care 
services
The financing of care services in North Mace-
donia is structured across three main channels: 
public financing through the central govern-
ment budget, decentralized and own financing 
at the municipal level, and private or out-of-
pocket spending by households. At its core, the 
system is predominantly tax-financed, with the 
central government budget constituting the main 
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Figure 11  Composition of social protection financing, 2024

Source: MoF, 2024.

source of funding for care services. While certain 
care services - most notably childcare and residen-
tial eldercare - are organized and delivered at the 
municipal level, their financing largely originates 
from the central budget. In particular, block grants 
transferred to municipalities cover the wages and 
a substantial share of operating costs of public kin-
dergartens and residential elderly homes, imply-
ing that these resources should be understood as 
central-government, tax-based funding executed 
at the local level, with municipal own contributions 
largely confined to infrastructure and supplemen-
tary expenditures. By contrast, the rest of the long-
term care (home-based and community-based 
care) and disability services remain predominant-
ly financed directly from the central budget to li-
censed social-service providers, without a dedicat-
ed or earmarked financing mechanism.

Alongside this dominant tax-based core, a limit-
ed contributory component exists through the 
social insurance system. Certain care-related 
benefits - particularly maternity leave and sick-
ness-related leave for care of dependents - are 
financed through health insurance contributions, 
while small part of the pension contributions fi-
nances disability-related benefits that are partly 
linked to care needs. However, these contributo-
ry elements remain narrow in scope and do not 
constitute a comprehensive or dedicated financ-
ing pillar for care. As a result, the system oper-
ates through a combination of central transfers, 
limited municipal resources, limited contributo-
ry schemes, and private co-payments, creating a 
multi-channel financing structure that lacks co-
herence and predictability. This has important im-
plications for service provision: reliance on locally 
implemented childcare financing, combined with 
uneven municipal capacities, constrains invest-
ment in infrastructure and workforce, particularly 
in less developed areas. Furthermore, the absence 
of a dedicated financing instrument for long-term 

care - such as a social insurance scheme - limits 
the system’s ability to respond to growing demand 
driven by ageing population. Across all segments, 
formal provision is complemented by private and 
out-of-pocket arrangements, as well as unpaid 
care within households, particularly where service 
coverage remains limited.

At first glance, the scale and composition of 
public financing for care could be inferred from 
the functional classification of the State bud-
get, particularly under the category of social 
protection. This category provides an entry point 
for assessing expenditures related to social risks, 
including old age, disability, and family support. 
In 2024, North Macedonia spent 13.4% of its GDP 
on social protection. Figure 11 presents the distri-
bution of such spending across its main functions. 
However, this aggregate view offers only a par-
tial and potentially misleading picture of care fi-
nancing as care-related spending represents only 
a subset of social protection expenditure. A sub-
stantial share of the category is absorbed by old-
age pensions (an astonishing 81%, representing 
10.9% of GDP), which, while critical for income se-
curity, do not directly finance care provision. Their 
dominance within the social protection envelope 
tends to obscure the relatively limited resources 
allocated to services and benefits that directly ad-
dress care needs. On the other hand, care-related 
expenditures extend beyond the boundaries of so-
cial protection as per its definition in the budget’s 
functional classification: important components 
are embedded in other functional categories. In 
particular, early childhood education and care ser-
vices (kindergartens) are largely nested under the 
education category, while certain services - espe-
cially those related to long-term care and disability 
- may partially fall in the health functional group, 
reflecting the blurred boundary between social 
and medical care.
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Approximating care spending with social assis-
tance expenditure is likewise not appropriate. 
While social assistance constitutes a narrower com-
ponent of social protection and may appear more 
closely aligned with care-related spending, it nev-
ertheless encompasses a range of instruments that 
are not directly linked to care provision. North Mace-
donia spends 1.4% of its GDP on social assistance. 
As illustrated in Figure 12, the largest share of such 
spending is absorbed by the care allowance (28.8% 

To approximate the scale of care financing, this 
study adopts a bottom-up identification strate-
gy based on the functional and economic clas-
sification of public expenditures, complement-
ed by programme-level information on social 
transfers and services. Given the absence of a 
dedicated budget classification for the publicly-fi-
nanced care economy, care-related public spend-
ing cannot be directly observed in official statistics 
and must instead be constructed by isolating rele-
vant components across multiple sectors.

The starting point is the functional and insti-
tutional classification of the State budget, par-
ticularly expenditures under social protection, 
education, and - where relevant - health, with 
a focus on the budget of the MSPDY. A filtering 
approach is applied to identify expenditure items 
that correspond to care functions, including: (i) 
early childhood education and care (kindergar-
tens), (ii) long-term care services for older persons, 
(iii) services and benefits for persons with disabil-

or 0.41% of GDP) and by the Guaranteed Minimum 
Assistance scheme (GMA, 25.5% or 0.37% of GDP), 
followed by parental allowances (15.4%) and social 
pensions (9.5%). Among these, the GMA - the key 
social assistance scheme - primarily serves income 
support objectives rather than directly financing 
care services. Including such expenditures without 
distinction would therefore lead to a systematic 
overestimation of care financing and obscure the 
limited resources allocated to actual care services.

ities, and (iv) selected family-related and care-re-
lated cash benefits.

The identification of relevant expenditures fol-
lows a functional criterion, whereby only those 
expenditures that are directly linked to the pro-
vision of care or arise as a consequence of care 
needs are included. This implies the inclusion of 
benefits that enable or compensate care provision - 
such as care allowances, disability-related benefits, 
and maternity or parental leave - while excluding 
broader income-replacement schemes that are not 
contingent on care needs, such as pensions, gen-
eral social assistance or pronatalist or income-sup-
port allowances. This distinction is critical to avoid 
conflating care provision with income maintenance 
and to ensure that the resulting estimates reflect 
resources directed toward care functions.

Within social protection, this requires distin-
guishing between care-related and non-care-re-
lated transfers. For example, programmes such 
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Figure 12  Composition of social assistance allowances, 2024

Source: MSPDY, 2024.
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Table 4  Detailed spending on public care provision, 2024

as guaranteed minimum income, social pension 
and general poverty alleviation measures are ex-
cluded, while benefits linked to care dependency 
(e.g. care allowance, disability-related benefits, 
and foster care support) are retained. Similarly, 
expenditures on residential institutions and com-
munity-based services are included where they 
directly correspond to care provision.

For childcare, financing is identified through 
expenditures on kindergartens, which are re-
corded under education functions but largely 
financed through central-government block 
grants executed by municipalities. This necessi-
tates tracing expenditures across both central and 
municipal budget lines to avoid double counting 
and to correctly attribute financing sources. How-
ever, municipalities’ own spending on kindergar-
tens (and, potentially, other childcare services) 
cannot be separately identified due to the aggre-
gation level of local budgets.

Importantly, the classification adopted in this 
study follows a functional rather than contrib-
utory logic. While several social transfers - such 
as pensions, maternity benefits, or sickness allow-
ances - originate from employment-based social 
insurance systems, not all of them correspond to 
care functions in a strict sense. In this sense, ben-
efits such as maternity leave and sickness leave for 
care of dependents are retained, as they explicitly 
substitute for unpaid care work or enable caregiv-
ing within households. By contrast, pensions - al-
though also derived from employment - primarily 

serve as income replacement in old age and are 
not intrinsically linked to care provision, and are 
therefore excluded. This functional approach is 
consistent with the broader literature on the care 
economy, which conceptualizes care as a form of 
social infrastructure rather than a general compo-
nent of social protection.

The resulting estimates therefore represent a 
conservative approximation of public care fi-
nancing. Table 4 presents the resulting compo-
sition of care-related public expenditures based 
on this classification. North Macedonia is estimat-
ed to spend 12.9 billion denars per year publicly, 
equivalent to 209.6 million euros, or 1.34% of GDP 
on care.

It should be noted that the line item “social ser-
vices” includes a heterogeneous set of inter-
ventions defined under the Law on Social Pro-
tection, ranging from information, counselling, 
and professional support to more care-intensive 
services. In particular, recently expanded services 
such as home-based and community-based ser-
vices - including home care, personal assistance, 
day care, and respite care - are of central impor-
tance for the functioning of the care economy, as 
they directly substitute and reduce unpaid care 
within households. These are complemented by 
other forms of provision such as supported living, 
foster care, and institutional placement. As such, 
the reported spending on social services aggre-
gates both direct care provision and broader social 
support functions.

Category Subcategory Sub-subcategory, if any
Total public 

cost (million 
denars.)

Children

Childcare institutions - 
kindergartens and ECD 
centres

Functioning 4.5

Construction 115.3

Block grants to municipalities* 475.5

Other childcare institutions** 121.3

Allowances 
(Child protection)

Special allowance 651.9

One-time financial assistance for newborns 174.1

Unique parental allowance 0.5

GMA - child allowance 457.0

Allowances 
(Social protection)

Foster care placement 119.9

Allowance for foster caregivers 27.3

Allowances 
(Employment-related)

Maternity allowance 3,953.6

Sickness allowance (care of other member) 336.6

Social services*** 274.1
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The composition of care-related public spend-
ing reveals a system that is strongly skewed 
toward cash-based support rather than ser-
vice provision, and is predominantly oriented 
toward children’s needs (Figure 13). More than 
half of total care spending is directed toward chil-
dren (52.1%), followed by persons with disabilities 
(43.7%), while care support for older persons ac-
counts for a comparatively modest share (4.2%), de-
spite ongoing demographic ageing pressures. This 
distribution reflects both the structure of existing 
entitlements and the relative expansion of disabili-
ty-related benefits in recent years, but also points to 
a potential underdevelopment of formal long-term 
care for the elderly.

At the same time, the breakdown by type 
underscores a dominant reliance on mone-

tary transfers, which account for 83.7% of total 
care-related spending, compared to only 8.5% 
for social services and 7.8% for institutional func-
tioning and investment. This imbalance suggests 
that the system primarily supports households 
in coping with care needs financially, rather than 
ensuring the direct provision of accessible and 
quality care services. While such transfers play an 
important role in income support, their predom-
inance indicates limited investment in the care 
infrastructure and workforce required for a func-
tioning care economy. These patterns point to a 
public care system that remains transfer-orient-
ed, service-constrained, and only partially aligned 
with emerging needs, particularly in the context of 
population ageing and the policy objective of ex-
panding community-based care.

Source: Authors’ estimates based on data collected from the Ministry of: Finance; Ministry of Social Policy, Demography and 
Youth; Ministry of Digital Transformation; and the Health Insurance Fund.

Notes: * The share of block grants directed to childcare institutions is obtained by using the number of employees as distribution 
key. ** Share of cost for: day-care centres and shelters for non-institutional social protection; and centres for institutional social 
protection; where the number of employees of respective social protection institutions categorized in childcare, eldercare and 
disability care is used as a distribution key. *** Share of cost for deinstitutionalization and social services, where the number of em-
ployees of respective social protection institutions categorized in childcare, eldercare and disability care is used as a distribution 
key. Social services for elderly are amended by the cost for social services for pensioners (project-related financing within Pension 
and Disability Insurance Fund).

Category Subcategory Sub-subcategory, if any
Total public 

cost (million 
denars.)

Elderly
Eldercare institutions

Functioning** 8.7

Construction 104.7

Social services*** 426.6

Disability

Disability care institutions** 176.3

Allowances

Personal care allowance 3,969.7

Civil disability benefit 54.6

Mobility and blindness benefit 1,039.0

Social services*** 398.4

TOTAL COST OF CARE 12,889.6

43,7%

4,2% 8,5% 7,8%

52,1% 83,7%

Elderly Social services Institutional 
functioning

Disability Children Allowances

Figure 13  
Composition of public 
care spending, 2024

Source: Table 4
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6.2. Co-payments and private 
financing
Private financing of care services in North 
Macedonia exists but remains structurally lim-
ited, particularly in the childcare segment. 
Public childcare provision is heavily subsidized and 
constitutes the dominant mode of service delivery. 
Parents’ co-payments for enrolled children are set 
at approximately EUR 35 per month - equivalent to 
around 4.3% of the average wage and around 10% of 
the total public cost for childcare - while additional 
subsidies and exemptions are available for children 
from low-income households, including beneficia-
ries of the Guaranteed Minimum Assistance (GMA).11 
Private providers account for only a small share of 
total enrolment - 4.2% in 2024 - and are fully fund-
ed by parents-paid fees (Figure 3). Private childcare 
services are associated with substantially higher 
user fees (on average, around EUR 300 per month), 
effectively restricting their use to higher-income 
households. The approximate cost for attending pri-
vate childcare facility is estimated at around 5% of 
the total public cost of childcare. This suggests that 
private childcare operates primarily as a gap-filling 
mechanism in response to capacity constraints in 
the public system, rather than as a parallel or sys-
temic pillar of care provision. As such, while private 
spending is relevant for understanding inequalities 
in access and quality, its aggregate quantitative im-
portance in childcare remains limited.

A similar pattern applies to residential elder-
care. In publicly-funded institutions, monthly 
co-financing fees range between approximately 
EUR 200 and EUR 360, corresponding to roughly 
46% to 85% of the average pension, while private 
residential facilities charge substantially higher 
fees - typically between EUR 685 and EUR 900 per 
month, or around 1.6 to 2 times the average pen-
sion. Such amounts are borne by the beneficiaries 
or their families (with exemptions for public insti-
tutions applicable for low-income beneficiaries, 
upon verification by the Centres for Social Work 
(CSW). This pricing structure indicates that access 
to private residential care is effectively restricted 
to higher-income households, while even publicly 
provided care entails a considerable financial con-
tribution from beneficiaries. As a result, afford-
ability constitutes a key constraint in accessing 
institutional long-term care, particularly for older 
persons with lower incomes.

Beyond residential care, home-based and com-
munity-based services are financed through a 
combination of public, donor funding and pri-
vately paid arrangements. Under the current 
system, providers that have formal agreements 
with the MSPDY or municipalities deliver services 
financed (fully or partially) from the public bud-
get, typically following eligibility assessments by 
the CSWs. In non-negligible cases, such services 
are supported through donor projects channelled 
either directly to the private providers or through 
the State budget. For these publicly supported 
services, reference prices are administratively set, 
for example, EUR 6.50 per hour for home assis-
tance and care, and between EUR 151 and EUR 257 

per month for day-care services for older persons, 
depending on the service type. However, such ar-
rangement-based and contractual approach limits 
predictability and continuity of service provision.

Home-based and community-based service 
providers may also offer services outside these 
public-private contractual agreements on a ful-
ly private basis, with prices determined by mar-
ket conditions, care intensity, and local labour 
costs. This dual structure creates a segmented 
system in which access to care depends both on 
eligibility for publicly financed services and on the 
ability to pay for private alternatives. Despite the 
relevance of these financing arrangements, the 
absence of comprehensive data on service uti-
lization and private expenditures prevents their 
systematic aggregation. Consequently, succinct 
estimates of care financing remain confined to the 
publicly observable segment and should be inter-
preted as a lower-bound approximation of total 
care spending in North Macedonia.

A substantial portion of care is provided in the 
form of unpaid household labour. Although this 
form of care has clear economic value and directly 
substitutes for market or publicly provided services, 
it is not captured in standard national accounts and 
cannot be directly measured through budgetary 
data. Existing estimates suggest that, when valued 
at the prevailing minimum wage, unpaid domes-
tic work in North Macedonia amounts to approxi-
mately 25.3% of GDP, highlighting its substantial yet 
largely unrecognized contribution to the economy 
(Petreski et al., 2024). It should be noted that this 
is the estimated value of the total unpaid domes-
tic work, which includes but is not exclusively care. 
Incorporating the value of unpaid care work in the 
estimates of the value of the care economy would 
significantly increase the estimated size of the care 
economy and further strengthen the case for policy 
attention and investment.

6.3. Adequacy, composition 
and gaps in care financing
The estimated level of public spending on care 
- amounting to approximately 1.3% of GDP - 
provides an initial indication of the scale of re-
sources allocated to supporting care needs in 
North Macedonia. However, this aggregate figure 
must be interpreted in light of both the structure 
of spending and the broader institutional context 
in which care is provided. In comparative perspec-
tive, this level of spending appears modest. In 
many European countries, public expenditure on 
childcare and long-term care combined typically 
exceeds 2–3% of GDP, particularly where formal 
care systems are more developed and service-ori-
ented (OECD, 2020b; 2023; OECD Family Data-
base). While cross-country comparisons should be 
interpreted with caution due to methodological 
differences, this benchmark nonetheless points to 
a financing gap in the scale of investment in care 
in North Macedonia.
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This financing gap is compounded by the com-
position of spending, which reveals a strong 
dominance of cash-based benefits, particularly 
in the domains of disability and family-related 
transfers. While such benefits play an important 
role in supporting households facing care respon-
sibilities, they do not directly expand the availability 
of care services. As a result, a substantial share of 
public resources is directed toward income support 
rather than service provision, limiting the system’s 
capacity to address structural gaps in access to care. 

Financial and access barriers further reinforce 
these gaps across both long-term care and 
childcare. Long-term care is financed through a 
combination of public funds and out-of-pocket 
payments, placing a significant burden on house-
holds and constraining effective access, partic-
ularly for lower-income groups. Even within the 
public system, services such as residential elder-
care may be financially unaffordable for a substan-
tial share of the population, effectively confining 
access to relatively higher-income households. 
A similar pattern is observed in childcare, where 
public provision remains limited and private alter-
natives - most notably private kindergartens - are 
often prohibitively expensive, further restricting 
access along income lines. As a result, many in-
dividuals rely on informal care not as a preferred 
option, but as a necessity, despite clear preferenc-
es for formal services and reduced caregiving bur-
dens, especially among younger generations.

These challenges are further exacerbated by 
system-level gaps in financing design and co-
ordination. The absence of a dedicated and in-
tegrated financing mechanism for care - partic-
ularly in the area of long-term care - means that 
resources are fragmented across multiple budget 
lines, governance levels and institutions. Unlike 
systems that rely on earmarked social insurance 
schemes or consolidated care funds, the current 
arrangement limits predictability, constrains long-
term planning, and reduces the system’s ability to 
scale up services in response to rising demand. In 
addition, the financing of home-based and com-
munity-based services - despite their growing im-
portance - may in practice depend on donor-sup-
ported programmes or project-based funding, 
raising concerns about sustainability and continu-
ity of provision.

The limited scope of publicly financed services 
also translates into a coverage gap, reflected 
in continued reliance on private and informal 
arrangements, including out-of-pocket pay-
ments and unpaid care within households. As 
discussed in Section 6.2, unpaid care work alone 
represents a substantial share of total care provi-
sion, far exceeding publicly financed care when 
valued economically. This reliance introduces im-
portant distributional inequalities, as access to 
care becomes dependent on household resources 
and the availability of informal caregivers. In this 
context, privately financed alternatives - particu-
larly in the domain of home-based and commu-
nity-based care - are often accessible primarily to 
higher-income households, reinforcing stratifica-
tion in access to quality care.

Finally, these financing gaps have a clear gen-
der dimension. The current financing structure 
does not adequately support the recognition, re-
duction, and redistribution of unpaid care work. 
The predominance of cash transfers, combined 
with limited expansion of accessible services, re-
inforces existing gender roles, whereby women 
continue to bear the primary responsibility for 
care provision. This, in turn, perpetuates gender 
gaps in labour force participation, working hours, 
and earnings.

These findings suggest that care financing in 
North Macedonia is characterized by interre-
lated gaps in scale, composition, access, and 
gender responsiveness. This reflects not only 
insufficient aggregate public spending but also 
a structural imbalance between public provision 
and actual care needs. While public expenditure 
on care remains relatively modest, the total so-
cietal cost of care - when accounting for private 
spending and unpaid labour - is substantially high-
er, yet largely hidden within households. This indi-
cates that the financing gap is not solely a matter 
of increasing resources, but also of reallocating 
existing costs more effectively across the system. 
In this sense, expanding public investment in care 
services would not necessarily generate new so-
cietal costs, but rather shift part of the existing 
burden from households to the public sector in a 
more equitable, efficient, and gender-balanced 
manner. Addressing these gaps therefore requires 
not only increasing the overall level of investment, 
but also rebalancing expenditures toward service 
provision, strengthening coordination across sec-
tors, and developing more sustainable and coher-
ent financing mechanisms.

6.4. International financing 
models
To contextualize the level and structure of care fi-
nancing in North Macedonia, it is useful to bench-
mark it against selected international experiences 
that represent different models of care provision 
and financing. Given the country’s institutional 
setup, demographic trends, and fiscal capacity, 
the comparison focuses on a targeted set of Eu-
ropean countries that offer relevant policy les-
sons rather than a broad cross-country overview.

Three groups of countries are particularly informa-
tive.

First, Nordic countries (e.g., Sweden and Den-
mark) represent the most advanced model of 
publicly financed and service-oriented care 
systems. These countries are characterized by 
high levels of public expenditure on care - typical-
ly exceeding 3% of GDP - combined with exten-
sive provision of universally accessible childcare 
and long-term care services. A defining feature 
of this model is the strong emphasis on public 
service provision rather than cash transfers, 
supported by integrated financing mechanisms 
and well-developed local government capaci-
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ties (OECD, 2020a; European Commission, 2022). 
These systems are also explicitly designed to sup-
port gender equality through the redistribution of 
care responsibilities and high female labour-force 
participation.

Second, continental European countries (e.g., 
Germany and Austria) provide examples of 
systems based on dedicated long-term care fi-
nancing mechanisms, most notably social insur-
ance schemes. Germany’s long-term care insurance 
(Pflegeversicherung), introduced in 1995, combines 
cash benefits and in-kind services, allowing benefi-
ciaries to choose between formal care provision and 
family-based care arrangements (Jung and Ober-
amtsrat, 1995; Campbell et al., 2010; OECD, 2020a). 
While these systems still rely partly on informal 
care, they offer more predictable and structured 
financing compared to general budget-funded 
models. At the same time, they illustrate the trade-
offs between flexibility, fiscal sustainability, and the 
balance between cash and service provision.

Third, Central and Eastern European (CEE) 
countries (e.g., Slovenia and Croatia) offer more 
directly comparable cases in terms of institutional 
legacies, fiscal constraints, and demographic dy-
namics. These countries have undertaken gradual 
reforms to expand childcare coverage and intro-
duce elements of community-based long-term 
care, often supported by EU funding. Slovenia, in 
particular, has achieved relatively high childcare 
enrolment rates alongside increasing public in-
vestment, while Croatia has expanded early child-
hood education through a combination of national 
funding and municipal provision (European Com-
mission, various years). However, similar to North 
Macedonia, these systems continue to face chal-
lenges related to fragmentation, regional dispari-
ties, and reliance on informal care.

In addition, the experience of OECD and EU coun-
tries more broadly highlights a consistent pattern: 
systems that allocate a greater share of resources 
to formal care services - particularly early child-
hood education and home-based long-term 
care - tend to achieve better outcomes in terms 
of labour market participation, gender equality, 
and care quality (OECD, 2020a; ILO, 2018). Con-
versely, systems that rely predominantly on cash 
transfers and informal care, as is the case in North 
Macedonia, tend to exhibit persistent gaps in ac-
cess and higher unpaid care burdens.

Against this comparative backdrop, the care 
financing model of North Macedonia appears 
to be positioned closer to the lower end of 
the spectrum in terms of both scale of invest-
ment and degree of service orientation. Public 
spending remains below levels observed in both 

advanced and comparable economies, while the 
structure of financing is more heavily tilted toward 
cash benefits rather than service provision. At the 
same time, the absence of a dedicated financing 
mechanism for long-term care and the reliance 
on fragmented budgetary channels further distin-
guish it from more consolidated systems.

7. International 
good practices in 
transforming care 
systems

Recognizing the economic and social impor-
tance of care work, several countries have 
undertaken major reforms to transform their 
care systems. These reforms typically aim to ex-
pand access to care services, strengthen care in-
frastructure, improve labour conditions for care 
workers, and create sustainable financing mecha-
nisms. International experience demonstrates that 
care systems can be strengthened through a com-
bination of public investment, institutional coordi-
nation, and policy frameworks that recognize care 
as a shared responsibility between the State, the 
market, and families.

Table 5 presents a comparative overview of se-
lected international experiences in transform-
ing care systems, highlighting different institu-
tional approaches and financing mechanisms 
through which countries have expanded care 
services and addressed the unequal distribu-
tion of care work. Although the institutional and 
economic contexts of the selected countries dif-
fer significantly, these examples illustrate several 
broad pathways for strengthening care systems. 
These include the establishment of integrated 
care frameworks, the development of dedicated 
financing mechanisms for long-term care, the ex-
pansion of community-based services, and large-
scale public investment in childcare infrastructure. 
Together, these approaches demonstrate that 
care systems can be strengthened through coor-
dinated public policy, sustainable financing mod-
els, and a clear recognition of care as a public good 
that supports gender equality and inclusive eco-
nomic development (ILO, 2018; ILO & UN Women, 
2021).
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The experience of Uruguay demonstrates how 
care can be organized as a coordinated national 
system that integrates services for multiple pop-
ulation groups. Uruguay introduced the National 
Integrated Care System (Sistema Nacional Integra-
do de Cuidados) in 2015 with the aim of addressing 
growing care needs associated with demographic 
change while simultaneously promoting gender 
equality and women’s economic empowerment. 
The reform created a national framework that inte-
grates childcare services, support for persons with 
disabilities, and long-term care for older persons 
under a unified policy structure (Goyeneche et al. 
2025). The system also includes training and pro-
fessionalization programmes for care workers and 
initiatives aimed at supporting family caregivers. 
Importantly, Uruguay explicitly recognizes care as 
a social right and a shared responsibility between 
the State, the market, communities, and families. 
Financing for the system relies largely on public 
budgets and gradual expansion of services, reflect-
ing the view that care infrastructure constitutes a 
long-term social investment (UN Women, 2019). 
The Uruguayan experience therefore illustrates 
how treating care as a coordinated public system 
can help reduce fragmentation in service provision 
while supporting women’s participation in the la-
bour market.

Germany provides an example of how dedicat-
ed financing mechanisms can be developed 
to address the growing demand for long-term 
care services. In response to demographic ageing 
and increasing care needs, Germany introduced 
mandatory long-term care insurance (Pflegeversi-
cherung) in 1995 as a new pillar of its social security 
system (Jung and Oberamtsrat, 1995). The insur-
ance scheme provides financial support to individ-
uals who require long-term care due to illness, dis-
ability, or ageing. Beneficiaries can choose between 
receiving services from professional care providers 
or cash benefits that can be used to compensate 
family members who provide care at home. The 
system is financed through payroll contributions 
shared between employees and employers, en-
suring a stable and predictable funding stream for 

long-term care services. This model illustrates how 
countries can create dedicated financing mecha-
nisms that reduce the financial burden of care on 
households while expanding access to formal care 
services (OECD, 2020a; European Commission, 
2022). For countries experiencing population age-
ing, such as North Macedonia, the German experi-
ence demonstrates the potential role of social insur-
ance mechanisms in financing long-term care.

Many European countries have also expand-
ed community-based care services as part of 
broader social policy reforms. Across the Euro-
pean Union, policy debates increasingly focus on 
the need to strengthen long-term care systems 
in response to demographic ageing, changing 
family structures, and rising demand for support 
services. The European Commission’s Long-Term 
Care Report highlights that while many countries 
have expanded care services, significant gaps 
remain in access to formal care, particularly for 
older persons and persons with disabilities (Eu-
ropean Commission and Social Protection Com-
mittee, 2021). These reforms increasingly empha-
size home-based care and community services, 
which allow individuals to receive support while 
remaining in their own homes and communities. 
Community-based models also tend to be more 
cost-effective and better aligned with the prefer-
ences of care recipients.

Slovenia’s experience highlights the role that 
community-based care services and local gov-
ernments can play in strengthening care sys-
tems. In recent years, Slovenia has undertaken re-
forms aimed at expanding long-term care services 
through community-based models that allow indi-
viduals to receive support within their homes and 
local communities. Municipalities play an important 
role in organizing and co-financing care services, 
particularly home-care assistance for older persons 
and persons with disabilities. This decentralized 
approach combines national funding with munici-
pal co-financing and user contributions, creating a 
mixed financing model that distributes responsibil-
ities across multiple levels of government. The Slo-
venian example illustrates how local governments 

Country Focus Financing Lesson for North 
Macedonia

Uruguay Integrated care system Public budgets Treat care as a national 
system

Germany Long-term care insurance Payroll contributions Dedicated care financing

Slovenia Community-based care Mixed national + municipal Role of local governments

Sweden Universal childcare Municipal + national funding Childcare boosts female 
employment

Table 5  Comparative overview of transformative care systems

Source: Authors’ collection.
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can play a central role in delivering care services, 
particularly in contexts where decentralized gov-
ernance structures shape the organization of social 
services (European Commission, 2022). For North 
Macedonia, which also operates within a decentral-
ized governance framework, the Slovenian model 
highlights the importance of strengthening the role 
of municipalities in the provision and coordination 
of care services.

Sweden represents one of the most developed 
examples of publicly supported childcare sys-
tems and demonstrates how care services can 
contribute to gender equality in labour mar-
kets. Over several decades, Sweden has built an 
extensive system of publicly funded childcare ser-
vices that ensures broad access to affordable early 
childhood education and care. Childcare services 
are primarily provided at the municipal level, with 
financing shared between municipal budgets, na-
tional transfers, and capped parental fees. This 
universal approach has significantly expanded 
access to childcare and has been associated with 
high levels of female labour-force participation 
and relatively small gender gaps in employment. 
Evidence from Sweden and other Nordic countries 
suggests that investments in childcare services are 
among the most effective policy tools for enabling 
women to participate in paid employment while 
balancing family responsibilities (OECD, 2022). The 
Swedish case therefore illustrates how childcare 
infrastructure can function not only as a social ser-
vice but also as a key component of labour market 
and gender equality policy.

These international experiences highlight sev-
eral common lessons for strengthening care 
systems. First, care policies are most effective 
when they are organized within coherent national 
frameworks that recognize care as a shared socie-
tal responsibility rather than a purely private family 
matter. Second, sustainable financing mechanisms 
- whether through public budgets, social insurance 
contributions, or mixed financing arrangements 
- are essential to ensure the long-term availability 
and quality of care services. Third, the organiza-
tion of care systems often involves multiple levels 
of governance, with national governments provid-
ing policy direction and financing while local au-
thorities play an important role in service delivery. 
Finally, investments in care services can generate 
broader economic benefits by supporting labour 
market participation, creating employment in the 
care sector, and reducing gender inequalities asso-
ciated with unpaid care responsibilities.

In this context, the international examples pro-
vide valuable insights for policy dialogue on 
care system reform in North Macedonia. While 
each country operates within a distinct institu-
tional and economic context, the core principles 
underlying successful care reforms - recognition 
of care as a public good, expansion of accessible 
services, sustainable financing mechanisms, and 
greater gender equality in care responsibilities - 
offer important guidance for future policy devel-
opment.

8. Policy options for 
transforming the 
care system

The following is a set of policy recommendations 
that stem from the analysis presented in this study.

1.	 Establish an integrated national care 
system framework under the coordi-
nating leadership of the MSPDY. Create 
a unified policy architecture linking child-
care, long-term care, disability services, 
and labour market instruments under a 
single strategic and coordinating body to 
reduce fragmentation and improve coher-
ence across sectors. 

2.	 Rebalance spending from cash trans-
fers toward care services, with explicit 
targets for increasing the share of ser-
vice-based spending. Gradually shift the 
composition of care financing toward di-
rect service provision (childcare, home 
care, community-based services), ensur-
ing that public resources expand actual 
access rather than primarily compensat-
ing households financially. 

3.	 Introduce a dedicated long-term care 
financing mechanism. Develop a sus-
tainable financing pillar for long-term care 
(initially tax-funded, with potential expan-
sion toward social insurance over the long 
haul) to ensure predictability and scalabili-
ty in response to population ageing. 

4.	 Scale up home-based and communi-
ty-based care services. Prioritize expan-
sion of non-institutional services - home 
care, personal assistance, day care, and 
respite care - to reduce reliance on institu-
tionalization and unpaid household care. 

5.	 Expand childcare capacity with territo-
rial equalization. Increase early childhood 
education and care provision, particularly 
in underserved municipalities, through 
targeted public investment and support 
for alternative service models. 

6.	 Strengthen municipal capacity and 
equalize access. Align decentralized re-
sponsibilities with adequate funding and 
technical capacity, using equalization 
transfers and minimum service standards 
to reduce territorial disparities. 

7.	 Formalize and professionalize the care 
workforce through a gradual and incen-
tive-based transition. Strengthen stan-
dards, certification, and improved working 
conditions in care occupations, while sup-
porting the progressive formalization of 
domestic and informal care work through 
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simplified registration schemes, targeted 
subsidies, and reduced contribution bur-
dens in the initial phase.

8.	 Develop inclusive care-employment 
pathways for victims of violence and 
vulnerable women. Create voluntary and 
supported pathways for the labour market 
reintegration of victims of domestic and 
gender-based violence through training, 
certification, and supervised employment 
in home-based and community-based 
care services. Such programmes should 
combine psychosocial support, mentor-
ing, and gradual transition into formal care 
employment, in cooperation with shelters, 
Centres for Social Work, municipalities, 
and licensed care providers.

9.	 Support and recognize informal care-
givers. Provide targeted measures such as 
caregiver allowances, pension credits, and 
respite services to reduce the burden on 
family caregivers and acknowledge their 
role within the care system. 

10.	 Reform leave policies to promote gen-
der equality. Expand and redesign paren-
tal and care leave - especially paternity 
leave and long-term care leave - to incen-
tivize a more balanced distribution of care 
responsibilities between men and women. 

Component Primary pathway 1: Home-
based and respite care

Primary pathway 2: 
Community-based 
services 

Additional pathway: 
Institutional care 
expansion 

Objective Enable care at home while 
supporting formalization 
of informal caregivers and 
family members as informal 
caregivers, and reducing care 
burden

Provide accessible 
local services for care, 
rehabilitation, and social 
inclusion

Ensure sufficient 
capacity for high-
dependency cases 
(residual function) for 
individuals requiring 
intensive or continuous 
care

Target groups Elderly persons; persons 
with disabilities; informal 
caregivers 

Elderly persons; persons 
with disabilities; 
vulnerable groups

Elderly persons with 
high dependency; 
individuals without 
family support

Core intervention • Expansion of home care and 
personal assistance

• Expansion of respite care 
services (temporary care 
replacement)

• Expansion of day-care 
centres, rehabilitation, 
reintegration, and social 
support services

• Expansion and 
upgrading of residential 
eldercare facilities

• Investment in new 
infrastructure and 
modernization of 
existing institutions

Type of policy 
(design)

Needs-based service 
+ caregiver support 
component; merit good

Needs-based service; 
merit good with social 
inclusion effects

Public service provision 
for high-dependency 
cases; safety-net 
function

11.	 Strengthen enforceability of flexible 
work arrangements. Move from employ-
er-discretion models toward enforceable 
rights to flexible work, improving work–
care reconciliation and labour market at-
tachment. 

12.	 Address social norms shaping care pro-
vision. Implement awareness and be-
havioural interventions to shift norms 
around gender roles and increase accep-
tance and demand for formal care ser-
vices. 

13.	 Improve data systems and care financ-
ing transparency. Develop better mea-
surement tools (e.g., care satellite ac-
counts, expenditure tagging) to accurately 
capture care provision, financing flows, 
and unmet needs. 

14.	 Position care as economic and social in-
frastructure. Integrate care into broader 
development and fiscal strategies, recog-
nizing its role in supporting labour supply, 
productivity, and inclusive growth.

The following is a set of three policy roadmaps to 
aid the transformation of the care system in the 
country.

Table 6  Policy transformation 1: Developing a comprehensive long-term care system, with home-based and 
community-based care as the primary model
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Eligibility criteria • Based on functional 
dependency assessment 
(e.g. person unable to 
perform ≥2 basic daily 
activities such as bathing, 
dressing, mobility)• Respite 
care eligibility: household 
member providing ≥20 hours/
week unpaid care

• Priority groups: - Elderly 
persons living alone in rural 
areas; - Persons with severe 
disabilities (e.g. mobility 
impairment); - – Low-income 
household receiving GMA

• Based on combined 
social and functional 
needs• Referral through 
CSW

• Examples: - Older 
persons needing daily 
supervision but not full-
time care; - – Persons 
with disabilities needing 
rehabilitation or social 
integration; - Children or 
adults from vulnerable 
household needing day-
care support

• Based on high-level 
dependency and lack of 
alternatives

• Examples: - Bedridden 
older persons requiring 
24-hour care; - – Persons 
with advanced dementia 
who lack family support; 
- Individuals discharged 
from hospital with no 
possibility of receiving 
home care

Service delivery 
model

Delivered at home by trained 
care workers; flexible respite 
options (home or short-term 
stay)

Delivered through local 
centres (public, private, 
CSO providers)

Delivered through 
specialized residential 
institutions

Frequency / 
intensity

Regular (home care) + 
temporary (respite care)

Daily or periodic 
participation

Continuous (24-hour 
care)

Rationale 
(evidence)

High reliance on informal 
care; caregiver burden; 
limited access to services

Underdeveloped 
community services; 
territorial inequalities

Extremely limited 
institutional capacity 
relative to ageing 
population

Financing 
approach 

• Central budget financing 
for service provision (e.g. 
salaries of care workers 
financed via the MSPDY)

• Municipal co-financing for 
local coordination

• Example: State funds 80% 
of service cost, municipality 
covers 20% (logistics, 
transport)

• Respite care introduced 
as low-cost, high-impact 
service in early phase

• Central budget + 
municipal co-financing

• Example: Central 
government finances 
staffing and core 
services; municipalities 
provide facilities (day-
care centres)• Potential 
contracting of CSOs/
private providers 
through public funding 
schemes

• Capital investment 
financed centrally (state 
budget or EU funds)

• Operational costs 
covered by central 
budget

• Example: New elderly 
home financed through 
public investment 
programme; operating 
costs co-financed 
through budget and 
user fees

User contribution • Income-adjusted co-
payment

• Examples: - Low-
income households (GMA 
beneficiaries): 0% co-
payment; - – Middle-income 
households: 10–20% of 
service cost; - Higher-
income households: 30%+ 
co-payment

• Respite care: minimal or 
symbolic fee (e.g. 0–5 EUR/
day) to ensure accessibility

• Income-adjusted co-
payment

• Examples:– Free access 
for vulnerable groups 
(persons with disabilities, 
low-income elderly)– 
Moderate fee (e.g. 2–5 
EUR/day) for others

• Subsidies for frequent 
users

• Co-payment based on 
income and pension 
level

• Examples: - Pension-
based contribution (e.g. 
50–80% of pension); - Full 
subsidy for individuals 
without income

• Additional support for 
low-income households

Role of 
municipalities

Organization and 
coordination of services

Key role in provision and 
infrastructure

Limited (mainly 
coordination; 
infrastructure often 
centralized)

Implementation 
priority

High (quick-win + high 
impact)

Medium - high Medium (requires higher 
capital investment)
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Expected impact - 
care system

Reduced institutionalization; 
sustained informal care; 
improved access

Expanded service 
network; improved 
territorial coverage

Increased capacity 
for high-need cases; 
reduced waiting lists

Expected impact - 
economic

Increased labour participation 
(especially women); job 
creation

Local service 
development

Construction and care 
sector employment

Expected impact - 
gender

Strong reduction of unpaid 
care burden; reduced 
caregiver burnout

Indirect support to 
women’s participation

Limited direct gender 
effect

Expected impact - 
social

Improved well-being of both 
care recipients and caregivers

Increased social 
inclusion

Improved protection for 
most vulnerable

 

Component Pathway 1: Parental leave 
reform

Pathway 2: Care leave 
(elderly & disability)

Pathway 3: Labour 
market flexibility

Objective Promote more equal sharing 
of childcare between mothers 
and fathers

Enable workers to 
respond to care needs 
of elderly and persons 
with disabilities

Allow workers to balance 
paid work and ongoing 
care responsibilities

Target groups Parents of young children 
(both mothers and fathers)

Workers with 
dependent elderly 
or disabled family 
members

Workers with care 
responsibilities (children, 
elderly, persons with 
disabilities)

Core intervention • Introduce non-transferable 
paternity quota (e.g. “use-it-
or-lose-it”)

• Increase incentives for 
fathers to take leave

• Introduce paid care 
leave scheme for short-
term and medium-term 
care needs

• Emergency leave for 
sudden care needs

• Promote flexible work 
arrangements: flexible 
working hours; part-time 
options; remote work 
(where feasible)

Type of policy 
(design)

Social insurance-based 
benefit; gender-equality 
instrument

Social protection 
+ labour policy 
instrument

Labour market 
regulation + employer-
based arrangements

Eligibility criteria 
(with examples)

• All employed parents with 
social insurance contributions

• Examples: - Father eligible 
for at least 2 months non-
transferable leave; - Both 
parents employed → shared 
leave options

• Workers providing 
care to dependent 
family members

• Examples: - Employed 
persons caring for 
older parents following 
hospital discharge; - 
Parents of children with 
severe disabilities

• Certification via 
medical/social 
assessment

• All employees, with 
priority for workers with 
care responsibilities

• Examples: - Parents with 
children under 6 years of 
age; - Workers caring for 
older parents

• Right to request flexible 
work arrangements

Duration / intensity • Total leave remains similar 
but rebalanced between 
parents

• Example: 12 months total, 
with 2 months reserved for 
fathers

• Short-term: 5–10 days 
emergency leave/year

• Medium-term: up to 3 
months (partially paid)

• Continuous / long-term 
arrangement depending 
on needs

Table 7  Policy transformation 2: Redistributing unpaid care through leave and flexible work policies
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Rationale 
(evidence)

Women disproportionately 
take leave → reinforces labour 
market gaps

Ageing population → 
rising care shocks not 
covered by current 
system

Ongoing care 
responsibilities limit full-
time employment

Financing 
approach (with 
examples)

• Funded through social 
insurance system

• Example: Wage replacement 
at 60–80% financed via social 
contributions

• Possible state subsidy for 
paternity quota introduction

• Mixed financing: - 
Social insurance for 
short-term leave; - State 
budget support for 
extended leave

• Example: partial wage 
replacement (50–70%)

• Low direct fiscal cost

• Cost borne mainly by 
employers (adjustment 
costs)

• Possible state incentives 
for SMEs (e.g., tax reliefs)

User contribution / 
cost sharing

• No direct user payment

• Indirect cost: reduced wage 
replacement (if below 100%)

• No direct user 
payment

• Indirect cost: partial 
income loss during 
leave

• No direct payment

• Potential indirect cost 
through reduced hours/
salary

Role of employers Ensure job protection and 
return to work

Approve and manage 
leave arrangements

Implement flexible work 
policies

Implementation 
priority

High (strong gender impact, 
institutional reform needed)

High (currently missing 
policy instrument)

Medium–high (can be 
scaled gradually)

Expected impact - 
care system

More balanced childcare 
responsibilities

Reduced reliance on 
informal emergency 
care

Sustained ability to 
combine work and care

Expected impact - 
economic

Increased female labour 
participation; reduced career 
penalties

Reduced labour market 
exit due to care shocks

Higher retention of 
workers

Expected impact - 
gender

Strong impact on 
redistribution of unpaid care

Moderate–strong 
(supports caregivers, 
mostly women)

Moderate (depends on 
uptake by men)

Expected impact - 
social

Shift in norms toward shared 
parenting

Better response to 
ageing-related care 
needs

Improved work-life 
balance

 

Component Pathway 1: Improving wages 
and working conditions

Pathway 2: Training, 
Skills development 
and certification

Pathway 3: 
Formalization of care 
and domestic work

Objective Improve attractiveness and 
retention in the care sector

Build a skilled and 
qualified care workforce 
aligned with service 
expansion

Reduce informality 
through gradual 
transition mechanisms 
and ensure decent 
work conditions in care 
provision

Target groups Formal care workers (home 
care, community services, 
institutions)

Existing and potential 
care workers; 
unemployed and 
inactive persons; 
vulnerable women 
and victims of violence 
transitioning toward 
economic reintegration

Domestic workers; 
informal caregivers 
transitioning into paid 
work

Table 8  Policy transformation 3: Strengthening and professionalizing the care workforce
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Core intervention • Gradual increase in wages 
in publicly financed care 
services

• Improve working conditions 
(working hours, contracts, 
safety)

• Introduce career progression 
pathways

• Develop standardized 
training programmes 
for care workers

• Introduce certification 
and accreditation 
systems

• Promote re-skilling 
and up-skilling 
programmes (e.g. for 
unemployed women)

• Develop targeted 
and voluntary training 
and employment 
pathways for victims 
of violence, combined 
with psychosocial 
support and supervised 
transition into 
community-based care 
services

• Introduce simplified 
registration and taxation 
schemes for domestic 
workers

• Provide transitional 
incentives for 
formalization (e.g. 
reduced social 
contributions, tax 
reliefs, or vouchers for 
households employing 
registered caregivers)

• Promote formal 
employment contracts 
in care services through 
publicly supported 
service schemes

• Gradually strengthen 
labour inspection 
and enforcement 
mechanisms once 
formalization pathways 
are established

Type of policy 
(design)

Labour market and public 
sector wage policy

Active labour market 
policy + education and 
training system

Labour market 
regulation + 
formalization policy

Eligibility criteria 
(with examples)

• Employees in publicly 
funded care services

• Examples:

- – Care workers employed in 
municipal home care services;

- Staff in eldercare institution 
funded by the State

• Individuals entering or 
already working in care 
sector

• Examples:

- Unemployed women 
enrolled in certified care 
training programmes;

- Existing care workers 
upgrading skills for 
specialized services

• Individuals providing 
paid care informally

• Examples:

- Household-employed 
caregiver without a 
contract;

- Domestic worker 
providing eldercare 
services;

• Employers of domestic 
workers (households)

Service delivery / 
implementation 
model

Implemented through public 
providers and contracted 
service providers

Delivered through 
vocational training 
centres, accredited 
institutions, and public 
employment services

Implemented through 
legal and administrative 
reforms; supported by 
labour inspectorates and 
simplified administrative 
systems

Rationale 
(evidence)

Low wages and poor 
conditions reduce 
attractiveness of care jobs and 
constrain service expansion

Lack of trained 
workforce limits quality 
and coverage of care 
services

High prevalence of 
informal care work leads 
to lack of protection 
and reduced quality of 
services;

Informality reflects 
affordability constraints 
and system gaps rather 
than voluntary evasion

Transforming Care Systems in North Macedonia40



Financing 
approach (with 
examples)

• Central budget financing 
(public wage bill)

• Example: gradual wage 
increase (e.g. 10–15%) in 
publicly funded care services

• Potential co-financing 
through service contracts

• Public funding 
through active labour 
market policies and 
education budgets

• Example: training 
vouchers or subsidized 
programmes for care 
workers

• Initial fiscal cost kept 
low through targeted 
and temporary subsidies 
• Example: reduced-
rate contributions 
(e.g., 30–50%) for newly 
formalized care workers 
during a transition period

• Administrative system 
setup financed by public 
budget

User contribution / 
cost sharing

• No direct user contribution

• Indirectly reflected in service 
pricing (if co-payments exist)

• Training may be free or 
subsidized

• Example: - Free 
training for 
unemployed persons 
/ victims of violence; 
- Co-payment for 
advanced certification 
programmes

• Employers (households) 
contribute through 
formal wages and social 
contributions

• Example: reduced-
rate contributions to 
incentivize formalization

Role of institutions MSPDY; municipalities; service 
providers

MoES; Employment 
Service Agency (ESA); 
training providers

MSPDY / Labour 
Department at the MoEL; 
Labour Inspectorate; tax 
authorities

Implementation 
priority

High (critical for service 
expansion)

High (enabler of system 
development)

Medium–high (gradual 
but essential reform)

Expected impact - 
care system

Increased availability and 
quality of care services

Improved quality and 
professionalism of care 
provision

More reliable and 
regulated care provision

Expected impact - 
economic

Job creation and retention in 
care sector

Increased employability 
and activation of 
inactive population

Expansion of formal 
employment and tax 
base

Expected impact - 
gender

Improved job quality in 
feminized sector

Increased opportunities 
for women’s 
employment

Protection of women in 
informal care roles

Expected impact - 
social

Higher quality and continuity 
of care

Increased trust in care 
services

Improved labour rights 
and social protection
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9. Conclusions

Care in North Macedonia is not organized 
through a fully integrated system, but through 
a combination of institutional provision and 
extensive household adaptation to persistent 
gaps in access, affordability, and coverage. 
While the care system is institutionally anchored 
within the MSPDY, the evidence shows that formal 
services do not yet meet the scale and diversity of 
care needs. As a result, households - particularly 
women - absorb a substantial share of care respon-
sibilities. This configuration reflects both structur-
al constraints in service provision and deeply em-

bedded social norms, producing a system in which 
care is delivered through a mix of formal, informal, 
and hybrid arrangements rather than through a 
coherent and coordinated framework.

Care needs in North Macedonia are continuous, 
intensifying, and increasingly shaped by demo-
graphic and social change. Population ageing, 
rising prevalence of chronic conditions, and sus-
tained outmigration of younger cohorts are trans-
forming the demand for care, particularly long-
term care for older persons. At the same time, the 
persistence of childcare gaps continues to affect 
working-age households. The analysis shows that 
care is not episodic but embedded in daily life, of-
ten requiring sustained and multifaceted support. 
These dynamics place growing pressure on both 
families and formal systems, highlighting the need 
for a forward-looking approach to care provision.



Access to care services remains uneven and 
constrained, particularly in rural areas, reflect-
ing both infrastructural and geographic dispari-
ties. The availability of childcare facilities, rehabilita-
tion services, and long-term care varies significantly 
across regions, with some municipalities lacking 
even basic services. Where services exist, they are 
often concentrated in urban areas and character-
ized by long waiting times. Transport barriers and 
limited local capacity further restrict access, ef-
fectively excluding certain groups from both care 
services and labour market participation. These 
territorial disparities underscore the importance of 
strengthening local service provision within a coor-
dinated national framework.

Affordability represents a critical constraint, 
with the current system lacking a viable mid-
dle ground between limited public provision 
and costly private services. Care services - par-
ticularly long-term and specialized care - are of-
ten beyond the financial reach of households, 
especially those relying on pensions or unstable 
incomes. Public transfers provide partial support 
but are insufficient to cover actual care costs. As a 
result, households frequently rely on informal ar-
rangements even when formal services would be 
preferred. This financing gap highlights the need 
to rebalance the system toward more accessible 
and sustainable service provision.

The organization of care is closely linked to 
labour market outcomes, with care respon-
sibilities creating a structural barrier to em-
ployment, particularly for women. The analysis 
demonstrates that caregiving often leads to re-
duced labour-force participation, withdrawal from 
employment, or acceptance of precarious and 
flexible work arrangements. This is especially pro-
nounced in rural and agricultural contexts, where 
care responsibilities are combined with physically 
demanding economic activities. The result is not 
a simple trade-off between care and work, but a 
structural incompatibility shaped by limited-ser-
vice provision and inflexible labour markets.

Informality emerges as a systemic feature of the 
care economy, rather than a marginal or volun-
tary phenomenon. In response to gaps in formal 
provision, households develop coping strategies 
that rely on informal care arrangements, includ-
ing unregistered caregivers, family networks, and 
community-based support. While these arrange-
ments provide flexibility, they are often precarious 
and lack social protection for both caregivers and 
care recipients. This widespread informality re-
flects underlying institutional gaps and reinforces 
inequalities within the care system. This implies 
that formalization cannot rely solely on enforce-
ment, but requires the creation of accessible and 
affordable pathways into formal care provision.

Cultural norms continue to play a significant role 
in shaping care arrangements, but are increas-
ingly under pressure from structural change. 
Strong expectations that families - particularly 
women - should provide care remain prevalent, 
influencing both behaviour and policy preferenc-
es. At the same time, demographic shifts, migra-
tion, and labour market pressures are making ex-
clusive reliance on family-based care increasingly 
difficult to sustain. This creates a tension between 
persistent norms and evolving realities, with grad-
ual shifts in attitudes emerging alongside growing 
recognition of the need for formal support.

Within this constrained system, home-based 
care services emerge as a particularly effective 
and socially acceptable model, especially for 
older persons with moderate care needs. Unlike 
institutional care, which is often associated with 
stigma and loss of autonomy, home care allows in-
dividuals to remain in familiar environments while 
receiving necessary support. It aligns more close-
ly with prevailing social norms and has demon-
strated potential to alleviate pressure on families. 
However, its impact remains limited by capacity 
constraints, uneven geographic coverage, and in-
sufficient scaling, preventing it from fully address-
ing system-wide gaps.

The current financing model, dominated by tax-
based transfers with limited earmarking for care 
services, constrains the expansion and sustain-
ability of the system. While public financing plays 
a central role, resources are often directed toward 
cash benefits rather than service development. 
Combined with fragmented responsibilities across 
sectors and levels of government, this limits the 
system’s ability to scale up provision and respond 
to emerging needs. A more balanced and strate-
gic financing approach is required to support both 
service expansion and system integration.

Transforming the care system in North Macedo-
nia requires a shift from fragmented provision 
toward a more integrated, accessible, and sus-
tainable model of care. This entails strengthen-
ing service provision - particularly home-based 
and community-based care - improving coordina-
tion across sectors and levels of government, and 
aligning financing mechanisms with service deliv-
ery objectives. It also requires addressing gender 
inequalities embedded in the current system and 
recognizing care as both a social priority and an 
economic investment. In the context of ongoing 
demographic change, such reforms are not only 
desirable but necessary to ensure the long-term 
resilience and inclusiveness of the care system.
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Interviews 
framework

Interview questions for care 
providers

1.	 How would you describe the main unmet 
care needs in your area of work (childcare, 
eldercare, disability care)? 

o	 Which groups are most affected 
(e.g. rural women, informal work-
ers, older people living alone)? 

o	 Have these needs changed in 
recent years? 

2.	 To what extent are formal care services 
(childcare, long-term care, disability ser-
vices) available and accessible to those 
who need them? 

o	 Where do you see the largest 
gaps (urban vs rural, specific mu-
nicipalities, vulnerable groups)? 

o	 Are there any waiting lists, capac-
ity constraints, or service shortag-
es? 

3.	 What are the main barriers to expanding 
care services? 

o	 Infrastructure (facilities, equip-
ment)? 

o	 Workforce (availability of trained 
caregivers)? 

o	 Administrative or regulatory con-
straints? 

4.	 How affordable are existing care services 
for different population groups? 

o	 Are costs a barrier to accessing 
childcare or long-term care? 

o	 Do households rely on private 
services due to lack of public 
provision? 

5.	 In your view, how do financial constraints 
affect care decisions within households? 

o	 Do families choose informal care 
because formal services are too 
expensive or unavailable? 

6.	 To what extent do households rely on 
informal care (family members) instead of 
formal services? 

o	 Is this primarily a matter of prefer-
ence or necessity? 

o	 How sustainable is this model giv-
en demographic changes (ageing, 
migration)? 

7.	 How do social norms and cultural atti-
tudes influence care arrangements in 
practice? 

o	 Is care still primarily seen as a 
responsibility of women? 

o	 Are attitudes toward formal child-
care and eldercare changing? 

8.	 Do you observe differences across gener-
ations, regions, or socio-economic groups 
in attitudes toward care? 

9.	 From your perspective, what are the main 
institutional or system-level gaps in the 
care system? 

o	 Coordination between ministries? 

o	 Role of municipalities? 

o	 Fragmentation between services 
and benefits? 

10.	 What would be the most important prior-
ities to improve the care system in North 
Macedonia? 

o	 Expand services (which ones)? 

o	 Improve financing? 

o	 Address gender inequalities in 
care?

Interview questions for target 
groups

A. Core questions (for all respondents)
1.	 Can you describe the care responsibilities 

in your household (children, older persons, 
persons with disabilities, illness)? 

2.	 Who usually provides this care, and how is 
it shared within the household? 

3.	 What is the most difficult part of provid-
ing or arranging care? 
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4.	 Are there any services you use or would 
like to use (e.g. kindergarten, eldercare, 
home care, day centres)? Why or why not? 

5.	 What makes access to care difficult: 
distance, cost, lack of places, information, 
transport, or something else? 

6.	 How do care responsibilities affect your 
daily life, work, or income? 

7.	 In your opinion, who should mainly 
provide care: family, the State, or private 
providers? 

8.	 Compared to the past, are attitudes in 
your community toward care and wom-
en’s roles changing? 

B. Tailored questions by respondent 
group

1. Women in rural areas

•	 How far are the nearest care services 
(childcare, health, social services)? 

•	 Does transport or infrastructure make 
access difficult? 

•	 If you need help with care, where do you 
turn first? 

•	 Has migration (children moving away) 
made care more difficult? 

2. Women farmers

•	 How do you combine farm work with care 
responsibilities? 

•	 During busy periods, who provides care? 

•	 Have you had to reduce or stop work due 
to care needs? 

•	 Are existing services compatible with your 
working hours? 

3. Informal workers

•	 How do care responsibilities affect your 
ability to find or keep work? 

•	 Have you lost income because of care 
duties? 

•	 What do you do when care is needed 
during working hours? 

•	 Would affordable care services help you 
work more? 

4. Older women

•	 Do you receive enough help with daily 
activities? From whom? 

•	 If your children live elsewhere, how often 
can they support you? 

•	 Are there any services available for older 
persons nearby? 

•	 Would you use formal care services if they 
were accessible and affordable? 

5. Mothers / women caring for children

•	 Have you tried to enrol your child in child-
care? What difficulties did you face? 

•	 Who stays home when a child is sick? 

•	 Has childcare affected your ability to 
work? 

•	 Do people in your community believe 
mothers should stay home with young 
children? 

6. Caregivers of persons with disabilities

•	 What kind of daily care is required and 
how intensive is it? 

•	 What support do you receive (allowances, 
services)? What is missing? 

•	 How has caregiving affected your work 
and well-being? 

•	 What would reduce your care burden the 
most?




