
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.



8 Long-Term Care Reform in Austria: Emergence and Development . . . 167

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
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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



8 Long-Term Care Reform in Austria: Emergence and Development . . . 169

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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