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Chapter 1
Reforms in Long-Term Care Policies in Europe:
An Introduction

Emmanuele Pavolini and Costanzo Ranci

1.1 Introduction

Long-term care (LTC1) is one of the most rapidly developing policy areas in Europe,
where significant institutional change and innovation have taken place over the last
two decades throughout the continent. In contrast to mainstream policy fields (e.g.,
pensions, labor market policies, and health care), where attempts to reduce public
intervention has been the most common trend (Castles 2004, 2005; Korpi and Palme
2003; Pierson 2001), LTC has seen a broader scope of transformations, ranging from
retrenchment and cost containment to a growth in public financing and an expansion
of coverage. In many European countries, LTC policies over the last two decades have
been characterized by a recognition of social rights on the one hand and yet increasing
social responsibilities on the other (Morel 2006). This book is aimed at describing
these general trends, identifying the factors, which explain these broad developments,
highlighting both the main differences between European countries and outlining the
main consequences of the various policy developments that have taken place.

1 We use here a broad definition of LTC, namely, as “a range of services required by persons
with a reduced degree of functional capacity, physical or cognitive, and who are consequently
dependent for an extended period of time on help with basic activities of daily living (ADL), such as
bathing, dressing, eating, getting in and out of bed or chair, moving around and using the bathroom.
This personal care component is frequently provided in combination with help with basic medical
services such as help with wound dressing, pain management, medication, health monitoring,
prevention, rehabilitation or services of palliative care. LTC services can also be combined with
lower-level care related to help with instrumental activities of daily living (IADL), such as help
with housework, meals, shopping and transportation” (OECD 2011). This definition, however, fails
to consider income scarcity, material deprivation, poverty, and housing distress, factors, which are
often related to dependency.

E. Pavolini (�)
Dipartimento di Studi Sociali, Macerata University, via D. Minzoni, 2, 62100 Macerata, Italy
e-mail: e.pavolini@unimc.it

C. Ranci
Department of Architecture and Urban Studies, Polytechnic of Milan, Milan, Italy
e-mail: costanzo.ranci@polimi.it

C. Ranci, E. Pavolini (eds.), Reforms in Long-Term Care Policies in Europe, 3
DOI 10.1007/978-1-4614-4502-9_1, © Springer Science+Business Media New York 2013



4 E. Pavolini and C. Ranci

As outlined in greater detail below, our approach to LTC policies is characterized
by an institutional perspective. In this book, LTC is seen as one of the main grounds
to test the innovative capacities of European welfare systems. Contemporary welfare
systems have historically failed to fully recognize the need for care as a social risk, and
care as a social activity that has to be supported and promoted. For many decades,
care has been mainly considered either as a private obligation or as an individual
(or community-based) activity, which has to be replaced by public intervention only
in very limited circumstances (lack of family ties, loneliness, poverty, very high
degree of disability; Daly and Lewis 1998; Finch 1989; Leira and Saraceno 2004).
Institutional changes in LTC policies in the last two decades have brought about a
clearer and broader recognition of care as a basic need of citizens and as a social
right in many countries. This is a paradoxical result if we consider the timing and the
specific conditions under which this process has taken place. The 1990s and the last
decade will be largely remembered as an historical phase characterized by welfare
cuts (or attempts to do so) and a narrow reorganization of the service provision.
However, the trends, which occurred in the LTC field, stand in stark contrast to this
general trend within a large number of countries. Yet, how was this possible in a time
of cost containment and welfare retrenchment? Furthermore, what were the main
driving forces and the most prominent obstacles in this process? What social and
institutional forces were activated in order to obtain, or prevent, this result? How
has innovation been shaped and what were the institutional mechanisms? What has
been the impact of these changes on entitlements to care, on the organization of care
provision, and on the care labor market?

We also envisage that our study of the transformations that have occurred in
LTC policy in various European countries can help to identify the conditions and
social and political processes through which contemporary welfare systems have a
chance to change in the attempt to respond to emerging new social needs in a time
of strong budgetary restrictions (Bonoli 2006; Taylor-Gooby 2004). Institutional
change in LTC policies is not a unidirectional process, but it has taken manifold
configurations and has triggered diverse impacts in different countries. While some
countries have completely redesigned the setting of their LTC policy, other countries
have changed few aspects, or they have just reduced or increased the generosity
of previous programs. Even the classic categorization of European countries into
distinct care regimes (see below) has partially come under question as a consequence
of these changes (Rauch 2007). The purpose of this research is to identify both the
commonalities and the specificities of the process of change, and to provide a general
interpretation of the direction taken by these changes in Europe.

The countries, which we included in our study, belong to different “welfare
regimes” in Europe. Spain and Italy constitute the Southern European regime,
France, Germany, and Austria the Continental regime, the United Kingdom is part
of the Anglo-Saxon regime, and Sweden and Denmark are part of the Scandinavian
regime. The Netherlands is a special case, characterized by a combination of Nordic
and Continental patterns. The Czech Republic is also included as it belongs to the
Central-Eastern European countries, which we also wished to analyze. In order
to avoid a mere collection of national case studies, the analysis has consisted of
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Table 1.1 An explanatory
framework for analyzing
policy change

Characteristics of the LTC policy field
(institutional setting and level of integration)

Why Old solutions vs. new needs and problems
problem pressure/public policy crisis

Who Diagnosis
Mobilization of social and political actors

and coalition building
How Mechanisms of institutional change (policy

reforms/incremental innovation/adaptation)
What Outcomes/impacts on

funding and coverage levels
Regulation of the (formal and informal) care

system
Work conditions/providers

comparative research carried out by an international group of scholars who are
experts in LTC policies in their respective countries. This group of scholars used a
common framework for analyzing the transformations in the LTC policies in each
country. This framework was based around responding to four key questions:

1. The “why” question: What are the causes or factors associated with the
development of a specific LTC policy change?

2. The “who” question: Who are the coalitions of actors who push for change
or stability, what are their values, interests, and resources and their internal
composition?

3. The “how” question: What are the concrete mechanisms that allow institutional
change or stability (inertia)?

4. The “what” question: What have been the main impacts of these changes on those
with LTC needs, the (formal and informal) organization of care and the working
condition of care workers?

This framework was developed by adapting existing frameworks from the academic
literature. Indeed, in the literature, there are different approaches to explaining
the different institutional settings for social change: from economic to cultural
explanations, from political power to a neoinstitutionalist approach (Hacker 2004).
Some scholars have tried to adopt multicausal explanatory models of welfare
institutional settings configuration. For instance, in their studies on welfare policies
in western countries, Esping-Andersen (1990) and Ferrera (2005) developed
frameworks in which different explanations are considered and mixed. In order
to answer our key research questions, we have adopted the explanatory scheme
outlined in Table 1.1, partially based on Ferrera’s (2005) framework.

As the main focus of the book is the changes that have occurred in LTC policies,
the first point is the reconstruction of LTC as a policy field. This issue is discussed in
the next section of this chapter, with special focus on the institutional characteristics
of this policy field. The following section (Sect. 1.3), discusses our institutionalist
perspective in respect of the current literature on care regimes. Our goal is not to
provide a further typology of care regimes, but to grasp from this discussion the most
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important elements characterizing a care regime as an institutional setting wherein
change and reforms take place. In Sect. 1.4, we develop our analytical framework
for our study of institutional change in the LTC sector in Europe, starting with the
“why” question. We argue that the innovation process in the LTC sector begins with a
“problem pressure” or a “public policy crisis” that takes place when “old” institutional
solutions no longer fit new needs and problems. As a consequence, new solutions
must be adopted. Often, old and new actors with specific stakes in LTC policy start
to mobilize and reciprocally interact. Through their actions, specific diagnoses and
solutions are proposed and discussed. Institutional change can therefore be described
as the result of a complex mechanism whereby institutional preconditions lead to
the mobilization and intermediation of actors, leading in turn to coalition building.
Indeed, the “agency” factor is one of the most relevant aspects that will be investigated
in our research in order to answer the “who” question.

Next, we will address the “who” and “how” questions in Sects. 1.5 and 1.6, respec-
tively. Indeed, the overall logic of institutional change can assume different shapes
(Streeck and Thelen 2005), ranging from abrupt change to incremental innovation
or simple adaptation in continuity with the previous situation. In order to evaluate
the continuity/discontinuity of this change, we consider the outcomes, or impact of
these policies in Sect. 1.7, looking at the impact of reforms and innovation on the
care system, with special attention to funding and coverage level, public regulation,
and the working conditions under which care is provided.

1.2 LTC Policies: A Traditionally Low Institutionalized
Policy Field

While it is relatively easy to define LTC activities, it is more difficult to define what
exactly an LTC policy is. However, the issue is important both for theoretical and
empirical reasons. As already noted by Heclo and Wildavsky (1974), more than
35 years ago, a policy is a “variable,” not a constant: the boundaries of a policy
field shift over time; they are controversial and in themselves are contested among
different actors. Taking a neoinstitutionalist approach (March and Olsen 1989), we
expect that, once the LTC policy field has been framed in a specific country in a
certain way by a series of actors and acts, unless something relevant happens (e.g.,
a broad change in people’s needs), the specific definition will have an impact on
the way LTC policies develop: the prevailing conditions of various dimensions of
LTC (such as health care, work-life balance policies) affect the way in which issues
are determined, actors play in the field, rules are applied, and, mainly, solutions are
proposed and adopted to avoid the onset of inertia.

LTC has historically been a less “institutionalized” policy field than other welfare
policies such as health care, education, and social security. The need for care is a
relatively “new social risk” compared to relatively “old social risks ” such as poverty
or unemployment (Ranci 2010; Taylor-Gooby 2004). LTC emerged in the public
discussion only in the 1990s, when population ageing became a more widespread
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and growing problem (see Chap. 2 for further details). For a long time, people whose
care needs made them dependent on others were not acknowledged the basic rights
of citizens (Leira and Saraceno 2004). Instead, they were considered as “dependent
family members” or as social assistance recipients. As Saraceno (2008a) articulates,
“entitlement to receive care was framed implicitly as an entitlement to be cared for by
a female family member. It certainly did not result in a social right.” On the other hand,
caring for frail older people was not only considered a moral obligation to be shared
by families and society, but it was also constructed as the responsibility of women
rather than men. Furthermore, responsibilities to care for older relatives do not allow
for the same social entitlements such as paid leave, income support, or pension
contributions that are associated with maternity leave. Finally, it is only recently
that care policies in some countries have recognized not only the care problems
of the dependent but also the material and psychological vulnerability of informal
caregivers (Costa and Ranci 2010).

For a long time, therefore, care has been considered as an informal activity that is
part of family-based reciprocal obligations, and it has not developed as a professional
field characterized by standardization (Ungerson 1997). The relational nature of care
as an interpersonal activity implying only a basic professional competence has meant
that LTC services are not heavily formalized and has also prevented the rationalization
of professional skills and services as it has occurred in the health care domain, where
technical and professional skills are more widely recognized. This fact explains why,
in contrast from what happened for health care rights, social care rights have been
very poorly defined both in terms of service provision and quality requirements. In
many countries, care services still have a vague and broad definition, ranging from
social assistance to personal help. Professional care workers and care recipients have
few uniform criteria that can be used to assess the real contents of care services as
well as their quality. The high labor intensity of care services also explains why
care is a field highly affected by cost increases and low productivity, preventing the
development of a professional market-based provision of services (Baumol 1996).

The most relevant consequence of the lack of formalization of LTC services is
that normative definitions and official statements about eligibility criteria do not
automatically get put into practice (Leira 1992). Often, there is a great deal of uncer-
tainty about care entitlements. First, the multiple dimensions attached to providing
“care” (personal help, social interaction, support for mobility or basic everyday life
activity, and so on) have made it relatively difficult to develop specific technical
protocols. The needs’ assessment of the dependent is complex in itself as it en-
compasses multiple aspects, some of which are subject to subjective interpretation.
Second, care has been perceived as a relational activity implying a specific adaptation
to the needs of the recipient. Notwithstanding this, much effort has been made to
provide professional care workers with standardized protocols, of which flexibility,
listening capacity, sensitivity, and personal confidence are considered as valuable
requirements (Malley and Fernández 2010). As care is still considered a “labor of
love” (Finch and Groves 1983; Ungerson and Yeandle 2007), standardization and
technical specifications have been very difficult to implement.
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Further problems emerge in the organization of care services. Low productivity
and high exposure to cost increases (every improvement in the efficiency would imply
a significant deterioration in quality) have historically paved the way for a very low
growth of private care services (Pauly 1990). Care services have been hugely based on
public financing and more recently on the presence of nonprofit providers (Ascoli and
Ranci 2002). Only lately new private actors (such as private insurances) have entered
the field, attracted by the huge increase in demand for care and the availability of
public funds (OECD 2011). In the public sector, the low qualification of care workers
and the shortage of qualified providers that operate in the care sector have curbed the
growth of care services. The more recent turn to the principles of “ageing in place,”
stressing the convenience of care policies focused on domiciliary help rather than
the supply of residential facilities, has had further implications for this aspect. On
the one hand, as home care services cannot be delivered on a 24 hour basis, they
need to be supplemented with additional forms of private or informal domiciliary
help. On the other hand, the increasing combination of care and cash measures has
been developed on the implicit assumption that an informal, semiformal, or formal
caregiver is available to meet the beneficiaries’need for care (Evers et al. 1994; Pfau-
Effinger et al. 2009). Whatever is the level of standardization of professional care,
therefore, a relevant part of the responsibility for care is still shared by recipients or
their informal care network (if they have one; Österle 2001).

As a consequence of both the weak legal status of social rights to care and the
difficulties of implementing a complete care service organization, care can be defined
as a supply-conditioned right even in the most generous welfare states, “expressing
the intention of government, but not necessarily establishing an entitlement to be
claimed here and now. To a considerable extent, the needs of the care dependent are
met outside public budgets, by nonpublic bodies or by private individuals, who by
necessity or choice accept the responsibility for care provision” (Leira and Saraceno
2004, p. 26).

The gap between official statements regarding the social right to be cared for and
the actual organization of the care service system constitutes a peculiar characteristic
of care policy, and of the LTC policy field more specifically. Care provision must
follow requirements that have been officially stated in the entitlements structure,
but it also requires specific organizational conditions that are very often difficult to
guarantee for the reasons outlined above. This fact can be understood in terms of
Dahrendorf’s (1988) classic distinction between entitlements and provision. Entitle-
ments are defined by Dahrendorf (1988), and also by Sen (1981), as “socially defined
means of access” or “entry-tickets” (Sen 1981, p. 11). Provisions are those “things
one is entitled to,” “the whole range of material or immaterial choices that may be
open up by entitlements” (Sen 1981, p. 12). It is exactly in the space between what
is stated about an individual’s basic entitlements to be cared for and the provision
of care services on the ground that a relevant part of the problem pressures affect-
ing LTC systems has emerged. The “care deficit” problem emerged in Europe as a
critical problem in the early 1990s and it revealed not only the weak status of social
rights related to care, but also the poor development of the care service infrastructure.
Waiting lists; a high level of rationing, combined with the poor quality of existing
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care services; a high reliance of charity or philanthropic institutions providing care;
increasing costs shifted on patients and their relatives; and the lack of domiciliary
help: all these aspects resulted not only in a limited expansion of the care delivery
systems, but also in the weak capacity of European welfare states to better organize
service provision. On the other hand, in Scandinavian (and partially Anglo-Saxon)
countries where a service-led approach to LTC was already developed (Pavolini and
Ranci 2008), care services showed a strong trend toward increasing costs due to low
productivity and cost disease, asking for a significant reduction in their provision. In
both cases, therefore, a tension between the declared level of entitlements and the
actual level of provisions emerged. Also, it is mainly in that space that institutional
change has occurred over the last two decades as we will see below.

1.3 Varieties of LTC Regimes

We limit our study of changes in LTC in Europe to the last two decades, when most of
the major transformations in LTC policies have taken place. The early 1990s there-
fore constitute our starting point. At that time, the LTC policy field was structured
differently throughout Europe. Two aspects are relevant in this perspective: the insti-
tutional setting and the level of integration of the policy domain. By the former, we
refer to the policy legacy shaping the institutional field of LTC in each country. Pol-
icy legacy deals with the type of welfare state tradition (residual, universalistic, etc.)
that was specifically dominant in the LTC policy field before reforms started. Policy
legacy usually plays a big role in policy reforms due to the fact that it is one of the
most influential “structuring” forces in the debate, particularly in determining which
direction the reforms should take: actors used to a specific type of welfare state setting
will try to apply or to adapt this traditional setting to “new” or less institutionalized
policy fields (such as LTC). More specifically, the organization of care in the private
or public spheres (e.g., by churches, nonprofit care institutions, care professionals
hired by public authorities or by private providers) might create the basis for different
perceptions and options of solutions. For instance, the spread presence in Italy of
a care gray market run mostly by migrant women, independent from public policy
supply, has been and is still nowadays a very relevant sociostructural phenomenon
taken into consideration in the LTC policy arena. The opposite situation takes place
in Scandinavian countries where there is a strong and consolidated presence of pub-
lic professional care supply, which is organized and tends to be considered when
discussing issues such as “freedom of choice for the dependent person.”

By the latter, we refer to the level of integration of the LTC policy field in each
country. An “integrated” policy field is characterized by the existence of a recognized
policy field and by joint packages and agencies of intervention. In contrast, we have
a policy field structured through “loosely” connected domains. While there is some
overlap in organization by different government departments, there is little integra-
tion overall, and so intervention runs through separate and parallel institutions and
organizations, often with juxtaposed logics of functioning and levels of coordination.
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Whether the level of integration of the policy field facilitates or does not facilitate
policy change is hardly debatable. The more integrated a policy field is, the more
common definitions of problems and solutions are shared by the different policy
actors, and the more likely is the formation of strong policy coalitions forwarding or
opposing new reforms in the public arena. On the other hand, the more fragmented
the LTC policy field, the more contrasting interests shape the policy arena, and the
more difficult the introduction of radical changes becomes. A certain level of inte-
gration in the LTC policy community therefore seems crucial to allow an appropriate
change to this policy field.

The concept of care regimes can be fruitfully used to synthesize the two dimen-
sions just considered. This concept has been proposed as a reaction to the well-known
concept of “welfare regimes” of Esping-Andersen (1990), and it reflects the critics
advanced by many scholars, mainly feminists (O’Connor 1993), to an analytical
perspective only focused on the state and market and the relationship between these
two institutions, not paying attention to the role played by the family and gender
relationships in the practical provision of welfare services (Alber 1995). Therefore,
new typologies of “regimes” have been developed in the attempt to incorporate the
state–family nexus in the cross-national comparative analysis. In our perspective,
care regimes are to be considered as institutional forms codifying peculiar social
entitlements (i.e., social right to be cared in the case of need) and related forms
of service provision or support (Anttonen and Sipila 1996; Bettio and Plantenga
2004; Rostgaard 2002). In the present study, the point in question is not related to
the classification of specific countries, or the identification of the “right” number of
clusters, in order to distinct such regimes. Rather, our use of the concept of “care
regimes” is aimed at identifying the main factors explaining cross-national varia-
tions in the distribution of caring responsibility among the different actors of the
care system (State, family, voluntary sector, market) in order to identify the institu-
tional setting and the level of integration of this policy field in the different countries
considered.

Care regimes have been firstly defined in relation to the extension of State re-
sponsibility to provide care in contrast with family obligations. This is the approach
suggested in a seminal paper by Daly and Lewis (1998), where the authors distin-
guished between Scandinavian countries (where care is made available to people
by the State on a universal basis) and continental countries (characterized by the
privatization of care, via family or voluntary provision). Anttonen and Sipila in their
well-known paper on European social care services (1996) honed this framework,
adding two aspects:

1. the difference between State and family care responsibility is associated with a
higher or lower activity rate of women in the labor force;

2. between the State-based model and the family-based model lies an intermediate
model (a central European subsidiarity model), where responsibility for care lies
with the family but the volume of social care provision is at an intermediate level.

More recently, empirical studies of national care systems and the development
of comparative analysis have contributed to an attenuation of the strong contrast
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between state-led regimes and family-led regimes. Still in the feminist perspective,
care regimes have been identified by considering to what extent they contribute to the
degendering of welfare states (Knijn and Ungerson 1997), so identifying care regimes
in respect of the strength of the so-called male breadwinner/female caregiver model.
In the same perspective, Burau et al. (2007) introduced the concept of “predominate
support strategy” distinguishing between public (universalistic), targeted, and family
models. Analyzing home care, they found that public support can be either formal
care service provision or economic support for informal caregiving. The former is
predominant in countries adopting a public strategy (Sweden, the Netherlands) and
the latter is predominant in family care-based countries (Germany, Italy).

In a different perspective, focused not on familialism but on the tradeoff between
work and care, care regimes have been identified according to the extent to which
women have the right to choose between working and caring. According to Rostgaard
(2002), the main policy factor is not the distinction between in-kind service provision
and cash benefits distribution, but the extension of public intervention. She identifies
three models: a female care giver model (women stop working in order to provide
care, public provision is mainly through cash benefits); a dual breadwinner model
(extensive public provision of care, women mostly at work), and a family–work
model (abundant supply of public services, an elevated compensation rates of cash
benefits, and flexibility in the labor market, allow families to choose their own
preferable care arrangement).

A different perspective has been developed by scholars who took into account
not gender relations, or the care/work tradeoff, but the institutional setting within
which public care is provided, i.e., the institutional logic according to which care
services are organized and provided to the population (Bettio and Plantenga 2004;
Jensen 2008). In this respect, care regimes should be considered as further develop-
ments of traditional welfare regimes, from which the new programs take the basic
regulatory and institutional setting. From this perspective, three main systems have
been identified: a Beveridgean approach (where LTC has been integrated within the
existing public regulatory system for health and social services, based on universal
principles); a social risk approach (LTC has been recently recognized as a new “in-
complete” social right); and a social assistance approach (services are provided on
the basis of assistance principles, and public care is considered as a means-tested,
complementary solution). A similar analysis is proposed by Simonazzi (2009), who
identifies care regimes on the basis of their entitlement structure. Simonazzi distin-
guishes a Beveridge-oriented system (care services are universally defined but are
means-tested or income-related), a Bismark-oriented system (a universal scheme
is aimed at avoiding social assistance), and a Mediterranean model (based on the
principle of social assistance). France is considered as a mixed case between the
Beveridgean and Bismarkian systems.

In a similar neoinstitutionalist perspective, Alber proposed to look at the insti-
tutional organization of social service provision. Indeed, the public intervention in
this field is often characterized by a high level of vertical and horizontal subsidiar-
ity: local public administrations, voluntary and church-related organizations each
take a relevant part of the responsibility to provide care (Alber 1995). Therefore,
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cross-national variations should be explained by paying attention to the institutional
and organizational features of the national social services systems, with special
attention paid to intergovernmental relations.

This institutionalist approach seems relevant as it is focused on both the recog-
nition of social care as a social right and the organization of care provision. As
already explained, LTC regimes are organized on two levels—entitlements and
provisions—among which there are relevant gaps and tradeoffs. Care regimes iden-
tify not only different forms of care provision, but also specific forms of recognition
of care as a social right. Entitlements have been established in order to select the right
to access to services and provision, to limit opportunistic behaviors, to control costs
and quality of services. It is highly probable that the institutional setting has been in-
spired by previous knowledge and experience in similar policy fields, such as care for
older people, health care, and income support benefits. Thus, the new entitlements to
LTC can be variously related to other rights that had previously been recognized. The
entitlement structure requires that some form of public responsibility (both to cover
cost and provide services or support) should be developed and institutionalized. This
is exactly the focus of our research. In our perspective, therefore, care regimes are to
be considered as institutional forms codifying particular social entitlements (i.e., the
social right to receive care in the case of need) and related forms of service provision
or support (including coverage of costs of care).

1.4 The “Why” Question: Opportunities and Constraints
of Long-Term Care Policy Change

A series of factors have contributed to the path for institutional change in LTC policy.
In comparative social welfare theory, this aspect is commonly considered in terms
of problem pressure. Problems may rise from the outside as well as from the inside
of the welfare state: on the one hand, social and economic transformation can create
new social needs that are not adequately addressed by the existing measures, while
on the other hand, inner financial or political constraints can call for a change in the
previous institutional setting. Therefore, problem pressure can be considered as a
window of opportunity for enlarging public intervention, but also as a new constraint
requiring significant reduction in the existing public programs.

A problem pressure can be understood, according to Ferrera (2005), as an increas-
ing gap between (emerging) social needs and the preexistent repertoire of policy
measures aimed at addressing these needs. Conventional social programs can be un-
derstood as policy solutions that were found to solve previous problems: but social
and/or institutional new situations can make the traditional repertoire of solutions
obsolete, or inadequate. A new response is therefore needed, even though this is
not always recognized. Only when this gap is recognized in the public arena, then
a “public policy crisis” may be opened, and innovation has some chance of taking
place. In this process, therefore, problem pressure is a necessary, though on its own
insufficient, condition for institutional change and policy innovation.
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Assistance for frail (older) people has historically been one of the first and most
widespread forms (since the Middle Ages) of social aid through the use of shelters
for the (older) poor. After World War II and until the 1980s, there were policies that
we can define as “elder care” with a definition that is, however, partially different
from the one adopted today for LTC. Those policies were less directed to persons
with a reduced degree of functional capacity and more to older people with limited
means. The typical policy instrument of traditional care policies until the 1980s
was residential institutions for the poor, or lone older people, sometimes (but not
necessarily) dependent, whereas nursing homes (designed for people with a mix of
health and social care needs) were less diffuse.

From the 1970s, under the pressure of specific interest groups, new public pro-
grams were introduced in many European countries to address the need for care and
social reintegration of adults with disabilities. Scandinavian countries also developed
a generous supply of care services for older people as part of their generous approach
to welfare (Anttonen and Sipila 1996). With the relevant exception of adults with
disabilities, chronic diseases, and heavy dependence were not wholly recognized as
particular social risks in other European countries. Services such as nursing, long-
term rehabilitation, and social care were considered as residual, mainly provided
by families, voluntary organizations, public or religious institutions specialized in
humanitarian help and social assistance. Until the beginning of the 1990s, only few
European countries had introduced a nation-wide program recognizing LTC as a
clear social right. Public programs were mainly aimed, at that time, at supporting the
income, and only indirectly the care needs of dependent people: poverty, not care
needs, was considered the real social risk, which people had the right to be protected
against.

The 1990s were the turning point for LTC policies in many European countries.
Many relevant social changes had put renewed pressure on the existing systems of
LTC. The demographic structure of the population begun to change all over Europe
as a consequence of the ageing process: an effect of the improvement of the material
living conditions of the middle classes but also of the better quality of health care (see
Chap. 2). Contrary to many pessimistic predictions, the higher number of old people
has come with a reduced relative degree of morbidity and dependency, therefore
increasing only moderately the number of people in need of care (Lafortune and
Balestat 2007). However, if not the quantity, it was the quality of care that increasingly
became significant: the higher percentage of dependent older people increased the
need for multidimensional care, with the social and health aspects of care becoming
strongly interrelated. If demographic trends only partially contributed to increasing
the pressure for change, it was the transformations occurring in the social organization
of care that hugely changed the situation. For many decades, the provision of care
had been mainly granted by family networks in most of European countries. In 2001,
Österle estimated that informal care still covered around three quarters of the total
care for people with disabilities in western European countries, attributing a very
secondary role to public protection. Starting from the 1990s, this (either implicit or
explicit) intergenerational reciprocity system has been increasingly weakening for a
number of reasons (Österle 2001; Saraceno 2008b), as outlined below.
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First, the transformations in the forms of households helped to increase the demand
for care, which could not be satisfied by members of the same household: the numbers
of older people living alone has in fact been increasing in all European countries,
while the number of those living with their children has been decreasing (see Chap. 2
for details). This was set against a progressive decrease in the potential for support
from kinship networks. A first factor was the worsening of the old-age dependency
ratio as a consequence of the reduction in the effect of the generation turnover. The
rise of the older population, joined with the progressive reduction in the fertility rate,
has reduced, and is still progressively reducing, the availability of family caregivers.
A second factor, which has weakened the caregiving capacity of informal networks,
is the increase in female participation in the labor market. The effects of higher
female employment on informal care for older people are not clear. According to
some research (Costa and Ranci 2010; Lamura et al. 2003), the increase in female
employment rates does not significantly reduce caregiving activity when it is only for
a few hours per week, while it has an appreciable effect on caregiving for those who
require continuous assistance, making home care services or institutionalization in
residential facilities necessary. Generally, while there is uncertainty over the decline
in the number of informal caregivers, it is likely that the total time spent on caregiving
has been constantly decreasing over the last few decades.

Therefore, the persistent increase in female participation in the labor market (es-
pecially of women aged between 40 and 60 years), and the corresponding increase
in the number of dependent aged people, have conjured together to bring the dom-
inant traditional, family-based care system close to a collapse. The organization of
families and the integrity of relations between generations were put under pressure.
Moreover, the presence of a dependent person in low-income families increased the
risk of poverty, and the augmented use of private care services by the most depen-
dent exposed the poorest groups in the population to further risk of poverty. In other
words, a social reorganization based on dependency has been taking place in the last
two decades. Dependency therefore challenged the integrity of relations between
generations within families. Alternative solutions were not readily available. The
traditional response to the lack of family care was the institutionalization of depen-
dent older people in residential facilities: a solution increasingly too expensive as the
quality standards of these structures improved. Such facilities were also less accepted
as a viable solution, as the type of care provided can often compromise resident’s
independence.

The reduction in family care obligations and the subsequent increase in care
requirements have together created a strong pressure on public health care systems,
on the cash programs aimed at supporting the income of the dependent, and on
the local assistance programs providing the dependent with residential institutions,
home care, and daily services. The demand for these services increased at a time
when cost containment, rather than service expansion, was the issue most at stake
(Pierson 2001). The highest pressure came from the rising costs of hospitals and high-
intensity caring needs, but also local assistance programs were increasingly under
pressure because of the growing number of people requiring home care and daily
care services. Therefore, many countries had to reduce their health care system’s
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operating costs and local social assistance by redirecting the rising demand for care
to less expensive care options, or by reshaping the preexisting care programs.

As a consequence, a tradeoff emerged between the need to provide more and more
people with care not supplied by families on the one hand, and the need to control the
huge increase in public costs, mainly weighting on public health systems on the other.
This problem went unresolved for many years as no suitable solution could be found.
However, this was, in our view, a good condition to foster institutional change in many
countries. The Nordic and Anglo-Saxon countries, which had already developed
an extensive public structure of social services, had to adapt their care provision
systems to the new situation. The Mediterranean and Central-Eastern countries, in
contrast, could enjoy a stronger support provided by family solidarity even though
the tendency of women to participate in the labor market had become very high,
especially in latter countries. Continental countries were much more deeply affected
by the ageing process and the weakening of family ties than other countries on the one
hand; and at the same time they could not rely on an already established structure of
public care services, on the other. Therefore, they had to create innovative solutions
in order to find a way to get through the Scilla of enlarging entitlements and care
provision and the Cariddi of cutting public expenditures.

As already stated, an increasing gap between problems and solutions does not
necessarily lead to policy innovation (Ferrera 2005). However, the gap can lead to a
public crisis, encouraging new actors to bring new ideas and solutions to the policy
arena. Counterforces will often resist change and therefore a collective decision-
making process will be required. In the field of LTC policy, the absence of the
definition of “long-term care” in many countries created additional problems. In
contrast, in the countries where a working definition of care for the dependent was
already in use, a redefinition of the term had to take place in order to facilitate the
operation of new policies. In countries where LTC was nonexistent, a new policy
field had to be invented and new political and technical definition of “long-term care”
had to be agreed about among the relevant policy actors.

1.5 The “Who Question”: The Role of Actors in LTC Policies

An analysis of LTC policies and institutional change cannot avoid the issue of agency:
as Lundquist (1980) wrote many years ago, the policy actors are those who make
policies, not contextual factors. Capano and Howlett (2009) underline the importance
of agency and, in particular, of policy leadership in the event of significant changes:
“radical changes develop through a complex process in which focal events, critical
junctures and policy windows offer opportunities for change. Therein lies the case
for the strategic role of agency; the ongoing momentum has to be taken advantage of
(. . . ). Policy entrepreneurs are those capable of discovering new needs and solutions,
of dealing with a high degree of uncertainty, and of resolving the problem of collective
coordination” (Capano and Howlett 2009, pp. 225–226). The same scholars also
argue that policy leadership is not necessarily an individual mission, but a collective
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Table 1.2 The actors potentially involved in the LTC policy arena

Public actors Private social actors

National level Actors with direct interests in provision
National governments (role of ministries of

finance vs. other “welfare” ministers)
Trade unions representing care workers

LTC ministry or the main ministry formally in
charge of LTC policies (if present)

Private welfare-related enterprises (e.g., health
insurance companies, etc.)

Other welfare sectors institutional
actors/stakeholders (health care ministry, etc.)

The Church or other (nonprofit) delivery
agencies

Top civil servants working in the LTC policy
area

Subnational or supranational level Actors with a more general interest in LTC
Local governments Trade unions in general
The European Union Representatives of private economic

enterprises
Intellectuals/experts (economists, etc.)
Carers/users’ associations
Mass media

undertaking, involving different people at different institutional levels and policy
stages: “to produce effective policy change, simply changing the agenda (matching
new solutions to old problems or reframing the meaning of policy) is not enough: the
‘new’ solutions must pervade all policy domains, and leadership must be provided at
different institutional levels and areas of policy” (Capano and Howlett 2009, p. 227).

Given the policy field analyzed, the main actors playing a role in the LTC arena
can be divided into two broad categories: public and private actors (see Table 1.2). Of
the public actors, there is a first set working mainly at the national level: governments
(with possible internal conflicts among ministries in charge of the budget—Ministry
of Finance—and welfare ministries always seeking more resources), the specific
Ministry formally in charge of LTC issues (if there is one), other welfare policies
actors with their own agenda and interests in LTC policies (e.g., to shift burden and
costs from their own policy field to LTC), and the top bureaucracy dealing with
the LTC policy area. A second set of public policy actors are those coming from
local governments (given the importance of these actors in many countries for LTC
policies) and from the European Union (through directives, benchmarking, etc.).

The private actors can also be divided into two broad subsets on the basis of their
type of interest. We can differentiate between actors primarily interested in influ-
encing LTC policy, because they have a direct stake in LTC provision (trade unions
on behalf of workers in the sector; private enterprises providing care services; the
Church; health insurers willing to open up new markets; and other, often nonprofit,
delivery agencies as direct providers of services) and actors with a more general in-
terest in the development of LTC policies (from users’ associations to experts, mass
media and representatives of private economic enterprises, and again, trade unions),
where the concept of development can point to possible different ideas about reform
(either improving public financial support as in the case of users’ associations, or
cutting down welfare costs as in the case of the representatives of private economic
enterprises).
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What is important about these actors is not only who they are and how they
individually try to influence LTC policies, but also how they interact with each other,
participating in (more or less) stable leading “coalitions” (Sabatier 1988), which will
be examined in this study in terms of beliefs, interests, and resources.

1.6 The “How” Question: Institutional Change
and LTC Policies

Institutional change, in reference to LTC policies, can be understood as change
in the main institutions regulating the financing and provision of interventions in
favor of persons with LTC needs. By institution, we adopt Hall and Thelen’s (2009)
definition: “sets of regularized practices with rule-like quality in the sense that the
actors expect the practices to be observed; and which, in some but not all cases are
supported by formal sanctions. They can range from regulations backed by the force
of law. . . to more informal practices that have a conventional character” (p. 9). How
institutional change occurs is at the heart of a decades-long debate. Among all the
possible explanations, we have focused on two: the Hall (1993) model of three orders
policy change and Streeck and Thelen’s (2005) typology of institutional change.

In his seminal paper of 1993, Peter Hall described three types of policy changes,
depending on the “order”/level in which these changes take place: “third-order”
policy changes take place when there is a shift in the overarching goals that guide
policy in a particular field; “second-order” ones are related to changes in the tech-
niques or policy instruments used to attain those goals and the easier changes are
the “first-order” ones related to the precise settings of these instruments. Somewhat
differently, Streeck and Thelen (2005) adopt a typology, which underlines how along
with more traditional explanations of institutional stability (which they defined “Re-
production by adaptation”) or abrupt/disruptive institutional change (“Breakdown
and replacement”), often due to external shocks,2 there is a chance of incremental but
disruptive institutional change through “gradual transformation.” This second expla-
nation argues that institutional change can be incremental and not necessarily abrupt.
Far-reaching change can be accomplished through the accumulation of small, often
seemingly insignificant adjustments: gradual transformation means institutional dis-
continuity caused by incremental, “creeping” change, often endogenous and in some
cases produced by the very behavior an institution itself generates. Therefore, signif-
icant change can often emanate from inherent ambiguities and “gaps” that exist by
design or emerge over time between formal institutions and their actual implemen-
tation or enforcement: “these gaps may become key sites of political contestation
over the form, functions, and salience of specific institutions whose outcome may

2 This is one of the most widespread explanations of change in the social sciences, based on the idea
that institutions tend to be path dependent (once a certain institution is set, due to a series of events,
it tends to maintain inertia over time and finishes with reinforcing itself with a lock-in effect); only
in the case of relevant external shocks (e.g., relevant economic and political crisis) will institutional
change take place (Pierson 2001).
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be an important engine of institutional change. . . Political institutions are not only
periodically contested; they are the object of ongoing skirmishing as actors try to
achieve advantage by interpreting or redirecting institutions in pursuit of their goals,
or by subverting or circumventing rules that clash with their interests” (Streeck and
Thelen 2005, p. 19). Streeck and Thelen propose five types of gradual transformative
change: displacement, layering, drift, conversion, and exhaustion.

With a perspective integrating the previous one, Palier (2010) has explained the
defreezing process that has recently characterized the Bismarckian welfare systems
on the basis of the accumulation of small, incremental changes: “because of the
‘stickiness’ of welfare state institutions (Pierson 2001), and because of their huge
popularity, governments were not able to change the whole system even when they
claimed that these systems were failing to deal with economic and social issues.
Rather, changes were initially incremental, passing through an intermediary phase
based on a relatively ‘silent’ evolutionary institutional transformation (changes in
financing, changes in power relations), that . . . facilitated structural reforms based
on a new social policy paradigm. . . Even these new social policies have not entirely
replaced the former ones, but merely contributed to a conversion of the old system
to the new goals” (Pierson 2001, p. 365). The idea here is that the structural addition
of institutional transformations over many years has constituted a sort of “critical
mass” causing, without an explicit political decision, a radical discontinuity with
the old welfare system. Only a long-time perspective on change is able to catch the
real impact of a sequence of institutional relatively minor events, not individually
significant if not considered within a more general sequence.

This is why we consider the institutional changes in LTC policy that have occurred
in a time span of two decades, ranging from the early 1990s to the end of the first
decade of the 2000s. This extended time span is essential to allow a consideration of
the whole range of changes taking place all over Europe, generally moving a part of
the welfare state that was considered, at the beginning of this period, as residual or
marginal in most of the European countries, to occupying a more central position,
being the object of relevant nation-wide reforms. This process has occurred through
an exponential number of major and minor institutional changes, which need to
be considered in their time and logical sequence in order to understand what has
been their social and institutional impact. We thus rely on theories of institutional
change stressing the temporal succession of events in order to contextualize our
findings. Finally, we argue that most of the recent literature on institutional change
mechanisms has two shortcomings, which become relevant when applied to studying
LTC policies:

1. The literature does not usually take into consideration institutional multilevel
relations in each country.

2. The focus of research in the last two decades has been mainly on “welfare
retrenchment” more than welfare restructuring and expansion.

First, the fact that the international literature is more focused on national mechanisms
of policy change, though it might make sense in other fields of policy, becomes a more
inadequate choice when applied to welfare policies such as LTC, where a relevant
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role is played by local actors. Therefore, following Alber (1995), we argue that, no
matter which institutional change theory is adopted, there is a need to introduce as a
focus of analysis not only the national level but also the local one and the interplay
between these two levels as a key area where institutional change takes place (also due
to the fact that LTC is a relatively decentralized policy area): some sort of multilevel
institutional change has to be considered.

Second, most of the recent literature on institutional/policy change tends to inves-
tigate how governments are able to “impose losses” without losing political power
(Clasen and Siegel 2007): the main issue deals with “welfare retrenchment,” whereas,
in the case of LTC policies, what seems to be happening in most countries is a situation
that can be better described in terms of either “welfare restructuring” or “expansion.”
This means that institutional change mechanisms have to be interpreted as a way of
not necessarily reducing welfare protection but of rearranging or expanding it.

1.7 The Impact of LTC Reforms/Change

Coming to analyze the implementation of LTC reforms, we can focus on four different
impacts: the level of expenditures and coverage levels; the level of familization or
defamilization of care; the organization of the care delivery system; and the working
conditions of workers providing care, either on an individual or collective basis. The
first impact is related to the impact of innovations on the entitlements to and the
provision of LTC. While universalism has been considered as the basic principle
of innovation in some countries, selectivity on the basis of need and means testing
has been the main goal elsewhere. As care is still mainly grounded on the families’
care capacity throughout Europe, institutional changes also have to be evaluated in
respect of their impact on family care arrangements, in order to understand the extent
to which they have favored (or reversed) a further defamilization of care. As far as the
impact on the regulation of the care system goes, innovation has assumed different
configurations, varying from State centralization to local decentralization of public
responsibilities, and from assuring more equality in the care provision to diversifying
services in order to meet the demand of emergent specific targets. Further impacts
have been related to the efficiency and the quality of care provision: a number of
new measures have been introduced in order to increase the productivity of care
services, to guarantee freedom of choice to users or to empower them, or else to
better integrate social and health care (Da Roit and Le Bihan 2010).

Institutional change in LTC policies has not only affected the care delivery sys-
tem, but it has often been closely linked to specific employment strategies. In many
countries, cash for care programs (and public measures supporting, or tolerating,
the growth of a transnational care market grounded on the low-cost supply of care
work by immigrants), have led to the development of low-skilled, low-paid, care
jobs. Home care services have been strongly advocated almost all over Europe as
a strategy to keep “ageing in place,” but this care activity remains low-skilled and
low-paid in many countries, so contributing to the occupational growth in a marginal,
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lowly professionalized sector. At the same time, a new generation of social measures
has been introduced in many countries to support the caring responsibilities of in-
formal caregivers (including both family members cohabiting with the dependent
persons and other family members and friends). Further programs have been aimed
at supporting the work–care conciliation strategies of informal caregivers (also by
protecting their work rights and supporting their contributory pension records). Gen-
erally speaking, therefore, care policies have not only impacted on the care needs
of the dependent, but they have also contributed to the creation of new, low-skilled
jobs in the field, and have affected the caregiving activity of working women.
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Chapter 2
Long-Term Care Systems in Comparative
Perspective: Care Needs, Informal and Formal
Coverage, and Social Impacts in European
Countries
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2.1 Introduction

The aim of this chapter is to provide an overview of long-term care (LTC) policies in
Europe and other OECD countries in order to contextualize the findings presented
in the other chapters of this book. While the individual country case studies outlined
in subsequent chapters offer detailed accounts of LTC policies in various countries
throughout Europe, this chapter develops a broad framework based on comparative
statistical data, which in turn sets out the general background to transformations
that have taken place in recent years with respect to both the demand for and the
institutional responses to LTC. This chapter is organized around four themes central
to the organization of LTC in Europe: the characteristics and the changing demands
of LTC recipients; the organization of informal care; the organization of public
(statutory) support; and the impacts of the various “care regimes” on users and their
informal carers.
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The picture that emerges identifies, on the one hand, a “universalistic” model,
consisting of countries with elevated public spending on LTC, and consequently,
highly developed services, and, on the other hand, countries with basic public ex-
penditure, basic coverage, and LTC services, which remain underdeveloped. For the
latter, the risk of increases in social and gender inequality is very high (according
to relevant data, two-thirds of caregivers are women), particularly in terms of guar-
anteeing access to care for care recipients and in reconciling caring responsibilities
and participation in the labor market for informal caregivers.

2.2 Demand for LTC

2.2.1 The Ageing Population Over Time: Past, Present
and Future

Eurostat data clearly show that there has been a progressive increase in the older pop-
ulation in all European countries (Eurostat 2011). Indeed, over the last few decades,
the proportion of the population aged 65+ has consistently grown, not only in Eu-
rope but throughout the OECD. This transformation is likely to have a significant
impact on the majority of European countries over the coming decades with serious
implications for pensions, health, and social care systems (Christensen et al. 2009;
Comas-Herrera et al. 2006; European Commission 2011).

Eurostat (2011) figures estimate that, in 2060, the percentage of people aged 65+
in EU-27 countries will be 29.3 % of the total population. Compared with the 2010
average percentage (16 %), the increase will be in the region of 13 %. Similar trends
can be found for the population aged 80+, which in 2010 represented on average 4 %
of the population and is expected to exceed 10 % by 2060; in some Mediterranean
countries such as Spain and Italy, it may be up to 14 %. The old-age dependency
ratio, which measures the relationship between the population aged 65+ and the
working-age population (15–64 years), was 23.6 % in Europe in 2010, is expected
to almost double in value by 2060, reaching 52.4 %.

The data presented in Table 2.1 help to illustrate the dynamics of population
ageing. In particular, it shows that the percentage of the older population (65+
years) increased by more than 70 % between 1970 and 2010 in southern Europe,
as well as in Bulgaria, Romania, and Finland. More significant increases occurred
in the proportion of the population aged 80+: Finland, Spain, Italy, Portugal, and
Poland experienced increases of more than 200 % between 1970 and 2010, while
almost all of the other countries registered increases of more than 100 %.

2.2.2 Disability and Dependency in Europe: Some Estimates

It is possible to distinguish between three different theoretical approaches to the study
of the relationship between demographics, increased life expectancy, and disability;
all of which are based on the assumption that disability rates are growing. The first
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Table 2.1 Percentage of the population aged 65+ and 80+ in 1970, 1990, and 2010 (ranked by
percentage of the population aged 65+ in 2010). (Source: Adapted by the authors from Eurostat
2011)

Percentage of population aged 65+ Percentage of population aged 80+
1970 1990 2010 1970 1990 2010

Germany 13.5 14.9 20.7 1.9 3.7 5.1
Italy 10.8 14.7 20.2 1.6 3.1 5.8
Sweden 13.6 17.8 18.1 2.3 4.2 5.3
Austria 14.4 14.9 17.6 2.1 3.5 4.8
Spain 9.5 13.4 16.8 1.5 2.8 4.9
France 12.8 13.9 16.6 2.3 3.7 5.2
UK 12.9 15.7 16.4 2.2 3.6 4.6
Denmark 12.2 15.6 16.3 2 3.7 4.1
The Netherlands 10.1 12.8 15.3 1.7 2.9 3.9
Czech Republic 11.9 12.5 15.2 1.5 2.4 3.6
Greece n.a. 13.7 18.9 n.a. 3 4.6
Portugal 9.2 13.2 17.9 1.3 2.5 4.5
Bulgaria 9.4 13 17.5 1.4 2.1 3.8
Latvia 11.9 11.8 17.4 2.1 2.8 3.9
Belgium 13.3 14.8 17.2 2.1 3.5 4.9
Estonia 11.7 11.6 17.1 1.9 2.5 4.1
Finland 9 13.3 17 1.1 2.8 4.6
Hungary 11.5 13.2 16.6 1.5 2.5 3.9
Slovenia n.a. 10.6 16.5 n.a. 2.2 3.9
Lithuania 10 10.8 16.1 1.6 2.7 3.6
Romania 8.5 10.3 14.9 1.1 1.7 3.1
Malta n.a. 10.4 14.8 n.a. 1.9 3.3
Luxemburg 12.5 13.4 14 1.7 3.1 3.6
Poland 8.2 10 13.5 1.1 2 3.3
Cyprus n.a. 10.8 13.1 n.a. 2.3 2.9
Slovakia 9.1 10.3 12.3 1.2 2 2.7
Ireland 11.1 11.4 11.3 1.9 2.1 2.8
Average 11 12.9 16 1.7 2.8 4.1

n.a. not available

approach (the theory of the expansion of disability; Gruenberg 1977) assumes that
the increase in longevity has resulted in a prolonged period of disability in the final
phase of life due to an increase in the survival rates of those with illnesses and also
a growth in the prevalence of age-related diseases. A second approach is that of
the “compression” of disability (Fries 1980), for which the increase in longevity is
related to a shorter period of disability at the end of life, due to an improvement in
the treatment and prevention of disease. The third approach (“dynamic equilibrium”;
Manton 1982) is based on the assumption that there has been a slight increase in the
rate of mild disability and a corresponding increase in the rate of severe disability,
due to an improvement in healthcare.

However, while various surveys conducted in Europe report differing rates of
disability among older people (Lagergren and Batljan 2000; Bajekal and Prescott
2003; Cambois et al. 2006; De Hollander et al. 2006; Ekholm et al. 2006), the
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general trends do not support the argument that disability rates are rapidly increasing.
For example, one study on trends in disability in the older population in 12 OECD
countries,1 conducted by Lafortune and Balestat (2007), suggests that there is clear
evidence of a decline in the rate of disability among older people in 5 of the 12
countries examined (Denmark, Finland, Italy, Holland, and the United States). In
three countries (Belgium, Japan, and Sweden), there has been an increase in the rate
of disability among those aged 65+, while in two countries the rate has remained
stable. In France and the United Kingdom, different sources reveal such different
trends in the disability rate in the older population that it is impossible to reach any
conclusion on the overall direction.

Lafortune and Balestat (2007) show that, although the increase in the older popu-
lation has not been translated into a corresponding and timely increase in the number
of individuals with disabilities (in fact, over the last few years, the disability rate has
decreased to a certain extent within some countries), the problem of the increased
demand for LTC by older people with disabilities remains significant. However, the
ageing of the population and greater longevity of older people will most likely result
in an increase in absolute terms in severe disability in the oldest old. Lafortune and
Balestat therefore reject the assumption that there will be a general expansion in the
disability rate and instead support Gruenberg’s (1977) argument that this expansion
will be concentrated among those with the most severe disabilities. Regardless of
future trends, it can be seen that almost 20 % of Europe’s older population is cur-
rently in need of assistance with the activities of daily living (ADLs) due to illness
or disease, often chronic (see Fig. 2.1; EU-SILC 2008).

2.3 The Organization of Informal Care

2.3.1 The Role and the Characteristics of Informal Caregivers

According to OECD (2011) data, more than 10 % of adults in European countries
provide unpaid informal care to family members and friends who have strong limita-
tions in their daily living (see Table 2.2). The presence of informal caregivers varies
from country to country (Eurofamcare 2006). Some countries in southern Europe
have a relatively high percentage of informal carers (16.2 % in Italy and 15.3 % in
Spain) while, on the contrary, some Scandinavian countries have a relatively low
proportion (9.3 % in Denmark and 8.0 % in Sweden; OECD 2011).

The OECD (2011) analysis also showed that approximately two-thirds of care-
givers aged 50+ are women. The “feminization” of caregiving is also reported by
Costa and Ranci (2010), who noted the dominance of middle-aged women among
caregivers, many of whom could potentially remain active in the labor market. Based

1 Countries examined in the study: Denmark, Finland, Italy, Holland, United States, Belgium,
Japan, Sweden, Australia, Canada, France, and the United Kingdom.
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Fig. 2.1 The proportion of the population more than 65 years old with strong limitation in activities
due to health problems for at least the last 6 months (2008). (Source: Authors’ calculations based
on EU–SILC (2008) data)

Table 2.2 Informal
caregivers: percentage of the
population reporting to be
informal carers to people with
strong limitations in daily
living, different years
2004–2006. (Source: OECD
2011; OECD estimates based
on the British Household
Panel Survey [BHPS] for the
United Kingdom and on the
Survey of Health, Ageing,
and Retirement in Europe
[SHARE] for other European
countries)

EU countries Percentage of informal caregivers

Sweden 8.0
Greece 8.7
Denmark 9.3
Austria 9.8
Poland 10.3
France 10.7
Germany 11.0
The Netherlands 11.4
Czech Republic 12.0
Belgium 12.1
Ireland 14.6
United Kingdom 15.2
Spain 15.3
Italy 16.2

on this study, it can be seen that caregiving is to a greater extent becoming organized
in the context of complex family dynamics, in which can be found adults from
different generations.

2.3.2 Attitudes Toward Care

In terms of demand, there is some divergence among European countries not only
in terms of their social–demographic characteristics, but also from a social–cultural
perspective. A Eurobarometer survey from 2007 (Eurobarometer 2007) investigated
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both respondents’ preferred model of care in the case of the onset of dependency
and also the balance between caring responsibilities and paid work among family
carers of older people with disabilities. Figure 2.2 illustrates how in Europe there
is a significant difference in the attitudes about the role of adult children in caring
for dependent parents. At one extreme are the Scandinavian countries, together with
France and Belgium, where the idea prevails that care should be provided first and
foremost through formal services, either public or private. At the other extreme are
central-eastern European countries, together with Greece, where more than 70 %
of respondents believe that care provided by children is the best option. In other
countries, family care is preferred, but to a lesser extent, particularly in southern
European countries (Portugal, Spain, Malta, and Cyprus) and also in Germany and
in Austria. In a more complex, intermediate position lie Italy, the United Kingdom,
and Ireland, where preferences for informal and formal care are equal.

Opinions regarding the reconciliation of caring responsibilities and work in the
labor market, important because it is mostly women who are affected, partially
change these results. Country trends outlined in Fig. 2.3 remain unchanged; the
majority of central-eastern European countries indicate that work by women should
theoretically be sacrificed in order to provide care for older parents if required,
while in contrast, those holding such a position in France, Benelux, and Scandinavia
are in the minority. In the center, two groups of countries can be found, one in
which 40–50 % of the population is in agreement with the idea that the career of
the caregiver should be sacrificed (largely various countries of central, eastern, and
southern Europe) and those in which the percentage is lower (30–40 %), in the
Germanic and Anglo–Saxon countries in Europe.

However, if we consider responses to questions about caring for older relatives and
for children at the same time, it is possible to see a strong congruence: there is a strong
positive correlation between the two variables, equal to 0.829. Namely, respondents
who feel that one should give up work to care for children are also likely to agree that
children should give up work to care for their old parents. Nevertheless, almost all
countries have on average lower rates of adherence to the idea that sacrificing one’s
career to provide care is the best option when compared with the idea that childcare
is the optimal solution. For example, in Germany, the majority of the population
is in agreement with the statement that parents provide the best childcare support
(58 %), though only one-third of respondents overall are of the opinion that one’s
career should be sacrificed to offer care to dependent parents. There are only a few
exceptions to this general rule, of which the most interesting cases are Greece and
Italy (see Fig. 2.4): In the Greek region (Greece and Cyprus), the preference to leave
work to provide care to their children is significantly higher than to provide care to
dependent parents, while in Italy, the opinions about the two phenomena are closely
intertwined and report virtually the same percentages.
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Fig. 2.4 Percentage of individuals who believe that children should provide care to dependent
parents even if it means renouncing their career—2007. (The data refer only to those who have
experience of dependency; these percentages do not vary significantly when considering the entire
sample). (Source: Adapted from Eurobarometer (2007) data)

2.4 The Characteristics of Public Care Services

2.4.1 Coverage and Funding Levels

As LTC is defined in different ways in each European country, national systems of
LTC in Europe often have very different characteristics (Kraus et al. 2010). In fact,
in each of the various countries, programs of LTC were created at different points in
time, with the objective of either complementing or substituting the preceding system
of support for disability and dependency. In turn, this has resulted in the development
of very different systems of LTC in each country. Furthermore, the delivery of care is
often divided between different government departments and state agencies in each
of the different countries, making comparison of the overall LTC system somewhat
challenging. Finally, in almost all advanced countries, different methods are used for
the financing of LTC (OECD 2005, 2011).

These diverse aspects help to explain why the current available statistics about
public LTC programs are somewhat patchy (Oliveira Martins 2006; Fernandez 2009).
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Fig. 2.5 Amount of public spending on LTC in PPS (purchasing power standard) euros per capita
2008. (Source: ESSPROS data, Eurostat 2010)

In spite of the quality and richness of the current data available from numerous
institutions, which have recently published reports on LTC systems, there is often
a notable imprecision within the information provided as well as a number of clear
contradictions. For this reason, we limit our analyses to the data, which offer greater
reliability and consistency over time.

As a general rule, it should be observed that state intervention in the area of LTC is
still relatively underdeveloped, even in advanced countries. Total public spending on
LTC in OECD countries is on average 1.2 % of the national GDP (the same average
is also true for European countries). If social security for disability is included,
spending as a proportion of GDP still only reaches 2 % on average. Eurostat (2010)
estimates also indicate that social protection expenditure on the population of people
with disabilities is around 8 % of total social expenditures and has remained relatively
stable over the last decade. Nevertheless, LTC can be regarded as one of the policy
areas, which have undergone the most significant reform over the last 20 years, even
if there has been little evidence of a significant increase in public spending within
the sector.

Before we look at expenditure dynamics, we first consider the differences on
spending between European countries, looking also at OECD countries, when equiv-
alent data are available (see Fig. 2.5). Based on Eurostat2 data up until 2008, we can
examine public spending on LTC in euros per capita, adjusted for the purchasing
power of the different countries. Out of this analysis emerges a block of countries in
which yearly spending on LTC per capita exceeds € 900, which includes the Scan-
dinavian countries, Luxembourg, Switzerland, and Iceland. In these countries, LTC

2 European system of integrated social protection statistics (ESSPROS), Eurostat.
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Table 2.3 Trends in spending
on disability, PPS euros per
capita, 1990–2008. (Source:
ESSPROS data, Eurostat
2010)

1990 2000 2008

Denmark 687 1,092 1,604
Sweden 1,175 1,388
The Netherlands 976 763 718
United Kingdom 364 654 619
Austria 518 691 614
Germany 551 559
France 385 456
Italy 405 302 335
Spain 232 247 292

programs constitute one of the pillars of the welfare system, absorbing between 12
and 17 % of total social spending. Spending on LTC represents a share of more than
50 % of all health spending; a clear sign that these policies are now assuming a
central role compared with other more traditional sectors of the welfare state.

In a second block of countries, yearly LTC spending represents between 700
and € 900 per capita: a significant amount, which indicates that there is a clear
understanding of the need to invest in this area. In this block, the United Kingdom,
the Netherlands,Austria, Germany, Belgium, and France can be found. Many of these
countries have introduced new LTC programs in the last few years, thus augmenting
previous levels of spending in this area, as illustrated in various chapters in this book.

A third block of countries is also evident, in which per capita spending exceeds
€ 300 but remains below € 700. The Mediterranean countries, together with Ireland
and two central-eastern European countries, Slovenia and Hungary, fall into this
block. All of the other countries, including most of the eastern European countries
and Greece, are characterized by spending on LTC of less than € 300 per capita.

As a general rule, these data illustrate how the volume of spending absorbed by
LTC policies depends primarily on the timing of institutional reform. The countries,
which spend the most on LTC, are also those which have introduced specific LTC pro-
grams much earlier. In addition to the historical perspective has been the more recent
institutional reform noted above, which has gradually improved the performance of
many of these countries, including Germany and Austria, where the introduction of
new reform programs was accompanied by an increase in public spending. In gen-
eral, Mediterranean countries and central-eastern European countries spend less on
LTC programs. The gap for the citizens in these countries, compared with the north-
ern and central-western European countries, is very large; on average, a Swedish
or Danish citizen has at least three times more funding available than an Italian or
Spanish citizen.

Over the last two decades, a different dynamic developed between the different
countries in relation to spending on LTC. ESSPROS data allow us to reconstruct these
spending dynamics from the beginning of the early 1990s to 2008 (see Table 2.3).
These data show the changing trends in various countries. Positive trends, however,
can hide important variations in the spending programs aimed at the older population,
as the ESSPROS data also include figures for (younger) adults with disabilities. In
general, in spite of a growing demand for LTC services, public spending overall has
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Fig. 2.6 Amount of public spending on LTC allocated to services; as a proportion of total LTC
spending (GDP per capita), 2008. (Source: ESSPROS data, Eurostat 2010)

experienced a general difficulty to rise with the same pace. Institutional reform in
this policy sector therefore developed with the aim of balancing the need to satisfy
growing demand for services while simultaneously containing public spending.

The configuration of LTC systems changes considerably depending on whether
in-kind services or cash transfers are offered. In-kind services are those in which care
services are offered directly to recipients in form of residential or home care, while
cash transfers have the effect of passing responsibility to individuals and families
for organizing their own care services. The distinction between “care” and “cash”
is, however, less clear than may appear to be the case. Over the last 10 years,
various cash-for-care programs have been introduced in which monetary transfers
are provided to acquire specific care services (Da Roit et al. 2007). However, available
statistics do not always include these measures, and confuse them with other cash
transfers for which there are few constraints (such as the case, for example, of the
“indennità di accompagnamento” in Italy, or of the “attendance allowance” in the
United Kingdom).

Taking into account these caveats, Fig. 2.6 confronts the share of spending allo-
cated to LTC services with the generosity of their overall performance. The most
generous countries are also those which invest to a greater extent in care service
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provision (with the significant exception of Norway). This is not an unexpected re-
sult, since the cost of maintaining residential and home care services is greater than
that related to a cash benefit. It is mostly the northern European countries who fall
into this category, together with Luxembourg and Switzerland. Among the countries
that have developed a significant complement of services also France and Germany
are included (together with Belgium, Slovakia, and other smaller countries), that
is the two biggest continental countries, which have also introduced new specific
LTC measures in recent years. In the other countries, which have also introduced
changes, includingAustria, the United Kingdom, and the Netherlands (in which case,
however, the Personal Budget is counted as a cash benefit even though it constitutes
cash transfers solely for the purchase of professional services), the cash transfers
make up almost 80 % of spending overall. Furthermore, these results are not par-
ticularly unusual if we consider the structure of LTC systems in these countries.
Finally, less generous LTC programs are offered in the Mediterranean and eastern
countries, where there is a strong propensity to develop almost exclusively only cash
benefits.

If we consider the service coverage guaranteed within each LTC system, a more
complete picture of coverage emerges highlighting the differences between the vari-
ous countries. In this case, we consider only the level of coverage among the cohort of
dependent older people, where the greatest need for care is concentrated. Figure 2.7
presents an estimate of how total coverage rates changed between the mid-1990s and
the mid-2000s, when most of the institutional reforms took place. Looking at the
overall rates of coverage, the Nordic countries, together with the Netherlands (and
Israel), offer coverage of more than 20 % of the population aged 65+. High coverage
(more than 15 %) can also be seen in Switzerland, Austria, the United Kingdom, and
Sweden. The rate in Slovenia, the Czech Republic, and Germany is between 10 and
15 %. All of the other countries offer an overall rate of less than 10 %, with Italy and
several central-eastern countries offering a less than 5 %.

Figure 2.7 shows the development of reforms in operation between 1995 and
2005. If the level of coverage measures the ability of LTC programs to satisfy the
emerging demand for care, then the dynamics in place are clear. Three different trends
can be identified. Some countries, including most of the Nordic countries such as
Denmark, Norway, and Finland, and also some continental countries such as Austria
and Slovenia, have extended LTC policies, resulting in a high level of coverage. A
marked, positive dynamic has also allowed some other continental countries such
as France and Spain, to reach a rate of coverage close to that of what Germany had
already reached by the mid-1990s (around 10 %).

A second trend has affected the countries that had already reached a relatively
high level of coverage in the period preceding that analyzed here. Namely, in the
cases of Germany, Canada, and other central-eastern European countries (the Czech
Republic and Ireland), there has been a stabilization of the level of coverage over the
last decade. Other countries, however, such as Italy and most of the central-eastern
European countries have reported an increase in coverage levels too small to have
bridged the gap with the more advanced countries, thus further increasing the distance
from European standards. Finally, some countries have experienced a retrenchment
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Fig. 2.7 Rates of coverage for LTC services for the population aged 65± mid 1990s—mid 2000s.
(Source: ESPROSS data, Eurostat 2010)

of LTC programs, which arose due to the challenges of the significant costs for
meeting the increased demand for care. This is an inverse of the trend reported
above that affected countries, which had previously extended LTC programs, such
as Switzerland, the United Kingdom, and Sweden.

The dynamics of the coverage naturally reflect the structure of LTC services that
exists in each country. Available data only allow for an analysis of the difference
between the coverage of home and residential care services. Over the course of the
last 20 years, the emphasis has continually been placed on the development of home
care services, largely not only because of the affordability of this option (especially if
the coverage is not particularly intensive and also if service users contribute a fee), but
also because it fitted the objective of trying to maintain dependent older people in their
own homes (the catchphrase in Europe was in fact “ageing in place”). It is therefore
unsurprising that there is a clear, linear correlation (as can be seen in Fig. 2.8)
between the overall rate of coverage and the share of home care services (calculated
by taking the total rate of coverage for the demand for home care services).3 While
the proportion of individuals who use home care assistance reaches 80–90 % in
countries with high rates of LTC coverage, the proportion of home care recipients

3 Available data, unfortunately, do not consider the coverage of cash benefits. However, the rate
of coverage of home care services also contains the proportion of individuals who receive either
“cash-for-care” services or sums of money only available for acquiring home care assistance.
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Fig. 2.8 Overall rates of coverage of LTC services for the older population (65+ years) and the rate
of coverage provided through home care services—mid-2000s. (Source: ESSPROS data, Eurostat
2010)

is between 40 and 60 % of all users of LTC services in countries with more modest
rates of coverage overall. These data indicate that the diffusion of LTC services has
been mostly due to an increase in the provision of home care services.

The diverse mix of home and residential care also highlights a number of differ-
ences among European countries (see Fig. 2.9). The updated data from the mid-2000s
shows the emergence of at least three groups of countries. The first group includes
countries with a high rate of coverage for both home and residential care services—
this is made up of the Nordic countries. Within this group, Sweden and Switzerland
are something of an exception, having experienced a reduction in coverage rates for
home care services, following “targeting” policies over the last few years (see also
Fig. 2.10 for a comparison with the situation in the mid-1990s). A second group of
countries is at the opposite extreme and is characterized by low levels of coverage of
both home and residential care: included in this group are all of the central-eastern
European countries and Italy. The third group includes France and Spain, which over
the last 10 years have witnessed a significant improvement in their rate of coverage
(see Figs. 2.9 and 2.10).
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Fig. 2.9 Rates of coverage for home and residential care services—mid-2000s. (Source: Authors’
calculations based on ESSPROS data, Eurostat 2010)

The intermediate aggregate group includes countries, which are united by the fact
that they have a rate of coverage of residential care services of around 4 %. What
distinguishes them, however, is the rate of development of home care services: while
some of these countries such as France, Spain, and Germany have a rate of coverage
of about 5 % for home care services, other countries such as Austria and the United
Kingdom had developed home care services offering coverage for up to 10 % of the
older population. Finally, if we compare the situation of various European Union
countries with others from the OECD, we can see how the United States can be
inserted into the same group as France and Germany, while Israel and Canada have
a better developed LTC services system.

Combining together data on expenditure and coverage, a substantial consistency
between the different indicators emerges (see Fig. 2.11). Essentially three groups
emerge. One group with a very high level of spending (more than € 1,000 per capita,
adjusted for PPP) and coverage, which substantially meets demand (coverage rates
higher than 15 % of the 65+ population), which includes the Nordic countries and
the Netherlands: countries, which provide a universalistic model of LTC with signif-
icant levels of service provision. In contrast, a second group includes countries that
provide a level of spending almost half that of the first group (not more than € 500 per
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Fig. 2.10 Rates of coverage for home and residential care services—mid-1990s. (Source: Huber
et al. 2009)

capita) and with rates of coverage of less than 5 %, in which LTC constitutes a resid-
ual and underdeveloped system: this group includes most of the Mediterranean and
central-eastern European countries. The third, intermediate, group, includes several
European countries that have made significant financial investments into LTC, at dif-
ferent times and following diverse institutional and organizational models, as we have
already seen. In these countries, spending reaches an intermediate level of between
500 and € 1,000 (per capita), and, while the rates of coverage are variable, each pro-
vides coverage of at least 5 % of the older population. This group includes a set of very
diverse countries, which, in one sense or another, have faced significant institutional
reforms over the last 20 years. It includes France and Germany as well as countries
such as Austria and the United Kingdom. These intermediate countries are those
which have incurred the greatest developments over the course of the last 20 years.

2.4.2 Citizen’s Level of Satisfaction

Moving from the analysis of spending and coverage to citizen’s valuation and satis-
faction with the LTC system, we can see some, albeit weak, congruence between the
two sets of data. Figure 2.12 shows that the percentage of individuals that declare to



40 F. Carrera et al.

Fig. 2.11 Total rates of coverage for the older population (mid-2000s) and level of spending on
LTC (GDP per capita—2008; ESSPROSS data, Eurostat 2010)

have paid for or who currently pay for care for their parents is highest in Italy (34.1 %),
followed at some distance by Portugal, Austria, Belgium, Cyprus, and Malta, which
all have values of between 25 and 28 %. In some of these countries (Italy and Aus-
tria, for example), private spending by the family is supported by particular public
systems, which favor cash transfers over services. For other countries, including the
Scandinavian countries, together with those from the Baltic region and the United
Kingdom, the opposite can be found, namely, just 10 % of the population reported
paying for care to support their older parents. Between these two extremes lie all of
the other countries, including some, which are characterized by a less concentrated
form of the phenomenon (for example, the western continental countries with values
of around 20 %) and others with a relatively more limited spread (Mediterranean and
central-eastern European countries).

If we examine the assessments of those who have had some experience of the
public LTC systems both directly (either personally or through family members) and
indirectly (through other relatives, neighbors, and friends), strong country variations
emerge. Figure 2.13 synthesizes the average dissatisfaction ratings for each country,
while Table 2.4 reports on how this dissatisfaction relates to specific aspects of care
(quality, accessibility, and cost). The countries with the worst satisfaction ratings are
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Bulgaria and Romania, followed by Greece, where almost two-thirds of respondents
declare themselves completely dissatisfied. In a second group of countries, including
many central-eastern European countries, together with Italy, Portugal, and Ireland,
almost half of all citizens express negative opinions. However, the rates of dissat-
isfaction fall below 30 % in some Scandinavian countries, in the Benelux, and in
France. In the middle can be found Spain, Germany, and the United Kingdom (with
values reaching around 40 %).

The data presented in Table 2.4, which outlines citizen’s level of satisfaction with
the main aspects of residential and home care for dependent older people, helps to
confirm these findings: the quality of services, ease of access, and the relative costs.
Given the abundance of data reported in Table 2.4, the information on each country
is organized into clusters.4 Altogether, four sets emerge:

1. In the first group of countries, comprising almost all the Scandinavian countries,
together with France and the Benelux, a majority (often large) of citizens report
being satisfied with their LTC system in all respects, apart from, in a few national
cases, the issue of the costs associated with residential care for older people (in
France, Belgium, and Luxembourg).

2. The second group of countries is largely similar to the first group, but the level of
dissatisfaction with the costs of both residential and home care is stronger: in this
group can be found Austria, Germany, the United Kingdom, and Spain, where
there appears to be a relatively strong trade-off between, on the one hand, quality
and access, and on the other, associated costs.

3. The majority of central-eastern European countries, together with Italy, Portugal,
Finland, and Ireland fall into the third group, in a critical situation, in which
citizens are partially satisfied with the level of service provisions, but are very
dissatisfied with the level of access and the costs of LTC services.

4. The fourth, and arguably worst-off, group is composed of the Balkan-south-
east of the European Union (Romania, Bulgaria, and Greece), where levels of
dissatisfaction were the highest for every item.

The picture shows that there is a certain congruence between the level of public
expenditure and the citizen’s level of satisfaction with the functioning of the various
aspects of their LTC system (costs, access, and quality).

2.5 The Impacts of Different Models of Care

Investigating the impact of the different models of LTC using quantitative data is,
clearly, a complex issue. It is possible to do so with reference to different variables,
which give an overall picture, as we do here. In particular, we aimed to evaluate
the impact of these policies, as shown in the following paragraphs, examining in
particular inequalities in access to services and the prospects of reconciling work
and caring responsibilities.

4 The allocation of the country clusters was carried out by using a hierarchical cluster analysis
(Ward’s method).
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2.5.1 Inequalities in the Access to Health Services According
to the Level of Disability

Prohibitive costs and limited supply can create barriers to individuals receiving acute
healthcare treatment. To investigate whether this barrier also exists in the LTC sector
in Europe, we used available data from Eurostat. The EU-SILC survey contains a
variable, which identifies situations where it is not possible for individuals to obtain
necessary treatment. We were able to investigate ease of access to LTC within Europe
using this variable. Furthermore, we used three variables from the EU-SILC data (the
subjective evaluation of health, the presence of chronic conditions, and the difficulty
of performing tasks of daily living due to health problems), to form a summary
variable of individual’s health status, which distinguishes between those in good
health, those with minor problems, and those with more serious health problems.
Using data related only to older people, Table 2.5 summarizes the results of a probit
regression analysis, which measured whether older people’s health problems impact
on their ability to access to health services. The regression analyses are controlled for
other independent variables: age, gender, nationality, and level of education (which
are not listed in the table).

Four groups of countries emerge from the analysis, which for the most part resem-
ble the classification of countries according to their diverse ways of investing in LTC:

1. The Scandinavian countries, the Benelux countries, France, and Spain do not
differ significantly in terms of access to services for older people in terms of their
health status. In other words, those in need of LTC are not likely to experience
any barriers in receiving treatment.

2. In the Germanic area and Slovenia, those with serious health problems are those
most likely to experience some difficulties in accessing care. Germany is at the
crux of this group and the first as it produces just marginal significant effects,
which are very low compared with the other countries.

3. Both the Anglo–Saxon countries and the Czech Republic are characterized by the
fact that health status has a significant negative impact on access to health ser-
vices. In other words, even those with moderate health problems may experience
difficulties in receiving access to care, for a variety of different reasons.

4. All of the rest of the countries, particularly in the south and central-east regions,
including Italy, are characterized by the fact that health status (and the presence
of disability) of older people has a strong negative influence on access to
healthcare and services.

This analysis indicates that, paradoxically, dependency and health problems hinder
individual’s ability to access health and social care services in some southern and
central-eastern Europe countries, rather than promoting access. This often depends
on the fact that a lack of access to integrated health and care services is linked to
the prohibitive costs, which individuals are often required to pay to obtain treatment
(data not reported in Table 2.5). In many LTC systems, therefore, older people with
disabilities or health problems are likely to be doubly penalized.
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Table 2.5 Probit regression of the role played by the health status of older people on the lack of
access to health services: marginal effects (category reference: individual in good health). (Source:
Authors’ calculations based on EU-SILC (2007) microdata (2008 for Romania and Bulgaria))

Country Older people Older people
with minor with serious
health problems health problems

Countries in which different Belgium ns ns
health statuses of older Denmark ns ns
people do not reduce the Finland ns ns
probability of access France ns ns
to health services Luxembourg ns ns

Netherlands ns ns
Spain ns ns
Sweden ns ns

Countries in which only the Austria ns .054***
situation of major health Germany ns .018*
problems of older people Slovenia ns .045***
reduces the probability of
access to health services

Countries in which different Czech Republic .027** .061***
health status of older United Kingdom .023*** .068***
people has a moderate Ireland .024*** .071***
negative effect on the
probability of access
health services

Countries in which different Hungary .063*** .102***
health statuses of older Poland .076*** .104***
people has a strong negative Portugal .043*** .110***
influence on the probability Cyprus .032*** .111***
of access health services Italy .071*** .113***

Estonia .137*** .167***
Lithuania .088*** .191***
Greece .098*** .196***
Bulgaria .140*** .202***
Latvia .102*** .207***
Slovakia .128** .260***
Romania .176*** .288***

ns not significant.
∗sig. < 0.05; **sig. < 0.01; ***sig. < 0.001
Controlled for: age, gender, level of education, and nationality

2.5.2 The Reconciliation of Caring Responsibilities
and Paid Work

A second dimension, which requires careful attention when considering the impact
of LTC on families and on people with dependency needs, is in relation to the ability
to reconcile paid work and caring responsibilities (Glendinning et al. 2009; Lamura
et al. 2008). In Sect. 2.3 above, we discussed the attitudes of European citizens with
regard to the balancing of caring “duties” with paid work. In this paragraph, we
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analyze the frequency of the decision to renounce or reduce paid work in order to
engage in informal care work.

In the countries of the European Union (EU-27, Eurostat data), the primary moti-
vations for people of working age (15–64 years) for not participating in the labor force
vary by gender. The weight of family responsibilities in a broad sense is a predomi-
nant motive for women to withdraw from the labor market. The highest percentages
of nonparticipation (between 20 and 40 %) can be seen in the Mediterranean coun-
tries (Malta, Cyprus, Spain, Greece, Portugal); however, percentages elsewhere are
also significant (Romania, Belgium, Croatia, Austria, Ireland, Germany, Slovenia,
Bulgaria, Poland are between 10 and 20 %). However, caring responsibilities affect
career choices to a lesser extent in Finland, France, Slovakia, Hungary, Sweden, and
the Czech Republic (between 0.5 and 1.9 %).

The countries with the highest rates of inactivity in the labor force due to the need to
care for dependent family members/friends are United Kingdom, the Czech Republic,
Estonia, Slovakia, Ireland, and Hungary (between 18 and 28 %); followed by Finland,
Italy, Austria, Germany, Cyprus, Poland, Holland, and Spain (14–16.5 %). Fewer
individuals in Belgium, Croatia, Romania, France, Denmark, and Slovenia report
withdrawing from the labor force for this reason (2.5–5 %).

Data analysis of the various reasons is complicated by the fact that the various
rationales for inactivity are combined in unpredictable ways, and are related to the
conditions of the labor market, the provision of welfare services, cultural models, and
family traditions. The fact remains, however, that, among the reasons for inactivity,
family responsibilities related to both children or adults with disabilities, is one of
the most common, particularly in Ireland, Cyprus, Spain, Luxembourg, Austria,
Germany, Greece, and Italy.

A total of 13 % of women who have a relative with a disability reported hav-
ing to leave paid employment in order to assume caring responsibilities or had to
reduce their (paid) working hours (see Fig. 2.14). The Scandinavian countries, Ger-
many, France, the Benelux countries, various countries from central-eastern Europe,
Greece, Cyprus, and Malta all fall close to, or less than, the average. However, the
proportion of women affected is significantly higher in Austria, the area of the for-
mer Czechoslovakia, Hungary, Portugal, Ireland, and Spain. Italy and the United
Kingdom have values slightly higher than the overall average, with values of around
15–18 %.

These figures, which relate to current labor market practices, are somewhat differ-
ent from the information reported in Sect. 2.3 above in relation to cultural attitudes
with regard to the acceptability of the decision to continue to work rather than car-
ing for dependent family members (see Fig. 2.15): the correlation between the two
variables, although positive and relatively strong (0.441), is not as strong as that
reported earlier in relation to other trends. Figure 2.15 shows that, in a large group of
Mediterranean (Italy, Spain, and Portugal) and eastern countries (Czech Republic,
Romania, Hungary, Slovakia, Lithuania, and Estonia), the prevailing opinion is that
caring responsibilities take precedence over work and career expectations, while in
the Scandinavian and “Francophone” countries, work and career expectations are
prioritized.
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Fig. 2.15 Relationship between the percentage of women that have withdrawn (partially) from
the labor market to take up caring responsibilities for a dependent family member (young adult or
older person), and the percentage willing to sacrifice their career for caring responsibilities—2007
(sample made up of women more than 40 years with a dependent family member). (Source: Authors’
calculations based on Eurobarometer (2007) microdata)

Other sources help to provide some context for these findings. For example, a
recent OECD study (2011) has found that caregivers are less likely to have been in
paid employment before taking up caregiving duties and are 50 % more likely to have
been homemakers (see Table 2.6). The gap between the occupations of caregivers
and noncaregivers is small in northern European countries, but larger between those
in the south (Greece, Spain, and also Poland). In Austria and Italy, a high percentage
of caregivers are pensioners (48.9 and 36.2 % as compared with an OECD average
of 20 %).

According to the analysis carried out by the OECD (2011), the repercussions
on career choices are determined by the intensity of the care required by the de-
pendent relative. Indeed, in northern Europe and in Switzerland, care requirements
are less intense, with caregivers providing between 0 and 9 hours of care per week.
Furthermore, less than 20 % of caregivers provide more than 20 hours a week. Un-
surprisingly, in southern and eastern European countries, such as Poland and the
Czech Republic, over 30 % of caregivers provide more than 20 hours of care a week.
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Thus, the impact of care work on labor market participation becomes more appar-
ent when the caring requirements are intense: every increment of 1 % in the hourly
provision of care work increases the likelihood of labor market withdrawal by 10 %.
The same figure was also found in a study carried out by Costa and Ranci (2010),
who found that caregivers with relatively light responsibilities (less than 14 hours
a week) have a higher than average income (per capita), while income reduces by
16 % for caregivers who provide a moderately higher level of care and reduces by
33 % for caregivers with intensive caregiving responsibilities (more than 28 hours a
week). In general, intensive caregiving is a strong factor in creating financial risks,
while caregiving offered only for a limited amount of time does not appear to have
any significant negative economic consequences, especially in the case of families
with a medium to high standard of living. Overall, these findings suggest that being a
caregiver in northern Europe does not necessarily equate to an automatic reduction in
employment opportunities, while in southern Europe, the likelihood of withdrawing,
even partially, from the labor market, is more pronounced.

2.6 Conclusions

The findings presented in this chapter paint a picture of a highly differentiated Europe
in terms of LTC policies and provision. In particular, in facing increased demand for
services because of the ageing of the population, responses from families and the
welfare state differ, which in turn have diverse consequences both for individuals
with disabilities and their families.

With regard to LTC public provision, findings relating to expenditure and cover-
age highlighted two main findings. The first is that, even today, the information that
is required for international comparison is lacking. This reflects, on the one hand,
the complexity of national systems of LTC, the diverse forms of intervention, and
institutional responses from the various sectors of the welfare state (for example,
the often poorly defined barrier between the social and health sectors). On the other
hand, the absence of reliable data can be seen as a reflection of the failure to prioritize
the construction of a relevant database at the European level to facilitate independent
analysis of comparative statistical data. The progressive increase in financial invest-
ment into the LTC sector, as confirmed by the findings presented in this chapter,
demonstrates the importance with which national governments are now starting to
see this issue, yet also highlights the need for basic statistics in order to determine
expenditure requirements and gauge the effectiveness of various interventions. Such
data are also imperative for the European Union, which over time is likely to start
taking more responsibility, albeit indirect, in this field.

The second major finding is that in Europe, it is possible to identify two diverse
LTC systems. The first is characterized by generous financing and a comprehensive
set of services, as evidenced through high rates of coverage. In contrast, the second
is characterized by low rates of funding and a strong dominance of cash support.
These two models correspond, as will become evident in the following chapters, to
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diverse forms of definition and extension of social rights in the field of LTC. Between
these two extreme positions can be found various national systems, particularly those
located in continental Europe, which operate according to a more intermediate model.
Over the last 20 years, many of these mid-ranging countries have introduced major
policy reforms into their national LTC systems. The available data, although scarce,
duly highlight how these reforms have led to a greater convergence between the
various European countries over the last 20 years, notwithstanding the significant
weakness of specific LTC systems such as that of Italy, in which reform has not
occurred in any shape or form. Furthermore, the institutional model adopted in each
country is both broadly congruent with the attitudes and valuations of its citizens
toward the overall welfare model. However, the operation of LTC policies in some
countries diverges from attitudes toward individual’s roles in providing direct care
to dependent family members (of which countries in central-eastern Europe provide
a clear example).

Furthermore, in terms of the growth of population ageing, the operation of LTC
systems clearly has an impact on social inequality, particularly in terms of gender. In
several European countries, older people’s access to healthcare is negatively related
to their health status; those with chronic health problems or disabilities experience
greater access problems. Likewise, it appears to become more difficult for family
members to reconcile their caring responsibilities with paid employment when their
older relative has more extensive care needs. This in turn helps to highlight how less
well-developed LTC models based around cash transfers, rather than in kind services,
result in the relatively widespread penalization of women with caring responsibilities.
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Chapter 3
Long-Term Care in Sweden: Trends, Actors,
and Consequences

Gabrielle Meagher and Marta Szebehely

3.1 Introduction

In the 1970s and 1980s, Sweden had a well-developed system of tax-funded, mainly
publicly provided services for older people, and some development of services for
people with disabilities aged less than 65 years old. This system has changed sig-
nificantly during recent decades. There has been some retrenchment in eldercare,
evident in falling coverage and stronger targeting on people with higher levels of
need. This development has led to informalization of care for some groups of older
people as services, which would have been available as public services for previous
generations must now be provided by family members. In disability care, there has
been considerable expansion of services, perhaps most notably in the introduction
of a personal assistance scheme for people with severe disabilities. These divergent
trends in services for older people and people with disabilities have coincided with
a convergent development across both care fields: the marketization of services and
the emergence of large, corporate, for-profit providers.

The focus of this chapter is to explain how and why these changes have happened,
and to discuss their consequences for service users and for the possible future of so-
cial care in Sweden. We explore the roles of different social, political, and economic
actors in the change process, and identify which changes were intended and unin-
tended by policy makers. In addition to the dynamic interaction of state-steering and
municipal response that are typically important in explaining change in patterns of
social service in countries with multilevel government, we identify “invasive dis-
placement” and “layering” as processes transforming the institutions that directly
and indirectly organize care service provision.
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3.2 Sweden’s Care Regime: Institutional Structures
and Governance Processes

In comparative perspective, care for both older people and people with disabilities in
Sweden is provided within a universalistic care regime, underpinned by a publicly
or collectively oriented “care responsibility culture.” The system is organized within
a strongly decentralized political structure that has been dominated at the national
level by the Social Democratic Party, punctuated by short periods of right-wing
government. Within this broad framework, the roles that the family, the public sector,
and the private sector each play in providing and funding care have evolved over
the years. It is possible that the trajectory along which care provision seems to be
evolving is threatening the traditional universalistic care regime, a theme to which
we return later. However, this section first sets out the formal institutional structures
and governance processes through which the tasks of funding and providing care are
distributed and overseen.

One defining feature of the Swedish care regime is that families do not have
a legal responsibility to provide for the care needs of their adult members, even
though in practice families play a considerable (and, in eldercare, increasing) role.
Furthermore, and important to note for readers of this book, “long-term care” is
not a concept used in Swedish policy or political debate. Rather, care for frail older
people, including nursing homes, and care for people with disabilities are framed as
two separate fields of social care (rather than health care).

Another feature of Sweden’s care regime is the strong tradition of municipal au-
tonomy: municipalities have primary responsibility for organizing publicly funded
care services, both home-based and residential. Municipalities also have the substan-
tial taxing powers required to fund much of the total public budget for formal care for
older people (85 %) and for people with disabilities (around 70 %). Municipalities
are also free to decide on the distribution of different types of care (for example,
between homecare and residential care in eldercare services) and between services
that meet the needs of different social groups (for example, eldercare, childcare, and
disability services).

However, the primary role that municipalities take in funding and providing care
services does not mean that the state is unimportant: the national government may
currently fund only 10 % of the costs of eldercare (the remaining 5 % is covered
by user fees), but it has a considerable impact on municipal care practice, via three
steering mechanisms: legislation and regulation; financial incentives; and oversight
and guidance. Sometimes, state actions are aimed specifically at reform of one branch
of care services (such as the Disability Act of 1993); sometimes they are decisions
with a general remit, directed at a wider span of activities, or indeed the whole of
municipal activity (such as the Municipal Act of 1991).

Through the mechanisms of legislation and regulation, the Swedish state stipulates
which populations municipalities are required to provide care for, how much they
can charge for services, and what kind of organizations are allowed to offer services.
The needs of both older people and people with a disability are recognized within
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the Social Services Act (SSA) introduced in 1982, which regulates home-based care
services and residential care including nursing homes. The SSA is a goal-oriented
legislation ensuring a general right to claim support “if the needs cannot be met
in any other way,” so that the individual can have a “reasonable level of living.”
The legislation does not specify “needs” but there is a right to appeal to court if the
individual is not satisfied with a decision.

In addition to entitlements established by the SSA, people with severe disabilities
have further entitlements under the DisabilityAct of 1993 (consisting of theAct Con-
cerning Support and Service for Persons with Certain Functional Impairments, LSS,
and the Assistance Benefit Act, LASS; the latter has been part of the Social Insurance
Code since January 2011). In contrast to the SSA, this legislation confers specific
and absolute rights to persons with certain extensive functional impairments1 (not
caused by normal ageing), and sets out the measures that local authorities are obliged
to provide to ensure these persons “good living conditions” (a more ambitious goal
than in the SSA). Disabled people who qualify for the services under the Disability
Act, and who need extensive help with basic needs, may also be entitled to personal
assistance, in which case the state covers the municipality’s costs for assistance ex-
ceeding 20 hours per week. Thus, an important difference between the SSA on one
hand and the Disability Act on the other is that the SSA leaves the municipalities to
define or interpret who is entitled to services and what their entitlements are, while
the Disability Act prescribes quite specifically who is entitled and what support they
should receive, thereby constraining municipal discretion.

The state also steers municipal activity using financial incentives, both via the
scale of state subsidies, and their structure. Over recent decades, financial steering
measures that affect care services have changed several times. In 1993, special pur-
pose grants for key service areas were replaced with block grants that could be allo-
cated between different purposes by municipalities themselves. Later, a range of spe-
cial earmarked funds were introduced alongside block grants, to give municipalities
incentives to change their organization or activities in line with the national govern-
ment’s goals. One example of earmarked project funds that is crucial to our account
has been their use as an incentive for municipalities to introduce customer choice
models (in effect since 2009); other examples include incentives to introduce support
for family carers since 1999, and funds for training on dignity in eldercare since 2011.

Oversight and guidance is the third major category of steering mechanisms, and
in Sweden, these activities are largely delegated to the National Board of Health and
Welfare, NBHW (Socialstyrelsen). The main trend here is the increasing intensity
of soft regulation via such measures as benchmarking, open comparison of data on
expenditure and quality in care services, and the development of practice guidelines
and assessment tools.

1 Three groups are specified in the Disability Act: (1) persons with an intellectual disability, autism,
or a condition resembling autism; (2) persons with a significant and permanent intellectual im-
pairment after brain damage in adulthood; and (3) persons with other lasting physical or mental
disabilities (not due to normal ageing) if these disabilities cause significant difficulties in daily life
requiring extensive support.
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3.3 Trends in Long-Term Care: Changing Coverage,
Spending, and Organizational Forms

We began this chapter by noting that there has been significant change in the scope
and organization of services to older people and people with disabilities in Sweden
in recent decades. This section briefly describes these changes in order to provide
evidence of the trends, which this chapter seeks to explain, including falling coverage
in eldercare; the emergence and growth of new programs providing care to people
with disabilities; and the marketization of different kinds across both forms of care.

In contrast with most other European countries, provision of eldercare services
has declined in Sweden, relative to the share of older people in the population.
Thirty years ago, 16 % of people 65 and over received public homecare, while
approximately half as many were in residential care (Szebehely 2005). By 2000, the
proportion receiving homecare had fallen to 8 %, while the proportion in residential
care remained more or less stable. Over the last decade, there has been a significant
decrease in residential care, which has only partially been compensated by an increase
in home-based care. Thus, according to the most recent national statistics, in 2011,
9 % of the older population (65 years and over) received homecare, while 5 % were
in residential care, including sheltered housing (NBHW 2012a). Declining coverage
can only partially be explained by improved health among older people; hence the
probability of receiving publicly funded homecare is now clearly lower than it was
30 years ago (Larsson 2006; Szebehely and Trydegård 2007).

The trend in service provision for people with disabilities aged less than 65 years
has been quite different from that in eldercare. Coverage rates cannot be calculated
for people with disabilities in a way analogous to older people, so here we rely on
absolute numbers of recipients. Available data show that the number of disabled
people receiving any form of public social care increased by 29 % between 2000 and
2009 (Szebehely 2011). Yet informal care also remains important for people with
disabilities, especially for those who fall outside the scope of the Disability Act. As
for older people, the majority of care for those with disabilities is provided by family
members, even though Sweden is a country with comparatively well-established
formal long-term care services. In fact, since the end of the 1980s, there has been
an increase of family care for people with disabilities with fewer care needs as well
as among older people with all levels of need. Only among people with extensive
disabilities, in particular those covered by the personal assistance scheme, has there
been an increase of formal care services and a decrease of those receiving informal
care only (Szebehely and Trydegård 2007).

Spending trends mostly reflect this changing profile of service provision in long-
term care. Public spending on eldercare increased during the 1980s (from 55 to
64 billion SEK between 1985 and 1990) despite falling coverage, for reasons we
explain in the following section. Between 1990 and 2000, spending increased by only
5 %—in relation to the number of people aged 80 years and older in the population,
this corresponds to a decrease of 14 % (Government Report 2004). Between 2002
and 2009, spending declined in absolute terms by 4 %, from 93.4 to 89.6 billion
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SEK in 2009 prices (NBHW 2011a). By contrast, between 1993 and 1999, public
spending on provision for disabled people increased by 68 %, with most of the
increase occurring between 1993 and 1995 with the introduction of the disability
reforms LSS and LASS, mentioned earlier (Palme et al. 2003). Between 2000 and
2009, public spending on disability services increased a further 66 %, from 37 to 61
billion SEK in 2009 prices.2 As a result, spending on disability services as a share of
public spending on long-term care has increased significantly and was 41 % in 2009
(Szebehely 2011).

Despite these changes to the long-term care profile, public resources flowing
to eldercare services remain generous in Sweden, from a comparative perspective.
Although comparable data on spending on social services are difficult to come by,
available evidence suggests that Sweden remains one of the most generous countries
in the OECD when it comes to services for older people. Public spending amounted
to around 2.4 % of GDP in Sweden in the mid-2000s, compared to 1.7 % in Denmark,
1.1 % in Italy, and 0.9 % in the United States. Indeed, of the 14 countries for which
data are available, only the Netherlands spends a higher proportion (2.5 %; Huber
et al. 2009). The same data source put spending on long-term care (including care for
both older and disabled people) in Sweden at 3.9 % of GDP, higher than any other
of the 24 European and North American nations analyzed (Huber et al. 2009).

If the care needs of Sweden’s elderly have changed less than formal care offerings,
the question arises: who is helping them now? Evidence suggests that the gap is
being bridged by family members, especially daughters (Johansson et al. 2003;
Szebehely and Trydegård 2012) and it has been estimated that, between 1994 and
2000, families’ share of all community care increased from 60 to 70 % (Sundström
et al. 2002). Privately funded, privately provided services purchased on the open
market, outside the needs assessment and oversight processes of the formal care
system, have also come to play a greater role in the overall arrangements for support
for older people. Since 2007, the state has sought to promote such private purchases
with a tax rebate; thereby blurring the boundary between the private market and
publicly funded care services. While those with lower education are likely to rely on
family carers, those with higher education often turn to the market to buy services
(Szebehely and Trydegård 2012). Thus, the decline of tax-funded services has had
different consequences for older people from different social groups as well as for
their families.

Informalization and privatization through the increased use of privately purchased
services are not the only developments of note in the Swedish care system. Private
service providers have also come to play a significant role, inside as well as outside
the publicly funded, publicly organized care system, as a result of a range of policy
changes since the early 1990s. In 1993, only 2 % of publicly funded hours for older
people receiving homecare were privately provided (NBHW 2003); by 2010, this

2 Childcare is another area where increased government ambitions have reduced the municipal
resources available for eldercare: with the implementation of the School Act 1995, municipalities
became obliged to offer childcare to all children 1–12 years of age. As a result, between 2000 and
2009, the public resources for childcare increased by 67 % (National Agency for Education 2011).
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proportion had increased to 19 %; in 2010, a similar proportion, 19 %, of older people
in residential care lived in privately run facilities (NBHW 2011b). Among disabled
people less than 65 years receiving services, the rate of private provision is higher:
in 2010, 23 % of homecare hours and 28 % of the places in residential care were
privately provided (NBHW 2011b), while among those using the personal assistant
scheme, just more than half (55 %) received services from a private provider (Swedish
Social Insurance Agency 2011). Significantly, the entire increase in private provision
has been among for-profit providers; the share of cooperatives and other nonprofits
has remained stable since the early 1990s. Furthermore, large corporate providers
are dominant among for-profit private providers. The two largest players, Carema
and Attendo, both owned by international private equity companies, controlled half
the eldercare market in 2008 (Meagher and Szebehely 2010).

3.4 Explaining the Changing Profile of Long-Term Care
in Sweden

The combination of falling coverage of public eldercare in Sweden with the emer-
gence of new, well-funded measures to support certain groups of people with
disabilities means that the profile of long-term care recipients in Sweden has changed
substantially in recent decades. Although shaped by the consolidation of market-
oriented ideas and “New Public Management” (an ideology that signifies suspicion
toward traditional public sector ways of working by the policy-making elite), the
changes we explain in this section are somewhat separate from the marketization
policies discussed later. Much can be explained in terms of the normal cost-shifting
strategies that governments in multilevel systems use. Another significant factor is
the emergence and impact of a strong disability rights movement in Sweden during
the 1980s. We argue that the Disability Act, which fundamentally changed both the
scale and scope of services available to people covered by it, is an example of what
Streeck and Thelen (2005) call “layering.”

3.4.1 Rationalizing Eldercare

After the oil shocks of the 1970s, Sweden entered the 1980s with the world’s largest
proportion of older people in its population and a fiscal deficit that was to worsen
before it eventually improved. At this time, economists who were critical of the size
and dominance of the public sector came to hold a much more central place in public
and policy discourse, and pressure on public budgets intensified. However, as we
noted in the previous section, resources in eldercare did not fall, but rather increased;
in fact, the number of hours worked in homecare services doubled over the 1980s.
What changed, in the new economic and policy climate, were the kind of needs
recognized by the system, the kinds of services delivered to older people, and the
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organization of care work and the care workforce, as previous research has firmly
established (Sundström and Malmberg 1996; Szebehely 1995; Thorslund 1991). In
homecare, services became more targeted at those with larger care needs, so that
a smaller proportion of older people received more intensive care. Furthermore, an
increasing proportion of care workers’ time came to be taken up with personal care
rather than domestic help (Sundström and Malmberg 1996). The policy priority of
“deinstitutionalization” also contributed to the changing needs profile of homecare
clients.

Not all of the increase in measured hours in the homecare service was spent in
caring for this proportionally smaller and absolutely frailer cohort. Supported by
the Municipal Workers’ Union, work in homecare became more professionalized as
workers gained rights, which other professionals had long enjoyed (Liljeström and
Özgalda 1980). Between the mid-1970s and the mid-1980s, contract staff (paid by
the hour) were largely replaced by (mostly part-time) employees (Thorslund 1991).
These employees were also paid for time spent traveling between clients, rather
than just the time they spent with them. Furthermore, homecare workers began to
attend meetings and receive training and supervision, for which they were also paid.
Overall, the “indirect” working hours (paid hours not spent with clients) increased
from 3 to 34 % between 1970 and 1987 (Szebehely 1995). Funding arrangements
reduced municipalities’ incentive to contain the growth of indirect working hours:
between 1964 and 1993, the state subsidized 35 % of the wages of homecare workers
with an earmarked grant, and from 1984, hours for training could be included.
Under the influence of New Public Management ideology, there was a related shift
from a more person-centered organizational model, under which each care worker
was responsible for a small number of clients, toward a Taylorized “assembly-line”
model, under which a number of care workers jointly provided specific tasks to a
larger number of clients. An unexpected consequence of this rationalization of care
was that a larger proportion of working time was required for tasks other than helping,
such as planning and coordinating the work (Szebehely 1995).

During the 1990s, eldercare provision came under further pressure from general
developments in municipal finance and from specific developments in health and
social care policy. The economic crisis of the early 1990s squeezed resources for
eldercare, as municipal tax revenues fell and unemployment, which rose from 1.7 %
in 1990 to 8.3 % in 1993, increased demand for social assistance benefits. But more
active policy changes also affected municipal finances in general, and eldercare
funding and regulation in particular. As part of its deficit reduction strategy, a newly
elected right-center national government legislated in 1991 to cut grants to local
government and to stop municipalities raising their own taxes to compensate for the
loss of state funds (Loughlin et al. 2005). This effective tax-freeze was not lifted
until 1993.3

3 Also, after the actual tax-freeze several government initiatives have imposed restrictions on the
municipalities’ decision latitude in raising tax rates. For instance, between 1997 and 1999, munici-
palities that raised their tax forfeited government grants equivalent to half of the increase in revenue
(Palme et al. 2003).
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Furthermore, in 1993, the same national government changed the structure of state
grants to the municipalities, merging earmarked grants for specific activities (such
as wages of homecare workers) into a single block grant to each local authority.
The “Principle of finance,” also adopted in 1993, obliged the state to ensure that
municipalities had the means (without raising taxes) to fulfill any new tasks they
might be delegated. As Loughlin et al. put it, “this principle has not always been
respected, at least according to the municipalities” (2005, p. 357). These changes
became particularly significant for eldercare provision, because the ambitious new
Disability Act would be legislated in the following year.

Measures aimed at financial regulation of various kinds certainly put new pressure
on municipal eldercare, but so did policies directed squarely at the organization of
care services. Passed by a Social Democratic parliament in 1990 and in operation
from the end of 1992, the Ädel reform shifted the responsibility for nursing homes
from the health care sector, administered and funded at the county council level, to
the social care sector, administered and funded at the municipal level. This reform
was the result of a long process of contention within and between the right and left
political blocs and of “clear conflict” between the county and municipal levels of
government over more than a decade (Lakomaa 2009). Ultimately, it involved the
work of two committees over more than a decade. Under the reform, municipalities
were required to pay for hospital care for older people considered medically ready for
discharge. Given the relative cost of a hospital and a nursing home bed, this created a
strong incentive to move older people out of hospital. The primary stated aim of the
reform was to increase quality of life for older people by “demedicalizing” their care.
However, the reform was implemented just as Sweden fell into deep recession, and
focus shifted to its cost-saving potential as fiscal strictures tightened. Certainly, the
number of so-called “bed-blockers” decreased sharply (as did the number of hospital
beds). However, this change also meant that older people were more likely to be
leaving hospital with higher care needs, and these people came to use an increasing
share of the municipalities’ already squeezed resources. This was yet another factor
pushing groups of older people with smaller (but existing) care needs outside the
system.

By the early to mid-1990s, municipal finances were squeezed by the combined
effect of the recession (which reduced tax revenues), the Ädel reform (which in-
creased demand for eldercare on the municipalities by decreasing the number of
hospital beds), and the disability reforms (which made new demands on municipal
funds). In this context, many municipalities relied on user fees to steer demand for
services and some used fees to increase their income. Income-related fees became a
handy instrument to discourage older people with higher incomes from using public
services, while low-income pensioners refrained from using services because they
were not guaranteed the right to retain a reserved amount of their income. Consider-
able differences between the municipalities became evident, and along with lack of
fairness in the system and inequality of access meant that these problems came in-
creasingly onto the political agenda in the 1990s—put there not least by pensioners’
organizations (Feltenius 2007). However, it was not until 2002 that a remedy, in the
form of the “max-fee” reform, was legislated by a Social Democratic government
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with the explicit goal of strengthening universalism (Government Bill 2000/01:149).
This policy protects older people on low incomes by specifying a reserved amount
for users of homecare as well as of residential care, such that fees charged could
not reduce their income below a specified level: 4,967 SEK (€ 565) per month plus
rent for a single person in 2012. The reform also protects older people with higher
incomes with a maximum fee: 1,760 SEK (around € 200) per month in 2012. Never-
theless, municipalities continue to have an incentive to use fees as rationing devices
for homecare services, particularly to steer away more affluent groups of older people
with fewer care needs (Szebehely and Trydegård 2012).

3.4.2 Disability Support: Redressing the Balance?

One of the most important legislative changes for both older people and disabled
people in Sweden was the introduction of the Disability Act in 1993. The need
for reform to enable full participation of disabled people in social, cultural, and
economic life had been recognized in the mid-1960s (National Insurance Board
2002). However, during the 1970s and 1980s, a range of actors inside and outside
the social service system argued that the standard of welfare for disabled people,
particularly those with severe disabilities, had not kept pace with developments for
the general population. Different groups of actors represented different groups of
disabled people, specifically those with learning disabilities on one hand and those
with severe physical disabilities on the other.

The NationalAssociation for Persons with Intellectual Disabilities (FUB), primar-
ily a parents’ organization, played a critical role in promoting the prioritization of
support for people with learning disabilities (NBHW 2009). By FUB’s own account
of its history, the principle of “normalization,” according to which the “patterns and
conditions of everyday life” for people with learning disabilities should be “as close
as possible to the norms and patterns of the mainstream of society” (Nirje 1969),
has been central to this organization’s ideology. Nevertheless, FUB fought for the
specific recognition of people with learning disabilities in the Disability Act, against
opposition (including inside the disability movement) that considered the singling
out of specific groups as potentially discriminatory (FUB 2007). Inside the social
service system, Karl Grunewald was an important advocate for reform of services
for people with learning disabilities. Grunewald held a range of key positions in the
National Board of Health and Welfare, including as Director of Mental Retardation
Care Services (as they were then called) in the 1970s. Similar to FUB, he advocated
strongly for giving people with learning disabilities the opportunity to live “normal
lives,” and deinstitutionalization was a particular focus of his activism (Grunewald
1974). FUB’s advocacy, in combination with Grunewald’s, succeeded in having
people with learning disabilities specifically recognized in the Disability Act.

Another extremely influential organization, with strong connections inside the
political system, was the Independent Living Movement (ILM), which advocated
primarily for adults with extensive physical disabilities. Founding member Adolf
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Ratzka, a Germany-born Swede, severely disabled by polio as a young man, spent
several years in the United States during the 1960s, where he came into contact with
the Independent Living Movement and experienced self-directed personal assistance
services at first hand. Ratzka brought the ideas of the ILM to Sweden, where he
organized the first Nordic conference on Independent Living and established a pilot
self-organized personal assistance scheme in Stockholm, both in 1983 (Ratzka 1986).
In a manifesto published in 1984, Ratzka stated that the ILM was linked to other
struggles for equal rights, and was influenced by the ideology of “consumerism,”
which, when “applied to disability, postulates that we disabled people are experts
on our own lives [and] that we have the right and responsibility of assuming control
over our own lives” (1984, p. 3). Significantly, Ratzka’s manifesto goes on to state
that “Independent Living subscribes to de-professionalization,” and his account of
the history of the ILM in Sweden directly criticizes the Municipal Workers’ Union’s
efforts to professionalize services for people with disabilities (Ratzka 1986).

In 1986, then leader of the Liberal Party in Sweden, Bengt Westerberg, met Ratzka
for the first time. Addressing a conference celebrating 25 years of the ILM in Swe-
den in 2008, Westerberg reported being “very inspired by that meeting” (Westerberg
2008). Over the next few years, he was to be an important advocate for a personal
assistance scheme for people with disabilities. In 1988, he put a motion to the parlia-
ment proposing a personal assistance scheme, but he was overtaken by events. Bengt
Lindqvist, Minister for Health and Social Affairs in the Social Democratic govern-
ment at that time, had recently established a commission to examine provision for
people with disabilities, with a view to making recommendations about how support
for this group could be improved (Dir 1988).4 Because disability policy was already
under review, Westerberg’s motion failed.

Lindqvist’s original directions to the commission stressed that it should identify
possibilities for increased efficiency, despite the stated ambition of improving support
for people with disabilities; under the stringent fiscal disciplines imposed during the
1980s, all new proposals had to be financed within existing public monies. However,
in 1990, he gave new instructions to the commission, allowing it to propose reforms
that could cost more than existing programs for people with disabilities. The revised
instructions were the result of three motions by members of parliament from the
Center, Communist Left, and Liberal parties, the last signed by Bengt Westerberg,
all arguing for the work of the commission to be unrestricted. The commission
delivered its report in the early 1990s, by which time a right-center government was
in power—with Bengt Westerberg as Minister of Health and Social Affairs. In 1993,
when the country was still in a serious economic crisis, this government passed
the Disability Act. A personal assistance scheme was a central element of the new
provisions for certain people with disabilities.

4 In Sweden, a parliamentary commission usually is appointed to investigate an issue before a
Government Bill is put to the Parliament. The commission presents one or more Government
Reports, which are discussed widely during a consultation process designed to provide feedback to
the Government. Bills are drafted after the consultation process has concluded (Ministry of Justice
2007).
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3.4.3 Competition Over Resources? Layering in Long-Term Care

One logical possibility for the government to respond to the emergence of a strong
disability rights movement in Sweden would have been to reform the Social Services
Act to specify a right to support for all people with significant disabilities, whether
congenital or acquired, of any age. Yet, this was not the approach the government
took. Instead of revising a policy that takes in all citizens who might benefit from
more extensive support, the government chose to make separate provision for specific
groups of younger disabled people only, in what can be understood as a new “layer”
in the social care system.

Streeck and Thelen (2005) define “layering” as a form of institutional change that
occurs when policy creates new organizational structures and practices (or “layers”)
on top of existing institutions, which are more difficult to change. They argue that,
because the process of “layering” does not directly undermine existing institutions,
it is less likely to “provoke countermobilization by defenders of the status quo,”
even though the new forms may undermine support for the traditional system by
offering alternatives to particular constituencies. Thus, Streeck and Thelen (2005)
argue, to the extent that new institutions “operate on a different logic and grow
more quickly than the traditional system, over time they may fundamentally alter
the overall trajectory of development as the old institutions stagnate or lose their
grip and the new ones assume an ever more prominent role in governing individual
behavior.”

The Disability Act enabled policy makers to meet the needs of a particular social
group (people less than 65 with specific significant disabilities). Because services
under the Act are aimed explicitly at people less than 65,5 in the context of a growing
population of older people, this approach also enabled the government to contain
demand for costly services among another group with arguably similar needs (peo-
ple with significant disabilities acquired after the age of 65). The new structures and
practices established by theAct have different underlying logics from those under the
SSA (the goals of the DisabilityAct are more ambitious than the SSA and the Disabil-
ity Act confers rights to services, while the SSA confers the right only to assessment
and appeal), and two systems have evolved divergently (the scale of provision under
the Disability Act has grown, while provision under the SSA has shrunk). Moreover,
there is evidence that increased expenditure on disability services is directly related
to retrenchment in eldercare, through the mechanism of unbalanced growth identi-
fied by Streeck and Thelen (2005). Using data from 288 Swedish municipalities for
the period 1998–2007, Birkelöf (2009) found that the rapid growth in spending on
services to disabled people under the Disability Act (LSS) crowded out spending
on services for older people and people with disabilities provided under the Social

5 People who begin to access services before they turned 65 are allowed to keep the (typically
much higher) level of provision under the Disability Act, rather than be moved into the eldercare
system. However, if they have personal assistance, they are not permitted any increase in the service
offering, even if their needs change.
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Services Act.6 Controlling for the age structure of the population, the size of the tax
base and the municipalities’ levels of long-term debt, Birkelöf’s model showed that
for every increase of 100 SEK in LSS spending, spending on SSA services to older
and disabled people declined by 42 SEK.

In summary, within the long-term care system, layering in disability services has
led to spending growth and reduced reliance on family among those eligible, while
rationalization has led to declining spending and coverage in eldercare, resulting in
off-loading of care to the family and the market sector7 (see also Szebehely and Try-
degård 2012). While policy makers have intended the changes to disability services,
they did not explicitly intend the informalization of eldercare or (before 2007) its
purchase on the private market, outside the social service system.

3.5 Explaining Marketization of Swedish Long-Term Care

The rapid emergence and consolidation of a private sector is a particularly notewor-
thy phenomenon in the Swedish case, because the development of public services
in Sweden has been so substantial in comparative perspective, and because these
(public) services have been so central to the idea of Sweden as a universal or so-
cial democratic welfare state (see for example, Sipilä 1997). This section explains
the introduction of competition and the growth of private providers within the tax-
funded eldercare system as a process of invasive displacement of traditional public
sector organization, with layering of market measures on top of existing public sector
organizations, later amplifying marketization.

3.5.1 Displacing the Public Sector: Early Market Reforms

Streeck and Thelen (2005) explain displacement as a process of institutional change
that occurs when “new models emerge and diffuse which call into question existing,
previously taken for granted organizational forms and practices.” New models do
not emerge by themselves—in the case of invasive displacement, Streeck and Thelen
argue, change involves “active cultivation by enterprising actors,” who import and
cultivate “‘foreign’ institutions and practices.” Using Streeck and Thelen’s concept,
we seek to explain which forms and practices have been called into question in
Sweden. We ask which “traditional arrangements” have been “discredited” and which
“new institutions” and “behavioral logics” have been created, and by whom.

6 The study also found that LSS spending also crowded out spending on education, but did not crowd
out spending on other municipal social responsibilities, including childcare, social assistance, and
culture and leisure activities (Birkelöf 2009).
7 Younger disabled people with smaller care needs who are not eligible under the Disability Act
rely, similar to older people, on services under the SSA, or on informal or market care, and they
have been similarly affected.
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The traditional arrangements of the postwar Swedish welfare state, before
their partial displacement by competition and choice policies, are summarized by
Blomqvist (2004) as publicly funded, publicly provided services aimed at offering
high-quality services to all citizens. That the services were public was critical to
social democratic reformers: “only by providing services itself could the state guar-
antee access to high quality social services for all citizens,” thereby achieving both
equality and freedom from the market. Universality of high-quality services had a
political goal, too, aiming to preserve “broad political support for the welfare system”
by ensuring that offerings were attractive to all citizens—including the middle class
(Blomqvist 2004, pp. 143–144). The behavioral logics of institutionalized public
provision were based on high trust in the professionalism of public sector workers,
and democratic steering and oversight of services at the local level. In practice, in
homecare this meant that care workers had scope to negotiate with care recipients,
which tasks would be performed and how (Eliasson-Lappalainen and Motevasel
1997; Szebehely 1995).

In elite discourse, public provision and the active citizen have been displaced
as central to the goals of the Swedish welfare state since the 1980s, and a range
of policies, proposed as “solutions” to the new “problems” that public provision
posed for the Swedish economy and society, have since been enacted (Antman 1994;
Blomqvist 2004; Green-Pedersen 2002; Montin and Elander 1995). Many of the
reforms that have profoundly affected eldercare services targeted municipal activity
in general, catching eldercare services up in their wake. Significantly, governments
of both right and left have enacted market-oriented policies, although the intensity
and intent of policy change under right and left governments has differed somewhat.

The process of legislating for market reform began in the mid-1980s under a
Social Democratic government, which established initiatives to promote competi-
tion in the public sector, with the goals of increasing efficiency and quality. Both
external (exogenous) and internal (endogenous) forces contributed to this shift in
policy. Externally, what Streeck and Thelen (2005) call enterprising actors—in this
case, the conservative party and the main employers organization, the Swedish Em-
ployers’ Confederation (SAF; today the Confederation of Swedish Enterprise) and
neoclassically oriented academic economists—had begun to cultivate and import
policy ideas foreign to the traditional arrangements. Inspired by British Prime Min-
ister Margaret Thatcher, the 1980 SAF congress expressed the strongest neoliberal
attack on the welfare state since the Second World War, arguing for market mech-
anisms and privatization of public services (Antman 1994; Svallfors 1989). A new,
low-trust behavioral logic underpinned the proposed new institutional forms, which
included contracting relationships between public purchaser and private providers.
The behavioral logic of competition, rather than trust and professionalism, would
drive efficiency and quality gains, ideally leading to a shrinking of the public sector.

Over the coming years, SAF consolidated its invasion strategy, significantly in-
creasing resources devoted to propaganda activities while completing its defection
from the previous tripartite (state, labor, and capital) consensus on the economy and
the welfare state (Blyth 2001; Ryner 2002). SAF’s propaganda efforts included spon-
soring market-oriented think tanks such as SNS and Timbro. Through publications
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and seminars, which drew in academic economists, other opinion-makers, and senior
figures from state agencies, especially the Ministry of Finance (MoF) and the Bank of
Sweden, these think tanks became “vital agents in promoting change” (Blyth 2001;
see also Ryner 2002). Actively promoted by Timbro, criticism of the public sector
got a strong foothold in the media (Blyth 2001). The welfare state was described as
wasteful, overly bureaucratic, and, above all, depriving the Swedish people of their
right to choose freely which services they preferred (Montin and Elander 1995).

These efforts fostered a milieu in which economists, policy makers, and opinion
leaders cohered into an epistemic community, centered around the ideas of neoclas-
sical economics and New Public Management. This epistemic community provided
intellectual authority to the private interests of Swedish big business, effectively con-
stituting an “invading force,” seeking to discredit the traditional institutions of the
Swedish welfare state.

This epistemic community had members inside the Social Democratic govern-
ment as well as outside in SAF, SNS, Timbro, and the universities. Indeed, Streeck
and Thelen (2005) argue that “exogenous change is advanced by endogenous forces
pushing in the same direction but needing to be activated by outside support” (2005,
p. 32, emphasis added). In this case, economists within the (Social Democratic)
government acted as an endogenous force, activated by exchanges with academic
economists, within international organizations (such as the OECD) and forums or-
ganized by SNS and Timbro (Ryner 2002). The key role of economists within the
Social Democratic Party became evident in 1980—the year of the SAF congress—
when the Social Democrats established an internal “crisis commission” to analyze
the party’s loss of a second election in 1979. The crisis group was strongly dominated
by economists, and its work arguably marks a starting point of the marketization of
Swedish social policy. The Social Democrats were returned to power in 1982, and
Kjell-Olof Feldt, a neoclassically trained economist and prominent advocate of public
sector reform, was appointed Finance Minister (1982–1990; Ryner 2002). Among his
other actions, Feldt “trebled the number of academically trained economists among
top advisors within the Ministry of Finance” (Korpi 1996, p. 1729). Over the next
few years, economists in and around the Ministry of Finance published several re-
ports arguing for reorganization of the public sector—in a market direction (Antman
1994). Indeed, during the second half of the 1980s, virtually all publications from the
Ministry of Finance came to advocate the introduction of various types of so-called
“quasi-markets” in the social services sector (Blomqvist 2004).8

One example of the impact of Ministry of Finance economists on welfare policies
is the Competition Commission, appointed in 1989 by the Ministry of Civil Affairs
under a Social Democratic government. The commission focused initially on the pri-
vate sector, but in 1991 received further instructions from the Minister to investigate
how increased efficiency through competition would stimulate the development of

8 Particularly important was the 1987 Long-Term Survey, which suggested both limits on taxation
and the introduction of market mechanisms such as a division between purchaser and providers and
that private companies should be able to compete with public providers. The argument was that
“the consumers’ free choice will show under which organizational forms an activity is best provided
according to the consumer’s wishes” (Government Report 1987, p. 178).
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the public sector. The market-oriented voice of MoF economists entered the commis-
sion via the Minister’s instructions, which referred to the recent budget proposal that
argued for increased competition and “market-type solutions by dividing between
purchaser and providers” (Government Bill 1990/91:100, Appendix 2, pp. 33–34).
This idea was acted on even before the report of the Competition Commission was
published, in the new Municipal Act passed by the Social Democratic majority in
1991. The act allowed municipalities to introduce a division between purchasers and
providers, and to outsource the provision of services to private companies.9

The report of the Competition Commission (Government Report 1991) was pub-
lished in November 1991, just after the Social Democrats had lost the election, and
the new conservative-led government had proclaimed a “Freedom of choice revolu-
tion.” In 1992, the government presented a proposal (Government Bill 1992/93:43)
based on the Commission’s report, proposing further clarifications regarding the
municipalities’ right to outsource services. This proposal and its reception by the
Social Democrats reveal something about the politics of privatization. The Social
Democrats did not oppose either competition or for-profit companies in welfare ser-
vice provision. Rather, they argued that the clarifications were not necessary for
marketization, since the Municipal Act—passed by the Social Democrats—already
allowed municipalities to contract out welfare services. They only expressed a fear
that the suggested amendments might lead to private monopoly rather than compe-
tition. As Montin and Elander (1995, p. 38) argue, “A pragmatic and apolitical view
of privatization was dominant in the government just before the election of 1991.
When the non-socialist majority took their seats in government after the election, the
former government had already partly paved the way for further privatization.”

Comparison with Denmark sheds further light on the politics of market reform in
Sweden. In Denmark, the impact of NPM or market reforms has been much more
muted than in Sweden, even though Denmark has had longer periods of non-social
democratic government. Green-Pedersen (2002) attributes this to the position the
Swedish Social Democratic party has taken on marketization. As Green-Pedersen
puts it: “Right-wing parties can be expected to be proponents of NPM reforms”
(2002, p. 274), making support among Social Democrats critical to the enacting
market reform—and in need of explanation. In the 1980s, under the influence of the
epistemic community discussed above, the Swedish Social Democrats (by contrast
with the Danes) had begun to view the public sector as part of the problem, not
the solution (Antman 1994). Once Social Democratic parties positively embrace
NPM reforms, Green-Pedersen concludes, “they will find it hard to change to a
negative response” (2002, pp. 274–275). Having started down the marketization road,
Swedish Social Democrats found themselves without strong arguments to combat the
“freedom of choice revolution” proclaimed by the right-center government in 1991.
The market-type reforms implemented by the nonsocialist government between 1991
and 1994 followed a path that the Social Democrats had laid down (Green-Pedersen
2002), and “the Social Democrats resumption of office at the election of 1994 . . . did

9 The same Minister was responsible for both issues, the Minister of Civil Affairs, Bengt K.Å.
Johansson, former Assistant Minister of Finance.
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not spell a return to the previous system to any appreciable extent” (Palme et al. 2003,
p. 82). Thus, between 1994 and 2006, when the right-center coalition next regained
power, there was a slow but steady introduction of market principles and private
provision into tax-funded welfare services. A purchaser–provider model had been
introduced by 10 % of municipalities in 1993, the year after the possibility had been
opened up; by 2003, more than 80 % had introduced the new institutional model
(Gustafsson and Szebehely 2009), and the proportion of for-profit private providers
had begun its growth trajectory.

The fact that marketization in Swedish long-term care began as competitive ten-
dering for large nursing homes and geographical areas of homecare, rather than with
a customer choice model, is important in explaining the oligopolistic structure of
private sector provision, with its two dominant providers. During the recession of
the early 1990s, competition over price (rather than quality) dominated (Edebalk and
Svensson 2005). This gave an advantage to larger for-profit companies, with their
greater capacity to manage the bidding procedure, over small companies or not-for-
profit organizations. Larger organizations could also underbid, if necessary, to enter
the market (Government Report 2007). Once a larger company is established, further
growth by acquisition is relatively easy.

3.5.2 Consolidating the Market Model: New Layers, New
Behavioral Logics, New System Dynamics?

The pace of marketization increased with the change of government in autumn 2006,
when new behavioral logics and new system dynamics were introduced through a
process of layering. The new right-center government did not proclaim a “Freedom-
of-choice revolution,” but its intentions in this direction became clear in spring 2007,
when the Assistant Minister of Health and Social Affairs appointed a Freedom-of-
choice commission. The commission’s task was to suggest new legislation to make
it easier for municipalities to introduce consumer choice models in care for older
and disabled people. The process was quick: the commission’s report (Government
Report 2008) was published in February 2008; half a year later the Government Bill
2008/09:29 was presented to the parliament, and the new legislation Act on Free
Choice Systems, came into effect on January 1, 2009. As argued by the commission,
and echoed by the Minister, the goal of the legislation was to “move power from
politicians to citizens, to increase the choice and influence of users and to promote
a diversity of providers” (Government Report 2008).

The new law encourages municipalities to introduce customer choice models, with
a quasi-voucher system. Legislative change was combined with financial incentives
to municipalities to introduce the customer choice model. We characterize the intro-
duction of this act as “layering,” because the stated intention is not to replace the old
system with the new; rather, the new was to “function as a voluntary tool” to develop
the market model. “In-house” (public) provision by municipalities remains one of the
“alternatives open to a public authority” under the act, alongside purchaser–provider
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arrangements introduced in 1992 (Government Report 2008) and the new customer
choice “layer.” Although the new system has not yet replaced the old, a primary goal
of the act is to promote the “differential growth,” which Streeck and Thelen argue is
central to the system-changing dynamics established by institutional layering. Two
aspects of the new legislation are designed to have this effect. One is that barriers to
entry for private providers into customer choice systems should not be too high, to
encourage entry of a diverse range of private providers; as the commission argues:
“the higher the requirements set, the fewer the companies that will be interested in an
agreement with the authority” (Government Report 2008, p. 29). The second is that,
within the customer choice model, only private providers are allowed to offer addi-
tional services, with which customers “top up” the needs-assessed publicly funded
offering. An explicit goal of this preferential treatment for private providers is to
encourage the growth of “small enterprises” and to allow them to “increase their op-
eration and reach a higher profitability” (Government Bill 2008/09:29, p. 123). The
commission considered but ruled out allowing public care providers to offer “extra
services”: “An option for a municipality to provide extra services can have negative
consequences for small enterprises, including women’s enterprise, something that
theAct on free choice systems is intended to encourage instead” (Government Report
2008, p. 34).

The behavioral logic of the new legislation is quite different from that of the
earlier market reform, which introduced a purchaser–provider split. The logic of the
earlier reform operated entirely on the supply side—to mobilize the discipline of
competition within the public sector and/or between private providers. The new law
seeks to bring the demand side into the competitive process, by enabling consumers,
as well as local authority purchasers, to control which organizations offer services.
The commission, as well as the Minister, expressed high expectations that the quality
of services will be enhanced by the introduction of this new, demand-side, market
mechanism: “It is the individual’s opportunity to choose and choose again that is the
very core of the system and that is intended to help to maintain and further develop
the quality of the services included” (Government Report 2008, p. 32).10

Evidence suggests that the Minister’s faith in customer choice as the core quality
driver may be misplaced, not least because most service users are reluctant to change
providers. A recent study found that only 4 % of the older homecare users in munic-
ipalities with choice models actually changed their provider during 2009 and one in
five changes were because the provider closed down (Svensson and Edebalk 2010).
Another frequent reason for changing homecare provider is that the older person’s
ordinary homecare worker had moved to another employer (Fried 2007).

In practice, the ambition to empower older people by giving them the right to
choose may have had the obverse effect—at least for those with fewer resources.
The eldercare “ombudsman” in Stockholm (where customer choice and private pro-
vision are highly developed) notes that older people who complain to the city officials
are advised to choose another provider. But what the older people want is for their

10 In contrast to the “real” market, the price is set in advance; thus the providers are expected to
compete only with quality.



72 G. Meagher and M. Szebehely

complaints to be properly attended to, without needing to change provider; they feel
that the local authority is not taking responsibility for guaranteeing all individuals
high-quality care (Stockholms stad 2010). Furthermore, while a customer choice
model fits reasonably well with the aspirations and demands of the Independent Liv-
ing Movement, especially for personal assistance schemes, there is no evidence that
older people and their organizations have advocated for this service model (Ede-
balk and Svensson 2005). Research finds that although some older people appreciate
being able to choose a provider, many find that choice stressful, and most find the
ability to affect the actual tasks carried out to be more important (Hjalmarson 2003;
Hjalmarson and Norman 2004).

The increased focus on consumerism and choice may, therefore, have different
consequences for different social groups. Compared with young, physically disabled
persons, frail older people are, in general, less prepared to act as customers. There-
fore, there is an obvious risk for increasing inequalities when Swedish municipalities
introduce choice models and tend to leave part of the quality control to these frail
older “customers” by relying on them to make active choices and to complain (Svens-
son and Edebalk 2010; Swedish Competition Authority 2009; Winbladh et al. 2009).
Individuals with more resources, such as higher education, will probably have an
advantage in navigating the new landscape of care markets (NBHW 2011c).

The introduction of a customer choice model in publicly funded services combines
with another measure introduced 18 months earlier as another “layering” reform that
promotes the development of private sector provision in eldercare. In July 2007,
the right-center government introduced a tax deduction on household services and
personal care. Under this reform, taxpayers are entitled to deduct 50 % of the price
of household services up to 100,000 SEK (close to € 11,000) per person per year if
the service company has a business tax certificate. The services may be carried out
in the purchaser’s own home or, significantly, in a parent’s home. The government
expressed several goals when introducing the tax deduction, including gender equal-
ity (reducing the burden of domestic work and care for parents that falls primarily
on women), bringing the gray economy “on to the books,” and promoting small
business (Government Bill 2006/07:94, p. 94).

This deduction is available for all age groups and is not part of the eldercare
services. Yet it clearly interacts with the eldercare system. In the vast majority of
municipalities, older people with relatively small care needs and medium-high in-
comes would find it cheaper to use the deduction to purchase services on the private
market, rather than use municipal care services. (These citizens receive a state sub-
sidy for assistance via the tax system rather than a municipal subsidy via the social
service system.) For those who choose a private provider for their needs-assessed
homecare service, the deduction halves the cost of “extra services.” In practice, the
combination of customer choice models and the deduction creates an incentive for
well-to-do older people to choose private providers for their tax-funded and needs-
assessed homecare services, which they can complement by buying extra services
from the same staff, paying half the actual cost, thanks to the tax deduction. For the
same social group of older people but with fewer care needs, the tax rebate serves
as an incentive to entirely refrain from the tax-funded homecare and buy private
services instead.
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Evidence shows growing use of privately purchased household services in Swe-
den, now further encouraged by the introduction of the tax deduction. However,
compared to tax-funded homecare services, the deduction is still used by fewer
older persons (by 6.3 % of people 65 and older in 2010—up from 1.7 % in 2008—
compared to 9 % using the needs-assessed homecare services from public or private
providers).11 The income profile also differs: the deduction is used mainly by older
people with high incomes while the homecare services are (so far) used by all social
groups (NBHW 2012b). In 2010, 14 % of older people with high annual incomes
(more than 500,000 SEK) used the deduction, compared to 5 % of those with low
incomes (less than 120,000 SEK). Furthermore, although average annual deduc-
tions were rather small (at an average of 2,800 SEK, which would purchase around
20 hours of help per year), older people with higher incomes deducted twice as much
as those with lower incomes. This measure is also becoming increasingly costly: the
figures for 2010 report expenditure of 1.3 billion SEK, up from 440 million SEK in
2008 (Statistics Sweden 2012).

A key feature of the “layering” of customer choice and the tax deduction is that
older people with good incomes and larger care needs can use the deduction to top
up with extra services from the same staff that provide their municipally funded
care—if they choose a private provider. As Streeck and Thelen (2005) point out,
citing Rothstein on the Swedish case, the risk is the loss of the middle class as a
constituency for, and user of, public services. Although publicly provided, publicly
financed services have neither been abolished, nor declared residual, the layering of
customer choice and the household rebate promotes dualization within the eldercare
system, such that they risk becoming residual services for the poor.

3.6 A Turning Point for the Swedish Model
of Long-Term Care?

From one perspective, the Swedish model of long-term care, with generous, publicly
funded, publicly provided services looks more or less intact; spending remains high,
and less than a fifth of publicly funded eldercare services are in private hands. Yet,
behind the national average of 19 % private provision of publicly funded eldercare
services, there is wide variation between the municipalities. In more than half (54 %),
there is no private residential care at all and in two-thirds (65 %) of the municipal-
ities, all homecare services are publicly provided. In contrast, more than half of
the homecare services and more than half of the residential care beds are privately
provided in close to 5 % of the municipalities (NBHW 2011b).

Our account of the marketization of Swedish eldercare has emphasized the top-
down push from the national government. The wide variation in the level of private

11 As the deduction is offered to all purchasers of domestic and care services, without needs assess-
ment, it is not possible to determine whether these purchases are a direct substitute for publicly
subsidized services offered via the formal care system.
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provision of tax-funded services in municipalities raises questions about why this top-
down push has been only partially successful, and about the likely future trajectory of
marketization of long-term care, in Sweden. We cannot predict the future, of course.
However, we can point to some of the processes that have been set in train by, and
the interests that have emerged under, marketization policies.

Part of the explanation for local variation is the political color of governments
in the context of strong municipal autonomy. Although Social Democratic national
governments have been market-oriented, right-wing governments at both national
and municipal levels have been more so. For example, in Stockholm, which has a
conservative political majority, 60 % of the publicly funded homecare was privately
provided in 2010 (NBHW 2011b), up from 37 % in 2006 (NBHW 2007). In Swe-
den’s second biggest city, Gothenburg, which has a Social Democratic majority, all
homecare was still in public hands in 2010 (NBHW 2011b). The cases of Stockholm
and Gothenburg show that Social Democratic and right-wing politics do diverge, and
that the combination of a right-wing coalition both at central and local level can make
a difference. More comprehensive modeling has found that municipalities that are
more middle class12 and which have right-wing majorities tend to have more private
eldercare (Stolt and Winblad 2009).

But this is not the end of the story. Cutting across this political pattern is evidence
of a kind of geographical “contagion” of privatization. Stolt and Winblad (2009)
found that privately managed eldercare was pioneered in metropolitan areas where
right-wing majorities dominate, but that “surprisingly, neighboring municipalities
tended to follow these pioneers irrespective of their political colour or economic
situation” (Stolt and Winblad 2009, p. 903, emphasis added). This process of diffu-
sion has meant that, even in municipalities with stable Social Democratic majorities,
there has been privatization of eldercare. Sometimes, the municipality’s economic
situation is a precipitating factor, as the “seducing power in the neo-liberal process
of privatization” (Stolt and Winblad 2009, p. 910) conquers the ideological hostility
of Social Democratic municipalities in straitened financial circumstances. But the
idea of “what worked for others must also work for us” (Stolt and Winblad 2009,
p. 911) was in itself also important, and once introduced, privatization is rarely re-
versed. Furthermore, there is a real possibility that municipalities’capacity to choose
to resist marketization may be legislated away in the future. In 2010, unhappy with
the slow pace of change, the national government introduced further incentives for
municipalities to introduce customer choice models during 2011–2014 (Government
Bill 2010/11:1, p. 163). The Bill included the warning that “compulsory legislation
would be considered” if all municipalities had not responded by 2014. Finally, the
emergence of large corporate providers in long-term care creates a powerful interest
in further privatization (Meagher and Szebehely 2010).

Over 30 years, a range of somewhat disparate reforms have rationalized eldercare,
expanded provision for people with severe disabilities, and opened up long-term care
services to the market. Together, through a complex set of interactions, these policy

12 As measured by a higher proportion of residents with university education and a higher tax base,
both of which correlate to higher average household incomes.
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changes have consolidated into a real threat to the universality of long-term care in
Sweden. There are already signs of class differences in response to retrenchment
of publicly funded eldercare services, as poorer people turn to family and richer to
the market. There is not yet evidence of class differences within the publicly funded
system. However, ongoing marketization may give incentives for more resourceful
groups to leave the public system. If a class gap opens up within the publicly funded
system, a vicious cycle of middle class flight and falling quality could become es-
tablished. Over time, creeping selectivity could leave the poor with poor-quality
services—precisely the outcome that universal services enable societies to avoid.
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Chapter 4
Trajectories of Change in Danish Long Term
Care Policies—Reproduction by Adaptation
through Top-Down and Bottom-Up Reforms

Viola Burau and Hanne Marlene Dahl

4.1 Introduction

The literature often sees universalism and local autonomy as the key tenets of Nordic
care regimes (Burau et al. 2007); the former refers to substantive aspects of long
term care policies, while the latter refers to procedural aspects. Against this back-
ground, the case of Denmark is interesting in two respects. Firstly, among the Nordic
countries, long term care policies remain the most universal in terms of coverage,
which is reflected in the level of public expenditure. Secondly, Denmark combines
institutional change from below (nonlegislative change) with institutional change
from above (legislative change).

Although Denmark, like most of the OECD countries, has been exposed to New
Public Management (NPM) reforms, understood as a drive for a retreat of the state,
cost containment and consumerism (Dahl 2005; Glendinning 2008), long term care
policies have not been characterized by retrenchment. Yet the absence of retrench-
ment does not necessarily mean an absence of change. Therefore, in this chapter,
we will first investigate whether there has been a change in long term care for older
people in Denmark in the period 1994–2007, and if so, we will seek to identify
the characteristics of this change. We will do this by investigating how any changes
relate to existing institutions. Indeed, as described below, our analysis indicates that
change has occurred through restructuring (Pierson 2001). Specifically, long term
care policies since the 1990s have included elements of both control/standardization
and flexibility/choice, which has led to substantial changes in terms of the orga-
nization of long term care (Dahl 2005). In procedural terms, reforms represent a
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form of reproduction by adaptation, whereby new elements are attached to existing
institutions which gradually change as a result (Streeck and Thelen 2005; Thelen
2000). Taking a broad concept of reform from neoinstitutional theory (Streeck and
Thelen 2005) as our point of departur, we analyze two reforms that encompass el-
ements of control and flexibility, and which in procedural terms point to legislative
and nonlegislative forms of incremental transformation.1

4.2 The Structures of Opportunities and Constraints
for Reforms

In many ways, the long term care system in Demark is a classic example of the
Nordic welfare state, combining universalism with local autonomy. While services
are uniform and are both designed for and used by all (Anttonen 2002), services are
largely controlled locally (Kröger 1997). Services are publicly funded and coverage
is highly universalistic, the provision of services is public, and the organization of
both funding and provision is largely the responsibility of local authorities, which
also enjoy considerable powers in relation to the regulation of services.

Long term care includes both institutional and home care; although for more than
five decades there has been a focus on the latter (see Sect. 4.3). Home care has a
clear social care orientation and encompasses personal care as well as practical help.
Access to services is based on the principle of citizenship and, by law, citizens have
the right to get help if they experience difficulties with activities of daily living; in
comparison, the provision of services is needs based. Home care is free at the point of
use and is funded by local authorities; they are also responsible for providing services
and for conducting needs assessments. Taken together, this puts local authorities in
a highly influential position in terms of shaping long term care. Here, the provisions
of the Social Services Act are key factors, as they offer the basis for a unified yet
decentralized long term care system (Doyle and Timonen 2007). While the Act
requires local authorities to provide the necessary services for its citizens, it is up
to the individual authorities to determine the substance, level and organization of
services. More specifically, theAct distinguishes between what local authorities have
to do and what they can do (Nielsen and Andersen 2006). In practice, the long term
care system in Denmark is not only highly universalistic but also generous (measured
in terms of the percentage of older people receiving services) when compared with
other Nordic countries (Szebehely 2003).

The decentralized nature of the long term care system means that the policy process
in relation to reform occurs within the context of central–local relations. This makes
the central government and the local authorities two of the key players in the policy
field. Through the Association of Local Authorities (Kommunernes Landsforening,

1 The case studies are based on analyses of secondary sources together with selected primary sources
such as parliamentary debates, evidence submitted by stakeholders to the minister, reports of the
parliamentary select committee together with grey literature from relevant stake holders.
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KL), local authorities have significant resources and are in an influential position by
virtue of their responsibility for funding and providing long term care (Blom-Hansen
2002). Their interest in relation to long term care is twofold, namely to retain/expand
existing funding and to safeguard the autonomy local authorities enjoy concerning
a wide range of governing issues.2 In contrast, the resources of central government
are connected to setting the overall policy framework and to allocating additional
funds to long term care. For the period we are investigating, the overall interest of
central government was to develop its steering capacity vis-à-vis long term care,
both in relation to containing costs and determining the substance of services. As in
other Nordic countries, the balance between the central and the local level has been
subject to change. While the 1980s were characterized by decentralization, detailed
regulation replaced the earlier legislative framework from the 1990s onwards (Hansen
and Vedung 2005). The tighter regulation of details resulted in tensions between the
two levels, whereas the Association of Local Authorities has tried to actively resist
the decreasing autonomy at the local level (Dahl 2011). Nevertheless, Denmark’s
policy style is broadly consensus-oriented and there are multiple formal and informal
channels which allow a wide range of policy actors to influence the policy process.
Of these, the yearly budget negotiations between the central government and the
local authorities are particularly prominent.

The other two main actors in the policy field are the Trade Union of Occupation and
Work (Fag og Arbejde, FOA), which mainly organizes care workers, and the major
interest organization of older people, called ‘DaneAge’ (Ældresagen). Occupation
and Work is a specialized trade union for care workers, that is, home helpers and
auxiliary nurses, and it has a total of approximately 200,000 members.3 With its
history as a trade union for public employees, the trade union also includes other
professions. Indeed, there is no other trade union for care workers, only one for
nurses. The trade union has traditionally had a middle-of-the road social–democratic
orientation, but over the last five years has gradually become more radicalized,
also defending welfare rights more broadly. The trade union has successfully put
issues of work conditions—including the organization of work and the gender wage
gap—on the political agenda. The membership of DaneAge is even bigger (about
600,000; DaneAge 2011), which seems to defy the dictum that the interests of
older people as such are difficult to organize. Dane Age accepts members below the
retirement age and thereby also lobbies on behalf of those sympathetic to the needs
of the elderly, such as relatives. However, even without these additional members the
organization’s membership among the older population is significant. Together with
extensive fundraising activities, this also makes for significant financial resources

2 KL is also an employer organization, but its autonomy in collective negotiations is severely limited
by the Ministry of Finance. KL negotiates pay and work conditions for home carers on behalf of
the municipalities and this requires taking into account the consequences for both expenditure and
staff retention.
3 We have no specific number for the percentage of employees that are organized in trade unions. The
Nordic countries have traditionally scored very high, although the level of trade union membership
has fallen over recent decades. Nevertheless, it remains high compared to other countries.
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and this gives the organization the possibility for a strong media presence as well
as for conducting its own research. Not surprisingly, DaneAge is especially visible
as a watchdog for older people, who encounter unfair, bureaucratic treatment or
who experience a fall in their home help entitlements; indeed, the organization has
several times threatened to summon a local authority. DaneAge also lobbies against
retrenchment. In short, the interests of DaneAge are to promote, safeguard and
expand the welfare and user rights of older people.

What are the current pressures for reform? These are best understood in the
context of the historical development of the long term care system. This goes back
to the period after the Second World War and the introduction of publicly funded but
means tested ‘home makers’providing temporary support to families in times of crisis
(Dahl 2000; Petersen 2008). This offered a springboard for a substantial expansion
of long term care over the next three decades (Hansen and Vedung 2005; Nielsen
and Andersen 2006). Legislation introduced in 1958 marked a shift to homecare as
both the permanent, time unlimited service and the legislation in 1964 explicitly
required local authorities to offer assistance to older people, so that they could live
at home as long as possible. This extended the responsibilities of local authorities
and so personal care became a distinct focus of home care. The Social Services Act
in 1974 brought together different provisions under one legal framework and further
underlined the importance of personal care, by highlighting the need for training
for care workers. Services were typically centered on the home and the principle ‘at
home as long as possible’ became an entrenched principle of long term care policies
in Denmark early on (Lewinter 2004). In contrast, policy developments since the
early 1980s have been characterized by restructuring (Hansen and Vedung 2005).

While, in a cross country comparative perspective, the system of long term care in
Denmark emerges as the relatively cheapest and best (Sarasa and Mestres 2007), from
the domestic point of view, the total amount of public funds spent on long term care is
seen as the key reference point and the reason that the State is interested in influencing
the provision of long term care (Nielsen and Andersen 2006). Further, with the neo-
liberal turn, high public expenditure is also seen as a problem in Denmark, and
concerns for containing expenditure, value for money, and responding to individual
needs have become predominant (Dahl 2004, 2009). The same applies to healthcare,
although shifting costs from health to social care is not an explicit issue. In addition,
several factors are all seen to put more demand on long term care services (Hansen and
Vedung 2005): besides rising numbers of older people and processes of urbanization,
the higher labor market participation of women is especially prominent compared to
other countries. For example, the percentage of women in paid labor (the employment
rate) rose from 43.5 % in 1960 to 74.4 % in 2009 (Danmarks Statistik 2010a; Hansen
and Vedung 2005, p. 54).

Given these conditions, especially the institutional settings outlined above, what
are the opportunities and constraints for reform? Denmark has a universal, institution-
alized system of long term care, which makes any form of material retrenchment—
such as reducing existing entitlements—difficult. The interests of older people and
care workers are also well organized. This is compounded by a ‘care ideal’ that sees
long term care first and foremost as a public rather than a private responsibility, and
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an ideal that privileges care in the private home over institutional care.4 For example,
family members are neither in practical nor in financial terms expected to support an
elderly relative (Doyle and Timonen 2007). Concurrently, long term care has over the
years become increasingly professionalized, with formal training of care workers at
both basic and advanced levels. The training of home care workers has been extended
from a couple of weeks to a whole year based in vocational schools (Dahl 2005).
Home care workers have become social and health workers, and after graduating,
they can qualify to become social and health assistants by attending 2 years of addi-
tional vocational training. Home care workers also perform some nursing functions
and can take on leadership positions in care for older people or work in hospitals.

Similarly, political decision making based on consensus puts constraints on mak-
ing radical reform, as the wishes of local authorities, the trade unions of care workers
(FOA) and interest groups for older people (particularly DaneAge) have to be taken
on board. More specifically, in relation to the parliamentary process, the consen-
sus orientation is partly counterbalanced by the fact that, since 2001, Denmark has
had a (centre-right) minority (coalition) government with a permanent support party
that has not shied away from using its majority.5 Further, the existence of a well-
institutionalized and highly integrated policy arena (for a more detailed discussion,
see the following section) also means that there is considerable administrative ca-
pacity at both national and local government levels. It is indicative, for example, that
in 1998 the government took the initiative to get in touch with its citizens in a more
direct way through the ‘preventive home visit’ (forebyggende hjemmebesøg). This
allows for a more explicit codification of universalism, which otherwise tends to be
defined in loose terms.

4.3 The Process of Reform

As outlined above, long term care policies go back to the late 1950s and have been
subject to systematic expansion over a period of three decades. This makes for a
policy arena that is well institutionalized, not least because the policy arena is firmly
embedded in the structures of central–local relations, a feature which is one of the
cornerstones of the political system in Demark.

The policy arena is also characterized by a clear focus on homecare. This is
typical of Nordic care regimes and can be seen in the policy practice: ‘at home as
long as possible’. In Denmark, this has its early beginning in the late 1950s when
‘older people at home’ emerged as a distinct user group, while the concrete policy
practice goes back to the late 1960s and was motivated by both financial and policy
considerations. In the context of the expansion of long term care, homecare was seen

4 An ideal of care is defined by Arlie Hochschild as country or region specific understandings of
‘good enough caring’ (1995).
5 This ended an 8 year period of centre–left governments, where the Social Democrats were in
shifting coalitions with smaller parties forming mostly minority governments. In contrast, between
1990–1993, Denmark was governed by a centre–right minority coalition government.
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as less expensive than institutional care. This coincided with a widespread societal
critique of care in institutions, from which home based care emerged as the ‘better’
option (Dahl 2000). Care in institutions was increasingly demonized and portrayed as
an antithesis to freedom. In this dichotomous thinking, freedom in the private home
was the preferred policy option. In concrete policy terms, this led to the expansion of
home-based long term care together with the closing down of nursing homes from
early on; legislation introduced in 1987 even prohibited the building of new nursing
homes and thereby consolidated the principle of ‘at home as long as possible’ (Dahl
2000; Rostgaard 2007). Not surprisingly, the number of nursing homes has fallen
dramatically, whereas the number of places in assisted housing has risen significantly
(Doyle and Timonen 2007).

More recently, there have been boundary issues in relation to health care, reflecting
the fact that both policy arenas have shifted towards a reform paradigm of restruc-
turing and thereby a greater concern for public expenditure and value for money (for
health care, see Strandberg-Larsen et al. 2007). Boundary conflicts are particularly
centered around discharge from hospitals. Through a range of measures, hospitals
were put under considerable pressure to reduce patients’ length of stay, which has
had repercussions for the demand on long term care provided by the local authority
(Strandberg-Larsen et al. 2007). The local authorities need to have suitable long term
care services ready on discharge, as they otherwise will be penalized financially; they
have to cover any additional hospital charges that patients incur because of a lack of
care facilities at the local level (Dahl 2008).

As mentioned above, the substance of policy change has focused on restructur-
ing, which Pierson (2001) defines as reforms that aim to make the welfare state more
compatible with contemporary goals and demands. This can occur either through
rationalization, where welfare programs are brought in line with new ideas of how to
achieve existing goals, or updating, where welfare programs are adapted to changing
demands and needs. The long term care reforms in Denmark have included both
types of restructuring: the introduction of market mechanisms is an example of ra-
tionalization, where long term care is brought in line with neoliberal ideas about the
superiority of market mechanisms for delivering welfare services; the tailoring of
services to individual needs is more of a hybrid, as it is about both creating con-
sumerism and responding to the complex needs of a more individualized society.
Restructuring has occurred through a process of institutional change based on repro-
duction by adaptation. We look now at two reforms that are typical of this type of
institutional change, but which show that institutional change can occur both through
legislative and nonlegislative means.

4.3.1 A ‘Common Language’ for Home Care

Common Language is an example of a bottom-up, nonlegislative policy change
which originated from theAssociation of LocalAuthorities (KL) in 1998 (Hansen and
Vedung 2005; Højlund 2004). Common Language can be seen as an attempt to define
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in a more objective way the level of ability of the older person and to link the levels
to categories of service provision. The policy change consisted of a new initiative
in which older care users were allocated to one of four newly developed categories
of care needs, ranging from independence (level 1) to total dependency upon others
(level 4; Petersen and Schmidt 2003). Each of these categories systematically linked
individual needs with specific types and with a specific level of service. The initiative
addressed concerns about securing the welfare rights of citizens, but at the same
time rendered other less formalized aspects of care services invisible (Højlund 2001,
2004). The initiative also tightened the control over the delivery of care services by
professionals and as such fit with the central government’s aim of introducing quality
standards and preparing for the introduction of a purchaser–provider split.

The Association of Local Authorities, as an umbrella organization, also provides
consultancy to its members in case of administrative and organizational problems. It is
in this servicing capacity that KL in the early 1990s discovered that the field of care for
older people lacked a coherent system of resource management and service provision
(Højlund and Højlund 2000, p. 24). The municipalities were frustrated and within that
context, KL suggested that something needed to be done. Based on a belief about
the potential of technology for solving organizational problems, local authorities
believed that governance problems (i.e. poor management and organization) could
be resolved through the development of new information technologies. Driven by
the concerns of the municipalities, KL began to investigate the more specific nature
of these steering problems. In 1994, it published a report arguing that the long
term care sector suffered from an extremely weak system of governance. At that
time, no statistics on the costs of long term care were available, and the relationship
between needs and help provided remained incomprehensible. KL decided that the
introduction of new information technology could solve this problem, and initiated
a developmental project. However, in 1995, KL realized that the software firms
commissioned to design the new technology could not deliver the requested product,
as there was no common understanding of the work delivered by home care workers
available (Højlund and Højlund 2000, p. 25). There was, in short, no common
language to describe what work was being done in the home with and for the older
care recipient.

Consequently, the strategy was revised and the development of a common un-
derstanding of care services (Common Language) began. The new language was
supposed to provide a catalogue for the needs of older people and the correspond-
ing services of home care workers. Common Language was launched in 1996 and
represented a particular form of codification of most of the hitherto tacit knowledge
and also offered a standardization of the services provided. Common Language was
developed in several stages through a process based on ongoing dialogue with se-
lected local authorities, which took part in pilot programs (Hansen andVedung 2005).
Version II was developed to improve the earlier version by adding additional dimen-
sions, including the experienced needs and motivation of users as well as the training
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activities, and also expanded the applicability of Common Language to enable
communication with hospital staff (Kommunernes Landsorganisation 2002a).6

Common Language initially emerged as a purely bureaucratic and supposedly
neutral tool, but soon became politicized, whereby different professional groups
together with users demanded influence over its development (Kommunernes Land-
sorganisation 2002b). KL had to revise the decision making process and grant these
groups some influence. In 2001, Common Language also became a topic in the local
and national media. In the beginning, the initiative was portrayed positively as a
tool that enabled better quality and comparability, but soon critical views were being
voiced relating to the governance of details, the tyranny of time and the standardiza-
tion of help provided (Dahlgaard 2001; Ib 2001; Pedersen 2001). In a rather atypical
move, KL issued a warning that Common Language should not be misused as a
control instrument. Instead, the Association argued that it should be used solely to
improve the quality of care and to support the work of home helpers (Thye-Petersen
2001).

The controversy surrounding Common Language led to it becoming one of the
several key issues in the national election campaign of 2001. The leader of the
opposition Anders Fogh Rasmussen criticized the incumbent Prime Minister Poul
Nyrup Rasmussen on national television and blamed him for the way in which home
help was governed by a “tyranny of time”. The issue was further politicized both by
the media and DaneAge. This politicization was subsequently used in the electoral
campaign to create an image of the government as the one favoring bureaucracy
and the tyranny of time, which was contrasted with Fogh Rasmussen’s concern for
freedom.

The Association of Local Authorities considered leaving the project to the Na-
tional Ministry of Social Affairs, but subsequently decided against this move
(Kommunernes Landsorganisation 2002c). In the process of developing Common
Language, the Association became self-reflective about the system’s uses and abuses
(Kommunernes Landsorganisation 2002c; Thye-Pedersen 2001) and even explicitly
acknowledged some of the inherent problems, such as the dominance of nursing
language and the stereotypical nature of the initiative, particularly in Version II
(Kommunernes Landsorganisation 2002b).

In short, Common Language was not initiated by the state; the Ministry of Social
Affairs merely provided some initial seed money for supporting the development of
the project. Instead, KL developed Common Language as an administrative tool for
its members; the local authorities were free to choose, or to reject, the tool. As such,
the initiative was formally voluntary. However, KL was indirectly setting a norm for
good governance when it advised its members to link Common Language to new
information technologies (Kommunernes Landsorganisation 1999, pp. 3–4). Today,
the initiative remains part of the software package offered to local authorities, and is
therefore difficult to avoid (Nielsen and Andersen 2006, p. 41).

6 One of the interesting aims of Common Language II was to break down the strict boundaries
between social care in the local authorities and the health care in hospitals by training hospital staff
in understanding categories of Common Language. This is an ambitious goal, and there have not
been any evaluation of the concrete effects.
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4.3.2 The Introduction of ‘Free Choice’ in Home Care

In 2003 Denmark witnessed the introduction of Free Choice (frit valg), which can
be seen as an example of top down, legislative change (Højlund 2004, 2006; Rost-
gaard 2006). The legislation allowed citizens greater choice of service provider and
extended the choice to the range of services to be provided. The legislation required
local authorities to act as purchasers and to contract services not only from public but
also from private providers; local authorities also have to define quality standards.

Where did Free Choice come from and why was it introduced? Free choice was
not a new instrument in Danish welfare policies. There had been a long tradition for
free choice of schools in Denmark, which goes back to the 1824 People’s Schools
Act (Folkeskoleloven). This legislation required children to be educated, but did not
specify where; thus, education could also be delivered outside of publicly funded
schools. Importantly, for the present context, free choice was further extended under
the Social Democratic government in the late 1990s, notably in relation to hospitals
and home care itself. This was embedded in the notion of putting users at the center
stage (Petersen 2008, p. 171), but the basic acceptance of the principle as such also
made it difficult for the Social Democrats to turn their back on free choice under the
subsequent center-right government (for more information on this point, see Green-
Pedersen 2002). The free choice of hospital was introduced in 1993 and allowed
patients to choose among public hospitals, not only limited to their own county
(Vrangbæk and Østergren 2006). The approach to free choice was pragmatic and
cautious, as reflected in a number of significant safeguards and restrictions; hospital
choice could therefore best be characterized as ‘extended’ rather than ‘free’. The
same applies to so-called ‘flexible home care’ (fleksible hjemmehjælp), introduced in
2000, which allows the older people to have more say about the type of services they
receive, although the concrete procedures are heavily prescribed: choice is confined
to practical help and does not include choice of provider; the adjustments have to
remain within the original time frame and ‘necessary services’ cannot be replaced;
the local authority also retains the overall and final responsibility for the delivery of
services (Højlund 2004).

Yet, there were two things which were new: first, to connect the principle of
free choice to the marketization of welfare services—more specifically, to use free
choice as a mechanism to stipulate competition; and second, to substantially extend
free choice from a possibility that existed in individual local authorities to a general
right across local authorities. On the one hand, this reflects the fact, that the introduc-
tion of Free Choice was part of the modernization program of the new conservative
centre-right government, which came into power in 2001. The program emphasized
the centrality of freedom and promised to put citizens at the centre in public ser-
vices, by combining existing responsibilities of society with new responsibilities of
the individual (Petersen 2008). The notion of ‘free choice’ is based on two conditions
(Højlund 2004): transparency, in that users need to be able to know precisely what
they choose among; and competition, in that free choice only makes sense if there are
multiple providers to choose between. The program can be seen as a clear ‘ideological
marker’ of the policies which were to come later. On the other hand, the government
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was also driven by budgetary considerations. As mentioned above, the long term
care system is both highly universal and generous and competition was seen as a
welcome measure of cost containment (Hansen and Vedung 2005). In this respect,
the emergence of a strong budgetary discourse treating care as a commodity was also
indicative of the new conservative government’s ideological slant (Dahl 2005).

With the top-down nature of the policy initiative, the policy process leading to the
introduction of Free Choice was mainly concentrated within the parliamentary arena
(Politiken 2001). The decision making process stretched from late February 2002,
when the government presented the first draft legislation to parliament, to May 2002,
when the parliament passed the revised legislation, which came into force in January
2003. During this period, the draft legislation was debated in Parliament twice, when
a wide range of institutional interests submitted evidence, and the Parliament’s Select
Committee on Social Affairs met four times.

The parliamentary decision making process progressed smoothly, for a number
of reasons. The basic principle of free choice remained largely uncontroversial in
the political debate, which instead focused more on issues relating to curtailing the
autonomy of local authorities as well as to technical issues concerned with implemen-
tation. Furthermore, the strong majority held by the new center-right government,
the main actor driving the reform was a significant factor contributing to the suc-
cessful passage of the initiative through the Parliament. Indeed, the phenomenon
of a significant majority was rather unusual in modern Danish political history. The
coalition included the Liberal Party (Venstre) and the smaller Conservative Party
(Konservative) and, thanks to the support of the extreme right wing Danish People’s
Party (Dansk Folkeparti), the government had the majority in parliament; old age
care policies were also a central policy for the support party.

This may also highlight the fact that the decision making process was in fact
not very consensus oriented. The draft legislation was formally negotiated with the
Association of Local Authorities as the subcentral level of government and beyond
that, only the Social Democratic Party (Socialdemokraterne) succeeded in getting
some of its concerns addressed; in contrast, the criticisms from other stakeholders
were ignored. However, the Social Democrats also supported the need for greater
choice. Both local authorities, as the funders and providers of care services, and the
interest groups of older people supported the initiative. Nevertheless, all parties also
expressed concerns in relation to the reform, but had little weight in the ensuing
decision making process.

For the Social Democratic Party, a major concern was that the legislation required
all local authorities to implement free choice and thereby to forcefully intervene in
local autonomy (Petersen 2008, p. 200). The more specific fear was that this would
undermine the coordination of services, resulting in unnecessary and costly bureau-
cracy (Folketingsdebat 2002). Similarly, in relation to the extension of choice of the
range of service, the Social Democrats criticized the fact that increased flexibility
did not necessarily translate into more time for care (Petersen 2008, p. 199) and
that it was precisely the time that was lacking in home care (Folketingsdebat 2002).
Significantly, the party succeeded in addressing only some of these concerns in later
drafts of the legislation (Jyllands-Posten 2002): the number of private providers per
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local authority was restricted to between 2 and 5; the implementation of the law was
postponed to 1 January 2003; and the legislation was set to come up for review after
operating only for a short period of time (in the autumn in 2004).

The concerns of the Association of Local Authorities mirrored those of the So-
cial Democrats. The Association criticized not only the fact that introduction of free
choice was to be imposed from the top-down but also about a range of practical
implications (Høringssvar 2002; Socialudvalget 2002). This included the costs as-
sociated with defining quality standards and price levels as well as with contracting
private providers (Ritzau 2002); there were additional concerns about how best to or-
ganize the entry of new providers into the sector and also about competition between
providers.

For their part, the interest organizations of older people, from large umbrella or-
ganization DaneAge, to smaller organizations related to specific diseases such as the
Alzheimersforening, saw free choice as part and parcel of strengthening the rights of
older people (Kristeligt Dagblad 2001). They specifically demanded greater trans-
parency and a stronger professional orientation of the needs assessment by local
authorities; that local authorities would retain ultimate responsibility for ensuring
that services are delivered; and the introduction of minimum quality standards. Sig-
nificantly, however, the evidence submitted by the organizations to the parliamentary
subcommittee did not seem to be taken into consideration in the subsequent decision
making process.

At the same time, only a few actors rejected the reform outright. This included
the Social Liberal Party (Socialistisk Folkeparti) and the left wing Unity Party (En-
hedslisten). Indeed, the Unity Party argued that it was paradoxical to use public
funds to open private businesses (Petersen 2008, p. 199), while the Social Liberal
Party accused the government of introducing privatization through the back door
(Folketingsdebat 2002). However, both were small opposition parties without much
influence or power. In addition, the trade union of care workers was outspoken in
its opposition to the principle of free choice (Høringssvar 2002). The organization
expressed a view that the provision of home care was best kept in public hands to
safeguard the coordination of services and also to maintain a high standard of care.
From this perspective, the central problem in homecare was the lack of resources,
which put care workers under undue pressure. Compared to the small opposition par-
ties, the trade union was potentially more influential, but the absence of a consensus
orientation within the decision making process gave it little leverage.

In short, the centre-right minority government was the clear “winner” of the
reform, as it succeeded in pushing through its own agenda. Thus, the small opposition
parties and the trade unions, with their outright rejection of the legislation, can
arguably be seen as the clear “losers” of the reform. The position of the Social
Democratic Party, the Association of Local Authorities and the interest organizations
of older people is more ambivalent. They emerged well out of the process in that they
supported the basic principle of free choice, though at the same time, their concerns,
especially about safeguarding local autonomy, went unheeded. The overall picture
of the reform process was similar when it came to the revision of the legislation in
2004/2005, which was concerned with spelling out the procedures for free choice
(Petersen 2008).
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4.4 The Substance and the Result of the Reforms: Substantial
Change through Restructuring

In 2003, the percentage of older people over 67 receiving home care in Demark was
25 %; by far the highest percentage compared to other European countries (Nielsen
and Andersen 2006, p. 57). The picture was similar in relation to the extent of the
help provided (Nielsen and Andersen 2006, p. 63). Significantly, the percentage of
older people over 65 receiving home care has remained at a high level since the mid-
1990s (Nielsen and Andersen 2006). Analyses even suggest that the absolute rise in
the number of older people receiving home care since the mid-1990s mostly reflects
an increase in coverage, as demographic factors played a minor role (Indenrings- og
Sundhedsministeriet 2004, 1). The picture is similar when looking at more recent
figures, though no direct comparison is possible because of data problems; between
2005 and 2008, the coverage of home help remained at around 22 % for those aged
65 and more (Danmarks Statistik 2010b). The most recent figure (based on our own
calculations) for home help use for people 65 years or older is 20 % (Danmarks
Statistik 2011a, b). The typical recipient obtains 4 h per week if he lives in his own
home, and approximately 20 h of help if in institutional care or sheltered dwellings.
Those in institutional care are typically older and more fragile; approximately every
second person above 80 lives in a nursing home (Danmarks Statistik 2008).

The figures above strongly demonstrate that there has been no retrenchment. We
therefore need to look more closely at the specific type of restructuring associated
with the reforms. The reforms we analyze were aimed at increasing efficiency, qual-
ity, and participation, and we thus need to connect any change to specific tools of
implementation, such as the type of regulation of service provision. As is typical of
Nordic care regimes, citizens are at the centre of such regulatory activities (Højlund
2004, 2006). Yet, regulation has two potentially contradictory sides; it is concerned
with both ‘securing’ and ‘extending’ the welfare rights of citizens and, as a conse-
quence, encompasses both measures of control and measures of choice/flexibility.
In the following section, we argue that these contradictory building blocks have of-
fered a springboard for gradual, yet substantial change through adaptation, which
significantly alters the organization of long term care.

4.4.1 Common Language

As noted earlier, Common Language was a nonlegislative change that was both
initiated and implemented by theAssociation of LocalAuthorities, while the Ministry
of Social Affairs only provided financial support for some of the initial development
of the system. Common Language added a new element (the needs assessor) to
existing institutions, namely the home care worker and the policy principle of ‘as
long as possible at home’. This has gradually led to a change in the way in which
care is delivered, altering the status of the home care worker and, unintentionally,
changing the overall goal of care work, as well as the routines of the home care
worker, as outlined below.
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The effects of Common Language are manifold and complex as implementation
varies locally. However, the literature clearly identifies the more general effects of
the reform: increasing bureaucratization and less time for concrete care (Nielsen
and Andersen 2006, p. 45), the standardization of care for users resulting in less
flexibility and responsiveness to individual needs (Petersen and Schmidt 2003) and
more transparency for older people and their relatives in relation to the care services
provided. These impacts reflect the ambivalence of restructuring through both control
and flexibility.

The policy principle of ‘at home as long as possible’ thus remains, but the basis
on which it is implemented has been significantly transformed. The standardization
encapsulated in Common Language reduces the autonomy of home care workers and,
thus, also changes their status. More specifically, their flexibility is limited as they
are not able to respond to emergent and unassessed needs. Further, the time available
for hands on care is being limited as more time is being used for assessing needs and
documenting the care delivered. This is an unintended effect which changes the goal
of care work from providing care responsive to the immediate needs of the user to
provide care based on standardized packages, and from a focus on delivering care to
a focus on documenting care. From the user’s point of view, an equally substantial
change has occurred in the direction of greater autonomy; Common Language has
strengthened the position of the user through the introduction of a written assessment
specifying what they can expect (and demand). In this sense, Common Language
reflects the consumerism inherent in NPM (Glendinning 2008) together with a Nordic
institutional context, where the welfare state secures services through rights, rather
than exclusively relying on administrative practices and discretion.

4.4.2 Free Choice

The introduction of Free Choice also represents a gradual yet substantial change
through adaptation. More specifically, universalism and localism, the institutional
cornerstones of Nordic care regimes, are complemented by the new elements of free
choice, standards and centralism; the reform actively sponsors the shift from “citi-
zens” to “consumers”; the redefinition of the role of local authorities as purchasers;
and the expansion of the regulative power of the central level. Taken together, this
substantially changes the organization of long term care, although the change it-
self has occurred rather gradually. The possibility of contracting out as part of Free
Choice has existed since 2003, but started out rather slowly. However, a major or-
ganizational reform of central–local relations in 2007 meant that local authorities
grew in size and as a result the market for long term care services has become more
attractive for private providers (Dahl 2008). Between 2008 and 2010, the number of
private providers rose by 34 % (Danmarks Statistik 2011c) and private providers are
no longer marginal in the delivery of home help. Now, every third recipient of home
help chooses a private provider, although this applies exclusively to practical help
such as cleaning; only 4 % of older people receiving personal care choose private
providers (Danmarks Statistik 2010b).
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Again, in substantive terms, restructuring occurs through both control and flex-
ibility (Højlund 2004, 2006). On the one hand, to stipulate competition among
providers of home care, the local authorities are required to develop a purchasing
function, which is separate from the provider function. This means splitting up two
formerly integrated functions, which also offers a basis for breaking the local author-
ities’ monopoly over the provision of services. Yet, since homecare services remain
publicly funded, this requires a ‘controlled market entry’. The local authorities define
quality standards. In addition, local authorities have to define procedures to ensure
the due process of law, in relation to choosing providers, conducting needs assess-
ment and to stepping in when providers fail to deliver. Taken together, this involves
ceding the provider monopoly of local authorities and encouraging a more mixed
provision of homecare services, while strengthening the organizational controls on
the part of local authorities.

The picture is equally ambivalent when it comes to giving individual older people
greater choice. On the one hand, users can now freely choose among providers, yet
choice is combined with control. The user can only choose between the providers
approved by the local authority and in relation to the services which the local authority
has allocated as part of the preceding needs assessment. Similarly, users have to
some extent the option to choose precisely which services they would like to receive.
However, choice is conditional: the choice of individual users has to be approved by
a care worker as a professionally sound and practical help cannot be exchanged for
personal care tasks if these are not included in the initial needs assessment. Further,
if an individual user persistently rejects a task, the local authority may decide to
conduct a new needs assessment.

4.5 Discussion

From the analysis above, reform of long term care policies in Denmark can be seen
as a case of substantial change through restructuring rather than retrenchment. The
supposed need for restructuring originates from cost containment which is related to
the dominant, transnational discourse of NPM. Reforms draw on elements of both
control and flexibility, and this is gradually yet substantially changing the organi-
zation of long term care. More specifically, the existing institutions of universality,
localism, the home helper and the principle of ‘at home as long as possible’ are re-
defined with the introduction of new elements, including free choice, standards, and
centralism. In procedural terms, reforms draw on both legislative and nonlegislative
change.

While the system of long term care in Denmark continues to perform favorably in
comparison with other countries (Sarasa and Mestres 2007), the number and extent
of reforms over the last 20 years have left the system strained. The redefined institu-
tions often exist uneasily and individual elements draw into different directions. In
relation to both points, the ambivalent interplay between control/standardization and
flexibility/choice is central (Hansen and Vedung 2005; Højlund 2004, 2006); this
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is associated with a number of tensions, which potentially impact negatively on the
effectiveness of the system of long term care. The tensions between control and flex-
ibility become visible especially in two areas: the relations between central and local
levels, and the interactions between users and professionals. Free Choice encapsu-
lates a radical form of decentralization; it focuses on individual service providers
rather than merely the local authorities. Yet, the flexibility inherent in microlevel
market interactions is severely limited by public control of the emerging market. In
addition, central government also regulates the activities of local authorities in an
increasingly detailed way (Dahl 2011). Here Common Language adds further mech-
anisms for control, as it helps to standardize services. The tensions between control
and flexibility are equally strong in the interactions between users and profession-
als. The standardization inherent in Common Language limits the possibility of care
workers to exercise their professional judgment and to react to needs in a flexible
way. However, the very same standards give more flexibility to the care users, as
standards increase the transparency of the care system and thereby help to enable user
choice. Nevertheless, user choice is severely ring fenced; it is limited in scope and
depends on an initial needs assessment by professionals in the purchaser–provider
model.
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Chapter 5
Long-Term Care Reforms in the Netherlands

Barbara Da Roit

5.1 Introduction

During the “golden age” of the welfare state, the Netherlands developed a hy-
brid social protection system, encompassing both universalistic and conservative–
corporatist features (Arts and Gelissen 2002; Esping-Andersen 1999; Goodin and
Smitsman 2000). In the field of care policy, this mixed approach is particularly
evident. While care services for children have long been neglected by the Dutch
welfare state, which assumed that (mostly nonworking) mothers would take care of
their children, policy developments in the area of care for older people and people
with disabilities have been strikingly different. A comprehensive and universalis-
tic scheme aiming to offer support for long-term care (LTC) was started as early
as 1968, when a national compulsory social insurance aimed at covering the costs
of “exceptional medical expenses” (AWBZ, Algemene Wet Bijzondere Ziektekosten)
was introduced. This LTC insurance scheme, together with basic pensions and family
allowances, represents the core of the “universalistic” features of the Dutch welfare
system.

With the introduction of the scheme, the Dutch welfare state assumed most of the
financial and organizational responsibilities in supporting (older) people in need of
continuous care, leading to the defamilization of care to a considerable extent.

The early development and universalistic features of the AWBZ are reflected in
comparatively high coverage rates of services with respect to the target population
and the high level of social expenditure for LTC.According to OECD data from 2006,
around 20 % of people aged 65 or above in the Netherlands were in receipt of either
homecare (13 %) or residential care services (7 %), one of the highest proportions
in the OECD together with Norway (21 %). This can be juxtaposed with lower
coverage rates in Italy (3 %), the United Kingdom (11 %), Germany (10 %), France
(13 %), Denmark (14 %), Austria (16 %), and Sweden (17 %; OECD 2009, p. 115).
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In 2008, expenditure on LTC programs as a percentage of GDP reached 3.5 % in the
Netherlands and 3.6 % in Sweden, in contrast with between 1 % and 2 % in most of
the countries mentioned above (OECD 2010).

As a result, the distinct and possibly conflicting objectives of guaranteeing ac-
cessible and good quality care and keeping costs under control have both been at
the core of the political debate and of policymaking in the field of LTC in the last
30 years in the Netherlands.

It has been argued that specific features of the Dutch political system make radical
reforms somewhat challenging (Schut 1995); the relative weakness of successive
governments and the relative strength of one set of actors would together make it
difficult to pass substantial reforms. No political party has had an absolute majority
in parliament since Second World War and so all governments have been coalition
cabinets, where compromises between political parties are the key. At the same time,
strong interests tend to crystallize around existing policies, particularly in a nationally
structured and integrated policy field such as LTC. However, as outlined below, the
LTC system has been undergoing a continuous process of “incremental” reform over
the past 20 years.

5.2 The AWBZ as the Pillar of the Dutch LTC System

As mentioned above, the foundation of the current Dutch LTC system dates back to
the end of the 1960s. LTC policies in the Netherlands have subsequently developed
around the AWBZ, the national insurance for “exceptional medical expenses.” It is
worth noting that, in the Dutch debate, the AWBZ is usually seen as part of the “care”
(zorg) system, which encompasses (acute and nonacute) health and social care.

A brief reconstruction of the rise and development of the LTC system within the
healthcare system will help to provide an understanding of the original logic of the
policy and the stakes in the later reforming process.

5.2.1 The Original Logic of the Dutch “Care” System
and the LTC Policy Field

Despite several government projects, the Netherlands did not have a comprehensive
collective health insurance system before the Second World War: while most of the
working population participated in voluntary sickness funds, the poor were taken care
out of municipal funds and the better off relied on private insurance. In 1941, the
German-occupying forces introduced a Bismarkian type mandatory health insurance
scheme for employees (with the exception of civil servants, for whom insurance
remained voluntary) and their families below a certain income threshold. At the
same time, insurance companies continued to offer private insurance to citizens
whose income exceeded the income ceiling (Van der Velden 1996).
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After the war, a debate on the transformation of social policy toward a Beveridgean
orientation took place in the Netherlands. This did not lead to an encompassing
transformation of the Dutch welfare state, but the emerging program obtained some
success in the pension system with the introduction of “people’s insurances” (in-
cluding a flat rate basic citizen’s pension and child benefits) and a national social
assistance scheme, alongside so-called “worker’s insurances” (Van Oorschot 2006).
The dual acute healthcare system emerged during the war period was confirmed with
the 1964 Sickness Fund Act (Ziekenfondswet, ZFW), ratified in 1966. Finally, the
debate about the need to cover “exceptional” health care risks also led to the develop-
ment of a universal citizenship-based system through a national compulsory social
insurance scheme.

It should be considered that the Dutch LTC system has been traditionally char-
acterized by the intertwined development of housing, health and social care policies
(De Boer 1999). The postwar period was a crucial time for the development of both
care and housing policies. As a solution to an acute housing shortage caused by the
war’s devastations, new housing for older people—namely, care homes (verzorg-
ingshuizen)—was built so that younger families could live on their own (Van den
Heuvel 1997). This development was a combination of national government action
and that of nonprofit housing organizations (woningcorporaties). In order to prop-
erly supervise the care homes, regulations on housing and care for the elderly were
subsequently released:1 houses that met the criteria were entitled to public funding.
In the 1960s, nursing homes (verpleeghuizen) began to develop, aimed at providing
care for people with intensive (health) care needs and, at the same time, reducing the
hospitalization of the chronically ill. It was at that time that insurance companies—
the key element of the Dutch healthcare system—manifested a refusal to cover the
care expenses of the chronically ill patients.

The introduction of the AWBZ, in 1968, settled this controversy. The social insur-
ance basis of the healthcare system clearly exerted an influence in defining the insti-
tutional solution to the funding of LTC: instead of relying on general taxation, which
would entail progressive income-related payments, the choice was made for a public
insurance system, based on contribution proportional to income. However, a straight-
forward extension of the acute healthcare insurance system to LTC-related risks was
considered unviable. As mentioned above, acute health insurance was compulsory
only for workers below a certain threshold: it therefore covered only two-thirds of the
population, excluding the highest income group. This feature was seen as a limit for
the new LTC coverage. The governmental proposal of extending the existing manda-
tory healthcare insurance to the entire population and the subsequent enlargement of
its scope to LTC was rejected on the basis of resistance opposed by different stake-
holders. Private insurance companies foresaw the restriction of their market possibil-
ities; employers feared an increase in labor costs; and the medical profession feared
the extension of governmental controls on professional fees for the privately insured.
The alternative solution was represented by a separate mandatory insurance scheme
for LTC (AWBZ) for the entire Dutch population (Schut and Van den Berg 2010).

1 The “Homes for the Elderly Act” (WBO) of 1963 established national regulations for care homes
for older people.
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Consequently, LTC has been financed since 1968 by a specific national compul-
sory insurance.2 The latter provides coverage for the “exceptional health risks” of
older people, who need nursing and care, and also for people with mental health
problems and those with disabilities. The Dutch LTC system has subsequently de-
veloped around the AWBZ. Until the early 1970s, services covered by the AWBZ
were mainly residential. The proportion of institutionalized older people grew con-
siderably over the years. In fact, the Netherlands had the highest institutionalization
rates of older people in Europe during the 1970s and 1980s (OECD 1996a, b). How-
ever, the AWBZ, which was originally created for funding care in nursing homes,
was progressively expanded to cover the expenses of residential care and homecare
services for older people. Moreover, since the 1980s, psychiatric care and other ser-
vices, aids and appliances were all taken out of the insurance package covered by
the Sickness Fund Act (ZFW) and placed within the scope of the AWBZ.

As a result of these developments (and until the 2006 healthcare reform), the
healthcare system in the Netherlands was usually seen as structured in three “compart-
ments” (Van Ewijk and Kelder 1999). The first compartment, the AWBZ, provided
coverage for the costs of LTC for all Dutch residents, regardless of age and citi-
zenship. Statutory public health insurance and private insurance for those excluded
from the public fund constituted a second compartment, providing coverage for
acute healthcare-related costs. The third compartment consisted of supplementary
care insurances. In the early 2000s, the AWBZ absorbed approximately 43 % of total
healthcare expenditure (Stolk and Rutten 2005).

5.2.2 Reforming the Acute Healthcare System

A committee named after its chairman, Dekker, former Chief Executive Officer of
the Philips Company, was set up in 1986 to analyze and propose a reform of the
structure and financing of the healthcare system. The Dekker Report proposed a
set of measures aimed at reducing costs and improving the efficiency of the system
through the introduction of market mechanisms, together with the unification of
the acute healthcare insurance scheme under a single scheme (Commissie Dekker
1987). Despite the fact that several governments endorsed the proposal, it was, in
reality, only very partially implemented in the 1990s. However, in 2001, the ideas
of the Dekker plan reemerged in a later governmental plan (Helderman et al. 2005),
which was the basis of the 2005 acute healthcare reform that came into effect at
the beginning of 2006. The governmental decision was preceded by an influential
report of the Social and Economic Council (Sociaal Economische Raad, SER)—
a tripartite body composed of representatives of the employers, employees, and

2 The employer withholds the employees’ contributions from their wages and pays them to the
tax authorities. Nonemployees liable for tax and national insurance contributions pay the AWBZ
contribution based on an assessment made by the tax authorities. Insured people under the age of
fifteen, and above fifteen with no personal income, are not liable to pay contributions.



5 Long-Term Care Reforms in the Netherlands 101

experts nominated by the government—which recommended the introduction of
a general mandatory insurance scheme for acute care. The report also urged the
government to move away from the direct control of supply, prices, and budgets to a
system based on regulation through demand, competition and market mechanisms,
both on the side of the insurance companies and on the side of the suppliers. With
respect to theAWBZ, the SER supported the maintenance of a unique social insurance
provider. However, based on an assessment of the inefficiencies of, and lack of
satisfaction with, the current system, the SER proposed that the AWBZ should focus
on providing coverage for serious and long-term illness. It also suggested that market
mechanisms should be introduced (SER 2000).

In fact, the 2005 reform eliminated the dualism in the second compartment by
introducing a unique compulsory scheme for all residents. The government opted for
risk coverage by private insurance companies, while maintaining the social nature
of the health insurance system. In this compartment, the insured can freely choose
an insurance company. The insured person pays a flat rate for normal care, while the
employer’s share is calculated in relation to the employee’s income. Each insurer
sets the premium, which should be identical for all of its insured clients, for the same
health basket, regardless of the person’s age or health status. Insurers cannot refuse
to insure a client, whatever his or her risk profile, and must offer a basic insurance
without extra benefits. The insurer is therefore expected to generate competition
between care providers so as to obtain the best price.3 On the supply side, the
system for financing hospitals is being modified, moving from an overall budget to a
system of DRG reimbursements to allow competition between hospitals, which had
previously been very limited.

The reform that came into effect in 2006 neither eliminates nor radically trans-
forms the AWBZ. The competitive mechanisms introduced in the acute healthcare
system are not extended to the AWBZ. However, following the SER’s advice, the
scope of the insurance is now limited to serious and chronic illnesses, often consid-
ered as uninsurable. For instance, short-term psychiatric care, which over the years
came under the coverage of the AWBZ, has been moved to the second healthcare
compartment (see the following section).

5.2.3 Reforming LTC: Actors, Discourses, Stakes,
and Modus Operandi

The fact that the 2006 reform has only marginally interested, the AWBZ does not
mean that LTC has not undergone a reform process throughout the years. On the
contrary, considerable transformations took place either within the existing broad
framework of the AWBZ or due to the interaction and shifting boundaries between

3 There is only one exception allowed regarding this rule for equal premiums for all under the
same insurer: the case of collective insurance by employers for all their employees. The reduction,
however, cannot exceed 10 %.
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the AWBZ and new or reformed schemes in other policy areas. The debate that has
been the basis of the reform of the Dutch LTC system has been dominated by different
intertwined discourses since the late 1980s.

First, the theme of cost containment has been central and still is evident in the
government’s policies. This emphasis on the need to contain social spending in the
field of LTC has been accompanied by two distinct trends. On the one hand, cost
containment met the spreading ideas (well beyond the care sector) of “new public
management” (NPM) and of the need to introduce individual choice and market prin-
ciples as a way to foster efficiency. On the other hand, the idea that people should be
made more responsible for their own care, and for each other, gained popularity. In
the political arena, combined discourses about individual choice, individual respon-
sibility and general financial sustainability have been supported by the neoliberal
right and (liberal) left alike in the past 20 years (Kremer 2006). Social partners rep-
resented in the SER also fostered the idea of managed competition in healthcare and
of the reduction in scope of insurance for LTC in order to ensure its long-term sustain-
ability (see Sect. 5.2.2). At the same time, a neocommunitarian ideology among the
Christian Democrats further supported the idea of horizontal subsidiarity, namely,
participation as responsibility for one’s own and others’ wellbeing. The purported
need to shift from a “welfare state” (verzorgingstaat) to a “welfare society” (ver-
zorgingsmaatschappij; Kuiper and Bremmer 1983, 1987) dates back to the 1980s
among the Christian Democrats and was increasingly emphasized until it became the
conceptual basis for an all-encompassing reform of social welfare in the mid-2000s.
The WMO (Wet Maatschappelijk Ondersteuning) or Social Support Act was ratified
by a coalition government led by the Christian Democrats and the Social Democrats.
The reform was specifically aimed at fostering individual responsibility within the
“community,” informal care and the decentralization of care policies, also in order
to ultimately reduce the LTC budget. Similar to other contexts (Pennings 2010),
even if liberal and conservative parties started supporting market-oriented and other
retrenchment-based reforms much earlier, these principles were soon embraced by
the Social Democrats as well. It has been argued that this type of welfare reform
in the Netherlands has been highly consensual because of the key role played by
the centrist Christian Democratic Party: political consensus was built around cost
saving, individualization of risks and choice. Furthermore, party competition made
the Labour Party accept the welfare reforms as a means to regain government power
(Green-Pedersen 2001).

Second, organizations representing people with disabilities (and later older peo-
ple) have been demanding greater independence, empowerment and choice for the
users of LTC services since the 1980s (Kremer 2006). From that time, users’ move-
ments grew considerably in membership—they counted far more than one million
members by the early 2000s (Sociaal en Cultureel Planbureau (SCP) 2002)—and in
organizational capacity. The core idea put forward by these organizations under the
strong influence of the “American Independent Living Movement” is that people in
need of (health) care should be able to make decisions about their own lives and exert
the same rights as any other citizen. Thus, organizations for people with disabilities
in the Netherlands campaigned for people with disabilities to determine and choose
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their own care arrangements. They aimed to override a burdensome bureaucracy,
which was making decisions about people’s care needs and offering solutions with
limited transparency and inadequate consideration of individuals’ wishes and self-
determination. The increasing visibility of users’ organizations represents one of the
most important developments in the structure of organized interests in the field of
(health) care in the Netherlands in the last 20 years, together with the decline of
the power of trade unions. It has been shown that successive—differently colored—
governments have explicitly supported users’ organizations as a strategy to reduce
the influence of professionals (Trappenburg 2005). Governmental support for users’
rights started in the 1970s and was fully expressed in several laws passed in the
1990s. As health and social care users can experience challenges in advocating on
their own behalf, users’ organizations have also progressively assumed an important
role in representing the user at the level of care institutions, hospitals, etc. At the same
time, users’ organizations have been asked by the public administration to “collect
data on professional performance and hospital output and to translate these data in
accessible information (quality rankings and option menus), so as to enable future
patients to choose between healthcare providers” (Trappenburg 2005, p. 233).

Interestingly enough, it appears that these organizations have been far more con-
cerned with the introduction of demand-driven and choice-based interventions than
with the changing degree of universalism of the LTC system. According to this logic,
users’ organizations have become the most important allies of the government in the
attempts to restructure the LTC system and reduce its costs, via deprofessionalization,
enhancement of informal care and the introduction of customer-driven interventions.

It is at the intersection of these different claims, strengthened by the alliance
between successive governments and users’organizations, that the Dutch care model
began undergoing significant reform. Indeed, since the early 1990s, there has been a
continuous process of reform of LTC policies in the Netherlands, which has resulted
in a series of policy innovations and retrenchments (De Boer 1999; Knijn 2001). In
what follows, we shall trace the most important reform trends, highlighting how the
different reforms followed different logics and instruments.

We distinguish between three types of reforms. First, a set of innovations was
aimed at redefining the eligibility criteria for accessing LTC services and the allo-
cation of various resources with the explicit aim of cost containment (Sect. 5.3).
Second, a set of reforms has introduced transformations in the governance of LTC
interventions (Sect. 5.4). Third, the most recent set of reforms is aimed at redefining
the boundaries of LTC policies (Sect. 5.5).

5.3 Direct and Indirect Cost Containment

The first type of reforms we distinguish aimed to reduce the costs of the LTC system
by restricting access to collectively funded care. Switching from more to less costly
forms of care, providing incentives to access informal and privately paid care were
seen as less costly alternatives to formal care. These instruments are also largely
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consistent with other goals, such as responding to the wishes of the cared for, who
are assumed to prefer specific types of care to others (homecare to institutional care,
informal care to formal care, commercial care to formal care).

5.3.1 Deinstitutionalization

The deinstitutionalization process represents the first and, by now, more traditional
challenge to the Dutch care system. The first signs of change in Dutch LTC policies
can be traced to concerns about the large proportion of older people and those with
disabilities living in institutional settings. The process of “extramuralization” (i.e.,
the replacement of institutional settings with community-based settings) was predi-
cated on arguments that disabled people preferred to live independently for as long
as possible. While this idea became explicit in the policy arena in the mid-1970s,
it was only in the late 1980s that new policies affecting the independence of older
people and people with disabilities began to be implemented and affect the living
circumstances of the former (Van den Heuvel 1997). In 1965, institutional settings
housed 6.7 % of the population of those aged 65 and more; the figure rose to 8.8 %
in 1970 and 9.7 % in 1975. Moreover, if we add the capacity of nursing homes, the
total institutionalization rate rises to over 12 % in 1975. Ten years later, the rate was
still 10 % of people aged 65 and more; however, this figure had dropped to 6 % by
2003 (de Boer 1999, p. 30).

Besides the argument that people prefer homecare, deinstitutionalization is also
based on the assumption that homecare services are less costly than institutional
services. However, there are some crucial implications of this assumption. Although
deinstitutionalization plays a considerable role in cost reduction strategies, it also
represents a major challenge, as increased support for homecare has to be provided
somehow (Jacobzone et al. 1999). Community care may appear to be less expensive
when a vast range of informal services are called upon to replace much more expen-
sive professional care, yet it may be as expensive as institutional care if all of the costs
are taken into account (Weissert and Cready 1989). This sharp deinstitutionalization
trend therefore challenged the organization of homecare services and required more
involvement of informal caregivers.

New forms of homecare services evolved, including round-the-clock and weekend
support. The expansion of the homecare sector throughout the 1990s can be seen in
the increasing number of homecare employees: 126,000 in 1995 and 580,000 in 1999
(Arts 2002, p. 10). The development of homecare services uncovered an even greater
population of dependent older people living at home who were eligible for these
services. This put even more strain on homecare services (and informal caregivers)
and led to increased calls for further cost containment and measures to increase
productivity such as the “Taylorisation” of tasks (Knijn 2001) or the introduction of
competition among the providers (see Sect. 5.4). These contradictions were made
evident by cutbacks on the one hand and labor shortages in the homecare sector on
the other (Arts 2002).
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5.3.2 Direct Cost Controls

The struggle to keep costs under control has a long history in the Netherlands and
has been characterized by alternate periods of stringent direct cost containment (with
consequent waiting list expansion and perceived “quality” problems) and of removed
controls. This tradeoff is still on the agenda.

Direct mechanisms for budget control were already implemented in the 1970s,
especially with respect to the number of “beds” in residential care: authorizations
were needed in order to start new investments in the sector. As a result, the level of
expenditure was controlled through the direct definition of the capacity of nursing
homes. However, it was only in the 1980s that a comprehensive budgeting system
for residential care was introduced, which was later extended to the homecare sector.
With respect to other service sectors, the productivity of labor in the care sector
has quite exceptionally increased on a continual basis since the early 1990s. This
is thanks to both wage moderation and the introduction of tight budgets for care
organizations, which were compelled to reduce managerial and organizational costs
and to introduce systems of time management aimed at increasing the efficiency in
service delivery (Eggink et al. 2008).

In the 1990s, this strategy was extended to the homecare sector and so the real costs
of the AWBZ were effectively contained (Schut and Van den Berg 2010). However,
the side effect of this strategy was the increase in waiting lists and a general perception
of the deterioration of the quality of care, which became a wide public concern.

An important court decision concerning waiting lists in 1999 paved the way toward
the suspension of this strategy: as Dutch residents were entitled to a “right to care”
(which was also supposed to be timely) based on the social insurance legislation,
the government was held responsible for ensuring this right, also against budgetary
considerations. As a consequence of public and political pressure together with the
court decision, the direct cost containment mechanisms were lifted in 2000: over the
next few years the waiting lists were considerably reduced (Van Gameren 2005) at
the cost of a steep increase in the AWBZ expenditure (Schut and Van den Berg 2010).

New attempts to put theAWBZ budget under control were introduced starting from
2005. Together with the increase in users’ copayments (see the following section),
regional budgets for the AWBZ were imposed based on past expenditure: regional
care offices were responsible for administering these budgets, negotiating the tariff
levels and the maximum production level with care providers. This strategy is, again,
at risk of producing waiting lists and the deterioration of quality.

5.3.3 Limiting Access

One indirect way of restricting access to care services is through the introduction of
users’copayments. While they were virtually nonexistent in the traditional health and
social care sectors (De Boer 1999), copayments by homecare recipients (income-
related tariffs per hour of homecare received) developed rapidly in the 1990s. Some
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argued that these developments would limit the use of homecare by both the low-
and high-income groups, as, although low income earners have the right to social
assistance when they cannot afford the individual payments themselves, they would
increasingly attempt to access informal care (therefore free of charge) instead of re-
questing social assistance. High income earners, on the other hand, would try to solve
their care problems via the market (Knijn 2001, p. 172). According to government
advisory boards, these developments threatened to alter the nature of the AWBZ
as a general collective insurance (Commissie Sociaal-Economische Deskundigen
(CSED) 1999).

A more direct way of achieving the same objective is to restrict the eligibility cri-
teria themselves. One of the features of the universalistic approach of the Dutch LTC
system is that the assessment of needs and the attribution of care resources do not de-
pend on the (economic or care) resources of the claimant. However, several attempts
of formalizing and enlarging what should be expected from the coresident family
members in terms of informal care have been put in place (Landelijke Vereniging
van Indicatieorganen (LVIO) 2003; Centrum Indicatiestelling Zorg (CIZ) 2005).

5.3.4 Effects of the Cost Containment Strategy

If we look at expenditure developments over the long term, the above-mentioned
cost containment strategy has shown some limited effects. Real costs (nominal costs
adjusted for inflation) almost doubled between 1985 and 2005: the increases are
evident in homecare (25 % over 20 years), but are more apparent in the residential
care sector (more than a 100 % growth; Eggink et al. 2008, p. 21). However, the direct
cost containment strategy did have the effect of limiting yearly growth of expenditure
until the early 2000s, since most of the growth took place in the period 2001–2005.
The consequences produced by lifting the direct cost controls previously imposed
in order to reduce the waiting lists are quite clear in the development of the overall
costs. While the AWBZ-related costs as a percentage of the GDP were relatively
stable at the level of 3.5 % between 1985 and 2001, this proportion subsequently
increased to 4 % over a 2-year period. Only a quarter of this steep increase in such
a short period of time can be explained by a slowdown of the economy in the same
period (Eggink et al. 2008, p. 22).

It is important to note, however, that the increase in cost has affected the various
subsectors of the LTC system in different ways. Most of the increase in costs in
the homecare sector can be attributed to the increasing volume of services produced
rather than to the increase in prices for these services. Yet the opposite has happened
in the residential care sector, where the volume of production has increased much less
(care homes) or even decreased (nursing homes); increasing prices are instead more
responsible for the overall cost growth (Eggink et al. 2008, p. 24). This demonstrates
that, particularly in the homecare sector, a strong cost containment of the labor
costs (or an increase in productivity) is responsible for preventing the overall costs
from increasing even more than they already have (Eggink et al. 2008, p. 31). This



5 Long-Term Care Reforms in the Netherlands 107

labor cost containment might have had a considerable influence on the quality of the
services provided.

It should be noted, moreover, that despite all the attempts to limit access to the
AWBZ benefits, formal care provided through the national insurance system remains
the key pillar of LTC in the Netherlands. The absolute number of homecare users
remained stable around 260,000 per year in the period 1985–1997 and it increased
to 410,000 in 2005. The number of care workers (expressed in fulltime equivalent)
in the homecare sector grew from 50,000–60,000 between 1985 and 1997 and then
to 80,000 in 2005 (Eggink et al. 2010, pp. 51–52). Therefore, the user–worker ratio
remained relatively stable at around five to one, showing that there was no decrease
in the average intensity of the services provided. There is no evidence—until the first
half of the 2000s—about reduced access to the system and the substantial substitution
of formal care with informal and market care (Da Roit 2010). However, there are
signs that the introduction of formal protocols on “common care” and the recent
steep increase in copayments may have an effect on, respectively, the recourse to
informal care (Cardol et al. 2008, pp. 21–22; Cardol and Rijken 2010, p. 25; De
Klerk et al. 2010, p. 215) and on the reduction of the access to formal care (Eggink
et al. 2008, p. 23). Moreover, concerns about the quality of the services provided
and the deprofessionalization of the care workers remain.

5.4 Changing Governance in the Dutch LTC in the 1990s:
Users’ Empowerment and Market Arrangements

The second type of reforms we distinguish was aimed at changing the ways in which
the resources for LTC were allocated and at modifying the relationships between
the users, the professionals, the providers, and the collective funding system. These
encompass mainly the introduction of consumer-directed care and of market-based
principles.

5.4.1 The Personal Budget (PGB)

Until 1995, LTC was only provided in kind. In 1995, with the introduction of the
“Personal budget” (Persoonsgebonden budget, PGB) a limited number of those eli-
gible for homecare were provided with a cash allowance instead of in kind services.
This allowance was not a direct cash payment, but rather a budget that beneficiaries
could use to arrange their own care (Kraan et al. 1991). Since 1995, a limited but
increasing proportion of the annual AWBZ budget has been going to PGB appli-
cants for homecare. By 2001, everyone who had been approved for homecare for at
least 3 months was declared eligible for a PGB. The number of budget holders rose
steeply since the second half of the 1990s: from slightly more than 5,000 to 60,000 in
2003 (De Boer and De Klerk 2006, p. 151) and 80,000 in 2007 (Ministry of Health,
Welfare, and Sport (VWS) 2007).
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Since its inception, opting for a PGB seemed to be more popular among
younger people with disabilities than among older dependent people (Miltenburg
and Ramakers 1998). Estimates show that in 2007, the younger clients repre-
sented approximately 10 % of all those receiving AWBZ-compensated care and
5 % of older people in receipt of AWBZ-financed care (7 % of the elderly receiving
AWBZ-reimbursed home-based care).4

PGB beneficiaries can spend the available resources to compensate nonprofes-
sional caregivers, private professional services or traditional homecare services.
Claimants who are entitled to care have a choice of receiving it ‘in kind’ or in
the form of a personal care budget (or a combination of both). The value of the
personal budget is set at about 75 % of the average cost of the corresponding care
‘in kind’, given the fact that at least part of the budget is expected to be spent on
less expensive informal care or contracted privately paid care. An early study found
that approximately 25 % of PGB holders purchased care from the traditional (not-
for-profit) homecare organizations but they used commercial homecare services or
self-employed caregivers more frequently. In about 20 % of cases, care was provided
by informal caregivers (Miltenburg and Ramakers 1998). In 2007, one-third relied
solely on informal care, one-third on formal care, and one-third on a combination of
the two (VWS 2007).

Successive evaluation reports have highlighted the high level of satisfaction of the
users (Miltenburg and Ramakers 1998; Ramakers et al. 2007; Van den Wijngaart and
Ramakers 2004). On the other hand, the possible implications for informal caregivers
(Grootegoed et al. 2010), for professionals and for the system of care delivery (Knijn
and Verhagen 2007; Kremer 2006) have attracted little attention in the debate. At the
same time, the PGB was long considered an effective strategy for cost reduction as
the unitary cost of services is lower than that paid by the AWBZ for services in kind.

However, recent developments have shown the possible fallacy of this assumption.
Despite the fact that the clients using a personal budget are still a small minority of
the AWBZ users, the increase in both the number of clients opting for this form
of care delivery and the relative budget have risen exponentially in the past few
years. In 2010, for the first time, the government announced that from the second
semester of the year it would not be possible to pay a personal budget to new clients
of the AWBZ: new claimants could either opt for services in kind or would be
put on a waiting list. This type of development unveils possible contradictions in the
implementation of the PGB: a scheme implemented to reduce bureaucracy, empower
the users and at the same time save collective resources, ends up not being viable
because of budgetary overruns. From the perspective of the supporters of the cost
containment strategy, the question is whether the recourse to a PGB is fostering the
substitution of traditional formal care with (cheaper) informal and paid care or if it
is increasing the overall demand for financial support. If the institutional design of
the PGB ensures a reduction of cost per user, there is the risk that it increases the
number of users by unveiling a demand that would not be there if only traditional

4 In 2007 840,214 people received AWBZ-financed care. 653,300 were aged 65 and above, 490,130
of which received extramural care (CBS 2008: 122–123)
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services were available. In fact, research conducted on a sample of 700 PGB users
shows that only one-third would have made use of traditional services if there was no
possibility of accessing the PGB (25 % would have hired a privately paid caregiver;
18 % would have received no help at all, and 17 % would have held on to existing
help; Ramakers et al. 2007, p. 117). At the same time, 38 % of respondents stated
that they chose a PGB because the kind of help they needed could not be provided
by traditional services, 33 % because they wanted to be able to pay for preexisting
informal care, and 26 % because they wanted to be able to pay for existing informal
care. This evidence suggests that the PGB only partly substitutes care in kind, while
at the same time increasing demand for support, which would not otherwise arise.
Moreover, the PGB only partly fosters increasing involvement of informal caregivers,
while it seems to be used mainly for remunerating existing family carers. Even if
this can be seen as a legitimate emergence of unexpressed demand and previously
unsatisfied needs, it clearly contradicts the cost containment logic.

It is precisely for cost containment purposes and the prospect of a widespread
misuse of the scheme that, in the summer 2011, the Cabinet announced a drastic
reduction in the scope of the PGB. Despite the protests of the users’ organizations,
no new PGBs have been provided to homecare users from January 2012 and the
existing budget holders should stop receiving the benefit in 2014. As soon as the
PGB stopped being viewed as an instrument of cost containment, a 20-year-old
alliance between the users’ organizations and the government apparently ceased.
Further developments are still unclear.

5.4.2 Making Assessment Independent from Delivery
and Standardizing the Care Tasks

In line with NPM principles, organizational changes were introduced in order to
separate the functions of assessment, funding and service provision on the one hand,
and to make the “production” of care measurable and controllable on the other.

Until 1998, needs assessments and service delivery were both carried out by care
providers. The separation of these two functions, which took place in 1998, was
deemed as a solution to multiple problems. The assessment of needs would be more
independent from the available services, enhancing the opportunities of the users and
it would reduce the incentives of the care provider to overassess the clients’ needs in
relation to the organizations’ interests. The assessment task was initially assigned to
regional independent organizations (RIO, Regionale Indicatie Organen) under the
responsibility of the municipalities (Algera et al. 2003), and, since 2005, to a single
national organization (CIZ) with local branches.

This process was also associated with the progressive standardization of assess-
ment procedures and of the system of attribution of care resources to the users. The
further introduction of assessment “protocols” and “benchmarking” is also expected
to play a role in making the AWBZ more efficient, sustainable and transparent in
the future (SER 2008). The Dutch system also ensures a wide coverage of functions
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and of time for homecare recipients. The most severe dependent people, in need of
constant day and night care, tend to be directed to residential care, though it is not
uncommon to find care users receiving 8 to 12 hours of support per day, 7 days a
week. However, this support is commonly provided by a relatively high number of
professional caregivers. The multiplication of the caregivers is largely because many
work part time, but more so because their work tends to be task-based. Because it is
often not undertaken by formal services, the coordination of high numbers of care
workers tends to remain the responsibility of the user or of the informal caregiver
(Knijn and Da Roit 2008).

5.4.3 Marketization of the Supply

The marketization or liberalization of public services is a trend that has been observ-
able in several sectors in the Netherlands since the 1990s, not just in LTC. Childcare,
unemployment, and activation services have all been reformed or expanded accord-
ing to market-based principles as a way to reduce bureaucracy, enhance efficiency
and improve quality.

In the (home) care sector, marketization has been implemented by means of two
mechanisms: the introduction of the PGB as illustrated above and the introduction
of competition between providers of in kind services.

However, the introduction of an actual care market had been more difficult than
expected. The PGB did not produce considerable effects in this respect: its relative
weight remained limited in spite of considerable growth, a relevant proportion of
the beneficiaries used it to finance informal care only and it was recently repealed
(see the section above). The introduction of competition between providers also
remains rather limited. Most traditional homecare organizations still hold a quasi-
monopolist position, mergers in the care sector have become quite common since
the early 2000s, financed by the AWBZ (similarly and even more so than in the acute
healthcare sector), and the entrance of new and small providers in the market has
been restricted (Kremer 2006; Raad voor Volksgezondheid en Zorg (RVZ) 2003,
2008).

5.5 Redefining the Policy Boundaries: Hollowing the AWBZ
as the New Reform Strategy?

The third type of reforms implemented in the Netherlands—more recent and still
ongoing—comprises a redefinition of the boundaries of the AWBZ and taking im-
portant pieces of social protection away from the scope of the AWBZ and attributing
them to other sectors of the welfare state.
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5.5.1 Moving Psychiatric Care Out of the AWBZ to the Health
Insurance System

As previously noted, at the time of the introduction of 2006 healthcare reform, it was
stressed that the AWBZ should be restricted to the coverage of core LTC needs, while
retaining its basic principles (SER 2000). This opened up the opportunity to transfer
provisions previously offered through the national LTC insurance to different social
protection schemes. The first effects of this change occurred in the psychiatric care
sector; short-term psychiatric care, which over the years came under the coverage of
the AWBZ, has been moved to the “second healthcare compartment.” Since 2008,
the first year of a user’s psychiatric treatments has been financed through the acute
care insurance system and any additional treatment is funded by the AWBZ.

In a similar way, the process of transferring rehabilitative homecare under the
acute health care insurance system has recently started.

5.5.2 The Social Support Act and the Separation of Care
from Household Assistance

The Dutch care system underwent a substantial transformation in 2007 with the
implementation of the new Social Support Act (WMO). Some of the services that
had traditionally been covered by the AWBZ—i.e., home help—have been handed
over to the municipalities. The consequences have been twofold: on the one hand,
citizenship rights have been transferred to a domain of social service provision—
social assistance and care, which are locally managed—where discretionary power is
more important; on the other hand, a service that was once integrated (health, social
and household care) has been split into distinct provisions (health and social care on
the one hand, and household care on the other), which respond to different logics.

An evaluation of the effects of the implementation of the WMO with respect to the
newly organized delivery of household assistance at the municipal level has shown
that, while the consequences of this change has hardly affected the users (in their
own view), it has had consequences on the care organizations and their workers.
The municipalities reassessed the needs of the AWBZ users receiving help with
household tasks: the vast majority of them continued to receive the same amount
and type of help, usually from the same care organization. Only 10 % of the users
declared that the amount of support diminished and was no longer sufficient. By
contrast, according to the care organizations, the shift from the AWBZ to WMO
financed care meant a reduction in the hourly tariffs paid, with two consequences:
financial problems for the organization themselves and the reduction in hourly wages
for the care workers, which in turn represented an incentive for leaving one’s job
(Plas et al. 2008). It seems, therefore, that the cost containment strategy embedded in
the devolution of care responsibilities to the municipalities is based on the reduction
of the labor costs, which in turn will produce further shortages and, as one can easily
foresee, a decrease in the quality of the services provided.
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5.5.3 Hollowing out the AWBZ as a Reform Strategy?

Similar proposals aimed at moving some risks currently covered by the AWBZ to
the acute healthcare system or to other fields of social protection continue to be put
forward. For instance, it has been proposed that “short-term (home) care” be taken
away from the AWBZ coverage and financed by the health insurance system (Den
Draak 2010; College van Zorgverzekeringen (CVZ) 2007, 2009). At the same time,
the Social and Economic Council proposed a further removal of rehabilitation care
and activation and supervision services from the AWBZ, which should be attributed,
respectively, to the acute healthcare insurance and to the WMO (SER 2008). This
would continue an ongoing trend of the revision of the boundaries between the
AWBZ and the health insurance system from the point of view of the rehabilitation
system (Eyck and Peerenboom 2006), similar to what has happened with parts of the
psychiatric LTC system (Van Campen 2009).

5.6 Conclusion

The debate on LTC in the Netherlands is dominated by the tensions between ensuring
universal, good quality services and maintaining the costs of this expensive social
policy under control. Attempts to radically reform the AWBZ have proven to be
difficult. By contrast, several incremental and partial reforms have been introduced:
a set of different measures explicitly aimed at containing or reducing the costs of the
LTC system, increasing the power of the users and redistributing the responsibility
for LTC both between the public and private sector and also across the public sector
more broadly.

As previously shown, despite all the attempts of limiting access to the AWBZ
benefits, formal care provided through the national insurance system remains the
pillar of the Dutch LTC system. There is no evidence of reduced access to the system
and of the substantial substitution of formal care with informal and market care.
Nonetheless, concerns about the quality of the services provided and the depro-
fessionalization of the care workers remain because of the direct and indirect cost
containment strategy.

The new forms of governance introduced in the system, namely the cash-for-care
scheme (PGB) and the introduction of market principles and NPM ideas seem to have
had limited impact on the system. The PGB remained restricted to a small proportion
of AWBZ users until its recent abrogation, while market mechanisms have entered
the system to a limited extent.

Possibly the most disruptive transformation introduced into the system has been
the shifting of some of the risks covered by the AWBZ to other fields of social
protection. Since the early 2000s, the idea has become dominant that, in order
to be sustainable, the AWBZ should go back to its “core business” and leave
the coverage of complementary interventions to other policy domains. Not only
have some “short-term” provisions been shifted to the acute healthcare system, but
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long-term “noncore” activities (home help) have been removed from the AWBZ
coverage to the municipal responsibility under the social support–social assistance
framework. This trend represents a turning point in the pathway of reform in the
field, as it involves the redefinition of the boundaries of LTC, outside of which the
logics of social protection differ significantly. Interestingly enough, this appears to
be a consensual development in the political arena.

In all, the tensions between responsiveness to needs, quality of care and expendi-
ture are far from being settled and there is considerable uncertainty about the future
of the AWBZ.
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Chapter 6
Radical Institutional Change and Incremental
Transformation: Long-Term Care Insurance
in Germany

Hildegard Theobald and Sarah Hampel

6.1 Introduction

With the introduction of the Long-Term Care Insurance Scheme (LTCI) in 1995–
1996, Germany established a universally oriented, long-term care scheme on a central
level to provide support in situations of care dependency throughout the whole coun-
try. The law was established after a long political debate (originally developing in the
late 1970s) on the need to provide long-term care assistance where required versus
the cost of alternative policy responses. Finally, the increasing fiscal burden on the
local levels triggered the reform process.

The LTCI fundamentally changed social rights related to long-term care needs, as
well as the mode and principles of funding and care provision. Although the law in-
troducing the scheme drew on predominant social values and existing social policies,
the introduction of the scheme can be defined as a “radical change” from existing reg-
ulations on funding and on social rights. The law represented a compromise between
the ideas and interests of different groups, including politicians on different levels,
experts in para-state organizations such as insurance funds, social partners, and other
social actors outside the governmental system (see Meyer 1996). The radical change
of care policies was influenced by the need to create a sound funding basis for long-
term care needs through the expansion of welfare state coverage and was facilitated
by the compromise acceptable to the significant actors. However, in recent years,
various regulations have elaborated on and adapted the LTCI in response to various
(un)intended effects and so subsequent reform of the scheme, and of care provision in
general, can be described as a process of “reproduction by adaptation” (see Table 6.1).
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Table 6.1 Overview of long-term care insurance (LTCI) and reforms in Germany

Effective from Reform

1st April 1995 Introduction of the first part of LTCI related to home-based care
support

1st July 1996 Introduction of the second part of LTCI related to residential care
support

1st April 2002 Complementary nursing act
1st January 2002 Act on quality assurance and consumer protection
1st January 2002 Reform of residential home act (introduced in 1975) regulations on

rights of residents in residential care facilities, related to contracts,
obligations of the providers, quality control, etc.

1st August 2003 Standardization of the elder carer occupational training program at
the federal level

1st January 2005 Increase of insurance contributions for childless members of social
LTCI older than 23 years with 0.25–1.95 % of gross wages

1st September 2006 Federal states became mainly responsible for residential home act
1st July 2008/1st January

2009
Comprehensive reform related to (see text)

Act on quality assurance and consumer protection
Complementary nursing act
Introduction of single access points (Pflegestützpunkte)
Introduction of an individual right of care/case management
services free of charge
Introduction of two leave schemes for informal carers to facilitate
combination of informal care provision and employment
General increase of insurance contributions (social LTCI) to
1.95 % of gross wages respectively 2.2 % of gross wages for
childless members
Adaptation of benefits to cost developments in several steps 2008,
2010, 2012 (see Appendix 3, Table 6.6)
Increase of benefits related to day care services

1st October 2009 Reform of residential home act on federal level
Right on access on plain information on care quality, care offers
and costs of the residential care facility before conclusion of a
contract
Regulations related to changes/adaptations of care provision and
termination of a contract

In this chapter, both types of developments—radical change and incremental
transformation—will be analyzed. Processes of radical change will first be analyzed
through the examples of the system of funding and the definition of social rights,
where clearly defined regulations on a federal level were introduced after intense
debates (with only minor changes made since). Second, reform strategies related to
the restructuring of care provision will be examined to reveal processes of incremental
step-by-step change. The study looks at processes of policy development as shaped
by the interplay of actors, ideas, interests, and institutions; and the rationale for and
content of the policies as well as their effects. Empirically, the chapter is based on a
literature review, statistical and documentary analysis.
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6.2 Funding: Combining a Social Insurance Scheme
and Basic Support

Before the introduction of the LTCI, only residual public support related to long-term
care needs was available. Under the Federal Social Assistance Act (BSHG) 1961,
payments for home-based and residential care were covered by the tax-based welfare
system just for people in need of long-term care who could not meet the costs. With
the Health Reform Law of 1989, the cost for respite care for informal carers could
be refunded, and with the Reform in 1991, a limited group of very frail people were
entitled to cash or in-kind service by the Statutory Health Insurance Scheme. The
health care-related schemes were meant as a first step to a universal public support
and were abolished with the introduction of the LTCI.

The increasing high costs for residential care at local level within the framework
of the Federal Law of Social Assistance provided the main incentive for the estab-
lishment of a new pillar within the German social insurance system in 1995–1996
(Campell and Morgan 2005). The establishment of the LTCI meant a reduction in
social assistance costs at the local level—from € 9 billion a year in 1994 to € 3.5 bil-
lion a year in 1997 and, within the health insurance system, an estimated € 3.3 billion
due to the abolition of the long-term care support and the reduction of hospital days
(Federal Statistical Office 2010; German Federal Parliament 1993; see Appendix 1,
Table 6.2–6.4). Despite the reduction, the introduction of the LTCI resulted in a con-
siderable expansion of the available funds—providing a total of additional € 15.94
billion within the framework of the “social” Scheme and € 2.10 billion within
the framework of the “private” scheme in 1997 (see Appendix 1, Table 6.2–6.4,
explanation on the division between social and private LTCI see below).

The final construction of the funding scheme can be viewed as a compromise
between the various relevant actors, including political parties and social partners
embedded in a distinct institutional framework. At the beginning of the policymaking
process, the introduction of a social insurance scheme, compulsory private insurance
schemes, and more rarely, a tax-based system were each proposed by different ac-
tors. Due to the expected high fiscal burden related to the reunification process, a
tax-based system was regarded as unrealistic. Various organizations, including the
Liberal Party (which was in office with the Christian Democratic Party at the cen-
tral level), employers’ organizations, the private insurance industry, and (for a time)
the federal state Baden-Württemberg, favored a private insurance solution empha-
sizing individual responsibility. Others, including the Christian Democratic Party
(led by Minister Norbert Blüm), the Social Democratic Party with the social expert
Rudolf Dreßler, and most of the trades unions, opted for a social insurance solution.
Those advocating for the social insurance model insisted on the necessity of redis-
tribution between societal groups inherent in such a scheme (Behning 1999; Meyer
1996).

As the Council of the Federal States had to approve the new law, a Working
Group was set up during the policymaking process, made up of (Social Democratic)
members of the Council of the Federal States and representatives of the federal
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Ministry of Social Affairs—in fact, a Grand Coalition—to work out a proposal.1

In the end, owing to the increasing pressure of the Christian Democratic Party, the
Liberal Party agreed to a social insurance scheme under the proviso that individual
responsibility and market orientation would be strengthened (Behning 1999; Meyer
1996).

The final proposal was worked out by the federal government, supported by experts
of the social assistance authorities and the health insurance funds responsible for the
existing social schemes (Meyer 1996). The LTCI combined traditional features of
German social policy with an emphasis on individual responsibility of the insured
party and cost containment measures:

• In Germany, social insurance contributions are traditionally shared in equal parts
by employers and employees. In this case, the employers’ organizations fought
successfully to be compensated for their share of the contribution with the abolish-
ment of a bank holiday, a considerable departure from the German social insurance
system (Landenberger 1994). The abolishment of the bank holiday was accepted
as a compromise after a year of negotiations between the unions and the Social
Democratic Party on one hand and the federal government and the employers’
organizations on the other hand. The latter first suggested the introduction of
“waiting days” in health insurance, which met strong resistance (Meyer 1996).2

• At the beginning of the policy-making process, a wide range of actors supported
a social insurance scheme covering a significant proportion of the population to
strengthen redistribution. However, as noted above, two LTCIs were established,
one social and one private, which correspond with the division of social and private
insurance funds within the health care system (see new debates on funding below).

• In contrast to the social health insurance system, the contribution rate to the
insurance was fixed by law (1.7 % of gross earnings up to a certain threshold) and
was valid for all social long-term care insurances funds. Within private insurance
funds, the contribution rate fixed by law defines the ceiling, i.e., private insurance
funds may only define a lower contribution rate. The corresponding incomes of the
funds are defined as a ceiling of expenditure and thus incomes of the insurances,
and not care needs, determine the public support available. The contribution rate
is strongly related to the cost containment goal of the insurance scheme and
also reflects the more critical attitude toward welfare state expenditure, which
dominated debates at the beginning of the 1990s (for the debates on funding in a
greater detail, see Theobald 2011).

1 During this time period, the Conservative–Liberal government did not control the majority of
votes in the Council of the Federal States and had to negotiate the shape of the new policy scheme
with the Social Democratic Party (see Appendix 2, Table 6.5).
2 In Germany, in case of illness, employees receive an economic compensation directly from the
first day of the period of illness (at the beginning 100 % of the earnings). The introduction of waiting
days means that at the beginning of this period the first or even more days (waiting days) are no
longer covered by an economic compensation. While this period is financed fully by employers,
the introduction of waiting days would save costs.
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Since the mid-2000s, various concerns, including deficits within the social insurance
scheme, expectations about the impact of demographic change, and the need to adapt
the lump sum benefits due to service cost increases, together fueled an intense debate
on a sustainable funding system for the future. During the debate, contrasting ideas
were put forward that would mean a significant departure of the existing principles.

The division of social and private long-term care insurances resulted in two dis-
tinct branches, i.e., private insurance funds covering mainly the population on the
upper-income scale (11 % of population) and social funds insuring the rest of the
population (88 %). Due to the interrelationship of social position, health and long-
term care risks, the division led to a contrasting economic situation for the two groups
(Borchert and Rothgang 2008; Theobald 2004; Rothgang 2011). While the private
insurance schemes experienced considerable surplus, the social schemes were at risk
of deficit (see Appendix 1, Tables 6.2–6.4). Since 2004, the debate on the contrasting
situations of social and private insurances has led to demand for the introduction of
a “Bürgerversicherung (Citizen’s Insurance)” by the Social Democratic, Green, and
Left-Wing parties, as well as the unions and the Left-Wing welfare associations.

The debate on the construction of a Bürgerversicherung focuses on three different
models (see Theobald 2011):

1. The whole population should be covered by one social insurance scheme to avoid
the construction of two branches with different risk structures.

2. Besides wages, other sources of income (stock market trading, etc.) should be
considered by the calculation of the insurance contributions.

3. As an alternative to the construction of one social insurance scheme, balance
payments should be transferred from private to social LTCI.

In general, the “Bürgerversicherung” would aim to harmonize the different economic
situations of the private and social long-term care insurances, enables possibly a
reduction of the insurance contributions and may be used to increase support for
people with dementia.3 In contrast, the Christian Democratic and Liberal parties,
as well as the employers’ organizations, reject the concept of a Bürgerversicherung,
favoring instead a capital funding model, or at least the introduction of an additional
capital-funded component within the social insurance framework.

The options for reform have been impeded by the Grand Coalition at the federal
level since 2005 as well as a division of power between the Conservative–Liberal
federal government and the Council of the Federal States since 2010 (seeAppendix 2,
Table 6.5). In order to improve the economic situation and to enable an increase of
the benefits, the Grand Coalition (2005–2009) agreed to accept an increase of the
contribution rate to 1.95 % of the gross earnings—a general increase for the first
time since the introduction. Before, in 2005, based on a judgment of the Federal
Constitutional Court, the contribution was raised by 0.25 % for childless adherents.
The general increase of the contribution rate is expected to secure sound funding
despite an increase of benefits (2008, 2010, 2012) until 2014–2015 (Bayern 2008;
see Appendix 3, Table 6.6).

3 For an overview of this debate, see Lüngen and Büscher 2007.
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6.3 Definition of Social Rights: Universalism
and Cost Containment

The provision of universal public support in order to avoid means testing and the
related risk of impoverishment of the middle classes in a situation of care dependency
can be viewed as the second significant goal for the introduction of the LTCI. During
the process of policymaking, however, universal social rights were increasingly
discussed in terms of how they related to funding risks and cost containment concerns
(Behning 1999; Meyer 1996).

In the end, the various actors involved in the policymaking process defined social
rights to reflect both universalism and cost containment policies. It was agreed that
both goals should be achieved through the way in which various elements of the
scheme were defined, namely the level of support (which stipulated a considerable
amount of private responsibility); the type of benefits (including cash benefits); and
the thresholds of care needs. As outlined below, these definitions were intensely
debated during the policymaking process and remain valid today, though the effects
related to the definition of the threshold—in particular the limited support related to
dementia—led to an amendment of the policy scheme.

6.3.1 Level of Benefits

At the beginning of the debate, most of the political and social actors involved argued
that funding for long-term care should be comparable to the comprehensive funding
level for health care. Within the debate, however, the high expenditure on the compre-
hensive social insurance scheme in the Netherlands and the high public expenditure
related to the Statutory Health Care Insurance in Germany were recognized as indi-
cators of the financial obstacles of a more comprehensive social insurance scheme
(see Behning 1999; Meyer 1996).

During the final negotiations between the Christian Democratic and Liberal fed-
eral government and the Social Democratic Party (the leading party of the Council
of the Federal States), it was agreed that the LTCI should only provide basic funding,
i.e., a defined lump sum benefit not covering all of the care needs strictly defined by
the level of care dependency and the type of support. The nonprofit associations that
viewed themselves as advocates for beneficiaries and which were responsible for the
provision of most care services at the time, finally acceded to the principle of a basic
funding scheme. However, they claimed success (even against the municipalities as
financiers) in gaining the availability of supplementary social assistance benefits to
fully cover the care needs for beneficiaries with lower incomes after means testing
(Meyer 1996).

Since the introduction of the LTCI, public debate on the principle of basic funding
has only recently been laid to rest. In representative surveys of both the German
and wider European populations, respondents expressed an appreciation for public
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financial support in a situation of long-term care needs and a sizable minority (45 %)
even appeared supportive of a full funding system (Alber and Köhler 2004; Runde
et al. 2003). The level of benefits was increased for the first time in 2008 with the
reform of the LTCI. Before this, the nonadaptation of the benefits to the increasing
service costs led to a loss in purchasing power of 18.8 % relative to the Consumer
Price Index and to an increase of beneficiaries relying on social assistance benefits
(Schneider and Reyes 2007).

6.3.2 Types of Benefits

As noted earlier, the definition of each of the various types of benefits is related
to cost containment policies as well as ideas on the interplay of family and formal
care provision. Thus, in the policymaking process, the provision of “in-kind services
only,” comparable to the health care insurance schemes, was rejected by almost all
actors as inconsistent with the existing patterns of care arrangements. The costs re-
lated to in-kind benefits only were also judged to be insupportable. In particular,
the health insurance funds and the unions opted for a more service-oriented system
(Behning 1999; Meyer 1996). Civil society organizations, e.g., pensioners or disabil-
ity groups, welfare associations, and market liberals advocated for the introduction
of cash payments only to increase the autonomy of beneficiaries—albeit on differ-
ent levels. Most of the actors, including members of the Christian Democratic and
Social Democratic parties, favored a mixed system with both cash benefits (as a way
of acknowledging the importance of informal care provision) and care services to
guarantee high-quality care. Finally, long-term care was defined as being provided
by a combination of informal family care, professional home-based and institutional
care. A corresponding mixed system of public benefits was thus introduced, consist-
ing of a lower-level cash benefit to acknowledge family care provision but to avoid
the “economization of family care” and also higher benefits oriented toward the more
costly home-based and residential services. The higher benefit level for residential
services aimed to reduce the dependency of the beneficiaries on complementary
social assistance benefits (Meyer 1996).

The mix of public benefits is still valid. Based on a pilot project (2005–2008),
a new type of benefit, the “personal budget,” has temporarily been added in seven
selected regions in Germany. Modeled partly on the Dutch system (see Arntz and
Spermann 2004; Arntz et al. 2006; http://www.pflegebudget.de), with the personal
budget the home-based service-related benefit is directly provided to the beneficiaries
as a regulated cash benefit. The beneficiaries can use it to purchase legal assistance
and services, even those outside the regular care infrastructure, but it is not possible
to transfer it to relatives. This benefit aimed to offer greater flexibility, greater user
choice when using legal types of services and paid assistance. With the exemption
of some professional care service providers, the type of support was welcomed by
most social actors in the area. Around 900 LTCI beneficiaries participated in the
pilot project. Subsequent evaluations found an average increase in care hours, which
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improved the difficult care situation of beneficiaries without a stable social or family
network. The improvement is mainly based on an increase of support by paid care
services on lower social security standards (Blinkert and Klie 2006b).

6.3.3 Definition of the Threshold

Due to cost containment considerations, access to benefits requires a considerable
level of care dependency as defined by the amount of help needed. The need for
support with household services only is not covered within the insurance framework,
i.e., users must require at least 45 minutes of care for personal hygiene, eating, or
mobility to be supported by insurance benefits. Moreover, the support is oriented
toward people with functional impairment and neglects psychological or cognitive
impairments, above all dementia. Despite a considerable increase of beneficiaries,
the proportion of older adults (65+) receiving benefits is quite low overall; only
11.5 % in 2009 (Federal Statistical Office 2011).

Both the functional orientation of the insurance and the neglect of certain difficul-
ties, particularly dementia, created debate following the introduction of the insurance.
Although all actors—in particular The Alzheimer Society, welfare associations, aca-
demic experts, and politicians—agreed on the need to increase the support for those
with dementia disorders, cost consideration has so far only allowed a step-by-step
improvement of the situation.

Three steps can be distinguished:

1. In 2002, the Complementary Nursing Act was drawn up to provide more compre-
hensive support for sufferers and to alleviate the heavy care burden of informal
carers on the basis of an additional lump sum. According to the law, beneficiaries
suffering from dementia can receive up to € 460 per annum to unburden care
providers. The benefits may be used to purchase day care or short-term care ser-
vices, as well as low-threshold services such as care in small groups on an hourly
basis provided by professionals and volunteers (see Sect. 6.4.3 below). While the
reform was welcomed by social actors, the level of the benefit has been criticized
as being too low and not enough to relieve the care burden of informal carers
or to improve the caring situation (Theobald 2004). In 2006, only 17.5 % of the
beneficiaries eligible for the benefits applied for the scheme. This low take up rate
was partly motivated by the low level of benefits and the bureaucratic procedures
(Sauer and Wißmann 2007).

2. The still disadvantaged situation of beneficiaries, particularly those with cognitive
impairments, as well as the low use of benefits, led to an amendment of the
regulation. With the 2008 reform, the benefit was increased from € 460 per annum
to € 1,200 and in exceptional cases up to € 2,400 per annum and the eligibility
criteria were changed. With the reform, even applicants who were not eligible
for the first level of care dependency but who fulfilled the criteria defined by the
Complementary Nursing Act received at least this lump sum (Bayern 2008). The
reforms resulted in an increase of benefit use (Rothgang et al. 2010).
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3. The extension of the definition of care dependency within the framework of the
Complementary Nursing Act in 2002 (reformed in 2008) has been welcomed by
most social actors, though it is only viewed as a first step. At the moment, there
is an ongoing reform process, which aims at establishing a new definition of care
dependency within the LTCI, including cognitive and mental impairments. To
date, an expert group has already recommended a new definition of care depen-
dency and corresponding assessment instruments based on standards in nursing
science or gerontology (Wingenfeld et al. 2008a, b). While the political and social
actors generally agree on the basic ideas and construction of the new instrument,
the expected increase of the number of beneficiaries and the corresponding is-
sue of funding together dominate the debate (Rothgang et al. 2008). There is no
indication of whether, when, or how reform will take place.

6.4 Care Provision: Interplay of Family, State, Market,
and Welfare Associations

A third significant goal of the LTCI was to promote the use of home or domestic
care instead of residential care services, based on a certain interplay of formal and
informal care provision. According to the law governing the scheme, the role of the
family in care provision should be promoted and formal care provision should be
organized more efficiently. Against this background, the law on the LTCI provided
the starting point for a restructuring of the interplay of different social sectors—state,
family, market, and welfare associations—with regard to care provision. The state
adopted a regulatory role by defining the mode of the interplay of different societal
sectors, as well as types of care work and the qualification levels of carers. Yet, in the
course of the introduction—with the exemption of marketization—only basic ideas
have been defined. Regulations and laws since then have elaborated on the ideas
and have tried to adapt them to the (un)intended effects of long-term care insurance
in general.

6.4.1 Emphasis on Informal Family Care Provision

The LTCI draws on predominantly traditional values regarding the significance of
family care, which should be maintained by the availability of cash payments and
care services (Behning 1999; Meyer 1996). A corresponding mixed system of public
benefits was thus implemented, aiming to provide greater freedom of choice for the
beneficiaries (see Sect. 6.3.2 above). The emphasis on family care, the support of
informal carers, and quality control still correspond with the ideas of the majority of
the population (Alber and Köhler 2004; Runde et al. 2003).

Within the framework of the LTCI, a largely family-oriented care strategy has
emerged, which is confirmed by the take up rates of homecare services, cash
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payments, and residential care services among the beneficiaries. The majority of
beneficiaries are cared for at home mainly within the family context supported by
cash payments. Despite the dominance of cash payments, the use of home and resi-
dential care services has increased since the introduction of the scheme. In contrast
to the goal of the LTCI, the proportion of beneficiaries using residential care services
was not reduced but increased from 554,000 (27.7 % of beneficiaries) in 1999 to
717,490 (30.7 % of beneficiaries) in 2009 (Federal Statistical Office 2001; 2011).
The increasing use of residential care services can be explained by population aging
based on an almost stable age-related quota of beneficiaries voting for residential
care benefits (Rothgang et al. 2009).

The largely family-oriented strategy is related to considerable differences in care
arrangement patterns dependent on gender, socioeconomic class, living situation,
social or family network, and adherence to certain migrant groups. The use of cash
payments or professional services can be considered as one indicator for the un-
equal patterns of care arrangements. Generally, care services are more often used
by beneficiaries who live alone with precarious social and family support, or else
by older adults from the higher socioeconomic strata; users are also more likely to
be German nationals than certain migrant populations (Baykara-Krumme and Hoff
2006; Blinkert and Klie 1999; Heusinger and Klünder 2005; Klie and Blinkert 2002;
Okken et al. 2008). The distinct care arrangements are not related to a balanced care
situation, where one type of support is replaced by another. On the contrary, it may
indicate an overburdening situation for some groups of informal carers, but also a
lack of care services; for instance, in the 2002 representative study, 14 % of care
recipients reported a lack of care provision (Blinkert and Klie 2006a, b; Blinkert and
Klie 2008; Schneekloth 2006).

These different patterns emerge in an interaction of the design of the benefits, the
social and economic situation, as well as cultural values of the beneficiaries, respec-
tively, their families. The lump sum service benefits not covering the costs of service
provision and the nonadaptation of the prices to the income of the beneficiaries render
it particularly difficult for beneficiaries with lower incomes to use care services. This
incentive is even strengthened by the idea that long-term care should be provided
without any costs by family members within this social group. Beneficiaries with a
stable family or social network turn to their informal networks (Blinkert and Klie
1999; Heusinger and Klünder 2005). Moreover, recent studies reveal the impact of
the social and family network on care provision, i.e., the amount of care provision
proved to be much more dependent on the available social or family network than
on the level of care needs (Blinkert and Klie 2008).

The family-oriented care strategy introduced measures to unburden family carers,
particularly those caring for someone with dementia such as increasing the available
caring time through the use of personal budgets. The strategy also introduced access
to case/care management services (see Sect. 6.4.2; Blinkert and Klie 2006a, b; Bayern
2008). In contrast, there are no indications for an increase of benefit levels beyond
efforts to counteract the loss of purchasing power (see above), particularly their
adaptation to an individual’s income or social situation to provide access to more
comprehensive service provision.
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Moreover, changing labor market policies impact on informal care provision.
With the introduction of the insurance, “pension credit points” were introduced, of-
fering care recipients at least 14 hours a week of informal care (and up to 30 hours
of employment per week for each carer). The scheme aimed to provide incentives,
particularly for women with low qualifications, to take over care responsibilities
(Schneider and Reyes 2007). New policy approaches, which promoted the facilita-
tion of care work within the context of paid employment. With the reform in 2008,
two leave schemes were established to improve the combination of informal care
work and employment. One scheme grants 10 days unpaid leave to allow individ-
uals to organize or adapt a care arrangement. A second scheme enables carers to
interrupt their employment on an unpaid basis or to take up part-time work for up to
6 months. In addition, day or night care services can be granted if the services enable
participation in the labor market (Bayern 2008).

6.4.2 Formal Care Provision: Market, Cost Efficiency,
and Quality Assurance

Prior to the introduction of the LTCI, nonprofit providers delivered care in close coop-
eration with the municipalities, often supported by different types of state subsidies
(see Burau et al. 2007). Following the introduction of the scheme, the long-lasting
privileged position of the nonprofit providers was abandoned and now both for-
profit and nonprofit providers have the opportunity to deliver care on equal terms.
This change was based on the philosophies of both market-based principles and user
choice. The law prescribes the right of insurance providers to negotiate a contract
on care offers and prices with every care provider. However, it also obliges insur-
ance companies to accept every provider that fulfills the defined preconditions—
qualification levels of the care workers and cost-efficient, high-quality care
provision—without regard to the market situation, i.e., the care providers already es-
tablished and expected care provision. The regulations aimed to allow insurance com-
panies to oversee efficient care delivery by care providers, and also to promote compe-
tition between care providers, thus ensuring both cost-efficient prices and greater user
choice between care providers (Landenberger 1994; Meyer 1996; Schmidt 2002).
Welfare and homecare associations were skeptical about the basic assumption that an
increase of market competition would improve care quality without a cost increase.4

4 Five big welfare associations—Workers Welfare FederalAssociation (Arbeiterwohlfahrt), German
Caritas (Deutscher Caritasverband—related to the Catholic Church), Diakonie of the Protestant
Church in Germany (Diakonisches Werk der Evangelischen Kirche in Deutschland), German Red
Cross (Deutsches Rotes Kreuz) und The Paritätische (Paritätischer Wohlfahrtsverband—association
of social movements)—were traditionally developing and providing care support in close cooper-
ation with the state mainly on local levels. The close cooperation changed significantly with the
introduction of LTCI and the opening-up of a care market. As significant social actors they were
involved above all in social–political debates on the construction of Long-term Care Insurance
(Sachße 2011; Meyer 1996).
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In order to avoid price competition between for-profit and nonprofit organizations,
the welfare associations (see Footnote 3) successfully requested quality standards
as a further goal of care provision (Meyer 1996; in greater detail on policy process
Theobald 2012). However, as outlined below, the assumptions of welfare associa-
tions that they could succeed vis-à-vis for-profit providers on a care market based on
care quality proved to be illusory.

While market principles were already clearly defined with the introduction of the
insurance, the quality of service provision has been regulated to a greater extent since
then. In 2002, the law on Quality Assurance and Consumer Protection came into ef-
fect, which obliged providers to conduct ongoing quality assurance measures and
to comply with expert standards established on the national level. Furthermore, the
Medical Services of the Statutory Health Insurance Funds conduct external quality
control measures. The reform of the law in 2008 enabled spot check quality controls
at least once a year from 2010 and also required inspection results to be published
in a transparent and accessible manner. Although the provider organizations wel-
comed quality assurance measures, they criticized the increasing documentation and
bureaucratization of care provision.

The basic rationale for the expansion of the care infrastructure included the need
to open up the care market to different providers on equal terms and offer users
greater choice between service providers. Opportunities to instigate “social planning”
to achieve an adequate care infrastructure were seen as a less important criterion
(Landenberger 1994). In contrast to the introduction of a care market, the neglect of
social planning by state authorities fed an intense debate by the actors involved (see
Meyer 1996). Both the Christian Democratic Party and the Social Democratic Party
favored a more decisive role for social planning, while the Liberal Party prevailed
with the market orientation as a precondition to accept a social insurance scheme in
general. In the last round of negotiations between the federal government and the
Council of the Federal States, user demand, free choice, competition as principles for
the expansion of care services were confirmed as fundamental requirements for the
new scheme. However, the obligation of the Federal States to secure an adequate care
infrastructure (related to the right to subsidize investments of private nonprofit and
for-profit care providers on equal terms) provided some space for social planning
(see Burau et al. 2007). The opportunity to subsidize the care infrastructure has
mainly been used in relation to residential or semiresidential care facilities (Theobald
2004).

Since the introduction of the LTCI, the proportion of private for-profit home and
residential care providers has steadily increased. In 2009, 61.5 % of homecare service
providers were private for-profit organizations. With 35 users on average for for-profit
providers in comparison with 64 users on average for nonprofit providers, for-profit
providers serve fewer users than the nonprofit organizations. Regional differences
are manifest in that private for-profit providers dominate in the big cities as well as in
the new Federal States. However, only 39.9 % of residential care providers are private
for-profit organizations and 54.8 % nonprofit organizations (Federal Statistical Office
2011).
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While the principle of marketization is rarely questioned in Germany, many have
voiced concerns about the capacity of frail older adults to act as consumers. Others
have also voiced concerns about the work situation of care workers (discussed in
greater detail in Sect. 6.4.3). Market orientation with the range of service providers
is named as one reason for the difficulties for the users to establish an integrated
care arrangement. The 2008 LTCI reform required the development of care bases—
the so-called “Pflegestützpunkte,” i.e., single-access points on the local levels, which
should provide information on LTCI or available services, etc. up to case management
services, in cooperation with different actors. This was followed in 2009 by the
introduction of an individual right to case/care management services exists, free of
charge for all (potential) beneficiaries of the LTCI (Bayern 2008).

6.4.3 Carers: Care Activities, Qualification Levels,
and Working Situation

The restructuring of the funding and provision of long-term care for older people,
as well as the definition of social rights, has led to a process of deskilling and
reskilling of care work, an expansion of the labor market area and a deterioration
of working and employment conditions (see Burau et al. 2007). The introduction of
the LTCI promoted the professionalization of care activities. In contrast to the health
care insurance, within the framework of the LTCI, nurses have the right to assess
independently on the level of care dependency. In fact, today most assessments are
conducted by nurses. In addition, the head of a care service provider, mainly nurses
or elder carers, have the right to independently develop care provision and negotiate
fees and conditions for care provision funded through the LTCI.

The LTCI defined the qualification levels and forms of cooperation between dif-
ferent types of carers. Accordingly, long-term care has to be provided under the
guidance of a nurse or elder (head) carer in charge and other carers such as nurse
assistants, volunteers, and family carers who deliver basic daily care. With the in-
creasing involvement of nurse assistants in formal care provision, and the higher
status given to informal family care, professional organizations feared the deskilling
of the sector (Welti 1999a, b). In contrast, the five nonprofit welfare associations
supported the recognition of informal family care and the involvement of voluntary
workers as a fundamental element of the care provision, while simultaneously advo-
cating the need for professional care services (Meyer 1996). Where no professional
services are involved, a mandatory visit by a professional nurse or elder carer was
introduced as a mechanism to secure care quality.

Since the introduction of the LTCI, further laws and regulations have aimed to fur-
ther restructure care provision—in particular, the cooperation between comparatively
well-qualified care workers and care/nurse assistants, informal carers, and voluntary
workers. The new laws or regulations aimed to secure high-quality professional care
and the availability of a care infrastructure at “reasonable prices”:
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• In 2003, federal occupational training programs for elder carers were standard-
ized. Debates ensued, concerning the content and level of the training as well as
the transfer of regulatory competence to the central level. In general, improvement
and standardization of occupational training schemes were welcomed by relevant
social and political actors, motivated by the demands related to care provision and
to secure care quality, the necessity and the chances to increase the status of the
activity and thus to attract more care workers (Oelke and Menke 2002).

• In 2002, within the framework of the Complementary Nursing Act, a new type
of service was created—low-threshold services such as, e.g., social activities for
beneficiaries suffering dementia illness, unburdening services for informal carers,
to be provided by voluntary workers under the guidance of a professional carer.
The inclusion of that type of service was welcomed by social and political actors
alike. Research, however, revealed that such low-threshold services also led to
precarious employment conditions in paid care work (Sauer and Wißmann 2007).

• As noted above, a personal budget scheme was offered, which allowed the benefi-
ciaries to use the higher benefit related to homecare services to purchase legal
services outside the established care infrastructure. Evaluations showed that
the amount of care provision available has increased but simultaneously more
precarious employment conditions have emerged (Blinkert and Klie 2006b).

Yet, despite these efforts, the restructuring of care provision has been influenced
more by processes of marketization of care provision than by further regulations and
by activities of the beneficiaries, particularly their families. Political actors partly
reacted to (un)intended effects in order to restructure the development from their
own perspective.

The introduction of the LTCI led to the expansion of a formal care labor market and
a deterioration of working conditions. The workforce increased from approximately
320,000 care workers in 1995 to 890,283 in 2009.5 With a share of 86 % in 2007,
care provision is still a female-dominated sector (Federal Statistical Office 2011;
Schölkopf 1998). Indeed, the need for flexible working hours, the increase in for-
profit providers, and the emphasis on cost containment within the framework of the
LTCI have arguably each contributed to a deterioration of employment conditions
within the sector LTCI (Oschmianski 2010).

The development of nonstandard employment was selected as one strategy to
increase flexibility and lower costs. It is reflected in a rise in different forms of
part-time work from 54.2 % in 1995 to 73.2 % in 2009 in homecare and from 39.1 to
66.7 % in residential care. In 2007, 13.8 % of the care workers in both sectors even
conducted part-time work with lower social security standards and a further 15.0 %
worked less than 19 hours a week (Federal Statistical Office 2009, 2011; Schölkopf
1998). Concerning the qualification levels of the carers, the development is more
contradictory. The demand for care services was met with a rise in employment rates
for both qualified carers and carers without occupational training (Oschmianski

5 Due to the integrated provision of home-nursing and long-term care the home-based care workers
are involved in both types of activities and funded partly by the Long-term Care—and the Health
Care Insurance.
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2010). In 2009, approximately 39.0 % of employees had concluded 3-year occu-
pational training courses as nurses or elder carers: 7.5 % had received training as
care assistants, but also around 38.2 % had no (or inadequate) formal occupational
training, which meant a decline in fully trained personnel and an increase in care
assistants and carers without or with inadequate formal training since 2007. The
demand for qualified labor is based on both the mix of services in home care, with
97 % of all providers providing social services, personal care, and home nursing and
qualification requirements in residential care with 50 % quota of care workers with an
occupational training in nursing care homes (Federal Statistical Office 2009, 2011).

Due to the difficult employment conditions, but also to enable more culturally
sensitive homecare provision, the proportion of migrant carers has increased, with
an estimated share of 18 % in elder care provision overall. It is comparatively
high compared to their share of 7 % in the labor market as a whole. Typically, the
migrant care workers, mainly from eastern European countries, Russia, and the
Ukraine, live in Germany as citizens or as residents with permanent work permits.
In principle, they can draw on the same employment benefits as workers with a
German background. There has been very little research on the situation of migrant
workers in Germany (Steffen 2009).

The entrance of private for-profit care providers into the market triggered both the
lowering of wages and an increase of wage differentials between trained nurses and el-
der carers and carers without adequate occupational training (Theobald 2004; Dahme
and Wohlfahrt 2007). The introduction of a minimum wage scheme in August 2010
(to run until December 2014) aimed to guarantee a certain wage level for care workers
employed by a formal care provider who provide personal care, support with eating,
or mobility. Care workers employed within private households are not included. The
minimum hourly wage amounts to € 8.50 for 2010 (rising to € 9.00 in 2013) in the old
federal states and € 7.50 in 2010 (rising to € 8.00 in 2013) in the new federal states.
The minimum wage scheme was introduced following agreement between the trades
unions, employers’ organizations, and the Ministry of Labor at the federal level.
Employers’ groups agreed to the scheme to protect care providers from the new EU
member states from with lower cost bases when the borders opened up in May 2011.

The most significant hierarchization between groups of carers can be seen in the
emergence of a mainly gray labor market for the provision of household tasks and care
work. Since the end of the 1990s, a new segment of the gray care market has emerged:
the provision of 24-hour care within the family context by migrant workers mainly
from eastern European countries, i.e., the Czech Republic, Poland, and Romania.
According to estimates, about 120,000 migrant carers deliver 24-hour home care ser-
vices in about 60,000 households in Germany (Lutz 2009; Steffen 2009). Migrant car-
ers are mainly hired to take care of severely care-dependent older adults on higher in-
come levels. Families with migrant carers cite lower private costs for care compared to
24-hour formal homecare provision or residential care as incentives to hire a migrant
care worker. Furthermore, the wish to remaining living in one’s own home despite
a high level of care dependency and the need to relieve the burden on family carers
encourage individuals to choose this form of care (Lutz 2009; Neuhaus et al. 2009).

In Germany, the bottom-up solution established mainly by middle-class families
caused an intensive societal debate and inspired new policies to regulate the situation.
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A recruitment scheme was implemented to hire domestic workers to families with
dependent members from eastern European countries on a temporary basis until 2005
and thereafter permanently. Homecare providers voted against the introduction of
the scheme, citing concerns of care quality and the need to improve formal care
provision. Regulations of the recruitment scheme correspond to standard working
conditions for domestic workers in Germany. Only since 2010, the provision of
basic nursing care such as, e.g., personal care, is allowed. According to the authority
responsible for placements, only 3,032 domestic workers were officially employed
on this basis of the scheme in 2007. Compared with a gray market care with about
120,000 migrant carers, the law is largely ineffective. Moreover, the agencies use—
until now unsuccessfully—regulations related to the EU’s single market project to
legitimize the activities (Theobald 2010).

6.5 Conclusion

With the introduction of the LTCI, Germany established a social support system
related to long-term care needs. The scheme aimed to combine universalism with
cost containment efforts. Indeed, within the scheme, a new type of universalism was
created, characterized by comparatively high thresholds, a medium level of support
(which declined until the reform of 2008 due to increasing costs of care provision),
and cash benefits to maintain family care provision on a lower level. The scheme
fundamentally restructured both funding and social care rights and also defined the
principles for the reorganization of care provision. The mechanism for change can
be described as both “radical change” (in terms of the restructuring of care rights
and funding) and “incremental transformation” (related to the reorganization of care
provision; see Chap. 1 by cf. Streeck and Thelen 2005).

The mode of funding—social and mandatory private insurance—and the design
of social rights were clearly defined in the course of the establishment of the scheme
and remain valid today. The extension of social rights to those with dementia can be
viewed as the only exception. The main goal of the reform was the creation of a sound
funding basis and a corresponding reduction of fiscal constraints on the local levels.
Both—mode of funding and the design of social rights—are based on a compromise
between mainly political actors on different levels and some social actors. While
the Social Democratic and Christian Democratic parties and most social actors were
in favor of a social insurance scheme and redistribution, the Liberal Party and the
employer organizations preferred a private insurance scheme. The latter accepted
the social insurance scheme under the premise that employers’ organizations have
to be compensated for their contributions. Moreover, more budget-oriented actors
prevailed by introducing a defined lump sum related to care needs and a ceiling
related to expenditure. Both significant departures from the traditional German wel-
fare state model were accepted by more support-oriented actors—such as, e.g., the
unions—because the reform expanded social rights and significantly improved the
care situation.
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The LTCI also provided the starting point for the reorganization of the provision
of care, which was gradually adapted to new policies and unintended effects of
the original scheme. Basically, it aimed to strengthen domestic family care, which
corresponds to the normative orientation in society. The reorganization of formal care
provision—based on market principles—weakened the status of nonprofit service
providers as the traditional main providers. The efforts of the nonprofit associations
to prevail on the market on the basis of care quality were not successful. Indeed,
state control was increased via quality assurance measures. The LTCI also brought
about an expansion of formal care work on different qualification levels, impulses
for a professionalization of care work but also for a deterioration of employment
conditions. Finally, the orientation of home-based care services toward bodily care
triggered the development of a semiformal, gray care market related to more time-
consuming care activities or household assistance.

The LTCI, which is related to the improvement of the care situation, is widely
supported in Germany. Basic principles of the scheme, including free choice and
the emphasis on family care, correspond with traditional societal values. However,
despite an increasing public support, various aspects of the scheme, including the
design of social rights; the mix of private and public funding; and the organization of
care provision have resulted in care gaps for certain groups and emerging inequalities
among beneficiaries dependent on gender, socioeconomic status, living situation,
migrant status, and type of care need. Moreover, the goal to reduce the use of
residential care services has not been achieved.

Appendix 1: Financial Development of the Social and Private
Long-Term Care Insurance As Well As the Long-Term Care
Assistance within the Federal Law on Social Assistance
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Appendix 2: Federal-Level Governments and Majorities of Votes
Within the Council of Federal States

Federal Governments:

1982–1998: Conservative—Liberal government (Christian Democratic Party/
Christian Social Party (Bavaria), Liberal Party).
1998–2005: Red—Green government (Social Democratic Party/Green Party).
2005–2009: Grand Coalition (Christian Democratic Party/Christian Social Party
(Bavaria), Social Democratic Party).
2009–2013: Conservative—Liberal government (Christian Democratic
Party/Christian Social Party (Bavaria), Liberal Party).

Council of the Federal States
Three Groups Within the Council:

1. Left-Wing-oriented federal states (Social Democratic, Green, and/or Left-Wing
parties in office).

2. Balanced states (coalitions between Conservative–Liberal and Left-Wing-
oriented parties in office). Related to controversial decisions, the balanced states
typically abstain from voting.

3. Conservative–Liberal Federal States (Christian Democratic Party, Christian
Social Party (Bavaria), and/or Liberal Party in office).

Table 6.5 Number of
votes and majorities Left-wing Balanced Conservative Total

oriented federal liberal federal
federal states states states

Since May 2011 30 14 25 69
2010/II–2011 21 14 34 69
2010/I 15 17 37 69
2009 11 22 36 69
2008 11 19 39 69
2007 8 22 39 69
2006 7 19 43 69
2005/II 7 19 43 69
2005/I 17 15 37 69
2004 17 11 41 69
2003 23 11 35 69
2002 27 11 31 69
2001 26 15 28 69
2000 26 15 28 69
1999 38 15 16 69
1998 35 18 16 69
1997 32 21 16 69
1996 32 27 10 69
1995 31 27 10 68
1994 23 24 21 68
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Appendix 3

Table 6.6 Increase of benefits. (Adapted from SGB XI, Bayern 2008)

Care dependency level

I (Considerable) II (Substantial) III (Most substantial)

Cash payments: per month (€)
July 2008 215.00 420.00 675.00
January 2010 225.00 430.00 685.00
January 2012 235.00 440.00 700.00

Home-based care services: per month (€)
July 2008 420.00 980.00 1470.00
January 2010 440.00 1040.00 1510.00
January 2012 (extraordinary high 450.00 1100.00 1550.00 (1918.00)

need of care 2008–2012)

Residential care services: per month (€)
July 2008 1023.00 1279.00 1470.00 (1750.00)
January 2010 No increase No increase 1510.00 (1825.00)
January 2012 (extraordinary high No increase No increase 1550.00 (1918.00)

need of care)
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Chapter 7
Steps Toward a Long-Term Care Policy
in France: Specificities, Process, and Actors

Blanche Le Bihan and Claude Martin

7.1 Introduction

The definition of a specific long-term care (LTC) policy or—to use the French
terminology—a policy toward “dependent elderly people,” only really emerged in
France at the end of the 1980s. It has been a long process, which is still open to
different scenarios in the forthcoming years (Martin 2003). Because it developed
slowly over time, the French system is rather complex, combining different ele-
ments (old and new ones), fragmented between health insurance, domiciliary and
residential social care, fiscal, and employment incentives. However, since the end
of the 1990s, public policy on LTC has mainly been organized around a specific
allowance. After a period of local experimentation (1995–1996), it consists of a
“cash for care” scheme, initially targeted at the more dependent and economically
disadvantaged; subsequently opened up to include all frail older people in 2002. The
2002 reform, which created the “Allocation personnalisée à l’autonomie” (APA—
“personal allowance for autonomy”), represents the main turning point in the policy
framing process to date. The number of recipients rose dramatically, from 150,000
in December 2001 to 1,185 million in September 2010 (Fragonard and Juéry 2011).

As in many other countries (Colombo et Mercier 2011), French LTC policy is
facing demographic challenges and financial constraints, which are exacerbated by
the context of the financial crisis. The common exposure to funding pressures could
even be one of the main arguments in defense of the hypothesis of a European
convergence (Pavolini and Ranci 2008), as all the systems in Europe are gradually
becoming mixed, taking ideas from each other. Indeed, they combine informal care,
assistance, social and private insurance, commoditized and public services—in other
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words, they are based on a welfare-mix or a complex combination of State, family,
and market. The cash for care orientation constitutes another important common
trend in the evolution of different European countries (Da Roit et al. 2007; Da Roit
and Le Bihan 2010), as it supports at once recourse to both informal and formal care,
cost containment and “choice” for users (Ungerson and Yeandle 2007). Conceived
as a complement to family care, and presented as a financial support to externalize
part of the caring activities and buy services, cash for care schemes imply significant
investment on the part of family carers as case managers.

Nevertheless, beyond these common characteristics, the French LTC system has a
number of unique elements, which are in need of clarification. This chapter presents
the French policy framing process, which began in the 1980s and has led to the
so-called “French compromise” (Le Bihan and Martin 2007), combining elements
of different types of care systems. To understand the role of some of the main actors,
we begin by developing the process of defining this policy over time, in order to
identify the main phases of, and drivers for, reform.

We then focus on the cost of this policy—which is currently the main issue—
and its various dimensions, both public and private. In the discussion, we trace
the development of the current debate, which lays the ground for a long-awaited
and presumably imminent reform. Since the last presidential election in May 2007,
a new direction has been announced, heading toward an insurance model—or, as
the expression goes in the French debate: “a fifth risk.” Although this reform was
supposed to be adopted before the 2012 presidential election, it has been postponed
once again, and the scenario of the reform remains vague. Many professional and
social partners are worried about both the time scale and concrete aspects of this
project, which appears to be a new compromise between the three poles of protection:
family, state, and market. But this very peculiar moment of intense debate (and
publication of multiple reports) is useful in that it maps the various positions of the
actors. The ongoing discussion provides additional aspects, which may be useful in
understanding the conditions of the reform in the French context as a combination of
both political impulse and continuous reports by diverse experts, senior civil servants,
and professional coalitions.

7.2 The Development of a Public Policy Based on Cash
for Care: Challenges, Process, and Actors

In France, the development of LTC policy has been a very slow and hesitant process.
First, it is important to mention that the expression “long-term care” is not in common
usage as a description of this policy sector. The time-honored expression, in use
since the 1970s and 1980s, is “policies toward dependent older people” and, more
recently—in a bid to avoid the discriminatory and negative connotation of the term
“dependency”—“policy aimed at maintaining autonomy.”

One group of actors played a central role in promoting this notion of “depen-
dency”: geriatricians. The biomedical basis of this notion is a crucial factor in
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understanding one of the French specificities. For geriatricians, “dependency” means
that incapacities have to be assessed, in order to be able, in a second phase, to
evaluate needs and related costs. This conceptualization of dependency has been
disseminated from the professional to the political domain, in particular for financial
reasons (Frinault 2005, 2009).

7.2.1 Initial Challenges

One of the main political challenges in the 1980s was facing up to the growing cost
of the care for people with disabilities, and dividing this target group into two main
categories (each requiring its own distinct policy) depending on their age: access
to employment as a way of enabling autonomy for adults with disabilities (under-
65) and medical, healthcare, and/or social care for the over-65s (Ennuyer 2003).
So “dependency” came onto the political agenda at the start of the 1980s, first as a
necessity to the reform of an allowance—the “Compensatory allowance for a third
party” (Allocation compensatrice pour tierce personne, ACTP)—a policy for people
with disabilities created in 1975, funded and managed by local authorities and mainly
used by older people with incapacities. This cash allowance was distributed to people
with disabilities (at least 80 % incapacitated) to help them to pay for third-party
support, but it lacked any system of verification. Over the next 10 years (mid-1980s
to mid-1990s), the main proposal was the creation of a specific “in-kind” benefit,1

attributed to older people with physical and mental incapacities who needed to be
helped in their daily living activities. But until 1994, there was no specific LTC
policy as such, only a rich political debate and numerous expert reports (Kessler
1994; Martin 2003).

The slow process of defining this cash for care orientation raised important issues
and fuelled debate over a decade. The first of these issues concerned the possibility of
raising a new social insurance tax (Frinault 2003). This social insurance model was
defended in one of the first official reports, back in 1979 (Arreckx 1979),—but since
then, very few experts have supported the scenario of a fifth social security risk2 for
dependency (at least, until 2007). The second issue was whether the scheme should be
universal, or should concern only those unable to pay for services (poor dependent
older people), within the logic of social assistance.3 The third issue was how the
policy should be funded and managed, and to what extent the State, local authorities,
and health service funds should contribute. A fourth element of discussion concerned

1 “In-kind” means that the allowance (the cash) has to be used for the payment of services, mainly
formal, in return of invoices.
2 The French social security system is based on four risks: illness, retirement, family, and accident
at work.
3 This principle has important consequences in terms of family obligations. There is indeed in France
a legal obligation—called “obligation alimentaire”—to intergenerational solidarity (upward and
downward), which imposes to support one’s relatives. The application of such a principle can mean
that public coverage is secondary to family support.
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the conceptualization of dependency in old age. WhilstArreckx’s report defended the
biomedical model, another report published in 1980 by the Planning Commissariat,
entitled “Lion’s Report,” offered a more social perspective (Commissariat general
au Plan 1980).4

Yet, the main obstacle to the development of a coherent national LTC policy was
a financial one. In fact, in the context of budgetary constraints, with a policy of
curbing public expenditure, it was difficult to promote a policy the cost of which had
not been properly estimated. At that time, even the number of dependent old people
and potential recipients was unknown. The choice of a social insurance scheme was
therefore considered to be inappropriate and too risky for social security sustainabil-
ity. Once again, the biomedical perspective dominated, with a joint venture between
the geriatricians’ lobby and the Ministry of Social Affairs. This professional lobby
succeeded in imposing a tool to estimate dependency, with the adoption of a single
scale of evaluation: the AGGIR (Autonomie Géronte Groupes Iso-Ressources). “In
1991, two official reports, Boulard and Schopflin, underlined this issue to link public
policy to a common system of evaluation of dependency, to estimate the number of
dependent people, to classify them into categories, to estimate the costs and to fix
the prices of institutions for elderly” (Frinault 2005, p. 28).

7.2.2 A Slow Burning Start to the Definition Process

The slowness of the decision-making process might be explained by the government’s
difficulty in the face of these uncertainties. Since the mid-1990s, four steps can be
identified in the creation of a specific public LTC scheme and the gradual broaden-
ing of the number of recipients (Martin 2001). The first step began in 1994–1995
when 12 local authorities (Conseils généraux)5 were invited by the government6 to
participate in pilot scheme. The objective was to enable local actors to develop their
own system, following a few general guidelines, and experiment with the possi-
bility of creating a “specific dependency allowance.” At that time, social security
funds—namely the health insurance fund (Caisses d’assurance maladie) and the
pension insurance fund (Caisses d’assurance vieillesse)—were directly involved in
managing the allowance at the local level.

In 1997, the government7 and the Senate (upper house of the French parliament)
decided to scale down the initial ambition of the experimentation and to adopt and

4 This Lion’s report inspired the first socialist Government after the election of François Mitterrand
in May 1981. Concretely, it was the main orientation of the Secrétariat d’Etat aux personnes
âgées set up by this Government. But this orientation disappeared after the “neoliberal turn” of the
socialists in 1983.
5 There are 101 conseils généraux in France: one for each department.
6 Right-wing government “Balladur” (March 1993–May 1995): Prime minister: Edouard Balladur;
minister of Social Affairs: Simone Weil.
7 Right-wing government “Juppé II” (November 1995–November 1997). Prime minister: Alain
Juppé; minister of Work and Social Affairs: Jacques Barrot.
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implement a temporary national assistance scheme throughout the French territory—
the “Specific dependency allowance” (Prestation spécifique dependance, PSD), with
the following characteristics and objectives: the appointment of local authorities to
pilot the scheme; the reduction of public costs; the maintenance of family obligations;
and a focus on more disadvantaged and dependent older people. The benefit—both
means-tested and needs-tested, and granted to dependent older people at home and
in institutions, was very limited. It excluded any individuals with or below average
dependency, which represented almost 40 % of all recipients. It also excluded indi-
viduals on middle (and high) incomes. The prospect of recovering assets from their
estate also excluded a significant proportion of potential recipients, as most families
wanted to preserve their inheritance. The cost containment objective was therefore
met, and families remained the main carers.

In May 1997, there was an important political upheaval following the dissolu-
tion of parliament. A new socialist government8 was appointed (third cohabitation)9.
Many criticisms have been made of the PSD scheme, focusing in particular on the
fact that, in 2001, only 15 % of frail older people received the benefit (150,000 recip-
ients)10, which made it necessary to reform the system. The aim of the 2002 socialist
reform was clear: to face the challenge of care needs and to increase the number of
recipients. Thus, the policy shifted from being assistance-based to a more universal
scheme. The new allowance, called “personal allowance for autonomy” (APA), is
allocated to older people with high and middle dependency levels, proportionate to
income level and without any possible recovery from inheritance.

A fourth step occurred in 2004, after the heat wave of summer 2003, during which
15,000 older people died. This demonstrated the poor responsiveness of the health-
care system, the need for better coordination between health and social services,
and for the combination of formal and informal sources of support. It also revealed
the importance of local responses to such crises and the need for local authorities
to prepare for such events. Although immediately prior to the heat wave, the right-
wing government11 had considered the possibility of reducing the public cost of the
APA scheme, there was a drastic change of direction, and an alternative to cuts was
proposed.12

8 Left-wing government “Jospin” (June 1997–May 2002). Prime minister: Lionel Jospin; minister
of Employment and Solidarity: Martine Aubry.
9 Political “cohabitation” means in that case that a right-wing President, Jacques Chirac, had to
cohabit with a left-wing Prime minister, Lionel Jospin.
10 The first national inquiry (‘Handicap, incapacité, dépendance’) of the National institute of statis-
tics (INSEE) estimated for the first time in 1999 that the number of dependent elderly people was
almost a million people.
11 Right-wing government “Raffarin II” (June 2002–March 2004). Prime minister: Jean-Pierre
Raffarin; minister of Health, Family and Handicapped People: Jean-François Mattei.
12 The media even considered that Jean-François Mattei paid the political price of this tragedy by
losing the charge of the ministry of Health, Family and Handicapped People.
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In this new context, the 1995 German reform, which introduced social insurance
for LTC (Geraedts et al. 2000; Igl 2003), was presented by the government13 as a
model. So the government adopted a new Plan for Frail Elderly People.14 Three main
elements were introduced: a program to deal with any new heat wave—air condition-
ing in retirement homes and hospitals, recruitment of professionals—improvement
of the epidemiological warning system, and—in 2005—a specific fund for older
and disabled people (the “Caisse nationale de solidarité pour l’autonomie”). Sim-
ilar to the German insurance scheme, this new fund is financed by an employers’
contribution15 in exchange for the abolition of one public holiday,16 an additional
contribution (0.3 % on financial and property holdings), and 0.1 % of the CSG (Con-
tribution Sociale Généralisée) tax, and the transfer of credits devoted to older and
disabled people in the social security fund. This fund, amounting to 14 billion € in
2006, was presented as a step toward the social insurance principle.

7.2.3 Beyond Dependency: The Employment Challenge

Another challenge characterizes the French situation: the employment issue. In de-
veloping a cash for care scheme, the main objective of French policy makers was
also to find a way to support new jobs in the services sector. Indeed, from the very
start, the improvement of care services for frail older people also sought to support a
potential source of employment, be it relational (family, neighbors, friends) or home
help services, which in France are called “services à la personne” (personal services).
These concern the sphere of childcare, as well as housework, care for frail older peo-
ple, or any help that a family might receive with everyday life. In 1997, the creation
of the PSD was considered an opportunity to reinforce the local nonprofit service
providers who managed personal assistants for older people. Though the effects of
this allowance were initially far from positive—the allowance destabilized existing
qualified jobs and created unskilled labor—recent statistics (Chol 2008) have shown
an improvement since the 1990s.

The 2002 reform, and the creation of the APA, has had a positive impact on pro-
fessional carers (Le Bihan 2012). First, with the APA scheme, the way in which the
three types of services are shared out has evolved, as follows, between: prestataire
(the care worker is a professional recruited in a nonprofit private or public organiza-
tion, which is also the employer), mandataire (the older person is the employer but
the care worker is recruited by a nonprofit private or public organization), and gré à
gré (an individual agreement with the care worker of your choice). The number of

13 Right-wing government “Raffarin III” (March 2004–May 2006). Prime minister: Jean-Pierre
Raffarin; minister of Health and Social Protection: Philippe Douste-Blazy.
14 A first Plan was implemented for the period 2004–2007 and a second one for the period 2008–
2012.
15 Called “Contribution solidarité autonomie.”
16 Called “journée de solidarité.”
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employees in prestataires services (the most highly qualified service) has increased:
from 167,000 in 2003 to 211,000 in 2005.17 This means that the organization is now
the employer. This shift corresponds to the policy objective of enhancing the level of
quality and professionalization of care. Second, services toward frail older people are
now covered by a “quality agreement,” and professionalization of personal assistants
is organized.18 In 2005, the number of services covered by a “quality agreement”19

was assessed at 11,00020 (in comparison with 7,000 in 2002). Therefore—and this
is the third consequence of the creation of the APA—scheme has significantly in-
creased the number of qualified workers, even though there are still too few, and
their working conditions remain unstable. The number of employees working for
individuals at home increased from 960,000 in 2003 to 1.1 million in 2005.

The link between care and employment issues is also relevant with regard to the
development of measures in favor of employment. In the 1990s, a tax deduction
was introduced, which aimed at encouraging families to employ people to work in
their homes. This measure concerned childcare as well as housework and the care of
older people. French families have the option of deducting half of the costs incurred
by the employment of such a worker from income tax due. This measure had a
significant impact, enabling upper and middle-class families to make use of such
facilities. Moreover, a voucher was created: the “chèque emploi service” (“service
employment voucher”), which simplified the payment of administrative charges for
families. More recently, in 2005, the “Borloo social cohesion plan” (Plan de cohésion
sociale) has organized the development of employment in this sector of personal
services. The objective was to extend access to such services, to professionalize the
sector and to simplify administrative procedures.21

In summary, this framing process reveals different elements about LTC policies in
France. First, and obviously, it is highly dependent on the political agenda (succession
of governments, political alternations, etc.). Before any real decisions could be
reached, a lengthy first phase was devoted to an intense public debate around the
necessity of building an innovative policy to face an inevitable challenge. But this

17 Concerning specifically the sector of elderly care, the prestataires services represented 46 % of
the services used, 18% the mandataires, and 36 % the gré à gré (FNORS 2008, p. 54).
18 Until March 2002, the CAFAD (certificat d’aptitude aux fonctions d’aide à domicile) was the
only diploma available to personal assistants and only a few of them had it (only 18 % of personal
assistants had a qualification in social and health sector and 9 % the CAFAD). The training has
since been improved with the DEAVS (Diplôme d’Etat d’auxiliaire de vie).
19 These statistics concern a larger sector than “personal assistants” who cares for frail elderly. The
service to individuals includes care toward frail elderly, childcare, domestic tasks, and all support
needed by individuals (such as gardening, computer help, odd jobs. . . ). Care toward frail elderly
represents 60 % of the global activity of services covered by “quality agreement” and domestic
tasks 33 %.
20 A total of 12,000 if one includes private firms.
21 In February 2006, a specific plan for the development of such services (“plan de développement
des services à la personne”) announced the creation of 1 to 2 million jobs by 2010 and created a
specific Agency to organize this sector (Agence des services à la personne).
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phase was also unquestionably a “nondecision” phase, in the sense that the main
contributions were official think tank and expert reports aimed at preparing for the
decision and legal proposals. There followed a series of “false starts”—ambitious
and promising measures (local experimentation; APA) and backing down (PSD).
This process also highlights the antagonistic way in which political actors and pro-
fessional coalitions interact in France and how secondary objectives such as the issue
of employment in the care sphere played a role in the policy framing.

7.3 A Broader View of a Fragmented Policy Combining
Informal Care, Health Care, Social Care,
and Private Insurance

As shown in the previous section, the scope of the French LTC system is not easy to
assess, because it does not constitute a homogeneous policy field—on the contrary, it
cuts across public and private systems and, within the public sector, across different
policies such as social care, health care, family, employment, or aging. The issue of
the scope of this policy is currently at stake. In order to identify the many financial
sources and specify the overall cost of such a fragmented policy, it is important to
make the distinction between the public policy core, based on the Allocation per-
sonnalisée d’autonomie (APA), private insurance contributions, and more peripheral
measures.

7.3.1 The Public LTC Policy

As mentioned previously, the core of French LTC policy is based on a specific
allowance, “Allocation personnalisée à l’autonomie,” distributed and managed at
territorial level. The French APA scheme has three main features. First, it is a
benefit delivered to old people at home and in institutions22 according to their level of
dependency. TheAPA is allocated up to the fourth level of the official assessment scale
(AGGIR), which distinguishes six levels of dependency, from the highest (GIR1) to
the lowest (GIR6). Because the French scheme is a national one, implemented at a
local level, and in order to guarantee access to the same services across the country,
each level of dependency entitles recipients up to a maximum preordained allowance.
In April 2010, the monthly amounts were as follows: a maximum of 1,235 € for a
GIR1, 1,059 € for GIR2, 794 € for GIR3, and 529 € for GIR4.

22 In the case of institutions, the benefit can either be allocated to individuals or globally to the
institution itself, which uses it according to the dependency needs of the residents. The choice
between the two options is made by the institution. In France, institutions for the elderly distin-
guish among three expenditure components: dependency costs (paid by the resident and the APA),
accommodation costs (paid by the resident), and healthcare costs (paid by the health insurance).
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Table 7.1 Average amount of APA depending on dependency level. (Adapted from DREES,
Ministry of Social Affairs, Debout and Lo 2009)

Local authority Recipient contribution (and percentage Average amount
contribution of recipients concerned by copayment)

Average amount of APA (home-based) (€)
GIR1 830 179 (70) 1,009
GIR2 634 151 (74) 785
GIR3 481 104 (74) 585
GIR4 288 59 (76) 348
Total 406 88(75) 494

Amount of APA(institution-based)
GIR1 and 2 383 159 543
GIR3 and 4 192 146 338
All 307 154 461

Second—and this is a key feature of the French scheme—the benefit is paid to
finance a specific care package determined by a team of professionals according to
the needs of the recipient. The use of the benefit is controlled and it can only finance
the care identified as necessary by the professionals. The paid carers can either be
professional workers or relatives (spouses are excluded). The logic is therefore that
of “free choice”—the family takes part in the choice of the care arrangements and
can combine professional and family care—but the type of care needed is determined
by professionals. This control of the benefit is an important feature of the scheme23

and indicates that the system is controlled by a stronger regulatory framework than
in other European countries where cash for care has also been adopted (Da Roit et al.
2007; Glendinning 2006; Ungerson and Yeandle 2007).

Finally, France has adopted a twofold system to finance care packages. On the
one hand, an “assistance principle” is applied: below a fixed income threshold (695 €

per month), recipients do not contribute at all to the funding of the care package.
On the other hand, a “user fee” or copayment system has been introduced: above
the threshold, the recipient contributes to payment for the care package according
to his or her level of income. Thus, all recipients can receive the APA allowance,
but their contribution or copayment varies in line with their means (see Table 7.1).
Above an income of 2,750 € per month, the APA recipient pays 90 % of the care
package cost. The fact that every person in need can receive public support to pay
for the care package (even if only 10 % of its cost) explains the term “universal,”
which is sometimes used to describe this scheme. Nevertheless, it is clearly more a
“general” scheme than a universal one.

APA replaced PSD in January 2002. It was immediately a real success, with a very
rapid increase in the number of claimants. Between January 2002 and June 2003,
1,390,000 people claimed APA, and 723,000 people received it.24 In September

23 The administrative control is organized by the local authorities and can vary according to the
“départements.”
24 This success also had an impact on the political debate, both local and national, after the political
change of April 2002 and the comeback of a conservative Government. The new government and
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Table 7.2 Number of APA recipients (in thousands) by dependency level in September 2010.
(Adapted from DREES September 2010)

At home In institution Total

Number
(thousands)
and percen-
tage of all
recipients

Public cost
(million €)
and percen-
tage of total
cost

Number
(thousands)
and percen-
tage of all
recipients

Public cost
(million €)
and percen-
tage of total
cost

Number
(thousands)
and percen-
tage of all
recipients

Public cost
(million €)
and percen-
tage of total
cost

GIR 1 (19) 1.6 (187) 3.5 (68) 5.7 (1,383) 26.1 (87) 7.3 (2,548) 48.1
GIR 2 (130) 10.9 (978) 18.5 (211) 17.8 (341) 28.8
GIR 3 (157) 13.3 (882) 16.6 (71) 6 (438) 8.3 (228) 19.2 (2,750) 51.9
GIR 4 (421) 35.5 (1,430) 27.0 (108) 9.1 (529) 44.6
All (727) 61.4 (3,477) 65.6 (458) 38.6 (1,821) 34.4 (1,185) 100 (5,297) 100

2010, 1,185,000 people were receiving APA. Statistics show that the more dependent
people are mainly cared for in institutions and conversely, recipients with medium
and medium–high dependency levels remain at home (see Table 7.2). About 58 % of
recipients at home are classified as GIR4. In Table 7.2, we also show the overall cost
of this allowance: about 5.3 million € (65.6 % at home and 34.4 % in institutions).

7.3.2 A Fragmented Supply of Health and Social Services

The various LTC-related public measures concern two types of care: home-based
and residential. To support families in their caring tasks, older people can turn to
professional services from both the health and social sectors. Nurses and nursing
auxiliaries (aide-soignantes), who are either independent or working out of nonprofit
organizations (SSIAD, services de soins infirmiers à domicile—home care nursing
services), are the main healthcare professionals. They visit the older care recipient
at home and deliver personal and medical care (medicine, personal hygiene, etc.).
However, there is an overall shortage of such services, which are funded by the
health system and are therefore free to the user. In 2007, there were 2,000 SSIADs
offering 88,000 places, adding up to just 1.8 places for every 100 over-75s (Fédération
nationale des observatoires régionaux de la santé FNORS 2008). The policy toward
older people has also served to develop professional social care services. Organized
in public structures or nonprofit organizations, these services offer staff to provide
personal care and domestic services to older people. But the provision of home
care services is organized at a local level, with limited availability of resources and

right-wing local authorities criticized the increasing cost and the previous socialist government’s
failure to plan the funding of their care system for frail elderly people. In April 2003, the decision
was taken to reduce the threshold below which the recipient does not contribute at all to the funding
of the care package, from 943 to 623 € per month. This reform has reinforced the copayment system
by increasing the user’s contribution and has contained the costs.
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geographical inequality. Payment for such services thus relies on family support and
on the APA.

When home-based care is no longer possible, old people can resort to residen-
tial care. At the beginning of 2006, there were 669,000 places in residential care
and 10,000 residential homes for old people (FNORS 2008) organized as follows:
435,000 places in nursing homes, 153,000 in collective housing (logement foyer),
72,400 in LTC hospital services (unités de soins de longue durée), and 7,800 in
temporary housing (FNORS 2008). Since 2002, institutions for dependent older peo-
ple have been reorganized and a unique category, grouping the various institutions
devoted to old people in need of care, has been created: the EHPAD (Etablisse-
ment d’hébergement pour personnes âgées dépendantes—residential institutions for
dependent older people). The funding of these LTC institutions is based on three
elements: accommodation—the cost of which varies according to the institution and
is paid by the older resident and their family or, in situations of low income, by social
assistance; the cost linked to dependency, which is paid by the APA and the resident,
and the cost of health care, which is covered by social health insurance.

7.4 Overall Cost of Public LTC Policy

Many recent reports have offered estimates of the overall cost of the French LTC
system (Fragonard and Juéry 2011; Rosso-Debord 2010; Vasselle 2008, 2011). But
the question of its scope is still controversial. According to the report presented by
right-wing MP Valérie Rosso-Debord, the overall public cost of this policy in 2009
was about 21.6 billion €, which was a little more than 1 % of the GDP—more or
less the same as in the United Kingdom or Germany, but only half as much as in
the United States or in Scandinavian countries. Estimates for the next 20–25 years
calculate that the overall cost of LTC policies in France could reach 2–2.5 % of GDP.

Within this global budget, the APA represented 5.1 billion € in 2009: 1.5 billion €

of which is covered by the Caisse nationale de solidarité pour l’autonomie (CNSA),
whilst the 3.6 billion is paid for by taxation at département level.Yet, the public cost of
“dependency” is also supported by other measures, which don’t specifically concern
older people. It is important to take into account the major contribution of the health-
care system, which pays hospitals and medical costs for older people, health costs
in residential homes and for nursing at home, which represent almost 12 billion €,
or 55 % of the overall public cost of the LTC policy. Paradoxically, then, the main
cost does not correspond to the core of the policy, but rather to the expenses re-
lated to the healthcare system as a result of the “treatment” needs of older people.
Another measure, which contributes to LTC policy funding (1.75 million €), is the
tax reduction policy, which was implemented in the late 1990s, in a bid to reduce
the cost of home-based care services and thus develop employment in this sector of
activity. Last, the family and pension branches of the social security system are also
concerned, respectively, paying 600 and 400 million € toward the support of older
dependent people.
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Table 7.3 Dependency accounts (in billion € 2010). (Adapted from Direction du Budget, DREES,
Fragonard calculations 2011)

Nature of cost Name of expenditure Nature of expenditure Amount
(public/private)

Dependency (strict sense; APA Public 5,297
GIR 1–4) Income tax deduction

for home help
Public 996

Tax credit Public 417
Social activities paid

for by CNSA
Public 76

Copayment at home Private 812
Copayment in

institutions
Private 917

Total dependency policy (strict sense) 8,515
Housing cost (GIR 1–4) Housing allowance,

social assistance
Public 1,872

on housing, tax
deductions

Private cost Private 7,988
Total 9,860

Healthcare or medical needs Medicosocial work Public 6,807
(GIR 1–4) Health cost in

institution
Public 912

Ambulatory care Public 3,000
LTC hospital Public 990
Hospital Public 2,000
Copayment Private 725
Total healthcare cost 14,434

Total GIR 1–4 32,809
Public cost for GIR 5–6 Pension fund

contribution,
departmental and
municipal social

Public 1,536

policy, etc.
Total: all GIR (1–6) 34,345

New estimates are just about to be published, in the course of a broad consultation
about the future of this policy measure, discussed later in greater detail. If we take
into account both public and private costs (meaning expenditure paid by the older
care recipient and their family), an estimate of the overall cost of dependency is
shown below (Table 7.3). This table shows that the overall cost for 2010 is divided
between a 22.4 billion € public cost and a 10.4 billion € private cost—and even more,
if we add in the cost of low dependency (GIR 5 and 6).

7.5 The Private LTC System

With about 3 million policyholders, for a total amount of 2.1 billion € in 2007, France
is proportionately the top private insurance market in this field, ahead of the United
States (with approximately 7 million policy holders for a population that is five times
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bigger). However, in comparison with the 13 million over-60s in France, it remains a
small proportion of the potential market (de Castries 2009; Dufour-Kippelen 2008;
Kessler 2008).

This market began developing in the mid-1980s and offers a range of products,
both individual and collective (“mutuelle”), which guarantee a monthly payment
in the event of dependency. In the United States, private insurance policies offer
reimbursement of the care and services costs generated by dependency, which is not
an easy system to control, because of uncertainty as to the level of reimbursement
(Taleyson 2007). In contrast, the French system is based on a fixed sum payment,
which is far more flexible, leaving policyholders free to organize care and services
as they see fit.

The development of this private sector is firstly linked to the actual costs of
dependency and the difficulty of covering these costs. To give an idea of the gap
between public support and actual costs, here are some overall estimates: dependency
generates a mean monthly cost of 2,000 € (up to 3,000 € for a high dependency level).
The public allowance (APA) contributes about 500 € (up to 800 € for a very high level
of dependency), given that the mean pension is about 1,200 € per month. The main
difficulty concerns the middle classes, as the more disadvantaged people rely solely
on public support, whilst the well-off have their own economic resources to fall back
on. For those who have it, private insurance policies contribute about 300 € more, on
average. In practice, therefore, a high level of dependency means that older people
have to use their savings, reducing their assets and often selling their homes to pay
for the services. Very often, they even go into debt in order to meet these costs—this
phenomenon could get worse and worse in the near future as a result of demographic
pressure. As Courbage and Roudaut (2008) put it: “Low rates of public LTC coverage
suggest that the financial consequences of dependency could be catastrophic, even
resulting in ruin, for a number of older people and their families” (p. 645). Thus,
many experts (mainly those working in the field of private insurance) argue that a
public–private partnership is necessary in order to meet these increasing costs in the
immediate future.

7.6 Discussion: Scenarios and Method for an Upcoming Reform

After the 2007 presidential election, an important reform was announced with fanfare
because it was meant to be imminent, but has in fact been systematically postponed
over the 5 ensuing years. Since the political agenda had to give priority to other
crucial issues, such as, for example, the pension reform, the Government began a
broad consultation exercise, asking for different official reports—from the French
national assembly and the Senate, in particular. In comparative analysis, France often
earns the epithet: “The Republic of Reports,” because reporting constitutes a sort of
a methodology aimed at preparing both the decision and public opinion. This issue
is a perfect demonstration of the unique characteristics of the French system.



152 B. Le Bihan and C. Martin

Between 2005 and 2010, at least six important official reports were published con-
cerning French policy for the care of older people25 and its future. As if this were not
enough, in the spring of 2011, Fillon’s government appointed four different working
groups of elected representatives, social partners, representatives of civil society, and
experts to prepare the next reform26 (meaning four new substantial reports), but also
asked for another report from the Centre d’analyse stratégique(CAS) on “interna-
tional perspectives to clarify the national debate on dependency” (Centre d’analyse
stratégique, CAS 2011). Five further reports followed over the next 6 months. The
intense public debate also gave rise to other initiatives, of which we might mention
the publication by Terra Nova—the socialist think tank—of a report on this policy
(Broussy 2011) and another by the Fondation Copernic, another left-wing network of
experts and activists (Marty 2011). A synthesis of the mass of information collected
in these thousands of pages is not possible in this analysis. We can only underline the
main controversies and suggest some hypotheses concerning the reforming process
and methodology.

The main challenge for the next reform unquestionably concerns the funding of the
system, taking into account the demographic and public health estimates. Thus, the
Ministry of Work and Social Affairs considers that the cost of the APA in 2040 is set
to double, reaching 10–11.5 billion € per year. Moreover, 5,000–7,500 more places
per year will be needed in nursing homes. These growing needs are challenging the
system, and decision-makers have been in search of a solution. From this perspective,
the private/public coverage balance appears to be a main solution, in a context in
which privatization has received political preference.

Since coming to power, President Sarkozy has announced a reform based on
the creation of a “Fifth Risk”—namely, dependency—which was supposed to be
implemented at the end of 2008, was then delayed to 2009. However, we are still
awaiting the details of this long-awaited reform as of April 2012. One first needs to
understand more clearly what this announcement means—as well as what lies behind
this “Fifth Risk” expression. It refers directly to the French social protection system,
and corresponds to the social insurance glossary. On the government’s website, it is
defined as follows: “The fifth risk is a new field of the social security system. It will
complement those which cover health, family, pensions and work injuries. The fifth
risk can also be named ‘dependency risk’ or ‘risk of losing autonomy’.”27

The experience of the German LTC social insurance, coupled with the increasing
deficit that must be faced, suggest that the creation of a stabilized “Fifth Risk” has
not been invented yet (Taleyson 2007). Considering the health system’s difficulties
and the weight of existing taxes in France, a compulsory public system based on an

25 Cour des Comptes (2005); CAS (2006); Gisserot and Grass (2007); Vasselle (2008); CAS (2010);
Rosso-Debord 2010.
26 The first one on “society and aging” (President: A. Morel, 54 members); second on demographic
and financial trends for dependency (President: J-M. Charpin, 40 members); third on “services
for elderly people” (President: E. Ratte; 57 members), and fourth on “funding strategy of the
dependency policy” (President: B. Fragonard; 52 members).
27 http://premier-ministre.gouv.fr/information/questions_reponses_484/est_cinquiemerisque.
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additional social contribution appears difficult to develop (Albouy 2009). Thus, it is
perfectly clear that the new Fund (caisse nationale de solidarité pour l’autonomie) is
quite different from the Social security funds (“caisses de sécurité sociale”), which
exist in the fields of health, pension, and family: the social partners are not represented
on the board (conseil d’administration) of the CNSA, and so there is no compulsory
contribution from salary.28 It is, however, impossible to consider the French LTC
system to be a social insurance system.

The question of the insurability of the risk of dependency is in itself a major
challenge. The unpredictability of the costs involved is an obstacle to the development
of a social insurance policy. The definition of “dependency” is a second problem.
Dependency is a complex risk, due to several different factors: physical, mental, and
social. Defined as the inability to perform some of the most basic daily activities
(getting up, washing, dressing, etc.) without the assistance of a third party, it is
accentuated by social factors, such as the presence or absence of family support. The
precise definition of the risk of dependency is presented by Durand and Taleyson
(2003) as a main condition in enabling the insurability of such risk and in limiting
the uncertainty of the funding.29

Facing these difficulties, the various official reports mentioned above define an-
other conception of this risk. This is the case in the report published by the Senate in
July 2008: “Long term care and the creation of the fifth risk” (La prise en charge de la
dépendance et la création du cinquième risque; Vasselle 2008). The “fifth risk” pro-
posed is in fact a multipillar system, combining public coverage, personal savings,
and private insurance. The first pillar is based on the existing public system, with
the APA and the Fund (CNSA), and defends collective solidarity. It is also aimed at
guaranteeing all older dependent citizens universal access to a needs assessment and
a minimum care package to be allocated at département level.

The second pillar formalizes the contribution made by the recipient and his/her
family: in order to contain the costs, the principle of a “recovery from inheritance”
is reintroduced: above a total household capital threshold yet to be defined (between
150,000 and 200,000 €), part of the amount of APA delivered will be recovered
from inheritance. An alternative is suggested: recipients can choose to receive only
50 % of the APA allowance, without “recovery from inheritance.” As noted earlier,

28 The executive board is composed of representatives of the funding institutions—the State and
local authorities—and representatives of the health branch of the social security system. A specific
consultative board has also been set up (“conseil d’orientation et de surveillance”), which associates
representatives of the private insurances, on one side and of nonprofit organizations providing
services, on the other.
29 The two authors identify two types of approach. The first one refers to “care,” which is defined
as “long-term” and is characteristic of the American (Long-Term Care) or German (Pflegever-
sicherung) systems. The second, the French approach, does not use the term “care” (soins) but
“dependency” or “loss of autonomy.” These notions do not refer to the needs, but to the physical,
mental, and social state of the old person, an approach which makes the assessment of the situation
easier.
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inheritance and its bequeathment to children is very important in French culture, and
so it is highly likely that families will organize themselves to preserve it.30

Private insurance is presented as the third pillar of the LTC system. With up to 15 %
growth annually (Kessler 2008), private insurance is widespread in France. Based on
a “lump sum” logic, the French private system offers a precise definition of the risk
of dependency. Instead of covering personal care needs, which are very difficult to
anticipate, the insurers cover a specific state—high and irreversible dependency—
referring to the Activities of Daily Living (ADLs; Taleyson 2007). But the sector
remains marginal in proportion to the number of people concerned. The objective
of the reform project is to support the expansion of the private insurance market.
Different solutions have been proposed: the introduction of tax incentives to attract
the middle classes, a link with life insurance,31 or a reverse mortgage32 (Courbage
2009). Another official report, produced in July 2010 by a UMP MP (Union pour
la majorité présidentielle, the main right-wing political party; Rosso-Debord 2010)
goes even further in suggesting compulsory private insurance, taken out by individ-
uals from their 50s onward, which could replace the current public allowance. This
report also suggests excluding the middle level of dependency from the coverage
(GIR4).

These very controversial propositions, based on the development of private insur-
ance, immediately attracted a powerful response. The socialist party and the main
left-wing social partners, as well as various left-wing think tanks, consider these
projects to be socially regressive, and propose as an alternative the creation of a
real new field of social protection, based on collective solidarity (taxes and social
security contributions). They also recommend a new system of representation on the
board of the CNSA, so as to make room for social partners. Critics also underline the
fact that the cost of such a system would weigh heavily on the middle classes, with
a low threshold to activate the “recovery from inheritance” (150,000 or 200,000 €

of household capital). For the opposition, this reform project is considered to be a
Trojan horse in the social security system: a step toward a dual and liberal model.

Furthermore, the reactions among social and professional partners of the sector
(such as the Union nationale des centres communaux d’action sociale, Association
des paralysés de France, Fédération nationale des accidents du travail et des hand-
icapés, Union nationale de l’aide, etc.) are negative. Most of these organizations

30 Recovery on inheritance was one of the criteria to obtain the first allowance created in 1997 (PSD)
and at that time, many old people were reluctant to ask for the allowance. The reintroduction of such
criteria will probably have similar consequences. Therefore, other solutions have to be proposed.
31 A total of 12.5 million people have such a life insurance contract, which represents 40 % of the
households for a global amount of 1,100 € billion in 2007.
32 Reverse mortgage is a bank loan guaranteed on real estate and used to enable old people to finance
long-term care, without having to sell their property. Some experts (Chen 2001) go even further and
propose to develop reverse mortgage in order to finance life or dependency insurance. But there are
many obstacles to the development of such a system: it is open only to house owners and even for
them it is not an attractive solution, because it could mean the end of succession (Assier-Andrieu
and Gotman 2009).
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consider that the reform is going to weaken both French care policies for older peo-
ple and representation of users and citizens in the system. They would also prefer to
develop a real social insurance, with new collective contributions. To demonstrate
their opposition, they even wrote a manifesto entitled: “In favor of a real fifth risk”
defending the creation of a universal social allowance, which was published online.33

The latest reports, published in June 2011 after very broad consultation of the
main players, appear to be a sort of compromise. For example, the report on the
funding scenarios (Group 4, Fragonard and Juéry 2011) decided to present three
main scenarios without officially supporting any of them, even though there was a
clear consensus among a large majority of actors in the group to exclude one of them,
namely the compulsory private insurance option. The three scenarios are as follows:
consolidation of the current system (in order to reduce private costs for users); the
introduction of a new branch of the social security system (universality option); and
a new system based on compulsory private insurance.

What can we learn from this last step in terms of the reform process? An initial
component of the policy framing is the political agenda: elections and political
campaigns. The intensity and radicalism of a reform is directly connected to the
period of the reform in the political agenda. A second component is the strategy: it is
in a government’s interest to push some radical propositions in official reports, even
if they are not acceptable and will not be adopted in a first step. But these radical
propositions are just showing the way and providing an impulse toward negotiation.
For example, after showing its muscle in announcing a radical turn toward private
insurance, the party in power seems to recognize that its room for maneuver is very
small in the context of a presidential campaign, which is only just beginning, as long
as its champion, President Sarkozy, has public approval ratings of less than 30 %.

A third dimension is the recourse to official reports. The rate of their production
makes it seem as though repetition of the data, challenges, and solutions has a
first objective: to impose certain inevitable solutions. Hearing the same statements,
hypotheses, and propositions month after month, year after year, public opinion is
progressively socialized to expect a given scenario.

We are still waiting for this new major reform, now postponed until next Presi-
dential election (Spring 2012). The financial crisis is certainly playing a key role in
this attitude of waiting: “Room for maneuver disappeared in the financial turmoil”
(Vanackère 2009, p. 4). The Fillon government is clearly also aware of the politi-
cal risk involved in moving toward private insurance policies too fast and many of
the professional partners concerned (Fédération française des sociétés d’assurance,
Fédération nationale des mutuelles de France, caisse nationale de prévoyance, etc.)
are criticizing the project. We would wager that this plethora of proposals will lead
to nothing much: big build-up; fizzle finish.

33 http://collectif-pour-un-vrai-5eme-risque.over-blog.com.
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Chapter 8
Long-Term Care Reform in Austria: Emergence
and Development of a New Welfare State Pillar

August Österle

8.1 The Broader Context of Reform

The Austrian welfare state is commonly identified as a conservative, corporatist, and
familialistic welfare state with social insurance against major social risks. Regulatory
roles are divided between the central and the provincial level. The delivery of social
services is mostly by public and private nonprofit providers (Österle and Heitzmann
2009). Until the early 1990s, social policies in Austria were characterized by expan-
sion. From the 1980s, however, cost containment concerns became more prominent
and led to a relative stability in the level of social expenditure from the mid-1990s.
Public social expenditure as a percentage of GDP increased from 26.1 % in 1990
to 28.9 % in 1995, and stood at 28.3 % in 2008 (compared to 26.2 % in the EU27
average).

Developments in long-term care were different. Until the early 1990s, long-term
care was not identified as a distinctive “social risk.” The bulk of care was pro-
vided within families and households, mostly by women. Public support was based
on provincial social assistance legislation. Strong family orientation was rooted in
widely shared perceptions that it is the family’s responsibility to provide care to fam-
ily members, both children and frail older people. This perception was also supported
by legislation, requiring family members, e.g., to contribute to the funding of care
when residential care was needed. Historically, the major source of public cofunding
for long-term care was poverty relief programs. These were replaced by provincial
social assistance schemes in the 1970s. Different from earlier poverty relief programs
attempting to provide a subsistence level, regional social assistance laws also began
incorporating social services supporting older, chronically ill, and disabled people
(Melinz 2009; Tálos and Wörister 1994). Until the 1980s, provision of long-term care
services was dominated by residential care. Providers were either public authorities
or private nonprofit organizations. Community care services have historically been
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available in some locations, but remained unavailable in large parts of the country.
Only since the 1980s, there has been a stronger political rhetoric to expand commu-
nity care services. Overall, until the early 1990s, long-term care was not addressed as
a distinctive field of social protection. The provision of public support for long-term
care was split between federal benefits (including a pension supplement from 1958
and medical home nursing introduced in 1992), regional benefits and services for
people with disabilities, social assistance-funded services, and a child care benefit
supplement for children with disabilities, and tax regulations (Pfeil 1996).

Initiatives and debates that started in the 1980s finally led to a major long-term care
reform in 1993 (see Sect. 8.2). At the core of the reform was a novel and nationwide
“cash for care” program. In addition, the reform has contributed to establishing a
common understanding of the policy field and confirmed the regional responsibility
for service development in residential care and in community care. In Austria, long-
term care is now defined as care for people of all age groups in need of constant
support due to chronic illness or disability. Care is now organized around three main
pillars: family care, cash for care, and social services (Österle 2001). Since the 1993
reform, developments in long-term care have been characterized by gradual changes,
by measures of expansion, in particular with regard to social service development
and support for informal carers, but also in terms of retrenchment (see Sect. 8.3). A
further intensely debated reform was implemented in 2007 as a response to a growing
gray economy of migrant care (see Sect. 8.4).

This chapter analyzes the reform developments in the Austrian long-term care
sector. In studying the developments from the establishment of long-term care as
a separate social policy field in 1993 up until today, this chapter focuses on two
major aspects: (1) it analyzes the aims, tools, and effects of major reforms and of
gradual changes in that period; and (2) it studies the driving forces behind the changes,
including the role of actors and the specific reform mechanisms. The analysis follows
the framework introduced in the introductory chapter.

8.2 The 1993 Cash for Care Reform

Year 1993 marked a major turning point for the Austrian long-term care system. The
reform implemented in that year included both central and provincial regulations and
a so-called State–Provinces Treaty. The latter was a result of the federalist structure
of this country, wherein both central and provincial levels have responsibilities in
relation to the provision and funding of long-term care. State–Provinces Treaties
are aimed at making arrangements between governmental levels where complex
matters of competence have to be resolved. The 1993 Treaty on Long-Term Care
was aimed at a system of uniform principles for social protection towards the risk
of long-term care. The first major element of the agreement was a ‘cash for care’
system detailed in a Federal Long-Term CareAllowanceAct, and, following the same
principles, objectives, and provisions, in nine Provincial Long-Term Care Allowance
Acts (see below). In addition, the agreement confirmed provincial responsibility for
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social service developments. Provinces had to develop an adequate infrastructure of
residential, semiresidential, and community care services. To achieve this, provinces
were required to establish plans on the future need and development of services at the
regional and local levels. The agreement included information on how to structure
these plans, while criteria for services and quality remained rather vague. Finally, the
central level took responsibility for developing a system of social insurance coverage
for family carers. For the respective services and benefits, the treaty established that
costs had to be covered by the competent governmental level. The treaty was signed
in May 1993 and became effective on 1 January 1994.

Together with the treaty, the care allowance system became effective on 1 July
1993. The system was introduced with a Federal Long-Term Care Allowance Act
and nine Provincial Long-Term Care Allowance Acts, following the same provisions
(Pfeil 1994). Responsibility for funding the care of recipients in receipt of other cur-
rent or potential federal benefits, such as pensioners, lies with the federal state, while
provinces are responsible for funding the care of recipients with no federal benefits,
such as recipients of social assistance and for provincial or local civil servants. From
2012, however, the central level will become the only competent governmental level
for the administration of the care allowance scheme. According to the legislation,
individuals of all age groups with care needs above 60 h per month (above 50 h per
month prior to 2011) are eligible for the care allowance (Pflegegeld). The benefit is
defined as a contribution to care-related expenses and is paid in seven different levels
to those in need of care (see Table 8.1). Different from budget-oriented cash for care
systems, there is no predefined use of the benefit in the Austrian system. The care
allowance is paid to about 5.1 % of the Austrian population or 432,739 recipients (as
of 31 December 2009). At the end of 2009, 54 % of recipients were in benefit levels
1 and 2 and 15 % of beneficiaries were in benefit levels 5–7 (see Table 8.1). The 82 %
of beneficiaries were aged 61 and above and almost 50 % were aged 81 and above.
Recipients of the care allowance account for about 19 % of the total population of
those aged 61+ and for about half of the total population of those aged 81+.

According toArticle 1 of the Federal Long-Term CareAllowanceAct, the intended
purpose of the new scheme is to provide a lump sum contribution for care-related
costs, ensuring recipients of necessary care and help and to improve the opportunities
for a self-determined life. Following the debates leading to the enactment, the care
allowance system aims to enable chronically ill people to stay in their private homes;
promote autonomy and free choice of care arrangements; support informal care
provided in the family; and create incentives for consumer-driven community care
development (Badelt et al. 1997; Gruber and Pallinger 1994; Pfeil 1994).

The State–Provinces Treaty, apart from the care allowance scheme, also addresses
social service development. The Treaty confirms regional responsibility for service
development and obliges regions to develop an adequate infrastructure for residential,
semiresidential, and community care development. To achieve this, regions had to
establish development plans covering the 15-year period between 1996 and 2010
(Österreichisches Bundesinstitut für Gesundheitswesen [ÖBIG] 1999). However,
there are only few general standards defined. There are no common benchmarks in
terms of service density and no sanctions attached to the agreement. The organization
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Table 8.1 Long-term care allowance: benefit levels and benefits 1993, 2002, 2011. (Source: BMA-
SK 2011)

Benefit
level

Definition of care needs
(January 2011)

Benefit recip-
ients (31 Dec
2009)

Benefit level

1 July 1993
(€)a

1 Jan 2002
(€)

1 Jan 2011
(€)

1 >60 hb 90,889 181.70 145.40 154.20
2 >85 hb 142,250 254.40 268.00 284.30
3 >120 h 72,975 392.40 413.50 442.90
4 >160 h 62,279 588.60 620.30 664.30
5 >180 h, Exceptional

care needed
38,622 799.40 842.40 902.30

6 >180 h, Care measures
difficult to time or
permanently
required care day
and night

16,484 1,090.10 1,148.70 1,260.00

7 >180 h, Complete
immobility

9,240 1,453.50 1,531.50 1,655.80

aAustrian Schillings (ATS) converted to €: € 1 = 13.7603 ATS
bMinimum eligibility requirements have been changed from 50 h/month to 60 h/month (level 1) and
from 75 h/month to 85 h/month (level 2) from 1 January 2011.

and governance of the two pillars—cash and services—is only loosely connected.
While the care allowance scheme follows nationwide principles, regulations for
social services differ across the nine provinces. Care allowances are established as a
social right, while this is not the case for social services. While a specific cash benefit
level is often used as a criterion defining access to publicly cofunded services, the
content of service use is determined separately. Assessment procedures for the cash
and the service pillar are not integrated. As a consequence, developments in the cash
for care system and in the service sector are not systematically coordinated, leaving
considerable room for unintended effects and reactions.

This leads to the question about the factors that have driven the development of a
cash-oriented and tax-funded long-term care policy in Austria. Behning (1999) de-
fines three phases leading to the 1993 reform. The period prior to 1985 is defined as a
“period of problem definition.” Activities started with emerging critique on the status
quo in the 1970s and in particular with activities around the UN “International Year
of Disabled Persons” in 1981. Key actors at that time were representatives of people
with disabilities (organized in theAustrian Working Group for Rehabilitation) and an
Austrian National Committee bringing together representatives of disability organi-
zations, social service providers, and central, regional, and local levels. Documents
from that period published by the aforementioned stakeholders already proposed a
cash for care system. The second phase is defined as the “agenda setting period”
lasting from the mid-1980s until 1990. In the second half of the 1980s, disability
organizations and Members of Parliament intensify their efforts in lobbying for a
long-term care reform. A 1988 Working Group, not specifically addressing people
with disabilities, but individuals in need of long-term care, indicated an attempt to
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broaden the focus beyond the interests of disability groups, even if the latter re-
mained the main drivers of the reform debates. It was disability organizations and
provinces in particular that pushed for long-term care reform in this phase. From the
late 1980s, some provinces become increasingly active in the debate, the two West-
ern provinces of Vorarlberg and Tyrol favoring a cash-oriented system and Vienna
favoring a service-oriented system. At that time, the provision of social services was
comparatively well-developed, both in Vorarlberg and in Vienna. Vorarlberg, a more
rural region with smaller cities and dominated by conservative governments, in many
respects, has a tradition as innovator in local social policies. At the same time, family
orientation is strong in this province. In Vorarlberg and in Tyrol, the cash benefit ap-
proach was favored as a measure to support families in care provision and to facilitate
care in the private environment of the user. Vienna is the most urban agglomeration
in the country and is dominated by social democratic governments. This provincial
government strongly preferred federal support for social service development. The
Working Group, however, closed its activities in the early 1990s without consensus in
terms of both cash versus service orientation and funding. Nonetheless, activists fur-
ther drove debates towards a nationwide reform. Developments were also facilitated
by the introduction of a regional ‘cash for care’program in the province of Vorarlberg
in 1990, which later became an important template for the nationwide scheme.

The third phase of “policy formulation” (1990–1993) started after the federal
election in October 1990. The new government defined the objective as the develop-
ment of a comprehensive nationwide system of social protection towards the risk of
long-term care. Policy formulation was delegated to several working groups and was
repeatedly pushed by manifestations of disability organizations, including a hunger
strike. In 1991 and 1992, draft acts were sent out for expert opinions. Cash versus
service orientation was a major issue of debate. While the Minister of Social Affairs
(social democrat) was supportive of the ‘cash for care’system, the capital city Vienna
(which at the same time was a province), governed by the Social Democratic Party,
promoted a service model. The ‘cash for care’ approach was also supported by the
Conservative Party, in particular by some of the provinces, and by the Green Party.
Disability groups, as throughout the reform process, were strongly advocating for the
cash option. In this phase, funding became a second major issue in the discussions.
Some provinces (in particular Vienna and Salzburg, governed by social democratic
and conservative governments, respectively) and some representatives of the gov-
erning coalition parties (the Social Democratic and the Conservative Party) stressed
the budgetary implications and recommended a step-by-step introduction. Social
partners also became more involved in the debates in this phase. The trade unions
(voluntary membership) and the Chamber of Labour (mandatory membership), who
were representing the views of employees, were in favor of a service-oriented system,
and so emphasized the need to strengthen employment in the social services. Before
the enactment of the legislation, the social partners—in particular the Chamber of
Commerce and the Chamber of Labour—articulated strong objections because of the
financial implications for labor-related costs. Together with disability groups, how-
ever, the Minister pushed for full implementation in 1993. The Act finally became
enacted in early 1993 and effective from 1 July 1993.
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With the 1993 reform, Austria confirmed and clarified the traditional model of
shared responsibilities between national, regional, and local levels in long-term care.
Despite the roots in earlier provisions and despite continuity in the general organi-
zation of social service provision, 1993 signified a major turning point in terms of
addressing the challenge of funding and organizing long-term care and in terms of
considerable welfare state expansion from that point. Compared to an earlier federal
benefit—Hilflosenzuschuss, which was paid at a flat rate benefit of about € 220 to
pensioners—the introduction of the care allowance scheme led to an increase of cen-
tral public expenditure by 64 % in 1994. While federal long-term care expenditure
on the care allowance amounted to € 1.34 billion in 1994, it would have been just
€ 0.82 billion according to the pre-1993 legislation (Bundesministerium für Arbeit,
Soziales und Konsumentenschutz [BMASK] 2011). In terms of the care regime or
the broader welfare regime, the reform involved both continuity and change. Unlike
Germany, Austria did not follow the tradition of social insurance. Establishing a fifth
social insurance pillar was not an intensely debated option in Austria. Increasing
labor costs, articulated by the Chamber of Commerce and the Chamber of Labour,
was a major argument against social insurance. However, there was an intense debate
on cash versus service orientation; the latter favored by the region of Vienna and by
social service providers. The final decision for a ‘cash for care’ system was rooted in
a variety of factors. As noted above, disability organizations, following independent
living ideas, emphasized autonomy and self-determination throughout the reform
debates and also strongly favored the cash approach. Political actors across the polit-
ical spectrum were also in favor of a ‘cash for care’ scheme even if for very different
reasons, including support for family care, support for autonomy, for user-driven
market developments, or cost containment. In terms of benefit design, the new care
allowance system replaced a previous highly fragmented and partly means-tested
system of cash benefits. Apart from these policy-specific factors, the use of cash
benefits is also rooted in the broader welfare regime setting. Similar to long-term
care policies, cash orientation also characterizes family policies in this country (Leit-
ner 2011). In terms of the welfare mix (dominated by public and nonprofit providers),
the 1993 reform did not establish any particular incentives for changes. However, it
was assumed that the cash benefit would induce consumer-driven developments in
service provision. Finally, the new care regime retained a strong family orientation,
even if actors pushing for the reform had very different perspectives on the role of the
family in terms of the delivery of care (Behning 1999). Taken together, the reform
was partly an abrupt transformation and partly it started a process of “reproduction
by adaptation” (Streeck and Thelen 2005).

8.3 Stability with Gradual Changes After 1993

The period after the 1993 reform was characterized by gradual changes, both in the
regulatory framework and as a result of actor behavior. The changes, which led to
both extensions and retrenchment, occurred in three areas, in the ‘cash for care’
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system, in the social service sector, and in policies related to the role of informal
carers. With regard to the care allowance, very little change occurred. There have
been some adaptations in the criteria applied in the assessment, a cut in the benefit
level 1 (in 1996), changes in the definition of benefit level 5 (in 1999), an extension in
the definition of care needs recognizing the particular needs of people with dementia
and of severely disabled children (in 2009), and a tightening of eligibility criteria
for benefit levels 1 and 2 (in 2011). As agreed in the State–Provinces Treaty, benefit
levels were price-adjusted in 1994 and 1995. After that, however, for many years
benefit levels were not adjusted to inflation (see Table 8.2). As a consequence, the
“no changes” policy has significantly decreased the purchasing power of the benefit
by almost 20 %. A cost containment policy was not made explicit, but cost contain-
ment considerations have driven decisions not to adjust benefit levels. In particular,
disability groups and social service providers opposed nonadjustment, but this was
not widely supported in the policymaking arena or by the media.

As mentioned before, in the State–Provinces Treaty, provinces agreed to develop
an adequate infrastructure of residential, semiresidential, and community care ser-
vices. Even though the Treaty did not establish common benchmarks for levels of
provision, the service sector has seen a substantial growth since 1993, with regard to
staff numbers, service provision, and public expenditure. Surveys on long-term care
workers indicate a significant increase in the total number of employees. Between
1999 and 2003, the number of employees in the long-term care sector increased by
about 20 %, by 13 % in residential care, and by 32 % in home care (ÖBIG 2005). This
trend was prolonged in the following period. Between 2003 and 2006, employment
increased by 12 % in the long-term care sector overall, and by 36 % in the home care
sector (ÖBIG 2008). At the same time, the average level of qualification among staff
improved. With regard to service provision, in the residential care sector, the total
number of beds remained relatively stable, but the number of nursing beds steadily
increased while the number of beds with little or no nursing component decreased.
By the end of 2008, residential care facilities provided a total of 72,358 places, with
about 81 % designated as nursing care beds (Bundesministerium für Soziales und
Konsumentenschutz [BMSK] 2008). Total public expenditure for nursing homes in-
creased by 72 % between 2000 and 2008 (BMASK 2009). The home care sector has
also seen a general increase in levels of provision. In 2008, 13.7 million h of commu-
nity care services were provided in Austria, including home nursing, personal help,
consultation, and other services. Compared to the year 2000, this is an increase of
about 30 %. Total public expenditure for community care services increased by 46 %
in the same period (BMASK 2009).

While there is no systematic analysis of the forces that led to the growth of the
service sector, several factors have to be taken into account. Firstly, the care al-
lowance has increased the purchasing power of potential users. At the same time,
this effect was limited because copayments to be made by users have been in-
creased since the introduction of the care allowance (Da Roit et al. 2007; Kreimer
2006; Österle and Hammer 2007). The calculation of copayments differs between
provinces, but is usually designed as a combination of a flat rate contribution related to
the care allowance, and a means-tested contribution related to the income of the user.
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Table 8.2 Changes in the Austrian long-term care system 1993–2011

Effective from Changes in the long-term care system Central (c)
Provincial (p)

1 July 1993 Introduction long-term care allowance (Pflegegeld):
Federal Long-term Care Allowance Act
(Bundespflegegeldgesetz), Provincial Long-term Care
Allowance Acts (Landespflegegeldgesetze)

c, p

1 January 1994 State–Provinces Treaty: defining federal and provincial
responsibilities in long-term care

c, p

1 January 1994 Increase care allowance by 2.5 % c, p
1 January 1995 Increase care allowance by 2.8 % c, p
1 January 1996 Regional development plans for residential,

semi-residential, and community care services
implemented (covering 1996–2010)

p

1 January 1998 Family carers: subsidized pension insurance (hypothetical
employer contribution paid by the state)

c

1 January 1999 Redefinition eligibility criteria for care allowance level 4 c, p
1 July 2001 Elimination of the previous age limit (3 years) in the care

allowance scheme
c, p

1 July 2001 Family carers: noncontributory social health insurance
from care allowance level 4

c

1 July 2002 Family hospice leave scheme c
1 January 2004 Financial support scheme for temporary respite care c
1 July 2004 Residential Home Act (Heimvertragsgesetz) c
1 January 2005 Increase care allowance by 2 % c, p
1 July 2005 Residential Home Residence Act

(Heimaufenthaltsgesetz)
c

26 July 2005 State–Provinces Treaty on a modular educational system
for social care professions

c, p

1 July 2007 Regularization 24 h care: Home Care Act
(Hausbetreuungsgesetz), amendments to several other
Acts, introduction of financial support scheme for
24-hour care

c, p

10 April 2008 Amendment to the Health and Nursing Act c
1 November 2008 Financial support for 24 h care: extension of benefit,

abolition of asset test
c, p

1 August 2009 Family carers: free social pension insurance and
noncontributory social health insurance from care
allowance level 3

c

1 January 2009 Increase care allowance by 3–4 % c, p
1 January 2009 Extension in the definition of care needs recognizing the

particular needs of people with dementia and of
severely disabled children

c, p

Till 1 January 2009 Recourse to family members in funding residential care
abolished in all provinces

p

1 January 2011 Tightening eligibility criteria for benefit levels
1 and 2

c, p

For the provincial level, only changes implemented in the entire country are listed.
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In addition, copayment schemes might differ in whether and how they refer to house-
hold composition. For example, in Vienna, copayment calculation considers the level
of the care allowance, the income of the user, and the number of service hours needed.
The maximum copayment is € 24.95 per hour for home nursing or € 19.00 for home
help in 2011 in this province. For specific services, low-income users can be ex-
empted from copayments. Another limitation in the purchasing power of the care
allowances arises from the aforementioned lack of regular price adjustment of the
benefit. Secondly, the evolution of social services was determined by the regional
development plans, which led to activities on regional and local levels in expand-
ing home care services (ÖBIG 2008). The rhetoric of “outpatient before inpatient”
was increasingly translated into policies by offering residential care to those with
more extensive care needs and by developing social services to enable users to re-
main at home. Thirdly, while family orientation and the sole use of family care are
still widespread in Austria, community services increasingly became perceived as a
supplementary option to cover specific care needs (Österle et al. 2011).

Throughout the past two decades, there have been repeated calls for some har-
monization in the social service sector beyond provincial borders. While respective
attempts have regularly received considerable opposition, harmonization became ef-
fective in three particular areas. The provisions of the Residential Home Act (2004)
and the Residential Home Residence Act (2005) were aimed at transparent relation-
ships between residents and homes and included regulations on contracts, personal
rights, and confidentiality (Ganner 2005). In 2005, a State–Provinces Treaty estab-
lished the framework for a modular nationwide educational system for social care
professions, which was implemented at the regional level until 2008 (BMASK 2011).

The third area of change after 1993 was in relation to the provision of support mea-
sures for informal carers, or, more specifically for family carers. The State–Provinces
Treaty required the central level to establish a system of social insurance coverage for
family carers. The respective steps took more than a decade to implement. From Jan-
uary 1998, family members caring for a care allowance recipient with benefit level 5
and above had access to social pension insurance coverage at a reduced contribution
rate. Later, this option was extended to family members of care allowance recipients
in receipt of benefit level 3 and above. However, the take up remained low. Only
from August 2009 have contributions for social pension insurance of family carers
been fully covered by the state, if the care receiver is in receipt of benefit level 3 or
above. Noncontributory coverage for social health insurance has been available for
family members caring for someone with benefit level 4 and above since 2001. From
August 2009, eligibility is extended to family members caring for a care allowance
recipient with benefit level 3 and above. Apart from family members, this option is
also open to nonkin if they have been living in the same household with the person in
need of care for at least 10 months. Several other measures also address the needs of
family carers; however, many of these, only as pilot programs or as programs limited
to single regions or single provider organizations. A nationwide financial support
program is offered for respite care for family members caring for someone in receipt
of benefit level 3 and above, and—from 2009—when caring for people with demen-
tia or for children in receipt of benefit level 1 and above. This support is means-tested



168 A. Österle

and is limited to a maximum of 4 weeks per year. Another major federal program
supporting informal care is the Family Hospice Leave Scheme (introduced in July
2002) allowing 3 months leave (extendible to 6 months) when caring for a terminally
ill family member. For seriously ill children, it can be extended to 9 months (since
2006).

The period from 1993 until today is then characterized by mostly moderate and
gradual regulatory changes but quite substantial extensions in the level of social
service provision. In the social service sector, regional development plans had an
important indicative role for these changes. Changes were not the result of a major
new legislation but of changes in the institutional and administrative practice between
social service providers and provincial and local levels. Changes on the ground have
also been important in terms of case management or quality management procedures.
In this period, social service providers, in particular a Working Group representing
the major provider organizations became key actors in pushing for further reforms.
Disability groups remain another key actor, in particular in advocating the particular
‘cash for care’approach, while representatives of senior organizations—at least until
very recently—have not been proactive in calling for long-term care reforms.

Taken together, the period after 1993 can be characterized as one of regulatory
stability. Changes in that period do not signify a move away from the model imple-
mented with the 1993 reform. There has been a considerable extension in community
care provision, but without any major changes in the regulatory framework. There
have been repeated calls for some harmonization in social service delivery across the
country. The aforementioned central laws on residential care and the State–Provinces
Treaty on the educational system indicate some trend in that direction, but it is un-
clear whether this is the beginning of a “layering” process (Streeck and Thelen 2005),
which will lead to convergence in the governance of social service provision. While
debates on the future of long-term care arise now and then, it was only in the summer
2006 that long-term care again became a major public policy issue.

8.4 The Regularization of Migrant Care 2007

From the 1990s, an increasing number of migrant “24-hour care workers” have
been providing paid care work in private households in Austria. What started as
informal arrangements in border regions based on informal social networks across
borders soon developed into a system where commercial agencies acted as placement
organizations. The typical arrangement was with two carers working on a fortnightly
shift in one household. The characteristics of the Austrian care allowance scheme,
limitations in the availability and the affordability of home care services, and the
availability of cheap labor just across the border in an increasingly open border
regime have been identified as major drivers of the emergence of a gray economy of
care (Österle and Hammer 2007; Schmid 2009).

It is estimated that at least 30,000 or so, 24 h care workers have been active in Aus-
tria in 2006 (Schmid 2009). The respective work arrangements have predominantly
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been outside labor and social security regulations. After a media-driven debate (see
below), the first regulatory step was an intermediate amnesty. Accordingly, there was
no prosecution for illegal 24 h care work arrangements until June 2007, later extended
until June 2008. The regularization of 24 h care became effective from July 2007. At
the center of the reform was the Home Care Act (Hausbetreuungsgesetz) defining
a new occupational group, the personal care workers. Such individuals can work as
self-employed or as employees, though the latter are to some extent rare because
of work time and social security regulations, which make this option considerably
more expensive. The implementation into the broader care and labor market regime
was achieved through amendments to several laws. The reform determines qualifi-
cation requirements, which are linked to a financial support scheme, and the tasks
that personal care workers are allowed to perform. As a qualification requirement,
the reform accepts a training course equivalent to that of home helpers (amounting to
200 h), but also proof of previous care work experience in a private household for at
least 6 months. To users of the arrangement, the regularization involves considerable
additional costs. To ensure affordability, the second major objective of the reform,
a financial support scheme, was added to the Federal and the nine Provincial Long-
Term Care Allowance Acts. The respective benefit is means-tested and amounts to
a maximum of € 1,100 per month (€ 800 until October 2008) for employed per-
sonal care workers and to a maximum of € 550 per month (€ 225 until October
2008) for a self-employment arrangement (BMASK 2009). In spring 2011, about
27,000 individuals have been registered and are active as self-employed personal
care workers.

Apart from regularizing employment arrangements in private households, the re-
form has also some important indirect implications for the long-term care sector
more generally, and will probably impact on the development of the sector to an
even greater extent in the future. After the regularization, social service providers
have also started to act as placement organizations. With the involvement of social
service providers, a coordination of the different types of services and even the in-
clusion of personal care in case management procedures might gradually become
more common (Österle and Bauer 2010). The personal care scheme allows a connec-
tion of a previously gray economy of care with the traditional social service system.
However, the construction of the new personal care arrangement could also encour-
age a tendency toward deprofessionalization. Compared to social care workers with
similar tasks, formal qualification requirements for personal 24 h care workers are
smaller. Given both the costs involved and the work time the different arrangements
allow, 24 h care can become a significantly cheaper and more attractive option for
users than traditional home care services, in particular where users need extended
hours of home care services and where they have to make larger copayments (Österle
and Bauer 2010). However, while the regularization establishes labor and social se-
curity rights, personal 24 h care work often remains a precarious work arrangement.
This is because of the dominance of the self-employment arrangements and because
of the particular patterns of the work arrangement such as the hidden character of
work in private households or the insecurity in the duration of the work relationship
(Haidinger 2010; Kretschmann 2010).
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The initial impulse for the regularization of 24 h care was an intense, media-driven
debate in the summer of 2006. Prior to a federal election on 1 October 2006, the
illegal status of migrant care arrangements suddenly became a major public issue
in that summer. The starting point was a couple of cases in Lower Austria, where
individuals were charged for the illegal employment of carers in private households.
These cases were reported in the media. A few similar cases had been recognized in
the media before, but this time the issue turned into a broad and intense public debate.
Not least because media-disclosed cases included families of leading politicians who
had been using migrant care work. The context of a preelection phase during the usual
media summer slump allowed long-term care or rather, the issue of migrant care, to
become a major issue of public debate. In view of the election, there was considerable
consensus in the messages of the political parties, which were also widely supported
in the media: (a) that the arrangements were illegal, (b) that care recipients should
not be kept responsible (following the assumption that they often did not have any
affordable alternative to receive the necessary care), and (c) that politicians should
urgently find a response. The short-term response was a temporary amnesty, followed
by the reform outlined above.

The main actors in the preelection period were the media and representatives of
political parties. While early responses by the governing parties attempted to play
down the significance of migrant care (“there is no stage of emergency in long-term
care”), it soon became obvious that the public debate would not fade away. Soon,
there was consensus on the aforementioned messages. However, there were signifi-
cant differences in the ideas about how to regularize migrant care (Bachinger 2009).
Most parties supported approaches to legalize 24 h care, except for the right-wing
parties (after a split, one of these parties was coalition partner, the other opposition
party), who were calling for approaches to employ Austrian workers rather than mi-
grants. Representatives of the governing Conservative Party emphasized the need
for legalization, but also a need to consider the costs that regularization would in-
volve. Opposition parties and the unions strongly criticized low-cost regularization
approaches for legalizing highly precarious work contracts. Overall, the two domi-
nant issues in the debates were regularization and affordability. A call for extensions
in community care and an emphasis on quality of care, mainly articulated by social
service providers and by representatives of the nurse and social care professions,
received little support beyond rhetoric. Altogether, the debates and the policy re-
sponses discussed in 2006 and 2007 were almost exclusively around 24 h care. Any
attempt to take the opportunity for a more far-reaching reform of the long-term care
system was not taken up.

The 2007 regularization reform consisted of two major elements. The Home
Care Act defined a new occupational group, the so-called personal care workers in
private households, who can work either as self-employed personal care workers
or as employees. The self-employment mode became the preferred option, both
because of the lower costs involved and because of the flexibility in work time
arrangements. The second major effort of the 2007 reform was a financial support
scheme to ensure affordability of the personal care arrangement as compared to
the previous irregular 24 h care arrangement. The Home Care Act was passed as
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proposed by the government, despite much criticism. The debate on the financial
support scheme, however, continued for the entire year of 2007 (Bachinger 2009). In
particular, it was disputed how to share funding responsibilities between central and
provincial levels and how to define means-testing criteria. Originally, means testing
considered income and assets of the user. After one province started to abolish the
asset test, others followed soon, which led to the abolition across the country in
November 2008. These debates led to an interesting side effect in the residential
care sector. In the course of the discussions, recourse toward family members in
funding residential care—still in place in the majority of provinces at that time—was
abolished.

From a care regime perspective, 24 h care was an unintended development. There
was no reference to the potential development of a gray economy of care in the early
1990s. However, the concept of 24 h care and the particular arrangement did fit with
a predominant care responsibility culture (Weicht 2010). Most actors have always
emphasized care at home as a preferred care arrangement, even if with very different
understandings of the role of the family and other potential caregivers. The care
allowance established social rights and extended public support, but at the same time
followed the familialistic tradition. When families were unable to provide necessary
care for long hours, 24 h care often offered the only option for home care. Before
the regularization, however, 24 h care was a separate pillar, parallel to the traditional
social service sector. Following law suits, service providers even followed a policy not
to provide services when there was a 24 h care worker in the private household. The
regularization was an effort not only to develop a framework for legal employment of
care workers in private households, but also to establish qualification requirements
and task descriptions to contribute to an integration of services.

Separate from the 1993 reform and the phase of continuity that followed over the
next 15 years, the regulation of 24 h care can be described as “institutional change
through process sequencing” (Jensen 2009). The reform very strictly focused on
one aspect of the long-term care issue, namely the regularization of a previously
gray economy of care. It did not change the general care regime characteristics, but
has added an important new element. Given an estimated 30,000 irregular 24 h care
workers in 2006, the 27,000 regularized personal care workers in Spring 2011 can be
seen as a success, in terms of take up of the regularization. In an overall perspective,
however, migrant care is less frequent than in countries like Italy or Spain. Consider-
ing the typical arrangement with two personal care workers on biweekly or monthly
shifts in the private home of the user, the arrangement is used by about 3.1 % of
those receiving a care allowance, or 6.7 % of those in receipt of benefit level 3 and
above. While the personal care work arrangement is used by about 13,500 private
households, there are 130,000 users of traditional home care services. How the two
sectors evolve and whether the two types of services will become more integrated
will have important implications for the future development of the care sector in
Austria.
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8.5 Developments, Dilemmas, and Perspectives

The 1993 reform marks an important turning point for the ways in which long-term
care is addressed in the Austrian welfare system. Before that reform, responsibilities
for the provision of long-term care were largely attributed to families. Welfare state
responses were highly fragmented (in terms of target groups, eligibility criteria,
and regional governance) and were mostly social assistance oriented. With the 1993
reform, a distinctive welfare sector was established that is regularly covered in public
debates and in the media. Long-term care became defined as a sector that provides
support for people in need of care and help due to chronic illness, disability, or frailty,
independent of their age or the cause of the limitations.

The perception of family responsibility and the actual role of families in caregiv-
ing is still strong in this country, as shown, for example, in Eurobarometer surveys
on preferences and expectations regarding long-term caregiving (European Commis-
sion 2007). At the same time, there is also increasing expectation that the welfare
state should support those in need. The 1993 reform and subsequent developments
have substantially extended public responsibility in this sector. The care allowance
is designed as a universal benefit, but as a benefit that contributes to, rather than
fully covers care-related costs. In the residential care sector, the major change has
been a move towards settings that primarily focus on those with more severe care
needs. The community care sector has seen a substantial increase in the level and
the diversity of services. Services became available across the country, which has
reduced previous enormous territorial inequalities in the availability of respective
provisions. Despite these expansions, there has also been some significant retrench-
ment. A major example for cost containment is that care allowances for many years
have not been price-adjusted. The tightening of eligibility criteria for benefit levels 1
and 2 in 2011 is another example. On the other hand, in 2009, eligibility for disabled
children and for people with dementia was facilitated. This indicates that there is
some trend to limit access for those with more moderate care needs and to extend
it for those with more intense care needs. In the service sector, retrenchment is less
visible because of a general expansion of services. However, limitations in publicly
cofunded provisions or the specific rules for calculating copayments put a limit to the
respective provisions. It was not least these limitations in social service consumption
that helped the development of 24 h migrant care to become an additional option be-
tween family care and publicly cofunded community care provisions from the 1990s.
The illegal work status only became a major political issue in 2006 leading to a regu-
larization of migrant care work in private households in 2007 and a financial support
scheme with the aim to ensure affordability for users. While the approach opened
up a new regular option for arranging the necessary care, it was also recognized as
a cost-effective way to provide long hours of care.

Overall, there is broad support for the major elements of the current long-term
care system in Austria. There are, however, also important tradeoffs and dilemmas.
The cash orientation is a strong pillar in the Austrian system. It is supported and
defended with reference to concepts of autonomy and choice as well as recognition
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and support for family care, but also for reasons of financial sustainability. Giving
more substance to these aims reveals potential conflicts. For example, despite the
existence of the cash benefit, choice is still limited as the benefit remains too small
for many to actually exercise a broad range of choice options. The emergence of
24 h care was at least in part a response to this limitation. Another area for potential
dilemmas is the link between cash provision and service consumption. In the German
long-term care insurance system, ‘cash for care’ and services are integrated in the
same system. Users have to make an explicit choice between ‘cash for care’ or
services, or a combination of the two. In Austria, ‘cash for care’ and services are two
separate pillars of the long-term care system. Applications for ‘cash for care’ and for
service provision are two different procedures. Also, in contrast with Germany, there
is no quality system in place to carry out regular inspection visits of the homes of
care allowance recipients in Austria, even though recent programs attempt to at least
partly cover recipients with such visits. These missing links between the cash and
service system limit room for systematic quality assurance and for consultation and
advice to care users and family carers. It is not least cost containment considerations
that hinder broader implementation of such tools. Another area of conflict is the issue
of professionalization. Evidence for the 1990s and the early 2000s shows that staff
numbers have grown, in particular among those with larger levels of qualification
(ÖBIG 2005, 2008). This is at least partly because of more intense care needs of
users (in particular in the residential care sector), but it also indicates a further
professionalization of the sector. On the other hand, the recent regularization of
24 h care offering relatively cheaper options for care work provision with smaller
qualification requirements might create incentives for deprofessionalization, even
more so when budgetary pressures increase (Österle and Bauer 2010).

While many of these issues regularly appear in the public debate, the current dis-
course is dominated by two major themes, the multilevel character of long-term care
governance and the future funding of long-term care. Long-term care is character-
ized by the division of responsibilities between health and social care and between
central, provincial, and local levels. While the care allowance scheme has been based
on a Federal and nine Provincial Long-Term Care Allowance Acts, provisions have
been harmonized across the country. According to a proposal already agreed between
central and provincial levels, the central level will become the only competent gov-
ernmental level for the administration of the care allowance scheme from 2012. In
addition to the care allowance scheme, social insurance coverage for family carers is
a federal responsibility. The provision and funding of residential and community care
services, instead, is a provincial and local responsibility. In the health care sector,
social health insurance funds—responsible for medically defined nursing care—are
also important actors. As a consequence, attempts to further develop the system, to
improve integration between health and social care, to better link cash provision and
service provision, or to partly standardize procedures in the service sector across the
country require cooperation and consensus between central and provincial levels.

Compared with other federal states, Austria is a relatively weak example (Ob-
inger 2005). This is particularly true with regard to central fiscal jurisdiction. The
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allocation of tax revenues to provinces and communities follows a fiscal equaliza-
tion scheme. While federalism has often been identified as a barrier in welfare state
expansion (Obinger et al. 2005), the federal structure in Austria, in a historical per-
spective, has also worked as a driver of innovation. The 1993 long-term care reform
with some provinces as major drivers of the reform is an example of this. Currently,
however, multilevel relations seem rather conflict-loaded in this country. This is true
for long-term care, but also for other areas where competencies are split or where
specific central and provincial responsibilities overlap, as in health, education, or
child care. Despite considerable ideological differences between political parties,
conflict lines on specific questions between the central level and the nine provinces
often interfere with differences between political parties. This can work as a major
hurdle for the development and implementation of reforms where central and provin-
cial competences exist in the same sector. Many commentators have therefore called
for a fundamental revision of central and provincial roles in this country.

In the recent past, the regularization of 24 h care, the introduction of the Res-
idential Home Act, and the Residential Home Care Act are examples for federal
legislation, while the harmonization of the educational system builds on a State–
Provinces Treaty. In other areas, convergence took place. Examples are some
convergence in social service development during the past two decades, which is
due to provincial development plans and the political will to extend service infras-
tructure, or the abolition of recourse to family members in funding residential care in
all provinces till 2008. Another typical feature of reform proposals with substantial
financial implications is that representatives of central, provincial, or local levels
call for a renegotiation of the fiscal equalization scheme. This was the case when
the financial support scheme for 24 h care was introduced. Also, in current debates
about the future system of funding long-term care, there are repeated calls to link
this with a renegotiation of the fiscal equalization scheme.

Financial sustainability was always part of long-term care debates, but mostly
just as one aspect among others. In the more recent and current debates, financial
sustainability and the development of a new funding scheme have come to the fore-
front of long-term care debates. From the 1990s, several studies have looked at the
implications of aging societies and the growing pressure on traditional family care
models for future care needs and future long-term care expenditure (Badelt et al.
1996; European Commission 2009; Mühlberger et al. 2008; Streissler 2004). Ar-
guments for a new funding scheme refer to the budgetary implications arising from
sociodemographic changes, from the need to further expand publicly cofunded pro-
visions and from already pressing budgetary situations on provincial and local levels,
but also with reference to the existing general tax-funded system that might be more
vulnerable to short-term cuts than a social insurance system. While the reform di-
rection is still rather vague, various actors have become involved. A Working Group
of the largest social service providers has worked out a proposal for a new funding
scheme. Representatives of the Ministry, political parties, senior organizations, and
disability groups have also articulated the need to establish a new funding scheme.
The concept put forward for a structural reform is currently termed a “long-term
care fund.” Indeed, a move towards social long-term care insurance is regarded
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rather critically by most actors. Following the idea of an already existing fund in
family policies, the long-term care fund idea implies that financial means should be
pooled in a long-term care fund, which then serves as the major source for funding
long-term care provisions. To what extent the fund should cover all or just part of
current public long-term care funding is a major issue to be resolved. The multilevel
character of long-term care could create a major hurdle for an agreement. While,
e.g., the central level signals a willingness to financially support social service de-
velopment, provinces oppose any attempt to link this financial contribution with a
harmonization in the governance of social service provision, such as standardization
in eligibility criteria, quality criteria, or copayment arrangements across the country.
While representatives of the central level would be in favor of some harmonization,
it is in particular social service organizations, which advocate for harmonization of
eligibility and quality criteria. Disability groups do not oppose harmonization, but
they fear that strengthening investment in the service sector will lead to a shift from
a cash orientation to a service orientation in the Austrian long-term care system. As
provinces and communities increasingly complain about the rapid growth of long-
term care expenditure, this common challenge of budgetary pressure could finally
work as leverage for a long-term care reform driven by the funding issue, but going
beyond funding and involving broader structural reforms.

Summing up, long-term care is a latecomer in welfare state development inAustria
as in many other European countries (Österle and Rothgang 2010). With the 1993
reform, however, long-term care became established as a distinctive welfare sector.
The reform marks a major turning point in the history of Austrian long-term care
policies, even if the reform also takes on board many traditional patterns of the long-
term care system. Subsequent developments are characterized by continuity and
adaptation but also by significant changes in specific parameters, in particular with
the regularization of migrant care work. In terms of welfare coverage, the changes
imply important extensions and a reduction of inequalities (as compared to the period
before 1993), while cost containment considerations have continuously worked as
a limiting factor. Whether current debates on a novel funding regime will lead to
another major transformation of the Austrian long-term care system will not least be
decided by how diverse interests and conflicts in the multilevel system are resolved.
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Chapter 9
Long Term Care Reform in England: A Long
and Unfinished Story

Caroline Glendinning

9.1 Introduction

This chapter is not about a single reform, or series of reforms. It documents some
major changes that have taken place in the organization and delivery of long term care
in England over the past two decades—in particular the introduction and elaboration
of quasi-markets, and what might be considered to reflect New Public Management
ideas aimed at improving efficiency both within long term care and at the inter-
faces between long term care and acute health care. However, it also documents
the failure over the same period to achieve reform in the critically important area
of funding. It is widely agreed that the current budgets for long term care services
are woefully inadequate and unsustainable in the longer-term; and that the ways in
which these resources are allocated are neither fair nor transparent. It is difficult to
interpret these contrasting developments as characterizing any one of the modes of
transformative change proposed by Streeck and Thelen (2005). Indeed, it is striking
that one series of policy preoccupations—quasi-markets and choice—has been pur-
sued so consistently and assertively over two decades by Conservative, Labour and
Conservative–Liberal Democrat coalition governments alike, when all have found
more fundamental funding reforms much harder to achieve.

A range of political and policy interests—not all with equally high public
profiles—are involved in debates about long term care reform in England. Given
their statutory responsibilities (see the following section), local authorities and so-
cial care professional leaders are important players, as are the associations of private
(for profit and charitable) residential and domiciliary care providers. Organizations
representing older people, people with learning disabilities and articulate campaign-
ing groups of younger physically disabled people are key actors; indeed the latter
groups have exerted major influences over the shape of reforms, by arguing that cash-
based arrangements offer greatest opportunities for choice, control and citizenship.
England also has a long-established and highly effective organization promoting the
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interests of family carers. Because they do not contribute directly to the funding of
long term care, neither employers nor trade unions have historically been involved
in debates about reform, although since 2010 public sector trade unions have begun
to campaign against the coalition government’s public spending cuts by highlighting
the damaging impacts on quality of care.

9.2 Structure and Scope of LTC in England

England is unusual among developed welfare states, not only in the fragmentation
of responsibilities within the care sector, but also in the residual nature of state
funding for long term care and in the variable local arrangements governing access
and levels of provision. Arrangements for funding and delivering long term care
are highly fragmented. There is no single policy, funding or service stream that is
widely understood as ‘long term care’. Resources contributing to long term care
are embedded within the separate budgets of the National Health Service (NHS),
local authorities and the Department for Work and Pensions (DWP). Each of these
also determines its own macro-level policies and micro-level resource allocation
processes.

• Residential care, help with personal care and domestic tasks at home, day care and
other daytime activities are the responsibilities of local authority adult social care
departments. They are funded through a mixture of national taxation, distributed
by central government to local authorities but without ring-fencing for specific
services; local property taxation; and user charges. People with assets above
£ 23,250 (including the value of a family home) are generally unable to access
any local authority-funded residential or domiciliary care and even poor people
pay charges. Overall, income-related user charges make up around 17 % of the
entire spending on social care. Local authorities also have statutory duties to
assess the needs of family carers and provide help for carers, most commonly in
the form of respite care (or funding to be spent on respite care). Local authorities
are additionally responsible for some housing-based support services, particularly
for people with learning disabilities or mental health problems. In relation to older
people, there is currently interest in developing ‘extra care’and supported housing
(specially designed or adapted housing with high level support services on the
premises) as a less costly alternative to residential care.

• The National Health Service (NHS) contributes around £ 3.0 billion to long term
care through the funding and direct provision of nursing care and therapy services
for people in their own homes or residential care. NHS services are funded from
general taxation and are free of charge at the point of delivery. In addition, a small
number of people—about 14 % of all nursing home residents in 2005—have
healthcare needs that are so intensive or unstable that all their care is funded by
the NHS (NHS continuing care), a funding regime equivalent to hospital in-patient
status (Laing and Buisson 2005).
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• Relevant social security benefits include the Attendance Allowance (AA), which
is received by 1.4 million older people needing regular or substantial help with
personal care or supervision; and Disability Living Allowance (DLA), which
is claimed by 2.8 children and working age disabled people and includes an
additional element covering extra transport costs for those with moderate to severe
mobility difficulties. Both benefits are intended to meet the extra costs associated
with disability. Benefit rates vary from £ 20 to £ 131 a week, depending on age,
the level and frequency of help needed and whether the claimant has additional
mobility difficulties. It is extremely difficult to calculate how many eligible people
actually receive these benefits because of difficulties in estimating the size of the
eligible population. Estimates range from 40 to 60 % (AA); 30 to 50 % (DLA care
component) and 50 to 70 % (DLA mobility component; Kasparova et al. 2007).

• Family carers of AA and DLA recipients who have little or no income from other
sources can also claim Carers Allowance, which is intended to replace earnings
lost because care responsibilities prevent paid employment. These benefits are
the responsibility of the Department of Work and Pensions and are administered
nationally. However, because AA is usually included in means-tested calculations
of user contributions for local authority social care, at least some of these benefits
are effectively public expenditure transfers from one government department to
another.

Total UK spending on long term care, as a percentage of GDP, is broadly comparable
with other advanced welfare states such as Australia, Canada and Germany (OECD
2005). However, public expenditure accounts for only about 65 % of this total. The
remainder is made up of user charges (around 17 %) and private purchase of services
(Comas-Herrera et al. 2004). In addition, in 2007, the 6 million informal carers (about
one in ten of the total UK population, according to the 2001 Census) contributed care
equivalent to £ 87 billion (Carers UK 2007).

An estimated £ 13 billion (Wanless 2006) is allocated to people aged 65+ in
England through these different arrangements. However, responsibilities for fund-
ing, assessment and service delivery are profoundly fragmented between different
central government departments and between national and local organizations. Thus
macro-level policies and resource allocations for both social care and NHS services
are the responsibility of (different sections of) the Department of Health. Social care
budgets are determined by individual local authorities; individual local authorities
also decide whether they can support people with only critical level, or less acute,
support needs in the light of their local budgets. There is more uniformity across
England in the allocation of NHS services, but these ultimately rely on local profes-
sional assessments of need and discretion and some local variations still exist. The
DWP administers AA, DLA and Carers Allowance on a national level across the UK
as a whole.

In summary, access to public funding for long term care involves assessments
that use different combinations of several different criteria, including: income and
assets/wealth tests; health needs and needs for medical treatment; capacity for self-
care and risks of harm; and other individual circumstances, especially the availability
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of informal carers. These allocation arrangements lack strategic coherence; are not
transparent or easily understood; may not be well-targeted on those with the highest
level needs (Wanless 2006); and often involve costly duplicate assessments. In ad-
dition, policies and funding for NHS and local authority social care services are the
responsibility of the individual countries of England, Scotland, Wales and Northern
Ireland; only in relation to the DWP social security benefits are eligibility criteria
and entitlements the same across all four countries of the UK (see Glendinning 2007
for further details). The following account relates only to England.

Partly because of this systemic fragmentation and partly because there are no
national thresholds of eligibility for health or social care services, it is very difficult
to estimate the coverage of English publicly-funded long term care services relative
to need. In 2009, a Parliamentary Committee was told by senior civil servants in
the Department of Health that about 6,000 older people had high support needs but
received no social care services or informal care and around 1.5 million people (60 %
of all disabled older people) had some shortfall in their care needs, if it is assumed they
had no informal care to make up the deficit (House of Commons Health Committee
2010, p. 41). Reflecting policies to shift care from hospital and residential settings to
community-based services, there has been a 1 % shift in expenditure from residential
to community services over each of the five years from 2002–2003 to 2005–2007.
During that time, the total number of older residents living in care homes with funding
from local authorities fell by 13 %. Home care services are increasingly targeted at
those with the highest levels of need; there was a 22 % reduction in the number of
households receiving home care services of five or less hours per week during the
same period. Meanwhile, the number of people using non-residential intermediate
care services (see Sect. 9.5.2) following early hospital discharge rose from 98,000
to 225,000.

These structural arrangements have their origins in the institutions of the English
post-war welfare state. In the late 1940s, responsibilities for ‘treatment’ and ‘cure’
were assigned to the newly established NHS, with local authorities responsible for
longer-term personal and practical services for older people. Accordingly, while the
NHS provided for the ‘ill’ and ‘sick’, the 1948 National Assistance Act made local
authorities responsible for supporting people in need of ‘care and attention’ (Means
and Smith 1998). In addition, policies and funding for both health and social care
are entirely separate from cash benefits for maintaining income and living standards,
including benefits to help meet the extra costs of disability and care. The funding
and accountability mechanisms underpinning these divisions of responsibility have
remained fundamentally unchanged ever since. However, the boundaries between
NHS and local authority responsibilities have shifted markedly over time (Glendin-
ning and Means 2004; Lewis 2001). Since the late 1940s, the NHS has withdrawn
from virtually all responsibilities regarding non-medical care for people with long
term support needs. Thus, during the 1970s, a series of central government circulars
defined older people with ever higher levels of frailty and ill-health as ‘appropriate’
for local authority residential care, so that those considered to need ‘care and at-
tention’ came to include people with severe cognitive impairments, those who were
bed-bound and those in the final stages of terminal illness (Means and Smith 1998).



9 Long Term Care Reform in England: A Long and Unfinished Story 183

Similarly, since the mid-1990s, a series of legal test cases and government directives
has restricted long term NHS services to only those with intensive or unpredictable
health needs, as noted above (Glasby and Littlechild 2004; Glendinning and Lloyd
1998).

The following account will focus primarily on developments (and the lack of
developments) within social care. These developments are characterized by the
simultaneous co-existence of, and tensions between, institutional inertia and incre-
mental innovation (particularly the extensive marketization that has been introduced
into English long term care over the past two decades). Thus, long term care ser-
vices have been transformed by two distinct waves of quasi-market development,
and by the search for greater efficiency in service organization and delivery. At the
same time, there have been repeated—and continuing (2011) failures to reform a
system that is widely regarded as inadequate, inequitable and unsustainable; indeed,
it is arguable that the twin pressures of marketization and efficiency have actually
increased the difficulties of introducing more radical, transformative change. The fol-
lowing sections describe these contradictory developments and their consequences:
the introduction and elaboration of quasi-markets within adult social care; the drive
for improved efficiency; and the unresolved problems of funding and fairness.

9.3 The Development of Markets in LTC

The marketization of English social care has occurred in two main phases:

• The community care structural reforms of the 1990s.
• The development of consumerist initiatives from 2000 onwards.

9.3.1 The 1993 Community Care Reforms—Introducing
Markets into Social Care

Until the 1980s, local authorities were both the funders and the providers of social
care services, including home help (domiciliary care) services, residential homes and
day centres. However, a series of reforms to means-tested social assistance benefits in
1980 made it easier for low income older people and those with disabilities to obtain
social assistance funding for the fees for private residential and nursing home care.
There is debate about how far the implications of these changes were anticipated or
unexpected; however, their impact was dramatic. Both local authorities and NHS
hospitals rapidly saw the opportunity to shift responsibilities for funding residential
and nursing care to the social assistance budget and a private market in residential and
nursing homes quickly developed in response to this new funding opportunity. Older
people with low incomes and assets increasingly entered to institutional care solely
on the basis of their low financial means, with no assessments of their actual needs
for care, or consideration of whether alternative domiciliary based services might
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provide appropriate levels of support. At the same time, NHS policies aimed to
close the remaining long-stay hospital provision for people with learning disabilities
and long term mental health problems and move them to community-based accom-
modation. The NHS was also experiencing considerable pressures on its long term
geriatric hospital facilities. Again, social security funding for new community-based
residential care was an attractive option.

Quite simply, these developments illustrated ‘cost-shunting’—the transfer of
funding for long term care from constrained local authority and NHS budgets to
the open-ended, needs-led social assistance budget. ‘The social security budget had
inadvertently come to the rescue of families, local authorities and the NHS, all of
them under tight budgetary limits and increasing demand. What the government had
done was to create an effective voucher system’ (Lewis and Glennerster 1996, p. 4).

The result was an exponential increase in public spending on residential care;
the rapid growth of a private market in residential and nursing home care, funded
through the social assistance budget; and major disincentives to local authorities to
develop domiciliary and community-based services to support people in their own
homes. Between 1986 and 1991, social security spending on residential care rose
from £ 10 m to over £ 2,000 m. For the first time in English social care, a substantial
private care market had developed.

These trends were, however, contrary to the stated government policy of encour-
aging ‘community-based’ care—that is, care for older and disabled people in their
own homes or at least non-institutional settings. The Audit Commission is an influ-
ential independent watchdog, responsible for ensuring that local authorities and the
NHS secure good value for money through their use of public funding. In 1986, the
Commission published a report (Audit Commission 1986), criticizing the ‘perverse
effects of social security policies’ created by the social assistance rules and the con-
sequent rapid increase in residential and nursing home provision, in contradiction to
official policy. The Commission also criticized the fragmentation of responsibility
between NHS and local authorities for community-based care and the lack of a single
organization with clear lead responsibility.

Eventually, the then Conservative government appointed a Committee of Enquiry
to review the resourcing of community care services and advise on changes. The re-
port of this Enquiry (Department of Health and Social Security 1988) recommended
that responsibility for funding and assessing social care needs should rest clearly
with local authority social services departments. However, rather than recommend-
ing an expansion of the volume and range of directly-provided local authority social
care services, the Enquiry argued that choice and efficiency should be stimulated
through a ‘mixed economy’ approach, in which the public, private and voluntary
sectors should compete on an equal footing to provide services: ‘The primary func-
tion of the public services is to design and arrange the provision of care and support
in line with people’s needs’; a ‘mixed economy’ would encourage choice, flexibil-
ity and innovation, in a climate of competition (Department of Health and Social
Security 1988, para 3.4). Information about the range of local needs that should
shape local market development was to be generated through annual community
care plans, created jointly with health and other local partners at the macro/strategic
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level (Lewis and Glennerster 1996; Means et al. 2002). At the level of individual care
recipients (older people or those with disabilities), the assessment of eligibility and
micro-purchasing of services was to be the responsibility of local social care ‘care
managers’. This was an important new ‘gatekeeping’ function, intended to cap the
burgeoning social assistance expenditure on residential care by restricting eligibility
to those with higher levels of need and encouraging the search for less costly and
more appropriate alternative arrangements.

The proposed ‘mixed economy’ in social care reflected the dominant ideology
of the Conservative Government, which was in a powerful position, having just
won its third consecutive election. ‘Mixed economies’ were being imposed on other
local government and National Health Services. The creation of a ‘mixed economy’
in social care was also a response to the then Prime Minster Thatcher’s antipathy
towards public sector services in general and local authorities in particular, and
her concern to support the newly emergent private residential care sector that had
developed with social assistance resources.

Simply to cut off the flow of social security money to new applicants would lead to
the bankruptcy of many small private homes. Not only had they become an influential
pressure group, but they were exactly the kind of small family businesses which Mrs
Thatcher approved (Lewis and Glennerster 1996, p. 6).

Eventually, Mrs Thatcher was persuaded to agree to the transfer of the social
assistance budget to local authorities on condition that it was used to purchase private
sector provision. In summary, the reforms were a response to a funding crisis—the
haemorrhaging social assistance budget being spent on long-term residential care—
with additional elements designed to minimize political outcry, appeal to groups
representing service users and carers, and avoid awarding additional resources to
local authorities (Lewis and Glennerster 1996).

Nevertheless, it was in 1993, another five years, before these recommendations
were implemented. At that point, the social assistance funding that had been support-
ing people in residential care was capped and transferred to local authorities, who
were encouraged increasingly to purchase services from independent, charitable and
for-profit providers. In-house services were to compete with these alternative service
providers. Social workers became care managers, responsible for assessing needs and
for purchasing ‘packages’ of support to suit individual needs from those providers
with whom the local authority had or was able to negotiate contracts (Means et al.
2003). In effect, market and consumer choices were exercised by care managers, on
behalf of service users.

In summary, this stage of marketization reforms involved:

• Introducing ‘gatekeeping’ assessments of individual needs and separating these
from the planning and procurement of services to meet those needs.

• Separating purchaser/commissioner and provider functions within the local
authority.

• The gradual transfer of provision from local authorities’ own in-house services to
the charitable and for-profit sectors.

• Business development, licensing and regulatory activities to support the develop-
ment of new services and providers.
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These reforms were successful. In 1992, the year before the reforms, the private
sector was supplying only 2 % of all home care contact hours; by 2001 this had
increased to 60 %. By 2001, 85 % of all residential care places for adults were
provided by private organizations, although this was no longer an expanding market
as increasing demand for domiciliary services, falling occupancy rates and other
economic pressures squeezed the sector (Means et al. 2003). Some residential care
providers diversified into new service areas such as respite care. Others closed,
with associated insecurities for their residents. Subsequently the sector has been
described as displaying ‘traditional tendencies to monopoly and standardization’
(Drakeford 2006, p. 936), as corporate and global healthcare organizations have
acquired significant market shares and considerable policy influence at national and
local levels (Schofield 2007). Thus the number of homes, and the number of places
in them have both dropped, in line with policies of supporting people in their own
homes for as long as possible, although the average size of homes has increased
(CSCI 2009).

9.3.2 Consumerism, Disability Rights and Personal
Budgets—Making Users the Purchasers

Since the 1980s, organizations of working-age physically disabled people had cam-
paigned to receive their support in the form of a cash payment instead of services
in kind. They argued that this would enable them to employ personal assistants and
other carers to provide help with the tasks of their choosing, at the times and in the
ways that best suited them. Exercising choice and control over their support arrange-
ments through cash payments instead of services in kind constituted essential steps
in achieving human rights and full, active citizenship (Morris 2006).

Legislation allowing local authority adult services departments to make cash di-
rect payments instead of services in kind was implemented in 1997,1 first to working
age disabled people and from 2000 to people aged 65+, parents of disabled children,
carers and disabled 16- and 17-year olds. This marked a clear break with the tradi-
tional post-war welfare state structure, in which cash payments were restricted to the
social security and income maintenance functions of the Department for Social Secu-
rity (later DWP), while local authorities provided (and, increasingly commissioned
and purchased) services in kind (Glasby and Littlechild 2006). Commentators were
quick to point to the uncomfortable alignment between disability and civil rights
discourses and the neo-liberal discourses of the then Conservative Government that
emphasized the rolling back of state responsibilities and a greater role for individual
consumer choice:

1 The 1996 Community Care (Direct Payments) Act was passed before constitutional devolution in
the UK; it therefore covered, and was implemented in, the four countries that make up the UK.
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When we talk about the introduction and expansion of direct payments, we are really talking
about two different processes—on the one hand a victory for disabled campaigners . . . on
the other, an attempt by a Conservative government to introduce the values of the market
into social care (Pearson 2006, p. 28).

However, relatively few people chose the direct payments alternative to receiving
services. Take-up remained stubbornly low and characterized by major variations
between the countries of the UK; between local authorities within those countries;
and between different groups of service users within those authorities (Davey et al.
2007). Take-up rates were highest in England and lowest in Northern Ireland. People
with physical and/or sensory impairments consistently had higher rates of take-up.
Older people, people with learning disabilities and, particularly, people with mental
health problems were much less likely to opt for direct payments (Davey et al. 2007).
Direct payments appeared more popular among those with the most severe disabilities
and among younger age groups.

Local authorities themselves identified a range of factors considered to promote
take-up of direct payments (Davey et al. 2007). These included effective support
services to help people recruit personal assistants and manage direct payments; lead-
ership, training and support for the care managers who introduced older and working
age disabled people to the option of direct payments instead of directly provided ser-
vices; and demand from service users themselves. Conversely, anxieties among older
and disabled people about managing direct payments and shortages of people will-
ing to work as personal assistants were considered to hinder take-up. Local political
and policy factors appeared to play a significant role (Fernández et al. 2007), as
did professional resistance by front-line care managers anxious about the threats to
traditional social care practice (Ellis 2007).

By 2009, only 6.5 % of all people using adult care services were using direct
payments, ranging from 9.5 % of adults aged 18–64 to 3.6 % of those aged 65 and
over (Care Quality Commission [CQC] 2010). Consequently, in 2001, legislation
was introduced requiring local authorities to offer direct payments as an alternative
to direct service provision; and direct payment take-up rates were introduced into the
indicators on which local authority performance was judged. In 2003, the then Labour
Government introduced a £ 9 million Direct Payment Development Fund in England,
to fund local organizations (often run by people with disabilities themselves) who
could provide information and help with managing payments, recruiting and em-
ploying personal assistants. Despite these measures, take-up remained low. While
central government legislation and additional funding to promote take-up were un-
doubtedly important, local culture and practice among front-line staff and workload
pressures restricting the time available for the more demanding tasks of encouraging
people to use direct payment use were also influential in restricting take-up (Davey
et al. 2007). To these barriers could be added resistance by social care service users
to taking on responsibility for planning, organizing and the ongoing management of
their own care services, particularly if they were experiencing illness, pain, cognitive
impairments or fluctuating conditions.

From 1997, the Labour Governments built on these quasi-market foundations
as part of a wider consumerist approach to public sector reform. Consumerism
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was heralded as further increasing user control, continuing the earlier trajectory
of squeezing provider and professional interests; and, by creating new opportunities
for entrepreneurialism, enhancing efficiency in public sector markets. Consumerism
of course also involves transfers of risk—not just from the state to the private sector
but also to individual service users themselves. ‘The rhetoric of user choice . . . can
be seen as a form of individual risk transfer. Choice has been put forward in a wider
range of different services and processes . . . many of which are potentially liberating
for service users but some of which raise concerns about risk, capacity and equity’
(Needham 2007, pp. 74–75).

Commentators have pointed out that the Labour administrations from 1997 to
2010 pursued the marketization of public services to a much greater extent than
the previous Conservative governments—albeit tempered by frequent references to
community, equality, responsibility and the social sphere (Needham 2007). These
themes came together in discourses of co-production—the active involvement of
users in the creation and delivery of the services they use:

By putting users at the heart of services, enabling them to become participants in the design
and delivery, services will be more effective by mobilizing millions of people as the co-
producers of the public goods they value . . . (Leadbeater 2004, pp. 19–20).

It was argued that co-production introduced new incentives for service users to op-
timize how the resources placed under their control were used and for providers
to respond to individual demands, thus increasing cost-effectiveness. Address-
ing critiques of the individualism underpinning consumerism in welfare sectors,
co-production was claimed to:

. . . create a new way to link the individual and the collective good; people who participate
in creating solutions that meet their needs make public services work harder and help deliver
public policy goals. Self-directed services work because they mobilize a democratic intel-
ligence; the ideas, know-how and energy of thousands of people to devise solutions rather
than relying on a few policy-makers . . . (Leadbeater et al. 2008, p. 81)

Social care has been at the forefront of implementing these ideas, extending the mar-
ketization of social care by devolving purchasing power—command over the public
resources available for any individual to spend on social care—to individual service
users themselves. As noted, this also involves devolving associated responsibilities
and risks. Although, like direct payments, the following developments were initially
promoted by and for disabled people of working age, they have subsequently been
extended to all social care service users.

A 2001 policy statement on services for adults with learning disabilities, Valuing
People (Department of Health 2001b) led to the development of an alternative
approach to direct payments that also aimed to promote choice and control over
social care. Supported by a social enterprise organization In Control, this approach
gave service users a bigger role in assessing the level of social care support
they needed (and correspondingly reduced the role of professionals in assessing
levels and types of needs). Resources—personal budgets—were then allocated to
individuals according to relative levels of need (rather than according to the value
of in-kind services, as with direct payments). Individuals and their families were
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given information and support in planning how to use these resources in line with
their specific priorities and preferences. Whereas direct payments were generally
used to employ personal assistants to help with personal and domestic care, In
Control encouraged much greater flexibility in how personal budgets were used,
including the purchase of a range of ordinary community-based services. For
example, personal budgets could be spent on art classes or gym membership rather
than attending a special day centre. In Control connected closely with the principles
underpinning direct payments, but had a broader aim of ‘redesigning’ social care
systems towards ‘self-directed support’ (Duffy 2004). The In Control organization
was extraordinarily successful in promoting this approach to supporting adults with
learning disabilities in many English local authorities.

This experience was picked up in a major policy statement published by the Prime
Minister’s Strategy Unit in 2005. Improving the Life Chances of Disabled People con-
tained a range of proposals designed to promote the social inclusion of disabled peo-
ple, including the piloting of individual budgets (IBs). Unlike the In Control initiative,
IBs were to bring together resources from a number of funding streams to which the
individual was entitled—not just social care, but also housing-related support, equip-
ment and adaptations and a special fund for people with very expensive support needs.
The intention was to reduce duplicate assessments and increase choice and control for
the service user, who would have more flexibility to use the full range of resources to
which s/he was entitled according to her/his priorities and preferences. IBs could be
managed in different ways—given back to a local authority care manager to purchase
services on the user’s behalf; managed by the service user as a cash direct payment;
managed by a third party such as a relative; or managed by a service provider. A
standardized resource allocation system, based on the one developed by In Control,
was recommended. Like In Control, individuals were to know how much money was
available to them before planning how to meet their needs (and be responsible for
managing that resource); and like In Control, IBs could be used to purchase conven-
tional social care services, employ personal assistants, pay relatives and friends or
buy mainstream goods or services. Individuals’ plans for using their IB were to be
approved by a local authority care manager to ensure no undue risks were involved.

IBs were piloted in 13 English local authorities between 2005 and 2007 and an
extensive multi-method evaluation of the pilots was undertaken (Glendinning et al.
2008). IBs were generally welcomed by their users because they offered more choice
and control over daily life, but there were variations in outcomes between user groups.
In particular, older people with IBs reported lower psychological well-being, com-
pared to those receiving conventional services. Older IB users also reported lower
levels of satisfaction compared to younger IB holders. There was no evidence, there-
fore, that IBs were cost-effective for older people. In addition, staff involved in
piloting IBs encountered many challenges, including devising resource allocation
processes and establishing legitimate boundaries for what IBs could be spent on. De-
spite the efforts of local service managers, efforts to integrate resources from different
funding streams were largely unsuccessful; managers cited numerous legal, regula-
tory and accountability barriers that could only be reduced by central government
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action. For a variety of reasons (Moran et al. 2011), central government departments
failed to take the necessary steps to facilitate integration of funding streams.

Moreover, before the IB pilots and associated evaluation were finished, the De-
partment of Health announced a three-year ‘transformation’ program in adult social
care that involved the extension of personal budgets (PBs) to everyone receiving
adult social care (Department of Health 2008). Significantly, PBs involve only social
care resources—the ambitions of integrating funding streams and reducing multiple
assessments had been abandoned. Like IBs, PBs can be deployed in different ways—
as a cash direct payment; managed by a service provider organization and drawn on
to pay for services as and when they are used; managed by a carer or other ‘third
party’; or held by, and used to pay for services purchased by, the local authority.

Local authorities were given a specific grant to fund the necessary organizational
changes to implement personal budgets and a target introduced to move all adults
onto personal budgets within three years. However, progress has been slower. By
March 2010, 18 % of adults (all ages) receiving social care had a personal budget;
in-depth research in four local authorities found that between 13 and 59 % of older
people had a personal budget (average 34 %), compared with an average 50 % of
working age adults with physical disabilities (Audit Commission 2010). To support
the wholescale implementation of personal budgets, local authorities have also had to
transform methods for allocating funding to individuals and for managing financial
and other risks; help local provider markets adapt to demands from personal budget
holders for new services; and make available appropriate information and support
for people to plan and manage their budgets.

Both the IB pilots and the PB program now being extended across all English
adult social care involve the allocation of only local authority social care resources.
Despite extensive collaboration between local health and social care organizations
since 1997, leading to the creation of many joint local services for older people (see
below), NHS resources were not included in the funding to be allocated through IBs
and PBs (Glendinning et al. 2011). Instead, an experimental pilot program of personal
health budgets (PHBs) was launched in 2009, supported by an extensive evaluation
program. PHBs do not replace clinical treatments, but offer opportunities for more
personalized and innovative ways of managing long term health problems that are
not possible with conventional NHS services. Although the Coalition Government is
committed to the long term future of PHBs, the extensiveness of the PHB program
and the patient groups who are offered PHBs is likely to depend in part on the results
of the pilot evaluation.

9.4 The Implications for the Social Care Workforce

Whether employed by local authorities or private organisations, care workers who
provide direct ‘hands on’ care are predominantly low paid, low skilled and part-time
women. Foreign-born people and those from black and ethnic minority communities
and foreign-born workers are over-represented in the social care workforce, partic-
ularly in London. However, many are long term residents in England; temporary
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migrant workers tend to be concentrated in the residential care home sector and in
the relatively small market for live-in domiciliary carers.

Low pay is endemic in social care, even though front-line care staff were one of
the groups to benefit most from the introduction of a National Minimum Wage in
1999 (Grimshaw 2002; Grimshaw and Caroll 2006). Skill levels are also relatively
low, although these are slowly improving through workplace-based training and as-
sessment programs. However, the introduction of direct payments and the extension
of personal budgets may slowly lead to a more diverse, flexible and less regulated
workforce in the domiciliary and community sectors. There are an estimated 200,000
personal assistants employed by older people using personal budgets (Skills for Care
2010). Personal budget-holders may recruit their care staff from among their own
informal social networks, which may lead to an overall increase in the size of the
home care workforce, albeit under much less formal or regulated arrangements.

Surveys of personal budget-holders report improvements in reliability and flexi-
bility and lower levels of abuse from directly employed personal assistants than from
agency home care staff. Personal assistants also report high levels of job satisfaction,
although some complain about long hours or low pay. There are no requirements for
personal budget holders to provide contracts or formal conditions of employment
for their personal assistant employees, nor for personal assistants to have mini-
mum qualifications. Indeed, personal budget holders tend to give low priority to
formal qualifications, preferring to provide their own personalized, on-the-job train-
ing (Skills for Care 2008). Local authorities are beginning to develop systems to
help personal budget-holders manage their employment responsibilities, but these
are highly variable across the country (CSCI 2008).

9.5 The ‘Modernization’ of Social Care

Arguably, the drive first to create quasi-markets in social care, and subsequently to
transform those markets into consumer-driven entities responsive to individual pref-
erences and outcomes, have been the dominant features of reform over the past two
decades. However, other goals and levers for reform are also apparent, particularly
those aimed at improving the organization, delivery, efficiency and accountability of
services themselves.

A discourse of ‘modernizing’public services permeated the Labour government’s
policies, particularly during its first term of office from 1997. The concept of ‘mod-
ernization ’ is contested: some argue that it extends the imperatives of New Public
Management beyond the marketisation reforms of the Thatcher era; others argue that
‘modernization’ is as much about transforming citizens in line with the requirements
of neo-liberalism as with changing institutions. In practice, it is difficult to identify
a distinctive and coherent ‘modernization’ reform program, not least because the
features of social care services render simple managerial reform levers (economic
incentives and penalties, performance targets) ineffective or inappropriate (New-
man et al. 2008). Three ‘modernizing’ initiatives will be described here: improving
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inter-sectoral collaboration ; intermediate care; and home care reablement. All aim
to improve the efficiency and cost-effectiveness of services (as well, of course, as
improving the quality of users’ experiences).

9.5.1 Improving Collaboration Between Services

Barriers between health and social care services have long been identified as prob-
lematic, particularly in the prompt discharge of older people from acute hospital care
and in de-medicalizing support for people with learning disabilities or mental health
problems. A 1998 policy paper Modernising Social Services (Department of Health
1998) identified a number of areas for improvement, including better coordination
between local social care, health and housing services. Subsequently, a plethora
of measures was introduced to promote, incentivize and require collaboration be-
tween health and social care, including statutory obligations on NHS organizations
and local authorities to work in partnership; ‘ring-fenced’ funding to support joint
local services; national service frameworks that set benchmarks across both sec-
tors; and the relaxation of legal barriers to closer organizational collaboration (see
Glendinning et al. 2005). The latter allows pooling health and social care budgets
for specific services; joint or lead commissioning by one sector on behalf of both;
and/or the integration of health and social care staff and service delivery within a
single management structure.

Many local collaborative developments have resulted, particularly in relation to
services for older people. Individual assessments increasingly cover both health and
social care needs (Department of Health 2001a). Joint strategic needs assessments
and joint commissioning between local authorities and NHS Primary Care Trusts
(PCTs) became widespread across many areas of adult services; collaboration and
partnership are now mainstream activities for many managers and practitioners in
both sectors.

Despite a lack of evidence of the benefits of collaboration for older people using
services (Dowling et al. 2004), there is still an apparently strong belief in the poten-
tial efficiency gains. A Green Paper (consultation document) on the future of adult
social care published in 2009 (HMG 2009) gave considerable attention to ‘joined-up
working’ between different services and benefits.

. . . services that are not joined up can be very wasteful of tax-payers’ money. For example,
different organizations may provide duplicate services, and services that do not work well
together can increase costs (HMG 2009, p. 68).

Meanwhile, other policy initiatives, such as the piloting of individual budgets
(Glendinning et al. 2011), have served to undermine collaboration between health
and social care. Moreover, a focus on this particular service intersection may it-
self undermine collaboration across a much wider range of services (Newman et al.
2008).
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9.5.2 Intermediate Care

One area in which considerable joint developments between health and social care
organizations have occurred is at the margins of hospital admission and discharge.
These developments have aimed to improve the efficiency of the acute hospital sector
by facilitating prompt discharge as soon as clinical treatment has finished; and to
expand rehabilitation services to help reduce longer-term dependence on health and
social care (Department of Health 2000). ‘Intermediate care’ is a generic term cov-
ering a wide range of short-term services aimed at preventing admission to hospital,
supporting early discharge, and reducing or delaying needs for long term residential
care. Since 2000, intensive pressures from central government on local authori-
ties and NHS organizations, supported by additional targeted funding and financial
penalties, have led to the widespread establishment of intermediate care services to
support early hospital discharge (Godfrey et al. 2005), jointly commissioned and
funded by NHS and local authority partners and employing a range of nursing, ther-
apist and care staff. In some localities, joint-funded rapid response teams provide
intensive domiciliary care to support an older person through a health-related crisis
and avoid admission to hospital. In other localities intermediate care services are en-
tirely hospital-based. Many are funded and delivered jointly by local NHS and social
services organizations. They are generally free of charge at the point of delivery and
offered for up to six weeks.

9.5.3 Home Care Re-ablement

Since 2000, most English local authorities have developed short-term, special-
ist re-ablement services within home care. Re-ablement has been described as an
‘approach’ or ‘philosophy’ within home care that aims to help people ‘do things
for themselves’ rather than ‘having things done for them’, thus developing both
confidence and practical skills to help them live independently.

Home care re-ablement services take different organizational forms. Some are
funded and operated jointly with NHS partners. In other localities adult social care
departments’ in-house home care staff are retrained in re-ablement approaches and
teams are often strengthened by the appointment of occupational therapists (OTs),
OT aides and other specialist staff. Easy access to equipment and assistive technology
by re-ablement services is important.

There is widespread belief in the preventive benefits of home care re-ablement. A
recent large scale, quasi-experimental study (Glendinning et al. 2010) found that re-
ablement was indeed associated with a significant decrease in subsequent social care
service use, compared to people using conventional home care services. However,
these lower costs were almost entirely offset by the higher cost of the re-ablement
intervention; after a year there was no significant difference in the costs of the social
care services used by each group. Nevertheless, home care re-ablement was almost
certainly cost-effective, because it was associated with marked improvements in
outcomes for users.
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9.5.4 The Effectiveness of Modernization Initiatives

These examples illustrate different attempts to improve the efficiency of long term
care services, in particular by reducing barriers between health and social care sectors
and by investing in new services at the interfaces between these sectors. However,
there have been concerns that these developments—particularly the growth of inter-
mediate care services—have been primarily driven by the imperative of improving
throughput and efficiency in the acute hospital sector, rather than improving social
care. Certainly the English Department of Health has claimed a ‘dramatic fall’ in the
number of hospital discharges that were delayed because of previously inadequate
post-discharge support services (Department of Health 2004). A review of evidence
indicates that hospital-at-home schemes, providing intensive, specialist nursing and
rehabilitation care in patients’ own homes, are flexible across a range of conditions
and functions (Young 2009).

Yet, the effectiveness of these new service developments is itself influenced by
wider external factors—particularly the extensive under-funding of social care ser-
vices relative to need. Thus the evaluation of home care re-ablement services found
their effectiveness was reduced when, as commonly happened, it was not possible to
discharge users promptly at the end of a re-ablement episode because there was in-
sufficient funding and capacity in the standard home care services that could provide
longer-term support (Glendinning et al. 2010). Moreover, focused, intensive, short-
term intermediate care and re-ablement services both demonstrate the most dramatic
impacts on people with primarily physical disabilities or who are recovering from
acute illness or surgery. Neither type of service is likely to generate significant im-
provements in outcomes for the growing numbers of older people with dementia and
other cognitive impairments. More broadly, a wide range of other extrinsic factors—
including labor market supply and demand, changes in local governance, reforms
in other welfare sectors and ‘even changes to the accounting rules’ (Newman et al.
2008, p. 553) contribute to the overall effectiveness of modernization initiatives.

Meanwhile, since the mid-1990s, there has been growing concern about the in-
creasingly high levels of need (on top of the assets and income tests) required to
qualify for local authority-funded social care and the lack of investment in services
for people with lower level needs—help with shopping, social activities outside
the home, gardening and cleaning. The association of English local authorities has
argued strongly it is inefficient for older people requiring only a small amount of
support to remain independent to be denied access to assistance until a crisis occurs
and they become eligible for very expensive services (ADASS/LGA 2003); this was
endorsed by the Audit Commission (1997, 2000). An experimental Partnership for
Older People Projects (POPPs) program ran from 2006 to 2008, involving some
470 local projects aimed at developing preventive approaches and shifting resources
from acute to community and domiciliary settings. The POPPs program showed that
every £ 1 spent led to an average saving of £ 0.73 on the per month cost of emergency
hospital care (Windle et al. 2008). However, as time-limited local projects heavily
reliant on charitable and voluntary sector contributions, the impact of the POPPs
program was necessarily limited, particularly with respect to redirecting resources
from acute hospital budgets.
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9.6 Funding and Fairness

Section 9.2 outlined the fragmentation of policy and funding responsibilities for
long term care for older people in England. Underlying this fragmentation are
long-standing—and still unfinished—attempts to devise a fairer and sustainable
approach to funding and provision. These attempts focus primarily on social care
(and to a lesser extent the social security Attendance Allowance benefit); consistent
with the institutional fragmentation described in the first section of this chapter, they
largely exclude both the NHS role in long term care and the substantial contributions
of informal carers.

There is widespread dissatisfaction with current funding arrangements, although
public understanding and awareness is low:

It often comes as an unwelcome surprise to older people to discover that social care is means-
tested and they are expected to rely on their own savings and income until their assets have
fallen to the threshold set for state-funded care. It is a common complaint that the existing
system penalizes those who have saved for their own old age (Wanless 2006, p. xxi).

Even without any reforms and based on current levels of support, demographic
pressures are anticipated to lead to a near-doubling of costs by 2026. Without reform,
access to publicly-funded care will become even more restricted to only the very
poorest, who have the highest needs for care and are without any family support
(Humphries and Forder 2010).

Over the past 15 years, numerous proposals, both from within and outside gov-
ernment, have proposed reforms to extend eligibility for state funded long term care
and also to reduce some of the local variations in access and levels of provision.
Longer-term sustainability, in the face of current high levels of unmet need, is an
additional imperative.

One of the early measures of the 1997 Labour government was the establishment
of a Royal Commission on Long Term Care (Royal Commission on Long Term Care
1999). Its main recommendation was that free personal care should be funded from
general taxation on the basis of need only (as, indeed, was subsequently introduced
in Scotland). However Commission members were divided over the affordability
of this measure and this allowed the government to reject the recommendation and
invest in intermediate care (see Sect. 9.3.2) instead.

Dismayed by this, a range of voluntary organizations, pressure groups and think
tanks—not just restricted to those representing older people’s interests—continued
to lobby for more extensive reforms (Joseph Rowntree Foundation 2006; Churchill
2008). Their activities were underpinned by extensive research, particularly into the
costs of alternative reform options. Thus in 2006, the Kings Fund, an independent
health charity, commissioned research into the funding and outcomes of current
English arrangements, alternative funding models and the costs of these. This
study (Wanless 2006) proposed a ‘partnership’ model, in which anyone assessed
as needing care above a given level would be entitled to a minimum level of
publicly-funded care; above the minimum, additional state funding would match
private contributions. The main arguments for this approach were that it would
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provide a basic level of state funding and encourage the contribution of private
resources to the overall costs of care, but without the disincentive for personal
savings that characterize means-tested eligibility systems.

These recommendations were not taken up by the English government. By this
time, new evidence on the disparities of wealth enjoyed by the current and rising
‘baby-boomer’ cohorts, compared with younger generations, had appeared. Some
£ 932 billion assets are estimated to be held by older people as a result of increases
in home ownership and property values over the previous 20 years. Debates within
and outside government shifted the emphasis from working age people as the main
funders of long term care through general taxation to considering how to tap into the
assets held by current and rising older generations (Lloyd 2010).

However by now two external factors seriously constrained scope for policy
Manoeuvre: the growing international fiscal and economic crisis and the UK’s own
financial deficit; and the anticipation of a general election in May 2010.

The Conservative-Liberal Democrat Coalition government elected in 2010 estab-
lished a new Commission of Enquiry on the funding of care and support, chaired
by a leading academic economist. The Commission’s remit was to consider the full
range of possible funding models, including the respective financial contributions of
individuals, the private sector and the state; and the implementation of different mod-
els, including the implications for local government and the NHS. The Commission
reported in July 2011 (Department of Health 2011). It recommended a significant
increase in the wealth threshold at which individuals become responsible for fund-
ing their own care, from £ 23,250 to £ 100,000; and that no individual should have
to pay more than £ 35,000 for her/his care. These proposals covered older people
only (care for younger people would remain largely free of charge), specifically
for residential care. They effectively limited individual liabilities, thus creating an
attractive market for the development of private insurance products, with the state
being responsible for the highest risks and costs. The Coalition Government is com-
mitted to introducing new legislation on long term care in 2012. However, given the
Government’s commitments to radical and rapid reductions in public expenditure
and the consequent cutbacks in both public sector funding and services, it is very
likely that the Commission’s proposals may be seriously modified. The prospects of
radical reform—particularly any increase in public expenditure that might underpin
a universal, tax-funded scheme—remains remote.

9.7 Conclusions

Over the period examined within this chapter, the coverage of publicly-funded adult
social care has contracted significantly. Intensive home care services are provided
only to those with the highest levels of need; many people are excluded altogether
from publicly funded residential or domiciliary care because of modest levels of
assets and/or income. With the introduction of quasi-markets, care services have
become more fragmented; personal budgets shift responsibilities for managing
resources and risks onto individual older people and their families.



9 Long Term Care Reform in England: A Long and Unfinished Story 197

At the heart of this failure is the challenge of finding a politically acceptable way
of driving more money into the social care system.

The problems, and the options, for solving funding reform, have long been known; and prime
opportunities to initiate reform . . . have been squandered. The failure to grasp this nettle is
sadly indicative of the low priority given to social care by successive administrations (House
of Commons Health Committee 2010, p. 67).

Current and rising cohorts of older people certainly do have substantial assets, mainly
from property ownership. However, increased taxation, whether levied on current
assets or inheritance, is widely regarded as political anathema. This option is even
less acceptable, publicly and politically, in the context of the major cuts in public
expenditure, and the anticipated widespread job losses and reductions in public
services, resulting from the Coalition Government’s rapid deficit reduction strategy.

Underpinning this political challenge is a highly complex and fragmented system
of long term care, with separate central government responsibilities, funding streams
and local service delivery organizations for health, social care and other services.
Further instabilities arise from the division of responsibility between central gov-
ernment and local authorities for social care. Social security benefits for disabled
and older people and carers are further separated—and these cover the UK as a
whole, raising further challenges for any care-related reforms that are restricted just
to England. In short, radical reforms to long term care raise challenging constitu-
tional issues for the English and the UK state. Nevertheless, unless more funding
is made available, fewer and fewer people will benefit from publicly-funded social
care; more people will be exposed to catastrophic costs as they spend down their
assets on privately-purchased residential or intensive domiciliary care; and family
carers will carry increasingly unsupportable burdens. Given overall public spending
cuts of 25 % or more over the next few years, these scenarios are very likely.

Against this background, the extensive quasi-market reforms and their extension
to individualized funding through personal budgets is remarkable—but also, some
might argue, a relatively low priority. These reforms have not been introduced in
order to exercise tighter control over public spending on social care, but simply to
alter the ways in which existing limited resources are allocated and used. However, as
with earlier experiences of direct payments, the recent ‘transformation’ of personal
budgets may not be wholly successful in delivering improved outcomes for service
users. Both initiatives have taken a method of deploying social care resources that
appears to work well for some social care service users (working age physically
disabled people and those with learning disabilities respectively) and universalized
this to all users, including frail and cognitively impaired older people. Moreover,
there remain significant questions over how well the largely private market of home
care and other service providers can adapt to meeting requests from newly empow-
ered personal budget-holding users without incurring new transaction costs or being
exposed to destabilizing financial risks.
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Chapter 10
Long-Term Care in Spain: Between Family
Care Tradition and the Public Recognition
of Social Risk

Gregorio Rodríguez Cabrero and Vicente Marbán Gallego

10.1 Introduction

The aim of this chapter is to provide answers, from an institutional perspective,
(Pavolini and Ranci (2008)) to key questions concerning the transition in Spain from
a residual long-term care (LTC) system, centered almost exclusively on the family,
to a public one of universal coverage, which began in January 2007. This chapter
will try to demonstrate the following hypothesis and views.

• Why was the reform necessary? The answer is manifold and it relates to different
aspects: (1) cultural changes in terms of the care responsibility culture, which in
turn were brought about by other sociodemographic changes (aging, changes in
family dynamics, etc.); (2) the plural, family-based and multilevel structure of
the organization, and provision of care in the public and private spheres (social
caring setting), a structure, which has proven to be excessively intensive in terms
of family care but deficient and disparate in terms of the supply and coverage
of public and private services with public liability; and (3) political reforms and
institutional inertias (policy legacy and policy reforms) in the LTC system.

• Who took part in the reform? The various stakeholders of the newAct (unions, em-
ployers, not-for-profit social action organizations, political parties, autonomous
regions) never went so far as to forge ad hoc agreements or alliances among
each other. However, a state of inertia led to a connection of beliefs, interests,
and resources by the different social and political stakeholders, who more or less
spontaneously formed a series of pressure groups in the LTC debate. In particu-
lar, third sector organizations and unions advocated the inclusion of the rights of
and benefits for frail older people under the umbrella of social security, as well
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as their more active participation in personal social services by central adminis-
tration. Yet, conversely, employers’ organizations, most autonomous regions and
the more nationalist political parties advocated financing LTC through taxes for
a series of different reasons, which will be explained later in the chapter.

• How has the reform been carried out? The path to the reform has been gradual
due to the accumulation of factors mentioned above. Yet the reform in itself did
entail radical change. The path has been gradual insofar as regional and local
social services policies have developed progressively, giving priority to social
services for dependent people between 1992 and 2006. However, there is no
doubt that the reform does entail radical change, which took place in 2006 with
the substitution of an assistance right with a universally subjective right for all
citizens with dependency.

• Which LTC model has been adopted by the Spanish welfare state? The Spanish
LTC model is a complex one, which responds to the new generation of social rights
emerging in the EU, where risk coverage is distributed among different institu-
tional (multilevel) and social (individuals, families) stakeholders. Broad coverage
is guaranteed, but with a relatively low degree of protection. Management is de-
centralized, and service provision is mixed; more than 80 % of providers operate
in a context of growing competition between commercial and not-for-profit sec-
tors. Social claims and demands are channeled through a wide-range system of
participation by social and economic stakeholders. In short, it is a system of uni-
versal social protection, which is financially limited and subject to strict rules
of cooperation, as well as some degree of institutional rationalization and coor-
dination. All this means that its launch was accompanied by great political and
financial tensions. These tensions are still to be resolved.

• What have been the first notable effects in the few years following the implementa-
tion of the LTC reform? The new system of social protection has had many effects:
the extension of public coverage, the creation of social services employment, the
broadening of the public network of social services, improvements and tensions
in the cooperation among regions, innovative uses of social services, and attempts
to develop cooperation between social and health services. All these innovations
have occurred in the midst of limited financial resources, tensions between central
government and autonomous regions, and an extremely uneven application of the
system across the regions and boroughs.

10.2 Key Factors Concerning the LTC Reform
in Spain (1986–2006)

The Spanish reform of December 2006, which established a new system of social
protection for dependent persons, was the outcome of a series of progressive insti-
tutional, social, and cultural changes over a period of nearly 15 years (1992–2006).
The Spanish Act 39/2006 on the Promotion of Personal Autonomy and Care for
Dependent Persons (otherwise known as the Dependency Act) came into force on
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1 January 2007 throughout Spain. This Act established a new system of social pro-
tection known as the SAAD—Sistema de Autonomía y Atención a la Dependencia
or the System of Autonomy and Dependency Care.

The Act was the outcome of a long debate, which began around 1992 with the
formulation of the First State Gerontological Plan and which continued through the
so-called Toledo Pact for Pensions (1995), the Dependency White Paper (2005),
Instituto de Mayores y Servicios Sociales (2005), and finally became a complex
reform able to transform a system of residual social assistance and social security
into one with a universal approach. Whereas in the early days of the debate the ideal
model for LTC was considered to be the Bismarckian model of Social Security, the
LTC system in the final Act came to be framed basically as a sui generis universalist
or “social-democratic” program, though still connected to the social security system
and the social assistance system of the Autonomous Regions. In fact, the new system
is a streamlined version of the previous one, but it was transformed into a scheme of
universal coverage based on a subjective right (as it is also the case with health and
education) and on cooperation between central government and the regions, financed
through taxation, social security contributions, and copayment by users.

In order to better understand the LTC reform, underlying social, historical and,
above all, institutional factors must be taken into account. More precisely, two
kinds of factors should be considered. Firstly, there are the historical–institutional
factors—with a path-dependency effect—behind the reform. Secondly, there are fac-
tors connected to the “Europeanization” of the Spanish LTC system in the double
meaning of, on the one hand, adopting new policies arising from the debate about the
“European Social Model” and, on the other, introducing mixed forms of provision,
which are tailored to traditional, culturally-embedded patterns of care.

Any effort to understand the social and institutional nature of the new LTC model,
which came into being on January 2007, must begin with the analysis of the historical
roots of the prereform model, which, as we shall see in Sect. 10.6 (“Impacts of the new
LTC system”), is still indebted to both social security and the social services system.
Until the end of 2006, this prereform LTC system was organized into two levels of
formal care: the social security system and the personal social services system.

The social security system guaranteed an economic benefit to third-party carers of
workers who were incapacitated due to accidents at work before the age of 65. Any
serious incapacity suffered after that age was not recognized for such purposes. The
system was, at the time, very restricted and was subject to rigorous medical and ad-
ministrative controls. At the same time, since the Noncontributory Benefits and Pen-
sions Act of 1990, the social security system has granted benefits to third-party carers
of dependent persons with more than 75 % disability, who are incapable of working.

The personal social services system protected those in situations of dependency
and more importantly the older people who had no means or informal support of any
kind. Means testing and the verification of the absence of any informal support were
the mechanisms of control for gaining access to a type of care, which in practice
was residential, and whose financing and provision were the responsibility of the
autonomous regions.
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From 1985, two simultaneous changes facilitated the progressive transformation
of a residual, residential-based social service system into one with a more univer-
salistic and community-centered approach. Firstly, a major role was played by the
progressive process of decentralization, which devolved to the regions’ and munic-
ipalities’ exclusive powers over social service provision. Regional social services
legislation and the 1985 Local Government Act were factors, which enhanced the
supply of social services. Secondly, the deep and rapid changes in social demand—
due to female entry into the labor market and sociodemographic changes in the
Spanish family—created even more pressure. These social changes pushed for the
creation of new combinations of formal and informal care in which the public sector
swiftly gained the upper hand, first as regulator, funder, and provider (approximately
between 1985 and 1995) and then (from 1996 onwards) as regulator and funder of
“social markets,” initially made up of NGOs and, in more recent years, also the com-
mercial sector (Fantova 2008). Thus, thanks to the financial support from central
government through statewide plans (Concerted Plan for Basic Municipal Services)
and the wholesale transfer of the social security system’s network of social services
between 1985 and 1995, regional and local public administrations created a sys-
tem of social services in each territory, in spite of the lack of a national legislative
framework. The absence of such a framework created the basis for considerable di-
versification at the regional and municipal level in terms of LTC supply (Instituto de
Mayores y Servicios Sociales (2009)).

Along with factors related to local authorities’ choices (the creation of a public
social service network) and households’ needs (an aging population and changes
in the family structure), two other phenomena help to explain the 2006 reform:
(1) the progressive transformation of a means-tested system of social services, de-
signed mainly for those on low incomes, into an LTC system for the whole population
and, in particular, the urban middle classes who demanded quality social services (as
well as universal health care); (2) the shift from a residential care-based model to a
community care-based one, also as the result of pressures from the older population,
who wished to live at home, care professionals, and carer families who, without
renouncing informal care, were calling for institutional support (OECD (2005)).

Apart from the historical roots, the recalibration of the Spanish welfare state
was also speeding ahead in more recent years in response to internal factors (the
consolidation of the decentralization process and the diffusion of private provision)
and external ones (the influence of the debate about the European social model in
relation to LTC, as well as the influence of neoliberal ideology on public policy).
There are four fundamental factors connected to these phenomena.

The first was the influence of the process of cognitive Europeanization of social
policies.1 The second was the need to rationalize and organize the care schemes
already in existence under social security, autonomous regions and local councils, as

1 We understand social policy Europeanization to be the growing influence of EU social protection
and social inclusion policies and the LTC in its design, as shown in the NAPinclusion and the Joint
Report from the Lisbon 2000 Strategy onwards.
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well as to improve coordination with the health care service. The third was the grow-
ing social demand by households and working women with caring responsibilities,
channeled through organizations representing older people and those with disabili-
ties. The last was the role played by the Social Dialogue, in order to represent the
demands of trade unions and of employers (advocating for the creation, respectively,
of new employment and new business opportunities through the care sector). As a
whole, the launch of the Spanish Dependency Law was the consequence of demand
from professional groups (social workers, geriatric and gerontological profession-
als), pressure from NGOs for the disabled and older people, as well as the trade
unions (under the umbrella of negotiations and Social Dialogue) and the leading role
of regional governments in the roll-out of ad hoc programs of a different nature.

As a consequence of these historical and institutional factors, the configuration
of the Spanish LTC system has its own peculiarities as shown in Sect. 10.6. These
peculiarities combine the persistence of the past (a preference for cash benefits over
services and for informal care over formal, or certain combinations where informal
care is still central) with recent changes (universalization of care, the growing
importance of integrated social- and health-care and the creation of private social
service markets).

As previously mentioned, the Spanish LTC system was not radically transformed
following its reform in 2006, though it did make a fundamental move away from
the residual assistance tradition. Effectively, it universalizes a social benefits system
for the entire dependent population. This system is governed by a Regional Board
(Consejo Territorial), which lays down the basic conditions and the general content
of the right to protection nationwide. It is a system whereby the State guarantees
a minimum benefit which in turn guarantees the same minimum level of benefit
nationwide. This minimum level is complemented by two further benefits, one of
which is agreed by the State and the regions equally, while the other is left to the
regions. In other words, the state does not guarantee the subjective right but only the
basic conditions for its exercise on equal terms across the country.

If the Europeanizing tendencies of social policies and rising social demand are key
explanatory factors of the new Spanish LTC model, other factors are also relevant,
such as the economic rationalization of existing services; the coordination between
administrations and health and social services; and the balancing of centrifugal trends
in regional social service systems. Put another way, the Spanish LTC system is an
attempt to find an answer to two sources of pressure simultaneously: the extension
of the welfare state (on the demand side: families, unions, private sector, and NGOs)
and social spending restraint and rationalization (on the supply side: public sector
and financial sector). Pressure for the public sector to curtail social expenditure for
dependency has come through the transfer of certain tasks (and relative costs) of
personal care from the health care system to social services, which is cheaper than
the former. The commercial sector has not opposed the roll-out of a public LTC
system as long as it guaranteed the contracting-out of social services, as private
enterprises have had a significant presence as suppliers.
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10.3 Actors and Coalitions

The definition of the Reform’s main goals, its institutional setting, the types of bene-
fits, and the mechanisms of funding were each the result of a long and uneven process
of negotiation among institutional actors (the social security system and health care),
different layers of government (at national level, the autonomous regions and, to a
lesser extent, the municipalities and provinces), social actors (NGOs advocating for
older people and those with disabilities), the social partners (unions and employers’
organizations), and professional actors (representing social workers, gerontologists,
and geriatricians). These actors created a series of coalitions in defense of common
interests (advocacy coalition; Sabatier and Jenkins-Smith 1999; Weible et al. 2009),
built on the basis of different combinations of the beliefs, interests, and resources
of the different actors involved. Table 10.1 illustrates schematically each of the dif-
ferent actors’ positions (Marbán Gallego 2009). It should be kept in mind that these
coalitions were “weak”: in practice what happened was a gradual confluence of the
interests of different social and institutional actors, rather than a series of deliberately
designed alliances. Indeed, a process of social dialogue consolidation between the
State, the trade unions, and business representatives has favored the restructuring of
the Welfare State and the inclusion of the LTC public agenda.

As Table 10.1 shows, two key elements have helped in reaching a consensus
between the main actors involved in the LTC sector. The first concerns certain basic
aspects of the reform, on which there was a broad consensus: universal and equal
access, social security entitlement for carers, the importance of prevention, training,
quality service provision, and family support. The second concerns the scope of LTC
social protection in terms of: the population covered, access conditions, the type of
social benefits, and the role given to constitutional competences (competencies for
the regulation, financing, planning, and evaluation of the LTC system); these issues
were strongly debated by the various “coalitions” of actors involved.

With respect to the social protection framework and the sphere of constitutional
competences, the main debate centered on the inclusion of LAPAD,2 either within the
social security framework or outside of it, financed through taxation as in the Nordic
systems: its inclusion would thus give the central administration a more active role
in the organization of social services. In this respect, Third Sector organizations and
trade unions were in favor of including the LAPAD in the social security system, in
order to better ensure nationwide equality of access, the spread of public services and
of public accountability by the not-for-profit providers. Nevertheless, despite these
shared beliefs, there was no genuine coalition between Third Sector organizations
and trade unions for a variety of reasons, including their differences with regard
to labor issues, a lack of communication, and an underlying struggle in terms of
citizens’ representation.

Meanwhile, the business representatives, the majority of the autonomous regions
and the more nationalist political parties opposed the inclusion of LAPAD in the

2 LAPAD: Act 39/2006, of 14 December, On the Promotion of Personal Autonomy and Care for
Dependent Persons.
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social security framework, who instead advocated it’s financing through taxation.
For these actors, its inclusion within the social security system would have given to
central government the capacity to encroach on regional power over social services
and erode their legitimacy in actual intervention. For the for-profit sector, its inclusion
would also have entailed higher labor costs (in terms of employers’ social security
contributions), thus hindering economic growth. Ultimately, the decision to finally
position the new system outside social security was due to opposition from busi-
ness organizations, regions, and nationalist political parties, whose parliamentary
presence was greater during the legislature in which the Act was passed.

That said, at least some of the decision originated from a social agreement pact
signed in December 2005 between the government, trade unions (UGT and CCOO),
and the employers’ organizations (CEOE and CEPYME). In reaching the pact, pres-
sure from the employers’ representatives was decisive due to: their opposition to an
increase in contributions; their arguing that the integration of the new LTC system in
social security might have entailed a reform of the Toledo Pact (1995), the general
thrust of which was to remove from the contributory system all that was not pure
financial protection (pensions, unemployment, and family benefits).

When balancing up the results achieved by the different social actors, the conclu-
sion is that the participation of the local actors in the LAPAD has been negligible
despite their growing visibility as the Green Paper setting out its terms gradually
became law. Instead, the autonomous regions achieved their principal goal of pre-
serving their powers over social services before the central administration. Business
organizations were unable to obtain any particular prominence for private initiative
in the reform, although they did manage to avoid the inclusion of the act in the social
security framework and to raise the profile of certain private financial products (for
example, the inverse mortgage).

Third Sector organizations, whose demands were mainly channeled through or-
ganizations for older and disabled people such as CERMI, FEAPS, CEOMA, UDP,
and the Social Action Platform of NGOs, did manage to have substantial changes
introduced into the Act, such as the “particular” consideration of the Third Sector
(Art.16.2) and the inclusion of the specific conditions of intellectual impairment and
psychiatric/cognitive problems, duly reflected in the evaluation criteria.

10.4 The 2006 Reform: A Universal Subjective Right

10.4.1 Basic Features and Main Goals of Act 39/2006

In force since January 2007, the DependencyAct has developed a universal subjective
right for all those who, regardless of their age, can demonstrate that they have been
residing in Spain for at least 5 years and have at least a certain degree of dependency
(moderate, severe, major) as defined according to the terms of the Act. The level
of dependency is determined according to the frequency and intensity of assistance
required (intermittent support at least once a day—moderate; extensive support two
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or three times per day—severe; indispensable and continuous support several times
a day—major). The level of dependency is assessed by a qualified professional who
carries out interviews and direct observation of the potential beneficiary in their
everyday environment.

As far as benefit types are concerned, theAct prioritizes services over cash benefits:
if services are not feasible, then an economic benefit linked to the provision of
the service is assigned (Art. 17). Other “one-off” cash benefits include economic
benefits for care personnel (for those with major dependency; Art. 19) and benefits
for family or nonprofessional carers (Art. 18), in which case the family carer has
to be registered in the social security system (RD 615/2007, 11 May).3 Funding is
through general taxation, with central administration financing the common basic
coverage and the regions also matching a similar amount. The remaining part is
funded through copayment by the beneficiary in accordance with their income and
wealth.

The timeframe for the implementation of the Act runs from 2007 to 2015. Dur-
ing this period, recognition of the right to access to the different benefits will be
increased progressively, from a greater to a lesser level of dependency. The Degree
III Dependent persons Act was expected to be recognized in 2007, with Degree II in
2008 and 2009, and Degree I from 2011 onwards. The Spanish LTC reform is quite
complex given its ambition to address various goals at the same time:

1. Social protection and care goals (guaranteeing a minimum of protection nation-
wide; support for the care recipient’s family, improving service quality and social
service network nationwide; and promoting personal autonomy).

2. Institutional goals (cooperation between administrations; the participation of so-
cial and economic actors into policy planning; equal conditions nationwide; and
the reconciliation of family life, informal care, and employment).

3. Economic goals (job creation; financial cooperation between central and regional
governments; copayment in accordance with income and wealth; and creation of
social markets). This multiplicity of goals has generated considerable institutional
and financial conflicts among administrations, between those who prefer cash
benefits rather than services and vice versa (with a majority in favor of the former)
and between private and state providers (over the cost of services and the limited
desire for developing the social services).

10.4.2 Did the Reform of Dependency Care Social Policy Occur
Abruptly or Gradually?

In recent decades, the debate regarding the reasons behind changes in institutions
and public policy has been very productive. According to Streeck and Thelen 2005,
these changes may come about abruptly, but also through a “gradual transformation”

3 Social Security contributions for the family or nonprofessional carer are financed by the State and
they are taken into consideration in the social insurance records of the carer.
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process. Spain’s LTC policy can be described as an unbalanced combination of both.
On the one hand, the 2006 reform was the result of the accumulation and conver-
gence of political factors (a new socialist government from 2004), sociodemographic
ones (aging), the European context, the diversity of reforms mentioned, the rising
consciousness among the professional classes, experts, social actors, and society:
each of these factors played a role in the move from gradual reforms of LTC policy
in Spain to the 2006 deep (abrupt) change.

It should also be considered that LTC policies have historically been seen as a
low priority by successive governments, including in particular the Conservative
People’s Party, in office between 2000 and 2004.

Until 2001, social movements’ and unions’ sole priority was the generation of
employment and the improvement of the public pension system. In the case of Spain,
the new LTC policy in 2006 is a combination of two factors: the accumulation of
practices and previous institutional reforms in LTC, together with the reshaping
of the State-level political agenda. A central role was played by the accumulation
of regional LTC programs, even when experimental and sporadic, between 1992
and 2001. Moreover, from 2001, the LTC policy fully entered the Social Dialogue
agenda between Government, trade unions, and business organizations and, finally,
from 2003, it became a relevant element in the political agenda following the renewal
of the Toledo Pact in 2003.

10.5 The Pillars of the Spanish LTC System: Accessibility,
Social Benefits, Governance, Finance, and Quality of Care

The Spanish LTC system is structured around five pillars, which, in a way, represent
the different forces, which underlie the reform process (Rodríguez Cabrero 2007):
(1) a universal right to long-term care; (2) a system of benefits, which favors service
provision over cash benefits; (3) a system of governance in which the decentralization
and cooperation of the various public administrations are combined with forms of
institutional participation from social and economic actors; (4) a mixed finance model
based on general taxation, social security contributions, and users’ copayments; and
(5) a system of care quality control. Table 10.2 synthesizes these five pillars: system
access, types of benefits, governance, finance, and information and quality.

Access to the system of protection is based on the subjective social right to min-
imum or basic (limited) protection, which takes the form of a package of social
cash benefits and services. The workload is shared between the autonomous regions
(which assess the condition of dependency) and the municipalities or local organs of
government (which assign the benefits through the Individual Care Scheme). While
the assessment process is clearly defined, the assignment of cash benefits or services
is a decision taken by social workers in partnership with the care recipient and their
family/carers. The pressure coming from limited public resources, the choices of
care recipients themselves, and differences in regional or local policy have led to a
wide range of care models.
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A second formal characteristic of the Spanish LTC system is the (theoretical)
priority given to services over cash benefits, the latter being considered as “excep-
tional.” One of the system’s strategic goals is to expand social services in general
and, above all, LTC services. Union pressure towards generating employment in so-
cial services and the expectations of both commercial and nonprofit providers have
together favored a model of care services, which has come into conflict with the fact
that most citizens prefer cash benefits. Meanwhile, the LTC system is set in a way
that should foster more the preference of nonprofit providers over commercial ones,
although this is more rhetorical than real: the commercial sector is gaining ground
in social service provision, above all in urban areas where economies of scale can
be generated.

The governance of the Spanish system is highly complex, requiring for its effective
functioning high levels of institutional cooperation and loyalty between the State
and regions. This is because the Spanish LTC is based on the “sharing out” of
competences between the State and regions. The State has the power to regulate
the basic conditions, which guarantee the equal exercise of the right nationwide
and, to that end, it finances a minimum benefit for each beneficiary in accordance
with the grade and type of dependency. For their part, the autonomous regions have
exclusive powers over social services and accordingly guarantee funding which is at
least equivalent to state funding. This does not cover the total cost of benefits, which
is further funded by the regions and through copayment from beneficiaries subject
to means testing. This model of governance causes tensions in practical terms since
it is a kind of sui generis, social federalism, which requires a formal and complex
agreement for the development of each new piece of the LTC system.

In this new model of governance, local government has a voice but no vote, be-
ing subordinated to the autonomous regions, even though the municipalities are the
gateway and they play a key role in financing community services. From the very be-
ginning, this integration of local government—formally an institutional subordinate
to regional power—has fueled the debate, with local levels demanding the institu-
tional visibility, which corresponded to them in the SAAD. The system of governance
is based on advisory bodies such as the tripartite Mixed Advisory Committee as well
as social organizations such as state councils of the elderly, the disabled, and social
action NGOs.

The system’s fourth pillar is financing, the aim of which is to guarantee SAAD’s
self-sufficiency and sustainability (Montserrat Codorniu 2009). As stated, the state
guarantees funds to the autonomous regions to develop the minimum level of protec-
tion, where both the national and regional governments contribute equally towards
the remaining cost thanks to an annual agreement (convenio). The users participate
in funding through copayments. In the context of the current economic and financial
crisis, SAAD’s guaranteed funding is inevitably a focus for public debate. TheAgree-
ment of the State, between Central Administration and Autonomous Communities
in September 2009 has included LTC as part of the guaranteed welfare provision for
all Spaniards at the same level as health care and education.

The last key element of the LTC 2006 reform is service quality improvement.
This goal is achieved through the accreditation of centers and services, and the
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Table 10.3 Changes in the
Spanish LTC system
(2005–2011)

Date Reforms

January 2005 White paper on LTC
December 2006 Law on the promotion of personal

autonomy and care for dependent
persons

January 2007 Introduction of SAAD (system for
autonomy and care for dependency)

April 2007 RD 504/2007 scale of assessment of the
situation of dependency

May 2007 RD 614/2007 minimum level of protection
June 2007 RD 727/2007 benefits in cash and intensity

of services. Updated every year
May 2007 RD 615/2007 regulation of affiliation,

registration, and contribution to the
social security by nonprofessional
carers

February 2011 RD 174/2011 new scale to assess
dependency

Calendar of LTC Act application
January 2007 Entitlement to dependency benefits to

degree III (major dependency) levels 2
and 1

January 2008 Entitlement to dependency benefits to
degree II (severe dependency) level 2

January 2010 Entitlement to dependency benefits to
degree II (severe dependency) levels 1

January 2011 Entitlement to dependency benefits to
degree I (moderate dependency) level 2

January 2013 Entitlement to dependency benefits to
degree I (moderate dependency) level 1

training of professionals working in the sector, given its labor-intensive characteris-
tics. Table 10.3 shows the schedule of LTC reform in Spain from 2005 to the present
day. Please note that social benefits, both in terms of services and monetary benefits,
have been updated annually according to the previous year’s rate of inflation.

10.6 Socioeconomic Impacts of the 2006 Spanish LTC
System Reform

Year 2010 saw the institutional assessment of the results following the first years
of the implementation of the 2006 Act. The impact of Spain’s LTC system may be
assessed on various levels in accordance with the five pillars of the Act described
above: coverage, social benefits, governance, financing, and system quality. With
barely 4 years of activity—the new system started to provide coverage in summer
2007—any impact assessment must be tentative since the system has yet to reach
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Table 10.4 LTC services’
coverage before and after the
2006 reform and the diffusion
of cash benefits. (Adapted
from Instituto de Mayores y
Servicios Sociales
[IMSERSO] and social
security)

Servicesa Cash benefitsb

Residences Day Home Tele-aid
Centers care

1999 2.99 – 1.67 0.72 73,000
2002 3.34 0.26 2.75 1.45 74,600
2004 3.66 0.54 3.14 2.05 78,100
2006 4.00 0.64 4.05 3.50 78,300
2008 4.44 0.83 4.69 4.72 151,000
2010 311,000
aService coverage corresponds to persons over the age of 65.
bScale of cash benefits beneficiaries unit 2006 belong to the social
security contributions and assistance system. From 2007, benefi-
ciaries belonged to a new system. In both instances, the data refer
to “all” ages.

“cruising speed,” given the fact that the period for its implementation runs from 2007
to 2015.4

In terms of coverage, there can be no doubt that the new system has been a success
when analyzed in terms of the increase of beneficiaries: by 1 September 2010 the
degree and level of dependency of 1,476,694 people had been assessed and benefit
entitlement had been determined for 1,031,676 people, with 622,056 people actually
receiving social benefits. The difference between the total number of actual beneficia-
ries and of those with a right to benefit is due to slow bureaucratic procedures and to
the fact that only those with degree II and III dependency can receive benefits. From
2011, those with grade I of dependency (some of whom are among the 1,031,767
people entitled to benefit) will start to receive benefits as well. Consequently, the
coverage level of the new system is growing fast. The sociodemographic profile of
beneficiaries is very similar to those elsewhere in Europe: 67 % of beneficiaries are
women and 57 % are over the age of 80.

When analyzing the characteristics of coverage in greater depth, we see in
Table 10.4 that, between 1999 and 2008, the increase was widespread among differ-
ent types of provision: residential care coverage for the over 65s shifted from 2.95 to
4.44 %; day centers coverage from 0.26 to 0.30 %; home care from 1.67 to 4.69 %;
and tele-aid from 0.72 to 4.72 %. Also, in relation to Social Security contribution
and assistance cash benefits, a trend of rising coverage can be detected.

If we analyze the type of social benefits granted in these first years of the reform
implementation, the results show a divergence between the theoretical legal provision
and the actual role played by cash benefits, which should have been only an “excep-
tion.” As shown in Fig. 10.1, cash benefits amount to around 50 % of all benefits.
This result is not too surprising given that there is: (a) a cultural predominance and
preference for an informal and family care model, traditionally based on household

4 Several assessments on Spanish long-term care are at disposal at websites: Asociación Estatal
de Directores y Gerentes en Servicios Sociales (2009); Grupo de Expertos (2009); also Rodriguez
Cabrero (2009).
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members (mostly women) as carers and today on immigrant care work, particularly
from Latin American women; (b) a large group of women over the age of 50 who
are carers, also because they have no employment perspectives in the formal labor
market, especially in rural and semiurban areas; (c) a shortage of LTC services, as is
evidenced in Table 10.4, which, despite the rapid growth of public and private social
services over the last 20 years, is still insufficient to meet the demand in society,
with the result that cash benefits are often preferred; (d) cultural preferences in the
urban middle classes, who demand a wide and free choice of benefit types and, as a
whole, prefer cash benefits. Available statistical information confirms that, following
4 years of application, the preference for cash benefits has increased.

In addition to these structural explanations, the role of the autonomous regions
should also be highlighted. The regions favored the diffusion of cash benefits as
they are easier to manage and are cheaper in comparison with services, especially
in a time of economic and financial crisis, which has led to greater social spending
restraint and a consequent postponement of investment in LTC services. However,
even if cash benefits are playing a bigger role than the one foreseen in the 2006
reform, the contribution of the Spanish LTC system to job creation has been notable,
with a yearly average of 63,021 new jobs created between 2007 and 2009 (a total of
189,063 new employees in 3 years; Sosvilla Rivero 2010).

In sum, the Spanish care is a mix of the typical LTC European model,5 with female
carers taking a leading role in care networks, although men are slowly beginning to
participate as well. There is also a relative trend towards substituting public services
with cash benefits so that the care recipient is able to decide how to satisfy their
needs (personal budgeting) and, when appropriate, where to contract the service.
Finally, there is a general shift from residential care to community care. All these
changes are taking place under a public spending restraint policy and a redistribution
of the relative powers of the main institutional and social actors. In the case of
Spain, the proportion of informal care for frail older people (aged 65 +) has barely
altered between 1993 and 2010, with women still bearing the burden of informal
care responsibilities. At the same time, Spanish society is gradually realizing that
there is a need to socialize risks, but not at the expense of eroding the centrality of
informal care and, above all, of family control.

As far as governance is concerned, it must be emphasized that the new model is
based on a structure of powers shared between the state and the autonomous regions,
the latter being the territorial level of power, which is really in charge of running the
system. Bearing that in mind, there is no national social services legislation, which
sets basic rules for the operation of the social service system as there is for the health
care and education. Moreover, given the fact that there are also important ideological
differences between the different regional governments, it is no surprise that, to date,
there is scarce cooperation between the State and the regions, which in turn has led
to different speeds in the implementation of the new system.

5 By LTC European Social Model, we refer to a mix of trends towards universal coverage of
dependency risk, decentralisation of management, combination of services and monetary benefits,
and the participation of the users in cost financing through copayments.
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The heterogeneous governance and implementation of the SAAD at the terri-
torial level are not only due to financial and political factors. Rather, the roots of
the differences can be traced back to the historical evolution of the different re-
gional social services systems having their own social service traditions and models,
which are shaping the implementation of the new LTC system. These traditions
are still in many senses the decisive factor when it comes to individual regional
governments decide which LTC should be applied. Local social services traditions
play often a more relevant role than the type of government or ideological orienta-
tion. Regional governments with different political majorities often use the same
approach in applying the new system as they share quite similar social service
set-ups.

In addition to political differences and service infrastructures, there are two fur-
ther and no less important problems associated with the governance of the system:
the flow of information from regional to central government about how LTC ben-
eficiaries are attended and the benefits are provided; and the opacity regarding the
participation and financing of the municipalities in the care system. The great het-
erogeneity of SAAD in terms of access, benefit type, and quality is also affected
by financing. The method of financing dependency is highly complex given that the
State finances 50 % of the “new” social benefits created as in January 2007, but
not the cost of the provision that existed previously in the care system. This means
that, in practice, more than two-thirds of the total cost falls to the Autonomous
Communities or regions. Moreover, state financing for the new LTC system is not
always used by the regions for this purpose but for funding preexisting benefits
(such as residential care): such a situation has slowed down the expansion of the new
system.

The State guarantees a degree of equity by means of an equal minimum per
capita benefit nationwide, as well as some territorial redistribution on the basis of the
benefit agreed with the regions in accordance with criteria of territorial dispersion,
population size, and number of service users. But the final word regarding where
benefits go rests with the regions, which have exclusive decision-making rights in
this regard, as is demonstrated by, for example, different yardsticks for assigning
benefits and different forms of copayment by beneficiaries.

Financial restrictions and the social and institutional preference for cash bene-
fits has led to increased competition between the commercial providers and NGOs
to control service contracts, and this is changing the face of the traditional struc-
ture of social services private provision. Finally, the development of SAAD is not
improving the coordination between social and health care services. This lack of
coordination means that the implementation of the Act has been limited to the social
care system. An explanation for this outcome is related, on the one hand, to the
different levels of development, organization, and professional practice by health
care and social services, on the other, to the luck of steering capacity by the na-
tional ministries involved in LTC issues, including in particular the Department
of Health.
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10.7 Conclusions

The Spanish LTC system (SAAD) is relatively new and therefore only tentative con-
clusions about its functioning can be drawn. Firstly, like most of the models in place
in European welfare regimes, the Spanish LTC model is one of shared responsibility
between the dependent persons, their family, and the public sector, with an aim of
enhancing the quality of life of both the care recipient and of their carers. It is a
model, which favors the freedom to choose between a limited set of different care
arrangements and which seems to foster a new ethos of joint responsibility, whether
of state and family or of men and women. Secondly, the SAAD is the outcome
of a convergence between deep social and demographic changes, the needs of new
generations of working women, the growing Europeanization of social policy, and
the mobilization of social and institutional actors in favor of the reform (particu-
larly the Third Sector and Social Partners through Social Dialogue). Thirdly, it is
also a care model, which replaces the social assistance logic with a universal ap-
proach built around an institutional set-up, in which state and autonomous regions
are obliged to cooperate. This situation often creates tensions between the various
actors and it has so far caused territorial heterogeneity and inequalities in terms of
coverage, benefit types, and the social impact of the reform. In relation to this last
issue, it seems clear after some years of implementation that different historical tra-
ditions in social care models at the local level are shaping the nature of regional
policies far more than ideological stances. Finally, the reform has had a signifi-
cance in terms of the coverage of the dependent population, even if this coverage
has often increased more because of cash benefits than services. This circumstance,
criticized by unions, professional associations, and providers, is the result of the
continued existence of a social structure of informal care (which the current eco-
nomic crisis has partly reinforced), the limited supply of social services, and public
spending conservatism, which has diminished investment in social service infras-
tructures. Care recipients’ preference for cash benefits is also backed up by the offer
of relatively cheap migrant labor to which frail older people and their families often
resort.

Looking at the future, the Spanish model will face major challenges in the future:
a more effective governance; the need to improve equity across the nation and to
guarantee enough funding in order to increase the supply of services; a boost to
social health service coordination and greater institutional weight to local govern-
ment, insofar as it provides services in the community. From our analysis of the
impact of Spanish LTC, we deduce that its future evolution will depend on the de-
velopment of a mixed model whereby the link between family help and individual
responsibility on the one hand and the socialization of risks on the other will be key-
stones of a system characterized by a highly decentralized model of regulation and
provision.
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Chapter 11
Long-Term Care Italian Policies: A Case of
Inertial Institutional Change

Giuliana Costa

11.1 Introduction

Even though the Italian social protection system has undergone some reforms over
the last 2 decades (Ascoli 2011; Ranci and Migliavacca 2011), long-term care (LTC)
issues have been systematically neglected over the same period. Welfare reforms in
the 1990s focused mainly on the redesign of pensions schemes—including a shift to
a contributory system—and partially on health policies, where instruments reflect-
ing a “New Public Management” approach (i.e., adopting market-based principles;
Ferlie et al. 2005; Jessoula and Alti 2010) were introduced. It is only since the be-
ginning of the new millennium that LTC has entered the public reform agenda, when
several national reform proposals were first mooted. However, the only public action
specifically directed to address care needs over the last 10 years was the creation of
a very modest and temporary “National Fund for Dependency” in 2007. Since then,
two other measures have also indirectly offered some assistance to those with caring
needs: the establishment of a national contract for homecare workers (including per-
sonal assistants) and the “regularization” (i.e., legalization) of migrants who wished
to work as personal care assistants in 2009, as will be explained later on.

Sociodemographic trends clearly indicate that a new set of risks related to depen-
dency and care needs has emerged in Italy. Indeed, the number of individuals and
families affected by dependency is increasing. Nevertheless, LTC policies have not
undergone explicit institutional change through legislation at the national level. The
ongoing decentralization of social policies in Italy, even if potentially innovative in
terms of responsiveness to growing social demands, has not been able to keep apace
with growing LTC needs, which remain partially unmet.

This chapter sets out to describe and discuss the main features of the Italian “care
regime” (Ranci and Pavolini 2008) and the LTC policy arena, clarifying what the
opportunities and constraints for national and subnational LTC reforms have been.
The central argument of the chapter is that a substantial inertia (in the context of huge
societal transformations) characterizes this policy arena (Ranci and Pavolini 2011)
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and, as a result, the LTC field has undergone only an “incremental institutional
change” (Streeck and Thelen 2005). This interpretation of LTC policies trends is
based on two interlaced phenomena. First, the core support tool for LTC needs in
Italy consists of a cash transfer, which was introduced 30 years ago. It was originally
devoted to adults with disabilities, but it is now almost completely used by severely
dependent older people without any recalibration of its design. Second, Italian fami-
lies are responding to the care needs of older relatives via a huge private care market
that has developed without any substantial public-specific regulatory intervention to
qualify, formalize, or finance it. The lack of any steering actions during the emer-
gence and consolidation of the private care market, together with the absence of any
additional public support for those with LTC needs, can be interpreted as an ongoing,
partial, and gradual institutional change process. As a result, the Italian LTC system
has evolved from a “familialistic” model to one where those with caring needs are
obliged to simply “cope” through a mix of public and private resources within an
overall “marketization of care” trend (Bettio et al. 2006).

11.2 The Italian Care Regime: Overloaded Families, Private
Solutions, Public Absence, and Caregiving Gaps

Along with other southern Europe countries, Italy’s care regime has been defined as
“familialistic” since comparative studies have pointed out the strong role of family
in the organization, provision, and financing of personal care (Bettio and Plantenga
2004; Naldini and Saraceno 2008; Ranci and Pavolini 2008, 2010). As a large body of
research has shown (Eurofamcare 2006, Fujisawa and Colombo 2009; Österle 2001),
care in Europe remains a “family matter”: most care work is provided by family mem-
bers and families have, even when public or private services are available, a pivotal
role in care arrangements. What is peculiar to Italy and other Mediterranean countries
is the assumption that families “are always there” and that they will provide all kind
of resources, including care (Saraceno 2002).1 Moreover, an “implicit familialism”
(Saraceno 2010) is in place because the welfare system assigns significant caring
responsibilities to families: the State intervenes only in limited, urgent cases. The
scarcity of public services thus feeds back into the traditional Italian “care responsi-
bility culture” (Titmuss 1973), whereby it becomes very difficult for family members
to opt out of caring (Costa 2007a; Lewis 1993).2

If we analyze the caring arrangements of Italian families that have at least one
older person, the extent to which care is a family issue becomes clear. Throughout
all age groups (65+) and for a range of caring needs (from not dependent to severely
dependent), most help and services-in-kind are provided by family members (Istituto

1 As shown by Groppi (2010), this assumption is historically constructed: the “ideology of blood”
is the outcome of a continuous negotiation between family and collective responsibilities with the
intervention of the State or tribunals throughout the Modern Era.
2 See how the responsibilities towards relatives stated in the Civil Italian Code are heavier as
compared to other countries (Millar and Warman 1996).
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Table 11.1 Percentage of Italian families with older people per type of help received (2009).
(Adapted from ISTAT 2010)

Kind of family Families that Informal Private Public Mixed Families that do not
receive help help receive any kind of help

With 65+ 29.2 16.2 14.0 7.9 7.5 70.8
With 65+a 49.6 29.6 22.9 22.0 20.1 50.4
With 65+b 31.1 17.6 14.6 6.0 6.4 68.9
With 80+ 45.0 26.0 23.6 13.2 14.8 55.0
With 80+a 61.5 37.1 31.9 27.6 28.0 38.5
With 80+b 43.9 25.4 22.2 9.2 11.2 56.1
aSeverely dependent
bDependent

Table 11.2 Caring arrangements of severely dependent older people receiving the IdA living at
home and number of hours per week of care (2008). (Adapted from DaRoit 2008)

Caring arrangements Percentage of severely Number of
dependent older people hours/week of
living at home care received

Only informal care provided by family caregiver 39.8 90.7
Only public care services 0.8 13.9
Only private services 3.3 66.0
Informal care + public care services 11.3 92.9
Informal care + private services 29.6 119.5
Public care services + private services 1.8 103.3
Informal care + private service + public services 13.4 121.3
Total 100.0 102.4

Nazionale di Statistica [ISTAT] 2010; see Table 11.1). Along with this preeminence
of family care, it is important to point out that a large part of the dependent older
population, almost 40 % of families with an individual aged 80+, do not receive any
kind of formal or informal help. The amount of help drops for those younger than
80 or with less severe autonomy limitations.

If we focus on highly dependent individuals aged 65+ who receive the LTC
allowance “indennità di accompagnamento” (described in further detail in the next
section), Survey data show that only 5.9 % of beneficiaries cannot rely on informal
family care: the vast majority are assisted exclusively by a family caregiver or by
a combination of informal care and public or private services (Da Roit 2008). In
particular, see Table 11.2:

• Around 40 % of beneficiaries are only helped by family care givers for a total
amount of 91 hours per week (an average of 13 hours per day!).

• Another 30 % are able to mix family care with private provision (mostly migrant
care workers); this mix assures the highest number of care hours per week (119.5).

• Only 13.4 % of beneficiaries are able to rely on informal, private, and public
resources.

• In general, public LTC services reach only a limited number of highly depen-
dent individuals in receipt of an allowance (27.3 %), whereas almost half of the
households utilize private paid care (47.9 %).



224 G. Costa

Some scholars have argued that the emergence of the private care market, made up
of mainly foreign migrants, changed the nature of the Italian model of care with a
“‘transition from a ‘family’ to a ‘migrant in the family’ model” (Bettio et al. 2006,
p. 272). In fact, the gap between the expanding demand of care services, the modest
public LTC service provision and the reduced capacity of families to care on a
long-term basis (as will be clarified further on) has largely been filled by low-cost
care work provided by migrants. Carers are mainly women from less developed
countries:3 An old Italian word—“badante”—has been revived specifically to name
those who “care/mind for” someone on a long-term basis. The growth of this private
market is due to many different factors: the availability of a large immigrant female
labor force, the scarcity of and difficult access to public personal care services, the
traditional preference for caring at home, the increase of the female employment rate
in the country, and finally, the availability of an adequate income by a significant
proportion of the current generation of Italian pensioners (Da Roit 2007; Spanò
2006). Hiring a personal assistant is less expensive than other caregiving solutions
and is also more flexible than availing of more formal services, be they private or
public. Often, migrant workers in this field offer care 24 hours a day and are able
to monitor the daily lives of frail older people at home. Employing a “badante” has
turned out as a common, relatively reliable and “ready-to-go” arrangement, even
for nonaffluent households. In general, migrant care workers are employed through
the “gray” market without proper employment contracts being signed: therefore
households can pay as little as € 700–1,200 per month for a “badante” (Pasquinelli
and Rusmini 2010). Supply has also increased the demand in Italy (Colombo 2005).
As shown in Table 11.1, more than 14 % of families with an older relative (aged
65+) employ a personal assistant and the percentage continues to grow within the
older population. According to recent estimates, Italian families are spending around
€ 9.5 billion a year to pay for personal assistants (Pasquinelli and Mesini 2010).

However, if we consider the overall burden of care towards older people, it is clear
that even with the entrance of “badanti” into the sector, a significant proportion of
care is still provided by family members. Empirical evidence shows that personal as-
sistants do not completely replace families in their caring activities. Instead, they are
complementing them (Eurofamcare 2006; ISTAT 2010). Families provide the bulk
of personal care and domestic help as well as health and psychological assistance.
They also have a crucial organizational role in monitoring financial aspects and in
coordinating different kinds of care resources. As already stated, the centrality of
families (and private assistants) in care arrangements can be at least partly attributed
to the low level of public provision of services and by weak entitlements related to
caring needs (see next section). In Italy, care policies do not rely on actual, clear
eligible rights. To be cared for is an “incomplete right” (Knijn and Kremer 1997;
Leira 1993) because obtaining personal help is not legally enforceable.

3 Typically, migrant care workers come from a relatively limited number of countries and geograph-
ical areas, which have changed over the last 15 years due to different migratory waves. Most of
those nowadays working in Italy come from eastern Europe (mostly Ukrainians, Moldavians, and
Rumanians). They are largely middle-aged women, often highly educated and ready to live at the
home of the cared person in order to save money.
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11.3 The Shaded Perimeter of the Long-Term Care
Policy Arena

Like many western countries, LTC policies are not defined as a specific arena in
the Italian welfare system (OECD 2011); instead, they are spread among different,
uncoordinated policy fields and national, regional, and local agencies. Available data
reflect this fragmentation and dispersion (Chiatti et al. 2011) and in turn make it
quite difficult to obtain a clear, overarching picture of LTC interventions. Further-
more, LTC needs are not defined by any national law, which set out common criteria.
Instead, each regional government has defined care needs in different ways and
in different contexts, sometimes within regional laws, sometimes simply through
administrative norms (Pavolini 2004). Differentiation in what is considered “de-
pendency” in old age also exists at the local level. Only “severe handicap,” “civil
invalidity,” and “being in need of the indennità di accompagnamento” are conditions
defined by national laws, though dependency is assessed locally (by the “Aziende
Sanitarie Locali” (ASL) the Italian local health services).

The Italian welfare system is strongly dualistic and is financially imbalanced in
favor of cash transfers. Indeed, social assistance represents approximately 80 % of
total public spending on social welfare. Cash transfers are normally regulated at the
national level, while the few in-kind services are locally designed and provided. De-
pendence as a condition of LTC support is supported by the public system mainly
through social care policies and partly by health policies, two arenas that in most
regions are not integrated; as already underlined in the previous paragraph, home
health services are organized by local health agencies, whereas social services are
delivered by the municipalities. Homecare and residential services started to be de-
veloped by some municipalities in the 1970s outside of any national law or regulation.
In the following decade, after the foundation of the National Health Service (NHS;
law 833/1978), these services were strengthened in some areas of the country with
different levels of integration between medical and social provision. The National
Plan for the Elderly was delivered in 1992 but it was never fully financed, leaving the
evolution of LTC services at the discretion of the regional governments and the local
municipalities, which were responsible for the provision of those services. Thus,
providing for those with disabilities and/or dependence has never been a specific
national policy objective.

LTC services with a high health component are tax-funded (under the National
Health Service). Only residential homes, which are organized and/or delivered by the
ASLs and managed by the regional governments, are partly copaid by users. These
homes offer not only residential facilities with different levels of medical services,
but also day care centers. All service users also have access to the assistance provided
by general medical practioners. Residential services are offered largely to the oldest,
most dependent older people, or to adults with the most severe disabilities, who
are generally coming to the end of their lives: a reason why they are considered
nowadays as a “last option” to be used when all other arrangements are exhausted
(Da Roit 2007). On the contrary, home health services cannot be fully considered LTC
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Table 11.3 Coverage by the
Italian LTC system
(2008–2011)

Percentage of more than Italy Center- Southern
65 receiving northern Italy Italy

Attendance allowance (IA; 2011)d 11.6 10.4 14.7
Social home care (2008)b 1.6 1.5 1.8
Nursing home care (2009)a 3.7 4.3 2.2
Residential and day care (2009)c 2.5 3.0 1.2

The figures of social home care (run by local authorities) and nurs-
ing home care (run by the NHS) cannot be simply added together
because they partially refer to the same beneficiaries
Own elaboration from:
aMinistero della Salute 2011
bISTAT 2011
cISTAT 2012
dINPS 2012

supports because they are organized to provide medical, nursing, and physiotherapy
interventions solely on a temporary basis for just few hours per week. The ASLs
are responsible for assessing the degree of care needs of those who live in their area
through a multidisciplinary team, to set a “personal care plan” for them. Normally, the
evaluation processes are built on validated international multidimensional schemes.

Public support for LTC is funded through taxes and is managed directly both by
the municipalities and by the central State. The municipalities offer mainly services
in kind and, in the last 10 years, modest cash allowances. Social services in kind for
LTC provide only a very modest level of coverage (see Table 11.3) and they are also
locally fragmented. They consist of home care services, residential services, and day
care centers. Homecare and residential care are normally means-tested because users
contribute; day care centers are mostly accessed on a free basis. Each territory offers
a very different care model in terms of the numbers of home visits, the qualifications
of the staff, the number and kinds of services provided, and integration with other
services. Eligibility criteria (including economic ones) are not homogeneous and
are defined at the municipality level, in some cases following regional regulations.
Municipal cash transfers are provided to maintain frail older people at home and
are normally an alternative to services in kind. They consist of allowances devoted
to family caregivers or to pay for private assistants on a strictly means-tested basis.
Their amount varies from € 200 to 500 per month (Pasquinelli and Rusmini 2009)
but their coverage rates are still very low, less that 1 % of the target population.

The main and most widespread support for LTC is the “indennità di accompagna-
mento,” a disability benefit regulated by the central State, managed and paid directly
to the recipients from the National Institute for Social Security (INPS). It is an al-
lowance devoted to those who are assessed as completely dependent on a long-term
basis by local health medical commissions, independent of their age and economic
status. It is the only universal measure in the Italian welfare system especially de-
signed for those who are severely dependent (in this case dependency means being
completely unable to perform the basic activities of daily living without help). It
consists of a flat rate allowance of € 480 per year (2010) and it is not graduated in
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relation to different care needs. It can be used freely and there is no public control
over its use. The medical commissions, which are the gatekeepers to access this
measure, do not take into account any possible mismatch between the available re-
sources (other economic means, family help, networks) and needs. Indeed, empirical
research shows that it is frequently used to pay for some form of care, in most cases
to integrate the cost of private assistants (DaRoit 2008).

Table 11.3 synthesizes the main figures related to the functioning of the Italian
LTC system. The coverage level of the Indennità di Accompagnamento among the
older population was equal to 11.6 % in 2011.4

It can be estimated that around 4.5–5 % of the older population in Italy benefits
from public home care programs (1.6 % of home care provided by local authorities
and 3.7 % by the NHS) and 2.5 % have access to residential care. Data for other
European countries are different and often higher (see Chap. 2).Yet, if we differentiate
between the coverage of LTC services in the center–north of Italy and in the south,
we can see that the availability of services in the center–north is closer to central
Europe (3 % coverage in residential care and around 5.5 % in home care), whereas
the situation is dramatically lower in the south (1.2 % coverage in residential care
and around 3.5 % in home care). The territorial divide in LTC availability is quite
a specific and worrisome feature of the Italian system: also in LTC, as in other
welfare services, we can describe the situation as consisting of “two different welfare
regimes” (Pavolini 2011).

Other Italian LTC policies are even less well developed. There are no specific
fiscal benefits for LTC expenses: a modest amount of contributions paid to regularly
hired personal assistants can be rebated (around € 1,500 per year) and only 19 % of
expenses devoted to buy vehicles and technological devices for disabled people can
be deducted from the total amount of gross payable taxes. On the contrary, health
costs are generally favored as they can be fully deducted from taxable income. No
figurative contribution schemes are in place for those who leave their employment
to care for someone on a permanent basis. The only benefit provided for working
caregivers is 3 days’ parental leave per month, offered to close family members who
care for someone who has been defined as severely disabled according to the criteria
reported in a national law (104/1992), assessed by ASL medical commissions.

According to available data in 2008, public spending on LTC represents 1.18 %
of total GDP, around € 18 billion: 0.49 % of GDP is made up of NHS LTC spending;
0.56 % for the provision of the IdA; and 0.13 % for social care spending by the
municipalities (Chiatti et al. 2010). Public spending on LTC grew by a modest
0.13 % from 2004 to 2008. Private spending on LTC (what families pay for personal
assistants) has been estimated at around 0.59 % of GDP, equivalent to half of the
total public spending on LTC (Pasquinelli and Rusmini 2009).

4 Author’s own calculation, based on the data provided on the INPS website.
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Box 11.1 The Italian LTC panorama: actors, services and provisions, and funding

LTC actors LTC services and provisions Funding LTC

Ministries and national
agencies regions

Health home services (ADI) NHS (general taxation)
regions

ASL Social home services (SAD) Municipalities (general
taxation and local taxation),
INPS (general taxation),
users private resources

Municipalities Residential services and day
care centers (with different
degrees of medicalization)

Families Cash transfers
Third-sector organizations,

for-profit organizations
Mediation services, tax credits

11.4 Drivers for LTC Reforms

The ageing of the population, the shrinking care capacity of households and the
rising social costs of LTC in old age represent potential driving forces for institutional
changes in the Italian LTC system. Italy has one of the oldest populations in the world
and, along with Germany, its ageing rate is the highest in Europe. The proportion
of the 65+ population is, according to ISTAT (2009), 20.1 %, a value that grew by
37 % in the last 20 years and almost doubled in less than 50 years. In the early 1990s,
there were 8.7 million older people living in Italy, which had risen to 11.9 million by
2008; a net increase of 3.2 million individuals (see Table 11.4). The ageing of Italy
can be better understood by analyzing the evolution of those aged 74 and over: they
represented around 3.9 % of the population in 1971 but 9.6 % at the end of last decade.
Even if the “compression of morbidity” scenario (Baltes and Smith 2003) partially
holds true for the Italian case (the older disability rate decreased from 21.7 % in 1994
to 18.8 % in 2005, see Table 11.4), the absolute number of dependents has grown
and the qualitative composition of dependency has changed: the severe dependency
rate (defined as being confined at home) is increasing. So, even if disability rates are
decreasing for the whole population, the number of dependent individuals is growing
and dependency, when present, is getting more severe.

These figures should be considered jointly with those related to demographic
dynamics and structural changes in the female participation in the labor market.
Analyzing the life course of three generations of Italian women at the age of 40 (see
Table 11.5), it is clear that couples are having fewer children, usually at a later age,
and more generations coexist for many years (ISTAT 2011).

More than 60 % of 40 year-old women are now in employment; this figure has
doubled in 30 years. Nowadays, 51.9 % of the so-called “caring pool,” represented by
women aged 40–59, is in the labor force, compared with 39.5 % in the early 1990s. As
household division of labor between men and women has not changed significantly
over the same time period, care work by families, and particularly by women, can
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Table 11.4 Ageing and dependency in Italy. (Adapted from Ranci and Pavolini 2011 from ISTAT
[different sources])

The 1990s The 2000s Variation over time

(1993/1994) (2005/2008) Absolute Relative (%)

Number of older people (millions) 8.7 11.9 3.2 +36.7
Number of older people more than 74

(millions)
3.7 5.7 2.0 +54.0

Number of dependent older people
(millions)a

1.8 2.0 0.175 +9.4

Number of dependent older people
with severe limitations (millions)

0.7 1.0 +0.3 +35.6

Number of dependent older people
with less severe limitations
(millions)

1.1 1.1 −0.0 0

Disability rate among older people
(standardized): general

21.7 18.8 −2.9 −13.4

Disability rate among older people
(standardized): severe limitations

8.8 9.3 0.5 +5.7

Disability rate among older people
(standardized): less severe
limitations

13.3 10.3 −3.0 −22.6

aThese numbers do not include older people living in residential settings

Table 11.5 Projected indicators for three generations of women at 40 years old. (Adapted from
ISTAT 2011)

Year of Average number Average age Percentage of Average number Percentage of
birth of children at first child women who do of years coexistence 40-year-old

not give birth with an older parent women in the
labor market

1940 2.0 25 13 12 30
1960 1.7 27 13 18 50
1970 1.4 30 20 22 62

thus no longer be taken for granted. More Italian adult women are employed and
are staying longer in the labor market because of the worsening of eligibility criteria
for pension schemes and their late entrance in paid activities: this situation lowers
their will and capacity to provide personal care, at least on a full-time basis. Even
if families are “still there,” their caring capacity has clearly decreased in quantity
(Eurofamcare 2006): from 1998 to 2009 the total number of hours dedicated to adult
personal care adults decreased from 759,000 to 730,000 (ISTAT 2010).

The last crucial aspect related to the growing demand for a wider reform in the
LTC Italian system is the increasing economic impact of LTC needs. This kind of
need has been identified as the second cause of household impoverishment after
unemployment (Centre for Economic and International Studies [CEIS] 2009), not
only because of out-of-pocket spending (to buy private services or to copay for public-
regulated ones) but also due to costly family rearrangements. As a matter of fact, LTC



230 G. Costa

needs are facilitated less and less by health services, which are focused increasingly
on acute conditions. The introduction of hospital reimbursement mechanisms, which
has accelerated the discharge of patients, is a good example of the process that
sees the embedding of LTC more and more into the social arena, delegating caring
responsibilities to families and municipalities. Last but not least, it has been estimated
that 2 % of the older population remains excluded from the IdA (Ranci et al. 2008),
because, even if they are frail, they do not fit eligibility criteria, which are designed
to facilitate physical impairment rather than cognitive or mental disorders.

11.5 Institutional Reform Attempts and Substantial Inertia:
The National and Regional Levels

Many LTC reform proposals have been advanced since the “Commissione Onofri”
was set up by the left-wing government to reformulate the Italian social protection
system in 1997. This commission suggested redesigning invalidity pensions and
benefits for dependent people with the creation of a ring-fenced “National Fund for
Dependent People.” This proposal was never put into practice and LTC issues were
sidelined by government priorities until the beginning of this millennium when an
important Act (328/2000) reframed the whole assistance system in Italy. Between
2001 to 2006, LTC issues received more attention from the Center–Right government
with many technical and political (even bipartisan) proposals to innovate and fund
the system (Gori 2008). Most of them focused on the following policy priorities: pro-
viding universal coverage for LTC costs (even with the introduction of homogeneous
copayment formulas throughout the country), ensuring more coordination between
health and LTC policy arenas, widening the take up rate of services, and developing
more home care arrangements (in line with other countries in Europe; see OECD
2011). Some proposals were devoted only to those aged 65+, others to dependent
people in general. Some of them intended to modify and to incorporate the available
economic resources into a single fund on assignment to the IdA. However, none of
the proposals were implemented mainly because of the absence of consensus on how
to finance new schemes and because of veto players who resisted reforming the IdA,
as will be clarified later.

Meanwhile, incentives for the development of national programs and ring-fenced
resources decreased. In Italy, as in a large number of European countries, devolution,
rescaling, and subsidiarization processes of public policies have been enforced in the
last 2 decades (Kazepov 2008). The decentralization has not been supported either by
the transfer of consistent national resources or by an increase in fiscal autonomy by
regional governments. The redesign of the institutional architecture of competences
towards welfare policies started with the above mentioned Act 328/2000. This law
assigned precise duties to all levels of government (regional, provincial, and the
municipalities), set specific instruments for social planning and created the National
Fund for Social policies (FNPS) to finance basic services, which should have been
offered all over the country, acknowledging the strong territorial differences in terms
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of social infrastructures. A few months after the enforcement of the law (in 2001),
a Constitutional reform delegated most of the responsibilities for social care to the
regional governments and moved towards a more federalist structure of the Italian
State. Regional governments now hold exclusive jurisdiction over social assistance
policies, leaving to the central State the responsibility of fixing the “basic levels
of provisions concerning the civil and social rights that must be ensured all over
the national territory” (Art, 117, comma m, Title V of the Italian Constitution).
Previously, regions already had large planning capacities in several matters but were
strongly checked by (and dependent on) the central government through a system of
fund transfers linked to specific aims (Arlotti 2009; Brosio 2003). The Constitutional
reform attributed new tasks to the regional level. Such attribution of competencies
has, nonetheless, been adequately supported neither by tax levy5 nor by the fixing
of the mentioned basic levels of provision, meant not only to protect the universal
rights of citizenship but to ensure, at least up to such minimum levels, the funding of
social policies by the central government. The resources of FNPS supposed to ensure
the funding of social services are therefore transferred to the Regions without any
central control over their final destination.6 One of the consequences of the devolution
enforced by the Constitutional amendment is that each region uses the assigned
resources in accordance with its own standards and programs, eventually adding
different amounts of their own resources and allocating them to the municipalities.

Such a standoff has to some extent been filled by regional initiatives. However,
such initiatives have not been consistent and, in the decade following the constitu-
tional reform, many regions—especially in the southern part of the country—have
not been able to clearly define their own social care policies. This inertia towards
LTC social policies can be attributed to many reasons. The first is that most avail-
able resources come from the municipalities (70 % on average; ISTAT 2009) while
the funding from regional and national governments (like those of the FNPS) is
more modest. Limited regional resources imply a low capacity to condition local
rules. Another reason is related to very strong territorial differences, mainly between
northern and southern Italy, both in terms of economic development and LTC services
coverage rate (see Table 11.3; Costa 2009).

In 2007, the left coalition Government led by Prodi tried to introduce a reform
for LTC, but the legislature was prematurely concluded and only a very modest
National Fund for Dependency was created with the allocation of € 500 million
(later increased to € 800) for a 3-year period (2007–2009). Thanks to an agreement
signed by the regions, the Fund was confirmed for 2010 with an allocated budget of
€ 400 million but it has been completely cancelled for 2011 and onwards, in the
context of a massive reduction of funding for all social policies (not only LTC ones)

5 This is particularly crucial for social assistance policies because most of the regional resources are
used to finance their health services. In any case, it is important to know that from 2001 onwards,
the central State had systematically limited the mentioned Region’s fiscal autonomy.
6 The only exceptions are the funds related to the National Fund for Dependency (see later) and the
Plan for preschool services, both implemented with the general annual budget law of the State of
2007.
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due to austerity measures. Some regions decided to develop their own social policies
in favor of dependent people, creating their own Funds in order to enlarge the coverage
rate of territorial services, diversify the offer of services, or redesign the body of
regulations (Cembrani et al. 2010). However, quite often the amount of resources in
these regional funds was not able to overcome the shortcomings of the local LTC
system.

11.6 Factors Leading to Institutional Reforms: The (Relative)
Success of the “Indennità di Accompagnamento” and of
Migrant Personal Assistants in Italy

We will now discuss the main elements and processes that have played an important
role in creating the inertia surrounding LTC policies in Italy (Ranci and Pavolini
2011). They are basically related to the role played in the whole system by the IdA
and the consolidation of a private and unregulated care market, as we have already
shown. Paradoxically, the existence of the IdA can be considered as a factor leading
to the inertia in the creation of wider institutional reforms of LTC in Italy. This cash
transfer was launched in 1980 to compensate for the loss of economic income among
those who were unable to work. After 8 years, it was extended to those aged 65+.
Since then, an exponential growth in its coverage rate and a progressive ageing of its
beneficiaries has developed. By means of demographic and epidemiologic changes,
the IdA has completely changed its scope and use over the last 20 years, though
there has been no revision of its eligibility rules, targeting, or the amounts granted.
As shown in Fig. 11.1, the increase in the take up rate grew exponentially at the
beginning of the 1990s, almost completely due to the entrance of older beneficiaries.

As shown in Fig. 11.2, the coverage rate of IdA rate among older people was
11.6 % in 2011, after rising rapidly in recent years (it was 6 % in 2000). In the same
period, homecare and residential care did not increase by as much. The huge growth
of IdA can be explained first of all by demographic ageing and, more specifically,
the growth of the population aged 75+. In fact, the actual distribution of beneficiaries
by age reveals that the IdA is mainly distributed to the very old: more than 50 % of
the recipients are aged 80+. Other factors can explain the “success” of the IdA: a
growing welfare consumerism, the lack of other public supports for LTC, the absence
of universal income supports in the Italian welfare system, the availability of migrant
women to perform caregiving tasks, and the separation of the IdA gatekeepers (re-
gional governments, through their ASLs) and financers (the National State, through
the INPS; Gori 2010).7

Despite being a universal measure provided to those who are assessed as de-
pendent on the basis of (in theory) nationally defined criteria, there are markedly

7 From 2011 onwards, the INPS imposed the presence of their own doctors in the Commissions to
assess the needs of applicants in order to control the whole process from IdA applications to their
payment.
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Fig. 11.1 Evolution of new yearly provisions per gender and age at the beginning of provision.
(Adapted from INPS data, Ranci et al. 2008)
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Fig. 11.2 In-kind services and cash programs for frail older people in Italy 1984–2011. (Adapted
from Ranci and Pavolini 2011)

different take up rates of the IdA in different regions, which are not explained by
differences in dependence rates (Table 11.3 already showed some of these features
comparing northern and southern Italy). Calabria (15.6 %), Campania (15.0 %), Sar-
dinia (13.9 %), and Umbria (18.2 %) are among the regions with relatively high take
up rates. Between 2006 and 2010, the older population grew as a whole by 4.3 %,
while older IdA percipients increased by 32.8 % (25.1 % among those aged 65–79
and 36.4 % among those aged 80+). It appears that some regions are using the IdA



234 G. Costa

more than others, as epidemiologic data cannot explain this level of heterogeneity.
The last government, in power from 2008 to 2011, was relatively convinced that
this heterogeneity in the territorial diffusion of the IdA was related to opportunis-
tic patronage behaviors8: on different occasions during parliamentary hearings, the
Minister for Labor and Social Affairs illustrated the strategy of the government in
order to limit abuses in access to IdA through stricter control measures (including
introducing sanctions for doctors working in the needs’ evaluation commissions).
Recent actions went in that direction with a massive campaign of controls performed
by INPS during 2010–2011 on beneficiaries all over the country in order to cast some
light on what seemed to be an uncontrolled device.

Italy spends more than € 12 billion on IdA (mostly for older people). Recent
estimates indicate that economic resources assigned to the IdA can assure levels of
coverage that are not far from those dedicated to LTC in other European countries
(Ranci et al. 2008). Such an amount of resources cannot be ignored in reform hy-
potheses. In a context of budget restrictions, high fiscal pressures and “permanent
austerity” (Pierson 2001), it is hard to finance a wider reform for LTC without includ-
ing these huge (and growing) resources. At the same time, it is not easy to “touch”
(a word frequently used in the current Italian debate) the IdA. Empirical research
shows that most recipients spend the “Indennità” on some kind of care support (Da
Roit 2008) and that the freedom of use they enjoy is highly appreciated. In a context
of scarcity of public provision for LTC needs and of fragmentation and discretion
in its management, the IdA constitutes the only certain and available public support
for “ageing in place” (OECD 2003). For this reason, organizations for older people
and those with disabilities formed longstanding advocacy coalitions (Sabatier and
Jenkins-Smith 1993, Sabatier and Weible 2007) that have blocked any attempt to
review and integrate this measure within other schemes, even continuing its pressing
action for increasing public investments in LTC.9 Finally, pensioners’ trade unions
and umbrella organizations for people with disabilities (Federazione Italiana Super-
amento Handicap, FISH and Federazione Associazioni Nazionali Disabili, FAND)
lobbied in the same direction throughout the decade, united by the same objective.
Adults with disabilities obtained much more than severely dependent older people in
terms of services in kind (with growing coverage and diversification) but organiza-
tions for dependent people as a whole prevented the violation of what is considered as
an inalienable right. As confirmed by some policy makers, observers, and activists,10

“nobody wants to risk the certain for the uncertain even if the limits of the IdA are
evident to everybody.” As a matter of fact, the IdA is a flat rate amount, it can rep-
resent a good economic compensation for those who have less severe caring needs
but it is insufficient for those who are completely dependent. Furthermore, no form

8 Italy has a quite long story of patronage practices in the use of public benefits (see Paci and Ascoli
1984).
9 As stated by Kingston and Caballero (2009), “existing institutions can affect the configuration of
interest groups and their bargaining power, and groups with a vested interest in the status quo may
attempt to block subsequent institutional change” (p. 173).
10 Interviewed for this research.



11 Long-Term Care Italian Policies: A Case of Inertial Institutional Change 235

of case management is organized around it: those who cannot rely on family helps
are left alone to organize care responses by themselves. In this sense, the societal
resistance to change the IdA regulation and functions can be seen as a constraint for
reforms.

As illustrated before, Italian households are nowadays—and have been in the last
10 years—massively helped by immigrant women in assisting dependent individuals
at home, mostly older people. These “private to private” arrangements have been
called a “hidden welfare” (Gori 2002) because “it has worked” for many years without
any public effort in terms of regulation. The relative success of this solution has not
been addressed either by explicit or by specific LTC or family policies. At the same
time, migration policies were not specifically designed for care workers, despite
their growing numerical importance. The issue of the “badanti” has entered the
Italian public debate very slowly, when they were already quite widespread and in a
historical moment when the accelerated ageing of the population and the social risks
involved came to the fore in the public agenda (mainly related to the pension system
sustainability).

At the beginning of the 2000s, the Italian government was obliged to acknowl-
edge the important social role played by the migrant care workers, thanks also to the
lobbying made by an active advocacy coalition, consisting of a number of Catholic
organizations as well as NGOs with a left-wing political orientation (Van Hooren
2008). But this acknowledgment deployed its effects only via migration policies
through the introduction of preferential regular entrance conditions for care work-
ers. No other support was introduced at the national level. To fully understand the
implications of this reorientation in terms of gradual institutional change, it is im-
portant to briefly describe how immigration policies have been used in Italy. They
are traditionally based along two different approaches. The first and more important
one is immigration “amnesties” that have the aim of regularizing the legal position
of illegal migrants already present in the country. Such amnesties occurred in 1986,
1990, 1995, 1998, 2002, and 2009. The second one is the definition of migrants
incoming fluxes, defined year by year.11 In the Bossi-Fini law of 2002, passed by a
right-wing government, special and favorable conditions were set for the first time to
regularize care workers, accepting the regularization of those who could prove to be
at work in an Italian family. Fluxes for those who apply to enter in the country reg-
ularly as home or care workers have been widened as well. The acknowledgment of
the importance of private assistants in coping with care needs (abundantly supported
by media between 2002 and 2009) pushed the right-wing Berlusconi government to
launch a special amnesty law in 2009 only for migrants who worked as carers. On
this occasion, care issues were put on the agenda calling for public responsibilities
once again (and more than in 2002) through a vivid debate on immigration poli-
cies. About 500,000 demands of regularization/legalization were expected but only
295,000 were presented and only 114,000 by carers and the families who hired them

11 According to the present legislation, these regular fluxes are defined at national level by a decree
every year (but based on a 3-year timeframe), with the help of local institutions and according to
market needs.
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(Pasquinelli and Gori 2009; Pasquinelli and Rusmini 2010). The context in which
this special amnesty law occurred was the approval of a strongly contested security
law to criminalize families and enterprises hiring undocumented immigrants. It has
been estimated (Pasquinelli and Gori 2009; Pasquinelli and Rusmini 2010) that after
the 2009 amnesty law, there were around 750,000 migrant care workers employed in
Italian families, 46 % documented and with a formal contract, 28 % documented but
without a formal employment contract, and 26 % undocumented and without any
formal contract, which means that almost a half of the market is illegal.

Even though it has been argued that 2002 was a turning point year in policies
towards “migrants who care” (Van Hooren 2008), the immigration policy pursued
by the Italian government, based on ex post calls to regularize rather than a clear ex
ante plan has helped the perpetuation of an irregular and cheap labor market because
undocumented migrants cannot be hired with regular contracts (Bettio et al. 2006;
Costa and Pavolini 2007). This policy to some extent fuels irregularities in the market.
As a matter of fact, employed workers and employing families wait for amnesties
to eventually regularize their position, because the present legislation encourages a
sort of “abuse by necessity” (Ambrosini 2007). This is due to the fact that regular
channels to include immigrants are quite ineffective in the care market, where face-to-
face relationships are crucial. Because of Italian immigration laws, it is not possible
to legalize the presence of an undocumented person if she or he is already in the
country, employed or not. She or he must return to his/her country and await a call
from his/her employer in order to stay in Italy and apply for a permanent residence
and a work permit. Such a possibility has to be fitted into the formal immigration
fluxes that are far from being sufficient to meet all the received applications. The
only way to have a regular residence permit is therefore rather complicated and it is
far from likely to ensure success.12

No efforts have been invested in connecting the IdA with this private market even if
it is known that public money from the IdA feeds elusive and irregular practices. The
only investment in the regulation of the specific market of care was the introduction
of a National Work Contract for Homecare Workers, applicable also to care workers
who are involved in other LTC activities, designed to fix minimum salaries and basic
contributions, protection, and work conditions. However, this attempt to legalize such
workers has had only limited success because, on one hand, there are still limitations
related to regularly hiring an undocumented carer and, on the other, there are few
incentives to formalize their employment: controls are quite modest and tax rebates
on household services and personal care are very modest and not generous enough
to compensate for higher costs emerging from the correct application of contracts,
especially for carers working on a cohabitation basis.

The national inertia has been in some way filled by some regional and local admin-
istrations, which developed local policies trying to support care workers and family’s
needs (Costa 2007b). The most evident aims of these policies are the qualification

12 In the Conference State/Regions, there are nowadays some proposals to separate fluxes for per-
sonal assistants from those devoted to other sectors applicants. This can be considered as another
attempt to support what is considered to be a fundamental component of the Italian welfare system.
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of care work and the improving of contractual relationships. To do so, they created
special “public agencies” where families can find the right “migrant carer ”; they cre-
ated registers of “migrant carers” with certified personal and professional standards;
they developed training courses devoted to those who wanted to be a personal carer;
they tried to integrate personal assistants work with the support provided by formal
services; and they provided means-tested allowances for those who hired personal
assistants with a regular contract, paying part of or all their contributions costs13

(Costa 2007b; Pasquinelli and Rusmini 2010). These local attempts to regulate and
qualify the private market are very innovative and interesting but they are poorly
funded and affect only a very small number of migrant carers and households.

In conclusion, it can be stated that public choices towards the regulation of this
market over the last 10 years have been affected both by: (a) the rising demand of
(cheap) care by Italian households and (b) the public sector that partially avoided the
rising pressure for LTC services. The absence of explicit steering actions towards
the emergence of a private and nonregulated care market can, to a certain extent, be
interpreted as an intentional effect. In this sense, the success of the private market
can be considered until now as an inertial factor in respect of a more compelling
(for public finances) reform in LTC. But many observers argue that the “private
way” for LTC needs is not sustainable for the future: in the next 20 years Italy will
experience a shortage of people available to be home carers as this kind of activity
will not be attractive enough for future migrant generations (Costa 2004; Mesini
2008); pensioners will get relatively lower benefits due to pension reforms and, last
but not least, it should be remembered that the demand for personal carers is very
elastic in relation to revenues (Ranci et al. 2008), which implies that inequalities in
their use will be more manifest and perhaps no longer avoidable at a political and
collective level.

11.7 Missing Reforms, Inertia, Future Trends, and
Institutional Change in LTC

Huge social reorganization has occurred around LTC needs and dependency in Italy
in the last 15 years. However, this occurred in the context of institutional inertia;
thus, the LTC service provision system is nowadays almost the same as 2 decades
ago. Trends in the different coverage rates show that the only public support that has
accompanied the demographic and care needs evolution is the IdA. Moreover, the
Italian care regime has been profoundly redesigned by the emergence of a private
care market and the use of migrant care workers. The model of care experienced
a transition from being “family-based” to a more mixed one, with migrants often
living in the family home (Bettio and Simonazzi 2006).

13 The Regions that have activated special cash allowances to support the regularization and qualifi-
cation of personal assistants areAbruzzo, Emilia-Romagna, Friuli-Venezia Giulia, Veneto, Sardinia,
and Valle D’Aosta. Their amount, duration, and economic eligibility criteria are very different.
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Using the institutional change literature, the evolution of LTC policies at a national
level in the Italian case can be interpreted as a case of partial and probably not foreseen
“gradual transformation” (Streeck and Thelen 2005). This is because, institutions, to
remain as they are, require active maintenance. They need to be reset and refocused
and even in certain contexts more fundamentally recalibrated and renegotiated in
response to changes in the political and economic environment in which they are
embedded (Streeck and Thelen 2005). The disjuncture between social programs
and changing profiles of social risk can result from natural trends or from political
cultivation. How then can we interpret the Italian case? To what extent can the lack of
strong and effective steering action towards LTC issues be intended as unintentional
or rather as the result of rational action? Whatever the answer to these questions, it is
evident that the existence of the IdA and the availability of (cheap) migrant female
labor have led to the avoidance of further public investment into LTC.

Since LTC issues entered the public agenda, many projects have been drawn up
to radically or partially reform the actual public system to support dependent people.
Some of them planned to link the IdA (the bulk of resources devoted to dependence)
to the services system, including the caring activities provided by migrant workers.
Political instability as well as budget constraints and the action of advocacy coalitions
have undermined any attempt to change the IdA regulation and at the same time have
worked out an original (but problematic) solution to the need to use migrant workers
to guarantee caring activities on a long-term or on an extensive basis. In the Italian
case, it can be stated that some sort of universalism in cash programs (the IdA) has
therefore paradoxically prevented any radical change in LTC policy. The societal
rationale of not losing or even weakening eligible rights has made it very difficult to
enlarge and differentiate public support for LTC needs in older age and has also led
both public and private actors to focus on private solutions to the unmet care needs.
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Chapter 12
Long-Term Care Reform in Central–Eastern
Europe: The Case of the Czech Republic

Jana Barvíková and August Österle

12.1 Introduction

The central-eastern European (CEE) region has seen major social policy reforms over
the past 2 decades (see Cerami andVanhuysse 2009; Cook 2010; Inglot 2008; Kovács
2002). For example, health care systems have been transferred from a “Semashko”
model orientation (named after Semashko who laid out the foundations of the USSR
health system in the 1920s) toward Bismarckian social health insurance systems
with varying degrees of emphasis on liberal or universalist elements (Marée and
Groenewegen 1997; Nemec and Kolisnichenko 2006). The privatization of pensions
also became an important part of reform efforts from the mid 1990s, not least due
to the strong influence of the World Bank (Orenstein 2009). Yet, in contrast with
such major social policy reform areas, long-term care did not play any prominent
role in social policy debates in CEE in the 1990s and into the 2000s (Österle 2011a).
While long-term care became a major issue on the social policy agenda in many
western European countries in the 1990s (see other chapters in this volume), it
has not been addressed as a distinctive policy sphere in CEE. Policy debates and
reform efforts toward a more comprehensive public response to long-term care needs
only intensified in the new millennium. This chapter investigates the changes to
long-care systems in CEE, with a particular focus on the situation in the Czech
Republic, the first CEE country to see the establishment of a novel long-term care
system in 2006. The analysis covers a time span of more than 2 decades, starting
from the transition from communism to market-oriented democratic systems up until
today. Apart from describing how the long-term care system has developed over that
period, the particular focus of the analysis is on identifying the drivers of reform
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(or nonreform), in studying the importance of key actors involved in reform processes
and in analyzing the impact of the reforms.

The following section provides an overview of long-term care policies in CEE. It
outlines the context for long-term care reform in CEE and identifies commonalities
and diversities in the development and the status quo of long-term care in this Eu-
ropean region. The next section provides an in-depth analysis of the situation in the
Czech Republic. This section starts with an outline of Czech long-term care poli-
cies, delineating the situation before the transformation, the gradual reforms from
the 1990s, and in particular the 2006 reform. With this reform, a new foundation for
long-term care was established in the Czech Republic. The section then proceeds
with an analysis of the drivers of reform, the actors involved, and the mechanisms of
institutional change. In addition, impacts of reform in terms of changes to long-term
care expenditure, changes to needs coverage, or changes to the care labor market
will be studied. A brief summary discussion concludes the chapter.

12.2 Long-Term Care Policies in Central–Eastern Europe:
An Overview

12.2.1 The Context for Long-Term Care Reform in
Central–Eastern Europe

Before the 1990s, long-term care in CEE countries was largely a family responsibility
with rather limited public support for those in need of care and those who provided
care informally within families or households (Österle 2011a). This is not very
different from many other European countries (except for the Nordic countries or the
Netherlands), where public long-term care policies remained rather limited into the
1980s (Österle and Rothgang 2010). However, coverage levels in terms of nursing
home beds or financial support schemes were on even lower levels in CEE than in
many western European countries.

With regard to the broader social and economic context for long-term care re-
form, CEE countries share many of the challenges and pressures western European
countries are also faced with, even if their relative importance differs for specific
regions and over time. CEE countries are no exception to major demographic trends:
a further increase in life expectancy; a growing number and an increasing proportion
of older people; as well as low fertility rates (Hoff 2011; Österle et al. 2011). Ac-
cording to Eurostat (2008) forecasts, in the EU27, the proportion of those 80+ will
increase from 4.66 % in 2010 to 6.93 % in 2030 and to 10.99 % in 2050. In CEE
countries, the proportion of the older population is currently lower, but will see more
substantial increases. In the Czech Republic, e.g., the proportion of those 80+ will
increase from 3.59 % in 2010 to 6.64 % in 2030 and to 9.32 % in 2050. The propor-
tion of the population aged 65+ will even exceed the European average in most CEE
countries in 2050. An increase in the older population can give some preliminary
indication of growing long-term care needs, even if future changes in the preva-
lence of chronic illness and disability can either have moderating or expansionary
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effects on the respective growth rates. At the same time, fertility rates are below the
European average in CEE. In 2009, the average fertility rate in the EU27 was 1.59,
but only 1.49 in the Czech Republic, 1.38 in Poland, and 1.25 in Hungary. Low fertil-
ity rates together with substantial outward migration of younger generations in some
of the CEE countries leads to a double burden. It increases the pressure on funding
social security systems when the proportion of those in employment as compared
with those in older age decreases. And, it impacts on traditional modes of informal
caregiving by family members.

Under state socialism, women have been largely integrated into the labor market as
full-time employees in CEE countries. Well-developed systems of financial benefits,
leave programs, and child care facilities allowed mothers to work outside the home
(Auth 2010). However, in contrast with child care, long-term care services have not
been developed to any substantial extent. Hence, long-term care was largely left
to families and—as a consequence of the gender-based division of care labor—in
particular women within families. In the transition process, cuts in social policies
and ideologies referring to traditional patterns of family roles have even reinforced
traditional gender divisions (Klenner and Leiber 2010; Pascall and Manning 2000).
Relatively strong family orientation is also found in value studies. When asked about
the preferred care arrangement if regular help and long-term care were needed,
the option “care at home by a relative” is chosen by a larger proportion of the
population in CEE countries than in most western European countries. According to
a Eurobarometer survey, 54 % of Czech, 66 % of Hungarian, or 50 % of Slovakian
respondents prefer care at home by a relative, as compared with 45 % in the EU27
average. When asked about the expected care arrangement in case regular help and
long-term care are needed, 57 % of respondents in the Czech Republic and 68 %
of respondents in Slovakia refer to care at home by a relative, compared with only
45 % of respondents in the EU27 average (European Commission 2007). Research
on family care arrangements confirm the dominant role of women in long-term
care giving in CEE. (For the Czech Republic, see Barvíková and Bartoňová 2005
or Holmerová 2007.). The dominance of women as caregivers is determined by
a combination of factors, aforementioned cultural factors, legally defined family
obligations, a lack of publicly cofunded provisions, often difficult labor market
situations, but also allowances to family caregivers creating incentives for family
care arrangements (Österle 2011a). For the future, however, it remains questionable
whether family members will be in a position to provide the same amount of long-term
care work. Factors such as low fertility rates, increases in labor market participation,
or changes in cohabitation will make it increasingly difficult to provide long hours
of informal care and, hence, will increase pressure to develop complementary or
supplementary services to ensure the necessary care.

In a European comparative perspective, CEE countries form a group with rela-
tively low levels of public long-term care expenditure. Availability and quality of
comparative information on long-term care expenditure is largely limited. But even
if different sources (for an overview, see Huber et al. 2009 and Österle 2011b) pro-
vide substantial variations in the level of expenditure, the overall picture remains
stable. According to OECD figures, public long-term care expenditure (“services of
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long-term nursing care”) amounts to 2.5 % of GDP in Denmark and in the Nether-
lands, to 1.3 % in France, 1.2 % in Austria, 1.0 % in Germany, or 0.6 % in Spain
in 2009. In CEE countries, spending levels are significantly lower, only amounting
to, e.g., 0.3 % in the Czech Republic or in Hungary (OECD 2011). With a view to
future long-term care expenditure, a European Commission (2009) study indicates
that long-term care expenditure as a percentage of GDP will double between 2007
and 2060. Underlying assumptions in this scenario only account for changes in the
proportion of the older population. Taking changes in the prevalence of long-term
care needs or changes in the modes of caregiving into consideration, it is possible that
long-term care expenditure may not increase to the same extent or to an even larger
extent. However, this does not change the overall conclusion that EU countries will
have to substantially increase long-term care expenditure over the coming decades.
In the aforementioned European Commission study, relatively moderate expenditure
levels are forecasted for CEE countries. But this is only because the projections did
not consider any major change in policies. Assuming that long-term care policies
in CEE countries will, to some extent, converge with policies in western European
countries, it is likely that there will be even more substantial increases in long-term
care expenditure in this region. Following such an assumption, according to OECD
projections (Oliveira and de la Maisonneuve 2006), public long-term care expendi-
ture would increase from 0.4 % of GDP in the Czech Republic in 2005 to 2 % in
2050, or, in Slovakia, from 0.3 % in 2005 to 2.6 % in 2050.

12.2.2 From Incremental Changes to Major Reforms
in Long-Term Care?

In the 1990s, long-term care was not a major issue on the social policy agenda in
CEE, neither on national agendas nor in the programs of various international organi-
zations advising countries in the transformation process. In fact, long-term care was
not even addressed as a distinctive policy field, even into the early 2000s. Addressing
the need of younger and older people in need of long-term care was characterized
by fragmentation, with potential support from social assistance policies, disability
policies, health policies, or pension policies. Developments from the early 1990s
were characterized by a mix of continuity, considerable financial pressure on public
budgets (limiting the scope of discretion), and various indirect effects. Such effects
were either rooted in new principles applied to public policies (in particular decen-
tralization and pluralization) or in reforms that took place in related policy fields, in
particular in social assistance and in health care (Österle 2010).

Decentralization and pluralization were two major institutional orientations char-
acterizing policy debates from the early 1990s, not least through recommendations
of international organizations such as the World Bank, the OECD, or the European
Union. Decentralization soon had an impact on social policies, in particular in so-
cial assistance schemes (Van Mechelen and De Maesschalck 2009). In the highly
fragmented long-term care policy arena, social assistance—apart from the health
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sector—was the major source for publicly cofunded long-term care provisions (see
below). In Hungary, e.g., the SocialAct 1993 was a first major step in defining county
responsibilities for the residential care sector and local responsibilities in the com-
munity care sector. Reforms in 1999 and 2001 attempted to clarify and to strengthen
the coordination between the health and the social sectors (Gulácsi et al. 2011). In
Romania, it was only in 2000 that care for older people was explicitly addressed in a
social assistance reform, also indicating a shift from the dominant medical approach
(with service provisions organized in the health care sector) toward a social care
approach (Popescu 2011). Similar developments have also taken place in other CEE
countries. Overall, a stronger involvement of local governments in the funding and
administration of social assistance was widely promoted, while a lack of experi-
ence in local social care governance and budgetary constraints have for many years
constrained the modernization, coordination, and extension of services.

Similar to decentralization, pluralization was a key principle in the transforma-
tion process. But compared with decentralization, actual developments have been
much slower in translating the pluralization idea into practice. Pluralization in so-
cial policies was aimed at broadening the welfare mix, involving state actors, the
market, nonprofit organizations, civil society; as well as family and the individual
in developing an adequate mix of public and private responsibilities in the funding,
provision, and governance of social protection. In some CEE countries, from the
early 1990s, nonprofit organizations became active in social welfare including care
for older people. At that time, many church-related organizations began to reintro-
duce their earlier activities as service providers. Other organizations were built with
financial and organizational assistance from international partners. But despite the
pluralization rhetoric, social care legislation in many CEE governments still favored
public providers over private ones. Applying different reimbursement principles cre-
ated considerable hurdles for private providers entering social care provision. In
addition, budgetary constraints left little room for expanding service provisions be-
yond already-existing traditional public provisions. But there were also measures to
support nonprofit activities. For example, Hungary, Slovakia, and Romania intro-
duced a system where tax-payers could dedicate a small proportion of the personal
tax payment to a nonprofit organization (e.g., Jenei and Kuti 2009). Taken together,
nonprofit providers are playing an increasingly important role in long-term care
provision, while the role of for-profit providers remains relatively small in CEE.
Nonprofit providers are particularly strong in community care. In Romania, the ma-
jority of community services are now provided by nonprofit organizations (Popescu
2011). In addition to the provider role, nonprofit organizations also have a strong
role in pioneering novel service provisions and in lobbying for the interests of those
in need of care and for family caregivers.

A major characteristic of long-term care systems across Europe is the different
delimitations of responsibilities between the health and the social sector. In CEE, the
health sector has long been the major provider of long-term care services, including
inpatient provisions (in specific geriatric care, transitional care, or long-term care
units, but also in general hospital units) and outpatient services (home nursing). The
relative importance of the health sector was a result of lacking services in the social
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sector, but also because of the economic incentives arising from relatively small
private copayments in the health sector as compared with the social sector. Home
nursing has often been the only community care service available across the entire
country. Health care reforms aimed at cost-containment, however, have increased
pressure to limit health sector provisions to medically needed acute care provisions
and to shift long-term care provisions to the social care sector.

Provisions in the social sector in CEE countries generally include residential
care, community care services, and cash-for-care programs. Similar to other Euro-
pean countries, residential care has a long tradition as a major policy approach where
long-term care needs cannot be met within family networks, even if bed density in
many CEE countries was traditionally below the European average. Only in the past
decade have governments intensified their efforts to strengthen community care ser-
vices as a key pillar of their social care policies. Community care services have been
unavailable in most rural areas in CEE in the 1990s and have been very limited even
in many urban areas. In recent years, measures have been intensified to start devel-
oping the community care infrastructure. Different from the health sector, funding
of residential and community care provisions is usually based on social assistance
principles involving substantial user contributions (Österle 2012). A third distinc-
tive element of social care policies in CEE is cash-for-care programs. In the 1990s,
many western European countries introduced new cash-for-care programs, directing
payments mostly at those in need of care. Such a program was also introduced in
the Czech Republic as a key element of the 2006 reform (see Barvíková 2011). The
most common and often well-established cash-for-care approach in CEE countries,
however, is allowances paid to informal carers. Many of these benefits were intro-
duced in the 1990s. The main objective was to offer financial support to informal
carers. Even if these benefits are usually means-tested and at relatively low levels,
they can make up an important element of disposable income for poor households.
Another approach in some CEE countries has been the provision of direct payments.
Originally aimed at younger people with disabilities, programs have been extended
to older people in general (as in Romania) or to older people if they have received
the benefit when aged below 65 (as in Slovakia).

During the past decade, long-term care has slowly become recognized as a distinc-
tive social policy concern in CEE. In the national context, growing concern about the
implications of demographic changes, about the future of social care, and about the
economic and social situation of older people in need of long-term care has driven
this development. Beyond that, a process of cross-border exchange of ideas and
developments has helped to build awareness. This happened through the EU Open
Method of Coordination on social protection and social inclusion requiring Mem-
ber States to report on the progress toward common goals in the field of long-term
care (Österle 2011b; Theobald and Kern 2009). The need for reform is increasingly
recognized in policy papers and reform debates. In many countries, reform propos-
als have been put forward. Several countries developed concepts for long-term care
insurance, most advanced in Slovenia (Flaker et al. 2011). Objectives such as the de-
velopment of community care infrastructure, the pluralization of service provision,
or the improvement of access to services are widely shared. But most countries have
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so far only seen smaller incremental changes toward these objectives. The Czech
Republic is the first country in the CEE region where a major policy reform estab-
lished the foundations for a new, comprehensive long-term care system. The context
of long-term care reform in this country, the actors and mechanisms involved, and
the outcomes of the reform are discussed in the following section.

12.3 Long-Term Care Reform in the Czech Republic

12.3.1 Long-Term Care Policies in the Czech Republic

The term “long-term care” is so far not used in Czech legislation and the provision of
long-term care, as in the other countries of CEE, is not organized in a single system
in the Czech Republic. While the Ministry of Labour and Social Affairs (MoLSA)
takes the responsibility for the social services sector, health care for senior citizens
forms part of the health care sector (Bryndová et al. 2009). Each of these systems has
its own regulations, independent criteria for accessibility and quality, and a different
method of financing. Health care is paid for by public health insurance (in addition
to user copayments) while social care is paid for through state and local budgets and
by contributions from users.

Developments in the Legislative Framework of Long-Term Care Long-term care
(social care) is provided within the framework of social services. Legislation cover-
ing social care services valid until 31 December 2006 was based on laws passed in
the late 1980s (particularly, the Act No. 100/1988 Coll., on Social Security). At that
time, social policy and the social services sector were seen in a substantially different
manner, particularly with regard to the individual’s freedom to make decisions and
the democratic principles involved in the operation of public administration. The
recipients of social services had a passive position; concerning the types of long-
term care, the Act only recognized institutional care and in-home day care. After
1990, social services developed in quantitative as well as qualitative terms: Social
services providers came to include not only the state, regions, and municipalities,
but also churches, NGOs, and natural persons. A number of new facilities (oper-
ated primarily by municipalities and NGOs) were established. New methods were
introduced into practice, the quality of care, accommodation, and equipment was
improving. However, this development was not coordinated: Social services (e.g.,
personal care, early care, contact centers, respite services), which typically conform
more to social integration principles than “traditional” services (institutional care
or community care services), had no legislative support. There was no clear, equal
system for financing social services and there were no quality inspection procedures.
This basically put a brake on the required developments in social services and did
not ensure that these services were provided to the required standard or that they
were available at all to potential users in all regions (Ministry of Labour and Social
Affairs [MoLSA] 2005a; Barvíková 2011).
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The legislation evidently could not be changed in any fundamental way through
amendments, which were only patchwork repairs. MoLSA made its first attempt to
adjust the conditions governing the provision of social services in 1994 by submitting
the proposed content of an Act on social assistance. The draft bill was subsequently
changed and amended several times, yet no version was adopted as the coalition
governments taking turns in taking power held opposing views on its key principles,
which were also under critique of professionals.

Only since 1 January 2007 have there been deep systematic changes in social care
brought about by the adoption and promulgation ofAct No. 108/2006 Coll., on Social
Services. Apart from other radical changes (equal conditions in financing social
services from the state budget, registration duty and inspection of social services,
providing social services on a contractual basis, establishment of standards for the
quality of social services, redefining existing services, and legal grounding of some
new services, etc.), a new instrument of direct payments to users of social care
services was introduced. Under the terms of the Act, the level of care allowance is
tailored to the extent of dependence (four levels) and enables people to pay for the
required assistance and support, provided by family members or other informal carers
or by professional social care service providers. The proportion that care receivers
have to contribute from their own resources is regulated by the maximum limit that
a provider can claim from clients. The concept of social services aims to ensure a
wider supply of services provided primarily in households of clients to enable them
to lead an independent life and to codecide the amount and type of services they
receive. From a general perspective, developments in social services reflect the trend
away from institutional care toward care in the community, in line with the idea of
individualizing care and coming close to ordinary life in a domestic environment.
This places an emphasis on an individual approach toward users and their human
rights. With the introduction of care allowances directed at care users, the emphasis
of individual autonomy was further strengthened (MoLSA 2005b).

The Act on Social Services covers a wide range of social care services and
social prevention services. In the field of long-term care, these include residen-
tial social services facilities (week-day care centers, homes for older people and
those with disabilities, and special regime homes for mentally ill or people with
Alzheimer’s/dementia, etc.), outpatient services (daily short-stay hospitals, day
service centers, respite services, etc.), and home services (home help, personal
assistance, emergency care, etc.) (MoLSA 2006a).

It should be noted that sufficiently reliable data on the funding, structure, and
capacity of long-term care are not available in the Czech Republic, mainly because the
data that would meet the definition of long-term care are not consistently monitored.
In addition, after the adoption of the Act on Social Services (2006), some types
of services were redefined or renamed. Many facilities changed their orientation in
reaction to the new legislative conditions. As a consequence, continuity of some data
groups was lost. Opportunities to compare data up until 2006 and also from 2007 are
thus limited. However, Table 12.1 provides a basic overview of long-term care data
in the Czech Republic between 1995 and 2005.
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Residential Care From the early 1990s until 2006, the number of places in residential
care rose continually, from 37,742 in 1990 to 51,049 in 2006 (MoLSA 2001, 2007).
At the same time, there was a steep increase in the number of applicants on the waiting
list, increasing from 17,307 in 1990 to 66,097 in 2006 (MoLSA 2001, 2007). It is
believed that the very large demand for residential care is caused by an inadequate
supply of community care and by care recipients’ limited experience of community
care services. Finally, residential care facilities still represent a certain level of safety
for seniors. The feeling of being able to get help when in need is the main reason
why many still self-sufficient people with no specific need of nursing care are on
waiting lists. At the same time, before 2007, residential services were motivated
to accept users with more moderate care needs (Horecký 2010). Current legislative
and strategic documents, however, support the reassessment of the target groups
for institutional and home care in order to ensure the financial sustainability of the
system. The aim is to reserve residential care for persons with a greater need for
assistance, in particular nursing care. In contrast, for people with a lower need for
assistance, support should be provided in the private environment of the user in
connection with family and local community resources (MoLSA 2006a).

Before 2006, residential care was organized in two types of facilities, the “pen-
sioners’ houses” or domovy důchodců, where comprehensive care was provided, and
the “pensioners’ lodging houses” or domovy-pensiony pro důchodce, where only
some services were provided. Following the introduction of the 2006 Act on Social
Services, these were replaced by so-called “homes for older people” (domovy pro
seniory), “homes for persons with disabilities” (domovy pro osoby se zdravotním
postižením) and “special regime homes” (domovy se zvláštním určením), the lat-
ter providing specialized care for mentally ill or people with Alzheimer’s/dementia.
Homes for older people correspond to “nursing homes” in international terminol-
ogy. In homes for older people, in-patient services are provided to persons with
reduced self-sufficiency, in particular, due to their age, whose situation requires the
regular assistance of someone else. The services provided include the provision of
accommodation, food, assistance with handling common self-care acts, assistance
with personal hygiene or arranging for personal hygiene conditions, mediating con-
tacts with the social environment, social therapeutic activities, activation activities,
assistance with asserting rights, justified interests, and looking after personal matters.

Field Social Services The most widespread field social service available to older
people living at home is community home care services. According to the 2006Act on
Social Services, the service package includes: (a) assistance with handling common
self-care acts, (b) assistance with personal hygiene or arranging for personal hygiene
conditions, (c) provision of food or assistance with arranging for food, (d) assistance
with running a household, and (e) mediating contacts with the social environment.
From 2007 till 2010, the number of users has increased from just below 100,000 to
113,000. As can be seen in Table 12.2, total expenditure for community care services
increased in the same period from € 61 million to € 76 million. Another very popular
service is the so-called houses with care services (domovy s pečovatelskou službou).
To a great extent, these houses correspond to “sheltered accommodation.” Residents
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Table 12.2 Community care
services, 1995–2010.
(Adapted from MoLSA
2011b)

Year Total spending Number Average contribution
in million of users of a user per
CZK/€a year (CZK/€)

1995 2,526/97.15 86,201 483/18.58
2000 1,540/59.23 113,528 1,316/50.61
2005 1,593/61.27 112,927 2,028/78.00
2006 1,637/62.96 105,088 2,156/82.92
2007 1,591/61.19 98,373 4,263/163.96
2008 1,643/63.19 111,871 4,261/163.88
2009 1,903/73.19 114,364 5,063/194.73
2010 1,984/76.31 113,238 5,248/201.85

a1 € = 26 CZK

live in well-equipped flats, have access to several social services and especially a
feeling of getting help when in need. The main services available comprise the full
or part-time presence of a caregiver and the supply of meals. However, because flats
in these houses usually have a status of rental housing, houses with care services
have not been adopted by the Act on Social Services. Since 2007, some of them have
transformed into “homes for older people.”

While developments since the 1990s have brought about a number of positive
changes in community care, in particular, with regard to extended options for pro-
viding care in the home of the user, the conditions under which this care is provided
are not considered to be adequate. Basically, there is a lack of consultation services
focusing on the needs of senior citizens, a lack of capacities for interim respite stays,
and equipment loaning facilities. Community care services, which are felt to be most
lacking include all-day supervision, night services, and other activities to secure the
care primarily of the least independent senior citizens. In addition, there are huge
interregional differences in the accessibility of community care. The situation is usu-
ally better in urban areas than in less populated or in mountainous regions (Průša
2011b).

Care Allowances Until 2006, two kinds of payments for care were provided. The
first, an “Increase in Pension for Helplessness” (zvýšení důchodu pro bezmocnost),
was delivered to pensioners whose health or age required care by another person. The
aim of this allowance was to help secure the assistance provided to the recipient on
the grounds of helplessness. The second one, a “Contribution for the Care of a Close
Person or Another Person” (příspěvek při péči o blízkou nebo jinou osobu) aimed
to ensure at least basic security in the form of a minimum income, pension, and
health insurance to informal caregivers compelled to give up gainful employment.
In 2006, the average monthly number of beneficiaries of the Contribution for the
Care of a Close Person or Another Person was 49,740 people. Total expenditure
was 3,186 million CZK (MoLSA 2007). Due to the adoption of the Act on Social
Services and its promulgation as of 1January 2007 and due to the introduction of a
newly conceived “CareAllowance” (příspěvek na péči), both benefits were abolished.

The new care allowance is granted to citizens to secure the assistance required to
deal with their difficult social situation. It is provided to persons more than 1 year
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Table 12.3 Care allowance
provision according to four
levels of dependence, 2012.
(Adapted from Zákon 2006)

Level of the benefit (CZK/€a)

Level of Persons up to Persons more than
dependence 18 years of age 18 years of age

I—mild 3,000.00/115.38 800.00/30.77
II—medium 6,000.00/230.77 4,000.00/153.85
III—heavy 9,000.00/346.15 8,000.00/307.69
IV—complete 12,000.00/461.54 12,000.00/461.54

Average gross monthly wage in the Czech Republic was around
920 € in 2010, average old age pension was around 389 €
a1 € = 26 CZK

of age who are dependent on the assistance of another individual for care activities
related to their own person and independence. The law distinguishes four levels of
dependence, from mild to complete dependence. These levels thus also correspond
to the level of the contribution (see Table 12.3).

The allowance aims to strengthen people’s financial independence as users of so-
cial services and to give them the opportunity to decide on the method of securing
assistance, as well as the opportunity to look for sources of assistance in their environ-
ment among close persons, or other individuals and among social service providers.
Both forms of assistance can be combined. Assistance can also be provided at the
same time by more than one close person or other individuals, although only one
of them (the one who provides the greatest amount of care) may—on the basis of
caring for a person from dependency level II to IV—be credited with care time as
compensatory time for retirement pension purposes. The benefit is not means-tested
and it is financed from the state budget through taxes.

Over the last 5 years, the care allowance was adjusted several times (the last
adjustment was made on 1 January 2012). The growing number of recipients and
increasing total expenditure (see Table 12.4) were the main reasons for the changes.
In essence, the amount of the allowance was reduced for persons in dependency
levels I and II aged 18+ (for details, see Sect. 12.3.4) and increased for persons under
the age of 18. In addition, a dependent child or the parents of a dependent child
may now apply for an increase by up to 2,000 CZK (77 €) on condition that their
income and the income of jointly assessed persons do not reach twice the amount
of the family subsistence level. In 2010, the total number of beneficiaries exceeded
300,000 people. Total spending on the care allowance approached 20,000 million
CZK in that year (see Table 12.4). About 70 % of recipients are 65 years and older;
about 27 % are aged 85+ (Daňková et al. 2011).

Social Care Assistants The concept of “social care assistants” was introduced at
the beginning of 2012; the concept refers to individuals other than close persons
(e.g., neighbors) providing dependent persons with care that is covered from the
care allowance. Only individuals more than 18 years of age with a sound state of
health can qualify to become social care assistants. A social care assistant must enter
into a written contract on the provision of assistance with the care recipient that
will stipulate the scope, place, and time of the assistance and the corresponding
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Table 12.4 Care allowance beneficiaries according to four levels of dependencea and total care
allowance expenditure, 2007–2010. (Adapted from Průša 2011c and MoLSA 2011b)

Level of dependence 2007 2008 2009 2010

I—mild 109,825 118,233 114,558 115,926
II—medium 86,508 92,674 87,951 91,305
III—complete 39,714 47,617 58,362 59,801
IV—heavy 19,724 31,041 35,260 37,810
Total 255,771 289,565 296,131 304,842
Total expenditure in € 561.85 (14,608) 702 (18,252) 719.11 (18,697) 753.81 (19,599)

(million CZK)
aTill 31 December of the stated year

remuneration. If the provided care is adequate, the number of persons an assistant
can serve is not limited. Social care assistants are under no obligation to register as
social service providers or to acquire a trade’s license. They are, however, obliged
to pay income taxes if their monthly income exceeds 12,000 CZK (462 €).

12.3.2 The Drivers of Reform: Opportunities and Constraints
for Reform

As already indicated, the lack and inadequacy of social services legislation was the
main reason for the reform in 2006. Under these circumstances, deep systematic
changes were inevitable. The essential reform bill proposal underwent numerous
conceptual changes following the first draft of its principles in the mid-1990s. At
the turn of the millennium, in order to make use of foreign experience and achieve
a higher degree of accord with practices common in the EU, MoLSA established
cooperation with the UK Department for International Development within a Czech–
British twinning project “Support for the MoLSA in Reforming Social Services”
(2000–2003). A major principle of the collaboration was a user-oriented approach
to social services based on community planning, quality standards, and an efficient
quality control system. The national program document, the White Paper on Social
Services (MoLSA 2003) emerged from this cooperation brought up a significant
progress in drafting a new legislation (adopted in 2006) in accordance with the key
principles of social inclusion policies.

Although long-term care debates do not specifically focus on the older popu-
lation, but also on the disabled, the direction of long-term care reforms has been
strongly determined by demographic (see Sect. 12.2.1) and economic factors. The
issue of financial sustainability in an ageing society and a reference to the general
economic situation have produced very strong pressure to keep public expenditure
under control. Since the early 1990s: (a) moving from an institutional care system
(characterized by a relatively large institutional sector and a small community care
sector) toward a system, which emphasizes the development of easily accessible so-
cial services at the local level and (b) providing incentives and support (in particular
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cash benefits) for families to take care of their close ones were major responses to
these pressures (MoLSA 2005a, 2006b). Besides concerns about cost-containment
and efficiency, this strategy is in line with the emphasis on rights of disabled groups
and with the familistic care culture, which is dominant in the Czech Republic. Most
of the care is still provided by family members in the private home of the user (Sowa
2010). In addition, living in the own household (or in the household of adult chil-
dren) with the support of family members is still expressed by Czech seniors and
their grown-up offspring as the preferred way of care provision in case of dependency
in old age (Veselá 2002; Možný et al. 2004). At the same time, public responsibility
for ensuring adequate conditions of formal and informal long-term care is widely
anticipated.

To sum up, the care allowance introduced in 2007 was expected to be the main lever
for changing social services funding and other necessary, desirable, and long-awaited
reform steps (see Sect. 12.3.3). However, compared with some other European coun-
tries, long-term care was and still is dealt with in professional circles without broader
public debate or systematic media attention. Over the past 15 years, broader media
coverage has mostly related to quality failure in residential care facilities, but with-
out any more significant effect on long-term care reform. Although long-term care
is reflected in the National Program of Preparation for Ageing 2008–2012 (MoLSA
2008) as well as in the Program Declaration of the current government and although
a new bill on long-term care is under preparation (see Sect. 12.3.3), it has not become
a major public policy concern and media topic yet.

12.3.3 The Actors Involved in Policy Change

Long-Term Care as a Policy Field As already mentioned above (see Sect. 12.3.1),
the term “long-term care” has not yet been adopted by the Czech law. And, this
has not changed with the 2006 reform. In practice, the terms care for older people
with reduced self-sufficiency and care for disabled persons are widely used. Lacking
a systematic approach, the organization and financing of long-term care is frag-
mented and ensured by the Ministry of Health (covering facilities for patients in
long-term care, nursing care beds, psychiatric aftercare, and hospice care), MoLSA
(covering residential and community care services, care allowances, and benefits
provided to disabled persons), the pension system (disability pensions and old-age
pensions), regional authorities, municipal authorities, and health insurance funds.
Services provided by the Ministries are not coordinated. As a result, there are sig-
nificant differences in terms of costs, quality, and availability between the health
care sector and the social care sector. The financial contribution made by a citizen
to cover residential care costs differs significantly depending on whether the care is
provided by the health care sector or the social care sector. In the social sector, clients
make a contribution to cover board and lodging up to the amount stipulated by law,
i.e., a maximum of 330 CZK (12.70 €) per day for hotel services and an average of
150 CZK (5.80 €) per day for social care (to be paid from the care allowance).
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A patient admitted to a health care institution only covers the regular copayment
amounting to 100 CZK (3.80 €) per day. As a result of this discrepancy, and also
due to the lack of capacity in the social sector, health care institutions often hos-
pitalize patients who, de facto, are the target of long-term care. But this situation
was increasingly seen as a burden to health insurance expenditure. However, health
insurance companies refuse to make full compensation of the necessary health care
provided in residential social service centers (MoLSA 2011a).

The lack of coordination in the approach of the two Ministries, MoLSA and the
Ministry of Health, has constantly been subject of criticism. In 2009, in an attempt
to improve the bond between social care and health care services provided to older
people and the disabled, MoLSA established a Social and Health Care Expert Panel.
It consists of the representatives of the Ministries, health insurance companies, and
other experts, particularly NGOs. This expert working group was engaged to prepare
a development concept that recognizes the mutual link between social care and health
care and to propose a new way of financing these services. In 2009, MoLSA pub-
lished a Discussion Paper concerning the foundations of long-term care in the Czech
Republic (Válková et al. 2010) as a document open for comments and amendments.
Over subsequent years, the document was updated to include new suggestions and
options of system changes. The Paper was based on both domestic and international
resources concerning long-term care in European countries, recommendations of
the Government Council for the Elderly and Population Ageing and the National
Program of Preparation for Ageing for 2008 through 2012 (MoLSA 2008). It served
as a basis for a draft bill on long-term care prepared as a joint project of both the
Ministries. In 2010, in its Program Declaration, the current government promised,
inter alia, to adopt a chain of reforms that would lead to modernization and improved
effectiveness of the health care system, to support the development of care for older
people and the disabled in their domestic environment and, together with the relevant
experts, to define long-term health and social care and to propose the implementation
of a comprehensive health and social service system and the method of its financing.
The draft bill entered the external and internal comment process in 2011. It is too
early to foresee the final version of the act. Nevertheless, the draft bill proposed a
long-term care system to be implemented in the Czech Republic from 2013. The
system should be based on a combination of health care services and social services
with a more effective financing system. With regard to financial sustainability, it
should support care provided in the private home of the user.

Actors and Reform Coalitions As the outdated legislation from the late 1980s gov-
erning social services was far from ideal (see Sect. 12.3.1) and prevented further
development of social services, professionals from MoLSA and other levels of the
state administration and self-administration as well as social service providers and
users perceived the need to implement new legislation. This legislation was intended
to reflect the changes occurring more or less spontaneously from the beginning of
the 1990s and lay down clear rules for the operation and financing of social services.

After several unsuccessful attempts of MoLSA to implement a reform, the pressure
for change exerted by the above parties intensified after 2000. Although previous
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reform draft legislation (Bill on Social Assistance) was stopped when a government
formed by the Czech Social Democratic Party came to power (1998–2002), there
have been no clear political and ideological positions with regard to long-term care
and to social services more generally. In 2005, the final version of the reform law
(Act on Social Services), supported by the then Minister of Labour and SocialAffairs
(Czech Social Democratic Party) was accepted by the Czech Government. In 2005–
2006, it was passed by both Houses of Czech Parliament, from members across the
political spectrum.

Similar to other European countries, there is a deficit in organization and di-
rect representativeness of a main target group of long-term care policies, namely,
older people in need of care. The representatives of people with disabilities (e.g.,
the Czech National Council of the Disabled), however, were most active among the
groups protecting the interests of users during the preparation of the draft bill on
social services. As a result, the adopted legislation particularly reflected the inter-
ests of this group of users, sometimes to the detriment of patients with internal or
psychiatric disorders (including dementia) and sensory disorders. Other active and
influential interest groups in the reform process were social services providers and
their representatives (e.g., The Association of Social Service Providers of the Czech
Republic, SKOK—The Association of Nongovernmental, Nonprofit Organizations
Active in the Areas of Social Assistance, and Social Health Care). Especially, since
2000, the main domain of their cooperation with MoLSA was in standards and qual-
ity assurance in social services. Trade unions, employer organizations, as well as
regional and municipal administrative bodies only played a minor role in designing
the reform.

As already mentioned, learning from other countries’ experience played a very
important role in the Czech reform process. Since the early 1990s, many professionals
have availed of the opportunity to learn from foreign experience and best practice.
This has significantly contributed to the spontaneous development of social services,
which, however, increasingly required an appropriate reform in the legal framework.
As regards the care allowance, the scheme was inspired by Austrian and German
cash-for-care models. The system of long-term care insurance, as in Germany, has
been considered, but this scheme only had a few advocates among experts and lacked
more general support. Other fundamental aspects of the reform were influenced by
current European trends, including issues of standardizing social care, enhancing
the role of users in social services systems, and in social inclusion policy (MoLSA
2003).

As discussed before, the reform process, which culminated in the adoption of the
Act on Social Services in 2006, is still ongoing. In the past few years, in the context of
the efforts to better integrate health and social care services, experts from the Czech
Society of Gerontology and Geriatrics and the Czech Alzheimer Society have been
very active in the process of preparing an Act on long-term care and in the work of
the Social and Health Care Expert Panel.

Mechanisms and Forms of Institutional Change The changes implemented in 2007
by the Act on Social Services covered not only long-term social care, but the general
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system of social services that serves as a framework for the provision of social services
to older citizens with reduced self-sufficiency and to disabled citizens. Anticipated for
more than 12 years, the new Act introduced in many respects a breakthrough change
in the conditions of social service provision and financing. The care allowance was
expected to become the key element of the new system that should, inter alia, support
the position of social service users and their choices. Based on their needs, the users
were to decide about the use of the care allowance to purchase the relevant services. In
line with user demand, desirable, high-quality, and effective services were expected
to develop while unsuitable services not meeting the above criteria were expected
to fade away. However, due to the reasons described in detail in Sect. 12.3.4, the
above key assumption has not been fulfilled so far and the development of social
services through the purchase of services from the care allowance has not occurred.
In this respect, the Czech Republic is among countries where the implementation of
adopted measures governing long-term care has proved to be more complicated than
the creators and supporters of the measures expected and, up until now, the reform
has not had the desired effect.

12.3.4 Impacts of the Reforms

Despite the original expectations, the 2006–2007 social services system reform has
not had the desired effect in terms of the development of long-term care services. Most
of the current services were already in place in the period prior to the reform (Sowa
2010). On the national level, there have been no major changes in the structure,
availability and scope of care in residential facilities, and field day care services
since 1995 (Průša 2011a). The reasons include insufficient medium-term planning
of services on regional and municipality levels (Bareš 2008), a limited use of care
allowances to pay for formal services and, particularly, the inappropriateness of the
social services financing system.

The social services system development is apparently limited by certain elements
aimed at protecting the service users, i.e., by the fixed maximum amount of user
contributions to board and lodging costs in residential care and out-patient care
institutions and payments for separate field services. The contributions together with
the allocated care allowances do not even cover the average costs of a given type
of service at the national level, let alone reaching at least minimum profit. This is
an obstacle to entrepreneurial entities entering the social care sector, which results
in service providers being dependent on subsidies from the state budget or from
regional and municipality funds (Průša 2011a; RILSA 2010). The proportion of funds
allocated to social services from the state budget changes every year depending on
the macroeconomic situation and political interests in the given period. In addition,
the subsidy policy rules are regularly subject to changes adopted by the MoLSA
(Horecký 2010). And, there is no entitlement to subsidies from the public budgets.
All these aspects make the situation and financial position of social service providers
very unstable. As a result, the entire system is stagnant and does not stimulate the
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expected and desired changes in the structure of social services (Průša 2011a; RILSA
2010).

The social service providers’dependency on state subsidies, the price regulation of
payments for provided services, and the absolutely insufficient coverage of indicated
and provided nursing care and physiotherapy by the public health insurance lead to
a situation in which residential social care providers prefer clients with higher care
allowances. As a consequence, the providers recommend their service users to apply
for higher-level care allowances or even participate in filing the application (Průša
et al. 2009; Průša 2010). The actual number of care allowance recipients and thus the
amount allocated to care allowances out of the state budget significantly exceeded
the legislators’ estimates. The 2005 estimates expected about 175,000 recipients and
total expenditure amounting to about 8 billion CZK (MoLSA 2005b). In 2010, the
average monthly number of beneficiaries was 310,006, total expenditure exceeded
19.5 billion CZK (MoLSA 2011a). However, to a much lesser extent than expected,
recipients use their care allowances to purchase social services. Older people often
seem to consider the care allowance as a simple supplement to their pension “due
to age” or a compensation for worsening health conditions (Válková et al. 2010).
Not least as a consequence to this development, since 2007, the amount of the care
allowance has been reduced for persons more than 18 years of age for the two lower
levels of dependency. Also, a combination of vouchers for social services and cash
benefits was considered. But given the uneven geographical availability of social
services and given that such a measure might be detrimental to informal home care,
the alternative was abandoned.

Without doubt, the implementation of the care allowance and other reforms im-
plemented in 2006–2007 contributed to the strengthening of the position and an
increase in the choices of service users within the social services system. To a large
extent, however, decision making was hindered by the lack of available field services,
particularly social services, and by the insufficient self-confidence of current senior
generations who spent most of their lives in another social system and, unaware of
their rights, often find themselves in the role of sufferers and passive recipients of
low-quality services rather than acting as service “consumers.” The situation and the
position of long-term care clients in the Czech Republic is probably going to change
very quickly with the future generation of seniors—baby boomers who are likely to
be much more capable of communicating their requirements (Válková et al. 2010).

Concerning the situation in the long-term care labor market, Sowa (2010) em-
phasizes the low wages of nurses, physiotherapists, and other qualified staff as well
as a lack of qualified personnel, in particular nurses. Also linked to staff shortages,
Válková et al. (2010) raise certain objections to the quality of nursing care in the
social service sector. While long-term care services requiring lower qualification are
often provided by nonqualified staff through a gray labor market in other countries,
this is not yet the case in the Czech Republic. However, Válková et al. (2010) argue
that after the successful use of immigrants in auxiliary building works and other
nonqualified lines of work, the use of migrant labor might also extend to social care.
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12.4 Conclusions

Developments in central–eastern European long-term care systems are characterized
by similarities in important context variables and development paths. At the same
time, there are significant differences in the processes of change and the pace of
change, due to country-specific pressures, actor constellations, and institutional set-
tings. In general, long-term care—a term used more frequently in this region only in
recent years—is a rather fragmented policy issue, with responsibilities in the health
sector and in the social sector, but also in the area of disability policies or pension
policies. Until the 1990s, the provision of residential care settings was the major
public policy toward people in need of long-term care. Services such as home care
and hospice care have been widely underdeveloped and are even nonexistent in many
regions. In the Czech Republic, it became increasingly obvious that legislation from
the late 1980s was highly inadequate. A lack of services and the inadequacy of the
social services legislation was the main reason for a major reform that in the end only
took place in 2006–2007. The process toward this reform took more than 10 years
with only incremental changes to the system and with various attempts to implement
a more comprehensive social service legislation. The reform debate and the direc-
tion of the changes were determined by demographic and economic factors and were
inspired by foreign concepts, in particular the care allowance scheme implemented
with that reform. Major actors in the reform process were professionals from MoLSA
and social service providers. A particular role was played by representatives of peo-
ple with disabilities—which were most active toward a care allowance scheme—as
well as the Czech Society of Gerontology and Geriatrics and the Czech Alzheimer
Society, which have been very active in the recent process of preparing the new act
on long-term care.

The care allowance scheme introduced in 2006–2007 extended the financial sup-
port for those in need of care, but it was also expected to work as a lever for changes
in social services funding and for the development of a more adequate social ser-
vice infrastructure. However, these developments remained rather limited while the
costs of the entire system soon widely exceeded the expectations of policy mak-
ers. In this respect, the developments in the Czech Republic are similar to other
countries where the implementation of new governance structures proved to be more
complex than the creators and supporters expected. It became apparent that unless
the basic principles of social services financing, organization, and planning are re-
assessed, no significant changes can be expected. With a view to these systemic
problems and growing demographic pressure (Průša 2011b), a draft bill on long-
term care has recently entered the legislative process and—if adopted—should come
into force in 2013 (MoLSA 2011a). If successful, this would mark a major transfor-
mation, helping to materialize many objectives already underlying the 2006–2007
reform.
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Chapter 13
Institutional Change in Long-Term Care:
Actors, Mechanisms and Impacts

Costanzo Ranci and Emmanuele Pavolini

13.1 Introduction

As illustrated in the previous chapters of this book, long term care (LTC) has been
one of the welfare policy fields in which the most significant institutional changes
and policy innovation have taken place over the last two decades, both in Western
and Central-Eastern Europe. The national case studies presented in this volume show
that very different trends have taken place throughout Europe: from a general growth
in public financing, an expansion of beneficiaries, and, more generally, an attempt to
define larger social responsibilities and related social rights in some countries, to cuts
in public expenditure, targeting of services and a general reduction in social rights in
others. This final chapter aims to describe these general trends; identify the factors
which explain them; summarize the main differences between European countries;
and consider the most important consequences of the various developments. We
also look at institutional conditions and the gaps between “problem pressures” and
existing solutions which require policy innovation; at the political and institutional
processes through which subsequent changes have taken place; and at the general
impact of such changes on the structure of the care systems.

The chapter is organized in the following way. Section 13.2 describes the state
of affairs in the individual countries at the beginning of the 1990s, just before major
reforms were introduced in several different countries. Two fundamental care regimes
will be identified which explain the developments which subsequently took place in
the countries included in our analysis. Section 13.3 discusses the main drivers which
led to reform and also the constraints which hindered it. The subsequent Sect. 13.4
is dedicated to identifying the problems requiring a change: how the gaps between
problem pressures and available solutions were perceived in our countries, preparing
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the stage for innovation. Section 13.5 then outlines the main thrust of the reforms
introduced in the last two decades in the countries considered.

If Sect. 13.6 is about the politics of LTC reform (who have been the main actors
and coalitions who push for change or stability, which are their values, interests and
resources), Sect. 13.7 outlines the institutional and political mechanisms through
which change has taken place. Section 13.8 then considers the impacts of the reforms
on potential beneficiaries and their families, as well as on workers and on the overall
organization of the LTC delivery system. Finally, the conclusion (Sect. 13.9) draws
a general overview and interpretation of the ongoing reform processes.

13.2 The LTC Policy Field before the Main Reforms

LTC regimes in Europe can be analyzed and classified around different criteria. We
have chosen to focus here on two of the most salient: the first concerning the level of
coverage to meet demand (measured first by the percentage of the population aged
65+ receiving home or residential care services and second by the relevance of cash
programs); the second, the extent to which LTC care services are well-integrated
and coordinated with other social and healthcare services. At the beginning of the
1990s, a wide spectrum of coherently different LTC care regimes co-existed, with a
“universalistic” model and another “fragmented” model operating at the two extremes
(see Table 13.1).

At the beginning of the 1990s, Denmark, Sweden and the Netherlands were
already characterized by universalistic approaches, namely, providing very high cov-
erage of LTC needs, completeness of care services and a strong integration among
providers (Anttonen and Sipila 1996). In Denmark and Sweden, long-term care poli-
cies date back to the late 1950s and were subject to systematic expansion from the
1950s until at least the 1990s; the LTC policy arena was firmly embedded in the
structures of central-local relations which are one of the cornerstones of the political
system. In the Netherlands, the Algemene Wet Bijzondere Ziektenkosten (AWBZ)
dates back to 1968 and it is considered one of the main institutions of the Dutch
welfare state. If we look at the level of fragmentation—integration of the LTC as a
policy field, these three countries presented a situation in LTC policies of “integra-
tion”, confirmed by the presence of a mature community, which has been established
since the 1960s, and by the fact that LTC was a well-institutionalized policy arena
firmly embedded in decades of central-local government relations (in Scandinavia)
and public-private providers relations (in the Netherlands). The Netherlands is ar-
guably the best example of a case of maximum integration, given the fact that health
and social care are strongly coupled in the case of LTC needs: the main program,
the AWBZ, has been historically framed as part of the health-care system. In these
countries, therefore, an universalistic, service-led LTC system was already in place
at the beginning of the 1990s as a consequence of the extension to the care system of
the same approach to welfare that was dominant in the health, pension and education
systems.
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Table 13.1 LTC policies: the scenario at the beginning of the 1990s. (Source: Huber et al. (2009);
for the Netherlands, Anttonen and Sipila (1996) and for the Czech Republic (Barvíková and Oesterle,
see Chap. 12); the data for the Czech Republic refers to coverage in terms of beds in residential
care in relation to the elderly population)

Country Coverage at the beginning of the 1990s (Beginning of Integration–
the 1990s) FragmentationHome care Residential Relevance of

care cash programs

Denmark 20 4.1 Low
Sweden 12 8.4 Low Universalistic Integration
The Netherlands 8 10 Low
Great Britain 14.2 3.9 Medium-Low Semi-universalistic Fragmentation
Germany 7.3 3.3 Low
France 2.5 2.4 Low
Austria 13.2 2.8 Low Residual (partially Fragmentation
Spain 1.1 2.8 Low based on
Italy 1.8 2.2 Medium residential care)
Czech Republic n.g. 2.8 Low

At the other extreme, continental and Southern Europe both had a residual LTC
care regime at the beginning of the 1990s. Within this model, service coverage
was relatively limited and was based more on cash programs and residential rather
than home care. The LTC policy field appeared also quite fragmented: different
institutions, often with different (and overlapping) geographical remits with high
levels of discretion, were each responsible for different aspects of LTC and there were
problems of coordination among these institutions. For instance, in Italy, cash-for-
care programs were run separately from local authorities’social care services for LTC
users and, in most of the countries, there were also problems of integration between
social care and health care services at the local level. This situation meant that
there were different actors operating in different arenas, each working according to
partially different definitions of what LTC should be. Great Britain was a peculiar case
in this scenario: the level of coverage at the beginning of the 1990s was something
in between the prior two regimes, but the level of fragmentation remained high as in
Continental and Southern Europe.

Central and Eastern European countries (CEE) found themselves in an even more
complicated situation. Before the 1990s, long-term care was largely a family respon-
sibility with rather limited public support. Coverage levels, in terms of residential
care or financial support schemes, were lower than in many Continental and South-
ern European countries. In the early 1990s, with the transition process, cuts in social
policies and ideologies referring to traditional patterns of family roles served to rein-
force traditional family responsibility in LTC (Barvíková and Österle, cap 2012). The
Czech Republic showed a similar, if slightly better picture, than other CEE countries.
Also here the LTC system was mainly based on residential facilities and was quite
fragmented overall, consisting of a range of health and social care providers, as well
as pensions’ regulators and other institutions. To sum up, the weak development
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of the LTC system in Central and Southern European countries is the result of a
combination of familism and residualism in care policies. Moreover, the dominant
Bismarckian approach to welfare in these countries, based on a combination of in-
surance and assistance principles, hampered the progress of universalistic principles
in the care policy field.

13.3 The Drivers of Reform: Problem Pressures

All of the countries considered here have experimented with new “problem pres-
sures” since the early 1990s. As we explained in Chap. 1, in our model, a problem
pressure is a situation that is characterized by a growing gap between new social
and institutional problems emerging in a specific policy field and the capacity of the
existing repertoire of political measures to give an adequate answer to these problems
(Ferrera 2005). In such cases, a policy crisis becomes increasingly evident and re-
quires policy innovation. This was the case for all the countries analyzed here. Three
types of pressures have been most evident: socio-demographic pressures; financial
pressures; socio-cultural pressures.

Socio-demographic pressures In the field of LTC, the most relevant pressure came,
first of all, from demographic changes taking place all over Europe due to the age-
ing of the population (see Chap. 2). As a consequence, not only the amount of
dependent people in need for care increased, but also the capacity of informal and
family ties to provide support was weakened (OECD 2011; Lafortune and Balestat
2007). At the same time, the increasing participation of women to the labor market
lowered the supply of family care work, driving more and more dependent peo-
ple to professional services (Sarasa and Mestres 2007; Saraceno 2008). Disability
and dependence mainly concentrated in the elderly, as well as vulnerability related
to heavy informal caregiving, emerged as ‘new social risks’ (Taylor-Gooby 2004):
situations in which individuals experience welfare losses and which have arisen as
a result of the socio-demographic transformations that have brought postindustrial
societies into existence. As Bonoli (2005) states, if during the trente glorieuses care
for frail elderly or disabled people was mostly provided by non-employed women
on an unpaid, informal basis, with the change in women patterns of labour market
participation, this task had to be externalised. The inability to do so (because of lack
of services) therefore has resulted in a new relevant social risk. All ten countries
experienced these trends, even though levels of pressure on the existing systems
differed. Also, in the Southern, Germanic Continental and CEE countries, which
could count on the very rooted family solidarity that favored the creation of new
care arrangements within families, demand for residential and home care services
increased exponentially (Lamura et al. 2008). Meanwhile, the individualistic culture
that was dominant in the Nordic countries, in England and in France, channeled a
new demand for care directly towards professional care services.

Financial pressures The rising demand for care also put pressure on welfare services
which were not specifically tailored for long term care, but which were substantially
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Table 13.2 Percentage
variation in the public
per-capita expenditure on
healthcare in the 1990s and in
the 2000s (constant prices at
2000 level). (Source:
Eurostat, Espross database
2011)

LTC Care Regime (early 1990s) 1991–2000 2000–2008

Universalistic
Sweden (from 1993) +29.5 −0.2
Denmark +28.6 +33.5
Netherlands +11.3 +40.0

Semi-Universalistic
United Kingdom +54.9 +5.5

Residual
Germany +26.2 +4.6
Austria +29.2 +13.2
France +31.1 +20.6
Spain −4.5 +37.6
Italy −20 +18.7
Czech Republic − +88.5

affected by the growing number of dependent people asking for help and assistance.
A second source of pressure was therefore financial, coming from the functioning and
difficulties of other welfare institutions and programs. Of these institutions, health-
care systems were and still remain in the front line: in most countries, increasing
costs in the healthcare system, as a consequence of the aging population, were re-
ported (see Table 13.2). According to the OECD (2011), between 40 and 50 % of
the total costs of healthcare in Europe is currently used to provide services to older
people, often with chronic and long-term needs. In the 1990s, the highest growth
in healthcare expenditures occurred in the UK, France, Sweden, Austria, Denmark
and Germany. Only Mediterranean countries saw strong cuts in healthcare, aimed
at matching the Maastricht criteria in order to enter the Eurozone. In the UK, the
pressure of costs was so high in the early 1990s that new solutions were sought in
order to shift the responsibility for funding residential and nursing care away from
the health care system.

The development of new LTC services was seen as a good strategy to shift costs
from the health care sector, where services were provided on the basis of universalistic
principles, to the social sector where rights and costs were not so highly and precisely
defined (Morel 2007). The Ädel-reform (1992) in Sweden was also aimed to shift
part of these costs to social care services in order to diminish the pressure on the
health care sector. In Denmark, England and Germany, particular attention was
paid to the length of stay in hospital of patients with disabilities. The search for
new solutions allowing earlier discharges from hospitals had repercussions for the
demand on long-term care. In Sweden, the rising costs of nursing homes managed
by the health care sector were under scrutiny and paved the way for a shift in their
financial management from the health sector to social care services managed by
municipalities. In CEE, the health sector has long been the major provider of long-
term care services. Throughout the region, home nursing has often been the only
community care service available to those with chronic health problems across the
entire country. Health care reforms aiming at cost-containment, however, increased
pressure to limit health sector provisions to medically-needed acute care provisions
and to shift long term care provisions to the social care sector.
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These strategies seem to have worked out quite well in many countries as health-
care expenditures slowed down throughout the following decade (with the exceptions
of Denmark and partially of France, where expenditures dropped only in the second
half of last decade). In other countries, however, expenditure in health care increased
only in the last decade, as is the case for the Netherlands and Spain, resulting in
increased pressure on LTC reforms more recently.

Other financial strains came from the social security or the social assistance sys-
tems. In some countries, such as France, Germany, Spain and England, large parts of
care services for older people, including residential and home care, were financed by
national or, more frequently, local programs of social assistance (Oesterle 2001). In
England, reforms which took place in 1993 capped social assistance expenditure on
long term care and shifted both the budget and allocation responsibilities to local au-
thorities. In Germany, the growth of residential care provided at the local level within
the framework of the Federal Law of Social Assistance put most of the local author-
ities under very strong financial pressure. In Spain, the 1985 Local Government Act
assigned financial responsibility for providing social care to local authorities. In Italy
this responsibility had been assumed by local authorities since 1977, with the na-
tional state only playing a residual and complementary role. The same happened in
the Nordic countries, which were characterized by a long tradition of a locally based
social welfare. In Sweden, the economic crisis of the early 1990s squeezed resources
for care for older people in a time of increasing demand for social assistance bene-
fits). These local infrastructures of social services, largely developed in the 1970s and
the 1980s to meet the demand for care of particular social groups (older people with
limited means or living on their own, people with disabilities and so on), began in the
1990s to be captured by a huge mass of dependent older people seeking care services.
Local authorities and the social assistance administrations managing these services
were under very tight financial and organizational constraints, and seemed to be un-
able to keep the social spending under control. In the Czech Republic, as in other
CEE countries, the situation was only partially different: a lack of experience in local
social care governance and budgetary constraints have for many years constrained
modernization, coordination and extension of services at local level. Community care
services were unavailable in most rural areas in the 1990s and were only very lim-
ited in many urban areas. Funding of residential and community care provisions was
usually based on social assistance principles involving substantial user contributions.

Financial pressures also came from the overall economic conditions of the coun-
tries, which served both as constraints for LTC reforms and as catalysts of institutional
innovation. This contextual factor has been particularly relevant in certain countries
and in particular years. Table 13.3 illustrates the financial situation of each country
in terms of debt and deficit/surplus in relation to the National GDP. LTC radical
reforms were introduced in years that were characterized by relatively low levels
of financial debt in all of the countries. Germany introduced the new LTC system
in 1995, when the deficit/surplus ratio was under 2.0. Similarly, France introduced
the APA reform in 2002, a year in which the financial strain was lower than either
previously or afterwards. Spain also introduced a reform in 2007 in the context of a
relatively favorable financial situation.
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Table 13.3 Fiscal constraints on welfare reforms in Europe: gross debt and deficits in the last two
decades. (Source: Eurostat 2011)

LTC Care Regime General government General government deficit/surplus (% GDP)
(early 90s) gross debt (% GDP)

Average Average Average Average
1995–2007 1995–2000 2001–2007 2008–2010

Universalistic
Sweden 57.7 − 1.2 1.1 0.6
Denmark 51.4 − 0.3 2.8 − 0.7
Netherlands 57.6 − 0.3 − 1.0 − 3.4

Semi-Universal:
United Kingdom 43.8 − 1.3 − 2.5 − 8.9

Residual:
Germany 61.9 − 1.7 − 2.7 − 2.5
Austria 65.6 − 3.0 − 1.6 − 3.1
France 60.5 − 3.1 − 2.9 − 6.0
Spain 54.2 − 3.4 0.5 − 8.3
Italy 110.5 − 3.7 − 3.2 − 4.2
Czech Republic 22.3 − 5.5 − 4.1 − 4.3
EU 27 61.8 − 1.2 − 2.1 − 5.3

However, more serious fiscal problems appear to have hindered the possibility of
strengthening reforms after their introduction, as in the case of France, Spain, the UK
and the Czech Republic. For instance, in Spain, the financial crisis, which started
right after the LTC reform in 2007 was adopted, was detrimental to the reform’s
implementation phase, as shown in Chap. 10. In the UK, after years of discussion
and “White Papers”, the most recent Labour government in England was not able to
finalize a proposal of reform in LTC at the end of its term in office: partially because
the deficit had risen from around 2 % to around 9 % between 2008 and 2010. An
even bigger problem affected Italy: any expansive and explicit reform proposal in
LTC had to first overcome its permanent huge public gross debt.

Socio-cultural pressures Together with socio-demographic and institutional pres-
sures, the 1990s were characterized by a strong change in the political and cultural
attitudes towards care provision. These changes concerned the predominant ideas
both in the political arena about how to run public services and in the social arena
about the role of users in care provision. While the ’70s and the ’80s were dominated
by a demand for professional, highly qualified care services and for a progressive
extension of long term care to minorities (such as specific categories of disabled
people), a new orientation towards efficiency and flexibility became predominant in
the 1990s (Daly and Lewis 1998). On the one hand, the ideology of New Public
Management (NPM) largely penetrated the public administration and the political
class claiming for a standardization and marketization of service provision. On the
other hand, social groups representing the interests of dependent people started to
elaborate a new vision of care, based on the principles of self-determination and
autonomy.
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The influence of NPM has been very significant throughout each of the ten coun-
tries’ analysis. After three decades in which the expansion of social services was
considered a still far-reaching but considerable goal of social policy, high public
social expenditures have been seen as a problem since the 1990s. Even in a social-
democratic country like Denmark, “concerns for containing expenditure, value for
money and responding to individual needs become predominant” (Burau and Dahl,
Chap. 4). Therefore new forms of accountability and budget control; novel regulation,
splitting the responsibility for financing from provision; new market mechanisms;
and new forms of standardization of quality and costs, were introduced into the care
systems in all the countries (Ascoli and Ranci 2002). As discussed in following sec-
tions, cost-containment has become a dominant principle even in countries where
radical reforms and new principles of universalism were introduced. It would be
fair to say that, since the early 1990s, the policy field of long-term care in all ten
countries has been strongly influenced by concerns about cost-containment and effi-
ciency. The NPM ideas were largely introduced in order to guarantee cost-efficiency,
effectiveness and strict budget control on both expenditures and service provision.
This “recipe” was also provided in an even more explicit form to CEE countries over
the last two decades: international organizations, such as the World Bank and the
OECD, promoted reforms based on NPM ideology.

This attention to efficiency has been paradoxically matched by a deep change
in the care culture in many countries. Until the 1990s, the most common claim
by both groups representing people with disabilities and trade unions was to ex-
tend care service provision, to de-institutionalize the care system allowing people
to stay at home as long as possible and to guarantee high professional and quality
standards. In the 1990s, this idea of the professionalization of care was challenged.
Groups representing people with disabilities were strongly influenced by ideas of
self-determination and independence, and professionalization of care started to be
considered as a synonym of bureaucratization and managerial control on the life
strategies of the disabled. Part of this change had to do with the individualization of
social life and the consequent refusal of bureaucracy and standardization. But this
was also due to the great improvements in the health treatment of chronic diseases
and to technological innovations, which did not only lengthen the life expectancy of
people with disabilities, but also improved their everyday conditions, thus reducing
their dependence on other people and increasing the chances of social and economic
integration. Therefore the empowerment of the disabled became not just an appeal
as a real opportunity to be taken.

As a consequence of these changes, groups representing people with disabilities
started to call for a new public regulation of care giving beneficiaries more autonomy
and freedom to organize care according to their wills and needs. User-led care and
flexibility became new principles to use against the professional definition of the
contents of care. New regulation proposing freedom of choice, welfare pluralism,
cash for care measures, was strongly supported by these groups in order to empower
users and alter the definition of care provided either by the public administration or
by professional providers (Da Roit and Le Bihan 2010). Therefore, calls for free
choice and empowerment on the one hand, and the NPM claim for flexibility and
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marketization of care on the other, matched together to foster a new cultural definition
of care, paving the way for new regulatory principles to be introduced in the care
system.

13.4 Diagnosis: How the Policy Crisis has been Defined

Although the pressures for change were almost the same throughout the ten countries
analyzed in this volume, these pressures have been perceived and cognitively framed
quite differently due to the different LTC care regime traditions.

In the countries that had already adopted before the 90s a universalistic care
regime (Sweden, Denmark and the Netherlands), a conflict emerged between uni-
versalism and pressures for cost-containment. According to universalistic principles,
the provision of care services had to be as complete as possible. Moreover, high qual-
ity professional standards had to be guaranteed. However, completeness and high
quality of care services significantly increased the costs of service provision. In the
Nordic countries, this original, full version of universalism had already proved to be
unsustainable in the late 1980s, requiring a number of organizational adaptations in
order to cut public expenditure. Shifting public investments from residential services
to home care provision was not only a strategy aimed at improving the life condi-
tions of the care recipient, but also implied the involvement of family networks in the
provision of care in order to reduce public costs. Since the early 1990s, the strategy
of deficit reduction has become dominant, but, in comparison with other countries,
the fiscal constrains were less tight (the level of debt and deficit was relatively more
limited). As a large part of the financial responsibility for care provision was held by
local authorities, new legislation was introduced in Denmark and Sweden to cut the
state financing of local governments and to limit taxation and social spending at the
local level. A re-centralization strategy was therefore adopted in order to curb social
expenditures. As we will see later, innovation was also introduced in the public reg-
ulation of the care system in line with the NPM doctrine both by social-democratic
and neo-liberal or conservative parties.

In addition, given to the fact that the fiscal constraints were loose, the gap between
problems and available solutions was mainly understood in these countries as an or-
ganizational and a management problem. Cost-containment was never considered
a radical challenge to the mainstream principles of universalism and service com-
pleteness. The high public consensus on universalism was untouched and there were
no serious attempts to fight against the strong welfare constituencies defending it.
Innovation put in place was not explicitly questioning the institutional setting or the
normative principles of the care system, but was focused on technical and organiza-
tional aspects related to financing and providing services. But even in these technical
discussions, entitlements to social care were neither disputed nor formally reduced,
even though cutbacks in expenditures and service provision were actually introduced
in Sweden and the Netherlands. Only Denmark resisted against cost containment by
adopting new regulation which has so far not affected spending and coverage levels.
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In Denmark and the Netherlands, the tension between universalism and cost con-
tainment was therefore at play. But the policy crisis was not recognized as a problem
requiring a radical change in the general orientation and institutional setting of the
care system: universalism per se was not considered as part of the problem. Only
Sweden experienced a stronger tension between rising costs and an equivalent in-
crease in demand for care. In this country, in contrast with what happened in Denmark
and the Netherlands, cost containment was perceived and explicitly discussed as a
challenge to the universalistic foundation of the care system. It was not only a matter
of targeting and focusing care services. The ideological basis of the welfare system
was under strong attack from the NPM approach which deeply influenced the public
discourse and was also strongly penetrating the social-democratic culture. A new
epistemic community of economists, managers and welfare experts advocated the
NPM approach and succeeded in permeating the public arena with these arguments.
The strong cultural influence of NPM, as shown by Meagher and Szebehely, can
explain the peculiarity of the Swedish case compared with the other Nordic coun-
tries, and the fact that, starting from the 1990s, policy makers, including the same
traditional constituency groups of the Swedish welfare state, were searching for new
solutions outside of the universalistic public care system. Sweden therefore experi-
enced a real policy crisis that paved the way for more radical changes. But even in
Sweden, as we will show below, the way out of universalism was achieved through
incremental changes which did not explicitly change entitlements and social rights.

In England, the only country defined as a “Semi-Universalistic” LTC care regime
at the beginning of the 1990s, local authorities were both the funders and the providers
of social care services. The growth of the demand for LTC raised costs in the early
1990s, resulting in an attempt to put the local budgets under the control of the
national government, as actually happened with the Community Care and NHS Act
enacted in 1993. The new budgetary system failed to prevent cost increases as the
responsibility for funding residential care passed from local and health authorities to
the national social assistance budget; local and health administrations were also asked
to split commissioning from providing, delegating the latter to private care providers.
The consequence was a financial disaster as local authorities and hospitals shifted
responsibilities for funding residential and nursing care to the social assistance budget
and a private market in residential and nursing homes quickly developed in response
to this new funding opportunity, as Glendinning showed in Chap. 9.

Over the following years, a labour-led government introduced more financial
constraints and did not seem able to reform the LTC system, although older peoples’
organizations, regulatory bodies and Parliamentary committees called for increasing
resources to be allocated to long term care. As a consequence of this political inertia,
proposals for funding reform tended to focus on accessing some of the income and/or
wealth held by older people, complemented by very limited additional contributions
from general taxation. Over the same period, there was extensive marketization in
the provision of care services (both residential and domiciliary). These have been
almost entirely transferred from the public sector to third-sector charities and for-
profit organizations, with individual service users increasingly expected to exercise
consumer choices over the purchase of their own support. The lack of basic changes to
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the entitlement structure of the long term care system has therefore been exacerbated
by organizational measures aimed at cost-containment and more efficiency in care
provision.

In the countries characterized by a residual LTC care regime at the beginning of
the 90s, the most important pressure came from the huge rise in demand for care,
associated with the increase of the costs of social assistance programs funding the
delivery of residential and home care services. In comparison to the universalistic
care regimes, the entitlement structure of the care system in these countries was
much more challenged as the degree of development of care services was much
lower than in the former countries’ care regimes. The increase in the demand for care
was initially matched by social services managed at the local level. This happened
in Germany, where the increasing high costs for residential care provided at local
level was the main incentive for introducing a radical reform in 1995. Spain, Italy
and Austria experienced the same situation, as the responsibility concerning care
services provision and funding had been entirely delegated to local authorities since
the 1970s or the 1980s. However, the residual nature of social care programs, mainly
provided on the basis of means-tests and highly restricted to specific kinds of patients,
contributed to increasing the health costs as hospitals and health territorial services
were increasingly seeing dependent people asking for assistance.

InAustria and Germany in the 1990s, and in France, Spain and the Czech Republic
in the last decade, local administrations faced financial difficulties, which, coupled
with an inability to extend the provision of care services, stimulated the search for
new policy solutions that involved a national or regional financial responsibility. The
shift from local to regional or national responsibility was perceived as a necessary
precondition for any possible change in this policy field. Neither accommodation of
the existing programs was seen as possible (as it happened in the Nordic countries),
nor alternative cash-based measures were already in place to temper the lack of care
provision (as it was the case in Italy). The policy crisis therefore came to a crucial
breakpoint, paving the way for a general, radical reform.

In this situation the main problem for all these care regimes was to find a way to
finance a new national long-term care program, large enough to respond to the care
needs of the dependent, without exploding the public finances or raising taxes. The
reluctance to increase taxes played an important role in the delay of any political
decision in many countries, such as France, Spain, Italy and the Czech Republic, in
spite of the huge public discussions taking place about the need for reform in this
policy field. From this point of view, the timing of reforms in different countries
is important: Austria, and Germany introduced reforms during a period when fiscal
constraints were less strict, both in terms of debt and deficit. France, the Czech
Republic and Spain started respectively to discuss or to implement new programs
in the second part of the last decade when their financial situation got worse: with
deficits between 2008 and 2010 respectively of 6, 4.3 and 8.3 %, reforms and their
implementation became a more complicated task, as illustrated in the chapters on
these countries.

Specific conditions, moreover, paved the way for reform. In Germany andAustria,
the strong family solidarity that is a particular trait of these countries allowed a
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reorganization of the care system, under a new nation-wide program, that included
the family care provision within a broader public care system, therefore lightening the
financial burden for the public budget. In Spain, the strong activism of some regional
governments in the previous decades was a good resource in the creation of a new
LTC system strongly based on the decentralization of financing and responsibility,
with the state assuming only a complementary financial role. Furthermore, in France,
the APA reform was based on a mixed funding system, to which both departments
(local authorities) and the State contribute.

Italy is the only residual LTC care regime characterized by institutional inertia in
terms of reforms. What happened in LTC mirrors a more general landscape of the
Italian welfare state as almost “frozen” (Naldini and Saraceno 2008). A pertinent
reason for this situation is the fiscal constraint: the huge public debt has forced Italy
to be cautious in proposing new expansive LTC policies. Moreover the existence
from the 1980s of a cash-based program, the “Indennità di Accompagnamento”,
providing a limited amount of resources to LTC beneficiaries but universalistic in
nature, functioned as a buffer, especially because, thanks to its automatic institutional
mechanisms, it was progressively extended to slightly meet the increasing demand
for care. In the last decade, more than one million Italian dependent people were in
receipt of this cash-based benefit, which substitutes the lack of service provision and
is mainly used to support family-based care arrangements.

13.5 The Contents of Reform over the Last 20 Years

Almost all the countries studied went and continue to go through transformations
in their LTC systems thanks to either changes in their institutional arrangements or
changes in other policy fields, which have an impact on the sector. Table 13.4 tries
to synthesize the various reforms. In doing so, it frames the more recent reforms
in a longer time span in order to understand what happened, on one hand, taking
into consideration what has been written in previous sections on the period before
the 1990s, on the other, in more recent years during the implementation of the
main reforms where they have taken place. The idea of looking not just on the
main reforms but also to frame them within a longer time span is useful in order
to better comprehend the transformations in LTC policies. Let us look first at LTC
universalistic countries.

As outlined by Meagher and Szebehely, since the beginning of the 1990s, Swe-
den has gone through significant changes not directly related to the institutions of
LTC, but in more general settings: from the Adel reform and the Disability Act at the
beginning of the 1990s to tax deductions on household services and personal care in
more recent years. Such changes, coupled with the introduction of market practices
and rationalization of elderly care provision over the last two decades, have resulted
in a retrenchment in overall LTC coverage for older people. Something similar was
attempted in the Netherlands through different reforms (from the one concerning
health-care to the Social Support Act, and also through different forms of cost-
containments in relation to co-payments and limiting access to AWBZ). However,
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the results were closer to restructuring and real retrenchment failed (see Da Roit,
Chap. 5). Denmark seems the case where minor reforms were undertaken at the na-
tional and at the local level in order to improve and restructure the LTC system, rather
than to shrink or to expand it. Experiences such as “Common Language ” (1998) and
“Free choice ”, which were aimed at introducing standardization and rationalization
in home care, seem to have had more of an impact on how services are provided than
on the level of public coverage and funding (see Burau and Dahl, Chap. 4).

Despite numerous official reports, England has failed to introduce major explicit
changes to its long term care funding arrangements. The community care reform of
the 1990s (with the introduction of quasi-markets) and the consumerist initiatives of
the last decade (the introduction of programs such as Direct Payments and Personal
Budgets) seem to have played a bigger role in the intellectual debates about the
regulation of LTC than promoting higher needs’ coverage: the overall result has
been, in any case, a retrenchment in coverage (see Glendinning, Chap. 9).

Among the countries characterized by a residual care regime, five introduced
major LTC reforms and programs in the last two decades: these are three continental
countries (Austria, Germany and France), Czech Republic and Spain, all of them
(old or new) Bismarkian welfare states. All these reforms were aimed at expanding
LTC coverage.

As indicated by Oesterle (Chap. 8), 1993 represented a major turning point for
the Austrian long-term care system: a Federal Long-term Care Allowance Act and
nine Provincial Long-term Care Allowance Acts introduced a cash-for-care system.
In addition, the agreement confirmed provincial responsibility for social service
developments. Finally, the central level took responsibility for developing a system
of social insurance coverage for family carers. The care allowance system aims to
enable chronically ill people to stay in their own homes, at promoting autonomy and
free choice of care arrangements, at supporting informal care provided in the family
and at creating incentives for consumer-driven community care development. On
average, in recent years, recipients of the care allowance account for about 19 % of
the total population 61+, and for about half of the total population 81+.

With the introduction of the Long term Care Insurance in 1995/1996, Germany
established a universally oriented, long term care scheme at a central level to provide
support in situations of care dependency valid throughout the whole country. The
introduction of the Long-term Care Insurance resulted in a considerable expansion
of the available funds—with € 15.94 Billion within the framework of the social
Long-term Care Insurance and € 2.10 Billion within the framework of the private
Long-term Care Insurance in 1997 (see Theobald and Hampel, Chap. 6). Since
the end of the 1990s, the French LTC system has been mainly organized around
a specific allowance. Thus, after a period of local experimentations (1995–1996),
it consisted of a “cash for care ” scheme, initially targeted to the more dependent
and economically disadvantaged, and opened to all frail elderly people in 2002. The
2002 reform, which created the ‘Allocation personnalisée à l’autonomie’ (APA—
‘personal allowance for autonomy’), represents the main turning point in the policy
framing process. The number of recipients rose drastically from 150,000 in 2001 to
1,185 million in 2010 (see Le Bihan and Martin, Chap. 7).



13 Institutional Change in Long-Term Care: Actors, Mechanisms and Impacts 283

As indicated by Cabrero and Gallego (see Chap. 10), Spain introduced a law for
the Promotion of Personal Autonomy and Care for Dependent Persons (otherwise
known as the Dependency Act), which came into force in January 2007. It is a system
of universal social protection which is financially limited and subject to strict rules of
cooperation, as well as some degree of institutional rationalization and coordination.
The new system of social protection has had many effects: the extension of public
coverage; the creation of social services employment; the broadening of the combined
public network of social services; advances and tensions in cooperation between
regions; innovative uses of social services; and attempts to develop cooperation
between social and health services. The Czech Republic was the first CEE country
to establish a new long-term care system in 2006 with the promulgation of an Act on
Social Services. Apart from other relevant changes (social services on a contractual
basis, establishment of standards for their quality, redefinition of existing services
and legal grounding of some new services etc.), a new care allowance was introduced.
The level of this care allowance is tailored to the extent of dependence (four levels)
and enables people to pay for the required assistance and support, provided by family
members or other informal carers or by professional care providers. It is given to
individuals over one year of age who are dependent on the assistance of another
individual for activities related to their own person and independence (see Barvíková
and Oesterle, Chap. 12). The benefit is not means-tested and it is financed from the
state budget through taxes.

The fact that there were ‘major’ reforms in only some countries does not mean
either that in the other countries with a residual care regime nothing happened or that,
once reforms took place, nothing happened afterwards. In Italy, an extensive cash-
based program (Indennità di Accompagnamento) was introduced in 1980, followed
in the 1990s by a relatively strong debate about the need of a comprehensive LTC
reform in order to expand public service provision and funding. However, Italy
proved unable to radically reform the system, notwithstanding many attempts and
broad and intense public discussion. Since the end of 1990s, the only intervention
has been the regularization of migrant care work. Even if some other minor reforms
were introduced (in 2007 for instance a “National Fund for LTC” was created but
its financial assets were quite limited and down to 400 million Euros per year), the
system seems to be shaped more and more around informal and migrant care work
(see Costa, Chap. 11).

If minor changes were to be expected in Italy, it is noticeable that minor changes
happened also in the residual countries that had recently introduced major reforms.
These minor changes appear to contrast with the previous (expanding) reforms and,
even if not of the same magnitude, they represent some sort of retrenchment: in
general, different forms of implicit cost containment policies have been implemented.

In Austria there have been some cuts and changes in the definition of benefit
levels and the tightening of eligibility criteria for some benefit levels. Moreover
benefit levels have not been adjusted to inflation for many years: as a consequence,
the “no changes” policy has significantly decreased the purchasing power of the
benefit by almost 20 % over a 15 year timespan. In Germany, a similar process
happened, at least until 2008, when an increase in the level of benefits was decided:
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before 2008 the non-adaptation of the benefits to the increasing service costs led to
a loss in purchasing power of 18.8 % and to an increase of beneficiaries resorting on
social assistance benefits.

In France and Spain, given the fact that the reforms were quite recent, there
has been no room for minor transformations afterwards. The debate taking place in
France is complex to detect. Since the Presidential election in spring 2007, a new
reform was announced as imminent, but in fact was systematically postponed during
the five subsequent years. The last government reports published in June 2011, after
a vast consultation of the different main actors, present three main scenarios without
supporting any of them officially: to consolidate the current APA system (in order to
reduce the private costs for the users); to define a new branch of the social security
system (option of universality); or to introduce a new system based on a compulsory
private insurance. In Spain the implementation of the 2007 reform has been very
slow because of the difficulty of involving regional governments in the financing
and in supporting the development of new home care and residential services at
the local level; as a consequence, care services are still very poor while cash-based
benefits spread over, paving the way for the growth of an extensive provision of care
by migrant care workers. The implementation of the LTC law was also territorially
“unequal” distributed because only some regional governments have invested with
intensity following the spirit of the law, while others have not.

In the Czech Republic, the care allowance program was adjusted several times in
the years following the reform of 2006–07. In essence, the amount of the allowance
was reduced for individuals in dependency levels I and II aged 18+ and increased
for persons under the age of 18. Therefore it went in a direction that lowered the
coverage for older people, especially for those who were not particularly frail.

13.6 The Politics of LTC Reform: Actors and Coalitions

13.6.1 Social, Economic and Political Actors

As with other complex policy arenas, the LTC policy arena is characterized by a
multiplicity of social, political-institutional and economic actors. Among the so-
cial actors, the associations representing frail older people and individuals with
disabilities are the key ones. Trade unions, entrepreneurs’ associations and care
providers associations are the main economic actors. Political parties with different
ideological orientations, local and national governments, are central amongst the
political-institutional actors.

In comparison with other policy fields, LTC suffers from a deficit in organization
and direct representativeness of its main stakeholder: the older population (Taylor
Gooby 2004; Bonoli 2005). In most of the countries analyzed in this book, the users’
organizations represented the interests of adults with disabilities, while dependent
older people were commonly represented, not necessarily with specific attention,
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by trade unions or political parties. In some countries, like Italy, trade unions orga-
nized specific branches of their organizations devoted to aggregate and represent the
retirees. But the political influence of such sub-organizations has been very weak
and was subordinated to the mainstream interests of workers, still the “core stake-
holders” of trade unions. The only exception is Denmark, where a specific interest
organization of older people—DaneAge (Ældresagen)—mobilized to safeguard and
expand the user rights of its membership.

If this field is characterized by a political weakness of the main recipients, other
actors have played a central role in the innovation process. On the demand side, a
major role was played by the organizations of adults with disabilities. These groups
have been quite influential, especially in universalistic care regimes, where they
had long supported the progressive evolution of welfare services. In the 1990s, they
started to mobilize in order to obtain more services and a clearer recognition of social
rights for those whom they represented. The capacity of these groups to aggregate
the demand of a higher educated population was striking in respect of the latency of
trade unions and traditional welfare advocates. In many countries all over Europe,
disability rights groups were able to open up public discussions about their needs
and rights through demonstrations, strikes, public events, circulation of information
about the impact of disability and the aspiration of disabled people to welfare and
independence.

In Sweden, the 90s saw the emergence of a strong disability rights movement,
which played a critical role in promoting the prioritization of support for people
with learning disabilities. Other groups advocated for adults with extensive physical
disabilities. The active political role played by these groups helps to explain why
the priority in long-term care policies in Sweden shifted from care for older people
to services addressing the needs of adults with disabilities. In the Netherlands, the
increasing visibility of users’ organization represented one of the most important
developments in the structure of organized interests in the field of care in the last 20
years. Similar groups also activated in England, inAustria and in France. In the Czech
Republic, along with the clear deficit in organization and direct representativeness of
the older population, the representatives of people with disabilities were very active
during the preparation of the draft bill on social services. As a result, the adopted
legislation particularly reflected the interests of this group of users, sometimes to the
detriment of patients with internal or psychiatric disorders (including dementia) and
sensory disorders.

Other active and influential interest groups in the reform process were social ser-
vices providers and their representatives. In many countries, social partners were
also quite influential actors: trade unions in particular campaigned in order to intro-
duce reforms expanding social rights in the field of LTC policies or tried to resist
retrenchment policies. In addition, enterprise representatives in many countries, also
did not oppose reforms. On the supply side, innovation was supported by care service
providers, which played a relevant role in countries with a residual care regime like
Austria, Germany and Spain. In the Nordic countries, the predominance of public-
managed services prevented providers from organizing independently, while care
and social workers were aggregated in specific unions advocating their interests. In
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England, care professionals and the associations of private (for profit and charitable)
care providers were relevant players in the 1993 reform, while groups representing
people with disabilities lead efforts to introduce the new cash-for care programs. In
Austria and in Spain, finally, private and nonprofit providers were involved, together
with disability groups and local governments, in national bodies designed to set the
stage of the long-term care reforms introduced in these countries.

Generally speaking, the role played by service providers in the reform process
was based on a twofold interest: if on the one hand they supported new public
programs draining more financial resources to the field, on the other hand they
resisted the introduction of competition and free choice, considered as a way to shift
responsibility and control from care suppliers to recipients. Only private providers,
as new entries in the field, supported the introduction of quasi-markets in order to
lessen the monopoly and the privileged positions of traditional care providers (usually
public or nonprofit organizations).

In many countries, therefore, care recipients and care providers were on two
opposite sides, claiming for regulatory settings that contrasted with the interests of
the others. It is, however, unquestionable that the leading role was played by disability
groups in the last two decades. As we already explained, their ideological orientation
to independence and free choice at the same time mirrored the NPM claims for
more efficiency and accountability, favoring the introduction of market mechanisms
and welfare pluralism in the care delivery system, promoting flexibility and user-led
innovation rather than professionalization and higher quality standards. In spite of
their juxtaposed cultural and political orientations, NPM supporters inside political
parties and governments and disability groups converged together in demanding a
shift of responsibility from care professionals and service providers to individual
users. The creation of quasi-markets and the recognition of the users’ freedom to
choose were the two main regulatory instruments introduced in order to achieve these
results. In countries with a strong familistic culture, such as continental Germanic
and south European countries, this new vision of care was considered as a good
way to recognize the relevance of family solidarity and to support family-based
care arrangements. If disability groups were therefore the winners in this process,
traditional service providers resisting against welfare pluralism in the name of their
high quality standards and care workers arguing for a better recognition of their
profession, were the losers, with a few exceptions.

As far as what concerns political actors political parties did not usually play a
major role in fostering reforms. As a matter of fact, reforms in many countries were
promoted jointly by left-wing and conservative governments or the switch from
a government with a specific orientation to another with a different one did not
hinder the pace of transformation. This happened both in countries where a LTC
expansion took place (e.g. Germany, Austria and the Czech Republic) as well as
in countries where restructuring or retrenchment have been at work (e.g. Denmark,
Sweden, England). In Germany, for instance, the Reform of 1994–1995 was passed
by the Christian-Democratic and Liberal Government, with the Social-Democratic
party also in agreement. On the contrary, in Sweden, the NPM-orientation of many
Social-Democrats in the 1980s paved the way to retrenchment reforms of centre-right
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governments over the last two decades. In England, the marketization approach by
the Tories during a good part of the 1990s was not reversed by subsequent Labour
governments. In the Czech Republic, there were no clear political and ideological
positions with regard to LTC: in 2006 the final version of the Act on Social Services
was passed by MPs across the political spectrum.

If political parties did not differentiate among each other in the majority of cases,
other aspects of the State functioning played a relevant role. The innovations often
occurred within a specific multilevel governance structure of the care systems. We
have already described the relevance of local authorities in the provision of care
in most of the countries analyzed in this volume. Local authorities and regional or
provincial governments have played an important role even in the reform process.
As the primary accountable bodies for care provision, these institutions had been
experiencing a heavy financial burden for many years until the 1990s. In the early
1990s, a broad re-centralization process started up in many countries, limiting the
financial autonomy of local governments, fixing budget ceilings, and stopping the
State funding of local programs. The interest in innovation by local authorities re-
taining responsibility in LTC was therefore clear, and explains why local authorities
and provincial/regional governments were very often actively involved in the reform
process. Reforming LTC programs was a strategic means to rescale welfare respon-
sibilities and more generally to renegotiate the State-local authorities. Innovative
reform was introduced exactly in the interplay between state and local governments
and was favored by the multilevel structure of LTC provision (Kazepov 2010).

The main interest of local and regional governments in this process was to retain
responsibility in the service delivery and regulatory autonomy, and to shift part of the
financial burden to central levels at the same time. National states, for their part, were
trying to increase their central control by introducing a more restrictive regulation
about care provision and funding. Negotiations between these two different positions
were in place in almost all the countries analyzed here. In all the countries, neverthe-
less, the State had to take greater responsibility in LTC than it had before the 1990s.
In the last two decades, all the relevant reforms or incremental innovations here con-
sidered were introduced at the national level, fixing specific national thresholds for
entitlements and provisions, setting particular regulations, or introducing financial
responsibility on the part of the state. Local authorities and regional governments
still take an important part in regulating and delivering services in the renovated
LTC systems. But national states play today a stronger role than before, taking more
financial responsibility and restricting the autonomy of local governments. If the
previous LTC systems were characterized by the central states playing a subsidiarity
role while the local authorities took the core responsibility for funding and delivering
care services, now this vertical subsidiarity system has been overcome by stricter
budget controls applied by national governments, new steering regulation by central
governments, or direct provision of benefits by central states. In exchange for their
greater financial investments in LTC, central states have assumed a stronger control
on the care delivery system. Welfare rescaling in this field has meant re-centralization
of responsibility at the national level, with local authorities and regional/provincial
governments in a complementary position. From a subsidiarity role of the state, we
have moved to a new form of state centralism and regulatory power.
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13.6.2 Residual and Universalistic Care Regimes: Different
Coalitions at Work?

Innovation was the result of interactions between the variety of actors involved, and
their main orientation and interests. Reforms or incremental transformations were
carried out by specific coalitions and were opposed by other actors (Sabatier 1988).
The roles played by the various actors and their relationship in these innovation
processes have been quite different according to the care regime. In two of the
three universalistic care regimes, Denmark and the Netherlands, the constellation of
interests supporting the status quo was very strong. Service providers, social workers
and users’organizations were strongly organized as a welfare advocacy coalition. The
high level of integration of the LTC policy community resisted against any attempt
to frontally attack universalism and social citizenship. Political consensus was also
grounded on the diffusion of a solid knowledge of social rights among citizens. In
this situation, characterized by impracticality of radical changes, cost-containment
concerns were focused on the regulation of the social care system. In these countries,
innovation was focused indeed on introducing or strengthening market mechanisms,
recognizing freedom of choice, standardizing social care provision, limiting public
funding, and focusing social care services on their core functions. The actors leading
this process were the new epistemic community organized around the values of NPM
and the organizations representing adults with disabilities advocating for flexibility
in social care and the empowerment of citizens.

In Denmark, the most relevant action for change came from State attempts to
obtain a stronger steering capacity in respect of local authorities. Innovation was
focused on regulation and implementation rather than on the redefinition of social
entitlements. The NPM ideas were introduced without an open public discussion
about the general meaning of free choice and its implication in terms of social rights
and redistributive impact, but only on its practical implications (the number of social
care providers, the definition of quality standards, the fixing of prices for service
delivery, and so on). Managerial and accountability questions predominated in the
policy field, in a context still characterized by high consensus about the benefits of
universalism and the principles of NPM. Social democrats as well neo-liberal and
conservative parties shared this perception of absence of conflicts between these two
visions. Trade unions and employers organizations—the traditional constituencies
of the Scandinavian welfare state—played a minor role in this policy field. In the
Netherlands, the organizations representing people with disabilities became the most
important allies of the national government in the attempts to restructure the LTC sys-
tem and reduce its costs, via de-professionalization, enhancement of informal care
and the introduction of customer-driven interventions. Even in this country, however,
universalistic principles were not opposed and innovation was more focused on intro-
ducing a new public regulation. Cost containment strategies were strongly driven by
the national governments together with the establishment of new measures—such as
the Personal Budget—granting users some autonomy in the definition of the services
to be provided. Local-national relationships were also restructured in this process.
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In Denmark, the steering role of the State was strengthened while the financial au-
tonomy of local authorities was placed under stricter central control. New regulatory
mechanisms were enforced by the State in order to limit expenditure and restrict
service delivery. A stricter standardization of care services was also established in
order to focus the supply of care to its core functions and to limit decision-making
at the local level.

In comparison with the two former countries, Sweden followed a slightly different
path. Three types of actors were particularly relevant in this case: political parties,
associations for people with disabilities, and entrepreneurs’ associations. Moreover
these three actors were able to build a strong and coherent coalition for reform. The
role played by Social Democrats was important in facilitating this coalition, espe-
cially under the influence of economists inside the ranks of the party; as Meager and
Szebehely show in Chap. 3, the process of legislating for market reform began in the
mid-1980s under a Social Democratic government, which established initiatives to
promote competition in the public sector, with the goals of increasing efficiency and
quality. In the same years, the Social Democratic party started viewing the public
sector as a part of the problem, not the solution. Once Social Democratic parties
positively embraced NPM reforms, it became harder for them to criticize strong
marketization reforms by Conservative governments. The different ideological and
political approaches to NPM seem to be the main differences between the Danish and
the Swedish Social Democrats: the latter were more intent than the Danes on reform-
ing the LTC system through marketization (Green-Pedersen 2002). Furthermore,
more so than in Denmark, Swedish Social Democrats and Conservatives agreed on
the necessity to restrict the public budget for social care and to limit the supply of care
services. Associations advocating on behalf of both children and adults with disabil-
ities also played a major role, especially thanks to their strong ties with Liberal and
Conservative parties: they reinforced a “freedom of choice” anti-professional service
orientation which helped to raise doubts about the traditional approach to welfare
service provision. Also, the main employers’ organization, the SAF (Swedish Em-
ployers’ Confederation), began a strong neo-liberal attack on the welfare state in
the 1980s, arguing for market mechanisms and privatization of public services. The
SAF’s propaganda efforts included sponsoring market-oriented think tanks.

To sum up, in universalistic care regimes, the traditional welfare coalitions were
still very strong and did not allow an open discussion of the failures and weaknesses
of such care regimes. Under the pressure of cost containment, national governments
acted in order to limit social expenditures at the local level by re-centralizing the
organization of the care system. This orientation was shared by both right- and left-
wing parties with only marginal distinctions. Innovation was focused on regulation
and did not explicitly address the issue of social rights and inequalities. Thus, central
governments found an unexpected ally in the organizations representing people with
disabilities, which became strong and active advocates of a new, flexible and user-
driven care system.

In the semi-universalistic LTC care regime of England, the role of organizations
representing young and adults with disabilities was almost as relevant as in the uni-
versalistic regimes. Over the last thirty years, and particularly since the early 1990s,
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these organizations advocated for more freedom of choice, control and flexibility:
a good part of the discussion in the LTC arena has been centered on these types of
issues. This approach was reflected in successive governments’ attempts to tackle
long term care pressures mainly through regulatory innovation (Direct Payments,
Personal Budget, etc.), while serious prospects for reforms in the levels and distribu-
tion of resources for long term care were avoided. Moreover, advocacy organizations’
preferences for cash programs already in place prevented them from supporting any
serious reform proposal. However, these actors also strongly opposed any attempt to
introduce reforms aimed at including the traditional cash programs in a broader, re-
newed LTC program. The interests of the insiders were therefore used to build a new
care system providing adequate care for the older people. The strong fragmentation
of the policy field also hampered any attempt to create agreements among the par-
ties. In a care system characterized by a multiplicity of LTC programs, captured by
different users with specific interests, coalition building proved to be very unlikely.
Moreover, the absent neo-corporatist tradition hindered political effort from moving
in this direction, with a bigger role played by social partners.

In residual care regimes, the coalitions leading the innovation process were very
different. The role of the associations for people with disabilities was less relevant in
these countries, with the exception of Austria, the Czech Republic and Italy, and was
to some extent the reverse of that of their equivalents in the Nordic countries. Much
of the public discussion about LTC developed at the national level and required a
stronger, more direct intervention from the national governments. Local authorities
were broadly supporting this centralism in the reform as they wanted to discharge
part of the financial burden that had been part of their remit until the 1990s. In
Spain, the LTC reform enacted in 2007 assigned a shared responsibility in financing
to both the State and the regions, leaving responsibility for delivery at the regional
and local levels. In Germany as well as in France, the previous locally-based care
delivery systems were largely substituted by new national measures for financing
and regulation at the national level.

The active role played by national governments in residual care regimes is the
product of a strong aggregation of multiple interests around a specific reform project.
This happened in Germany, inAustria, in France, in Spain and in the Czech Republic,
though not in Italy. In the former countries, with the exception of the Czech Repub-
lic, the reforms were strongly favored by a tradition of neo-corporatist agreements,
involving not only the main political parties, but also traditional social forces as trade
unions and employers’ organizations. The final reforms gained a strong and broad
consensus from opposite sides as they were the results of a protracted intermediation
between the principal actors. The capacity to coordinate such intermediation was one
of the main drivers of the institutional change taking place in LTC in these countries.

In Germany, the national LTC insurance scheme was established in 1995 by a
coalition government held by the Christian Democratic Party and the Liberal Party
(lead by Helmut Kohl), with the final agreement of the Social Democratic Party
and of trade unions. The social insurance solution was adopted by both the main
parties against other options carried out by minor actors. But the most disputed issue
was related to the funding mechanism, namely, on which different options, ranging
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from State taxation to a new contributory plan, were on the table. Trade unions and
employers’organizations were deeply involved in the decision making process. After
long negotiations, the abolishment of a bank holiday was accepted as a compromise
between the unions and the Social Democratic Party on one hand, and the federal
government and employers’ organizations on the other.

In Austria, the policy formulation of the reform to be introduced in 1993 was
delegated to several working groups involving disability organizations, trade unions,
the main parties and local/provincial authorities. The strong corporatist structure
of the representativeness system favored such an approach, which in turn made it
possible to find a general agreement around a new national cash for care measure. This
approach was supported not only by the Conservative Party and some provinces, but
also by disability groups strongly advocating for the cash option. As Oesterle states in
Chap. 8, political actors across the political spectrum have been in favor of a cash-for-
care schemes even if for very different reasons, including support for family care,
support for autonomy, for user-driven market developments or cost-containment.
Lately, in 2007, most of the parties, with the exception of the right wing party,
again supported the legalization of 24 h care workers. In Spain, finally, the reform
was the result of a very complex negotiation involving institutional actors (regions,
national government), political parties, nonprofit organizations, trade unions and
employers’organizations, professional organizations. There is no evidence that users’
associations played a relevant role in this reform process. While nonprofit providers
and the trade unions proposed a finance system based on social security (following
the German pattern), employers’ organizations and autonomous regions advocated
financing through taxes. The final compromise saw a dual system, by which the
state finances part of the system and regional governments fund the rest (at least
two-thirds) of the resources.

This capacity to build a general political agreement around a specific reform
project seems to be crucial to distinguish between the situation of residual care
regimes in which a reform took place in the last two decades from the only country
where no change has been achieved: Italy. In Italy, the strong fragmentation of the
policy field, as in England, hampered any attempt to create agreement between the
various stakeholders. Moreover the landscape of the local governments was more
complicated than in other countries: the contrast between the poorest regions of the
South, requiring more financial intervention by the State, and the richer regions in
the Northern part of the country, claiming for more regulatory autonomy, was one
of the obstacles to the reform process. Also, the weaker neo-corporatist tradition
hindered any political effort into this direction. The preference for cash programs
already in place dissuaded many stakeholders, including trade unions and the disabled
organizations, from supporting any serious reform proposal.

Overall, the composition of the reform coalitions playing a relevant role in residual
care regimes was very different from the similar coalitions in the universalistic care
regimes. In the former, the most important actors were nationally-organized neo-
corporatist actors, supporting general interests including those of the traditional
stakeholders of the welfare state. Trade unions and employers’ organizations played
a key role not only in the general support to reforms, but also in the discussions about
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financing and delivering. The horizontal co-ordination of national neo-corporatist
actors was also complemented by the vertical co-ordination of local, regional and
national institutions. The multilevel structure of LTC favored a mutual adjustment
process by which the re-centralization process was easily supported by both local and
national actors. A distinction in the responsibility between funding, commissioning
and providing was also introduced in such systems and eased the general agreements
of all parties.

Finally, in the universalistic care regimes, and even in the residual ones, LTC re-
forms were not considered a partisan issue. Reforms were introduced by conservative
as well as social democratic parties. Political turnovers did not endanger the previ-
ous reforms. Extension of entitlements and service provision on the one hand, and
cost containment on the other, were goals shared among the different stakeholders.
When conflicts emerged about the financing model to be introduced, the assumption
of more State financial responsibility offered a good basis for compromise. That is
why, with the relevant exception of Germany, all the LTC reforms were financed
through taxation instead of social security. The coalition at work in the Czech Re-
public was partially different to the other ones seen in the traditionally residual LTC
systems: experts from the Ministry of Labour and Social Affairs and other levels of
the state administration as well as social service providers and users’ organizations
perceived the need to implement new legislation. Trade unions, employer organiza-
tions as well as regional and municipal administrative bodies only played a minor
role in designing the reform.

13.7 Mechanisms and Forms of Institutional Change

Innovation taking place in the LTC policy field assumed different shapes in the
countries here analyzed. In order to understand the mechanisms and forms taken by
institutional change, we adopt the typology discussed in the first chapter proposed by
Streeck and Thelen (2005) in their approach to evolutionary transformation based on
incremental but cumulatively transformative changes. In particular we found three
models of institutional change:

a. Gradual transformation;
b. Reproduction by adaptation;
c. Breakdown and replacement.

In order to understand the complexity of such process, in the first chapter we proposed
a basic distinction between institutional changes affecting welfare entitlements, and
institutional changes that are related to the provision of benefits and the organization
of care services (Dahrendorf 1988)—Social entitlements are directly related to en-
compassing policy goals (such as equity, social citizenship) or paradigmatic tensions
(such as universalism vs. residualism, centrality of the market vs. centrality of the
State, etc.): changes in the definition of entitlements can be understood, following
the well-known typology of policy changes proposed by Hall (1993), as “third order
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policy changes” affecting overarching policy goals. Provisions must comply with
entitlements, but they also depend on specific regulations and the organization of
the care delivery system; changes affecting provisions can be understood as “first”
or “second order policy changes” according to Hall (1993), namely, changes related
to specific policy instruments and their setting. First order changes are related, for
example, to measures increasing/decreasing contributions, or lowering/increasing
benefit levels. Second order changes can be considered as new rules for calculation
of benefits or to control the access to specific welfare benefits, and policy instruments
aimed at introducing new forms of care delivery.

Thus, it can be seen that LTC policy changes in the countries analyzed here can
basically affect two aspects of LTC systems: first, they may change the existing bal-
ance/stability between policy goals (entitlements) and policy means (provisions)
through either the introduction of new entitlements (third order policy change)
or recalibration of provision indirectly affecting entitlements (second order policy
change); second, it has introduced innovation in the policy instruments, through re-
placement of old instruments with new ones (second order change) or a re-shaping
and recalibration of the previous ones (first order change).

In order to understand the relevance of these changes, we look at two aspects of
policy innovation: first, we consider the forms of institutional transformation and the
process that has been in place; second, we assess the impact of these processes in
terms of continuity/discontinuity in respect of the previous situation. This section is
devoted to the analysis of the institutional process, while the next section will discuss
the main impacts.

Institutional changes took different shapes and produced different outcomes ac-
cording to the care regime existing in the early 1990s. This differentiation in care
regimes has proved to be very useful in understanding the direction and the shape of
policy change. Universalist or semi-universalist care regimes have been characterized
by either adaptive (Denmark and Netherlands) or incremental (Sweden and England)
transformations, which were focused on policy instruments and regulation affecting
the level and organization of provisions (first and second order changes), without
altering basically the explicit goals of the care system. Only in Sweden and Eng-
land has incremental change been able to implicitly reverse the (semi-)universalist
orientation of the care system.

In universalistic care regimes, the pressure for cost containment was matched
by adopting new administrative procedures and new regulation aimed at restraining
the use of care services without explicitly challenging universalism of social enti-
tlements. Denmark and the Netherlands have been characterized by “reproduction
by adaptation” institutional change, where relevant transformations have not turned
into third order policy change. This outcome is the result of different dynamics
in each of the two countries. Denmark shows signs of first and second order pol-
icy changes from “below” (non-legislative change) and from “above” (legislative
change). NPM regulation instituting the partial marketization of care provision was
attached to existing institutions and free choice principles were softly introduced by
establishing a new “users-centered-stage approach” giving individual users the right
to express their preferences about care services. Even if market mechanisms and
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consumerist approaches were introduced, rationing did not come into the picture:
regulation was concerned with both ‘securing’ and ‘extending’ the welfare rights of
citizens and, as a consequence, encompassed both measures of control and measures
of choice/flexibility.

The Dutch LTC system has been undergoing a continuous process of reform in
the past 20 years, which reflects an incremental approach to policy changes. Cost
containment policies have been central and they have been pushed forward through
a mix of first and second order policy changes: a series of tools have been introduced
restricting the eligibility criteria in order to access public LTC, rising co-payments,
switching from more to less costly forms of care, providing incentives to access
informal and privately paid care as well as less costly alternatives to formal care.
Cost containment was also pursued by adding new market-oriented measures (like the
Personal Budget) in an attempt to replace more expensive in-kind service provision
with cash for care. These attempts mainly failed thanks to appeals to the judiciary
system: for instance an important court decision in 1999 clarified that Dutch residents
had a “right to care,” based on the social insurance legislation and the government
was held responsible for upholding this right, also against budgetary considerations.
Some “seeds” of possible third order policy change in the future have been planted
anyway. Da Roit (Chap. 5) suggests that potentially disruptive transformations can be
produced by shifting non-core activities (home care) presently covered by the AWBZ
to other fields of social protections (e.g. social assistance). Moreover, specific care
needs of particular disabled categories (such as the patients with dementia) were also
moved out from AWBZ to specialized health care services. This trend represents a
qualitatively different development with respect to all previous reforms in the field,
as it involves the redefinition of the boundaries of LTC.

England and Sweden share common features of a gradual transformation process
through first and second order policy changes: in both countries, new rules on access
to care services and new policy instruments were introduced in order to restrict public
expenditures. These policies have turned out to have significantly changed, even
though by an implicit process, the previous universalistic structure of entitlements and
opened the way to a hidden marketization of the care system. It is valuable to notice
that these policies were adopted not only for reducing the traditional public sector
provision system, but also to shift the attention and the focus of the discussion in the
public arena from (cuts in) public financial resources for LTC (through rationing) to
the tools used to provide care (quasi-markets, choice, etc.). In both countries, left-
wing parties participated in this transformation of their LTC systems, being either
unable to reverse previous Conservative parties choices (as in England) or partly the
promoters of market reforms (as in Sweden).

In England, a series of marketization policies has been pursued very consistently
over two decades by different governments (Glendinning, see Chap. 9). In 1993,
quasi-markets were introduced and a funding system boosting the number of private
agencies providing residential and domiciliary care was established. In subsequent
years, numerous attempts were made to control costs. However, all these efforts
broke against the lack of interest of dependent people for cash-for care measures,
and the strong opposition of specific constituencies to any reform aimed at replacing
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old measures into a broader LTC program. The institutional fragmentation of the
care system was a result of opposing specific interests and cultural orientations to
a general change. Veto points and indifference therefore resulted in the care system
remaining substantially untouched after more than two decades of discussions and
experimentations. Meanwhile rationing became, since the mid-1990s, one of the
main leitmotiv in LTC policies (e.g. the increase in the levels of needs required to
qualify for local authority-funded social care; the lack of investment in services for
people with lower level needs for help).

In Sweden, incremental change has been able so far to significantly alter the exist-
ing LTC system through first and second order policy changes aimed at rationing LTC
expenditures and at introducing marketization of care. In this country the “gradual
transformation” can be explained in terms of “layering” and “displacement” mech-
anisms and effects (Meagher and Szebehely, Chap. 3). Layering took place in the
last 20 years, firstly, through a policy of rationalizing care for older people, actuated
by a series of first and second level policy changes (e.g. a related shift from a more
person-centered organizational model, under which each care worker was responsi-
ble for a small number of clients, towards a Taylorized ‘assembly-line’ model; the
tax-freeze of the early 1990s for local governments; the deregulation of the fees
municipalities charged older people for services; and the Ädel-reform which shifted
responsibility for nursing homes from the health care sector to the social care sec-
tor). Secondly, thanks to the Disability Act of 1993, which separated provision for
specific groups of younger disabled people only, creating a new ‘layer’ (and distinct
constituency) in the social care system: because services under the Act are aimed ex-
plicitly at people under 65, this approach enabled the government to contain demand
for costly services among another group with arguably similar needs (people with
significant disabilities acquired after the age of 65). Displacement of the public sector
came in through the marketization of the LTC provision system. Displacement and
layering seem to have merged together in more recent years: the pace of marketiza-
tion increased with the change of government in 2006, when new behavioral logics
and new system dynamics were introduced through a sort of ‘Freedom-of-choice
revolution’, encouraging municipalities to introduce customer choice models, with
quasi-voucher system. Although the new private provision-based system has not re-
placed the old public provision-based one, a primary goal of the act is to promote
the type of ‘differential growth’ that Streeck and Thelen (2005) argue is central to
the system-changing dynamics established by institutional layering.

In brief, universalistic and semi-universalistic care regimes adopted mechanisms
of institutional change that were based on incrementalism and mutual adjustment.
The strategy of cost containment was pursued by altering the existing regulation and
adding new measures to the old ones, without any explicit restructuring of universal-
istic entitlements to care (third order change). This approach was possible thanks to
the fact that no potential conflicts were perceived, either by social democrats or by
conservatives, between the need for cost containment and universalistic principles.
Tensions and trade-offs were managed by introducing new regulatory instruments
into the existing system and, especially in Sweden and England, through the incre-
mental addition of new care measures, driving people to a more focused and targeted
use of public care services.
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Most of the countries adopting a residual care regime were characterized by
a “breakdown and replacement” institutional change. Reforms were introduced at
different times in each country, and explicitly affected the entitlement structure of the
LTC system, therefore constituting a third order change in Hall’s terms. However, this
radical transformation was immediately followed by incremental or adaptive changes
(first and second order) aimed at recalibrating the new care system to emerging fiscal
and cost-containment constraints. All these reforms were facilitated by a large debate
at the national level, involving all the relevant political actors and social partners,
in line with an interpretation based on an incremental social learning process, as
described by Hall (1993).

In Austria, initiatives and debates about LTC started in the 1980s and finally led
to a major reform in 1993. Three phases led to this reform. The period prior to 1985
can be defined as a period of problem definition. The second phase was the agenda
setting period lasting from the mid 1980s till 1990. The third phase started after
the federal election in October 1990. The new government defined the objective to
develop a comprehensive nationwide system of social protection towards the risk of
long-term care. Policy formulation was delegated to several working groups and was
repeatedly pushed by manifestations of disability organizations, including a hunger
strike. In 1991 and 1992, draft acts were sent out for opinions from experts, local
governments and social partners.

In Germany the path to reform followed a similar process: the path that led to the
1994–1995 reform was a result of a long lasting discussion among a series of public
and social actors. The LTC insurance scheme was an extraordinary innovation not
only for Germany but also for all European countries, stimulating public discussions
in many other countries. Nevertheless, it should not be forgotten that, in Germany
as well as in Austria, the new design of the care system, with its focus on cash for
care, was in perfect continuity with the traditional, familistic care culture that was
dominant in these countries.

France followed a slower and more hesitant process. Since the mid-1990s, a
series of steps can be identified in the creation of a specific public LTC scheme
and the gradual broadening of the number of recipients. Initially, in 1994-1995, a
group of local authorities were invited by the government to test a pilot program.
In 1997, the government and the Senate decided to scale down the initial ambition
of the experimentation and to adopt and implement a temporary national assistance
scheme throughout the French territory—the ‘Specific dependency allowance’. Due
to the many criticisms related to the PSD scheme, after a prolonged phase of “non-
decision” in 2001, a new reform was introduced, promoting (a sort of) universalism.
The new allowance, called ‘Personal allowance for autonomy’ (APA), is allocated
to older people with high and middle dependency levels. This phase anticipated the
big reform, established in 2001, through which the previous experimentation was
extended and partially redefined. Even in France, the new measure introduced in
2001 recognized the social right of the dependent to be provided with care services.
The same reform fixed specific national criteria for the needs assessment and the
amount of benefits given in accordance to the level of disability.

Spain’s 2006 LTC reform was the accumulation and convergence of political and
socio-demographic changes as well as consciousness-raising among the professional
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classes, experts, and social actors. In 2001, the Policy for the Dependent fully en-
tered the Social Dialogue Agenda between government, trade unions and employer
organizations, paving the way for the introduction of a national program. The final
reform in 2006 entailed a radical change through the breakdown of the old assistance-
based system and its replacement with a universalistic system recognizing care as
subjective rights for all citizens with dependency. Fundamentally the reform was the
consequence of the accumulation of national and regional programmers, many being
experimental and sporadic.

In the Czech Republic, the process towards the reform of 2006–2007 took more
than ten years with only incremental changes to the system and with various attempts
to implement more comprehensive social service legislation. The path that led to the
reform was similar to the Spanish one. The reform debate and the direction of the
changes were determined by demographic and economic factors and were inspired
by concepts brought in by other EU countries LTC experiences: in particular, the
care allowance scheme implemented with the reform was influenced by Austrian and
German programs.

All of these countries therefore experienced a profound transformation in the care
system, through which new responsibilities for funding and providing care, new
regulatory settings, new forms of financing, and especially new entitlements were
introduced. All these reforms appeared to create a discontinuity with the previous
order, and therefore they were long discussed and prepared through a number of
studies and local or national experimentations. A large political and social consensus
was searched and found in order to establish these reforms, and to implement them.
They were the result of national agreements among the most important national
parties and LTC constituencies.

However, the implementation of these reforms after their official approval, or their
maintenance in the following years, were not so clearly disruptive as the reforms first
appeared to be. In Germany, right after the insurance fund was introduced in 1995,
a large discussion started up about its financial sustainability. The financing of the
reform through social contributions and an abolished one-day holiday put the new
LTC system under cost pressure very soon, driving an open discussion about its
reproducibility in the medium and long run. The amount of the social contribution
had to be raised in order to keep the system in balance. But, over the last few years,
cost concerns have brought the government to delay the adjustment of the benefits
to inflation, so lowering the real value of care benefits. In Austria as well, cost-
containment considerations have driven decisions not to adjust benefit levels by the
inflation rate as Oesterle shows in Chap. 8. Opposition by disability groups and social
service providers was not widely considered. In these two countries, nevertheless,
entitlements have not been changed after the reform and only first order changes
were introduced in order to guarantee the financial sustainability of the care system.

In France, Spain and the Czech Republic, difficulties and delays characterizing the
reform process also followed the implementation phase. In France, the APA reform
of 2001 has been placed under discussion and new public schemes supporting private
LTC insurances could be introduced in the next years. In Spain, implementation of
the 2006 reform proved to be very difficult as regional governments had different
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propensities to develop a new care system. A similar situation took place in the
Czech Republic. Consequently cash-based measures have been actually introduced
rather than in-kind services in both these two countries, opposing the original goals
of the reform and strongly depressing its potentially disruptive impact. The recent
financial crisis seems to have left the implementation of the new LTC scheme out of
the political agenda, seriously endangering its actual accomplishment.

Overall, in these countries, innovation occurred by means of a disruptive change,
completely restructuring the previous care system on the basis of a new public
scheme. New rights, more public money and new forms of service provision were
indubitably introduced. The social and political consent was very high at the time
when these reforms were accepted. However, the maintenance and implementation
of such reforms have been much more difficult and less disruptive than expected.
Cost containment concerns have driven governments either to moderate the amount
of benefits (as happened in Austria and Germany) or to alter the reform implementa-
tion (as happened in Spain and the Czech Republic), or to change the system again
(as seems to be happening in France). In the long run, reforms brought about sharp
discontinuities in the institutional path of LTC systems, which have been followed
by incremental decisions restricting part of the benefits, or delaying further planned
developments. However, these further steps cannot be considered as the restoration
of the previous situation, as an incremental process of adaptation has recalibrated
the original reforms, resulting in changing financial and institutional situations.

Italy is a different case in respect of all the other residual care regimes as no
reform in the care system has been introduced since the 1980s. There have been
significant discussions and proposals concerning LTC, but no serious attempts to
reform the previous system. Two facts have mitigated against any chance for change:
first, the Indennità d’accompagnamento (IdA), a cash-based measure designed for
the disabled according to universalistic principles, was extended to large part of
dependent older people, therefore guaranteeing them a limited, but effective benefit.
Second, the organizations representing disabled which were constituencies of such
measure opposed any attempt to reform it. Notwithstanding the absence of an abrupt
reform, a process of institutional change has taken place in Italy anyway, that can be
explained as a “drift mechanism”, by which, according to Streeck and Thelen (2005),
the neglect of institutional maintenance in spite of external change results in actual
slippage in institutional practice: the missing recalibration of IdA has actually made
this program the broadest LTC service used by an increasing number of severely
dependent older people. It is interesting to notice that, in this case, contrary to how
the concept has been used so far in the policy literature, the gradual transformation
brought about through a policy drift went in the direction not of retrenchment but of
an expansion of coverage. In the absence of national reform, attempts to reform LTC
were taken at the local and regional level, through the introduction of quasi markets
and complementary cash measures addressed to the most deprived dependent people.
But the lack of funding and the high geographical heterogeneity of such policies have
not significantly changed the situation. Lately, the development of a huge private
and grey (migrant) care market has allowed Italian families to respond to their care
needs, without any substantial public specific regulatory or financial intervention.
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The legalization of such migrant care workers, established many times by the Italian
government in the last years, confirms the profound political inaction in this policy
field once again (as shown by Costa in Chap. 11).

Thus, it can be seen that Italy is the only residual country unable to introduce
reforms in the LTC system. This substantive institutional inertia was complemented
by high emphasis given to aspects of care regulation that were not effective in the
absence of additional financial resources to be allocated in this policy field. The lack
of public money and the reluctance of national governments to invest in this policy
field, together with the absence of constituencies advocating for the needs of older
dependent people, explain why in Italy the same problems which led to profound
reforms in other similar countries, have not had any political solution so far.

13.8 The Impacts of the Reforms

One important aspect in considering LTC reforms in the last 20 years in Europe is
their impact. However, the concept of impact or effect is quite complicated and needs
to be clearly specified. According to Clasen and Siegel (2007) change in welfare state
needs to be evaluated through a multiplicity of dependent variables: not only social
expenditures but also measures that are related to social rights (Kangas and Palme
2007) and to the levels of generosity or conditionality of welfare programs. As LTC
policies are characterized by a large gap between entitlements and provisions in
all countries, both measures of expenditures and coverage on the one hand, and
measures about the organization of the care delivery system (considering the impact
both on professional services and on individual care workers) will be considered.
Furthermore, as the needs of the dependent are still mainly met through informal
caregivers, also the impact on the family care capacity has been reviewed. Therefore,
our framework of analysis, together with the findings from the individual country
case studies, allows us to differentiate between four different types of impacts:

a. the impact in terms of public expenditure and needs’ coverage (relative number
of recipients, etc.),

b. the impact on the structure and characteristics of the LTC labor market,
c. the impact on the regulation and the forms taken by provision in the field,
d. the impact on the family care activity.

13.8.1 Impact on Needs Coverage

Figure 13.1 summarizes the results of the cross-country analysis. As it can be seen
from the graph, the results of the transformations and reforms are not unidirectional.
As already outlined in Sect. 13.5, Germany, Austria, Spain, the Czech Republic and
France experienced an expansion of coverage and public funding. Since the 1990s
(or in more recent years in France and Spain), the total amount of beneficiaries has
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Retrenchment Restructuring Expansion 

Sweden England Netherlands Denmark Italy France Czech R. Spain Austria Germany

Fig. 13.1 The impact of LTC reforms on coverage and public expenditure: retrenchment, restruc-
turing and expansion

increased strongly and nowadays many more frail people do receive public help. In
the Czech Republic, the increase in the total amount of beneficiaries has been mostly
related to care allowances and not to formal service provision (residential and home
care). The number of care allowance recipients significantly exceeded the legislators’
estimates: 2005 estimates expected about 175,000 recipients, whereas in 2010 the
average monthly number of beneficiaries was 310,006. However, to a much lesser
extent than expected, recipients use their care allowances to purchase social services:
older people often seem to consider the care allowance as a simple supplement to their
pension compensating for worsening health conditions (see Barvíková and Österle,
Chap. 12).

However, after a first wave of expansion, Germany andAustria introduced mecha-
nisms slowing down the pace of growth in their LTC programs. As already underlined,
cost-containment issues in relation to sustainability of the reforms continuously
worked as a limiting factor: a set of tools were introduced in order to limit costs. In
Spain, the policy making in the implementation phase has been not only adaptive but
has introduced a gradual transformation of the original goals, substantially reducing
the universalist orientation of the reformed system. In France, a public discussion has
opened up in order to introduce a second LTC pillar based on private contributions,
so challenging the original universalist orientation. In the Czech Republic, provision
levels have been partially reduced for less in need beneficiaries.

Italy can be seen as a case of “expansion as a perverse effect of institutional
inertia”. Even if no reforms were introduced and the changes to the institutional ar-
rangements of the system were very limited (apart from the regularization of migrant
care work), there has been a strong increase in coverage, mainly thanks to the growth
in the amount of beneficiaries of the principal cash-for-care program (the “Indennità
di accompagnamento”): in just a few years the percentage of older people receiving
the IdA increased significantly, from around 6 % in 2000 to around 11 % in 2011.
This expansion was partial and related only to a cash program and not to services and
also because the amount of benefits is very poor and was not related to dependency
levels (see Costa, Chap. 11).

Denmark is arguably a case of welfare restructuring aimed at rationalizing
the system. Since the 1990s, LTC policies have included elements of both con-
trol/standardization and flexibility/choice. This has led to substantial changes in
terms of the organization of long-term care, through the introduction of market mech-
anisms and the tailoring of services to meet individual needs (through consumerism),
in order to respond to the complex needs of a more individualized society (see Burau
and Dahl, Chap. 8). However, levels of coverage and public expenditures were left
untouched.

The Netherlands present a mixed picture. Several incremental reforms have been
introduced: a set of different measures explicitly aimed at containing or reducing
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the costs of the LTC system, increasing the power of the users and redistributing
the responsibility for LTC between the public and private sector and also across the
public sector more broadly. As previously shown, despite all the attempts of limiting
the access to theAWBZ benefits, formal care provided through the national insurance
system remains the pillar of Dutch LTC system. There is no evidence of a reduced
accessibility to the system and of the substantial substitution of formal care with
informal and market care. Possibly the most disruptive transformation introduced
in the system is the shift of part of the risks covered by the AWBZ to other fields
of social protection. Since the early 2000s the idea has become dominant that, in
order to be sustainable, the AWBZ should go back to its “core business” and leave
the coverage of complementary interventions to other policy domains. This trend
represents a qualitatively different development with respect to all previous reforms
in the field, as it involves the redefinition of the boundaries of LTC, outside of which
the logics themselves of social protection differ significantly (see Da Roit, Chap. 5).

England and Sweden, to a larger extent, represent two cases of LTC policy re-
trenchment. In England, the coverage of publicly-funded adult social care, including
for older people, has contracted significantly in the last 20 years (see Glendinning,
Chap. 9). Intensive home care services are provided only to those with the highest
levels of need: many people are excluded altogether from publicly funded residential
or domiciliary care because of modest levels of assets and/or income. With the intro-
duction of quasi-markets, care services have become more fragmented and personal
budgets shift responsibilities for managing resources and risks onto individual older
people and their families. At the heart of this failure is the challenge of finding a po-
litically acceptable way of driving more money into the social care system. Over the
past 20 years, the publicly-funded long term care system with a semi-universalistic
orientation has shifted closer to a residual, safety-net only for the poorest older peo-
ple with the very highest levels of need (and without families to provide essential
daily care). The Swedish LTC system has also changed significantly during recent
decades. There has been some retrenchment in eldercare, evident in reduced public
spending, falling coverage and stronger targeting on people with higher levels of
need. This development has led to the informalization of care for some groups of
older people, as services, that for a previous generation would have been available
as public services, must now be provided by family members, as well as to the de-
commodification of care as a private care market is emerging to fill the gaps of public
and family-based care provision (see Meagher and Szebehely, Chap. 3).

13.8.2 Impact on LTC Labor Market

Usually analysis of social policies focus on how reforms and changes affect citizens,
(potential) beneficiaries and their families, and public financing. However, LTC, as
with other social care and social policy fields (health care, education, child care, etc.),
also plays an important role in terms of occupation. As care is basically a personal
service delivered by individual workers, it is useful to understand to what extent
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reforms have affected the care industry. As illustrated by the OECD (2011), there are
millions of LTC workers in Europe: their incidence on the overall employment shift
from around 2 % in countries like Germany, the Netherlands and Spain to almost
5 % in some Scandinavian states (Sweden for example). Moreover the just quoted
OECD publication underlines that the number of LTC workers has grown by 3.2 %
per year in the last decade, when, instead, the general occupational growth has been
quite more limited (+0.4 %). In countries such as Germany, the yearly growth rate
was even stronger (+4 % vs. + 0.6 % in the general labour market).

The results of our analysis (see Table 13.6) show a double-faced impact: on one
hand, there has been a strong growth in overall employment levels in this field
over the last 20 years, on the other, there has been also a deterioration of working
conditions. The ageing of the population with its consequent growth in terms of social
demand and, where they took place, the increasing amount of financial resources
available to beneficiaries thanks to the reforms, played a major role in fostering labor
developments in the field. The conditions in which these workers are employed have
often deteriorated in comparison with the past. Two different phenomena seem to
explain this change. On one side, a “Taylorist-like” approach to LTC service delivery
has been introduced. On the other, there has been a push toward a more consumerist
approach.

A Taylorist-like approach means that in many countries there is a tighter definition
of the tasks that have to be performed by care professionals when delivering services.
For instance, under the influence of ideas from New Public Management, there was
in Sweden a related shift from a more person-centered organizational model, under
which each care worker was responsible for a small number of clients, towards a
Taylorized ‘assembly-line’ model, under which a number of care workers jointly
provided specific tasks to a larger number of clients. The Danish experience of
“Common Language” shows a process of standardization of services provided, which
reduces the autonomy of the homecare worker and therefore also changes her status.
More specifically, her flexibility is limited as she is not able to respond to emergent
and unassessed needs. Further, the time available for hands-on care is being limited
as more time is being used for assessing needs and documenting the care delivered.
This is an unintended effect which changes the ideal of care from providing care
responsive to the immediate needs of the user to providing care based on standardized
packages, and from a focus on delivering care to a focus on documenting care. In
Germany, similar processes of standardization of care tasks (and the timing related
to provide them) can also be found.

13.8.3 Impact on the Care Delivery Regulation

Institutional changes have affected not only the level of benefits and the amount of
care work in the field, but also the public regulation of care services. Two main
changes are evident: the recognition of more autonomy and freedom of choice to
recipients and their families, and the increase of competition in care delivery. Both
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Italy Austria Spain Germany Netherlands

Czech Republic

England France Sweden Denmark

Cash-for-care programs More freedom of choice in care arrangements

Fig. 13.2 The drivers of beneficiaries increasing autonomy

of these regulatory changes have been driven by the idea that both marketization and
more flexibility of care provision reduce costs, increase efficiency and effectiveness,
without basically altering the existing entitlement setting. In most of the countries an-
alyzed here, an increasing amount of public resources dedicated to LTC are provided
in a way that, in comparison with the past, offer more autonomy to beneficiaries.
This process has taken mainly different inter-related forms: the rise of cash-for-care
programs (alternative to service provision) and more freedom of choice given to users
in deciding care arrangements even when services are provided (see Fig. 13.2).

Countries like Italy and Austria, and to a lesser extent Spain and Germany, have
introduced or strengthened cash-for-care programs that transfer allowances to benefi-
ciaries with high discretion in the way they can be used. The Italian IdA is a classical
example, whereas the German LTC insurance offers beneficiaries the choice between
services or cash, with the result that the vast majority of users opts for the latter.

Conversely, Scandinavian countries have chosen not to allow too much discretion
to users within cash programs but they have strengthened the freedom and autonomy
of beneficiaries in organizing the services they receive. For instance, the Danish
“freedom of choice” program allows users to some extent the possibility to choose
precisely which services they would like to receive. However, choice is conditional:
the choice of individual users has to be approved by a care worker, and practical help
cannot be exchanged for personal care tasks, if these are not included in the initial
needs assessment.

France, England and the Netherlands have tried to mix cash programs and choice
with some forms of professional supervision. The Personal Budget in the Nether-
lands, the direct payments in England and the way the APA works in France all share
a common approach: the resources given directly to beneficiaries have to be spent
appropriately and approved by social workers. A second relevant change deals with
the regulation of the care delivery system. A main trend is common to most of the
countries: a rise in private provision through for-profit enterprises. This outcome
is clearly not only in countries traditionally characterized by public provision (as
the Scandinavian ones), but also in those countries where there was a tradition of
subsidiarity through non-profit provision (such as Germany).

In Sweden, private service providers nowadays play a significant role inside the
publicly funded LTC system. In 1993, only 2 % of publicly funded homecare hours for
older people were privately provided, whereas by 2010, this proportion had increased
to 19 %. In 2010, a similar proportion of older people in residential care lived in
privately run facilities. The entire increase in private provision has been among for-
profit providers. Large corporate providers are dominant among for-profit private
providers. The two largest players, Carema andAttendo, both owned by international
private equity companies, held half the eldercare market in 2008. In Denmark, the
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market for long-term care services has become more attractive for private providers
and in 2010 every third recipient of home help chooses a private provider, although
this applies exclusively to practical help such as cleaning, whereas only 4 % of older
people receiving personal care choose private providers. In England, the reforms
on social care which took place in the early 1990s have been the driver for a sky-
rocketing increase in private provision in home-care: in 1992, the year before the
reforms, the private sector was supplying only two per cent of all home care contact
hours; by 2001 this had already increased to 60 %. By 2001, 85 % of all residential
care places for adults were also in the private sector.

In Germany, the funding from the LTC insurance has opened up a market for
for-profit providers, in a country traditionally characterized by non-profit provi-
sion. Since the introduction of the LTC insurance scheme, the proportion of private
for-profit home-based and residential care providers has steadily increased. In
2009, 61.5 % of home-based service providers were private for-profit organization,
whereas within residential care 39.9 % of the care providers were private for-profit
organizations.

13.8.4 Impact on the Family Care Activity

Institutional changes in LTC policies have had influence also over the level of
familisation–defamilisation of care (Esping-Andersen 1999). In a previous study
we already showed that in the early 1990s, a distinct dualism between a (formal)
service-led model and an informal care-led model characterized LTC systems over
Europe (Pavolini and Ranci 2008). At that time an extension in social rights in LTC
was assumed as necessary as a development in state-funded services and a corre-
sponding decrease in family care responsibility. In the course of the following two
decades, however, tensions between formal and informal care (Pfau-Effinger and
Rostgaard 2011) have been rising as reforms did not bring about a clear advance
towards defamilisation of care as it was assumed. The boundaries between formal
and informal care have been shifting and blurring, paving the way for intermediate,
semi-formal care arrangements (Pfau-Effinger et al. 2009).

In general, most of LTC reforms considered in this study (in Germany, Austria,
France, the Netherlands) have carried out some forms of inclusion of family care
within the public care system. A relevant part of public responsibility for care has been
recognized, either implicitly or explicitly, as a proper task also of informal caregivers.

The most widespread approach in most of the European countries has been to
increase home care in order to reduce the amount of people who have to be insti-
tutionalized or hospitalized (or to shorten the time of their institutionalization). But
home care is an activity requiring the presence of a social network supporting the
dependent for many hours. Responsibility for everyday life activities has to be nec-
essarily shared among many persons, including care workers, private suppliers of
care, nurses, family relatives or friends, private family assistants, and so on. The
uncertain status of care—an activity mixing professional and relational tasks—has
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made it easy for governments to cover only a part of the needed care. Therefore a
relevant part, implicitly, has been left to the responsibility of the informal networks,
including relatives, friends, neighborhoods.

In parallel, renewed attention has been paid to cash and cash for care programs.
While the receipt of cash benefits had used to be free of any obligations on the
beneficiaries, the new tendency has been to increase the volume and to extend these
measures by specifying clearer requirements for access and imposing better account-
ability for the use of these resources. It is in this context that measures have been
introduced to regularize informal care workers and to pay benefits to family care-
givers. The new forms of cash or cash-for-care benefits are not only a low-cost way
to pay for care services provided by family members but they also constitute strong
institutional recognition of the care work performed by women, previously consid-
ered as an implicit and ‘natural’ duty. Informal care, as a consequence, has been
recognized as in integrated part of the public provision system. Informal caregivers
have been financially sustained, providing them also with social rights, contributory
schemes, respite services, income support. Part of the responsibility for the actual
provision of care has been therefore delegated to private citizens, opening the door
to the inclusion of family provision of care within the “public” care system. The
expansion of LTC policies throughout Europe, therefore, has gone together with the
introduction of new forms of regulation aimed at sharing the burden of costs and the
responsibility for care provision between the public sector and individual citizens.
The restructuring process that has been taking place in the last two decades has in-
volved not only the creation of new responsibilities for the welfare state, but also the
recasting of the relationship between State and the family.

13.9 Conclusions

The general debate on welfare policies in the last 20 years has turned around concepts
such as (hidden and explicit) retrenchment, status quo and restructuring (Pierson
2001). According to Pierson, perspective restructuring has been merely considered
as a “mitigated” form of retrenchment due to the “stickiness” of welfare institutions
and to the high public opinion support towards the welfare state. In many policy
fields we have witnessed cuts in social provision (pensions and healthcare reforms,
etc.) directly implemented by governments, or indirectly promoted through different
“policy drifts” mechanisms, as indicated by Hacker (2004) and Streeck and Thelen
(2005).

Policy change occurring in LTC does not fit this classical model of policy change.
LTC is indeed one of a few welfare policy fields where not only retrenchment but also
expansion of coverage and expenditures has taken place. Restructuring in this policy
field, therefore, is located in a broader area running from retrenchment to expansion.
The pressures for change in LTC policy are related not only to cost-containment and
financial constraints (like in Pierson 2001), but also to the need to address a new social
risk (Armingeon and Bonoli 2006; Taylor Gooby 2004) emerging in contemporary
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society that is related to demographic (ageing of population), social (higher women
activity rate) and cultural (new vision of care) transformations. Change occurs in
different ways in each of the various EU countries analyzed here in their attempts to
deal with emerging trade-offs between cost-containment pressures and rising demand
for care. Policy change in LTC is caused by new social risks which result in new
demands for welfare in a time of permanent austerity.

From our analysis, policy change in LTC is not only the result of particular actions
or reforms, but it is the product of a long-lasting process of institutional restructuring.
It is a protracted institutional dynamic in which change and continuity are inextrica-
bly linked (Mahoney and Thelen 2009). In this long-standing transformative process,
different forms of institutional transformation may occur simultaneously. The over-
all institutional transformation is the result of variable combinations of reproduction
by adaptation, gradual transformation, and breakdown and replacement changes
(Streeck and Thelen 2005). This interpretation is coherent with Palier’s (2010) de-
scription of the “Long good-bye to Bismarck,” characterizing continental welfare
regimes, where the overall change in these regimes is the result of “evolutionary
transformation based on incremental but cumulatively transformative incremental
changes”. Complementing Palier’s interpretation, moreover, our analysis found a
broader range of connections between institutional changes: not only an accumula-
tion of reforms that created the conditions for radical transformation to occur, but
also sudden innovations followed by adaptive/gradual transformation mechanisms
reducing their original social and financial impact, combinations of layering and
displacement giving way to gradual transformations, and expansion as a perverse
effect of a policy drift mechanism. What is relevant is that in a situation of perma-
nent trade-off between rising demand for care and financial constraints, institutional
change becomes a continuous institutional activity, permanently restructuring and
recalibrating policy instruments and their settings, and also indirectly affecting social
entitlements and the extension of benefits.

In the early 1990s, institutional changes took different shapes and produced dif-
ferent outcomes according to the care regime in operation. This differentiation in
care regimes has proved to be very useful in providing an insight into the direc-
tion and the shape of policy change. Universalistic care regimes were characterized
by a large extension of care provision and a full recognition of the social right of
dependent citizens to be provided with care services and/or cash benefits. The UK
was somewhat closer to these systems. Residual care systems differentiated so that
they had not developed social entitlements and, accordingly, adequate provision for
the dependent people. In all care regimes, therefore, there was a substantial coher-
ence between entitlements and provisions, to use the famous conceptual definition
of Dahrendorf (1988). The policy crisis in the early 1990s was caused precisely
because of new gaps emerging between entitlements and provisions. Innovation ba-
sically represented a way to restructure entitlements and/or provisions in order to
recalibrate the care systems and fill this emerging gap.

In universalistic care regimes, social entitlements were not challenged. Social
rights of people with disabilities were already established and were not really ques-
tioned in the process. Innovation was focused on the provision system, as first or
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second order policy changes affecting the public regulation, the relationship between
providers and funders, and the position of users in respect of care professionals. Cost
containment and users’ autonomy were the two most relevant drivers of such trend.
Restructuring, rather than retrenchment, was the main effect of such changes. In the
absence of a comprehensive reform of the whole care system, innovation focused on
provisions was incremental and adaptive, adding new regulation and provisions to
the existing ones, without any relevant attempt to reconfigure the whole system. Only
in Sweden and partially in England, as has been shown, the regulatory change im-
plicitly affected the care structure, bringing about a progressive decommodification
of the LTC system.

In residual care regimes, reforms introduced new entitlements and established new
social rights, understood as third order policy change. In these countries, dependent
people finally obtained a right to care. The provision system was hugely expanded
accordingly, on the basis of additional financial resources that were mobilized for
the reform. However, cost containment pressures were soon at work, and condi-
tioned the regulatory setting of the reform as well as its further implementation and
maintenance. Cash for care measures were introduced not only in order to meet the
demand for free choice, but also to contain public costs by supporting informal care
provided by families. In some countries, such as Austria and Spain, the pre-existing
locally based service systems were incorporated in the reform, which was limited
to specific national measures or functions. Moreover, further limitation in provision
was established in the implementation process, largely due to a lack of adjustment of
benefits to inflation; the legalization of individual social workers offering care at very
low costs; and a general deterioration in the quality and professionalism of the care
work. After the reform had redefined the entitlements to LTC and the care provision
system, an incremental innovation of first or second order occurred in the attempt to
recalibrate the new provision system to fiscal and cost-containment constraints.

How can we explain these different processes? The most important factors are the
following:

a. problem pressures: financial pressures were weaker in universalistic regimes in
the 1990s and required only light adjustments of the existing LTC policy (al-
ready well established), while they were stronger in residual regimes calling for
a major shift of costs from local assistance and health care programs to new LTC
programs; where fiscal constraints were too high (such as in Italy), there was sim-
ply no way for further change. On the demand side, the previous family-based
care arrangements typical of many continental countries were put under strong
pressure because of the increase in women’s participation in the labor market;
in universalistic regimes, a strong individualism in care obligations and higher
provision of public care services and re-conciliation services did not impede these
trends.

b. diagnoses: in universalistic regimes, cost-containment was perceived as a func-
tional problem unable to challenge the universalistic paradigm; changes were
introduced in order to adapt the system to new constraints; in residual regimes, a
State direct intervention was perceived as the only possible solution to the failure
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of social assistance to provide an adequate answer, paving the way for a radical
reform.

c. politics: in universalistic regimes, the high consensus for already established
welfare programs prevented a paradigmatic debate about the existing system;
moreover, the actual alliance between NPM advocates and very strong disabil-
ity movements allowed changes in the regulation of the system (marketization,
freedom of choice, accountability, standardization, etc.); in residual regimes,
stable neo-corporatist coalitions joined with state officials, care providers, local
authorities and trade unions to claim for a general reform of LTC.

d. path-dependency: in universalistic regimes, social care programs had been al-
ready installed since the 1970s or 1980s, creating a broad popular support and
strong constituencies; in residual regimes, the existing locally-based care system
collapsed because of rising costs and too weak development of their service in-
frastructures; the same constituencies of LTC favored a direct responsibility of
the state; where nation-wide care programs were already setup, as in Italy, they
functioned as relevant buffers that delayed or avoided a general reform of LTC.

e. rescaling: in universalistic regimes, the bulk of care provision was local, and
cost-containment pressures have brought to a re-centralization of spending re-
sponsibility and introduction of accountability under the auspices of NPM
concepts; but responsibility for care provision was kept at the local level with-
out basically altering the institutional architecture of the care system; in residual
regimes, responsibilities for provision were also locally based, but the level of de-
velopment of local assistance was much poorer; a new system was based on new
responsibilities held by the State and regional governments. Both regimes faced
a rescaling, centralizing process, but in residual regimes the poor development of
local programs required a massive and substituting intervention of the state.

To sum up, LTC systems have been under a period of strong revision and adaptation
in the last two decades. The trade-off between extending entitlements and constrain-
ing provisions has made innovation a very narrow path. Reforms in entitlements
have been followed by incremental innovation focused on provisions that partially
modified the impact of the former. When disruptive reforms proved impossible, inno-
vation in care provision was achieved through incremental transformation in public
regulation. As a result, it seems that radical reforms can take place inside a long run
process of incremental innovation aimed at restructuring the provision system within
the framework given by the entitlement system.

The main impacts of such changes are twofold. First, the original care regimes
have developed in different directions, contributing to increased complexity today.
The universalistic care regime seems to leave room for increased internal differentia-
tion. Denmark adapted its care system without relevant changes in the coverage and
funding, basically preserving the original model. Sweden introduced innovations in
the system through a layering process, by which a partial privatization of care is now
taking place. The Netherlands have followed a middle ground, alternating continuity
with its universalistic path with some discontinuities. Great dynamism has moreover
characterized the innovation taking place in residual care regimes, where expansion
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and further adaptation of the care system have characterized Germany, France, Aus-
tria, Spain and the Czech Republic. The organization of such care systems differs
from country to country, ranging from the cash-based delivery system dominant in
Germany and Austria to the more decentralized and service-based system develop-
ing in France and Spain. Finally, two countries are outliers in respect of the others:
Italy and England basically retained the old care systems, characterized by high level
of fragmentation and separation between national cash measures and locally-based
service systems, and by a general inadequacy of the public care system, in Italy sup-
plemented by a strong family solidarity and lately by the diffusion of a large private
market of migrant in-house care workers.

The overall result of these trends is, however, a partial convergence in LTC sys-
tems over Europe. While the universalist regimes have reduced the extension and
generosity of their care systems, most of the residual care regimes have expanded enti-
tlements and public expenditures. Moreover, the regulation of care provision is today
more complex, but at the same combines in different national configurations, flexi-
bility and autonomy of beneficiaries with market mechanisms and cost-containment
measures.

The second outcome is related to the progressive dualization of the care systems
all over Europe. In the last 20 years, there has been a first phase of progressive con-
vergence of European care systems towards a care model characterized by a limited
universalism: while universalistic care regimes retrenched they provision systems,
most of the residual care regimes expanded the existing provision by introducing new
national LTC schemes. This process has lasted until 2006, when Spain and the Czech
Republic established their national LTC program. In the last decade, however, with
only these two partial exceptions, all the countries converged towards retrenchment
and cost containment. No radical reforms have been introduced in this direction so
far, but incremental innovation has been always driving the care systems towards
further restrictions in the public supply of care and in the quality of professional ser-
vices. Shortage in the care supply and low quality of care services could well push
more and more dependent people out of the public care system. The trend towards a
partial re-familisation of LTC is also shifting responsibility from state to individuals
and their kinship networks. If this trend towards retrenchment is confirmed in the fu-
ture, then the risk of polarization between insiders and outsiders will be dramatically
heightened.
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