
According to Pierson (2001), the majority of changes 
in welfare policies that take place in an era of perma-
nent austerity typically unfold along a spectrum 
ranging from ‘maintaining the status quo’ to 
‘retrenchment’. The forms taken depend on the 
‘regime’ traditions (Palier, 2010). There are a few 
welfare policy fields where change has not followed 
Pierson’s prediction. Long-term care (LTC)1 is one 

of these fields, together with childcare and activation 
policies, where since the 1990s many countries have 
extended needs coverage and social expenditures, 
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often investing significant resources to address the 
emergence of new social risks (Bonoli, 2005; Morel 
et al., 2012b; Taylor-Gooby, 2004). Transformation 
in LTC, therefore, is an interesting testing ground to 
analyse the conditions and institutional mechanisms 
through which contemporary welfare systems actu-
ally manage policy change to accommodate the 
expansion of social rights.

In this article, we identify the political and institu-
tional dynamics as well as the social and political 
consequences that have made these changes possi-
ble. The time span considered goes from the early 
1990s, when the reform process started, to the early 
2010s, where most of the European countries started 
to deal with the financial impact of the economic cri-
sis. In order to do that, we address three main issues. 
We explain some of the reasons why reforms have 
taken place in many but not all European countries. 
We reconstruct the politics of LTC reforms: who 
have been the main actors and coalitions at work in 
this policy field, and how change has concretely 
occurred. We analyse the main outcomes of reform 
processes in terms of coverage and citizens’ social 
rights, working conditions in the care sector and tra-
jectories of de-/refamilization of care.

In relation to the reasons for change, we consider 
the impact of potential pressures in LTC policy, par-
ticularly cost-containment and financial constraints, 
and also the increasing need for care. Indeed, it is 
possible to argue that this ‘new social risk’ (Bonoli, 
2005; Taylor-Gooby, 2004) has emerged as a conse-
quence of demographic (ageing of population), 
social (higher female labour market participation 
rate) and cultural (new vision of care) transforma-
tions. Policy change has occurred variably in 
European Union (EU) countries in the attempt to 
deal with emerging trade-offs between cost-contain-
ment pressures and a rising demand for care. We 
consider the role played by institutional and policy 
factors to explain changes in LTC policy, vis-à-vis 
variations in the demographic, social and cultural 
structure of European countries.

LTC has been a policy field traditionally character-
ized by a low level of institutionalization in many 
countries: it has only recently obtained full recogni-
tion as a distinct policy area. For many decades, LTC 
was considered in many welfare systems as part of 

health policy or a residual public responsibility left to 
local authorities. Even nowadays, institutional respon-
sibility for this policy is not always clearly and con-
sistently attributed. One of the implications is that the 
provision of care benefits has not mechanically fol-
lowed the definition of social entitlements. Dahrendorf 
(1988) defined entitlements as ‘socially defined 
means of access’ or ‘entry-tickets’ (Dahrendorf, 1988: 
11) and provisions as those ‘things one is entitled to’,
‘the whole range of material or immaterial choices
that may be opened up by entitlements’ (Dahrendorf,
1988: 12). In well-institutionalized welfare policy
fields such as pensions or healthcare, social entitle-
ments typically establish specific public responsibility 
for full service provision that is guaranteed by specific 
rules and professional standards. In LTC, however,
access to social entitlements has not implied that care
needs are completely covered by public provision:
responsibility for obtaining care still lies, at least par-
tially, on the shoulders of beneficiaries (and their fam-
ilies). LTC has therefore become a ‘weak social right’ 
(Daly and Lewis, 1998), which entitles the dependent
to public provisions which merely complement their
own caring arrangements. As a consequence of this
high level of flexibility and ambiguity in the existing
arrangements between policy goals (entitlements) and
policy means (provisions), open processes of restruc-
turing entitlements and/or provisions are (relatively)
likely to take place in most countries.

The answer to the question about how change hap-
pened can therefore be found in the process of institu-
tional restructuring taking place in the interplay 
between entitlement definition and the organization of 
provisions. Transformations occurred largely through 
radical reforms in which new LTC programmes were 
introduced (‘third order policy changes’ in Hall’s 
1993 well-known typology), but also by ‘first and sec-
ond order policy changes’ through institutional mech-
anisms (Streeck and Thelen, 2005) – such as the 
maintenance (or lack of maintenance) of existing pro-
grammes, bottom-up innovations, returns to previous 
arrangements, incremental alterations – which did not 
explicitly challenge the existing institutional setting. 
Nevertheless, if weak institutionalization of LTC sys-
tems contributed to change, it also exposed innova-
tion and reforms to shortcomings and cutbacks even 
after they were introduced.



In relation to our third aim, we consider the 
impact of LTC reforms as the outcome of a very 
broad set of social and political effects. In the LTC 
policy field, the issue of the ‘dependent variable’ 
(Clasen and Siegel, 2007) is problematic as the gen-
erosity of care provision can only be roughly defined 
in terms of public expenditures or take-up rates. 
Aspects related to the organization of care, profes-
sional quality of social workers, flexibility and 
capacity of personalized care are relevant in order to 
assess the adequateness of such services and their 
ability to meet recipients’ needs. The impact of 
reforms is therefore analysed by considering not 
only standard measures of size of care provision but 
also changes related to the working conditions of 
care providers and to new regulations affecting the 
overall organization of the care system. Our hypoth-
esis is that the expansion (or maintenance) of social 
entitlements to provide LTC was obtained in many 
countries through a general deterioration of the qual-
ity of professional care (often perceived as flexibili-
zation or customization of care provision) and new 
public regulation establishing a partial commodifi-
cation and (re)familization of care.

The rest of the article is organized as follows. The 
next section briefly introduces the main reforms that 
have taken place in LTC in the last two decades. Next, 
we analyse the reasons why reforms have (or have 
not) been introduced before moving on to consider the 
politics of reforms in LTC. Finally, we assess the out-
comes of reforms. The article is based on a compara-
tive analysis of eight EU countries, belonging to 
different welfare state traditions: two Scandinavian 
countries (Sweden and Denmark), England, the two 
biggest continental countries (France and Germany), 
the two main Southern European countries (Spain and 
Italy) and a Central–Eastern European welfare state 
(the Czech Republic).

LTC reforms in the last two 
decades

Each of the eight European LTC systems studied in 
this article has been affected by changes over the last 
two decades. The characteristics of these changes 
have differed according to institutional arrangements 
in place before the mid-1990s (universalistic vs 

residual ones), as well as to choices made during the 
last two decades (major reforms – third order 
changes vs minor changes – first and second level 
changes). Furthermore, the current crisis and subse-
quent austerity plans have affected the LTC systems 
in most of these countries, as we will see.

Until the early 1990s, there were fundamentally 
two models of LTC in Europe (see Table 1): a uni-
versalistic model, with levels of coverage above 
20 percent, and a residual model, with quite lower 
coverage levels (usually below 10%) and higher reli-
ance on family care and improper use of health ser-
vices. Scandinavian countries belonged to the first 
model, Continental, Southern and Central–Eastern 
European ones to the second. England and Italy can 
be framed as sub-models of the universalistic and 
residual approaches, respectively, given a specificity 
they shared: a good part of the coverage was obtained 
not through services but through cash/care allow-
ances (the ‘Attendance Allowance’ in England and 
the ‘Companion Allowance’ in Italy).

From the mid-1990s, a new genre of reforms 
started (Table 2). The three countries with a previous 
universalistic LTC model did not explicitly introduce 
major changes. Nevertheless, first and second order 
changes took place; market rules were introduced, 

Table 1. LTC coverage at the beginning of the 1990s 
(percentage of individuals aged 65+ receiving benefits).

Home and 
residential care

Care 
allowances

Universalistic LTC models
 Denmark 27.1 0.1
 Sweden 21.4 0.1
 England 14.6 8.6
Residual LTC models
 Germany 7.3 0.6
 France 9.7 0.8
 Spain 3.9 0.4
 Italy 4.0 5.4

Czech Republic 2.8a <1.0

LTC: long-term care.
Source: Organisation for Economic Co-operation and Develop-
ment (OECD, 1996) for services; Glendinning and McLaughlin 
(1993), Rostgaard (2002) and Costa (2013) for allowances; 
Barvíková and Oesterle (2013) for the Czech Republic.
aData on home care not available.



both in terms of free choice and greater competition 
among providers. In England and Sweden, the crite-
ria for accessing care service provision for older peo-
ple were changed (focusing more on those most in 
need in home care), a rationalization of residential 
care took place (fostering a decrease in the coverage 
level) and responsibilities were shifted to a greater 
extent to local authorities (Glendinning, 2013; 
Meagher and Szebehely, 2013). In Denmark, changes 
did not touch either coverage levels or accessibility 
criteria (Burau and Dahl, 2013).

In contrast, all the countries characterized at the 
beginning of the 1990s by a residual LTC model, but 
Italy, have gradually introduced major paradigmatic 
policy changes, aimed at expanding LTC coverage 
and generosity and establishing a principle of uni-
versalism. With the introduction of the Long-Term 
Care Insurance in 1995/1996, Germany created a 
universally oriented LTC scheme by expanding the 
available funds (Theobald and Hampel, 2013). After 
a period of experimentation, in 2002, France adopted 
the ‘APA’ (‘personal allowance for autonomy’) (Le 
Bihan and Martin, 2013). In Spain, the ‘Dependency 

Act’ came into force on January 2007, aiming at the 
creation of a universalistic LTC system (Cabrero and 
Gallego, 2013). The Czech Republic was the first 
Central–Eastern European country to establish a 
new LTC system in 2006 with the promulgation of 
an Act on Social Services (Barvíková and Oesterle, 
2013), which introduced a new care allowance. All 
these countries share a common approach to care 
support, offered through services and/or allowances, 
differentiated according to the level of dependence 
of the beneficiaries and provided through three or 
four different levels of provision. Among them, only 
Germany adopted a strictly ‘social insurance model’; 
elsewhere, the financing was more mixed and often 
based on fiscal revenues. In Italy, no relevant LTC 
policy changes took place in the last two decades 
(Costa, 2013). The only main intervention in the sec-
tor has been the regularization of migrant care work: 
the system seems to be shaped more and more 
around informal and migrant care work as a cheap 
way to deal with LTC issues, thus limiting public 
investment (Van Hooren, 2012). Another important 
element which is shared by England and Italy is that, 

Table 2. Summary of LTC reforms, 1990–2009.

Country Main reforms since the 1990s Contents of main reforms/changes (until 2009)

Universalistic models at the beginning of the 1990s
 Sweden First + second order policy changes •• Criteria of access in home care focused on

the most in need
•• Rationalization in residential care
•• Shift of LTC responsibilities to municipalities
•• Introduction of market practices

 Denmark First + second order policy changes •• Re-centralization
•• Introduction of market practices

 England First + second order policy changes •• Criteria of access in home care focused on
the most in need

•• Rationalization in residential care
•• Shift of LTC responsibilities to municipalities
•• Introduction of market practices

Residual models at the beginning of the 1990s
 Germany Major third order policy changes (1995–1996) •• LTC insurance
 France Major third order policy changes (1997; 2002) •• APA (personal allowance for autonomy)
 Italy First + second order policy changes •• Piecemeal regularization of migrant care work
 Spain Major third order policy changes (2007) •• Dependency Act

 Czech 
Republic

Major third order policy changes (2006) •• Act on Social Services



apart from what happened in services, an expansion 
of social transfers to beneficiaries took place: in both 
countries, the percentage of older people receiving 
allowances almost doubled over the last 15–20 years 
(Beasley, 2010; Costa, 2013).

Why reform in the age of 
permanent austerity? Problem 
pressures and policy dilemmas

The literature on institutional change has usually 
considered ‘new problem pressures’ as one of the 
main sources for policy innovation (Ferrera, 2005). 
However, problem pressures are indeed insufficient 
to stimulate innovation by themselves (Howlett, 
2007). They are filtered through specific institutional 
and political settings giving way to specific diagno-
ses of problems and related solutions. In this section, 
we analyse how partially similar problem pressures 
have had an impact upon both universalistic and 
residual LTC models and have led to different defini-
tions of a policy crisis.

Three main problem pressures have become 
increasingly relevant in the field of LTC policy since 
the 1990s: socio-demographic, financial and socio-
cultural ones (Table 3). While the ageing of the popu-
lation contributed to a significant increase in the 
amount of dependent people in need of care (Lafortune 
and Balestat, 2007; Organisation for Economic 
Co-operation and Development (OECD), 2011), 
higher participation rates of women in the labour mar-
ket lowered the supply of family carers, driving up 
demand for formal care services (Saraceno, 2008; 
Sarasa and Mestres, 2007). Dependence, mainly con-
centrated in the older population, as vulnerability 

related to heavy informal caregiving emerged as a 
‘new social risk’ (Costa and Ranci, 2010; Taylor-
Gooby, 2004). All the countries here considered expe-
rienced these trends with only slight differences.

A second, frequently overlooked, source of pres-
sure relates to cost containment, as individuals aged 
65+ are often also entitled to other welfare services. 
LTC reforms need to be framed also as part of a 
broader trade-off between, on one side, retrenchment 
and restructuring in traditional and more expensive 
welfare policies (pensions, healthcare, etc.) and, on 
the other, expansion in ‘new’ social risk coverage, 
among which is LTC. Pensions and national health-
care systems experienced strong increased costs in 
the last two decades as a consequence of the ageing 
population (Hinrichs and Jessoula, 2012; Pavolini 
and Guillén, 2013). Meanwhile social assistance 
systems have been put under stress: large parts of 
care services for older people were financed by 
national or local programmes of social assistance 
(Oesterle, 2001). These social services began to be 
captured in the 1990s by a huge mass of dependent 
older people seeking care services.

A third relevant pressure for change is related to 
cultural attitudes towards care. While the 1970s and 
the 1980s were dominated by a demand for profes-
sional care services, a new orientation towards effi-
ciency and flexibility predominated in the 1990s 
(Daly and Lewis, 1998). This direction was the result 
of a twofold movement of ideas: on the one hand, the 
ideology of New Public Management (NPM) claim-
ing for a formalization and marketization of service 
provision (Ascoli and Ranci, 2002); on the other, 
influential groups representing people with disabili-
ties, inspired by ideas of self-determination and 
empowerment, started to call for freedom of choice, 
welfare pluralism and cash-for-care measures (Da 
Roit and Le Bihan, 2010). Paradoxically, these two 
streams of ideas converged to foster a new culture of 
care. Yet although these policy pressures were simi-
lar, they were framed quite differently in the two 
LTC models analysed in this article.

In countries with a traditional universalistic LTC 
model (Sweden, Denmark and England), the need 
for cost containment, more than rising demand for 
care (which was already covered by the system), 
became the dominant issue given the expansion of 

Table 3. Problem pressures in different institutional 
settings.

LTC model Socio-
demographic 
pressures

Cost-
containment 
pressures

Cultural 
pressures

Universalistic + +++ ++
Residual +++ + ++

LTC: long-term care.
Strength of pressures: +, strong; ++, very strong; +++, very 
very strong.



an already expensive public care system in previous 
decades. The necessity for cost containment was 
mainly understood as an organizational problem and 
was never explicitly framed as a radical challenge to 
the mainstream principles of universalism and ser-
vice completeness (Burau and Dahl, 2013). In 
Sweden and Denmark, NPM ideas became very pop-
ular and contributed to direct attention being paid to 
the technical aspects of financing and service provi-
sion: entitlements to social care were neither dis-
puted nor formally reduced, although cutbacks in 
expenditure and service provision were actually 
introduced in Sweden. In England, most of the pub-
lic discussions about LTC reforms were focused on 
new forms of regulation or funding of existing ser-
vices, with much emphasis placed on the shifting of 
managerial responsibilities from public to private 
bodies and more recognition for consumer choice. 
At the same time, there was a diffusion of cash 
allowances, and intensive home care services started 
to be provided only to those with the highest levels 
of need: due to rationing, many people were excluded 
altogether from publicly funded residential or domi-
ciliary care even if they had only modest levels of 
assets and/or income.

In comparison, the entitlement structure in the 
residual LTC countries came under much more pres-
sure as the status of care services was originally lower. 
In these countries, the need for cost containment did 
not come from within the LTC field, but from other 
institutions responsible for welfare provision (pen-
sions, healthcare and local social assistance). The 
policy crisis therefore came to a crucial breakpoint, 
paving the way for a general, radical reform. A com-
plete re-orientation of the previous LTC system was 
called for in these countries, which required the start-
up of new programmes and the reduction of previous 
welfare provision in other policy fields. Italy was the 
only residual country characterized by inertia (Naldini 
and Saraceno, 2008). This was due not only to the 
huge public debt but also to the existence from the 
1980s of a national universalistic cash-based pro-
gramme, the ‘Companion Allowance’, which was 
progressively extended to meet the increasing demand 
for care: therefore, coverage rose, not thanks to a new 
(universalistic) programme, but instead through diffu-
sion in the use of a former cash allowance programme, 

which became increasingly universalistic, even if not 
intended to be so (Costa, 2013).

In conclusion, while all European LTC systems 
had been facing a similar trade-off since the 1990s 
between the emergence of a new social risk – 
dependency – and cost-containment pressures, 
implying a reduction in the existing public services 
expenditure, they diverged in the way this policy 
dilemma was institutionally filtered and framed. The 
Scandinavian universalistic countries faced more 
severe financial constraints, given the already devel-
oped LTC system and therefore adopted cost-con-
tainment measures that were not presented as a 
paradigmatic challenge. In countries with a residual 
LTC model, demand-side and financial pressures 
from other welfare sectors were strong, and so exist-
ing services were clearly unable to manage a rising 
social demand: a paradigmatic change and the intro-
duction of national programmes defining new enti-
tlements and corresponding financial constraints 
were therefore at stake. In Italy and England, nation-
wide cash-based measures already in place offered 
an institutional buffer against the need for more dra-
matic policy changes, and the limited expansion of 
services (or even their cutbacks) was partially com-
pensated by the diffusion of cash programmes, even 
if these programmes offered limited resources to 
beneficiaries.

The politics of LTC reform: How 
change has taken place

As Lundquist (1980) wrote many years ago, policy 
actors, not contextual factors, are those who make 
policies. Moreover, policy changes in the field of 
LTC are mainly reflected in the institutions regulat-
ing the financing and provision of welfare interven-
tions. Our analysis of the political changes that have 
occurred in LTC policy is based on two concepts: the 
relevance of policy coalitions and the kinds of insti-
tutional mechanisms adopted in this transformation.

Policy actors do not only individually influence 
LTC policies according to their preferences and inter-
ests, but they also interact with each other, participating 
in (more or less) stable ‘coalitions’ (Capano and 
Howlett, 2009; Sabatier, 1988). Moreover, in order to 
understand the huge variety of institutional processes 



leading to transformation in LTC, we adopt the typol-
ogy proposed by Streeck and Thelen (2005) in their 
approach to evolutionary transformations, which uses 
the concepts of ‘gradual transformation’, ‘reproduction 
by adaptation’ and ‘breakdown and replacement’.2

Different coalitions and institutional mechanisms 
were at work in the different LTC systems (see  
Tables 4 and 5). In Scandinavian universalistic LTC 
models, the traditional coalitions supporting public 
welfare (primarily made up of social workers and 
users’ associations) were very strong and did not 
allow an open discussion of the weaknesses of the 
previous LTC arrangements (Meagher and Szebehely, 
2013). However Denmark and Sweden followed par-
tially different paths. In Denmark, 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 any attempt to attack universalism and social 
citizenship. Political consensus was also grounded on 
the diffusion of a solid knowledge of social rights 
among citizens. In Sweden, instead, political parties, 
associations for people with disabilities and entrepre-
neurs’ associations built a strong and coherent coali-
tion for change. The role played by Social Democrats 
was important in facilitating this process: in the 1980s, 
the party started viewing the public sector as a part of 

the problem, not the solution, and embraced NPM 
reforms and marketization as the most suitable ways 
to restrict the public budget for social care. 
Associations of people with disabilities also played a 
major role, reinforcing a ‘freedom of choice’ anti-
professional service orientation which helped to raise 
doubts about the traditional approach to welfare ser-
vice provision. In England, the role of organizations 
representing young adults with disabilities and those 
advocating for more freedom of choice and flexibility 
were also relevant: a good part of the discussion in the 
LTC arena was centred on these issues. However, the 
strong fragmentation of the policy field hampered any 
attempt to create agreements among the parties. In a 
care system characterized by a multiplicity of LTC 
programmes, captured by different users with specific 
interests, coalition building proved difficult.

Overall, in Denmark, change was characterized by 
‘reproduction by adaptation’. Market rules and consum-
erist approaches were introduced, but rationing did not 
come into the picture: regulation was concerned with 
both ‘securing’ and ‘extending’ the welfare rights of citi-
zens and, as a consequence, encompassed both meas-
ures of control and measures of choice/flexibility. 
Sweden and England shared common features of a 
‘gradual transformation’ process: by altering the access 
and generosity of LTC programmes and adding new 

Table 4. Actors and coalitions in each LTC system.

LTC model Users’ and 
citizens’ 
associations

Public Sector institutions 
(Local authorities, healthcare 
and pensions institutions)

National 
government

Social partners (trade unions, 
social workers associations, 
provider organizations, etc.)

Universalistic +++ + ++ +++
Residual + +++ +++ +++

Strength of actors: +, strong; ++, very strong; +++, very very strong.

Table 5. Institutional mechanisms.

LTC model Country Institutional mechanism

Universalistic Denmark Reproduction by adaptation
Sweden, England (services) Gradual transformation: layering and displacement

Residual Germany, France, Spain, Czech Republic Breakdown and replacement
Italy, England (allowances) Gradual transformation: drift

LTC: long-term care.



care measures, an implicit attack on universalism was 
achieved, focusing attention on a more targeted use of 
public care services (Glendinning, 2013). In England, 
quasi-markets were introduced in 1993; afterwards, 
rationing became the main leitmotiv, through an increase 
in the level of needs required to qualify for social care 
and an absence of investment in services for people with 
lower level needs for help. In Sweden, two mechanisms 
were at work: ‘layering’ and ‘displacement’. Layering 
took place through a policy of rationalizing traditional 
care programmes (through cuts in social expenditures 
and shifting responsibility for nursing homes from the 
health to the social care sector) and the creation of a new 
layer, which separated provision for specific groups of 
younger disabled people only (Disability Act of 1993). 
Displacement was obtained through the marketization 
of the LTC provision system, an approach that was 
boosted with the change of government in 2006, when a 
sort of ‘freedom-of-choice revolution’ was introduced, 
encouraging municipalities to introduce customer 
choice models, via a quasi-voucher system. Although 
the new private provision based system did not replace 
the old public one, a primary goal of the act was to pro-
mote the type of ‘differential growth’ that Streeck and 
Thelen (2005) argue is central to the system-changing 
dynamics established by institutional layering. However, 
the English case is more complicated, given the fact that 
the decrease in services’ coverage was compensated, at 
least from a strictly numerical point of view, by the 
increase in social transfers (Attendance Allowance): in 
2011, around 15 percent of the population aged 65+ 
received it.

In residual LTC models, the role of users’ associa-
tions was less relevant and was directed at maintain-
ing the existing system. The most important actors 
were nationally organized neo-corporatist actors, 
supporting general interests including those of the 
traditional stakeholders of the welfare state, who saw 
LTC reforms as part of a broader restructuring/dis-
mantling of the welfare state (a lowering of pensions 
coverage and an attempt to contain health expendi-
ture in exchange for higher public intervention in 
fields such as LTC). The horizontal co-ordination of 
such actors was complemented by the vertical co-
ordination of local, regional and national institutions. 
LTC innovation was seen by local authorities as a 
tool to shift social expenditures from local to national 

responsibilities. The multilevel structure of LTC 
favoured a mutual adjustment process by which the 
re-centralization process was easily supported by 
both local and national actors. In Germany, the 
reform introduced in 1995 was proposed by a coali-
tion government between the Christian Democratic 
Party and the Liberal Party, with the agreement of the 
Social Democratic Party and trade unions. Similar 
coalitions were active in France, Spain and the Czech 
Republic. France was more hesitant in changing the 
system. After a long-lasting period of local and 
national experimentations, and a broad public discus-
sion involving political parties and social partners, 
reform was finally introduced in 2001. In Spain, the 
LTC reform was a central issue of the Social Dialogue 
Agenda between the government, trade unions and 
employer organizations. In the Czech Republic, the 
process towards the reform of 2006–2007 took more 
than 10 years with only incremental changes made to 
the previous system. The path that led to the reform 
was similar to the Spanish case. The reform debate 
and the direction of the changes were inspired by 
concepts adopted by other EU countries: in particu-
lar, the care allowance scheme implemented with the 
reform was influenced by Austrian and German pro-
grammes. This capacity to build a general political 
agreement around a specific reform project was not 
present in Italy, where the strong fragmentation of the 
policy field and the high division between northern 
and southern regions hampered any attempt to create 
agreement between the various stakeholders. In addi-
tion, the preference for cash programmes already in 
place dissuaded many stakeholders, including trade 
unions and organizations for people with disabilities, 
from supporting any serious reform proposal.

In terms of institutional mechanisms, the change 
in most of these countries was characterized by a 
‘breakdown and replacement’ process. Reforms 
explicitly affected the entitlement structure of the 
LTC system. However, their implementation and 
maintenance in the following years were not as 
clearly disruptive as the reforms first appeared to be. 
In the long run, if reforms brought about sharp dis-
continuities in the institutional path of LTC systems, 
they were followed by incremental decisions restrict-
ing part of the benefits or delaying further planned 
developments. In Germany, the funding method of 



the LTC insurance was based on social contributions 
and the definition of a budget ceiling (Theobald and 
Hampel, 2013). This submission of social rights to 
strict budget control paved the way for the incremen-
tal adaptation that started right after the insurance 
fund was introduced. The amount of the social con-
tribution had to be raised in order to keep the system 
in balance. Over the last 15 years, cost concerns have 
led the government to delay the adjustment of the 
benefits to inflation, so lowering the real value of 
care benefits. In Spain, the implementation of the 
reform proved difficult as regional governments 
(which had relevant funding responsibility) had dif-
fering propensities to develop a new care system. 
Consequently, cash-based measures were introduced 
rather than in-kind services, opposing the original 
goals of the reform (Cabrero and Gallego, 2013). 
Even in the Czech Republic, recent budget difficul-
ties actually stopped the implementation of the 
reform, shifting public provision from care services, 
as originally planned, to cash-based measures 
(Barvíková and Oesterle, 2013). Finally, in France, 
cost-containment concerns drove governments to 
change the system again and to involve private insur-
ance funds in a new national LTC scheme (Le Bihan 
and Martin, 2013). In Italy, although no reform has 
been introduced since the 1980s, a process of institu-
tional change took place nonetheless, whereby the 
failure to provide adequate welfare provision despite 
external changes actually resulted in slippage in 
institutional practice (Hacker, 2004): the missing 
recalibration of the whole LTC system made the 
existing national cash-based allowance the type of 
LTC provision used by an increasing number of 
severely dependent older people, covering around 
11 percent of those aged 65+. From this point of 
view, Italy shared a similar path of change to that of  
England. The recent development of a huge private 
and grey (migrant) care market allowed Italian fami-
lies to respond to their care needs, without any sub-
stantial public specific regulatory or financial 
intervention (Costa, 2013; Van Hooren, 2012).

The effects of policy changes

The policy changes after the onset of the reforms had 
manifold effects, three of which are particularly 

important: access of citizens to LTC provision, the 
quality of professional working conditions in the 
care sector and the overall impact of such changes on 
the level of (de)familization of care.

Changes in coverage levels

Figure 1 summarizes a cross-country analysis of 
changes in coverage levels during the last two dec-
ades. Denmark is a case of a welfare system without 
significant alterations: levels of coverage and public 
expenditures have only slightly increased overall, 
but they were already comparatively high. Germany, 
Spain, the Czech Republic, France and Italy experi-
enced an expansion of coverage and public funding: 
the first four as a consequence of the previously 
described reforms that have taken place since the 
1990s (or in more recent years in France, Spain and 
the Czech Republic); the latter as an unattended 
effect of institutional inertia linked with a growth in 
the number of beneficiaries of the principal cash-for-
care programme (the percentage of older people 
receiving the Companion Allowance doubled from 
the early 1990s to the late 2000s). England shares 
some features with Italy: in both countries, the over-
all coverage level hides a situation where services 
have only slightly increased (Italy) or reduced 
(England) while at the same time allowances have 
been expanded. Of course, it is questionable whether 
a monthly allowance of around £200 (England) or 
€500 (Italy) is equivalent to the lack of, or cuts to, 
residential and home services. Sweden is the only 
case where retrenchment took place, although start-
ing from a quite high level of provision: reduction in 
public spending, falling coverage and stronger tar-
geting of people with higher levels of need can be 
seen.

With the onset of the recent economic crisis and 
the resulting austerity plans, many countries have 
introduced changes affecting the direction and the 
scope of their LTC system3 (Table 6). The two 
Scandinavian countries were the only cases, together 
with Germany, where there are no indications that the 
recent crisis has directly hit the LTC system. No cuts 
were implemented, but signs of a (slight) lowering of 
public coverage can be identified: in Sweden, there 
has been increasing use of waiting lists for residential 



Table 6. LTC reforms in the onset of the economic crisis (2010–2012).

Country Reform summary

Universalistic model
 Sweden None, but increasing waiting times in residential care; no financial cuts
 Denmark None, but impact on LTC public employment (decrease); no financial cuts
 England Budgetary cuts to local government
Residual model
 Germany Slowdown in the preparation of the new LTC reform; no financial cuts
 France Slowdown in the preparation of the new LTC reform (discourse on higher 

users’ participation in costs and on private insurances); budgetary cuts
 Italy Budgetary cuts to local government; increasing waiting times for obtaining 

care allowance
 Spain Strong slowdown in the implementation of the 2006 LTC reform; 

budgetary cuts; almost no debate on reforms
Czech Republic Slowdown in the implementation of the new LTC reform; budgetary cuts

LTC: long-term care.

care (Baroni and Axelsson, 2012), whereas in 
Denmark there have been cuts to social care person-
nel – a significant concern in a service-centred LTC 
system such as the Danish one (Qvist, 2012). In 
England, the crisis has resulted in financial cuts to 

local authorities introduced by the national govern-
ment: out of 2 million older people in England with 
care-related needs, 800,000 received no formal sup-
port from public or private sector agencies before the 
cuts came into force. With spending cuts under way, 
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Figure 1. Changes in LTC coverage levels (services and social transfers) over time: the effects of reforms.
Source: Beasley (2010); Organisation for Economic Co-operation and Development (OECD, 1996); Ranci and Pavolini (2013).
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the figure is expected to have passed 1 million 
between 2012 and 2014 (AgeUK, 2011, cited in 
Seeleib-Kaiser, 2012).

If we turn to the four countries which innovated 
the most prior to the crisis, financial cuts have been 
made in three (Germany being the sole exception). 
Furthermore, the implementation of reforms has 
been slowed down or postponed. In Spain, the finan-
cial crisis has determined a strong reduction in the 
universalist orientation of the LTC system (Patxot 
et al., 2012). In France, new concerns have risen 
about the financial sustainability of APA, and a pub-
lic discussion has opened up in order to introduce a 
second LTC pillar based on private contributions, 
challenging the original universalist orientation 
(Morel et al., 2012a). In Italy, LTC coverage has 
started to decline again: severe financial cuts to local 
authorities were introduced in social care (including 
LTC) and waiting times to access the Companion 
Allowance have increased. Meanwhile, a heated 
debate is taking place in order to introduce means-
testing for the Companion Allowance (Jessoula and 
Pavolini, 2012). To sum up, while there was a trend 
towards universalism in many countries in the 2000s, 
the onset of the crisis has frozen such a trajectory in 
many welfare states and has even led once more 
towards retrenchment.

Changes in the care work conditions

Analysis of social policies usually focuses on how 
reforms and changes affect beneficiaries, their fami-
lies and public financing. However, as LTC is basi-
cally a personal service, it is also important to 
consider how reforms have affected the sector’s 
labour force. As illustrated by the OECD (2011), 
there are millions of LTC workers in Europe, and the 
last decade witnessed an increase in the overall num-
ber employed in this field with a higher average 
annual growth rate of LTC workers than in total 
employment in most countries. Reforms in the last 
two decades had a double impact: on the one hand, 
they contributed to strong employment growth in 
this field, while on the other, a deterioration of work-
ing conditions occurred.

While the rising care needs and the increasing 
amount of financial resources made available to 

beneficiaries in many countries played a major role 
in attracting workers to the field (Williams, 2012), 
the weakening of the professional quality of LTC 
services can be mainly attributed to standardiza-
tion and introduction of freedom of choice princi-
ples in care delivery and the consequent reduction 
in discretionality and autonomy of social workers. 
On one side, a ‘Taylorist-like’ approach to LTC 
service delivery was introduced. In many coun-
tries, a tighter definition of the tasks performed by 
care workers when delivering services was 
adopted. In Sweden, for instance, under the influ-
ence of NPM, there was a related shift from a per-
son-centred organizational model, under which 
each care worker was responsible for a small num-
ber 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 and German experiences 
indicated that a process of standardization of care 
tasks (and the timing related to provide them) 
reduced the autonomy of the home care worker. On 
the other hand, there was a push towards a more 
consumerist approach, which was strongly sup-
ported by organizations for people with disabili-
ties. In most of the countries, an increasing amount 
of public resources dedicated to LTC has been pro-
vided in a way that, in comparison with the past, 
offers more autonomy to beneficiaries (e.g. cash-
for-care programmes integrative or alternative to 
service provision and more freedom of choice 
given to users in deciding care arrangements even 
in a service-provision model) (Brennan et al., 
2012; Morel, 2007). Countries like Italy and, to a 
slightly lower extent, Spain and Germany intro-
duced or strengthened cash-for-care programmes 
that offered beneficiaries significant discretion in 
determining its use. Scandinavian countries have 
strengthened the autonomy of beneficiaries in 
organizing the services they receive. For instance, 
the Danish ‘freedom of choice’ programme allowed 
users to choose precisely which services they 
would like to receive. France tried to mix cash pro-
grammes and freedom of choice with forms of pro-
fessional supervision: in the APA, the spending of 
resources given directly to beneficiaries is subject 
to approval by social workers.



Finally, in many countries, with a traditional lim-
ited level of services’ provision (like Italy, Spain and 
Germany), the rise in care demand attracted a huge 
number of individual migrant care workers to the care 
labour market, where they accepted low wages, tem-
porary employment and very difficult working condi-
tions as a consequence of the lack of service 
organization, low contractual protection and constrain-
ing migratory rules (Van Hooren, 2012; Williams, 
2012).

Changes in the levels of familization–
defamilization

Institutional changes in LTC policies have also had 
an overall influence over the level of familization–
defamilization of care (Esping-Andersen, 1999; 
Pavolini and Ranci, 2008). According to many 
authors, defamilization of care implies the growth of 
in-kind services alleviating families from the burden 
of directly providing care to the dependent (Esping-
Andersen, 1999; Leitner and Lessenich, 2007). In 
the beginning of the 1990s, an extension of social 
rights for LTC and a corresponding decrease in fam-
ily care responsibility were assumed a necessary 
development in state-funded services. 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 the clear advance towards defa-
milization of care assumed. The boundaries between 
formal and informal care have been shifting and 
blurring, paving the way for intermediate, semi-for-
mal care arrangements (Pfau-Effinger et al., 2009).

In general, most LTC reforms (in Germany and 
France in particular) have also developed cash-based 
policies which allow family members to comple-
ment the public care system following a path of sus-
tained familization (Saraceno and Keck, 2010). In 
Germany, more attention has recently been paid to 
the issue of reconciling care and work, with 2012 
legislation allowing employees with a family mem-
ber in need of care at home to reduce their working 
hours to a minimum of 15 hours per week for a maxi-
mum of 2 years (Schmähl et al., 2012). The most 
widespread approach in many European countries 
has been to increase home care in order to reduce the 

number of people who have to be institutionalized or 
hospitalized (or to shorten the time of their institu-
tionalization). But home care is an activity requiring 
the presence of a social network supporting the 
dependent for many hours. Therefore, a relevant part 
of care, implicitly, has been left to the responsibility 
of the informal networks, including relatives, friends 
and neighbours.

In parallel, renewed attention has been paid to 
cash-for-care programmes. While the receipt of cash 
benefits used to be free of any obligations on the 
beneficiaries, the new tendency has been to increase 
the volume and extent of these measures by specify-
ing clearer requirements for access and imposing 
better accountability for the use of these resources. 
Therefore, the new forms of cash-for-care benefits 
are not only a low-cost way to pay for care services 
provided by family members, but they also consti-
tute strong institutional recognition of the care work 
performed by women in particular, previously con-
sidered as an implicit and ‘natural’ duty. Thus, infor-
mal care has been recognized as an integral part of 
the public provision system. Informal caregivers 
have been financially sustained and provided with 
social rights, contributory schemes, respite services 
and income support (Germany is becoming one of 
the most interesting cases from this point of view). 
Part of the responsibility for the actual provision of 
care has therefore been explicitly delegated from 
public institutions 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 has gone together 
with the introduction of new forms of regulation 
aimed at sharing the burden of costs and the respon-
sibility for care provision between the public sector 
and individual citizens. The process that has been 
taking place in the last two decades has involved not 
only the creation of new responsibilities for the wel-
fare state but also the recasting of the relationship 
between State and the family.

Conclusion

Looking at the process and at the final impact, it 
seems true to conclude that not all that glittered at 
the time of reforms has turned into gold.



Institutional change in LTC can be seen as a very 
complex and long-lasting process. The different 
reform paths show that the relationship between 
entitlements and provisions can be recalibrated in 
different ways depending on the power and level of 
co-ordination of dominant policy coalitions. In origi-
nally universalistic LTC models, the introduction of 
specific regulations concerning the organization of 
the care delivery and specific policy instruments 
allowed cuts in care provision without explicitly dis-
cussing the entitlement structure. The social constit-
uency supporting both universalism and generous 
public expenditure was strong enough to prevent any 
explicit challenge to the existing paradigm. However, 
in Sweden and England, cuts and restructuring paved 
the way towards a hidden road of partial privatiza-
tion of care. In originally residual models, new social 
entitlements were introduced by an integrated neo-
corporatist policy coalition to radically change the 
LTC system, but care provision was not always 
organized accordingly or was often re-adapted to 
new circumstances. Following the onset of the finan-
cial crisis, most of the moves towards universalism 
were reduced and often reversed towards marketiza-
tion or refamilization of care provision. Universalism 
in care provision was introduced as a social right but 
very often was not actually provided to all people in 
need. Moreover, broader coverage came partially at 
the expense of deteriorating working conditions in 
this labour market.

In order to understand these complex dynamics of 
change, we adopted a long-term perspective by con-
sidering a time span of two decades. Research on 
institutional change has often focused on explaining 
why and how discontinuity has happened in inertial, 
path-dependent, institutional settings. In this task, 
not only has a wide range of new conceptual tools 
been invented to account for the various incremental 
processes of change (Streeck and Thelen, 2005) but 
a strong emphasis has also been placed on cultural 
reframing (historical institutionalism) and on strate-
gic actions of reformers (Schmidt, 2008). Reforms 
are often studied by scholars in institutional change 
as punctual events that are able to create discontinu-
ity, marking a clear difference between before and 
after the reform. Consistency and coherence in the 
transformation process have often been implicitly 

assumed in order to stress that some sort of disconti-
nuity has actually been in place. In institutional 
change occurring in the LTC field, however, discrep-
ancy and inconsistency have been dominant: para-
digmatic changes as well as incremental changes 
could be reversed, unexpectedly paving the way for 
sharp modifications. When the favourable (institu-
tional, fiscal, economic) conditions leading to 
reforms changed, even the reform process was par-
tially altered, and new institutional mechanisms 
were introduced to slow down, or even reverse, the 
reform process. ‘Never say the last word’ could be 
considered as the most useful motto for LTC policy-
makers. If a long-term perspective is adopted, then 
change appears as a protracted institutional dynamic 
in which discontinuity and continuity are inextrica-
bly linked (Mahoney and Thelen, 2009) and where 
tensions and contradictions play a crucial role.

The overall impact of such processes is that if the 
level of universalism has generally increased, or 
been maintained, the entitlements to LTC programmes 
in all the European countries here considered, this 
trend has developed alongside limitations in LTC ser-
vice provision due to financial constraints, budget 
ceiling or sustainability criteria. Furthermore, the 
practical and organizational conditions of care provi-
sion have become much poorer in many European 
countries, as we showed, through the introduction of a 
cheap and under-qualified workforce, reduction in 
provision standards and partial refamilization of care. 
Finally, universalism was often not explicitly ques-
tioned but actually reduced through targeting and 
stricter need-assessment strategies. A new form of 
‘restricted universalism’ has therefore become domi-
nant, characterized by different institutional forms 
and with different country configurations. Under the 
conditions of ‘restricted universalism’, all people in 
need are explicitly entitled to access the same LTC 
services, but with a range of restrictions in the provi-
sion, quality or access to services. Social citizenship 
has become not only diversified (Kröger et al., 2003) 
but even restrained on the basis of substantial eco-
nomic or organizational criteria.
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Notes

1. We use here the definition of long-term care (LTC) pro-
vided by the Organisation for Economic Co-operation
and Development (OECD, 2011), as ‘a range of ser-
vices 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)’.
Our analysis is restricted only at LTC policies address-
ing the needs of dependent people aged 65+.

2. Streeck and Thelen (2005) adopt a typology which
underlines how, along with more traditional expla-
nations of institutional stability (what they define
‘reproduction by adaptation’) or abrupt/disruptive
institutional change (‘breakdown and replacement’),
there is a chance of incremental but disruptive insti-
tutional change through ‘gradual transformation’.
Streeck and Thelen propose different types of gradual 
transformative change: displacement, layering, drift,
conversion and exhaustion.

3. Our analysis reaches 2011–2012.

References

Ascoli, U. and Ranci, C. (eds) (2002) Dilemmas of the 
Welfare Mix: The New Structure of Welfare in an Era 
of Privatization. New York: Kluwer.

Baroni, E. and Axelsson, R. (2012) ASISP Annual 
National Report 2012: Sweden. Brussels: European 
Commission.

Barvíková, J. and Oesterle, A. (2013) ‘Long-term Care 
Reform in Central-Eastern Europe: The Case of the 
Czech Republic’, in C. Ranci and E. Pavolini (eds) 

Reforms in Long-term Care Policies in Europe: 
Investigating Institutional Change and Social 
Impacts, pp. 243–65. New York: Springer.

Beasley, R. (2010) Attendance Allowance, Disability 
Living Allowance and Carer’s Allowance. London: 
Government UK.

Bonoli, G. (2005) ‘The Politics of the New Social Policies: 
Providing Coverage Against New Social Risks in 
Mature Welfare States’, Policy and Politics 33(3): 
431–49.

Brennan, D., Cass, B., Himmelweit, S. and Szebehely, M. 
(2012) ‘The Marketisation of Care: Rationales and 
Consequences in Nordic and Liberal Care Regimes’, 
Journal of European Social Policy 22(4): 377–91.

Burau, V. and Dahl, H.M. (2013) ‘Trajectories of Change 
in Danish Long Term Care Policies: Reproduction 
by Adaptation through Top-down and Bottom-up 
Reforms’, in C. Ranci and E. Pavolini (eds) Reforms 
in Long-Term Care Policies in Europe: Investigating 
Institutional Change and Social Impacts, pp. 79–95. 
New York: Springer.

Cabrero, G.R. and Gallego, V.-M. (2013) ‘Long-term 
Care in Spain: Between Family Care Tradition 
and the Public Recognition of Social Risks’, in C. 
Ranci and E. Pavolini (eds) Reforms in Long-Term 
Care Policies in Europe: Investigating Institutional 
Change and Social Impacts, pp. 201–19. New York: 
Springer.

Capano, G. and Howlett, M. (2009) European and North 
American Policy Change: Drivers and Dynamics. 
London: Routledge.

Clasen, J. and Siegel, N.A. (eds) (2007) Investigating Welfare 
State Change: The ‘Dependent Variable Problem’ in 
Comparative Analysis. Cheltenham: Edward Elgar.

Costa, G. (2013) ‘Long Term Care Italian Policies: A Case 
of Inertial Institutional Change’, in C. Ranci and E. 
Pavolini (eds) Reforms in Long-Term Care Policies 
in Europe: Investigating Institutional Change and 
Social Impacts, pp. 221–41. New York: Springer.

Costa, G. and Ranci, C. (2010) ‘Disability and Caregiving: 
A Step Towards Social Vulnerability?’, in C. Ranci 
(ed.) Social Vulnerability in Europe: The New 
Configuration of Social Risks, pp. 159–87. New 
York: Palgrave McMillan.

Da Roit, B. and Le Bihan, B. (2010) ‘Similar and yet so 
Different: Cash-for-Care in Six European Countries’ 
Long-Term Care Policies’, Milbank Quarterly 88(3): 
286–309.

Dahrendorf, R. (1988) The Modern Social Conflict: 
An Essay on the Politics of Liberty. Berkeley, CA: 
University of California Press.



Daly, M. and Lewis, J. (1998) ‘Introduction: 
Conceptualising Social Care in the Context of Welfare 
State Restructuring’, in J. Lewis (ed.) Gender, Social 
Care and Welfare State Restructuring in Europe,  
pp. 1–24. Aldershot: Ashgate.

Esping-Andersen, G. (1999) Social Foundations of Post-
Industrial Economies. Oxford: Oxford University 
Press.

Ferrera, M. (2005) The Boundaries of Welfare: European 
Integration and the New Spatial Politics of Social 
Protection. Oxford: Oxford University Press.

Glendinning, C. (2013) ‘Long-Term Care Reforms in 
England: A Long and Unfinished Story’, in C. Ranci 
and E. Pavolini (eds) Reforms in Long-Term Care 
Policies in Europe: Investigating Institutional Change 
and Social Impacts, pp. 179–200. New York: Springer.

Glendinning, C. and McLaughlin, E. (1993) Paying for 
Care: Lessons from Europe. London: HMSO.

Hacker, J. (2004) ‘Privatizing Risk Without Privatizing 
the Welfare State’, American Political Science 
Review 98(2): 243–60.

Hall, P. (1993) ‘Policy Paradigms, Social Learning, and 
the State: The Case of Economic Policy-Making in 
Britain’, Comparative Politics 25(3): 275–96.

Hinrichs, K. and Jessoula, M. (eds) (2012) Labour Market 
Flexibility and Pension Reforms. Basingstoke: 
Palgrave.

Howlett, M. (2007) ‘Re-Visiting the New Orthodoxy 
of Policy Dynamics: The Dependent Variable and 
Re-Aggregation Problems in the Study of Policy 
Change’, Canadian Political Science Review 1(2): 
50–62.

Jessoula, M. and Pavolini, E. (2012) ASISP Annual 
National Report 2012: Italy. Brussels: European 
Commission.

Kröger, T., Anttonen, A. and Sipilä, J. (2003) ‘Social Care 
in Finland: Weak and Strong Universalism’, in A. 
Anttonen, J. Sipilä and J. Baldock (eds) The Young, 
the Old and the State, pp. 25–54. London: Edward 
Elgar.

Lafortune, G. and Balestat, G. (2007) ‘Trends in Severe 
Disability among Elderly People: Assessing the 
Evidence in 12 OECD Countries and the Future 
Implications’, OECD Health Working Paper 26. 
Paris: Organisation for Economic Co-operation and 
Development.

Le Bihan, B. and Martin, C. (2013) ‘Steps Toward a Long-
Term Care Policy in France: Specificities, Process and 
Actors’, in C. Ranci and E. Pavolini (eds) Reforms in 
Long-Term Care Policies in Europe: Investigating 

Institutional Change and Social Impacts, pp. 139–59. 
New York: Springer.

Leitner, S. and Lessenich, S. (2007) ‘Dependence as 
Dependent Variable: Conceptualizing and Measuring 
“De-Familization”’, in J. Clasen and N.A. Siegel (eds) 
Investigating Welfare State Change: The ‘Dependent 
Variable Problem’ in Comparative Analysis, pp. 
244–60. Cheltenham: Edward Elgar.

Lundquist, L.J. (1980) The Hare and the Tortoise: Clean 
Air Policies in the United States and Sweden. Ann 
Arbor, MI: University of Michigan Press.

Mahoney, J. and Thelen, K. (eds) (2009) Explaining 
Institutional Change. Cambridge: Cambridge University 
Press.

Meagher, G. and Szebehely, M. (2013) ‘Long-Term Care 
in Sweden: Trends, Actors and Consequences’, in C. 
Ranci and E. Pavolini (eds) Reforms in Long-Term 
Care Policies in Europe: Investigating Institutional 
Change and Social Impacts, pp. 55–78. New York: 
Springer.

Morel, N. (2007) ‘From Subsidiarity to “Free Choice”: 
Child- and Elder-Care Policy Reforms in France, 
Belgium, Germany and the Netherlands’, Social 
Policy & Administration 41(6): 618–37.

Morel, N., Naczyk, M. and Palier, B. (2012a) ASISP 
Annual National Report 2012: France. Brussels: 
European Commission.

Morel, N., Palier, B. and Palme, J. (eds) (2012b) Towards 
a Social Investment Welfare State? Bristol: Policy 
Press.

Naldini, M. and Saraceno, C. (2008) ‘Social and Family 
Policies in Italy: Not Totally Frozen’, Social Policy 
& Administration 42: 733–48.

Oesterle, A. (2001) Equity Choices and Long-Term-Care 
Policies in Europe. London: Ashgate.

Organisation for Economic Co-operation and Development 
(OECD) (1996) Aging in OECD Countries: A Critical 
Policy Challenge. Paris: OECD.

Organisation for Economic Co-operation and Development 
(OECD) (2011) Help Wanted? Providing and Paying 
for Long Term Care. Paris: OECD.

Palier, B. (ed.) (2010) A Long Goodbye to Bismarck: The 
Politics of Welfare Reform in Continental Europe. 
Amsterdam: Amsterdam University Press.

Patxot, C., Rentería, E., Scandurra, R. and Souto, G. 
(2012) ASISP Annual National Report 2012: Spain. 
Brussels: European Commission.

Pavolini, E. and Guillén, A.M. (eds) (2013) Health Care 
Systems in Europe Under Austerity: Institutional 
Reforms and Performance. Basingstoke: Palgrave.



Pavolini, E. and Ranci, C. (2008) ‘Restructuring the 
Welfare State: Reforms in Long-term Care in 
Western European Countries’, Journal of European 
Social Policy 18(3): 246–59.

Pfau-Effinger, B. and Rostgaard, T. (eds) (2011) Care 
Between Work and Welfare in European Societies. 
New York: Palgrave.

Pfau-Effinger, B., Flaquer, L. and Jensen, P.H. (2009) 
The Hidden Work Regime: Informal Work in Europe. 
London: Routledge.

Pierson, P. (2001) The New Politics of the Welfare State. 
Oxford: Oxford University Press.

Qvist, J. (2012) ASISP Annual National Report 2012: 
Denmark. Brussels: European Commission.

Ranci, C. and Pavolini, E. (eds) (2013) Reforms in Long-term 
Care Policies in Europe: Investigating Institutional 
Change and Social Impacts. New York: Springer.

Rostgaard, T. (2002) ‘Caring for Children and Older 
People in Europe: A Comparison of European 
Policies and Practices’, Policy Studies 23(1): 51–68.

Sabatier, P. (1988) ‘An Advocacy Coalition Framework 
of Policy Change and the Role of Policy Oriented 
Choice’, Policy Sciences 21(1): 56–71.

Saraceno, C. (ed.) (2008) Families, Ageing and Social 
Policy: Intergenerational Solidarity in European 
Welfare States. Cheltenham: Edward Elgar.

Saraceno, C. and Keck, W. (2010) ‘Can We Identify 
Intergenerational Policy Regimes in Europe?’, 
European Societies 12: 675–96.

Sarasa, S. and Mestres, J. (2007) ‘Women’s Employment 
and the Adult Caring Burden’, in J. Esping-Andersen 

(ed.) Family Formation and Family Dilemmas 
in Contemporary Europe, pp. 185–222. Bilbao: 
Fundacion BVA.

Schmähl, W., Augurzky, B. and Mennilen, R. (2012) 
ASISP Annual National Report 2012: Germany. 
Brussels: European Commission.

Schmidt, V. (2008) ‘Discursive Institutionalism: The 
Explanatory Power of Ideas and Discourse’, Annual 
Review of Political Science 11: 303–26.

Seeleib-Kaiser, M. (2012) ASISP Annual National 
Report 2012: United Kingdom. Brussels: European 
Commission.

Streeck, W. and Thelen, K. (eds) (2005) Beyond 
Continuity: Institutional Change in Advanced 
Political Economies. Oxford: Oxford University 
Press.

Taylor-Gooby, P. (2004) New Risks, New Welfare. Oxford: 
Oxford University Press.

Theobald, H. and Hampel, S. (2013) ‘Radical Institutional 
Change and Incremental Transformation: Long-term 
Care Insurance in Germany’, in C. Ranci and E. 
Pavolini (eds) Reforms in Long-Term Care Policies 
in Europe: Investigating Institutional Change and 
Social Impacts, pp. 117–38. New York: Springer.

Van Hooren, F. (2012) ‘Varieties of Migrant Care Work: 
Comparing Patterns of Migrant Labour in Social 
Care’, Journal of European Social Policy 22:  
133–47.

Williams, F. (2012) ‘Converging Variations in Migrant 
Care Work in Europe’, Journal of European Social 
Policy 22: 363–76.




