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1. Changing Care Systems:
An Introduction

1.1 The problem of long-term care

The link between welfare regimes and the provision of services has long
been recognised as a central one (Esping-Andersen 1990; 1999), but it
was only fairly recently that care needs and resources actually became
part of the debate regarding the welfare state transformations. Feminist
scholars have emphasised the link between the social organisation of
care and the position of women in society (Lewis 1992; 1997a; 2002a;
Orloff 1993; Knijn and Kremer 1997). However, less attention has been
paid to the importance of the social organisation of care and intergenera-
tional relations (Naldini 2006), also in relation to the fact that most re-
search and theoretical reflection has concentrated more on childcare
than on care for the elderly. Alongside the demographic transition, the
recent literature on ‘new social risks’ (Bonoli 2005), and the interest in
new policy developments in the field of long-term care, care for the el-
derly has progressively emerged as a politically and scientifically relevant
issue and given rise to comparative research (Bettio and Plantenga 2004;
Jensen 2008; Taylor-Gooby 2004; Lewis et al. 2006; Ungerson and
Yeandle 2003). The research presented in this book will contribute to
the debate by looking at the current challenges and transformations in
care for the elderly as a paradigmatic case of how care systems work and
change.

The current demographic transition is boosting long-term care needs.
While the ageing process may mean a longer life expectancy, poor health
and disability often characterises the later years of life. In the past, de-
pendence used to affect a few “survivors”, and it has now become the
norm for a considerable portion of the elderly alive today (Jacobzone et
al. 1999; Pacolet et al. 2000): people in all developed countries experi-
ence a loss of autonomy in their everyday activities in the last years of
their lives. Moreover, this sizeable growth in needs is facing a decline in
care resources. The increasing pressures on public budgets alongside
the declining availability of informal caregivers and of the formal care
workforce represent important factors in this puzzle.

The ways in which care for the elderly is produced and distributed in
each society has an influence on the elderly dependents, on the one
hand, and on the care providers, whether paid or unpaid, on the other.
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The transformations in elderly care offer a way to analyse the stakes,
conflicts and distribution of resources from the standpoints of care
users, of informal caregivers and of (semi)professional caregivers. The
extent to which elderly care remains within the informal sphere of un-
paid family labour or is transferred to the domain of social welfare provi-
sion or the market, as well as the specific ways that externalisation takes
place, all have relevant consequences on the care arrangements, namely
in terms of gender, class and intergenerational relations and inequal-
ities.

By comparing two most different cases – Italy and the Netherlands – this
book explores the nature of care systems, how they change and the rela-
tionships between social policy changes, societal transformations –

namely changes in gender and intergenerational relations – and the care
system results.

1.2 Changing care policies for the elderly

Despite signs of the convergence of social policies along a set of princi-
ples and instruments throughout the 1990s, the trajectory of each na-
tional system of social welfare for elderly dependents is less clear due,
on the one hand, to the interactions with existing institutional arrange-
ments and, on the other hand, the unclear implications at the level of
actual care practices.

1.2.1 Elderly care models in the early 1990s

Following Anttonen and Sipila (1996), at the beginning of the 1990s, at
least four social policy models in the domain of elderly care emerged in
Europe.1 Differences were found mainly in the levels of residential and
home care services that were being provided and the logics that under-
pinned these social provisions. Nordic countries and the Netherlands
had the, comparatively speaking, highest level of service provision. Ac-
cess to services in these countries was based on citizenship and resi-
dency and was neither linked to previous contribution nor to socio-eco-
nomic conditions. Co-payments, when present, were based on a user’s
income. The public sector (and a regulated non-profit sector in the Neth-
erlands) had a crucial role in service provision. At the other extreme, in
the Southern European countries, despite a certain amount of growth
and some attention in public debates throughout the 1980s, social ser-
vices for the elderly remained a residual part of social policy. The access
to the limited, existing services was either means tested or subject to
discretionary and territorially scattered criteria. The UK, where social
services for the elderly were rather well developed, was found in an inter-
mediate position, closer to the Nordic countries. Nevertheless, relevant
changes were already being introduced in the 1980s in the direction of a
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neoliberal model and based on the introduction of individual responsi-
bility, which somehow anticipated the trend that emerged in the course
of the 1990s across Europe (Lewis 2002b). Finally, Central Europe’s ac-
cess to services ranked somewhere between Southern Europe and the
UK. Even if many continental European countries showed that they had
better services, their functionality and underlying logic were not that dif-
ferent to those found in the Southern European countries.

Besides the variations in social policies, important differences emerg-
ed between the various systems with respect to the availability of infor-
mal care, i.e. the care provided by relatives and other members of the
informal network of the elderly who need support. Despite the fact that
informal care has remained an important source of support in all socie-
ties (Daly and Lewis 1998; Rostgaard and Fridberg 1998; Sundström et
al. 2002) and that families have not only maintained an important role
in fostering the circulation of both money and care far beyond the nucle-
ar family (Comailles and Martin 1998; Dechaux 1990), the extent, inten-
sity and nature of informal caregiving varied greatly country to country.
Comparative research suggests that in countries with more developed
social services the overall volume of help provided by family members
was higher, but of a lower intensity, less oriented to heavy personal care
and more spread across a larger number of different caregivers, com-
pared to countries with less developed services, where caregiving is
more intensive and less voluntary (Daatland 1990; Ogg and Renault
2006; Igel et al. 2009; Albertini et al. 2007). Accordingly, the legal ob-
ligations towards elderly relatives reflected the various logics of the indi-
vidual country’s social policies: the stronger the legal obligations, the
weaker the provision of services (Saraceno and Naldini 2007). The legal
obligations one has towards one’s parents are the strongest in Southern
European countries, where they do not solely concern elderly parents,
but a wider range of relatives as well. There are also legal obligations in
countries such as France, Belgium, Austria and Germany, while they are
absent in the UK, the Netherlands, and the Scandinavian countries2

(Jenson and Jacobzone 2000).
Despite the fact that little information is available on market arrange-

ments at the beginning of the 1990s, a truly market-based system could
not be identified and it is very likely that market solutions mainly con-
cerned a minority of better-off individuals and families.

To summarise, in the early 1990s, responses to the care needs of the
elderly were based on a variety of combinations between care provided
by public or publicly funded and regulated agencies and informal care
provided by the family and other informal sources. In Southern Euro-
pean countries, the mix had a more important family component. Nor-
dic countries and the Netherlands were characterised more by social ser-
vices and less by family responsibilities. The rest of the European
countries were either similar to the Southern European model or, like
the UK, closer to the Nordic model. The differentiation of care policies,
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in this perspective, corresponds to the classic Bismarck-Beveridge di-
vide, with the Scandinavian model being “the luxury version of the Bev-
eridge model” and the Mediterranean model being “the cheap version of
the Bismarckian (conservative) model” (Abrahamson 1999: 34).

1.2.2 The policy shift in the 1990s: Common trends

The 1990s represent a crucial turning point in the definition of strate-
gies to cope with elderly dependence. This is when a set of common
social policy trends in the field of elderly care began being observed in
most European countries. Two factors are prominent in these develop-
ments: financial concerns and the ideology of clients’ empowerment (or
responsibility). While some of the subsequent reforms are specifically
linked to developments in long-term care, others are intertwined with
general shifts in social policies.

Firstly, the containment or reduction of residential care – in some
cases beginning in the 1980s – was pursued by most European coun-
tries, with the aim of shifting from more costly institutional services to
less costly home-care services and allowing the elderly to live in their
own social environment as long as possible (Hutten and Kerkstra 1996;
Jacobzone et al. 1999).

Secondly, while chronic illnesses were traditionally being treated
(partly) within the framework of health care systems, attempts were
made to shift the rising costs from health care to social care. A typical
example of this is the identification of new criteria for hospital admit-
tance, which applied stricter criteria so that the elderly who needed long-
term care could be increasingly diverted to nursing homes. At the same
time, residential care was made available to those elderly with severe
health and care needs, while beds in care homes, which had traditionally
provided social care, were either reduced in number or converted into
nursing home beds (OECD 1996b; Pacolet et al. 2000).

Thirdly, the strategies of cost reduction or containment were put in
place in the management of home care services, under the pressure of
demographic developments and the consequences of the deinstitutiona-
lisation process. In several contexts, stricter eligibility criteria and, impli-
citly, higher co-payments further targeted the beneficiaries (Knijn 2001;
Szebehely 2005).

The externalisation of the production of services and the introduction
of competition between providers was also considered a way of increas-
ing productivity. In fact the fourth trend involves the introduction of
“new public management” ideas (Ferlie et al. 2007) in the field in order
to achieve cost reductions and flexibilisation of the supply. The provision
of services was often shifted from the public to the private sector via out-
sourcing – which involved almost all of the Western countries, including
Scandinavian countries such as Sweden and Denmark (Domberger
1998; Young 2000) – or via the creation of a “quasi-market”, based on
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the separation of service production and purchasing functions3 (Barlett
and Le Grand 1993).

Fifthly, cash-for-care schemes emerged as a new form of social provi-
sion in the domain of elderly dependence. The introduction of different
types of cash transfers to the elderly dependent and/or their informal
caregivers instead of the provision of in-kind services (Weekers and Pijl
1998) was accompanied by the adoption of consumer-choice models (Pa-
colet et al. 2000). This development can be seen as an attempt, on the
one hand, to reduce care costs via the “informalisation” or the “market-
isation” of care and, on the other, to empower the users by making care
more flexible and demand oriented.

Sixthly, policymakers have placed increasing emphasis on informal
care. A home-care-centred strategy relies heavily on the availability of in-
formal resources. 24-hour domiciliary assistance, is probably as expen-
sive as institutional care or even more if provided solely through formal
care labour (OECD 1996b). Informal care therefore became an impor-
tant (and cheaper) form of support, which needed to be developed and
sustained (Zandbergen 1995) either via cash benefits or via support and
counselling services.

Lastly, the decentralisation of social policies in the domain of elderly
care was implemented. The relationship between central and local gov-
ernments represents a problematic knot not only in continental Europe
and the UK, but also in the Scandinavian countries, where national reg-
ulations are open to various interpretations by local authorities. Research
has shown that different levels of service provision were observed in re-
lation to the place of residence, both in terms of quality and quantity
(Hanssen 1997; Kroger 1997; Trydegard and Thorslund 2001). The re-
duction in services occurred throughout the 1990s and mostly at the
local level in countries like Sweden. A stricter interpretation of the rules
concerning need assessment, alongside the use of a fee system as a de-
terrent and the reorganisation of supply, which reduced staff continuity,
have been used to limit access to home care (Trydegard 2003). This dis-
cretionary power at the local level implied what was called the rise of
“welfare municipalities” (Simonen and Kovalainen 1998).

1.2.3 … and different trajectories

These common trends took place in very different contexts. In some
cases, depending on the starting point, there was a containment or re-
duction in the provision of care, while in other cases the reforms were
accompanied by an increase, particularly in the field of home care ser-
vices and care allowances. As a result, the above-mentioned develop-
ments cannot be called welfare retrenchment or restructuring in all
cases: social rights were sometimes restricted and sometimes broaden-
ed.
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The changes that occurred in the Nordic countries and the Nether-
lands were often deemed as likely to undermine universalism and the
degree of inclusiveness of the system. The combined effect of the de-
institutionalisation policy, the limited growth or, in some cases, reduc-
tion in the numbers of home-care receivers as a result of explicitly stric-
ter eligibility criteria or implicit rationing implied a decreasing level of
coverage for the target population and a concentration of available re-
sources on a smaller and needier group of beneficiaries (Sunesson et al.
1998; Simonen and Kovalainen 1998). As a result, an increased access to
market solutions and informal care in Sweden, for instance, was ob-
served (Szebehely 2005) where the cutbacks fostered a “reverse substitu-
tion” between formal care and informal care (Johansson et al. 2003),
particularly among the lower classes. Meanwhile, commercial care op-
tions for the better off increased as well (Trydegard 2003). Similar con-
cerns have been expressed in the Dutch case too (Knijn 2001). Neverthe-
less, as noted, these transformations did not affect each Scandinavian
country equally. Recent developments probably did introduce more di-
versity within the Nordic cluster (Trydegard 2003). In the UK, the shift
towards “community care” was already happening in the 1980s, where
there was an increased emphasis on individual and family responsibility
and on community solidarity (Lewis 2002b). The introduction of means-
tested services and the targeting of beneficiaries meant that social policy
for elderly dependents became increasingly based on a neoliberal model
(Anttonen and Sipila 1996).

Meanwhile, several European countries that have traditionally been
involved in the public provision of services devoted increased attention
to elderly care policies. New welfare schemes were introduced in order
to provide broader coverage for the elderly in Germany (Götting et al.
1994; Goerke 1996; Evers 1998; Alber 1996; Wegner 2001), Austria
(Österle 2001), Luxembourg (Pacolet et al. 2000) and France (Sueur
2000; Martin (ed.) 2002). It is difficult to assess the results of these
rather heterogeneous developments on this group of countries. How-
ever, one should note that new social risks (or needs) were recognised
by the political system. The new rights were translated into social inter-
ventions under the influence of the new “policy instruments” such as
care at home, mainly provided via cash-for-care schemes instead of via
the direct provision of services, with a strong emphasis on informal care
as a key element in care arrangements (Da Roit et al. 2007; Pavolini and
Ranci 2008).

These developments did not occur in the Southern European coun-
tries, which have undergone less noticeable changes in social policy. Gi-
ven the limited availability of residential care services, a true deinstitutio-
nalisation process never took place here. The growth of home-care
services occurred at a pace that was too slow to actually keep up with
demographic changes. The recourse to care allowances was in line with
the history of elderly care and social policy more at large in these coun-
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tries. In any case, it did not represent a broadening of social rights. The
substantial reform of elderly care policies has been either totally absent,
as in the case of Italy (Naldini and Saraceno 2008; Da Roit 2009) or
occurred only very recently so that the results still have to be measured
as in the case of Spain (Costa-Font and Garcia-Gonzalez 2007). Mean-
while, there have been relevant changes in the actual care practices in
other Southern European countries as a large private-care market has
begun to emerge. The visibly increasing recourse to paid (migrant) care-
givers hired directly by the families has, in fact, been observed since the
mid-1990s (Castegnaro 2002; Ambrosini and Boccagni 2002; Vaiou
2002; Ramirez 1999).

1.3 Analysing care systems transformations: Comparing
Italy and the Netherlands

If dependence in old age represents a challenge for the consolidated
ways in which each society responds to care needs, the forms, motives
and mechanisms underlying such challenges vary across countries and
are likely to reveal different results and trajectories. Moreover, a focus on
social policies and their transformations, which does not consider the
ongoing changes within other welfare spheres and agencies is likely to
overlook the transformations that are occurring in welfare systems. In
order to tackle these two problems, we compare the trajectory of two dis-
tinct and, for many reasons, opposed long-term care systems.

1.3.1 A care system approach

This book offers an analysis of care systems and the transformations
care systems have undergone, which is empirically based on a compari-
son of two contrasting cases – Italy and the Netherlands – between the
early 1990s and 2003-2004. The book starts out by discussing the logic
of this comparison and reconstructs the context in which this analysis
takes place (chapter two). The social policy trajectories of the Dutch and
Italian cases are presented, together with the specific challenges posed
by the ageing processes and with the possible trajectories of the two care
systems. In the domain of elderly care, the Netherlands represent a qua-
si-Nordic country, with a well developed system of protection of the de-
pendent elderly, and Italy a Southern European country, where family
involvement in care for the elderly has traditionally been the core of the
system.

In the Netherlands, several attempts were made in the 1990s to con-
tain social care provision, and to foster both informal care and market
solutions in response to rising care needs. Italy, meanwhile, imposed a
discernible “freeze” on public policy, which led to the emergence of a
private and unregulated care market.
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Some obvious questions emerge from these two distinct cases. What
happened to the two care systems? Has the Netherlands become a more
familialised andmarketised system? Does Italy still represent a familialistic
care model or does it have a more market-driven system? How and why
did all of this happen? What are the underlying forces that guided these
changes (if any)? On the one hand, the goal of this research is to unravel
the issues of if and how the policy reforms implemented in the Nether-
lands have been coupled with a substantial transformation of care prac-
tices. On the other, it is to investigate to what extent and how this trans-
formation of a care system takes place.

There is a complex interrelationship of relevant institutions and actors
who provide support to the dependent elderly. There is also the situation
of their reciprocal influences that define and transform care practices,
and so, rather than investigate the transformations of the welfare state
the focus is on the transformations of the welfare system, and more speci-
fically, the care system. Esping-Andersen (1990) defined “welfare re-
gimes” or “welfare systems” not simply as different types of social policy,
but as social systems where a specific combination of “state”, “market”
and “family” can be identified as welfare agents. Each type of welfare
regime – with a typology based on the criteria of de-commodification,
re-stratification (Esping-Andersen 1990) and de-familisation (Esping-
Andersen 1999) – is clustered around a specific combination of modes
of protection and represents a specific type of “societal integration”.

1.3.2 Care production and allocation between family, state and
market

Each care system has its own specific solution for the cost disease (Bau-
mol 1967). The rising costs of the production of services may be interna-
lised by the public sector (the social service model), sustained by the
families (the family model) or by an under-paid and under-protected
workforce (the liberal model) (Baumol 1968; Skolka 1977; Esping-Ander-
sen 1990; 1999). A care system transformation implies a change in the
division of responsibilities for solving the cost disease between state, fa-
milies and labour market.

As emphasised by Szebehely (2005), the double question is “who
cares”, on the one hand, and “who pays”, on the other.4 The production
and allocation of care might not respond to the same logic within a sys-
tem. In a simplified situation, we identify three ideal-typical systems,
each dominated by one institution – social policy, the family or the mar-
ket – and one mode of production and allocation of care – redistribution,
reciprocity or market exchange. The social service system that most re-
sembles the Dutch case at the beginning of the 1990s was one that was
dominated by care services produced (or regulated) and distributed by
the public sector, and thus removed from both market logic and recipro-
city. A family-based system, which most resembles the Italian case at the
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beginning of the 1990s, was dominated by the production and allocation
of care within the family and other informal networks according to the
rules of reciprocity. In a market-based system – which would have been
difficult to find in the Europe of the early 1990s – care is produced based
on the logic of labour market forces and is purchased like a commodity.
The ongoing transformations have led to a divergence of the logic of
production and allocation within each system. This divergence may be
the result of policy developments. For instance, cash allowances may
commodify informal care (Ungerson 1997; 2000) or introduce new care
markets. As a result, the allocation of services often remains indepen-
dent of market forces and the family, while the production of services
may be more dependent on the market or the family. But perhaps it is
the families who choose to externalise care tasks by purchasing them on
the market. This would imply the (permanence of) familisation with re-
spect to the allocation of care resources and the marketisation of produc-
tion.

In order to determine to what extent policy- and non-policy-oriented
transformations have altered the nature of a care system we need to ana-
lyse whether the prevailing mode of production and allocation of care
services shifts from one institutional form to another – from state to the
market or to the family (in the Dutch case) or from the family to the
market (in the Italian case).

Firstly, the research looks at the trends in the incidence of dependence
over time in the two countries and the extent to which the increasing
care needs have represented a challenge for the two societies in recent
years (chapter three). What emerges from the analysis is that socio-de-
mographic (age and social structure) and institutional factors (the distri-
bution between the elderly living at home and living in institutions) con-
tribute to making dependence in old age a much stronger challenge for
the Italian compared to the Dutch society. The “risk” of dependence in-
creased in the Netherlands during the period considered as a conse-
quence of the implementation of deinstitutionalisation policies. How-
ever, this is not the case in Italy where the risk remained stable over
time. Against this background, the macro-transformations of the two
care systems are discussed (chapter four). The investigation is based on
the analysis of (changing) “care packages”, i.e. the combination of differ-
ent sources of support for older dependents, in Italy and the Netherlands
between the early 1990s and the early 2000s. For this purpose, we use
cross-sectional micro-data available at different points in time (early
1990s, late 1990s and early 2000s) in Italy and the Netherlands that
provide information on dependence – i.e. limitations in daily activities –
and on the resources employed by households in order to cope with care
needs such as social services, family support and commercial services.5

The analysis shows that when we look at developments in care practices,
surprisingly there were only very limited changes in the Netherlands. On
the one hand, the Dutch care system remained mostly based on formal
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care, while we see a decrease in the availability of informal care. On the
other hand, the Italian care system experienced a shift from mostly in-
formal care to an increasing dependence on market solutions while ex-
periencing a dramatic decrease in the availability of informal resources.

1.3.3 Care strategies, the family and the institutional context

These results are then analysed to better understand the social mechan-
isms that made the Dutch care system relatively resilient while causing
significant transformations in the Italian system. From a macro-analysis,
we move to a micro-analysis. In chapters five and six, we analyse the
qualitative data connected with long-term care and look at the social me-
chanisms that constructed the care packages, which are comprised of the
social interactions of individuals and families with other relevant social
actors such as professionals, care workers, various organisations. All of
them are embedded in a set of existing “rules of the game”, or institu-
tions. As observed by Lewis “the tendency has been to treat the family as
a dependent variable, but the family as a major provider of welfare also
warrants consideration as an independent variable” (1997b: 307). If the
family represents one of the main structures on which the principle of
reciprocity is based, it can also be seen (together with individuals within
it) as a social actor that combines resources, makes choices and defines
strategies in order to cope with social risks or face specific needs.

Families do not necessarily lose their economic role and may continue
to act as welfare agents, which means that the possibility of social change
as a consequence of changes in family relations, behaviour and strate-
gies should be seriously considered. On the one hand, new strategies of
care may be found in systems that, from a policy perspective, are rela-
tively stable and, on the other hand, family strategies, choices, decisions
will interact with new policy directions. Individual and family strategies,
and their choices, decisions and behaviour may influence the welfare
system by approving or resisting a particular policy or they indepen-
dently may initiate policy transformations.

The reconstruct the logic of the packaging (the behaviour, choices, de-
cisions, strategies that determine specific care packages) instituted by
families is the lens through which the transformation of the two systems
is analysed (chapters five and six). The underlying idea is that social
change and persistence may be analysed through how care packages are
constructed at the individual and family levels, within a system of insti-
tutional and structural constraints. We must also keep the relations and
contacts with intermediate localised social actors in mind. The qualita-
tive study, which was conducted in Milan and Amsterdam in 2003-
2004, reconstructed the specific local contexts via policy documents and
conversations with key actors (professionals, care institutions managers,
etc.), interviews with caregivers (informal, formal and commercial care-
givers) to provide insights into how the care packages are constructed.
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Chapter five illustrates the actual content of the care packages in each
context and sorts out the relevant actors in each system. Chapter six
looks at how key choices in care for the elderly are made, in relation to
the contextual factors that facilitates them and the consequences for the
welfare system. A general conclusion of the research is presented at the
end of the book (chapter seven).
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2. The Context and Policy Trajectories

2.1 The comparative logic

European societies are facing the challenges posed by dependence in old
age from uneven positions. The nature of these challenges varies greatly
in relation not only to different paces and timing of the ageing process,
but also to different consolidated institutional arrangements in the do-
main of long-term care. Existing social, economic and institutional de-
velopments contribute to the defining of the specific situation in which
each society finds itself, the specific stakes and the social and political
construction of dependence as a problem.

The two cases studied in this book were chosen for their contrasting
features: the objective of analysis is to observe the modes of transforma-
tion and the trajectories of care models originally based on contrasting
principles and affected by different policy trends. In mainstream welfare
analysis, the Dutch case usually falls into the “continental-conservative”
welfare family, even though it qualifies as a very special case, in terms of
the general welfare context (Esping-Andersen 1990). It is also special in
relation to recent transformations and increased women’s participation
in the labour market (Green-Pedersen 2001; Visser and Hemerijk 1997).
The Netherlands does not fully qualify as a social service model similar
to the Scandinavian countries, because its development of childcare ser-
vices is traditionally quite limited compared to Scandinavia (Anttonen
and Sipila 1996). Nevertheless, in the domain of care for dependent el-
derly people, it shows a high level of risk socialisation and a widespread
provision of services compared to other European countries (OECD
1996b). The Italian case is even more contested in the framework of
welfare studies. One the one hand it was included in the conservative
cluster by Esping-Andersen (1990; 1999); on the other it has been ar-
gued that, based on the importance of the family as an agent of welfare
and the weak and fragmented state intervention in social policy, it is part
of a separate model (Ferrera 1996; Leibfried 1993; Saraceno 2003; Min-
gione 1997). When analysing the domain of elderly care, Italy is usually
considered as a family-based model with residual social policies. While
socialised responses to old age dependence are prevalent in the Nether-
lands, family responsibilities play a more important role in Italy, as re-
flected by aggregated data on the provision of institutional, day care and
home care for elderly people (Anttonen and Sipila 1996). If, at the begin-
ning of the 1990s, these two national cases represented the two ex-
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tremes along the European continuum, they also represent contrasting
trajectories of change. The Netherlands embodies a case of continuous
policy reform since the early 1990s in the field of long-term care, while
Italy is characterised by substantial levels of immobility. The Italian and
Dutch cases thus allow us to analyse policy-driven and non-policy-driven
trajectories.

The present chapter looks at the challenges that the dependence in old
age poses for the established equilibrium in each system and the relative
stakes.

2.2 The Dutch model

The Dutch model was shaped in the 1960s and 1970s and has tradition-
ally been dominated by formal care and a high degree of the socialisation
of risk. However, the transformations introduced in social policy since
the 1990s may have undermined this and introduced a new trajectory.
The debate is whether, and to what extent, the Dutch system has under-
gone a process of re-familisation and marketisation of care as a conse-
quence of increased needs, on the one hand, and progressively more re-
strictive social care policies, on the other.

2.2.1 The policy framework in the Netherlands

When considering the institutional framework for elderly care in the
Netherlands, it is necessary to look at the interrelationship between
housing policy, health and social care policies (De Boer 1999). The high
percentage of the elderly living in care institutions – one of the most
important traditional features of the Dutch care system for the elderly –
throughout the 1970s and 1980s is, in fact, related to the growth of so-
cial housing policies.1 The second post-war period was a crucial time for
the development of both the care and housing policies.2 After WWII, an
acute housing shortage emerged in the country because of the devasta-
tions caused by the war. The solution was to construct new housing for
the elderly so that younger couples with children could live on their own
and introduced the notion of care homes (verzorginghuizen) for the el-
derly (Van den Heuvel 1997). This development was a combination of
national government action and that of the private non-profit housing
organisations (woningcorporaties). In order to properly supervise the care
homes, regulations on housing and care for the elderly were subse-
quently released:3 houses that met the criteria were entitled to public
funding. In the 1960s, nursing homes (verpleeghuizen) began to develop,
for the provision of care for those with more serious health care needs.
Because it was thought that the chronically ill did not need specialist
medical treatment, their hospitalisation could be drastically minima-
lised. This also had to do with the refusal of insurance companies to
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cover acute care expenses for the chronically ill patients – and so many of
them were moved to nursing homes. Intensive residential long-term
care has been financed by a specific national compulsory insurance, the
AWBZ,4 since the late 1960s. It covers not only the “exceptional health
risks” of the elderly who need nursing and care but also of the mentally
ill and adult handicapped.5 This mandatory insurance covers all Dutch
residents, regardless of their citizenship, with no age limits, and is fi-
nanced via income related contributions.6 The extremely high costs of
long-term care are therefore socialised. Benefits can be received after
claimants are assessed by an independent regional board,7 which evalu-
ates care needs and recommends the proper interventions.

Until the early 1970s, services covered by the AWBZwere mainly resi-
dential. The proportion of institutionalised elderly people has grown
considerably over the years. In fact, the Netherlands had the highest in-
stitutionalisation rates of elderly people in Europe during the 1970s and
1980s (OECD 1996a; 1996b). However, the AWBZ, which was origin-
ally created for funding care in nursing homes, was progressively ex-
panded to cover home care expenses and later elderly homes as well.8

Elderly care has long been largely defamilised in the Netherlands, at
both the production and allocation of services levels, due to a system of
housing and care provisions. Family members were not responsible for
providing care or for paying for that care. The elderly could rely on social
services and they and their families did not need to have to pay for these
services, which were mainly provided by non-profit organisations that
were legally licensed. This does not necessarily imply that informal care
was no longer of any importance. On the contrary, recent research has
shown that informal assistance provided by family members and friends
remained a relevant form of support (De Jong Gierveld et al. 1997; De
Klerk and Hessing-Wagner 1999; Van Doorne-Huiskes et al. 2002). In
1999, a national survey reported that 9% of the population aged 16 and
over was then currently providing some assistance to a person with a
chronic illness, while 21% had been caring for someone over the last
three years. In 43% of the cases, the cared-for person was a parent who
no longer lived in the same household (Timmermans et al. 2001).

2.2.2 The debate on the formal care model and social policy changes

Reconsiderations of this formal care model have risen dramatically in
public debates in the Netherlands. This is due to two different develop-
ments. First, the dominant social policy discourse has emphasised the
need to contain and reduce the costs of long-term care, accompanied by
that of making individuals more responsible for their own care and for
each other. The purported need to shift from a “welfare state” (verzor-
gingsstaat) to a “welfare society” (verzorgingsmaatschappij) (Kuiper et al.
1983; 1987) dates back to the 1980s among the Christian Democrats
and has been increasingly emphasised, until it became the conceptual
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basis for an all-encompassing reform of social welfare and the care sec-
tor in the mid 2000s – the WMO (Wet Maatschappelijk Ondersteuning) or
Social Support Act. The reform was specifically aimed at fostering indi-
vidual responsibility, informal care and the decentralisation of care poli-
cies to ultimately reduce the health care budget (VWS 2005). Second,
organisations representing the disabled, and later on the elderly, have
demanded greater independence, empowerment and choice for the
users of these services (Kremer 2006). The users’ organisations pushed
for the rights of dependent people to determine and choose their own
care arrangements. This would override a burdensome bureaucracy that
was deciding over people’s care needs and solutions. At the intersection
of these different claims the Dutch care model was put into question.
There has been a continuous process of reform of long-term-care poli-
cies in the Netherlands since the 1990s, which has resulted in a series of
policy innovations and retrenchments (De Boer 1999, Knijn 2001) that
are consistent with both the above-mentioned perspectives.

The deinstitutionalisation process represents the first and, by now,
more traditional challenge to the Dutch care system. The first signs of
change in Dutch long-term care can be traced to concerns about the
large proportion of the elderly living in institutional settings. The pro-
cess of “extra-muralisation” was predicated on arguments that the elderly
actually preferred to live independently as long as possible. While shifts
in policy debates and policy goals have been going on since the mid-
1970s, it was only in the later 1980s that new policies affecting the inde-
pendence of the elderly began to be implemented and affect the living
circumstances of the elderly (Van den Heuvel 1997). In 1965, the capa-
city of elderly homes was 6.7% of the elderly 65 and over; it rose to 8.8%
in 1970 and 9.7% in 1975. Moreover, if we add the capacity of nursing
homes to this total it rises to over 12% in 1975. Ten years later the insti-
tutionalisation rate was still 10% of people aged 65 and over but this
figure had dropped to 6% by 2003 (de Boer 1999:30, table 2.2; Statistics
Netherlands, StatLine). Besides the argument that many individuals pre-
fer home care, de-institutionalisation is also based on the assumption
that home care services are less costly than institutional services. How-
ever, there are crucial implications of this assumption. Although deinsti-
tutionalisation plays a considerable role in cost reduction strategies, it
also represents a major challenge, as increased support for home care
has to be provided somehow (Jacobzone et al. 1999). A switch to com-
munity care may result in care that is as expensive as institutional care if
all of the costs are taken into account (Weissert and Cready 1989). Com-
munity care may appear to be less expensive when a vast range of infor-
mal services are called upon to replace much more expensive profes-
sional care. As a result, this sharp de-institutionalisation trend chal-
lenged the organisation of home care services and required more invol-
vement of informal caregivers.
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New forms of home care services evolved, including round-the-clock
and weekend support. The expansion of the home care sector through-
out the 1990s can be seen in the increasing number of home-care em-
ployees: 126,000 in 1995 and 580,000 in 1999 (Arts 2002: 10). The
development of home-care services uncovered an even greater popula-
tion of dependent elderly people already living at home who were eligi-
ble for these services. This put even more strain on home-care services
(and informal caregivers) and led to increased calls for even more cost
containment and measures to increase productivity such as the “taylori-
sation” of tasks (Knijn 2001) or the introduction of competition among
the providers. These contradictions were made evident by the cutbacks,
on the one hand, and labour shortages in the home-care sector, on the
other (Arts 2002).

While they were virtually nonexistent in the traditional health and so-
cial care sector (De Boer 1999), co-payments by home care receivers (in-
come-related tariffs per hour of home care received) developed rapidly
in the 1990s. Some argue that these developments were going to limit
the use of home care among both the low and high-income groups.
Although low-income earners have the right to social assistance when
they cannot afford the individual payments themselves, they would in-
creasingly attempt to access informal care (therefore free of charge) in-
stead of requesting social assistance. High-income earners, on the other
hand, would try to solve their care problems via the market (Knijn 2001:
172). According to government advisory boards, these developments
threatened to alter the nature of the AWBZ as a general collective insur-
ance (Commissie Sociaal-Economische Deskundigen 1999).

Until 1995 care was only provided in kind while organisations that
represent the elderly and the disabled were demanding the right to ar-
range their own care. Care allowances were first introduced in the Dutch
health care system in the mid-1990s. The introduction of PGB (Persoons-
gebonden budget – personal budget) raised a considerable amount of de-
bate, as cash allowances represented a major break with the traditional
system of care in kind, for the beneficiaries, as well as for policymakers
and providers. In 1995, with the introduction of the PGB a limited num-
ber of those eligible for home care were provided with a cash allowance
instead of in-kind services. This allowance was not a direct cash pay-
ment, but rather a budget that beneficiaries could use to arrange their
own care (Kraan et al. 1991). Since 1995, a limited but increasing portion
of the annual AWBZ budget was going to PGB applicants for home care.
By 2001, everyone who had been approved for home care for at least
three months were declared eligible for a PGB, with no overall budget
limit. The number of budget holders rose steeply since the second half
of the 1990s: from slightly more than 5,000, to 60,000 in 2003 (De
Boer and De Klerk 2006: 151) and 80,000 in 2007 (VWS 2007). Never-
theless, since its inception, opting for a PGB seemed to be more popular
among the younger handicapped than among the older dependents (Mil-
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tenburg and Ramakers 1998). In 2005, those 65 and over with a budget
comprised 43% of the total (De Boer and De Klerk 2006: 152). Estimates
show that in 2007 the younger clients represented approximately 10% of
all those receiving AWBZ-compensated care and 5% of the elderly receiv-
ing AWBZ-financed care (7% of the elderly receiving AWBZ-reimbursed
extramural care).9 PGB beneficiaries can spend available resources to
compensate non-professional caregivers, private professional services or
traditional home-care services. An early study found that ca. 25% of PGB
holders purchased care from the traditional (not-for-profit) home-care
organisations. But they used commercial home-care services or self-em-
ployed caregivers more frequently. In ca. 20% of the cases, care was pro-
vided by informal caregivers (Miltenburg and Ramakers 1998). In 2007,
one-third relied solely on informal care, one-third on formal care and
one-third on a combination of the two (VWS 2007).

In 2003, major changes took place in the allocation of care benefits.
Since then, territorial boards no longer evaluate the care needs of AWBZ
applicants in terms of service assigned and type of provider – i.e. home
care, care home, or nursing home – but in terms of the amount and type
of care that will be made available to a particular client.10 All types of care
by individual professional providers are available as long as they comply
with the Care Professionals Act (BIG). This is also valid for any care-
providing institution that complies with the AWBZ criteria. The empha-
sis was on the empowerment of the users as well as on the incentives for
care providers to adopt a more market-oriented attitude to attract paying
customers.

A tendency towards decentralisation in policies focusing on the elderly
has been observable in recent years. This was considered a strategy for
the improvement of the response to local differences and for the achieve-
ment of better relations between supply and demand. Local authorities
have been responsible under the Welfare Act for the economic welfare of
the elderly since 1988. Moreover, local authorities have since the mid-
1990s also been responsible for the implementation and partial funding
of their care. Nevertheless, these developments have mainly affected ser-
vices not included in personal care and home help covered by the
AWBZ, but by other complementary agencies.11 Later on, the Dutch care
system underwent a substantial transformation in January 2007 with the
implementation of the new Social Support Act (WMO). Some of the ben-
efits that had traditionally been covered by the AWBZ – namely home
help – have been handed over to the municipalities. The consequences
have been twofold: a citizenship right has been transferred to a domain
of social policy – locally managed social assistance and care – where dis-
cretionary power is more important while a service that was once inte-
grated (health, social and household care) has been split into distinct
provisions (health and social care on the one side, and household care
on the other), which respond to different logics.
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2.2.3 Which trajectory for the Dutch model?

The developments in long-term care policies in the Netherlands since
the early 1990s challenge the centrality of the formal care model and
tend to foster informal care and market-related principles. However, the
extent of this shift is not yet entirely clear.

Embedded in the shift from institutional care to home care is the ex-
pectation that informal support may complement or substitute home
care as to reduce the cost of services. Increased co-payments may reduce
the attractiveness of social services, particularly for lower income elderly
people, who may prefer more informal care. The personal budget strat-
egy, which consists of providing care users with more freedom of choice
regarding their care, was also aimed, in part, at stimulating (cheaper)
alternative informal care. It is, however, unclear to what extent these de-
velopments may be responsible for an increased involvement of infor-
mal networks in the instrumental support of the frailer among the
elderly or to what extent ongoing changes might encompass a re-familisa-
tion of elderly care. Policy changes may not end up producing immediate
and straightforward results. The strategies of the elderly living at home
and of their informal network are likely to play a significant role in med-
iating the above-mentioned policy shifts. Have families – namely women
– become more involved in the care of the elderly than in the past? The
(increased) availability of informal care is probably going to be limited by
structural conditions, such as the distance between children and their
ageing parents or the participation of children (daughters) in the labour
market, for instance, (Bouget 2003; Attias-Donfut et al. 2002; Johnson
and Lo Sasso 2006; Lundsgaard 2005), but also the unavailability of new
generations of women to care more for the elderly (Gaymu et al. 2008),
especially in a context where this type of care has long been defamilised.
Moreover, the reorganisation of care along community and not family
lines has to be confronted with the clear evidence that broader informal
networks – which may be important in providing emotional support and
occasional instrumental support – are unlikely to be involved in heavy
care provision (Broese van Groenou 1995). Moreover, the successive re-
forms – with the exception of the most recent introduction of the WMO
– have never challenged the core of the long-term care system in the
Netherlands, which is a national arrangement that guarantees general
basic financial coverage. If these factors significantly reduce the impact
of the predicted re-familisation of care, it is possible that the effects of the
new policy are not the same for the entire population and that different
outcomes reveal increasing social inequalities. Alongside traditional so-
cio-economic stratification, a potential additional division has to be taken
into consideration here: the changing composition of the elderly popula-
tion in terms of ethnic origins. “Traditional” coping strategies, i.e. based
on family responsibilities, may be more prevalent among families of
non-Dutch origin (Yerden 2001; Poort et al. 2001).
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The liberalisation and the introduction of competition in the provision
of home care services and the personal budget arrangements are both
challenges to the formal care model and undermine its very nature.
First, the empowerment of the clients and the introduction of competi-
tion have in part transformed care into a commodity that can be pur-
chased in the market. The volume of home care services financed via
the AWBZ increased considerably during the period of the early 1990s
to the mid-2000s, even if individual costs have not, particularly since
2000 (Egging et al. 2008: 25-26). It seems that the cutbacks have had
more of an influence on the price of formal care (and possibly its quality)
than on the availability of that care. In fact, marketisation mainly con-
cerns the production side of care. By contrast, the allocation of benefits
continue to be based on citizenship and need. The centrality of the na-
tional scheme of social welfare and its high degree of regulation, to-
gether with its well-regulated labour market should reduce the impact of
marketisation.

As this discussion shows, besides the clear tensions, one should also
consider the possibility that there has been substantial resistance to any
change since the early 1990s. The pressures in favour of the familisation
and commodification of care are no doubt going to come up against size-
able resistance. In fact, the system of formal care is well developed and
part of a highly regulated and centralised institutional arrangement,
which implies that changes introduced via social policy in the 1990s
may not be as successful in transforming the system as has been
thought.

2.3 The Italian model

Although informal care of the elderly has always been crucial in every
type of welfare system, in countries like Italy it has a specific shape,
weight and meaning. The needs of the dependent elderly traditionally
have been met within the (extended) family, usually thanks to the unpaid
work of spouses, daughters and daughters-in-law, as has been documen-
ted by various empirical studies (Taccani 1994; Facchini 1996; Micheli
1996; IRER 2000). The legal responsibilities of family members in sup-
porting relatives have remained an important aspect of the care system
(Millar and Warman 1996; Saraceno and Naldini 2007; Naldini 2002),
in a context of weak policies.

2.3.1 Long-term-care policies in Italy

Compared to the Netherlands, Italian long-term-care policies are much
more fragmented, as a result of their historical development (for detailed
historical accounts see: Fargion 1997; Ferrario 2001; Giumelli 1994).
Charities, especially in the field of institutional (residential) care for the
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poor and the disabled, played a very important role since the second half
of the nineteenth century. The core of Italy’s social policy also after their
nationalisation in the 1890s, consisted of financially and politically con-
trolling these traditional and fairly rich institutions.12

During the Fascist regime under Mussolini, the institutionalisation
of so-called deviants and the disabled remained a key feature of social
policies through the activities of the (formally nationalised) religious en-
tities. Moreover, a series of new national ad hoc interventions that fo-
cussed on care were introduced between the two world wars that fa-
voured specific groups (war veterans, war orphans and, later on, “the
deaf”, “the speechless”, etc.). Newly established national institutes ad-
ministered specific policies, which were generally based on cash allow-
ances. By contrast, Italian municipalities played a marginal role with lim-
ited responsibilities in caring for the handicapped or elderly poor, in-
cluding those with no families to care for them.

Despite the new outlook of the post-WWII Republican Constitution,
Italian social policies until the late 1960s followed a consistent path: the
establishment of new national bodies, similar to those introduced by the
Fascists, merely added new “categories” of beneficiaries who were eligi-
ble for national cash benefits. Moreover, the policies that governed the
institutionalisation of the handicapped, elderly and children remained
intact. It was only in the 1970s, after regional institutions were put in
place and the decentralisation of competences in the domain of social
assistance that the idea of establishing regional and local social services
became part of the social and political debate. Nevertheless, the introduc-
tion of new policies was on a small scale and merely superimposed new
services over old interventions. As a result, social services developed, to a
limited extent, at the local level next to (but not connected to) national
allowances directed to specific “categories” of citizens. Finally, while the
national health system was being implemented in 1978, a similar social
welfare scheme failed to pass in Parliament. This contributed to separate
developments in the fields of social care and health care and to the
further marginalisation of social services and social support. Without a
national framework of legislation on social services, each region had to
adopt its own normative framework both in the domain of social services
implemented by local authorities (within a limited scope and with mini-
mal financing) and in the domain of health care policies, which were
relevant for establishing residential and home health care. The analyses
of social programmes and social expenditures show a clear North-South
divide regarding the degree of social policy development (Fargion 1997;
Labos 1992, 1994) as well as a fragmentation of social interventions in
these regions (Artoni and Ranci Ortigosa 1989; Da Roit 2001) and the
development of different health care models.

Despite important territorial differences, social interventions in the
domain of long-term care are generally limited. The supply of residential
care has traditionally been scarce: the national institutionalisation rate
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for the elderly has never been more than 2% of the population aged 65
and over, ranging from 1% in the south, to 1.5% in central Italy and 3%
in the north in the early 2000s (ISTAT 2002, 2006a; Bonarini 2002).
Despite a certain amount of growth, public home care services imple-
mented by local authorities have never reached more than 4% to 8% of
the elderly in some Northern regions to only 2% in some Southern re-
gions (ISTAT 2006b). Moreover, these services guarantee only a limited
number of hours of actual care per week in even the most developed
contexts. Although the home health care administered by local health
authorities may show a higher percentage of the elderly covered, it is
primarily aimed at providing either intensive short-term, post-acute care
or specialised support, as shown by the limited number of hours of ser-
vice delivered (Ministero della Salute 2005). Over all, home care services
do not represent a substantial alternative to either institutionalisation or
intensive informal care (Da Roit and Castegnaro 2004). Access to both
residential and home care is not considered a social right with access
limited by a variety of more or less formalised criteria that vary across
municipalities, regions and sometimes even providers. The costs of resi-
dential care may vary considerably across the country and are generally
quite high for end users (Da Roit 2009).

The only general policy that focuses on elderly dependents is a na-
tional cash allowance: the Indennità di accompagnamento (companion-
ship allowance). This measure was originally intended for disabled
adults, not the elderly. It was meant to supplement the means-tested as-
sistance that disabled adults receive and to be provided to those individ-
uals who have been assessed as disabled or “totally unfit for work” and in
need of continuous care, without regard to their incomes. Once ex-
panded in the mid-1980s to cover people aged 65 and over and due to
changing demographics, the benefit became increasingly used for the
dependent elderly. By 2007, in fact, circa 10% of people aged 65 and
over were receiving the Indennità di accompagnamento (Micheli and Rosi-
na 2008). This benefit actually represents the most important source of
welfare for elderly dependents. The budget spent on the benefit is equal
to half the resources that the national government deploys for social as-
sistance benefits and are overwhelmingly more important than any other
regional or local funding for social interventions (Da Roit 2009). The
benefit (472 euros in 2009) may be used in a discretionary way; benefi-
ciaries do not need to justify their expenses.

2.3.2 The debate in the 1990s

During the 1990s, the issue of elderly care entered the social and politi-
cal arenas, even if it was restricted mainly to the sector’s experts and
policymakers. The debate on long-term care policies echoed some of the
themes that were being heard throughout Europe: “maintaining older
dependent people at home as long as possible” and giving the users
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choice. However these slogans acquired a very specific meaning in the
Italian context, when the main problem that decision makers and gov-
ernment agencies faced was the containment of the demand for (already
scarce) residential care. In fact, while official government documents
claimed that the development of home care services were a valid alterna-
tive to institutionalisation (similar to developments in the Northern
countries, such as the Netherlands) these services were largely unavail-
able, inadequate and under-funded. On the other hand, developments
particularly in northern regions since the 1990s, show increases in resi-
dential care, as a result of the accreditation of private nursing homes that
were funded via health care funds and the conversion of care homes for
the elderly, previously dedicated to the care of the elderly with low or no
care needs (Da Roit 2007c; Da Roit and Gambino 2005).

Another response to the increasing pressure on social services was the
local policy that provided monetary support to elderly people still living
at home. Since the late 1990s, regional and local authorities, again
mainly in the central and northern regions, have tended to introduce
supplementary care allowances for low-income elderly dependents need-
ing intensive care. These measures were meant to reduce the demand
for both institutional care and home care services. The strategy, backed
up by arguments that were similar to those used in other contexts to
introduce cash-for-care allowances, was supposed to lead to more flex-
ibility, choice, and the empowerment of clients. The actual availability of
these new local cash-for-care benefits is dispersed across regional and
local jurisdictions and based on the application of diverse eligibility cri-
teria. Moreover, Italy’s local care allowances were not one solution
among many for the dependent elderly – as was the case in the Nether-
lands – but the sole solution in a context of very few available formal
services. These measures were also always means tested, regardless of
the specific eligibility criteria (Gori and Torri 2001). Although in some –
not all – cases, care allowances were supposed to be co-administered by
public officials and the family members of elderly dependents, the actu-
ality was that bureaucratic shortcomings meant that the benefits were
basically monetary transfers to the elderly and their families, with no
administrative oversight. Beneficiaries were ultimately free to spend
their local allowances in a discretionary manner. In other words, the lo-
cal response to increased needs was a simple monetary stipend similar
to the Indennità di accompagnamento but at the local level. This response
shows that the impact of these measures is basically very limited, espe-
cially considering their scant resources and the limited number of eligi-
ble beneficiaries (Da Roit 2007b).

Much of the national effort, in the second half of the 1990s, was dedi-
cated to developing new framework social service legislation.13 The par-
liament tried to come up with a more integrated social services policy in
Italy. However, several restrictions had a negative impact on this new
initiative.14 A commission set up to evaluate the “macroeconomic com-
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patibility of social expenditures” prior to the adoption of new legislation
recommended that the system of disability insurance be reformed and
proposed a scheme of protection in favour of dependent elderly. The
commission envisaged the institution of a national fund, which would
also include existing funding for the Indennità di accompagnamento that
could provide allowances and services for dependent people (Commis-
sione Onofri 1997: 19). However, new social service legislation intro-
duced in 2000 did not substantially reform the system of social welfare
for elderly dependents. The traditional division between national allow-
ances (namely the Indennità di accompagnamento) and the discretionary
local provision of services has, in effect, not been altered. A lot of empha-
sis was placed on the institutional arrangements and decision-making
processes, while the actual content of the social welfare measures ended
up being neglected. Only limited changes were made to the budget and
the social policies within the framework of social assistance remained
local efforts with some national monetary assistance. The additional na-
tional resources earmarked for reforms were very limited and, as well as
additional regional and local public and private resources (FORMEZ
2003). The traditional division between national allowances, which are
the basis of individual social rights and local provision of services, for
which no individual right is recognised, was maintained. As a result, the
new law led to very little innovation in the domain of care for elderly
dependents. Moreover, the 2001 constitutional reforms that introduced
the principle of individual rights to social services – to be set by the state
and ensured by regions and local authorities – has not yet been deployed
to any effect.

2.3.3 The development of private care

While Dutch social policies experienced a considerable transformation
in the 1990s, not much actually happened in Italy (Naldini and Saraceno
2008). Any changes that did take place, were likely not the result of any
government shifts in policy.

In the early 2000s, the issue of long-term care gained wider exposure
in public debate in Italy, which was largely due to significant increases in
the use of an immigrant labour force among the elderly living at home
(Castegnaro 2002; Gori, ed., 2002). This saw the emergence of a new
type of caregiver – the badante, a migrant woman who often co-habited
with an older dependent and provided round-the-clock assistance and
worked in the grey market without a residence permit. Migrant care
workers – predominantly from South America and Eastern Europe –

were hired directly by the elderly or family members, usually relying on
personal contacts, “informal” agencies such as volunteer organisations,
retiree or elderly associations, or networks of migrant workers (Da Roit
2002; Da Roit and Castegnaro 2004; Caponio and Colombo 2005;
Carchedi et al. 2003).
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Italy is a relatively recent immigration country and hosts increased
numbers of documented migrants as well as significant numbers of un-
documented foreigners,15 who are employed in the agricultural, indus-
trial and service sectors, with a particularly high concentration in the
domestic services sector (Colombo 2003). The vast majority of immi-
grants find their jobs via the underground economy, being encouraged
by periodical ex-post regularisations of undocumented migrants, the
general tolerance of the underground economy and the high demand
for care sector workers (Reyneri 2001; Naldini and Saraceno 2008).
Italy’s chronic inability to control the migratory flows plus the high de-
mand for foreign labour has led to countless legalisation processes for
many of these migrant labourers (Reyneri 2001; Barbagli et al. (eds.)
2004). The importance of the care provided by migrant women and the
peculiar characteristics of this market became more evident during the
period 2002 and 2003. New legislation on migratory flows was intro-
duced encompassing, on the one hand, more rigid regulations regarding
non-EU labour and, on the other hand, amnesty to numerous undocu-
mented migrants who were already working in Italy.16 While domestic
labour has always represented a significant proportion of the overall la-
bour force legalised during previous amnesty efforts,17 migrant care
workers became a key element in the debates that accompanied the
2002-2003 amnesty initiatives. Some 750,000 applications were sub-
mitted, half of which concerned domestic workers. When considering
that there were 224,000 registered domestic sector employees in 2002
(Inps, Osservatorio sui lavoratori domestici),18 the amnesty initiative let
emerge a vast grey labour force. The legalisation initiative was supposed
to establish basic employment and residency rights for the migrants, but
this motion encountered the same problems similar initiatives had had:
it was not comprehensive and did not have long-lasting effects. A consid-
erable number of care workers were unable to benefit from this initia-
tive. Many others were legalised but did not gain full protection regard-
ing working conditions, which remained in part unregulated. Consider-
able numbers lost their jobs after legalisation and often lost their resi-
dency permits (Da Roit and Castegnaro 2004; Mesini et al. 2006). A
new regularisation initiative was introduced as early as six years later, in
2009.

The current figures for migrant care workers are unknown due to the
nature of this situation. However, estimates range from 700,000 to
1,000,000 in the mid-2000s (i.e. 6 to 8 for every 100 people aged 65
and over) (Da Roit and Castegnaro 2004; Mesini et al. 2006; Simonazzi
2009). If these estimates are accurate, then migrant labourers outnum-
ber the formal social care sector employees ( 2005) and represent a true
“care drain” (Bettio et al. 2006).

Largely inadequate policy responses were put forward as a reaction to
a transformation of society and embraced the migrant caregiver model,
without sufficiently questioning traditional Italian care policies. At the
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national level, the issue of migrant care workers has mainly been framed
as a migration issue. At the regional and (above all) local levels, it has
been looked at as a “social care issue” within the limits of the traditional
models of intervention in this domain.

Italy does not have a clear long-term care policy, but with the emer-
gence of the migrant care work force, the Italian government has repeat-
edly treated long-term care as a problem related to migration policies.
The badanti were considered, as we mentioned above, a specific target
group for the 2003 amnesty initiatives and provided a specific quota in
the programmed yearly immigration flows. At the local level (and to a
lesser extent at the regional level), the recent debate on care for the el-
derly has clearly shifted to the need to “regulate” and “qualify” the exist-
ing unregulated care market, in an attempt to include migrants in the
local “network of services”. In fact, it is at the local level that the contra-
dictions of this arrangement clearly emerge. Several regions, provinces
and municipalities (predominantly in the central and northern areas of
the country) have introduced a set of ad hoc interventions, some of which
provide training for migrant care workers employed by families and
upon completion of the training, “accreditation”. A smaller number of
initiatives provide cash benefits to dependents for the sole purpose of
hiring a care provider on a regular contractual basis (see, for example, a
pilot programme introduced by Regione Veneto: Da Roit 2007b). Other
programmes facilitate the matching of the supply and demand for care
provided by domestic (predominantly migrant) workers through local
public or publicly funded agencies (see, for instance, in Lombardy: Mesi-
ni et al. 2006). In some cases, local initiatives combine the various
measures. These initiatives are severely limited. Firstly, attendance at
the training courses has been low as have the numbers of migrant work-
ers who have been accredited. The quality and qualification criteria cost
the care providers or their employers money that is not refunded or re-
imbursed. For instance, the hours spent in these training sessions are
not paid for. Secondly, these opportunities lead to higher expectations
among the care workers for improved pay and employment conditions,
as well as better jobs in the care sector, which cannot be wholly met and
thus undermine the need to retain these workers (Da Roit and Casteg-
naro 2004). Finally, it has also been shown that both the families and the
care providers are not that interested in the regularisation of the working
conditions (Mesini et al. 2006). Unless substantial economic incentives
become available to contract workers in the regular market, it is very
unlikely that families and workers will opt for this solution. Thus, we
have a situation where the limited resources for local projects under-
mine their chances for success. The persistent widespread prevalence of
grey labour and undocumented migrants, in turn, prevents local and re-
gional authorities from effectively reaching these workers and including
them in their public programmes.
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2.4 Emerging questions

In the domain of elderly care, the Dutch case represents a model that is
strongly dominated by formal care and a high degree of the socialisation
of the risk of dependence in old age. However, since the 1990s, ongoing
policy reforms have been introduced, which have led to sharp reductions
in the provision of formal care in institutions, along with the selection of
the more “needy” elderly for residential care eligibility. A strong empha-
sis was subsequently put on the development of home care arrange-
ments and policymakers explicitly called for more informal care and
more individual and family responsibility. Market principles in the pro-
vision of care services were explicitly fostered. Decentralisation and the
split of previously integrated functions have been at the core of the most
recent reforms. These different social policy initiatives – meant to con-
tain public expenditures, create more interdependence between family
members and empower the end users – raise the issue of the Dutch
care model shifting to a more marketised and more familised model. If
the above-mentioned developments represent clear sources of tensions
and possible stimuli for change, further investigation is necessary to de-
termine to what extent the care system has actually changed. Moreover,
the specific social processes that have either fostered or hindered these
transformations need to be highlighted.

The Italian case is quite different from that of the one we have de-
scribed for the Netherlands. Throughout the 1990s, it represented a
highly familised system of care for the dependent elderly that has resisted
changes in social policies. Unlike the Netherlands in the early 1990s,
Italy lacked a general social welfare scheme that would cover the risk of
dependence in old age. Long-term care interventions consisted of a com-
bination of different measures with diverse scopes, aims and institu-
tional arrangements that varied from region to region and from munici-
pality to municipality. However, the general picture is that of little
development in terms of long-term care interventions. Despite this
situation of inaction, important signs of change began to emerge in the
second half of the 1990s, with the rise of a specific care market that
involved many migrant workers being hired directly by families on the
grey market. The absence of any important social policy shifts and the
rise of new forms of care for the elderly raise some questions regarding
the conditions, motives and mechanisms underlying changes in welfare
systems. First, we should see to what extent recent developments repre-
sent shifts in the Italian care model and how they interfere with tradi-
tional care arrangements. Second, we need to appreciate which social
processes underlie these transformations, in other words, under what
conditions and due to which forces did the shift from a family-based
informal care system shift to a new model that embraced market care
arrangements. Finally, the social consequences of these transformations
must be explored.
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The empirical analysis presented in chapters three to six focuses on
the conditions, the extent and the mechanisms that underlie the changes
in the modes of production and allocation of care in the Dutch and Ital-
ian contexts.
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3. The Challenge of Dependence

3.1 Analysing dependence

Before we begin to analyse the transformation of how the care needs of
the elderly are handled in Italy and the Netherlands, we shall first look at
the extent to which dependence represents a challenge for the two socie-
ties. We shall further observe the trends in the incidence and distribu-
tion of dependence that can be found in the early-1990s to the early-
2000s period.

3.1.1 Population ageing and disability trends

Longevity has grown considerably in all Western societies over the past
decades; people in the West do indeed live increasingly longer lives. But
general health and one’s functional abilities tend to worsen with age.
Due to the simultaneous increase in life expectancy and the increase in
age-related chronic diseases and disabilities, a growing proportion of
Western populations suffers from the physical limitations in daily activ-
ities. As a consequence there is an increased need for care and assis-
tance.

The recent debates about the combined trend of increased longevity
coupled with the growing incidence of disability in old age has raised
the key question of whether the prolongation of life brings with it more
years of good or of bad health. According to the “expansion of morbidity”
theory (Gruenberg 1977; Olshansky et al. 1991), life expectancy has in-
creased due to a reduction in the fatality rate of those with chronic dis-
eases and not the decreasing incidence of such diseases. Thus, increases
in longevity should be associated with more years spent in poor health.
Meanwhile, Fries (1989) proposed a “compression of morbidity” theory,
which states that although the onset of chronic diseases is postponed,
the average maximum life span will not exceed a certain age. Morbidity
should thus be compressed into a shorter period at the end of life. Dif-
ferent scenarios arise when we try to combine these two opposing the-
ories. The “relative expansion of morbidity” hypothesis proposes a de-
crease in the ratio of healthy years to life expectancy in combination
with an increase in the number of healthy years. This hypothesis pre-
dicts a decrease in the ratio of unhealthy years to life expectancy com-
bined with an increase in the number of unhealthy years (Robine and
Mathers 1993). Despite some controversial empirical tests and various
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measurement problems,1 recent evidence tends to reveal some more op-
timistic results in this respect (Waidmann and Manton 1998).

Notwithstanding the importance of the developments in extending
mortality and morbidity, it must be acknowledged that people in devel-
oped countries will probably end up living a number of years with a dis-
ability towards the end of their lives. Increased longevity means that peo-
ple experience dependence in later life for relatively longer periods of
time than in the past. Moreover, epidemiological developments are not
the only relevant factors in identifying the magnitude and nature of the
challenge that welfare systems face with increased longevity. The ever-
increasing incidence of dependence is accompanied by a relative de-
crease in the proportion of the adult population. Between 1960 and
1990, the continuous increases in the adult population balanced the ef-
fects of ageing. However, since 2010, the ratio of the elderly to general
adult population is expected to rise sharply in most OECD countries (Ja-
cobzone et al. 1999), presenting welfare systems with even greater chal-
lenges.

Moreover, an ageing population entails an increased need for long-
term care in a context of declining availability of informal care, due to
the increasing labour market participation of older (women) workers,
new norms and attitudes towards care and intergenerational solidarity
and, in the long run, lower birth rates (Gaymu et al. 2008; Bouget 2003;
Attias-Donfut et al. 2002; Johnson and Lo Sasso 2006; Lundsgaard
2005; Sundström 1994). Therefore, an analysis based solely on epide-
miological developments would probably lead to an underestimation of
the socially and institutionally conditioned character of dependence in
old age and the challenges it poses to welfare systems.

3.1.2 Aims and methods

This section investigates the incidence and distribution of old-age de-
pendence in Italy and the Netherlands between the early 1990s and the
early 2000s. The examination provides the background for understand-
ing the pressures that this risk puts on each society, and for analysing
the transformations in the responses to care needs.

In order to answer these questions we use data provided by six sur-
veys: for the Netherlands the AVO surveys repeated in 1991, 1999 and
2003 (AVO91, AVO99, AVO03) and for Italy theMultiscopo Condizioni di
Salute surveys repeated in 1994, 1999-2000 and 2004-2005 (Consal94,
Consal99, Consal04). For the study, the dependence of the elderly was
operationalised as the (partial) limitation in being able to autonomously
carry out basic daily activities (ADLs) among individuals aged 65 and
over, such as moving inside and outside one’s home, taking care of
one’s personal care and hygiene. The analysis is conducted both at the
individual and family levels. At the individual level, we distinguish be-
tween independent, moderately dependent (unable to carry out one ADL
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or suffering some limitations in at most two ADLs) and severely depen-
dent individuals. At the household level, households scoring up to three
points on an ADL dependence scale are considered mildly dependent,
while those scoring at least four points are considered “severely depen-
dent”.2

We first look at the extent to which dependence represents a challenge
in the two countries and how much the pressure of this new risk has
increased over the period considered. Moreover, we consider the demo-
graphic, social and policy factors that might explain the differences and
the trends observed over time.

3.2 Dependence in Italy and the Netherlands

According to our data, throughout the early-1990s to early-2000s period,
dependence was much more widespread among the elderly living at
home in Italy than in the Netherlands. This is when we consider depen-
dence in a broader sense, which includes the moderately as well as the
severely dependent elderly, and in a stricter sense, which includes the
severely dependent ones only. However, due to distinct trends over time
a partial convergence can be observed.

3.2.1 Incidence and trends

In the early 1990s, people aged 65 and over who were living at home and
suffering from either moderate or severe limitations in their daily activ-
ities represented one-third of the total number of elderly in the Nether-
lands and one-half in Italy. Moreover, the percentage of the elderly suf-
fering severe limitations was 15% in the Netherlands and 28% in Italy
(table 3.1). These figures are consistent with the results of previous Euro-
pean comparative research that showed how unhealthy conditions and
disability among the elderly is not evenly distributed across Europe. In
1994, in the fifteen EU member states, 58.7% of the male population
and 66.4% of the female population aged 60 and over reported poor
health conditions. Among men, the proportion reporting poor health
was 70.6% in Italy and 40.0% in the Netherlands; among women it was
80.2% in Italy and 50.5% in the Netherlands. The prevalence of long-
term disabilities among women was 40.4% in the Netherlands and
45.5% in Italy; among men 49.8% in the Netherlands and 54.8% in Italy
(Huisman et al. 2003: 868).

By the early 2000s, the overall dependence rate had shown a decline
in Italy and an increase in the Netherlands, where an increase especially
in severe dependence can be observed. Notwithstanding this partly con-
vergent development, the proportion of the dependent and severely de-
pendent elderly in Italy remains significantly higher than in the Nether-
lands (table 3.1).
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Table 3.1 Dependence rate (*) and severe dependence rate (**) among elderly people
living at home. The Netherlands, Italy and Italian macroareas. 1991 (1994),
1999, 2003 (2004)
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The Netherlands 33.2 15.4 35.5 18.6 39.7 21.6

Italy 49.5 28.3 45.1 26.6 45.7 26.4

Italy: North 43.7 23.6 38.5 21.7 38.6 21.4

Italy: Centre 48.0 27.8 42.5 24.8 44.6 26.2

Italy: South 59.3 35.8 56.6 35.2 57.1 34.2

Source: elaborations on AVO91, AVO99, AVO03; Consal94, Consal99, Consal04

(*) percentage of people aged 65 or above with difficulties in carrying out at least one basic

activity of daily living

(**) percentage of people aged 65 or above unable to carry out more than one activity of

daily living

Table 3.2 Dependence ratio (*), severe dependence ratio (**), ageing ratio (***), The
Netherlands, Italy and Italian macroareas. 1991 (1994), 1999, 2003 (2004)
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The Netherlands 10.9 5.1 33.0 11.5 6.0 32.6 12.4 6.8 31.4

Italy 20.2 11.6 40.9 19.7 11.6 43.6 21.1 12.2 46.2

Italy: North 18.1 9.9 41.5 17.2 9.7 44.5 18.1 10.1 47.0

Italy: Centre 20.9 12.1 43.5 19.5 11.4 45.9 21.9 12.9 49.0

Italy: South 22.8 13.7 38.4 23.1 14.4 40.9 24.8 14.8 43.4

Source: elaborations on AVO91, AVO99, AVO03; Consal94, Consal99, Consal04

(*) population aged 65+ with difficulties in carrying out at least one basic activity of daily living

over population aged 35 to 64

(**) population aged 65+ unable to carry out more than one activity of daily living over popu-

lation aged 35 to 64

(***) population aged 65+ over population aged 35 to 64

Italy not only displays higher dependence rates but also a higher ratio
between the older and adult populations and therefore a higher ratio
between the (severely) dependent elderly and the general adult popula-
tion. At the beginning of the period we are studying, for every 100 peo-
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ple aged 35 to 64 there were ten older people with some limitations in
everyday activities in the Netherlands versus 20 in Italy. Moreover, the
ratio of the severely dependent elderly to the general adult population
was twice as high in Italy compared to the Netherlands: 5.1 in the Dutch
sample, against 11.6 in the Italian sample. Moreover, the gains in Italy
were derived from a slight decrease in the dependence rates throughout
this period and were, in any case, basically absorbed by the relative de-
crease in the number of younger Italians. In the Netherlands, the in-
crease in dependence rates among the elderly living at home was offset
by a slight decline in the ratio between the old and the young (table 3.2).

It is worth pointing out that the Italian data show considerable region-
al differences in the dependence rates. Dependence and severe depen-
dence rates are lower in the north, higher in the centre and highest in
the south. Actually, by the end of our research period, northern Italian
dependence rates were similar to those of the Netherlands, with a con-
siderable difference with the other two macro-regions (table 3.2). The
operationalisation of dependence is based on one’s self-reported ability or
inability to carry out a set of daily activities and does not include admin-
istrative definitions such as the entitlement to social benefits or disability
pensions. The regional disparities in the access to disability benefits
should, however, not be the cause for the differences in dependence
rates.3 (table 3.2).

3.2.2 Household dependence and family insertion of dependent
elderly people

In Italy, households with older dependents are much more common
than in the Netherlands. In the early 1990s, only 22% of Dutch house-
holds had at least one member aged 65 or over, while the figure was 35%
for Italian households. Moreover, the incidence of dependence in house-
holds was more than double in Italy (19%) and the incidence of severe
dependence three times higher (12%) than in the Netherlands (respec-
tively 8% and 4%). By the end of the 1990s, this situation had changed
slightly. By the end of our case study period, dependent elderly people in
households became slightly more common in the Netherlands (10%; 5%
for severe dependence). In Italy, the percentage of households with de-
pendents remained stable (18%; 12% for severe dependence). As a result,
the proportion of households in the early 2000s with severely elderly
dependents in Italy was still almost twice as high as in the Netherlands
(table 3.3).

The fact that someone is living alone or as part of a couple or as a
member of a younger household changes the situation for elderly depen-
dents, with regard to the degree of involvement of potential caregivers
and the demand for services. Even if informal support to elderly depen-
dents is provided not only within the same household but also from one
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Table 3.3 Households with at least one elderly member, with moderate and at severe
dependence levels (*). The Netherlands, Italy and Italian macroareas. 1991
(1994), 1999, 2003 (2004)
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The Netherlands 21.9 8.4 4.2 22.9 9.5 5.2 22.7 10.5 6.1

Italy 34.6 19.0 12.2 35.3 17.8 11.8 35.9 18.5 12.0

Italy: North 35.7 17.8 11.0 35.6 15.6 9.9 35.7 16.0 9.8

Italy: Centre 35.9 19.2 12.5 37.1 17.9 11.8 37.8 19.3 12.6

Italy: South 32.2 20.3 13.9 33.7 20.9 14.5 35.1 21.8 14.9

Source: elaborations on AVO91, AVO99, AVO03; Consal94, Consal 99, Consal04

(*) see appendix 1 for the operationalisation of household dependence levels

Table 3.4 Family insertion of men aged 65 and above by level of dependence, The
Netherlands, Italy. 1991 (1994), 1999, 2003 (2004)
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Single 10.8 13.3 15.0 12.4 14.5 15.3 13.9 16.6 18.5

Couple 54.3 56.7 56.7 51.5 53.4 51.4 51.6 54.0 52.3

Other 34.8 30.0 28.3 36.1 32.1 33.0 34.4 29.3 29.2
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Single 17.5 21.6 22.0 19.7 29.6 32.6 20.2 27.7 30.2

Couple 71.3 67.4 62.2 70.9 63.3 57.9 71.4 64.4 61.2

Other 11.2 11.1 15.9 9.4 7.0 9.5 8.4 7.9 8.5

Source: elaborations on AVO91, AVO99, AVO03; Consal94, Consal99, Consal04

household to another, a co-resident elderly dependent represents a great-
er risk for relatives (Broese van Grenou 1995). The majority of older men
in both Italy and the Netherlands live as one-half of a couple, with or
without other household members (respectively c. 50% and 70%). The
proportion of older men living alone is much lower in Italy (10%) com-
pared to the Netherlands (17%) (table 3.4). The proportion of women liv-
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ing alone is higher than that of men and considerably more important in
the Netherlands than in Italy (respectively c. 50% and 35%). It is worth
noticing that over the period considered, the proportion of severely de-
pendent elderly people living alone – men and women – increased in
both Italy and the Netherlands (tables 3.4, 3.5).

Table 3.5 Family insertion of women aged 65 and above with different degrees of
dependence, The Netherlands, Italy. 1991 (1994), 1999, 2003 (2004)
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Couple 30.3 26.1 23.1 28.9 23.5 19.5 30.0 24.8 20.1
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Single 50.7 59.8 58.9 52.2 61.6 62.6 51.6 61.3 61.5

Couple 39.9 28.8 27.8 39.8 30.1 28.0 41.7 31.2 30.0

Other 9.4 11.3 13.3 8.1 8.3 9.5 6.7 7.5 8.5

Source: elaborations on AVO91, AVO99, AVO03; Consal94, Consal99, Consal04

Thus, the increasing incidence of single elderly dependents represents a
considerable transformation in both countries.

3.3 Why are there more dependents in Italy than in the
Netherlands?

Data show that dependence among the elderly living at home is much
more common in Italy – where regional differences are evident – than in
the Netherlands, when we look at the prevalence of dependence both
among individuals and in households. What are the main causes of
these cross-national (and intra-national) differentials in dependence
rates? Other than epidemiologic factors – which fall outside the scope of
this study – three other factors can be distinguished from the literature:
different demographic structures; gender differences and social inequal-
ities in health. As dependence rates increase with age, the internal struc-
ture of the older population is important in determining the overall de-
pendence rate. A high prevalence of “older old” people among those
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classified as old is likely to raise dependence rates. Moreover, while mor-
tality rates are lower among women, women tend to experience more
severe health problems in old age. Women thus live longer than men
and live longer with a disability (Arber and Ginn 1993; Arber and Cooper
2000). Finally, there is evidence that socio-economic factors are impor-
tant in the explanation of health conditions in old age (Breeze et al.
1999a; Rahkonen and Takala 1998; Dahl and Birkelund 1997; Broese
van Groenou and Deeg 2000; Liao et al. 1999; Huisman et al. 2003;
Dalstra et al 2001).

3.3.1 Demographic structure and social stratification

Italy has experienced a far more advanced ageing process than the Neth-
erlands as reflected in internal composition of their elderly population,
especially the “oldest old”. In fact, in 2003, Italians aged 85 years and
over who lived at home comprised 9% of the total elderly population,
compared to 6% in the Netherlands. When we realise that dependence
rates have a positive correlation to age, the structure of the population
may account for part of the difference in dependency rates between Italy
and the Netherlands. However, this does not account for differences
within Italy as the three macro-regions have fairly similar age structures.
Moreover, the data show that there are considerable differences within
each age group in the disability rates between the Netherlands and Italy
but even more so between the Italian macro-regions (table A2.1).4

One’s educational level serves as an indicator of social inequality and
stratification; it has also proved to have a strong correlation to the health
conditions and levels of functioning among the elderly. Educational le-
vels among the Italian elderly (but not exclusively) population are much
lower than among the Dutch. In 2003, the proportion of Italians who
lived at home and had received a higher education in our sample was
8.5% in the 55-64 age group, 4.5% for those 65-74, and 3.4% for those
75+, compared to 21.5%, 13.0% and 10.5% respectively among the Dutch.
The percentage of elderly Italians living at home with low educational
levels was 70.4% in the 55-64 age group, 83.3% for those 65-74 age, and
88.8% for those 75+, compared to 16.6%, 32.0% and 45.2% respectively
among the Dutch. The differences in the educational levels among older
Italians per macro-region were rather small. (tables A.2.2 and A.2.3).
Thus, if education accounts for some of the differentials in dependence
rates between the Netherlands and Italy, this factor should not explain
the differentials in dependence rates between Italian macro-regions be-
cause they have very similar compositions.

The 2003-2004 data show that the elderly with lower educational le-
vels in both countries and across macro-regions in Italy are more depen-
dent and severely dependent compared to their higher educated counter-
parts within the same sex and same age group (tables 3.6-3.9). The
dependence rate of women aged 75 and over in the Netherlands, for in-
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stance, decreases from 69.4% to 54.6% and to 50.0% and that of older
men from 54.2% to 41.7% and 29.2% when we look at the lower- to mid-
and higher-educated groups. In Italy, the dependence rate of women
aged 75 and over decreases from 71.5% to 59.4% and to 50.0% and that
of older men from 57.6% to 42.4% and to 42.2% when we observe the
lower- to mid- to higher-educated groups (table 3.6). Similar patterns
were observed in the distribution for severe dependence (table 3.8). If
these data suggest that social and demographic factors account for some
of the dependence differentials between the two countries, there are cer-
tain persistent differences noted between age, gender and education
groups in the two countries; the dependence rates among the Dutch re-
main slightly lower than in the Italian sample (tables 3.6 and 3.8).

Table 3.6 Incidence of dependence (mild or severe) among older individuals, by sex,
age group and educational level (year 2003); Italy and the Netherlands

NL ITA

Educational level 65-74 75+ Total 65-74 75+ Total

Man Low 31.1 54.2 41.4 25.8 57.6 39.0

Medium 24.9 41.7 30.3 13.6 42.4 23.1

High 14.1 29.2 19.0 12.3 42.2 24.4

Women Low 39.7 69.4 55.1 37.5 71.5 54.8

Medium 30.4 54.6 39.8 23.0 59.4 36.3

High 35.0 50.0 41.7 17.1 50.1 29.0

Sources: elaborations on AVO03 (NL); Consal04 (IT)

Table 3.7 Incidence of dependence (mild or severe) among older individuals, by sex,
age group and educational level (year 2003)

North Centre South

Educational level 65-74 75+ Total 65-74 75+ Total 65-74 75+ Total

Man Low 19.1 49.8 31.6 23.8 55.3 37.5 36.4 69.7 50.3

Medium 10.9 34.6 18.2 14.6 32.4 20.0 19.2 61.2 36.1

High 8.7 35.7 20.3 13.1 45.5 28.2 16.6 52.1 28.2

Women Low 28.8 65.0 47.3 35.7 71.7 54.5 51.4 81.7 66.4

Medium 18.4 51.6 31.1 19.0 69.7 38.3 34.1 67.0 44.7

High 18.5 42.3 28.2 7.1 54.5 21.2 25.2 60.1 37.4

Sources: elaborations on AVO03 (NL); Consal04 (IT)

A similar pattern emerges when we look at the Italian macro-regions:
the higher the educational level, the lower the incidence of both depen-
dence and severe dependence in all three macro-regions. What is strik-
ing, however, is the much higher incidence of dependence and severe
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dependence, even within the different age, gender and educational sub-
groups when we compare the north with the centre and south. Among
lower-educated women aged 75 and over dependence is 65% in the
north, 71.7% in the centre and 81.7% in the south (table 3.7). The inci-
dence of severe dependence among the same subgroups is 27.5% in the
north, 33.4% in the centre and 43.1% in the south (table 3.9). These data
suggest that factors other than demographic and socio-economic compo-
sition of the population are at work in determining dependence rates.

Table 3.8 Incidence of severe dependence among older individuals, by sex, age group
and educational level (year 2003), Italy and the Netherlands

NL ITA

Educational level 65-74 75+ Total 65-74 75+ Total

Man Low 18.3 31.3 24.1 10.4 35.1 20.7

Medium 11.0 19.1 13.6 3.0 20.9 9.0

High 7.1 20.8 11.6 4.3 26.4 13.2

Women Low 22.8 46.6 35.1 17.0 49.7 33.6

Medium 11.8 28.1 18.1 9.5 36.0 19.2

High 22.5 31.3 26.4 6.4 32.8 15.9

Sources: elaborations on AVO03 (NL); Consal04 (IT)

Table 3.9 Incidence of severe dependence among older individuals, by sex, age group
and educational level (year 2003)

North Centre South

Educational level 65-74 75+ Total 65-74 75+ Total 65-74 75+ Total

Man Low 7.2 29.0 16.1 9.5 34.5 20.4 15.4 43.6 27.2

Medium 3.1 15.6 6.9 2.6 15.0 6.3 3.4 33.3 15.5

High 2.1 22.0 10.7 6.4 32.1 18.4 5.9 29.7 13.6

Women Low 12.1 42.3 27.5 15.7 49.5 33.4 25.1 61.3 43.1

Medium 7.5 30.9 16.5 11.2 47.1 24.9 11.7 36.4 19.6

High 6.9 33.1 17.5 2.8 29.7 10.8 9.4 34.8 18.3

Sources: elaborations on AVO03 (NL); Consal04 (IT)

The multivariate analysis confirms that the above-mentioned age, gen-
der and educational level factors all have a (statistically significant) influ-
ence on dependence, both in the Netherlands and Italy. A simple logistic
regression model shows that the chances of being dependent in the
Netherlands are higher for women and older age groups and they are
lower for individuals with a medium- or higher-educational level in all
three years of the survey. The results are the same for the Italian samples
in the same three-year period (table 3.10 for the Netherlands and table
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3.11 for Italy). When we take the macro-regions in the case of Italy into
account, we find that the chances of being dependent during this three-
year period in the centre and south are higher than in the north, also
when controlling for other socio-demographic variables. This confirms
what has been emphasised in the descriptive analysis: there are factors
at work in determining the higher incidence of dependence in the cen-
tre-south of Italy that go beyond the socio-demographic characteristics of
the population (table 3.11).

Table 3.10 Logistic regression models: factors affecting dependence among older
individuals in the Netherlands (in bold statistically significant results at the
0.05 level)

1991 1999 2003

95% C.I. Exp(B) 95% C.I. Exp(B) 95% C.I. Exp(B)

Sex Female 1.139 1.864 1.550 2.374 1.266 1.883

Age 65-74 (ref)

75-84 (ref) 1.673 2.749 1.837 2.835 1.833 2.748

85+ 3.541 12.599 4.247 10.242 4.475 12.183

Education Low (ref)

Mid 0.554 0.941 0.430 0.700 0.512 0.772

High 0.380 0.793 0.325 0.690 0.287 0.575

Constant 0.323 0.285 0.465

R2 9.6% 14.9% 13.3%

N. 1376 1853 1942

Source: elaborations on AVO91, AVO99, AVO03

Moreover, a logistic regression model has been used to investigate if
there is a significant difference in the chances of being dependent, both
in Italy and in the Netherlands, from one year to the other, indepen-
dently from the composition of the older population in terms of gender,
age and educational level. The results of the descriptive analysis are con-
firmed: in the Netherlands the chances for the elderly living at home of
being dependent have increased from 1991 to 2003 (while the parameter
is not significant for the year 1999) and in Italy for the elderly living at
home the chances of being dependent have decreased, independently
from changes in the structure of the population (table 3.12).

Finally, a model was used to observe the differences in dependence
rates between the Netherlands and the Italian macro-regions over time.
The results confirm that in the first year there was a statistically signifi-
cant increase in the chances of being dependent when one moved from
the Netherlands to any of the three Italian macro-regions, but even more
so in the south. However, in 2003, the chances of dependence in north-
ern and, to a lesser extent, central Italy are lower than in the Nether-
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lands, while in southern Italy they remain consistently higher (table
3.13).

Table 3.12 Logistic regression models: factors affecting dependence among older
individuals in the Netherlands, years 1991-2003 (in bold statistically
significant results at the 0.05 level)

Netherlands Italy

95% C.I. Exp(B) 95% C.I. Exp(B)

Sex Female 1.444 1.853 1.687 1.813

Age 65-74 (ref)

75-84 (ref) 1.967 2.536 3.014 3.252

85+ 5.115 9.171 9.963 11.575

Education Low (ref)

Mid 0.553 0.723 0.504 0.573

High 0.378 0.575 0.399 0.499

Macroregions North (ref)

Centre 1.194 1.315

South 2.205 2.389

Year 1991(nl)/1994(IT) (ref)

1999 0.827 1.133 0.663 0.738

2003 1.208 1.647 0.682 0.759

Constant 0.315 0.201

R2 13.2% 22.5%

N. 5171 33512

Table 3.13 Logistic regression models: the importance of the territorial variables, Italy,
years 1991-2003 (in bold statistically significant results at the 0.05 level)

1991/1994 1999 2003

95% C.I. Exp(B) 95% C.I. Exp(B) 95% C.I. Exp(B)

Sex Female 1.455 1.731 1.661 1.848 1.701 1.895

Age 65-74 (ref)

75-84 (ref) 2.899 3.502 2.592 2.900 3.147 3.515

85+ 8.061 12.285 8.605 10.620 10.399 13.067

Education Low (ref)

Mid 0.511 0.644 0.485 0.593 0.510 0.609

High 0.330 0.520 0.426 0.594 0.364 0.486

Country Netherlands (ref)

Northern Italy 1.164 1.547 0.837 1.052 0.555 0.698

Central Italy 1.335 1.838 1.015 1.297 0.726 0.928

Southern Italy 2.347 3.163 1.948 2.448 1.293 1.631

Constant 0.290 0.275 0.381

R2 21.1% 21.2% 23.7%

N. 10250 27154 27104
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These results confirm that dependence is associated with age, gender
and one’s educational level. The higher incidence of dependence in Italy
compared to the Netherlands can in part be explained by the different
(older, more feminised and lower-educated) composition of the older po-
pulation. However, other factors seem to determine the distribution of
dependence in Italy’s macro-regions, a decreasing incidence of depen-
dence in the northern and (to a lesser extent) central regions of Italy
over time and an increasing incidence of dependence in the Nether-
lands. Important roles in this respect include the respective country’s
past and present institutionalisation policies.

3.3.2 The role of (de)institutionalisation policies

Our analysis of the incidence of dependence among the elderly living at
home excludes part of the older population – the institutionalised elderly
– who is likely to have higher dependence rates. While the exclusion of
the institutionalised elderly from surveys in countries with very low in-
stitutionalisation rates will probably not result in a significant difference
in the calculated prevalence of dependence in the older population, this
is not the case in presence of higher institutionalisation rates.5 But this
is not just a computational problem. We are interested here in a specific
social policy item – the (de)institutionalisation policy and practices,
which determine the numbers and the characteristics of those elderly
living in institutions and those living at home – that should account for
more than just some of the differences (between contexts and over time)
in dependence rates of the elderly living at home and also contribute to
shaping the risk of dependence.

The proportion of the institutionalised elderly in the Netherlands, al-
most 10% of those aged 65 and over in 1984, had dropped to 6% by
2003 (Statistics Netherlands, StatLine). Moreover, while the decrease in
institutionalisation rates was particularly dramatic in care homes for the
elderly, the same phenomenon did not occur in nursing homes with its
more acutely dependent elderly. In 1984, the percentage of the elderly
who lived in elderly homes was 8%; this fell to 6.6% in 1991, to 5.4% in
1996 and to 5% in 1998. By contrast, nursing homes during the 1990s
showed a slight increase in absolute numbers of users, while the percen-
tage of the overall older population remained constant. In fact, in 1991,
nursing home residents comprised less than 3% of the population aged
65 and over and ultimately stabilised at ca. 2.5% in subsequent years (De
Klerk and Hessing-Wagner 1999: 135-6; De Boer et al. 2001: 190). The
enacted deinstitutionalisation policies both reduced the supply of resi-
dential services and selected more dependent users. The proportion of
the elderly living in institutions declined over time and their demo-
graphic details changed: they tended to be older and more in need than
in the past. Between 1990 and 1999, the percentage of people aged 85
and over increased to 2.6% in care homes and to 1.5% in nursing
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homes, while institutionalisation rates under 85 declined (de Boer et al.
2001: 194; Statistics Netherlands, StatLine). It has also been shown that
the care needs of nursing home residents increased in the 1980s and
stabilised in the 1990s (de Boer et al. 2001: 193-194), while the care
needs of residents in care homes continued to increase throughout the
1990s (De Boer and De Klerk 2006: 144; de Boer et al. 2001: 193; Tim-
mermans et al. 1997: 128; Schoemakers-Salkinoja and Timmermans
2001: 115).

The deinstitutionalisation policies thus resulted in two distinct pro-
cesses: the reduction in the percentage of institutionalised elderly and
an increased concentration of the more severely dependents in institu-
tions. Despite the fact that the first of the two processes speeded up dur-
ing the mid-1980s to early-1990s period, this had little effect on the level
of disability of those living at home since the more severely dependent
ended up in institutions. The proportion of the more severely dependent
elderly living in institutions began to decrease in the mid-1990s, as a
result of the fact that the “room to manoeuvre” the composition of the
instititutionalised became smaller (table 3.14). These processes are re-
lated to the previously observed increasing disability rates of those living
at home since the early 1990s, and particularly in early 2003.

Table 3.14 Population aged 65+ living in care homes and in nursing homes and
estimates of the population aged 65+ with severe disabilities (*) living in
care homes and in nursing homes as a percentage of the total population
aged 65+

1984 1991 1996 1998 2003

Living in care homes 8.0 6.6 5.4 5.0 3.5

Severely dependent in care homes 4.8 4.4 3.6 3.4 2.6

Living in nursing homes 2.0 2.5 2.5 2.5 2.5

Severely dependent in nursing homes 1.9 2.3 2.3 2.3 2.4

Living in institutions 10.0 9.1 7.9 7.5 6.0

Severely dependent in institutions 6.7 6.7 5.9 5.7 5.0

Sources: own elaborations on: De Boer et al 2001: 193-194; De Boer and De Klerk, 2006: 144;

Schoemakers-Salkinoja and Timmermans 2001: 115; Statistics Netherlands, StatLine; Tim-

mermans et al, 1997: 128

(*) The definition of “severe disabilities” used here is not immediately comparable with the

one used in the first part of the chapter relative to the population living at home and de-

pends on a different definition provided by the sources on which this estimate is built. In this

context it should be taken as a rough indicator of the increasing care needs of the institutio-

nalized population.

Institutionalisation rates in Italy, by contrast, have remained traditionally
low. There was an increase in the absolute numbers of the elderly living
in institutions throughout the 1990s. The number of people aged 65 and
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over living in care homes and nursing homes expandend from 175,931 in
1991 to 222,548 in 1999, an increase of 26%. However, because the po-
pulation was also ageing, the overall rate of institutionalisation remained
stable at 2.0% of those aged 65 and over. The significant regional differ-
entiation in institutionalisation rates is a consequence of the fact that
regional authorities are responsible for arranging and (partially) finan-
cing elderly homes and nursing homes. In fact, northern regions show
higher institutionalisation rates (3.2% throughout the 1990s into early
2003); while the central regions display an intermediate rate, but still
below the overall national average (1.5%), and the southern regions and
islands show the lowest rates (0.8%) (ISTAT 2002; 2006a). Despite the
stability of the institutionalisation rates during the period we studied,
there were some significant changes in the demographics of the elderly
living in residential settings. The transformation of existing care homes
into nursing homes that addressed higher levels of care needs signifi-
cantly increased the percentage of the dependent elderly who were insti-
tutionalised. The increases were particularly significant in the 1990s,
but continued thereafter as well. In 1991, for instance, less than half of
the elderly living in institutions were classified as “disabled” by ISTAT,
but by 2004, this proportion had risen to 63% by 1999 and 60% by
2004 (table 3.15).

Table 3.15 Population aged 65+ in residential care; percentage of disabled among the
institutionalised (*); and percentage of the population aged 65+ with
disabilities in residential care (*) as a percentage of the total population
aged 65+; Italy and Italian macro areas (1991-2004)

1991 1999 2001 2004

Italy Institutionalisation rate 2.0 2.1 2.0 2.0

% Disabled 46.8 63.3 66.1 70.2

Disabled in institutions /population 0.9 1.3 1.4

North Institutionalisation rate 3.2 3.2 3.1

% Disabled 69.7 77.2

Disabled in institutions /population 2.2 2.3

Centre Institutionalisation rate 1.5 1.5 1.5

% Disabled 48.6 57.3

Disabled in institutions /population 0.7 0.9

South Institutionalisation rate 0.8 0.8 0.8

% Disabled 44.4 46.3

Disabled in institutions /population 0.4 0.4

Sources: own elaborations on Istat 2002: 62, 64; Istat 2006a

(*)The definition of disability adopted here is elaborated by Istat and is not immediately

comparable to the one we have been using for the operationalisation of dependence. It

therefore only represents a rough indicator of trends in health and autonomy conditions of

the institutionalised population.
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Like the situation in the Netherlands, the composition of the institutio-
nalised continued to change throughout the 1990s. As a consequence, a
clear move towards the concentration of the dependent and severely de-
pendent people in institutions, by the late 1990s, there was a larger per-
centage of the elderly with at least some inability to perform some daily
activities than in the early 1990s living in institutions. The concentration
of the elderly dependent in elderly homes and nursing homes was no-
ticeably higher in northern regions, which also provided more residen-
tial care services than in central and southern Italy. Here not only the
percentage of the institutionalised elderly is lower, but the institutiona-
lised elderly also tend to be “less dependent” (table 4.18). In the south, in
2004, less than half (of the few of) the elderly institutionalised were “de-
pendent”. This has important consequences for the distribution of the
elderly with greater care needs between the home and institutions and
may help explain the different and diverging trajectory of the incidence
of dependence among the elderly living at home in the various macro-
regions. In 2004, the elderly with severe care needs who lived in institu-
tions in the north represented 2.3% of the older population, while the
percentage was much lower (0.9%) in the centre and the lowest (0.4%)
in the south (table 3.15).

These figures emphasise how institutionalisation policies and prac-
tices in the early 1990s contributed to the convergence of the incidence
of dependence among the elderly living at home in the Netherlands and
in northern Italy compared to Italy’s central and southern macro-re-
gions.

3.4 Conclusion

Dependence among the elderly living at home was much more common
in Italy than in the Netherlands in the early 1990s because of differences
in socio-demographic structures, social stratification and the traditional
features of institutionalisation policies. The percentage of the elderly
with (severe) dependence and the proportion of households with elderly
dependents were considerably higher in Italy. However, while the inci-
dence of dependence declined in Italy between 1994 and 2003, it in-
creased in the Netherlands between 1991 and 2003. Moreover, there was
a common trend in the two countries during this period with increased
percentages of older dependents living on their own – which was already
more prevalent in the Netherlands than in Italy.

In Italy, the percentage of (severely) dependent elderly people of the
total elderly population living at home declined slightly, although the ra-
tio between older dependents and the total adult population did not. De-
spite the fact that our analysis does not consider the duration of depen-
dence and its intensity in an elaborate manner – two aspects that are
likely to contribute to the pressure exerted on a care system – it does
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present a picture of relative stability during the period considered. How-
ever, considerable territorial differences do emerge in the Italian case.
The northern region had a lower (severe) dependence rate than central
and southern Italy in 1994 and even more so in 1999 and 2003. Given
the fact that the socio-demographic structure of the elderly is fairly simi-
lar, part of this difference may be due to various institutionalisation pat-
terns: residential services are relatively unavailable in the south, and are
more developed in the north and (to a lesser extent) in the centre. Dur-
ing the case study period the increased availability of residential care for
very dependent elderly people in the north – and not the south – played a
relevant role in the widening gap between the various macro-regions.

By contrast, the prevalence of (severe) dependence among the elderly
living at home in the Netherlands and the ratio of the elderly dependents
to the general adult population increased during the 1990s. The higher
incidence of dependence is probably related to the deinstitutionalisation
policies enacted during the 1990s. The ageing process was accompanied
by a reduced availability of space in residences and a higher concentra-
tion of heavily dependent elderly people in institutions. The second
trend eventually could no longer compensate for the first, which led to
an increase of the (severely) dependent elderly living at home.
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4. Changing Care Packages

4.1 Analysing changes in care packages

According to the literature on welfare models in the domain of care for
the more frail among the elderly, the Italian and Dutch cases should fit
into two distinct clusters. Italy, given its limited social services for elderly
dependents and considering the primary importance of the family as an
agent of welfare, represents a residual type of social policy with a famil-
istic bias. The Netherlands lies at the other extreme with its highly de-
familised system with universal access to long-term-care services. The
transformations that occurred during the 1990s and into the 21st cen-
tury should nevertheless call into question how much the Dutch case
continues to adhere to the model, especially in light of increased refami-
lisation and/or the commodification of the risk of dependence as a con-
sequence of major social policy changes. This trend should be reinforced
as care needs increased in the Netherlands during the period we studied
(see chapter three).

The main goal of this chapter is to analyse the importance of different
sources of support for households with older (dependent) persons. We
shall therefore look at the various sources of support available in Italy
and the Netherlands and their transformation during the early-1990s to
early-2000s period as a way of analysing the transformations the two
care systems underwent.

4.1.1 Care packages and welfare system transformations

The notion of care packages is drawn from studies on income packaging.
The tool of income packages was originally used to understand how so-
cial policy affected families. The proliferation of different schemes of
social protection made it increasingly difficult to evaluate the actual im-
pact of social policy on families. The first attempts were made in studies
on income support where welfare analysts referred to families as units of
analysis receiving “income packaging”, i.e. a specific combination of ser-
vices and income provided by various social policy measures (Rainwater
et al. 1986). Similarly, comparative studies on “child benefit packages”
place the family at the centre of the analysis and investigate the effects
of combining different care policies (Bradshaw et al. 1993; Bradshaw
1998). The resource packaging (of income or care) first emerged as an
analytical tool in order to better understand the complexity of social poli-
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cies and their impact on individuals and families. A few attempts have
been made to broaden the concept of packaging and thus include re-
sources from outside of social policy sources such as the market and
intra-family or inter-family solidarity. For instance, comparative welfare
research has employed income packaging to study the sources of sup-
port for the unemployed (Bison and Esping-Andersen 2000) and retir-
ees (Pedersen 2004). Although previous applications have mainly been
restricted to the combination of benefits coming from the sphere of re-
distribution, it is possible to extrapolate this basic idea to encompass all
of the welfare institutions. Maintaining individuals and families as units
of analysis allows one to look not only at the impact different social poli-
cies have on packages received, but also on the kind of support received
from other sources of support be it by means of reciprocity or market
exchange.

The assumption is that there is a strong relation between macro-wel-
fare arrangements and the ways in which individuals and households
find support in coping with specific risks and needs (Bison and Esping-
Andersen 2000). The main characteristics of the care regime should be
reflected by the micro-level packages, which, in turn, represents the ways
in which individuals and families mobilise different resources: informal
support, public or publicly organised services, market resources. The
prevalent source of support (or specific combinations of resources) re-
ceived by individuals and families in the different systems should also
differ.

4.1.2 Sources of support and packages

The first issue is whether Italy and the Netherlands in the early 1990s
actually fit into, respectively, the familist and the social service models.
The second question concerns whether the two models changed over
time, to what extent and in which directions. Because of some limita-
tions in the available data, these questions will be addressed by first look-
ing at the uses of three different sources of support – informal, formal
and commercial1 – and, subsequently, at various combinations of these
three. The level of analysis is the household where we shall look at the
type of help received by households with at least one older person dis-
playing varying degrees of dependence.

In the Netherlands, the universalistic defamilised elderly care model
should imply a (comparatively) limited amount of informal support for
the elderly in the Netherlands. Nonetheless, according to the hypotheses
on the effect of retrenchment policies we should notice an increase of
informal sources of support over time. In fact, the policy mechanisms
introduced in the 1990s were aimed at stimulating greater individual
and family responsibility. This also happened as the shift from more
costly residential care to less expensive domiciliary care occurred, which
relied mostly on inexpensive informal support. In Italy, it is usually as-
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sumed that family members will be the most important care providers
for their elderly dependent family member. Their ability to respond to
their care needs has seldom been questioned and the decreasing avail-
ability of informal care is seen more as a possible future development
than as a current issue.

Based on the characteristics of the two models, one would think that
home care services would be an important element in the care for the
elderly in the Netherlands and a more marginal one in Italy. But because
of policy changes that occurred over the course of the 1990s we should
observe a decline in this type of help in the Netherlands.

Commercial services should not account for a significant part of the
responses to the care needs of the elderly in the early 1990s in the two
contexts. Both in a familistic system and in a social services system the
level of paid care should be quite low. In the Dutch case, hypotheses
concerning the transformation of the system as a consequence of re-
trenchment policies suggest that a shift towards commercial services
should have taken place by the end of the period under consideration
here. On the other hand, the apparent growth of paid care in the second
half of the 1990s in Italy with the proliferation of migrant care workers
raises questions about the scope and characteristics of this development.

4.2 The Dutch trajectory

The Dutch data allow us to perform a detailed analysis of the various
sources of care available to households and how they were combined
during this period. Dutch questionnaires made a distinction between
(informal, formal and commercial) help with personal care and house-
hold assistance. This makes it possible to appreciate the sources of assis-
tance supplied in relation to the various degrees and types of needs as
well as the level of personal and physical involvement of the care provi-
ders. The importance of single types of support is analysed before we
present the results in relation to combined strategies (the care packages).

4.2.1 Informal care

With respect to informal care, the questionnaires distinguished between
assistance received by households from co-habitant relatives and non-co-
habitant members of a social network such as other relatives, friends
and neighbours.2 The help offered by other household members was
very limited both with respect to personal care and household tasks per-
formed during our case study period: only in 3% to 4% of all households
with at least one elderly member assistance was exchanged within the
household throughout the study period. This proportion is higher
among households with severe care needs, but is only 11% in 1991 and
9% in 2003. Interestingly, there seems to be a small increase in the per-
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centage of households with heavier care needs exchanging assistance
with personal care and a decrease in the percentage of households with
heavier care needs exchanging household assistance between the begin-
ning and the end of the period (table 4.1). The proportion of households
counting on informal support from non co-residents is fairly limited as
well, particularly with respect to personal care assistance. Only 2% to 3%
of the households with at least one older member received informal per-
sonal care from outside the household, while the proportion is 6% to
10% for household assistance. Informal support was expectedly more
prevalent, but decreasing, with more intense levels of need: the propor-
tion of households receiving personal care was 11% in 1991 and 1999
but only 3% by 2003 and the proportion of households receiving house-
hold assistance was 25% in 1991, 20% in 1999 but only 14% in 2003. A
decrease in the availability of informal care is apparent during the period
under consideration (table 4.2).

Table 4.1 Households with at least one person aged 65+ receiving informal help with
personal care and/or household assistance from members of the household,
by level of care needs (weighted cases), the Netherlands, 1991, 1999, 2003

Type of care received Care needs 1991 1999 2003

Personal care None 0.3 0.9 1.7

Medium 0.3 1.4 0.7

High 4.7 5.3 6.2

Total 0.7 1.5 2.2

Household assistance None 1.5 1.8 1.0

Medium 3.5 1.4 2.8

High 7.9 4.6 3.3

Total 2.7 2.0 2.0

Personal and/or hh care None 1.8 2.2 2.7

Medium 3.8 2.4 3.5

High 11.0 9.3 8.8

Total 3.3 3.0 4.0

N 1096 1472 1513

Source: elaborations on AVO91, AVO99, AVO03

These figures show no increase in the levels of informal care in the
Netherlands during the period of the early 1990s to the early 2000s.
Moreover, the information available on the number of hours of assis-
tance received by households with care needs suggests that non-cohabit-
ing informal care providers generally provide low intensity support. In
the three specific years we looked at 86% to 89% of the households
with mild or severe limitations received less than ten hours of household
assistance from all informal care providers per week; more than 50% of
the households received less than five hours per week.3
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If we look at the differences in levels of informal support based on the
educational level of the head of household – which is a rough indicator
of socio-economic status – we predictably find that households with low-
er levels of education are more likely to receive informal care provision,
even if the bivariate relationship is less clear for high levels of needs.
However, the proportion of households with lower care needs that are
supported by informal networks decreases over time for all educational
levels, also for the lower educated (table A3.14 presents the figures of
personal care or household tasks performed by non-household mem-
bers). When we look at the gender and age of the head of household,
type of household and level of need by means of a logistic regression
model, the educational level is not statistically significant except for
1999. The level of need is significant in all of the three specific years we
observed where households with higher care needs were more likely to
receive informal support (table A3.2).

Table 4.2 Households with at least one person aged 65+ receiving informal help with
personal care and/or household assistance from non members of the
household, by level of care needs (weighted cases), the Netherlands, 1991,
1999, 2003

Type of care Care needs 1991 1999 2003

Personal None 0.6 1.6 0.8

care Medium 1.6 3.1 1.8

High 11.1 11.2 2.9

Total 1.9 3.1 1.5

Household None 5.9 5.8 2.6

assistance Medium 14.9 13.0 8.8

High 25.2 19.7 14.2

Total 10.4 9.6 6.4

Personal care None 6.3 6.1 2.9

and/or Medium 16.2 14.4 9.5

household assistance High 27.8 25.0 15.9

Total 11.3 10.7 7.0

N. 1096 1472 1513

Source: elaborations on AVO91, AVO99, AVO03

Finally, in order to check whether the observed decreased availability of
informal care during this period was not caused by new compositions of
the elderly dependent population, we have controlled for some key char-
acteristics (age, gender and education of the head of household, type of
households and level of need): logistic regression results show that the
chances of receiving informal care in 2003, when controlling for other
variables, was indeed significantly lower than in 1991 (table A.3.3).
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These figures do not support the hypothesis of the re-familisation of
care in the Netherlands during the research period. In fact, they suggest
the declining importance of informal care as a source of support and a
concentration on neediest situations.

4.2.2 Formal care

In 1991, 16% of the households with at least one elderly person received
formal care: 6% of the households received help with personal care and
13% with household tasks.5 Among households with higher care needs,
the proportion that receives formal support peaked at 52% (32% received
personal care and 38% received household assistance). Twelve years la-
ter, however, the households with at least one elderly person receiving
formal help increased to 22% (9% received personal care and 19%
received household assistance). However, the higher coverage rate is
due to an expansion of home help rather than personal care services,
whose coverage rates, especially for the neediest households, actually de-
creased. Between 1991 and 2003, the proportion of households with
greater care needs receiving formal care decreased from 32% to 26% for
personal care, while it increased from 38% to 43% for household tasks
(table 4.3).

Table 4.3 Households with at least one person aged 65+ receiving formal help in
personal care and household assistance, by level of care needs (weighted
cases), the Netherlands, 1991, 1999, 2003

Type of help received Care needs 1991 1999 2003

Personal None 1.3 2.7 2.9

care Medium 6.5 10.0 9.3

High 32.3 34.4 25.5

Total 5.8 8.5 8.6

Household None 4.9 5.3 7.9

assistance Medium 22.2 23.8 26.8

High 37.8 40.4 42.7

Total 13.1 14.7 19.4

Personal care None 5.7 6.6 9.2

and/or Medium 24.7 28.0 29.8

household assistance High 52.4 53.0 50.6

Total 15.7 18.2 22.3

N. 1096 1472 1514

Source: elaborations on AVO91, AVO99, AVO03

The information concerning the intensity of the help received is not
comparable from one year to the other. If we consider the 2003 data, the
overwhelming majority of the households with a dependence situation
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(82%) received less than five hours of care with household tasks per
week and 14% received five to ten hours of assistance per week. Mean-
while, the frequency of personal care assistant visits (excluding nurses)
reached a significant number of times per week with 35% of households
with at least one elderly person with some problems performing daily
activities receiving one to two visits per week; 26% received two to six
visits per week; 30% received seven to eight visits per week and 9% re-
ceived more than eight visits per week (N=71).

The correlation between socio-economic circumstances and the access
to formal care is not very clear from the bivariate relation between the
educational level of the head of household and the receipt of formal sup-
port, particularly among households with greater care needs, where the
proportion of households receiving formal support is very high (c. 50%)
among all educational levels (table A3.4). Logistic regression results
show that this relationship is not statistically significant, except for
1999, when controlling for gender and age of the head of household,
type of household and level of needs. Interestingly, for the access to for-
mal services the need variable is the only statistically significant one (ta-
ble A3.5). When looking at the relation between the access to services
and the year of the survey, the chances of receiving formal help in 2003
are significantly higher than in 1991 (table A3.6).

These data suggest that an expansion of home care services in the
period did occur, even if it involved more household assistance than sup-
port in personal care and among those with less rather than more severe
care needs. Home care services appear persistently widespread through-
out the period: no actual retrenchment can be observed, despite some
signs of reorientation and reorganisation of the service supply.

4.2.3 Market care

Also in the area of market care, the surveys distinguish between two
types of services: help with personal care and help with household
tasks.6 While the variable “personal care” is defined in the same way in
all three observed years, a substantial break in the series concerns “help
with household tasks” between 1999 and 2003.7

According to these data, commercial services for personal care were
virtually non-existent in the Netherlands in all three of the observed
years (table 4.4). By contrast, household assistance was quite widespread
among households with older (dependent) people. In 1991 and 1999,
between 13% and 15% of all households with a dependent older member
received help with household tasks from commercial services, but only
2.5% attributed the use of these services to health and functional care
needs of the household members. Moreover, between 1991 and 1999,
no considerable changes seem to have taken place, either when consider-
ing the broader or stricter definition of market services. The 2003 data
are difficult to interpret compared to the first two years. If we assume
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that 2003 is closer to the “stricter” 1991 and 1999 definition, we observe
an expansion of paid services: 5.7% of the households with at least one
elderly member made use of paid services for household assistance
(10% among households with greater care needs) (table 4.4). Even so,
this source of support remains limited compared to formal help, which,
among the same group, reached 42% of the households.

The intensity of market-based household assistance is rather low: in
2003, 87% (but also 89% in 1991 and 90% in 1999) of the households
with some limitations purchased less than five hours of home care per
week.

Table 4.4 Households with at least one person aged 65+ receiving commercial help in
personal care and household assistance, by level of care needs (weighted
cases), the Netherlands, 1991, 1999, 2003

Type of help received Care needs 1991 1999 2003

Personal None - 0.2

Care Medium - 0.2 0.5

High - 0.7 -

Total - 0.3 0.1

Household None 12.4 (1.1) 10.2 (1.5) 2.4

Assistance Medium 20.3 (3.5) 17.1 (3.5) 8.8

High 15.0 (5.5) 13.8 (5.3) 10.0

Total 14.9 (2.3) 12.7 (2.5) 5.6

Personal care None 12.4 (1.1) 10.2 (1.5) 2.4

and/or Medium 20.3 (3.5) 17.4 (4.0) 9.0

household assistance High 15.0 (5.5) 13.8 (6.0) 10.0

Total 14.9 (2.3) 12.8 (2.7) 5.7

N. 1096 1472 1513

Source: elaborations on AVO91, AVO99, AVO03

When we look at the percentage of households that use commercial ser-
vices for personal or home care by level of education of the head of
household and level of need, as one might expect, there seems to be a
positive relationship between the use of commercial care and the educa-
tional level of older dependent people. However, from the bivariate dis-
tribution it also appears that greater care needs do not imply increased
use of commercial services, neither when we look at the broader defini-
tion of home care (as in 1991 and 1999) nor when we look at a narrower
definition as in 2003 (table A3.7). A logistic regression model confirms
these results as it displays a (statistically significant) influence of educa-
tion on the use of commercial services, while, on the other hand, the
parameters relative to the level of care are very similar for medium and
higher levels of need (table A3.8).
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4.2.4Care packages

Each household (or individual) may in fact receive care from one or
more sources of support, or receive none at all. Table 4.5 shows the care
packages at the household level received by Dutch households in the
three years we studied.8

Let us first consider assistance with personal care. In 2003, 73% of
households with greater care needs received no help with personal care
tasks. This may be partly due to the fact that some assistance is ex-
changed within the households; however, given the limited scope of
informal support in personal care exchanged within households with
heavy care needs (ca. 6% in 2003, see table 4.1), the proportion of house-
holds receiving no assistance at all is remarkable.9 Moreover, the propor-
tion of households receiving no assistance has increased over time. The
most important care package is comprised solely of formal services: al-
most one household with heavy care needs in four received formal care
services exclusively both in 1991 and 2003. By contrast, both the “infor-
mal” package and the “formal and informal” packages show a decline
over time, as a consequence of the reduced availability of informal care,
as previously observed: they respectively decreased from 4% to 1% and
from 7% to 2% between 1991 and 2003.

If we move to the area of assistance with household activities, the pro-
portion of households with severe care needs that are not supported by
any source of assistance is much lower (43% in 2003) but still consider-
able. Again the “formal” package is the most important one: it reaches
one-third of households with high care needs in 2003 (with a slight in-
crease with respect to the two previous years. The mixed “informal and
formal” package covers 7% of these households, which is similar to pre-
vious years and represents the second most important package together
with the “market” package in 2003. While the “formal and informal”
combination has maintained its significance during the period consid-
ered, the “market package” increase is difficult to assess, due to the
break in the series (see above). Up till now the picture is of a relative
stability of the packages over time. By contrast, the most important
change observable from the data is the relative decreasing importance of
the “informal” package, which concerned 17% of the households with
severe care needs in 1991 and only 6% in 2003.

Overall, the distribution of different care packages across households
shows how formal care has remained the keystone of the Dutch care
system for the elderly throughout the period considered, despite some
tensions expressed by the slightly decreased availability among the more
needy households. The importance of informal care – which was already
limited – has decreased considerably. Commercial support – which re-
mains restricted to help with household tasks and is barely present in
the area of personal care assistance – has increased slightly while re-
maining rather limited.
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Table 4.5 Household level care packages, the Netherlands, 1991, 1999, 2003

1991 1999 2003

Type of help

received

Type of package Low High Low High Low High

Personal No help 92.4 64.3 88.2 58.3 88.7 73.2

Care Informal 1.1 4.0 1.2 6.6 1.6 1.3

Formal 6.0 24.6 8.5 29.8 8.8 23.8

Market - - 0.2 0.7 0.5 -

Informal and formal 0.5 7.1 1.9 4.6 0.2 1.7

Formal and market - - - - 0.2 -

Informal and market - - - - - -

All - - - - - -

Household No help 47.0 (62.7) 29.9 (39.4) 50.0 (62.7) 36.2 (42.4) 61.1 43.1

assistance Informal 10.8 (11.6) 17.3 (17.3) 9.6 (10.1) 13.2 (13.2) 5.1 6.3

Formal 18.9 (18.9) 30.7 (30.7) 21.1 (21.6) 31.6 (32.5) 22.8 33.5

Market 19.2 (3.5) 14.2 (4.7) 15.3 (2.6) 10.5 (4.6) 6.5 7.1

Informal and formal 3.0 (3.2) 7.1 (7.1) 2.1 (2.1) 5.3 (6.6) 2.3 7.1

Formal and market - - 0.2 (-) 2.0 (0.7) 0.7 1.7

Informal and market 0.8 (-) 0.8 (0.8) 1.4 (0.7) - 0.7 0.8

All 0.3 (-) - 0.2 (0.2) 1.3 (-) 0.9 0.4

Personal care No help 45.1 (60.3) 24.6 (33.3) 47.4 (59.8) 25.8 (30.5) 58.9 37.7

and/or Informal 10.5 (11.6) 11.1 (11.1) 8.2 (8.9) 12.6 (12.6) 4.4 5.0

Formal 19.7 (20.0) 33.3 (34.1) 22.5 (23.3) 37.1 (39.1) 24.0 37.2

Market 18.6 (3.5) 11.9 (3.2) 14.6 (2.4) 8.6 (4.0) 6.2 5.9

Informal and formal 4.3 (4.6) 15.9 (15.9) 4.2 (4.2) 10.6 (11.9) 3.5 10.0

Formal and market 0.3 (-) 2.4 (1.6) 1.2 (0.2) 3.3 (2.0) 1.4 2.9

Informal and market 1.1 (-) - 1.6 (0.9) - 0.7 0.8

All 0.3 (-) 0.8 (0.8) 0.2 (0.2) 2.0 (-) 0.9 0.4

N. 312 101 431 151 433 239

Source: elaborations on AVO91, AVO99, AVO03

4.3 The Italian trajectory

The analysis of the Italian case suffers from some data limitations.
Although we can rely on the data from our surveys for formal and com-
mercial care, we are dependent on indirect evidence when it comes to
studying informal care. As a result, it is impossible to reconstruct the
full care package picture. We shall therefore look at the importance of
each single source of support for households and individuals as well as
the prevailing trends over time.
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4.3.1 Informal care

The lack of information on informal care in the Italian surveys used for
this study means we have to rely on previously published data of various
national surveys (ISTAT 1994; 2001; 2006c; Sabbadini 2002).10 These
data do not provide specific information on the informal help received
by households with elderly dependents. However, they offer some in-
sight via the figures of assistance received by Italian households with
elderly members. According to these data, informal support – encom-
passing a broad set of activities – received by households with at least
one elderly decreased sharply through the 1980s and 1990s. Italian
households receiving some informal assistance constituted 23.3% in
1983, 18.7% in 1990-1991, 14.8% in 1998, and 16.7% in 2003. Neverthe-
less, this declining trend did not include all types of households to the
same extent. Whereas the proportion of double-earner couples with chil-
dren receiving assistance was stable and that of single parents with chil-
dren receiving help decreased slightly, the decline in the proportion of
single elderly people receiving assistance is remarkable (from 48.6% in
1983 to 24.2% in 1998 and 28.3% in 2003). Moreover, most of the de-
crease occurred in the 1990s, with the proportion in 1990-1991 being as
high as 41.1% (table 4.6).

Table 4.6 Selected types of households that receive unpaid help from non-members of
the household in the last four weeks by type of household and type of help
(%). Italy 1983, 1990, 1998, 2003

Type of household 1983 1990 1998 2003

Single elderly person 48.6 41.1 24.2 28.3

At least one elderly person and no children 30.7 n.a. 16.0 18.4

Couple with children <14 (working mother) 30.9 n.a. 31.2 33.7

Couple with children <14 (mother: housewife) 20.2 n.a. 15.4 18.3

Single parent with children <14 38.9 n.a. 30.8 34.1

All households 23.3 18.7 14.8 16.7

Sources: Istat 1994: 285, 290; Istat 2001: 49; Istat 2006c

However, these figures refer to a broad definition of informal support,
which ranges from economic to health and care assistance. More speci-
fic data on informal assistance received for health care, personal care
and household activities are available for the beginning and the end of
the 1990s. In 1990, 20.1% of the households with at least one elderly
received unpaid help with personal care and 16.8% help with household
activities from the informal network11 (table 4.7). According to these
data, at the beginning of the 1990s, unpaid help with personal care and
household tasks was available to a larger proportion of households with
the elderly compared to the Netherlands. In fact, in 1991 Dutch house-
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holds with at least one dependent elderly receiving help with personal
care were 1.9% and those receiving help with household activities were
10.4% (table 4.2). Even considering the fact that the elderly in the Neth-
erlands were less in need of support compared to Italy, this difference
also accounts for a differently organised care model, which in Italy, as
was expected, was mostly based on family care.
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However, only eight years later in Italy the situation appears quite differ-
ent: in 1998 the households with at least one elderly (and with no chil-
dren) receiving personal care assistance decreased to 5.3% and those re-
ceiving assistance with household tasks decreased to 7.5%. The only two
available indicators for 2003 – proportion of households with the head of
household aged 65 to 74 and 75 and over that received unpaid health-
care, personal care and household activities assistance – show signs of
stability between 1998 and 2003 (table 4.7). As a result, the differences
between the two countries appear drastically reduced at the end of the
period: in 1999, 3.1% of the Dutch households with at least one elderly
received help with personal care (1.5% in 2003) and 9.6% household
assistance (6.4% in 2003) ( table 4.2). Although these trends are prob-
ably also affected by a slightly decreased dependence rate among elderly
Italians, they also underline the decreasing availability of informal care
in both countries. In the Italian case, where we saw that informal care
was a crucial resource in the early 1990s, this transformation is particu-
larly remarkable.

4.3.2 Formal care

In Italy, as one might expect, only a small proportion of households with
elderly people and of households with (severely) dependent elderly peo-
ple received formal care services, either for personal care assistance or
for assistance with household tasks. In 1994, 5% of households with at
least one elderly received personal care assistance, compared to respec-
tively 3.9% and 3.5% in 2003. The percentage of households with severe
care needs receiving personal care assistance was 15% in 1994, 14.4% in
1999 and 8.9% in 2003. No major changes – besides a decrease in the
availability of already scarce services – occurred during the period under
consideration (table 4.8). Nevertheless, these declining trends are clearly
influenced by different trends in territorial macro-areas and, probably, by
measurement problems. In the Italian surveys, not only was it difficult
to distinguish between personal care assistance from household assis-
tance, but also the questionnaires refer to different types of services re-
ceived by different (health and care) institutions. The definition of ser-
vices is itself vague and encompasses health and social care on both a
longer term and occasional basis. The difficulties in grasping the frag-
mented nature of home care services may explain why, especially in the
early 1990s, Italy’s southern regions show – contrary to expectations –

higher take-up levels than the northern regions. Therefore, instead of
interpreting developments throughout the 1990s as a further retrench-
ment of already under-developed services, it is more appropriate to speak
of stability at a very low level. This is different from the Dutch case,
where it is quite striking that over 50% of households with important
care needs were reached by different types of care services.
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Table 4.8 Households with at least one person aged 65+ receiving formal help in
personal care and household activities, by level of care needs (weighted
cases), Italy and Italian macro-areas, 1994, 1999, 2003

Care needs 1994 1999 2003

Italy None 1.0 0.6 1.0

Low 7.5 6.6 5.6

High 15.6 14.4 8.9

Total 5.0 3.9 3.5

North None 0.8 0.7 1.0

Low 6.4 7.1 6.5

High 14.5 20.8 9.5

Total 3.9 3.8 3.5

Centre None 0.6 0.6 1.0

Low 5.6 6.6 5.1

High 10.6 9.0 11.9

Total 3.6 3.6 3.4

South None 1.7 0.6 1.0

Low 10.1 6.1 4.9

High 18.3 12.6 7.3

Total 7.7 4.4 3.6

N. 7164 18905 18618

Source: elaborations on Consal94, Consal99, Consal04

Table 4.9 Households with at least one person aged 65+ receiving commercial help in
personal care, by level of care needs (weighted cases), Italy and Italian
macro-areas, 1999, 2003

Care needs 1999 2003

Italy None 0.5 0.8

Mid 6.8 7.3

High 13.2 9.8

Total 3.9 4.3

North None 0.6 0.6

Mid 7.1 7.1

High 20.3 10.8

Total 3.8 3.6

Centre None 0.1 1.3

Mid 7.5 8.4

High 15.2 14.0

Total 3.9 5.1

South None 0.7 0.6

Mid 6.1 7.1

High 8.7 7.4

Total 4.2 4.7

N. 18905 18618

Source: elaborations on Consal99, Consal04
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To summarise, the Italian data confirm the very small presence of home
care services and their low intensity as a source of continuous support in
the care of the elderly. In the Italian case, the formal care sector main-
tains its residual character and is also characterised by stagnation.

4.3.3 Market care

Information regarding private services in Italy was first gathered in
1999 and again in 2003. Two questions that were included in the ques-
tionnaires dealt with the presence of privately paid care assistants and to
the use of domestic help. In our analysis we refer to the first type of help
as “personal care” and the second type as “household assistance”, despite
the fact that the boundaries between the two are quite ambiguous, as
care assistants and home help may end up performing household tasks
as well as care tasks.

Commercial personal care services, are quite different from those in
the Netherlands where they are practically nonexistent, and represent an
important source of assistance for Italian households in both 1999 and
2003: 4.3% of all households, 7.3% of households with moderate care
needs and 9.1% of households with severe care needs received paid care
(table 4.9). Moreover, when we look at household assistance the percen-
tages are even higher: 12.3% of all households, 14.7% of households with
low-level care needs and 18.8% of households with severe care needs (ta-
ble 4.10). The level of use of private services for household assistance is
not only higher than in the Netherlands, also when we consider the
broader definition of household assistance as something not necessarily
linked to pre-existing specific care needs. Interestingly, and quite differ-
ent from the Dutch case, paid household help seems to be related to the
level of need of a particular household. If this may be expected for care
services, it raises some questions with respect to household help. In the
Dutch case, we have observed that when we used the broader definition12

the rates of use of these services did not correlate with the dependence
level, and when we used the narrower definition they did. It is interest-
ing to note that in the Italian case, despite the fact that a broader defini-
tion of home help is used, the purchase of these services seems to corre-
late with the level of need. In fact, in 2003, when 9.4% of households
with an elderly member without disabilities (which is similar to Dutch
figures for 1991 and 1999) were receiving household assistance, the pro-
portion increased to 14.7% among households with moderate care needs
and to 18.8% among households with severe care needs (table 4.10).
This indicates either that in the Italian context there is a possible overlap
of functions between personal care assistance and household assistance
(see above) or, more generally speaking, that commercial household as-
sistance fills gaps produced by care needs that are not taken care of with
the same type of assistance in the Netherlands, where, in this domain,
there is a much broader level of support provided by social services.
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Table 4.10 Households with at least one person aged 65+ receiving commercial
household assistance, by level of care needs (weighted cases), Italy and
Italian macro-areas, 1999, 2003

Care needs 1999 2003

Italy None 9.4 9.4

Mid 13.4 14.7

High 15.2 18.8

Total 11.4 12.3

North None 9.2 8.6

Mid 14.2 14.8

High 16.1 19.4

Total 11.4 11.5

Centre None 10.7 11.9

Mid 13.8 16.4

High 13.7 19.9

Total 12.2 14.3

South None 8.6 9.1

Mid 12.1 13.7

High 15.2 17.9

Total 11.0 12.2

N. 18905 18618

Source: elaborations on Consal94, Consal99, Consal04

Table 4.11 Households with at least one person aged 65+ receiving commercial help
with personal care or household assistance, by level of care needs (weighted
cases), Italy and Italian macro-areas, 1999, 2003

Care needs 1999 2003

Italy None 9.6 9.9

Mid 17.0 19.7

High 21.1 24.9

Total 13.5 15.1

North None 9.5 9.0

Mid 17.9 19.6

High 24.5 27.6

Total 13.3 13.9

Centre None 10.8 12.6

Mid 17.9 21.8

High 23.7 27.9

Total 14.4 17.5

South None 9.0 9.6

Mid 15.5 18.6

High 18.4 22.0

Total 13.2 15.4

N. 18905 18618

Source: elaborations on Consal94, Consal99, Consal04
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Notably, Italian households with dependence problems purchased a con-
siderable amount of hours of care. In 2003, 24% purchased up to ten
hours of personal assistance care; 16% purchased between 10 and 20
hours; 30% purchased between 20 and 30 hours and 30% more than 30
hours. Moreover, the amount of hours of assistance purchased is quite
high also when one considers household assistance: if 36% of the house-
holds with at least one elderly dependent purchased less than five hours
of household assistance per week in 2003 and 21% purchased between
five and nine hours per week, the percentage of households purchasing
more than 20 hours of household assistance per week comes to a high of
25%.

The bivariate correlation between commercial assistance and educa-
tional level of the head of household is quite clear, particularly when we
consider commercial household assistance (A3.9-A3.11). However it is
worth noting that the proportion of households that seek commercial
personal assistance is also relatively high among the less educated. In
1999, 13% of the households in the lower and intermediate educational
groups with high care needs were using commercial personal care, com-
pared to 20% in the higher educational group. In 2003, the proportion
of low educated households with high care needs that hire a care assis-
tant was 10%, compared to 16% and 7% respectively among the medium
and higher educated groups (table A3.9).

The results of a logistic regression model controlling for the age and
gender of the head of households, for the type of household, level of
need and geographical area, show that the chances of personal care ser-
vices being purchased increase for households with higher-educated
head of households, singles and households with greater care needs (ta-
ble A3.12). Similar results are found when we look at the determinants
that lead to the purchase of commercial household services (table A3.13).
It is worth noting that in both cases, the territorial variable was not sta-
tistically significant.

While it is clear that market-based services were an important source
of support among older Italians in the late 1990s-early 2000s, we do not
have comparable data for the early 1990s because national statistics re-
garding paid help have only been kept since the second half of the
1990s.13 This leads to two hypotheses regarding the Italian situation.
Either Italy has long been a system that is based on commercial services
for the care of the elderly or it has changed in this direction over the last
few years. Much evidence points to the second hypothesis. Research on
care for the elderly conducted until the early 1990s rarely mentions the
issue of private care. This is true for both quantitative and qualitative
analyses reviewed for this study. A regional survey conducted in 1991 in
Lombardy (IRER 1991) included a question concerning the types of stra-
tegies families would adopt in a critical situation. Open questions ad-
dressed the solutions to care problems related to children and elderly
family members.14 The solutions given by the interviewees were reorga-
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nised into a typology “along a continuum of reciprocity” (Micheli 1991:
73) consisting of the internalisation of care within the household; care
provided through the extended family; market services; formal home
care and territorial services; institutionalisation. While respondents did
take into account market options in the field of childcare (“I would hire a
babysitter”), they did not mention paid care for the frail elderly: market
services did not appear to be a viable option. Commercial services ap-
peared in research reports in the mid-1990s. A study conducted in 1994
on a non-representative sample of older dependents released from a hos-
pital in Milan showed that formal and market services – not distin-
guished15 – represented a relatively important source of support, but
only for very specific tasks (i.e. nursing, physiotherapy and injections)
and, to some extent, for household services.16 Formal and market ser-
vices together played a marginal role in the areas of care and supervi-
sion17 (Ciorli and Della Croce 1994: 116-117). A qualitative research study
on care giving to elderly dependents conducted in the early 1990s
showed that paid assistance tended to be limited to helping out the
main informal caregiver and in some rare cases – when female informal
caregivers were unavailable – in performing duties coordinated by a fa-
mily member (Taccani, ed. 1994). Finally, the key informants report the
phenomenon of the “badanti” (foreign caregivers for dependent elderly
people) as a relatively recent one, since the late 1990s.

4.4 A comparative overview

Table 4.12 summarises the results discussed this far and highlights the
proportions of households with different levels of care needs that re-
ceived informal, formal or market assistance in the two countries be-
tween 1991 (1994 for Italy) and 2003-2004.

In the early 1990s, informal care provided by non-members of a
household was a much more important source of support among Italian
households than among Dutch households. Even considering that three
times as many Dutch households with at least one elderly dependent
had severe care needs (see chapter three), the difference between 1.9%
Dutch households receiving informal help in personal care and 20.1% of
their Italian counterparts remains striking. Less striking were the differ-
ences in the area of household assistance. These figures confirm sub-
stantial differences in the importance of informal support in the two
contexts at the beginning of the period considered, consistent with the
characteristics of the two care models. Nevertheless, the picture by the
end of the period studied appears considerably different, particularly in
Italy. There is evidence that during the 1990s informal care underwent a
dramatic rescaling, particularly with respect to personal care: households
with elderly members receiving informal help with personal care com-
prised no more than 5.3% in 1999 and there is no reason to believe that
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Table 4.12 Households with at least one older member (65+) receiving different types of care, by level
of care needs (%). The Netherlands and Italy, 1991-2004

Informal care from non-members of the households NL91 NL99 NL03 IT91 (*) IT99 (*) IT04

All households Personal care 1.9 3.1 1.5 20.1 5.3

Household assistance 10.4 9.6 6.4 16.8 7.5

Total 11.3 10.7 7.0

Low level of care needs Personal care 1.6 3.1 1.8

Household assistance 14.9 13.1 8.8

Total 12.2 14.4 9.5

High level of care needs Personal care 11.1 11.2 2.9

Household assistance 25.2 19.7 14.2

Total 27.8 25.0 15.9

Formal care NL91 NL99 IT94 IT99

All households Personal care 5.8 8.5 8.6

Household assistance 13.1 14.7 19.4

Total 15.7 18.2 22.3 5.0 3.9 3.5

Low level of care needs Personal care 6.5 10.3 9.3

Household assistance 22.2 23.8 26.8

Total 24.7 28.0 29.8 7.5 6.6 5.6

High level of care needs Personal care 32.3 34.4 25.5

Household assistance 37.8 40.4 42.7

Total 52.4 53.0 50.6 15.6 14.4 8.9

Commercial care NL91 NL99 IT94 IT99

All households Personal care - 0.3 0.1 3.9 4.3

Household assistance 14.9 (2.3) 12.7 (2.5) 5.6 11.4 12.3

Total 14.9 (2.3) 12.8 (2.7) 5.7 13.5 15.1

Low level of care needs Personal care - 0.2 0.5 6.8 7.3

Household assistance 20.3 (3.5) 17.1 (3.5) 8.8 13.4 14.7

Total 20.3 (3.5) 17.4 (4.0) 9.0 17.0 19.7

High level of care needs Personal care - 0.7 - 13.2 9.8

Household assistance 15.0 (5.5) 13.8 (5.3) 10.0 15.2 18.8

Total 15.0 (5.5) 13.8 (6.0) 10.0 21.1 24.9

Sources: elaborations on AVO91 AVO99 AVO03; Consal94 Consal99, Consal04

(*) Istat 1994: 285, 290; Istat 2001: 490; Sabbadini 2002: 352

the situation in 2003 had improved, as shown by our figures for Italy. In
the Netherlands we observed a similar reduction in the availability of
informal care, particularly among households with heavier care needs:
Households with heavy care needs receiving informal personal care as-
sistance decreased from 11.1% in 1991 (11.2% in 1999) to 2.9% in 2003,
while those receiving household assistance decreased from 25.5% in
1991, 19.7% in 1999 and 14.2% to 2003. When we looked at the number
of hours of informal assistance received (household help) we did not
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notice an increase in the intensity of this type of support over time. As a
result, the Dutch data do not corroborate the re-familisation of depen-
dence hypothesis. At the end of the period studied, the support received
by older dependents appears to have decreased and converged in the two
cases, at least in terms of the coverage rate of this type of assistance.18

The take-up rates of home care services were, as expected, much high-
er in the Netherlands than in Italy in the early 1990s. The difference is
particularly striking when we look at households with heavier care
needs. The coverage rate for all services (from personal care to house-
hold assistance) was 52.4% in the Netherlands in 1991 versus 15.6% in
Italy in 1994. In both cases, there seems to be a relative overall stability –
or to some extent a readjustment – of this type of support over time. In
Italy, the coverage rate actually decreased during the period considered.19

In the Netherlands, if we look at all households with at least one elderly
member, we observe an increase in the coverage for both personal care
and household assistance. However, this increase concerns the help re-
ceived by households with lower care needs (from 24.7% in 1991 to
29.8% in 2003) and the household assistance received by households
with greater care needs (from 37.8% in 1991 to 42.7% in 2003). By con-
trast, we see a decreasing coverage rate for personal care assistance
among households with heavier care needs (from 32.3% in 1991 to
25.5% in 2003). Moreover, it is not just the prevalence of formal services
that is so much lower in Italy, but also the intensity of the care provided
compared to the Netherlands.

If we consider personal care and household assistance together at the
end of the 1990s, the shift toward commercial assistance among house-
holds with older members is quite similar between the Netherlands and
Italy. However, while commercial services are negligible in the area of
personal care in the Netherlands, they comprise 4% of the older house-
holds in Italy (and 13% of the older households with heavy care needs).
Moreover, Italian households tend to buy a relevant number of hours of
this type of care. Also the recourse to commercial household assistance
differs between the two countries. When we consider a broad definition
of commercial home assistance, the proportions of households involved
are quite similar in Italy and the Netherlands at the end of the 1990s:
respectively 13.5% and 12.8%. However, the data suggest that the re-
course to these services is much more connected to the presence of care
needs in Italy than in the Netherlands. In the Netherlands, household
assistance is as widespread among households with at least one older
member as among households with heavy care needs, suggesting that
dependence does not account for recourse to household assistance. In
Italy it is quite different: the use of commercial services appears much
more related to dependence, as the proportion of households receiving
household assistance increases with an increase of care needs. More-
over, the number of hours of assistance purchased by Italian households
is substantially higher than by Dutch households. Indirect evidence sug-
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gests that the importance of market care in Italy increased considerably
throughout the 1990s.

4.5 Provisional conclusions and open questions

Our analysis of the different sources of support for older dependents
confirms that, in the early 1990s, Italy and the Netherlands represented
two distinct care models. While in Italy, informal care was the most im-
portant response to care needs and formal and commercial services
played a marginal role, in the Netherlands, with formal care being the
main source of support, next to important, but comparatively limited,
informal support and to commercial assistance not specifically focused
on care needs but rather on household assistance. However, develop-
ments in social policy should imply a development of paid care and in-
formal care in the Netherlands with no major changes in Italy, but the
previous discussion shows that the trajectories of the two care systems
differ considerably from expectations.

According to our data, dramatic changes occurred in the Italian con-
text: the care system, traditionally based on (extended) family support to
elderly dependents, seems to have shifted to a mixed market and infor-
mal support system in a relatively short period of time. One of the main
findings is that territorial differences during this shift were limited. By
contrast, continuity characterises the Dutch case. Not only did the mar-
ket have a limited amount of development – confined, in any case, to
household assistance – but the decreasing importance of informal care
was coupled by constantly high coverage rates of formal services. It is
true that formal support increased among households with lower need
levels and in the field of home help, and was less able to respond to
increasing personal care needs. Nevertheless, these changes may be in-
terpreted as signs of tensions and care system adjustments, rather than
trajectory shifts as is the case for Italy. Our data for the Netherlands stops
in 2003, so it does not reflect more recent care policy shifts. The most
recent care sector reforms separated the provision of household assis-
tance from the more general long-term-care scheme, a development that
merits further monitoring in the future.

The resilience of the Dutch formal system and the market shift of the
Italian system need to be investigated further. In fact, quantitative analy-
sis has shown tendencies and trajectories of the two systems that need to
be interpreted in light of the social mechanisms underlying the con-
struction of care packages. In the next two chapters, we shall concentrate
on mechanisms that might explain these two opposing tendencies.
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5. Care Packages in Practice

5.1 Disentangling care packages

In chapter four, we showed that significant changes occurred in the Ital-
ian care system throughout the 1990s, whereas more limited adjust-
ments took place in the Netherlands. This is the starting point for the
next two chapters, which will discuss the nature of the tensions in each
of the two care systems and the mechanisms underlying change and
stasis. A micro-level of analysis and qualitative data are used to look at
the stakes connected with long-term care and at the social mechanisms
based on which the care packages are constructed.

5.1.1 The qualitative study

The analysis proposed in these two chapters is based on a qualitative
study conducted in the period 2003-2004 in Milan and Amsterdam. Be-
sides interviews with key actors and the examination of relevant docu-
ments, interviews were carried out with caregivers of elderly depen-
dents, based on 70 cases of elderly dependents, 35 in each city. The
sample includes ten cases of elderly dependents living in an institutional
environment in both Milan and Amsterdam and 25 cases of elderly peo-
ple living at home, either alone or with others. For each case, the main
(informal) caregiver of the elderly dependent was interviewed, some-
times along with other informants and, when possible, the elderly de-
pendent as well. In all, more than 100 interviews were conducted. The
interviewees were contacted and recruited via care organisations, un-
ions, associations, and other key informants. The caregivers interviewed
were asked about both past and present conditions for elderly depen-
dents and the changing care arrangements over time. Besides factual
information concerning the care needs and care packages, the questions
represented how the “problem” of dependence emerged and was de-
fined, who – the relevant household actors, the family, the broader infor-
mal network, social services and other collective actors – took part in this
definition and in the decisions concerning the care arrangements, how
and when specific decisions concerning the care arrangements were ta-
ken.

Considering the relevance of the phenomenon of private care pro-
vided for by migrant workers in Italy, 15 additional interviews were con-
ducted in Milan with foreign paid caregivers of the elderly. Care workers
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were recruited either through the elderly themselves or family members,
through local organisations and associations or via other migrant work-
ers. In our sample, all 15 interviewees were women; most of them were
between their late thirties and early fifties; in most cases, they were mar-
ried, separated or divorced and had one or more children. Most of them
came from Eastern Europe, some from Southern America and Asia.
Their educational level, consistent with earlier research findings in this
area, was quite high. Most of the interviewees were working as fulltime
live-in caregivers while only two worked part-time and lived indepen-
dently. The migrant workers were asked about their living conditions
prior to migration, their migratory experience, the ways they looked for
and found jobs, their working conditions and their relations to the el-
derly as well as their own relatives, motivations and future plans.1

5.1.2 Looking into care packages

The quantitative analysis assumed the existence of three types of care
resources (formal, informal and commercial) with similar contents and
meanings in the two contexts. However, this assumption needs to be
addressed. In order to understand the nature of a care system and its
transformations we need to qualify both the actual content of the care
packages and the logic that underpins their production and allocation.
In this chapter, we shall concentrate on the actual content of care
packages and their connections within given institutional frameworks,
in order to supplement the results of the quantitative analysis and over-
come its limitations.

Different combinations of resources prevail among elderly depen-
dents living at home. The quantitative analysis suggested that one type
of support tends to prevail in care packages. Besides the three distinctive
packages based on a single resource – formal, informal and commercial
– the mixture of different types of care appears quantitatively less rele-
vant, particularly in the Dutch case. Our qualitative data confirm this
view. Even though the most common situation is that of a mixture of
resources, each package tends to exhibit a strong prevalence for one type
of care that is possibly supplemented by others. In what follows we shall
highlight the characteristics of (mainly) formal, informal and commer-
cial care packages available to the elderly living at home in Milan and
Amsterdam. Moreover, we shall look at the characteristics of the institu-
tional care packages in the two cities.

This analysis2 will also serve as a background for the next chapter,
where we shall move to the analysis of the mechanisms underlying the
construction of welfare packages, in order to identify stakes, relevant ac-
tors at the micro- and meso-level and diverse outcomes.
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5.2 Formal home care packages

The first packages available to the elderly living at home is characterised
by the prevalence of formal support, i.e. services publicly funded and
organised even if sometimes provided by private not-for-profit or for-
profit organisations. While the formal care package is one important
form of response to elderly care needs in Amsterdam, it is absent in the
Milanese sample.

5.2.1 The content of formal home care packages in Amsterdam

In 15 out of 25 cases of elderly people living independently in Amster-
dam, the main care providers were professionals working for publicly
funded home care services. The elderly received a range of support from
health care to social services and household activities, for a significant
number of hours per week (in our sample up to 50 hours per week, eight
hours per day). A wide range of needs is usually covered by care and
health professionals, from health care to help with personal hygiene and
support in household activities, as illustrated by this case:

There is a nurse who comes three times a week for medications and treat-
ments. Then a care assistant comes for a couple of hours every morning to
take care of the getting up, the washing and so on. They also come back in
the evening to make sure that everything is OK and to put her to sleep.
Finally, there is somebody who comes to keep the house clean, three times
a week. They also bring her a warm meal every day. It is a nice service. She
could not do without it. Then, in case of an emergency, she can call me or B
… (a neighbour) (Mrs. LJ – case A19).

Relatives, friends, neighbours and volunteers often integrate the support
that is provided by social services. Nevertheless, within the framework of
the formal care package, they play a more supplementary than central
care-giving role. Tasks carried out by the informal support network are
usually limited to emotional support, assistance with bureaucracies and
sometimes household assistance. In this respect, the formal home care
package has much in common with the institutional package (se infra),
as informal networks perform lighter tasks, such as keeping the elderly
company, providing emotional support, and organisational and bureau-
cratic assistance. The time they dedicate to the older person is devoted to
maintaining a relationship with the elderly person rather than carrying
out practical tasks.

I come here every day after work and spend some time with her. It is nice for
her and for me as well. I like the idea of being there for her (Mrs. FD – case
A26).
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Practical matters are often related to organisational issues rather than
personal care tasks. Bodily assistance provided by relatives and friends
is extremely rare in our sample and absent from this type of package.
The informal caregiver is likely to help the older person maintain rela-
tions with the outside world and organising care activities, especially in
presence of increasing needs over time.

I take care of all of the administration. Last month we had to get more help.
She has gotten worse and what she was getting was not enough anymore. I
phoned them and took care of it (Mr. VV – case A23).

Several principal informal caregivers tend to assume a care management
role, even if they are working together with instead of replacing formal
services. The importance of this type of task has also been confirmed in
more recent research (Knijn and Da Roit 2008). Moreover, in this type of
package, friends and neighbours play a relevant role by providing emo-
tional support and company to older dependents living at home. Their
role in the care-giving system is always a supportive one and does not
encompass instrumental support, especially in the form of personal
care.

Every two weeks her friends A. and G. come to see her. Sometimes they also
cook and eat together. They are old as well, but are doing better than she is.
They’ve been friends for years and years. It is important that they are still in
touch (Mrs. EE – case A1).

The territorial assessment board in charge of defining care needs and
care responses assessed the elderly people who receive this type of pack-
age. The board uses standardised assessment instruments in order to
define the needs, the type and amount of support to be provided, trying
to limit discretional evaluations in the assessment of needs and service
allocation. Nevertheless, previous research has shown a certain degree of
variation in assessment between different boards and between individ-
ual operators (Portrait 2000). In assessing their needs and allocating the
home care resources in the Amsterdam region at the time of the re-
search, the availability of informal care was not taken into account, the
only exception being household assistance which is expected to be per-
formed, at least in part, by other household members.

We don’t ask anybody, not even spouses or co-resident children, to perform
personal care unless they explicitly ask to do it. On the other hand, we do
require that they carry out some household tasks such as cleaning, keeping
the house tidy or doing the washing. And this is not always self-evident;
sometimes we have to do some negotiating, especially with husbands (eval-
uating officer, Amsterdam).
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Moreover, the assessment board is not, in principle, concerned with the
actual availability of home care services, because another authority that
intervenes later, regulates access to the services.

We do our job without worrying about what is in fact available. Our objective
is to assess needs and to allocate resources. Waiting lists are not our pro-
blem; it is the problem of the office that deals with waiting lists and co-pay-
ments (evaluating officer, Amsterdam).

A co-payment based on income is required and is restricted to the con-
tribution of the elderly and eventually their spouses. The financing of
this package is therefore mainly collective – through the national social
insurance – and is only privately funded to a limited extent.

It has to be emphasised that those in our Amsterdam sample who
received this kind of package were able, at least, to be left alone for sig-
nificant periods of time, knowing that they could call for help whenever
they needed. We did not find any cases of 24/7 care provided by public
services. Several key informants explained that continuous care for those
with heavy care needs is more likely to be provided by an institution,
because it is “too expensive” at home. People with very heavy care needs
and constant surveillance are more likely to be in residential care, or they
have a strong informal network of support at their disposal.

If you need somebody to be there day and night, all the time, you either have
a relative, a wife or a child, or you have to go to a nursing home. No care
organisation can provide you with 24-hour care: it is too expensive. It makes
no sense (manager of a care organisation, Amsterdam).

In fact, the data provided by the agency in charge of the need assess-
ments under the AWBZ in Amsterdam show a broad range of variation
between less than one hour up to – in exceptional cases – 20 hours per
day.3

5.2.2 The absence of formal home care packages in Milan

The formal care package in Milan, as opposed to Amsterdam, could not
be found because the availability of home care services is limited to very
specific nursing or technical tasks or to a reduced number of hours of
personal care and home assistance per week. The circumstances of the
absence of this kind of package are worth exploring.

Different institutions provide two types of support in Milan, according
to different sets of logic: while health care is the responsibility of the
local health authority, social care is the responsibility of the municipality.
Health domiciliary care is provided in response to specific health needs.
Services are offered on a weekly basis for a limited number of times and
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hours. Users tend to consider this as assistance received for specific and
technical tasks rather than as part of a home care programme.

The two of them come once a week to bathe him. They stay one hour or so.
They get him up and give him a bath. We are lucky that they come to do this.
It is a heavy job and he cannot help at all (Mrs. UO – case M21).
There is a nurse who comes twice a week to take care of his sores. She
comes and changes the dressing . She also taught me what to do if she’s not
here and the dressing needs to be changed (Mrs. AU – case M3).

Access to these services – based on need and free of charge – often oc-
curs after a period of hospitalisation or other contact with the health ser-
vices authority in the city, as explained by several key actors and con-
firmed by numerous interviewees. To some extent, they represent the
domiciliary extension of the hospital and residential care services.

Our services are available to people in need of health care at home. We are
very often called upon after a hospital discharge for rehabilitation or phy-
siotherapy. Besides that there are people who have a stable situation and
need constant help with bathing or medications (local health authority offi-
cer, Milan).
My husband fell and broke his ankle six months ago. He spent a while in the
hospital and then in a nursing home for rehabilitation. When he came back
home, they sent us a physiotherapist for several weeks. But the therapy has
finished for a while now (Mrs. FA – case M23).

By contrast, social domiciliary care for the elderly is provided by the mu-
nicipality’s social services agency and is based on means testing so that
the elderly with an income above a given threshold are not entitled to the
services.4 Moreover, the service is designed for those elderly people who
are living alone and in need of light support. It is thus not intended for
the more heavily dependent elderly people with important personal care
needs. The services provided a few hours of assistance per week and they
are not equipped to respond to heavy and continuous care needs. A so-
cial service officer in Milan explained that, despite changes in the needs
of the elderly population, municipal home care services have maintained
their initial characteristics and, also in relation to budgetary constraints,
have not undergone substantial innovations over the years.

We provide assistance in personal care and household assistance. However,
we cannot do more than a few hours a week per user. We do not have en-
ough people. It is not the goal of our service to provide intensive care. It is
true that the needs of the elderly have changed over the years. When these
services were created, they were aimed at the elderly living on their own and
needed some support in managing their everyday lives, such as taking care
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of the house or cooking. Nowadays care needs have become very heavy. But
we still have that kind of service (social service officer, Milan).

5.3 Informal care packages

The second type of home care package is dependent on informal care-
givers as the main providers of instrumental support, namely direct care,
such as nursing, personal assistance and assistance with everyday activ-
ities including household tasks.

5.3.1 A similar hierarchy of informal assistants

In situations where the resources are mainly informal – generally imply-
ing high levels of involvement by spouses and daughters – one or two
main caregivers usually play a crucial role, sometimes assisted by one or
more supplementary informal assistants, who perform a limited num-
ber of hours of care and lighter household-type tasks. They tend to work
many hours in providing personal care and household assistance, as well
as organisational matters. Moreover, the assistance provided by the main
informal caregivers may be complemented by some support from social
services and paid assistants. Nevertheless, these additional resources do
not cover the high levels of need and are only provided for a very limited
number of hours per week, performing very specific and technical tasks.

There is a lady who comes twice a week to clean and tidy the house. I can’t
do the heavy housework anymore and she is a great support. She cleans the
bathroom and the kitchen. Every now and then, she washes the curtains or
the windows. I’m not able to get on top of a ladder anymore. If I fall off and
get hurt, who is going to help him then? (Mrs. CA – case M22).
For bathing and some of the medications we get some assistance from the
home care service (Mrs. PS – case A7).

In several studies, and particularly in the literature on support networks,
it was found that most informal support for the elderly comes primarily
from spouses and, in the absence of a spouse, from adult offspring (Qur-
eshi and Walker 1990; Wenger 1993b; Cibulski 1981; Tornstam 1992).
According to these findings, neighbours are the third most frequent
source of assistance (Van Tilburg 1995; Schwitzer 1990; Wenger
1993b). Our study was consistent with the above studies: an older depen-
dent married person usually has his or her partner play the role of the
main informal caregiver both in Amsterdam and in Milan. Spouses –

especially wives – who are usually elderly as well, tend to assume many
hours of care and perform heavy care tasks in both contexts. This is par-
ticularly true among the Milanese interviewees, where the involvement
of spouses in care is extreme; they tend to be the only reference point for
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the elderly dependent and they basically do everything, except a few sec-
ondary activities, which are performed by other family members or, as
we have seen before, by health or social services.

I am the only one he has. He is completely dependent on me. Of course, my
daughter also helps. She goes shopping for us and comes here very often.
But for the rest it is just me (Mrs. FA – case M23).
I do what I have done all my life. But now there is also the fact that he is no
longer able to do anything alone. I have to take care of all that as well such as
the personal things like dressing, undressing, everything. All they do when
they come is have him do some gymnastics. Two hours a week. That’s it
(Mrs. UO – case M21).

In Amsterdam, the involvement of spouses in care provision is also of-
ten important and described in similar ways as in Milan. Partners tend
to dedicate a relevant amount of time to care and they are often the main
point of reference for the dependent elderly person. Moreover, intervie-
wees often refer to the marital link as the basis for providing support,
much like in the past.

I’m the one who takes care of him. He is my husband in the end. I’ve always
taken care of him all my life. I’ll just keep doing it (Mrs. SD – case A31).
I am doing all there is to do for him. We are together all the time. And he
needs help with everything. We do get some help from social services. But
the one who is always here is me (Mrs. LL – case A17).

In several cases, the informal caregivers of widowed elderly dependents
– particularly women – are mainly the children, either living with their
mother or father or nearby. This is very much the case in Milan where
the involvement of the offspring in direct care is even more intense.

My husband and I live on the fourth floor [in the same building as her
father]. This is good: if we lived far away, I don’t know what we would do.
We would not be able to take care of him. This way, whatever happens we
are here, next door (Mrs. LC – case M18).
My shop is down the street. And we all live in the building. It is easier to
combine everything. I could not see myself running around like crazy (Mrs.
QV – case M27).

Instances involving informal caregivers other than spouses or children
did not exist in the Milanese sample and were rare in the Amsterdam
sample, which is consistent with the literature on support networks for
the elderly dependent. First, as we have seen, a hierarchy of assistants
can be identified: first spouses, then children, and then all the rest.
Furthermore, the intensity and the content of care vary in relation to the
relationships that exist between the older person and the caregiver.
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Spouses tend to provide both emotional and instrumental assistance to
the best of their ability. While adult offspring also provide both emo-
tional and instrumental support, daughters provide more assistance
with domestic and personal care tasks while sons provide more assis-
tance with maintenance tasks and financial assistance. Other help – in-
cluding other members of the extended family, friends and neighbours –
tend to supply mainly companionship and emotional support, despite
offering instrumental help in emergencies and on a short-term basis
(Wenger 1993a; Bytheway 1987; Qureshi and Walker 1990; Broese van
Groenou 1995).

There was only one case in Amsterdam, where the main informal
caregiver of an elderly dependent was a friend. Quite interestingly, the
interviewee emphasised the uniqueness of this situation, indicating that
in normal circumstances a friend would not be taking care of an elderly
dependent.

I am just a friend. Yes, a friend. We met many years ago and we know each
other quite well. We did lots of things together. When she started feeling
worse I decided to move near her to take care of her. As I am a professional
nurse, I know what to do. I am a nurse but also a friend. I think it is a perfect
combination (Mrs. FD – case A16).

5.3.2 Welfare context variations

Despite the above-mentioned similarities between the two contexts, sev-
eral elements differentiate the Amsterdam from the Milan cases with
respect to the characteristics of the informal care packages.

First, the informal package is more common in Milan than in Amster-
dam. In Milan, almost half of the 25 cases of elderly people living at
home belong to this group, while it was about one-quarter in Amster-
dam. Moreover, among the cases that fall into this category in Amster-
dam, the caregivers have a lighter load, because here the care needs gen-
erally tend to be less important among the elderly living at home and, at
the same time, to a great extent met by formal care services. Informal
caregivers in Amsterdam very rarely perform personal care, personal hy-
giene and health care-related activities, while this is more common in
Milan.

As mentioned above, the primary caregivers of elderly dependents are
usually spouses both in Amsterdam and Milan. Nevertheless, the inten-
sity of partners’ participation in care in the two contexts is quite differ-
ent. In Milan, spouses are often the only ones providing care to the older
person. Relief provided by formal services and other informal caregivers
is limited in scope and intensity. These results are consistent with pre-
vious research findings on informal care performed by spouses in sev-
eral Italian local contexts. A reduction in care performed by spouses was
found only among relatively younger couples, in particular, when part-
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ners were working (Gori and Da Roit 2002). In our sample, the involve-
ment of spouses in care appears unconditional and enduring until per-
sonal resources are completely exhausted. Health problems are the only
limitations for the provision of care: only in presence of a physical lim-
itation of the informal caregiver other solutions are envisaged.

The ladies who come on Mondays and Thursdays are very nice. They do for
him what I cannot do myself. Two weeks ago my arm began hurting. I think
he is getting too heavy for me. Maybe I’ll get some more help in the future.
But until now I have managed myself (Mrs. CA – case M22).

By contrast, despite the fact that spouses show a high level of involve-
ment in care, as illustrated above, in Amsterdam social services are
more integrated into informal care arrangements, even if it is some-
times for a limited number of hours per week. Formal services, on the
one hand, are likely to perform heavy bodily care and, on the other hand,
represent a constant relief and point of reference for informal caregivers,
while in Milan, they are utterly absent in most cases. Therefore, in Am-
sterdam, as opposed to Milan, formal services represent an important
resource for both the elderly dependent and his or her spouse. Formal
services tend to be present and perform direct care, particularly in the
area of personal care, also in presence of an informal caregiver who ded-
icates a lot of time and resources to support the elderly dependent.

I am here with him day and night. Fortunately they come three times a week
to take care of what I can’t do; they bathe him and give him his medication,
but they also check to see if I am doing fine. I don’t feel alone thanks to
them (Mrs. PS – case A7).
It is hard work. He is completely dependent on me and I can’t do anything
without first of all thinking ‘and him?’ But fortunately, I do get some help
from social services. Otherwise, I think I would go crazy (Mrs. GH – case
A22).

The difference in the nature of informal care is even clearer among chil-
dren – particularly daughters. Whereas, in Amsterdam, performing bod-
ily care is quite rare and requires limited time among daughters, it may
be both intensive (as for the content of care) and extensive (as for the
time dedicated to care) in Milan. These results are consistent with other
studies carried out in the Netherlands on informal elderly care. In a
Dutch study conducted in 1996, with a representative sample of middle-
age women, it was discovered that one-third of the informal caregivers
were providing “intensive care”, i.e. more than four mornings/after-
noons/evenings per week. Nevertheless, the most common situation
was spending one or two mornings, afternoons or evenings with their
elderly parents (Dautzenberg 2000: 42). Moreover, the activities per-
formed by daughters were mainly emotional support, providing compa-
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nionship and to do the shopping. By contrast, personal care was the least
provided (2% of the ones providing some care). Differences in involve-
ment in direct care among children do not seem linked to physical dis-
tance or to involvement in paid work.

The daughter of an elderly dependent living in the Milan area (or in
the same building) and not employed is generally more directly involved
in care compared to a daughter in similar circumstances in Amsterdam.
Not only is the time spent with their elderly parents longer, but the types
of tasks performed are also heavier. The availability of various resources
probably plays a role here. Nevertheless, these findings only partially cor-
roborate the formal-informal care substitution hypothesis. It is, however,
quite clear that in a system of formal services, informal care tends to
assume a lighter nature, this does not necessarily mean that formal ser-
vices eliminate all reciprocity and solidarity between generations and
within families.

Finally, both the elderly and their main caregivers in Milan tend to be
much more isolated than their equivalents in Amsterdam. Here the pre-
sence of both formal services and a whole range of other caregivers in-
cluding friends, neighbours and other relatives who all provide light sup-
port are more important. By contrast, the care relation between elderly
dependent people and their informal caregivers in Milan tends to be en-
closed within a much smaller core group. In this respect, different fac-
tors may play a role in determining this outcome. First, as mentioned
above, Milan’s elderly included in the study, on average, suffered greater
disabilities compared to the elderly in Amsterdam. As has been ob-
served, along with declining health and disability problems, an elderly
person’s network of personal contacts tends to shrink over time (Wenger
1986; Dykstra 1995), this might help explain the smaller presence of
friends, neighbours and other relatives in the informal support networks
of Milan’s elderly. A second possible explanation relates to the physical
and social structure of the two cities: Amsterdam, with its good public
transportation system and social organisation may allow some of the el-
derly to maintain their social contacts, which would probably be more
difficult in Milan. Finally, according to previous research studies (Miche-
li 1999), the social network among older Italians tends to be denser – i.e.
constituted of stronger and superposed links – and narrower, than those
of Dutch elderly people who, on average, have a network that is larger,
more open and richer in “weak” ties. Our data confirm this view in the
case of the elderly with heavy care needs. In Milan, the elderly in need of
care tend to rely on a strong and narrow support network made up of
close relatives, while in Amsterdam, they rely largely on formal care and
on a wide range of informal caregivers who contribute with their small
and lighter tasks. In other words, reciprocity in Milan involves intense
responsibilities, while in Amsterdam it is more diffuse and involves
lighter overall tasks. Our hypothesis is that there is a connection between
the collective responses to social risks and the possible development of
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solidarities that go beyond the narrow family circle. In a way, broader
reciprocity is possible as basic and heavy needs are met by professional
services. By contrast, in a context of limited collective resources strong
and narrow family reciprocity is needed in order to ensure basic assis-
tance and tends to “burn” other informal resources. We shall go back to
this point later in discussion.

5.3.3 Social context variations

Besides the variation in the nature and importance of informal care
packages between Milan and Amsterdam, there are also other observable
differences within the two cities, based on the socio-economic condi-
tions of the involved elderly people and their families.

Both in Milan and Amsterdam, informal arrangements were more
widespread among the lower social strata. In Milan, recourse to informal
care packages – with the relevant and continuous support of family
members for the elderly with personal care and household tasks – is pre-
dominant among families with lower economic and social resources. As
we noted above, the involvement of wives in elderly care is generally
relevant. The strong involvement of daughters in direct care on a perma-
nent basis, however, is relatively rare and mainly concerns families in
disadvantaged economic and social conditions. This was the case for
one daughter who was not employed and married to a bricklayer (Mrs.
LK – case M31) or to another who was unemployed and had occasional
jobs (Mrs. LC – case M18). The aforementioned daughters live nearby
and tended to perform all of the necessary care tasks with no or very
limited support from social services or paid caregivers. This type of care
arrangement is occasionally associated with co-residence between the
older dependent, the caregiver and the relatives.

We all live here in this one flat, my father, my husband, my son and I. In
fact, my father moved in when he started feeling bad. He did not want to do
this before. But now, he needs help. And I am the one who is taking care of
him (Mrs. MM – case M17).

Comprehensive and “total” informal care therefore tends to be character-
istic of the disadvantaged in Milan. As economic and social conditions
improve, the direct involvement in care by daughters tends to decline in
favour of a combination of informal care performed directly and paid
care (see below).

In Amsterdam, despite the fact that the internal variations of informal
care packages are mitigated by the important and widespread presence
of social services, considerable differences in care arrangements are de-
tectable according to specific social cleavages. The relation between so-
cio-economic circumstances and support networks has previously been
shown in the Netherlands (Broese van Groenou and van Tilburg 2003):
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socio-economic circumstances are relevant in determining the size and
the type of network available to the elderly. More specifically, there is
evidence of the impact of socio-economic status throughout the life
course on the personal network characteristics one has in later life. Peo-
ple with low socio-economic conditions during their lifetimes or those
dealing with downward mobility tended to have smaller networks, less
instrumental and emotional support from non-kin, but high levels of in-
strumental support from kin, when compared with the upwardly mobile
or those with high socio-economic conditions throughout their lifetimes.
In our sample, the importance of social inequalities emerges at the point
where socio-economic conditions meet the migratory background of
Dutch elderly dependents. Among the interviewees in Amsterdam, there
was only one case of heavy direct care being performed by children (Mrs.
KO – case A6), who were socio-economically disadvantaged. Moreover,
in three families of non-Dutch origin included in our sample, informal
care was crucial for the involved elderly dependents. A combination of
care provided by the women in the family (wife, daughters and sisters)
makes both personal care and household assistance available, as illu-
strated by the following cases.

Fortunately, we all live quite close to each other. I work and am therefore not
able to take care of my mother all day. But my aunt lives next door and she
keeps an eye open until I get back from work (Mrs. TF – case A33).
My father is there all day. He does not really do anything, but he is there and
that is important. And I only work part-time, three half-days a week. So I can
be there most of the time as well. And there is also my sister. Well, she has a
small child now, but she doesn’t have a job. So we share all that there is to
do. And there is a lot to do. Cleaning and keeping the house tidy and she
also needs help with a lot of things. She has a hard time walking alone and
we have to help her. Someone has to prepare the meals. There are a lot of
things to do (Mrs. KK – case A34).
My mother is the one who does the most. But she is not so young anymore
and she is starting to need help as well. Then, since I live with them, a lot of
things are my own tasks, even if I do work (Mrs. OI – case A35).

Several key actors confirmed the image that emerges from these inter-
views. They tended to draw attention to the significant differences in
care responses that characterises elderly people of foreign origin and
their families. A widespread view among the interviewees is that the
children – namely daughters – of the elderly of foreign origin suffer
from greater pressures because of their parents’ expectations regarding
informal support. The elderly of foreign origin tend to claim more infor-
mal support than the elderly Dutch. These children usually do comply
with the parents’ requests. Key actors noted that, in the case of elderly
people of foreign origin, requests for social services are usually sub-
mitted at a more advanced stage of dependence and when informal re-
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sources are highly compromised. Moreover, when informal resources
are not (or no longer) available, relevant problems emerge as this elderly
group finds it increasingly difficult to enter the formal care system, as
illustrated by the representative of a not-for-profit organisation that sup-
plies institutional care and home care services.

The foreigners... Turkish, Moroccans, Surinamese… that’s a different story.
There is usually a lot of pressure on the daughters and sons to take care of
the elderly. But the second generation, the children in the second generation
are now working, so they don’t have as much time to give to the elderly.
Other cases present other big problems: sons and daughters do not care for
the elderly and the elderly themselves do not know how to find their way to
the professional care organisations. They are ashamed when they have to go
to a nursing home. In their social surrounding, in the peer groups they talk
to each other about the ones who do not get care from their children. They
are very ashamed. We hope that our policy in the future will mean that Turk-
ish and Moroccans people do not have to end up in a nursing home or in an
elderly home, because they can stay at home and we can give them the nec-
essary home assistance. But to do this we need to talk to the people about
professional care, which has to be for everybody in the Netherlands, includ-
ing them (manager of a home and residential care organisation, Amster-
dam).

Important similarities in attitudes concerning care for the elderly thus
emerge from the interviewees in Amsterdam of non-Dutch origin and
those who are socio-economically disadvantaged in Milan, even though
they are in two totally different welfare contexts.

5.4 Commercial home care packages

The third type of care package is based on paid care as the main resource
in response to elderly care needs. In some of the cases we analysed, the
main care resource is someone employed directly by the elderly or their
relatives. This is a widespread situation among Milan’s elderly depen-
dents, but remains a rare situation in Amsterdam. Moreover, the circum-
stances are considerably different in the two contexts, as we shall see, so
ultimately the commercial care package does not have the same mean-
ing in the two cities.

5.4.1 Migrant paid caregivers in Milan

The case of Milan shows the widespread presence of paid care in re-
sponse to the care needs of elderly dependents, consistently with results
of the quantitative analysis conducted on the Italian case. Market care is
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not only disproportionately present in Milan compared to Amsterdam,
but it also shows peculiar traits.

There are several cases in the Milanese sample of migrant care work-
ers directly employed by elderly people and their families to provide con-
tinuous care. Similar to what was reported in previous studies, migrant
care workers who take care of the frail elderly and are hired directly by
the families and come mostly from South America, Eastern Europe and
specific African and Asian countries such as Mauritius and Sri Lanka. It
has been observed that the geographical origins of migrant care workers
are considerably different depending on the local context. Specific his-
tories linked to the rise of nationality-specific migratory chains (Reyneri
1979) often affect local contexts. There are several factors affecting the
specific origin of care workers. Concentrations of migrants according to
nationalities are found in specific contexts in relation to the strict link
developed between local “agencies” promoting the immigration of care
workers and particular countries. Moreover, the relative geographical
proximity of North-Eastern Italy to Eastern European countries facilitates
the concentration of migrants coming from these countries. The case of
Milan is in this respect quite special. The city is one of the most impor-
tant points of arrival and dispersal of migrant workers through the coun-
try, as different migration networks crisscross the city. Milan not only
represents a strong attraction point for migrants as such, both for those
coming from abroad and for those already living in the country, but it
also “serves” adjacent local markets.

Migrant care workers are usually women performing a vast range of
activities, from bodily care to household tasks, consisting of everything
from a few hours per week to fulltime activities. In ten cases out of 25, a
live-in paid caregiver was found and all of them were foreigners. This
type of arrangement emerged in the second half of the 1990s in Italy
and has rapidly become the norm and almost “natural” for many fa-
milies. It is not difficult for children to explain, for instance, that an old-
er parent is being assisted by a co-resident migrant woman.

H. is a girl from Mauritius. She has been living with my mother for one year
now. She takes care of her when I am not here; she does the cleaning, the
shopping and the cooking. In fact, she does a bit of everything. She also
takes care of her toilet activities and helps her get dressed and undressed.
She is very reliable (Mrs. LR – case M24).

This has become one solution to the care dilemma to the extent that
stereotypes concerning the ability, reliability and commitment of people
of various nationalities are quite widespread among users and, as well,
among social workers.

We hired a woman to take care of her. She is Peruvian. Peruvians are sup-
posed to be very good at taking care of the elderly (Mrs. CA – case M20).
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South Americans, they have something… They are very good to the elderly.
They seem to care (home care social worker, Milan).

The care market is extremely flexible. Work relations begin and are then
interrupted either by the family of the older person or by care workers,
based on contingent needs, (lack of) satisfaction and the availability of
other solutions. In a few cases, some migrant workers were hired and
fired one after the other as the relatives of the older person searched for
“the right one”. On the other hand, care workers also tend to leave the
family they are working for if a better job becomes available, in order to
improve their economic conditions.

There is a Ukrainian woman who lives with my father. There was someone
else until a few weeks ago. But they got into a fight and she decided to leave.
They could not stand each other anymore. This new woman seems more
reliable and overall, they are getting along quite well (Mrs. GN – case M9).

This type of care market is thus a “real” market that functions based
on price, working conditions, personal negotiations and resource ex-
changes. It is, at the same time, embedded in a dense network of rela-
tions that encompass other care workers and other families, but also so-
cial services, organisations that help the migrants find satisfactory em-
ployment as care workers. It is, moreover, a market that shares some of
the most important characteristics of the Italian economy and society,
among which is the tendency to develop grey economies and the reliance
on undocumented migrant labour. Live-in migrant workers are often un-
documented and work in the grey market.

Maybe we will be able to pay her social security some day. But for now, she is
working under the table (Mrs. AU – case M3).

As between 2002 and 2003 a mass amnesty for undocumented mi-
grants took place in Italy, some of the migrant workers employed by the
families of the elderly were in various stages of the regularisation proce-
dures and most already had residence permits at the time of interview.
The regularisation process attracted plenty of public debate because it
was considered a way of gaining legal status for a large number of mi-
grants working in elderly care. Despite the emphasis put on the link
between residency permit and employment, even during and immedi-
ately after the amnesty procedures we found several cases in our inter-
views of regularised migrants still working in the grey market. In many
cases, migrant workers meeting the amnesty requirements, which in-
cluded proof of employment at the time of regularisation, lost their jobs
right after obtaining their residency permits and again fell into that grey
market area.
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She lives here and she has her own room. This is how everybody does it. We
try to treat her as well as possible. Of course, we cannot afford to pay her
social security. She now has a permit to stay because she was recently regu-
larised. But she lost her last job and here she is (Mrs. VZ – case M26).

Another element that emphasises the structural character of irregular
jobs in this sector is the presence of a few Italian workers who also work
in the grey market. The majority of the foreign labour force worked full-
time with live-in arrangements, with a few paid Italian assistants work-
ing part-time hours in the grey market, which was the case with this
pensioner.

We hired her. Well, hired… we pay her, that’s all. It is not like we really hired
her. She is only working part-time in the end and she does not really need to
be insured. She already has a pension. Oh no, she is not a foreigner. She is
Italian, she lives in the neighbourhood and we’ve known her for a long time
(Mr. BA – case M25).

In care arrangements that involve a fulltime live-in caregiver, the paid
caregiver performs most of the care work. Nevertheless, in all of the
cases, an informal caregiver is also present. He or she makes sure that
everything gets done, sometimes fills in for the paid caregiver and also
takes care of financial matters. In other words, paid care workers are not
a substitute for informal caregivers. Instead, family members who
would normally be involved in direct care tasks now play a complemen-
tary role that includes care management, supervision, financing and
substitution of the care worker in case of absence.

When I come home from work I drop by and see that everything is all right.
(Mrs. QV – case M27).
The woman is free on Sunday. Then I stay here all day long (Mrs. LR – case
M24).

The quantitative analysis has shown that, despite an educational gradi-
ent, access to commercial care in Italy is widespread, also among the
lower-educated elderly (chapter four). The qualitative analysis confirms
that the previously illustrated care situation pertains to families in a vari-
ety of socio-economic circumstances. Not just upper classes, but also the
middle and working class households tend to use paid care and only
families with very limited socio-economic resources appear to be ex-
cluded from this care market. Although we shall go back to this point in
reference to the stakes and choices involved in the creation of a care
package, it is worth emphasising that one element that explains this
paradox is the relative low cost of market care. The wages of the live-in
care workers in the grey market are surprisingly similar across the inter-
views: between 700 and 800 euro per month, plus bed and board. The
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amounts declared are consistent with the observation of several local
studies in northern Italy over the past few years, but they are higher
compared to wages in southern Italy. In fact, other studies have high-
lighted the tendency of migrant workers to move from south to north in
search of better wages (Da Roit and Castegnaro 2004). The cost of 24/7
care performed by a migrant worker amounts approximately to the sum
of the minimum pension that is supplemented by the Indennità di ac-
compagnamento. If the pension exceeds the minimum, the care worker
can be paid out of the elderly client’s income and care allowance.5 Given
the relatively low cost of care and the high proportion of homeowners
among interviewees, this appears to be a viable solution for most house-
holds.

My mother has her pension and my father’s pension as well. Then there is
the accompagnamento. That’s all. Fortunately, she doesn’t have to pay for the
rent, as the flat is her own. So she can afford to pay for the woman (Mrs. TP
– case M34).

As a result, the financial involvement of children is reduced and con-
cerns only the poorer among the elderly. Even when the elderly’s re-
sources are not enough to cover the costs, the financial support provided
by children is relatively limited.

She does not have much. Her pension is miserably low. We asked for the
accompagnamento, but she hasn’t received it yet. So we give her a hand
(Mrs. BL – case M33).

Despite these general traits of paid care in Milan, the organisation of
care has different characteristics depending on the socio-economic cir-
cumstances of one’s employer. Among better-off families there was a
tendency to purchase more and better care, among households with low-
er economic resources there was a clear tendency to save on care ex-
penses, reducing quality and the cost of labour and integrating paid care
with informal care. Care arrangements among higher-income families
often encompassed more than one worker in order to cover night shifts
and leaves. Moreover, besides the hours of generic care, specialised nur-
sing hours were also purchased.

There are two ladies taking care of him day and night. When one is with her,
the other one rests and vice versa. This way he is never left alone. Then there
is a nurse who comes three times a week. Ever since he started having these
problems … he needs somebody to take care of him more closely, as well.
This is how we arrange things to make him feel as good as possible. My
mother is also calmer and more content with this arrangement (Mr. GH –

case M7).
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This strategy put in place by higher income households also relies on the
relatively widespread professional qualifications among migrant work-
ers, which are not recognised and not useful in the official Italian labour
market. The high proportion of medium and well-educated women
among migrant paid caregivers is a well-known fact of Italian migration
flows. In our sample, most of the migrant workers had a higher educa-
tion. While a nursing diploma cannot be “spent” as a relevant resource
in the health and care formal labour market, it does meet the require-
ments of better-off families.

This lady is a qualified nurse: that’s why we trust her. Of course, because she
is a foreigner she can’t work as a real nurse. But we have been looking for
somebody with qualifications (Mr. DN – case M19).

Ultimately, better-off families tend to have a history of hiring domestic
workers. When new care needs arise as an elderly family member be-
comes dependent on others, new care solutions are integrated into an
already structured system of domestic labour.

M. has been working for us for years now. She has grown older together
with my mother. But my mother’s needs are becoming quite serious. So we
had to look for somebody else to help. M. takes care of the house and the
kitchen. She also keeps my mother company while the new lady provides
personal care assistance and takes care of all her needs (Mrs. SE – case M35).

When the social position and the economic resources of a household are
more modest, care arrangements have different constraints and take dif-
ferent shapes, both for the employers and for the employees. Instead of
purchasing different types of specialised care, there is a tendency to ask
one generic care worker to perform a range of activities for an extensive
number of hours per day and per week. What matters here is the contin-
uous presence of a worker and her ability to carry out a variety of non-
specialised tasks. To some extent, what employers want is a substitute
for the informal caregiver.

She does all that is needed and she is very good at it; not like the previous
one… She used to complain about having to do this and that. I know that it is
a heavy job. But it is a job where you have to be available and able and will-
ing to do everything. Otherwise, it does not work out. Otherwise, it is use-
less. If I had to get somebody to do the cooking and somebody to do the
washing and somebody to do the cleaning, it would be an endless search
(Mrs. ZA – case M29).
We pay her to be there all the time. Whatever happens she can call us and
we run, but she has to be there (Mrs. OP – case M30).
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The issue of time is a crucial one when it comes to the functioning of the
paid care package in Milan. A commercial care package is viable as long
as it provides extensive care and ensures as many hours of care as possi-
ble. Both parties agree with this. The care workers who were interviewed
often report that they are asked to perform a variety of tasks, which
usually involves very long hours, without a clear work schedule.

I get up at six and get the breakfast ready. Then I have to get her up, wash
her and dress her. In the morning, I have all the housework and shopping to
do. Then there is lunch. Fortunately, in the afternoon, she usually sleeps a
bit and I am on my own. Then there is the dinner to get ready… And she
calls me all the time; you cannot leave her alone one minute (Mrs. MW –

C1).
I can’t even sleep at night. Ever since she’s gotten worse she yells all the time
and calls me all the time. And during the day there are so many things to do
(Mrs. JQ – C8).
The family I’m working for now is a good one. The old lady is very sick and
needs continuous assistance. So they hired two people: myself and another
woman. Where I was working before I had to do double the job. I don’t
think they were bad people. They just could not afford to do it differently. I
am lucky now (Mrs. LG – C9).

The work day tends to stretch far beyond regular schedules and workers
are often required to be on call all the time, as this care worker from
Moldova recalled:

I know it is not their fault. They are not bad people. They treat me as one of
the family. But I have to be here every day 24 hours a day. I can never go out
because he does not want me to. He is afraid of being alone even for one
minute. Even when there is nothing to do I am stuck here (Mrs. KA – C4).

There is a general lack of a distinct separation between one’s personal
life and the workday, there is little privacy, and schedules are undefined.
‘Slavery’ is the word some use to describe their situations, as was the
case of this woman who worked as a fulltime live-in badante.

I am living here but I do not have a life. I do not have any time for myself;
when she needs me I have to run. It is true that I am paid for my job. But
this is not a job, this is slavery (Mrs. SA – C10).

5.4.2 Paid care in Amsterdam

While in Milan the commercial care packages represent an important
response to care needs, this is much less the case in Amsterdam. First,
privately hired workers are more significant in the area of household
assistance than in actual personal care. Second, commercial solutions
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are usually supplementary to other packages, which represent the pri-
mary source of support. Finally, real commercial care packages are rare
and linked to peculiar circumstances rather than generalised responses
to care needs of dependent elderly people.

Commercial care is usually limited to household assistance for a few
hours per week as a supplement to the various care packages (see above)
and does not represent an autonomous form of support for elderly peo-
ple.

She’s been working for my mother for a few months now. She takes care of
the house because my mother is no longer able to do it on her own. She also
helps her get dressed and undressed when she has to go outside. But she
mainly does the housework (Mrs. FD – case A26).

Totally private home care arrangements were found only in two cases.
The first case was that of very well off older person who was able to
purchase many hours of private care. In the second case, the elderly cli-
ent purchased care with the help of the Persoonsgebondenbudget (PGB –

personal budget). These two cases represent the typical ways that the
elderly access (and create) care markets in the Dutch context. On the
one hand, the care market is sustained by the private resources of the
better-off households, and on the other hand, it is the result of social
policy and funded by collective resources.

In the first case, the care package among wealthier Amsterdam house-
holds is quite similar to the situation of upper-class families in Milan. A
large number of hours of specialised labour – cleaning, companionship
and nursing – are the main components of the commercial package.

We have someone working for us. A nurse comes and takes care of his med-
ical treatment. A caregiver comes everyday for his personal needs. Then,
there is the person who’s always been taking care of the house, all these
years (Mrs. KO – case A20).

Private care among particularly well-off households is either paid for out-
of-pocket or via private insurance policies, as was the case of this elderly
man who had been using a private care package from his private insur-
ance provider while he waited to be admitted into the nursing home.

My father is insured. When he got worse the insurance company proposed
paying for home care services rather than for a nursing home. That worked
out well for a while; he was getting a whole set of services at home, while he
waited to enter the nursing home (Mr. PJ – case A2).

In the second case, commercial care is purchased through one’s perso-
nal budget (PGB). As previously illustrated, disabled people whose needs
have been assessed by the territorial board may choose to spend their
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budget allowance on market care or to pay a relative or another informal
caregiver. This measure was first experimentally introduced and con-
cerned a limited number of disabled elderly dependents (Miltenburg
and Ramakers 1998). Since 2001, this option was expanded to include
all people whose care needs were recognised by the regional assessment
board. It has thus been deemed as one of the main developments in the
organisation of care in the Netherlands. In our sample, we only had two
cases of PGB holders who chose commercial care and a combination of
commercial care and home care services. This is quite different from the
Milan case, where all care allowances could be spent in a completely dis-
cretionary manner. Dutch regulations on the use of one’s personal bud-
get are quite strict with regard to claiming expenses. In Milan, care al-
lowances were used freely to purchase care in the grey market, while
stricter guidelines in the Netherlands prevented this kind of case from
developing. In the Netherlands, the personal budget allowance is de-
signed to discourage turning to the grey market, while the Dutch labour
market system is generally much less affected by grey market labour.
Although one can find undocumented labourers in Amsterdam, the
grey market is much less widespread than in Milan where it is the rule
rather than the exception. In one case in Amsterdam, a foreign domestic
worker was hired by an elderly person who has her suspicions about her
employee’s background:

I know where she comes from and that she has a few relatives in the Nether-
lands, but I haven’t asked her anything. I am afraid that she might get in
trouble. She is a migrant and she might not have a permit. But she is doing
a nice job for me and I’d rather not know (Mrs. LL – case A17).

In a few other cases the domestic workers – both Dutch and non-Dutch–
are not employed regularly, working on a part-time basis.

It is only for a few hours a week and we thought it was OK this way. It is not
worth making it more complicated (Mrs. OP – case A27).

Therefore, the development of an irregular market, which has become
the basis of paid care in Italy, is very restricted by regulations in the
Dutch context. These constraints, together with the high availability of
home care services within the framework of a collective scheme of social
security, help us to better understand the limited development of market
care – particularly in the personal care market – in the Netherlands
throughout the 1990s. The extension of the PGB to all dependent people
opened up the possibility to develop a wide care market. Nevertheless,
both the public financing of these markets and the more regulated na-
ture of the care market are likely to channel these developments towards
a much more regulated market system, especially compared to the Ital-
ian case.
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5.5 Residential care packages

A smaller sample of elderly people living in an institutional setting at the
time of interview was included in the study in both local contexts (ten
cases per city). We shall refer to these cases when we discuss the differ-
ences between the residential care packages and conditions under which
access to residential care takes place in Milan and Amsterdam.

5.5.1 Changing characteristics of the institutions and of the residents

All the elderly living in institutions included in this study had significant
care needs and, in several cases, they not only needed physical care but
also mental health care. They needed assistance with almost everything
in their daily lives and most of them needed 24/7 surveillance. These
two small samples reflect the evolution of the institutionalised popula-
tion in both contexts. In recent years, nursing homes and residential
care homes both in Amsterdam and in Milan are accepting more and
more elderly people with very heavy care needs near the end of their
lives.

In Amsterdam, care homes and nursing homes for the elderly have
different physical and organisational characteristics, reflecting the pre-
vailing ideas about elderly care which characterised different stages of
development of the care system. Some institutions were conceived as
family-like environments aimed at people with light care needs and who
were possibly alone or poor. For others, providing long-term health
care was the core business. These differences reflect the stratification of
changing social policy orientations over time, as illustrated by the man-
ager of a large association of residential care suppliers in the city.6

If you take the structures affiliated with our organisation, they all look extre-
mely different. Life in them is extremely different. Some look like hospitals,
others more like sheltered apartments; the physical environment and the
type of services that they originally offered depend very much on the time
these organisations were set up (manager of a large non-profit care organi-
sation, Amsterdam).

Moreover, the population of care homes and nursing homes has chan-
ged significantly over the years, as newly admitted residents tend to pre-
sent increasingly heavy care needs. Consequently, the types of services
supplied in different institutions have been updated and tend to provide
more intensive health care and continuous surveillance. This trend re-
presents a challenge for those services that were originally conceived
with a different logic. As social support, shelter and socialisation is sub-
stituted for more intensive health and personal care, the organisation of
the tasks and that of work have become the subject of some discussion,
as one manager at a nursing home in Amsterdam reported:
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This place has changed a lot. It was built in the 1980s to house individual
elderly clients or elderly couples. Until a few years ago, it was still a family-
type environment with everyone having their own privacy; they could lock
themselves in their one-room flats, cook for themselves... Now they look
more like hospital rooms; nursing shifts and assistance shifts have in-
creased a lot. People stay about one year, maximum two. Socialising has
become more and more difficult. The people here make it a totally different
place (manager of a nursing home, Amsterdam).

The same type of shift and emphasis on the heavier health care needs of
the institutionalised elderly population is also present in the Milanese
context. Residential care institutions in Lombardy, like in Italy in gener-
al, were originally created to shelter the elderly poor and lonely. Over the
past 20 years, a shift took place in regional policies, as they began to
concentrate on the severely dependent among the elderly in long-term
care institutions, while limiting the institutionalisation of people with
lesser health and personal care needs. One nursing home manager in
Milan described the situation well:

People living in institutions are no longer lonely poor people. Many of our
institutions were founded in the past century in order to give support to
those who were abandoned, with no means and no opportunity to work in
order to make a living. Now, in the past 10 to 20 years people coming here
need more intensive medical treatment; they often have dementia; they
need to be looked after 24 hours a day. It is not only lonely people anymore.
In the past, there was this image of the elderly in institutions… people who
had no one and who had been abandoned by their children. It is not like that
anymore. We deal with people with heavy care needs. Some of them are also
lonely (manager of a not-for-profit nursing home, Milan).

Despite different institutional histories and a persistently different level
of provision of services, there is, as shown above, a common tendency in
the two cities towards the institutionalisation of needier elderly people.
This transformation reflects an explicit policy turn in both contexts,
more at the national level in the Netherlands, more at the regional level
in the region of Milan. In both cases, residential care for the elderly has
become an option restricted to the severely dependent among the el-
derly.

5.5.2 Who cares in nursing homes and care homes

Another similarity between residential care in Milan and Amsterdam is
linked to the organisation of care and the type of care package that the
elderly receive. Support for the elderly living in institutions is mainly
formal. Professionals perform health and personal care alongside sup-
port in simpler daily activities. Moreover, the support provided by rela-
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tives and friends is limited to emotional support or to activities such as
keeping them company, taking the elderly out of their rooms or out of
the institution itself or helping with lunch or dinner. In a way, the resi-
dential care packages of the two cities, resembles in the types of care
offered, the formal home care package in Amsterdam.

In our Milan sample, there is generally a strong presence of family
members in the lives of the dependent elderly living in institutions. The
spouses and children who live nearby visit quite often.

My mother and I come twice a week: once in the evening and once on Sun-
days. Sometimes I accompany her and leave her here for a few hours. He
sees nobody else. Only once a year or so my brothers come here to see him.
Last year, for instance, they came for Christmas (Mr. CU – case M13).

Even those who never married and never had children have at least one
family member who visits somewhat regularly, depending on the living
arrangements prior to institutionalisation.

I [the niece] come once a week and spend some time with her. Sometimes
my sister accompanies me or I come with my daughter once in a while. She
also has a sister and a brother, but they are old as well and not in very good
shape. It takes me one hour to get here by car… We love her very much. All
of us do. She’s lived with my parents her whole life. She never got married
and she’s always been part of the family. I grew up with her and she is like a
second mother for me (Mrs. MA – case M1).

In Amsterdam, besides relatives, friends and neighbours appear to be
more important to the elderly living in institutions than they are in Mi-
lan, where they were never mentioned in the interviews. Besides visits
from children and spouses and occasional visits by other relatives and
friends from outside the city, the elderly living in a residential setting in
Amsterdam tend to see neighbours and friends living in the area more
often. Nursing homes are usually located in the same neighbourhood
where the elderly were living before institutionalisation, which fosters
more intense contacts with the outside world.

There is an old friend of hers who comes here almost every day. She lives in
the neighbourhood. She comes and spends one or two hours talking or read-
ing to her (Mr. TR – case A12).

Frequent contacts with members of the informal network outside of the
family sometimes replace family members who no longer come or live
too far away.
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She’s been living in the neighbourhood all her life. She does not have any-
body in Amsterdam. Her family lives abroad. But she does get visits from
people in the neighbourhood (Mrs. HG – case A13).

Compared to Amsterdam, where the elderly tend to live in institutions
located in their old neighbourhood, institutionalised people in Milan are
usually “moved” to different neighbourhoods or even other cities, due to
the lack of beds in nursing homes. As a result, staying in touch with the
institutionalised elderly is “almost a job”, in Milan, as the distance be-
tween the nursing homes and the closest relative may be significant.
This might explain why friends and neighbours play such a small role in
the relationships of older dependents living in institutions.

Besides relatives – and in the case of Amsterdam, friends and neigh-
bours – individual volunteers or volunteer organisations also visit insti-
tutions in both cities. They tend to carry out similar tasks as members of
the informal networks; they are not involved in heavy care assistance,
but they do perform emotional support and keep them company and
participate in recreational activities. This was the situation both in Am-
sterdam and Milan as noted by the institutions’ managers and con-
firmed by various volunteers.

There is a volunteers’ organisation that operates within the nursing home.
They keep the people company; take them out when the weather is nice. It is
very important for the residents, especially for those who do not have many
relatives. It keeps them in contact with the external world (manager of a
nursing home, Milan).
We have volunteers that go to the X nursing home. We help out by making it
livelier (activist of a volunteer association, Milan).
Volunteers are active in organising social activities and little parties for the
residents. They also come and spend time with the people on a regular basis
(manager of a nursing home, Amsterdam).

Residential care in both Amsterdam and Milan, includes a formal pack-
age of support for very dependent elderly people, which is supplemented
by informal (mostly relational) support performed by relatives, friends,
neighbours and volunteers. The presence of paid employees hired di-
rectly by the elderly or their families to fulfil specific care needs is an
exception. While privately hired assistants were not found in Amster-
dam, in one Milanese case a paid worker hired directly by the older per-
son’s family performed a few care tasks to supplement the institution’s
services (Mr FG – case M6).

A social service manager in Milan confirmed this situation and made
it clear that the intervention of paid caregivers in institutions used to be
quite common until a few years ago, when the services provided by in-
stitutions were comprehensive. And, in fact, over the past 15 years, Italy’s
regional authorities – especially in the north and central part of the coun-
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try – have promoted the upgrading of the services provided by residential
structures through the definition of higher standards of services over
time by means of financial incentives.7 Therefore, the private solution
tends to concern either specific institutions that lack proper services or
fairly well-to-do people who hire paid help to supplement the care pro-
vided by nursing homes.

It used to be much more like this in the past… Up to a few years ago the
personnel could not handle demand. There were never enough people from
the care facility to take care of all the residents especially at lunch and din-
nertime. Many people received assistance either from a family member or
from somebody paid by the family. I remember children taking shifts in
order to feed their parents or sending somebody to do it. Nowadays, the
standards of services have increased considerably. Some people still do re-
ceive some extra professional help. But it is mainly rich people who hire a
private nurse or a personal assistant (social service officer, Milan).

5.5.3 Who pays for residential care

Residential care packages therefore tend to be similar in Amsterdam and
Milan, as the services are provided by formal organisations, while infor-
mal support is specialised in complementary activities and commercial
services are virtually absent. The most prominent differences between
the two cases concerns the overall supply of services, their localisation
and their costs for the users.

A significant part of residential care costs in both Milan and Amster-
dam is financed through collective resources. In Milan, as in Lombardy
more generally, nursing homes meeting certain requirements receive
funding from the regional health fund for each older person living in
the institution.8 The remaining costs – in theory, for social services, ac-
commodation and other facilities – are to be paid for by the users or the
municipality. In Amsterdam, as is the case generally in the Netherlands,
institutional care is financed within the more general social long-term
care insurance (AWBZ). Nonetheless, users are required to provide
means-tested co-payments.

Despite the fact that both systems include a mix of private and collec-
tive resources, the outcome and the burden on private and public fi-
nances is quite different. Users pay higher fees in Milan than in Amster-
dam. Nursing home fees in Milan and the region are at least twice as
much as the total of a minimum pension plus the Indennità di accompag-
namento and it varies from one institution to another. In Amsterdam, co-
payments in residential care are controlled by national regulations: they
are a proportion of the older person’s income and never exceed his or
her net income.9 Moreover, while in Amsterdam co-payments are paid
out of the income of the elderly (and their spouses), in Milan not only
the elderly themselves and their spouses but also their non co-resident

residential care packages 103



relatives (mainly children) may be involved in paying part of the fees.
The elderly living in institutions usually provide their own pensions and
amounts equivalent to the Indennità di accompagnamento if they are en-
titled to it. In addition to these resources, spouses and children often
contribute as well.

My mother only has my father’s pension, since he died 10 years ago, and the
accompagnamento. That makes it about 900 euros a month that she is able
to pay herself. Besides that, my brother and I are each paying 450 euro per
month (Mrs. TR – case M12).

The only option to avoid these kinds of payments is to apply for subsi-
dised access to nursing home care at the municipality level, but this re-
quires a means-testing procedure. When the older person’s income is
insufficient10 access to institutional care is regulated by the municipality
and the fees are paid for by the local authorities.11

We cannot pay for a nursing home. Myself, I live on my pension, which is
not a wonderful pension. And the same is true for my father. The munici-
pality takes his income and pays the rest (Mr. CU 65 years – case M13).

In the case of Milan and Lombardy in general, children in the intermedi-
ate income groups suffer more than the rest from the extremely high
nursing home costs. While relatives with very low incomes are not re-
quired to contribute and relatives with higher incomes are largely unaf-
fected by nursing home costs, children in the middle income range are
burdened with financial problems as a result of nursing home costs in-
curred by an elderly family member. This has come to light in other
studies as well (Facchini 2003). In recent years, there has been heated
debate on the issue and the Municipality of Milan amended its regula-
tions regarding co-payments to residential care facilities. Until 2002,
public funding was provided based on an evaluation of the income of
the elderly person and the children and children-in-law, but since then,
only the income and savings of the elderly dependent (and spouse) are
counted. This change has promoted a rise in residential care applica-
tions, clearly suggesting that nursing home costs severely limit the de-
mand for residential care in the Italian context.

Finally, access to an institutional care facility follows quite distinct
paths in the two contexts. In Amsterdam, the procedures are uniformly
based on AWBZ’s administrative requirements, while Milan has experi-
enced significant fragmentation and dispersal. In Amsterdam all of the
local actors tend to channel their requests for admission directly through
the administrative board responsible for financing long-term care in in-
stitutions within the framework of the AWBZ requirements. Admission
into a nursing home – like other services financed via the AWBZ – is a
two-step process. First, the older person’s care needs are assessed by the
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regional assessment board. Second, one must apply for nursing home
admission via the local institution that handles admissions and waiting
lists (Zorgkantoor, care office).

The first thing is to get an assessment from the RIO; without an assessment
we can’t do anything (manager of a nursing home and home care provider
in Amsterdam).
People are sent here by their doctors, by the nursing homes in the city, or by
their children who know the process. They might find their way on their
own. Of course, we don’t recruit people, but there are many institutions that
know us and refer people to us (evaluating officer, Amsterdam).

In Milan, the path towards admission into a nursing home is much
more complicated and depends on the abilities of the elderly and their
relatives to go to the right institution. One way is to go directly to one or
more nursing homes and apply in person. Another method is to ap-
proach the municipality of Milan and apply for free means-tested admis-
sion into a residential care facility and be added to the official waiting
list. This process is just another filter for accessing residential care, as it
produces time delays and makes one’s relations to the services more
complex.

It took us one month to figure out whom we were supposed to ask. We went
to three different nursing homes and we eventually ended up in this one
(Mrs. LO – case M15).
My uncle was put on four different waiting lists and the first home care
facility that had an opening got him (Mr. TA – case M11).

5.6 Preliminary conclusions

The qualitative analysis of care packages highlights important differ-
ences between the two contexts. Formal home care remains scarce in
the Milanese case, which mirrors the quantitative analysis at the national
and macro-territorial level (chapter four), but it also does not represent a
package in itself. The type and level of support provided by social and
health services do not respond to complex, intensive and extensive care
needs. These services are generally provided within different kinds of
arrangements: an informal package characterised by the prevalence of
informal resources, or a commercial package, where the main caregivers
are paid workers. In this respect, the difference between the Dutch and
the Italian case is not only a quantitative one but also a qualitative one
because formal care does not offer elderly dependents in Milan a real
opportunity, while it does in Amsterdam.

Informal care packages present clear similarities in the profile of the
informal caregivers and in the related intensity of involvement in care
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for dependent elderly people, as emphasised by the literature on support
networks. However, it is not just informal care packages that are more
widespread in the Milanese sample, which is to be expected, but also the
meaning they assume for informal caregivers are different. In Amster-
dam, informal caregivers tend to perform more organisational tasks and
household assistance rather than direct bodily care and they tend to be
supplemented and supported by formal care services. By contrast, infor-
mal caregivers in Milan are more intensively involved, both in how
much time they devote to care and to the type of care they perform. In
both contexts, however, a differentiation based on socio-economic cir-
cumstances emerged from the analysis.

The qualitative data also highlight the nature of the commercial pack-
age in Milan. Not only is there widespread use of paid care for both
household tasks and personal care, but the number of hours of care pur-
chased is considerable. This solution is also available to the lower and
middle classes due to the relatively low cost of hiring migrant workers
(often in the grey market). A similar solution is not available in the case
of Amsterdam. If commercial care is present, in most cases it entails a
limited number of hours of support, mostly for household assistance.

Finally, despite the fact that residential care includes similar content,
the access procedures and the financing differ greatly in the two con-
texts.

These differences represent important elements that shape the oppor-
tunity structure for the making of care packages. The next chapter looks
at how these distinct care packages are constructed, and which actors,
stakes and decisions are relevant in arranging a package.
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6. The Creation of Care Packages and
the Transformations of Care Systems

Care packages – the characteristics and qualitative differences of which
we illustrated in chapter five – may be regarded as the result of the
course of action and the choices undertaken by individual and collec-
tive actors. In this chapter, we shall concentrate on how specific care
packages emerge, by looking at how they are constructed by the relevant
actors. The reconstruction of care strategies (Wallace 2002) will then be
linked to the transformation paths of the two care systems.

6.1 Contextualising care strategies: Who decides what
and when

As Anderson et al. (1994) emphasised when addressing the issue of
choices, a crucial distinction has to be made between long-term strate-
gies and short-term decisions taken in presence of a critical event, such
as the onset or the worsening of an illness or disability. Preventive strate-
gies are likely to exert an influence in the subsequent course of action,
while short-term coping is likely to be influenced by both contingent
constraints and previous long-term strategies.

Moreover, it is crucial to observe which actors participate in choices
about care arrangements. The loss of decision-making power of depen-
dent elderly people involves a process that has been described as “pro-
gressive surrogacy” (High and Rowles 1995). The latter is particularly
strong for the elderly living in an institutional setting (Lidz et al. 1992)
due both to poor physical and mental health conditions and to the char-
acteristics of nursing home organisations, but needs to be addressed for
dependent people living at home as well. Identifying the actors that are
relevant for care strategies is in part related to the timing and context of
choices, particularly in the domain of elderly care. Given a progressive
loss of autonomy, the timing of decision-making is extremely relevant in
defining the involvement of the elderly in decisions concerning their
care arrangements.

Finally, choices concerning elderly care and the creation of care
packages do not occur in a void. A set of actors operating in each local
context interacts with individuals and households in the construction of
care packages. The presence and specific functions of social services,
professionals, elderly organisations, migrant worker organisations, pri-
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vate care suppliers, etc., reflect, on the one hand, the ways in which the
welfare arrangements are designed and crystallised and, on the other
hand, how they are likely to influence individual and family decisions.
In the interaction with individuals and families, these intermediate local
actors may contribute either to social change or to the crystallisation of
the system.

6.1.1 Long-term vs. short-term decisions; strategies vs. coping
behaviours

Care strategies in the two contexts appear quite different in terms of
both the timing and the involvement of the informal networks in mak-
ing decisions. In the case of Amsterdam, long-term strategies are more
common and the elderly person’s condition appears crucial in defining
specific care arrangements. The interviewees in Amsterdam often em-
phasise that the elderly have expressed clear preferences about their fu-
ture care needs a long time before the onset of health problems and
dependence.

My father has always said that when he needed constant care he would
rather go to a nursing home than be cared for at home. He has always been
very clear about that (Mr. PJ – case A2).

In Amsterdam, different long-term strategies are observable among the
elderly or among the ageing children of older dependents. Among the
better-off households, for instance, there are private insurance plans to
turn to. One reason why they purchased insurance was to “fill the gaps”
of the social security system that is available to each and every citizen.

There is an insurance scheme in the Netherlands and you know what it
offers. You also know, for instance, that in order to get into a nursing home
or to receive home care via public insurance you might have to wait a few
months. This is why my father and my mother decided to take out a perso-
nal insurance policy and I did the same for the future. This is to be sure that
whenever he needed support he would never have to depend on anybody
else (Mr. HH – case A29).

Similarly, residential strategies as a preventive move are rather wide-
spread in Amsterdam. Several interviewees in Amsterdam report many
older relatives making residential strategic choices to take care of future
care needs with regards to type of facility, the neighbourhood, the city: an
environment adapted to the mobility requirements of the elderly, the ea-
sier accessibility to services, a friendly social environment emerge as ele-
ments that matter in the individual residential choices.
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They [uncle and aunt] used to live in an old house in the centre. But as they
got older they thought of moving over here. It is maybe less nice, but it is
more convenient for older people; there are no steps inside the flat and they
can get out easily (Mrs. GY – case A28).
This is a neighbourhood where you have all sorts of services. If my mother
ever needed to go to a nursing home, she would go to the one next door and
not to any other one. She’s always said so, ever since she moved here ten
years ago (Mrs. HH – case A30).

By contrast, coping is usually a short-term matter in Milan, which is
dealt with mainly by the elderly person’s family members. Most of the
interviewees referred to the onset of disability or health problems as the
time when the family – not the older person – was confronted with diffi-
cult choices. A possible explanation for this difference is related to the
smaller range of opportunities available to the elderly in Milan compared
to Amsterdam. First, the restricted supply of formal services does not
allow the luxury of being able to depend on social care for one’s future
needs. Decisions regarding care do not depend exclusively on the will of
the elderly or on the accessibility of specific care facilities, but revolve
around the monetary and care resources of the children and other rela-
tives, which mean that the decision to enter a nursing home or engaging
home care is not an independent decision made by an elderly person
and it is usually postponed until the children have their say. Second, in
Amsterdam long-term private insurance plans may supplement a basic
general health insurance, while in Milan, private insurance schemes are
less feasible, more expensive and not very accessible, as they are not
built on top of a basic social security scheme. Third, long-term residen-
tial strategies are much less available in Milan, also given the high inci-
dence of homeownership. As the majority of the elderly own their apart-
ments, their residential mobility is limited. The elderly in Milan– either
living in their own house or social housing – have often been living in
the same flat for decades and show a very high level of resistance to the
idea of moving.

This is her flat. It is the flat she moved into when she married my father and
where we [the children] grew up. I think she never even thought of moving,
not even when I got married and I started living in the province. It is her
house (Mrs. TP – case M34).
When my wife got worse and she started not being able to walk up and
down the stairs, the housing corporation asked us if we wanted to move.
But where should we go? Why should we move away? We are old now (Mr.
BA – case M25).

While the interviewees in Amsterdam often referred to the possibility of
planning the most desirable care arrangements for the future, the only
type of (implicit or explicit) planning made in Milan concerned the per-
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son on whom the older relative will rely on. Instead of making individua-
lised preventive choices regarding their future care needs, the elderly in
Milan tend to rely on the presence of family members who will, at the
right time, intervene in providing support. Who the main caregiver will
be is decided implicitly according to considerations linked to gender,
age, marital and work involvement or specific family histories. In several
cases, becoming a caregiver implicitly resulted from a series of events in
the lives of family members, their residential strategies and choices
made during the life course. All of the (daughters) caregivers inter-
viewed in Milan were well aware of the fact that at a certain point they
would become the designated main caregivers of one of the parents,
either because they were the only ones living nearby, or had limited fa-
mily or work commitments, or simply were the emotionally closest to
the elderly dependent. The obligation to devote more time to the care of
an older person is generally made by the designated informal caregivers
well ahead of time.

Nobody ever said anything, but it was obvious that I was the one who was
supposed to take care of him. My brother was certainly not going to do it and
his wife not either. It is normal in a way. We all knew it (Mrs. LK – case M31).
I have a sister who married in Rome and a brother who lives in Canada.
When they left, it was clear what was going to happen when Mom and Dad
needed help. It was absolutely clear (Mrs. GN – case M9).

Besides this long-term process of the construction of the main informal
caregiver, choices about care arrangements have a shorter-term character
in Milan than in Amsterdam and they appear more like responses to
specific events than planned trajectories. Spouses and children taking
care of elderly dependents tend to describe their situation as a precarious
one, with no long-term vision, where daily new problems might emerge
and require new decisions.

We live day by day. It is impossible to make plans. For now, things have
worked out well. We’ll see what happens tomorrow (Mrs. LC – case M18).
I am the one who does everything for him. If I get sick I wouldn’t know what
would happen (Mrs. AA – case M16).

Differences in the ability to foresee and plan responses to the elderly’s
care needs have been previously studied in different welfare contexts
(Pinquart et al. 2003), with specific attention paid to a comparison be-
tween a liberal welfare state – the US – and a continental European wel-
fare state – Germany. It was discovered that older Americans are more
likely to prepare for their future care needs (gather information, decide
on preferences, make concrete plans), understand the services, and were
more satisfied with their preparations than older Germans. The under-
lying hypothesis is that the existence of a public social security system –
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Germany in this case – allows one the luxury of having less to worry
about regarding future care needs and that people living in liberal wel-
fare states bear a more individualistic attitude with respect to coping
with specific risks. Our evidence suggests the alternative hypothesis that
a context with a stronger welfare provision based on individual rights
tends to empower the elderly and to offer choices, compared to a system
that is based on family solidarity and informal care. What emerges from
the interviews is that the specific resources available in a particular con-
text tend to structure the scope and nature of long- and short-term stra-
tegies in response to elderly care needs. Further evidence of this view is
provided by the analysis of the differences within each of the two local
contexts. Despite the above-illustrated differences between Amsterdam
and Milan, important internal variations in strategic attitudes emerge
based on the socio-economic differences of the elderly and their rela-
tives. Long-term and individual strategies are more common in both
contexts among the upper classes. But the time variable of the choices
and actions undertaken by the lower socio-economic strata tends to be
smaller, even if relevant differences persist between Milan and Amster-
dam. Therefore, welfare state variations seem to have more of an effect
on medium and lower socio-economic groups, where short-term and
less individualised strategies tend to be adopted. Again, the individuali-
sation of rights introduced by the Dutch system seems to allow more
independence among the elderly (and the elderly’s children), even for
people with less privileged backgrounds.

6.1.2 Individual vs. family decisions

The prevalence of short- vs. long-term decisions contributes to defining
the relevant actors for making decisions with respect to care arrange-
ments. Whereas in Milan short-term decisions prevailed and the opi-
nions of spouses and children were much more important, in Amster-
dam long-term decisions were more common and the elderly them-
selves tended to exert more influence in defining their care packages.
The children of elderly dependents in Amsterdam usually refer to their
parents as the ones who make the decisions – usually ahead of time –

concerning their lives in the later phases and in cases involving depen-
dence. When choices concerning care arrangements are mentioned, the
relatives of the elderly tend to indicate the elderly as the ones who have
made their own choices.

When she realised that she would no longer be able to make it by herself,
she decided to enter a nursing home (Mrs. KZ – case A11).
She does not want to have any help from us children. She does not want to
depend on us at all. She has always been a very independent type of person
and she knows what she wants (Mr. HH – case A29).
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He took out an insurance policy when he was younger. He always claimed
that he had to make it on his own, that he did not want to be a burden on us
(Mrs. UT – case A21).
One day, all of the sudden, she hired someone to take care of her house-
work. She said it and she did it (Mrs. EE – case A1).

By contrast, the role of relatives in Milan is crucial for the construction of
care arrangements, as their work constitutes the basis for any kind of
care package. Interestingly, when discussing decisions on how to re-
spond to care needs, relatives tend to talk about themselves rather than
about their parents.

We decided to take her with us (Mr. SE – case M2).
I could never send her to a nursing home (Mrs. LC – case M18).
I know she would agree that she is getting all she needs (Mrs. DD – case
M32).

This situation reflects the fact that, unlike Amsterdam, children and
other relatives in Milan are directly involved in the care arrangements
and constitute themselves possible care resources. In Amsterdam an
older person may make decisions about his or her own care without ne-
cessarily involving the children’s lives. This would be impossible in Mi-
lan. The strategies of the elderly in Amsterdam do not necessarily take
into account the availability of informal care provided by children: their
involvement in providing some support to parents is usually supplemen-
tary to established care arrangements. In other words, children are more
often “stepping into” care, independent of their parent’s decisions, as
they are less “expected” to take care of their parents. In the case of Milan,
the decision-making process is utterly different and involves not only
those who are expected to take care of the older person, but also a com-
plex network of subjects related to potential caregivers. In Milan, deci-
sions about caring, not caring, how much and in which ways are often
intertwined, mediated (and conflicting) with the needs and interests of
spouses and children of the older person’s potential caregivers. Depen-
dence and responses to care needs tend to become a family matter at
large, involving the decisions and choices of several households linked
to the older dependent. In this sense, the “familisation” of the risk of
dependence entails discussions, negotiations and conflicts over the
amount of time, money and space to be devoted to elderly care, that take
place to a much more limited extent in a system based on care as a col-
lective resource and on individual rights.

My husband and I almost broke up because of this. I was never home any-
more. I could not take care of our house. I could hardly do anything for him
or with him. We had to find a different solution for my father (Mrs. CA –

case M20).
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At a certain point my mother was no longer able to live on her own. And we
had to decide what to do… to take her with us… it was a difficult decision for
my husband and me, very difficult (Mrs. LO – case M15).

Because the care provided by children and other non-co-residential rela-
tives for the elderly in Amsterdam is much less demanding, these prob-
lems generally do not emerge in the interviews. If, on the one hand, the
elderly enjoy more independence in making their care packages, on the
other hand, becoming a caregiver is much more an individual rather
than a family matter.

Of course, I am dedicating a good deal of time to my mother in this period.
But the children are grown up and my husband understands that I have
some commitments; they are just a little different from those in the past. I
am the one who has given up my swimming pool to go and visit my mother;
what should he have to say about it? (Mrs. HH – case A30).

Thus care decisions in Italy appear to be much more complex and linked
to the views, interests, aims, resources and boundaries of a broader set
of actors compared to the Netherlands, where they tend to concern the
older person and a small circle of close relatives. In the Milanese cases,
decisions were much more the result of complex conflicts and mediating
processes that occurred within different households and between house-
holds. The decision-making structure may become very complex when
several children and their respective families are present. Therefore, dis-
cussions often take place between siblings, between each one of them
and their partners, and between the partners, so that care for the older
person becomes an extended family issue.

My husband said right away that he would be available for helping out.
Without his agreement, we could not be doing what we are doing. On the
other hand, my brother’s wife is not at all like that. She wants to participate
in every discussion, but she doesn’t do much. Family matters are sometimes
difficult (Mrs. ZA – case M29).

To summarise, when speaking of strategies of elderly care in two very
different welfare contexts, the difference in stakes and in the decision-
making structures has to be taken into account. The institutional setting
not only affects and structures the type and quantity of available re-
sources, but it also contributes to the defining of who the relevant actors
are in making decisions and designing the strategies.

6.1.3 Intermediate organisations in the making of care packages

In both contexts, decision making is influenced and mediated by social
services and its professionals. Nevertheless, the importance of these ac-
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tors and their influence differ considerably between Milan and Amster-
dam. In the Dutch case, social service professionals and organisations
play a much more important and direct role in shaping welfare pack-
ages. Given the greater importance of collective resources in responding
to the care needs of the elderly, the administration of these resources at
the local level interacts with individuals and households in the construc-
tion of care packages. Traditionally, regional assessment committees in
the Netherlands not only evaluated care needs of applicants, but also
decided whether the right solution could be found in residential or
home care arrangements. This notably raised many criticisms, as care
organisations were seen as patronising and responsible for limiting the
client’s freedom. Nevertheless, the image that emerges from the inter-
views is more that of a negotiation between individuals and profes-
sionals from the angle of professionals as well as the informal care-
givers.

I think you noticed that people do know what they want. You cannot just tell
them what to do. They want to be an active part of any decisions that are
taken. You cannot just tell them that this is what you get (social worker,
Amsterdam).
They asked my mother what she wanted and told her what, according to
them, was possible and what was not possible. Then they came to an agree-
ment (Mrs. LL – case A5).

The Dutch long-term-care system is organised around the admission to
formal care administered by regional boards that are particularly impor-
tant both in orienting individual strategies and in implementing institu-
tional change. During the research period for this study in Amsterdam,
major changes were occurring, as new regulations were introduced that
affected access to care services that were meant to increase freedom of
choice (see chapter two). As was also emphasised by the professionals
themselves, they, because of their position, could influence the outcome
of the reform in everyday practice. They were confident that they could
maintain an open negotiation with users regarding individual care solu-
tions. Recent policy innovations had also fostered discussions among
professionals concerning the practical implementation of the new regu-
lations. The practicalities and the discretionary power in administrating
the reforms were at stake and the professionals interviewed clearly ex-
pressed the need for negotiations concerning changes in regulations.
Finally, the particular characteristics of Amsterdam’s regional board – in
terms of organisational identity, shared aims and principles – was ac-
knowledged and protected. An ally for the professionals in this respect
was the configuration of the care supply. Even if the new system of as-
sessment introduced in the Netherlands was based, in principle, on a
greater power of demand over supply, it has to be acknowledged that the
constraints of supply in social services will probably change rather
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slowly. All these elements point to the pivotal role that professionals play
in administering the access to formal long-term care and the likelihood
of slow and regulated change.

The position of social services and professionals in Milan is, as already
noted, strikingly different. Given the reduced importance of social ser-
vices in Italy compared to the Netherlands, their importance is reduced
both in its power to orient users’ demands and strategies and in imple-
menting social change at the institutional level. The influence of welfare
agencies in the local context is much more indirect and mostly expressed
through their general absence and unavailability rather than their active
presence. Social services in Milan are less visible and less accessible than
in Amsterdam and they usually do not represent a reference point for
the elderly and their relatives.

I went to see a social worker to find out what could be done. I was desperate
and had no idea about what to do and who to ask. She told me they could not
do anything. So I came home and we had to deal with it on our own (Mr. TA
– case M11).

Social service professionals in Milan are not mediators in finding a satis-
factory care solution and do not have enough resources to intervene and
respond to their needs. When potential users apply for social services,
they either obtain a limited number of hours of support or care allowan-
ces or they are redirected to informal or commercial solutions, given the
restricted availability of formal care resources.

When my father came home from the hospital last time, it was clear that my
mother could not take care of him as she used to. We asked at the municipal
office but they told us the only thing we could do was to hire somebody (Mr.
BA – case M25).

Social service professionals in Milan, unlike in Amsterdam, are not con-
sidered powerful actors who can influence changes in social policy and
in the institutional framework. Given their limited development, social
services do not play a role in reinforcing a collective approach to long-
term care, but rather contribute fostering social demands for market so-
lutions. In other words, commercial care for professionals of social ser-
vices represents the way out of the rising care crisis in the city. As profes-
sionals are aware of the limited availability of collective solutions
involving heavy care needs at home, they consider access to the care
market as a response to the increased social demand and as a way of
reducing the pressure on social services. In this respect, the migrant
care workers are considered a blessing for the local care system.

contextualising care strategies: who decides what and when 115



Luckily they are here, the badanti. I don’t know what we would do without
them. How could we be facing such a high demand for these services? (so-
cial service officer, Milan).

Even after the regularisation process of foreign migrants had begun, ac-
tors in the field observed a continuous flow of undocumented migrant
women. Formal home care officers also agreed that the sustainability of
the newly established care model was important.

They [undocumented migrant workers] are still coming. This is a blessing
for us. What would we do without them? They have solved a lot of our prob-
lems. And if they stopped coming, it would be a disaster (home care service
officer, Milan).

Third sector and volunteer organisations are very relevant in both Italy
and the Netherlands because they provide support to elderly dependents.
Not-for-profit organisations are the main providers of residential and
domiciliary care services financed by the public sector. Moreover, various
organisations provide information, support and advice to the elderly and
their families, assuming a mediating role between individuals and fa-
milies on one side, and welfare institutions and to some extent the care
market on the other. Nevertheless, the different levels of collective re-
sources available in the two systems and to the different institutional
settings mean that their roles in shaping care packages are considerably
different.

A broad range of associations in Amsterdam, provide information and
counselling to the elderly and their relatives about care options, their
rights and the procedures for admission into the formal care sector.
Many of them are trained to respond to the needs and problems of spe-
cific groups of elderly people. Women’s associations and those organisa-
tions that help older migrants negotiate their way through the formal
care sector are two examples. In cases involving elderly dependence, all
of these organisations process the requests of support and send them to
the regional assessment board while they further support the elderly
throughout the process of constructing their care arrangements. Care
providers who offer home, day or residential care are also aware that the
end users will be able to access their services only if they have been ap-
proved by the board and thus promote utilisation of the national insur-
ance scheme. Interviews with informal caregivers and service providers
consistently provide evidence on this point.

This is a nursing home, but since last year, we started offering home care to
the people in the neighbourhood. We have many small service points in the
neighbourhoods where people can go whenever they need to. … When
someone needs help we first try to get them assessed. We can’t do much
without an assessment (manager of a nursing home, Amsterdam).
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There is a daily centre next door. When my mother fell sick I first went there
to find out what could be done. They told me that the first thing I needed to
do was get an assessment. Without an assessment, everything is too expen-
sive and too complicated. And they helped us out in getting an appointment
to have the assessment done (Mrs. EG – case A24).

Even for-profit organisations, which have more recently been included in
the long-term care system in the Netherlands, have an interest and chan-
nel the demand for care into the general long-term-care scheme and its
institutions. The development of the Dutch care market has thus far
been mainly based on a publicly financed and regulated system, so that
private for-profit providers are aware that their chances on the market
depend on their ability to attract clients, and on the ability of clients to
access social security insurance benefits. Market costs are obviously too
high, which means that private services are not really an option for the
majority of the population.

Some people just come to us for help. They do not realise how expensive
home care services are. The first thing we do is make an appointment for
them with the [assessment board]. We take care of everything. When the
assessment is done and they receive their budget (PGB), then it is possible
to help them out further. Otherwise, they have to be very rich to be able to
afford this service. It is not that we are particularly expensive. Home care is
just expensive in general (manager of a private home care business, Amster-
dam).

To summarise, in Amsterdam, the network of for-profit and not-for-prof-
it providers and associations in the domain of elderly care is highly in-
volved and interested in the development and consolidation of the public
scheme of support for dependence. If they have in recent years pro-
moted campaigns to empower the users and have encouraged a change
in the balance of power between the care professionals and the users
themselves, they are nevertheless embedded in socio-economic stakes
related to the development of social insurance policy. Accordingly, they
play a generalised coordination role in providing information to the pub-
lic and in processing the demands via the various welfare institutions.

The picture that emerges from the case in Milan is quite different in
this respect. Local social organisations, associations and care providers
are not interested in channelling demand to a weak local care system
that is not able to meet demand and, moreover, to a system that does not
represent a relevant source of support for these organisations. As we
have seen in Amsterdam, not only do associations and pressure groups
tend to channel care demands to social services, but also the for-profit
and not-for-profit organisations publicly financed within the framework
of the national long-term care scheme. This is not the case in Milan at
all. Here non-profit organisations work almost exclusively for public ad-
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ministrations that outsource their services and they have not developed a
private personal service market, not even a publicly financed one. Simi-
larly, volunteer associations and other local organisations that provide
support to the elderly tend to not process informal caregivers through
social services. Local public resources, according to our interviewees, are
so limited and rationed in their ability to respond to the care needs of the
elderly that in most cases it is not even worth trying to access formal
support. This is consistent with the residual social service model, with
the only exceptions being potential users in very difficult economic situa-
tions and without informal support. This is particularly the case for the
elderly living alone and with no available relatives. Sometimes volunteer
associations happen to come across these types of cases and forward
them to social services.

We came across this woman two months ago. She lives alone. She has no-
body. I don’t know how she has survived until now. When we went to see
her for the first time her house was a complete mess. She had not cooked
for weeks. And she never goes out. We asked social services to do something
about this (volunteer, Milan).
Sometimes we get incredible cases of people who are completely aban-
doned. It is usually the volunteers who notice and tell us (social service man-
ager, Milan).

However, generally speaking, the organisations operating in the city tend
to deny the possibility that social services are helpful in cases of elderly
people with heavy care needs. The relatives of the elderly are often ad-
vised not to count on these services.

The X [a volunteers’ organisation] told us that it was useless and they don’t
offer more than a few hours of help per week. This is not what we need. We
need someone to be here all the time. We have to do it all ourselves (Mrs. OP
– case M30).

Milan’s situation is linked to the limited availability of resources and to
the low level of involvement in the system of the existing organisations.
The counter-evidence of this is given by the substantially different atti-
tude that the same organisations show towards the more structured na-
tional cash provision available to the severely dependent elderly, the
Indennità di accompagnamento (see chapter two). Not-for-profit organisa-
tions, especially volunteer associations, parishes and pensioners’ unions
tend to support access to the only universal scheme that characterises
the Italian long-term care system. Moreover, as several interviewees re-
ported, these organisations provide support throughout the bureaucratic
application process required for the national care allowance.
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The first thing we ask is: does your father or your mother receive the accom-
pagnamento? It is a right (responsible of a volunteer organisation, Milan).
At the pensioners’ union, here next door, they told me to demand my accom-
pagnamento. Then they fortunately took care of everything for me (Mrs. AU
– case M3).
I don’t know how it works. Apparently, it is quite complicated. But the
church took care of everything. I only had to take my mother to visit and
wait. It went well (Mrs. DD – case M32).

By contrast, when it concerns finding solutions for care needs, volunteer
organisations and other associations tend to advise families to seek paid
care. The solution of a live-in paid caregiver is often suggested as the
only option in response to heavy care needs.

We know some women working as caregivers for the elderly. It is a good
solution for a family. This is the kind of advice we often give to people with
very heavy needs and no one in the family able to take care of them (director
of a volunteer organisation, Milan).
We went to the church and they told us that the only thing we could do was
to get a badante (Mrs. QV – case M27).

Some of the organisations that suggested this solution to informal care-
givers also provide help, assistance and training to foreign migrant wo-
men. They thus represent a reference point for both relatives of the el-
derly dependent people and the migrant workers. They sometimes
function either formally or informally as meeting points for the demand
and supply of care (see also Da Roit and Castegnaro 2004; Mesini et al.
2006). Several organisations that assist migrants represent a reference
point for people looking for a badante. Reports on this topic by both care
workers and the relatives of the elderly are quite representative of the
situation.

When I got to Milan I slept for two weeks at the … [voluntary association]. I
did not know anybody, I was frightened. Then a man came with one of the
people working there. He was looking for a woman to take care of his
mother. He was looking for a strong person because his mother had to be
lifted on to and from the bed. He looked at all the women that were there
and then said to the other man: I think she is the one. And he chose me
(Mrs. HJ – C6).
Before leaving home I was told that there was a church where every Sunday
people come to look for women caregivers. So I went there three Sundays in
a row. This is how I got my job (Mrs. OO – C11).
I asked the church if there was always somebody available to work for us
through them (Mrs. OP – case M30).
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As a result, the attention and the interests of social services and of pri-
vate non-profit organisations seem to converge at the point of the devel-
opment of the care market in Milan.

6.2 Crucial choices

At the onset of disability and throughout the progressive process of los-
ing autonomy, many choices about how to respond to care needs arise.
As illustrated above, these choices involve elderly people, their relatives
and other network members, social services and other actors like volun-
teers and care professionals. Nevertheless, the different level of partici-
pation of each of these actors, the stakes and interests, as well as per-
ceived and actual opportunities and boundaries, vary greatly between
the two contexts and within them. We shall now consider a few signifi-
cant turning points in the dependence histories collected to further high-
light the different logics underlying the construction of care packages.

6.2.1Gradualism vs. shocks

Analysing care choices is not obvious, as the actors involved in making
care packages do not view and represent the definition of care strategies
as a homogeneous process. Reported histories of dependence and ways
of coping differ in the pace of events and decisions made. In several
cases, slow and consistent development was observed, while in others a
series of dramatic turning points occurred. Several interviewees ob-
served that the dependence history of their relative was characterised by
a slow and progressive loss of autonomy and underlined that no major
decision was ever taken about care packages. This is particularly true
regarding care packages that include a certain level of informal care. In
many cases, informal caregivers directly involved in providing support to
the elderly tend to see their involvement as something that just hap-
pened rather than something they chose (see also Dautzenberg 2000).
Care arrangements in these situations are the results of a series of small
events rather than the outcome of choices made by relevant actors.

It is not that I’ve ever chosen anything. Things just happened. One day she
started being unable to go out and do her own shopping. And I started doing
the shopping for her. A little later I realised she could not cook for herself
anymore. And I started preparing her meals. Then she could not wash her-
self, and then she became unable to stay alone anymore. It is not that I’ve
chosen to become the one who cares for her. It has just happened little by
little (Mrs. LC – case M18).

Informal caregivers often acknowledge that their current involvement in
informal care was the result of a hidden, implicit and to some extent out-
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of-control process of escalation of informal care inputs. They therefore
ex post realise and admit that their involvement in elderly care slowly
increased without any explicit or rational decision being made in re-
sponse to increased demands as the needs grow. For these reasons, re-
constructing when and how changes in informal care involvement took
place is usually difficult.

Ever since she broke her ankle, things have not been the same. Up till then
she was doing fine and even after the accident she seemed to recover quite
quickly. But one day we suddenly realised that she had become more and
more needy and that we were spending a lot of time with her. We did not
realise it right away. We realised it when it became too heavy for us (Mrs. LK
– case M31).
I used to go and see her once a week, then twice and then every day. Little by
little she could not be left alone any more. If you ask me how or when it
happened, I don’t really know (Mrs. FD – case A16).

In Amsterdam, where the importance of formal services is greater, a si-
milar process occurs with reference to the development of formal care
packages. It is quite interesting how the increase of formal care inputs
may be described in similar ways as the growth of informal care. As care
needs increase, the reliance on home care services increases, with no
apparent shocks or decisions being made.

At the beginning, when she was no longer able to take care of the house and
to move around freely, someone from the home care service started coming
twice a week to help out. And little by little they started coming more and
more often. It happened like this, until now, when she always has somebody
around and can’t live without this (Mrs. IU – case A8).

By contrast, several histories are marked by accidents, the sudden wor-
sening of health conditions or the loss of a former caregiver – typically a
spouse. In these circumstances, the interviewees clearly realise that
there was a crisis and that different alternatives and choices had to be
made. When a consolidated equilibrium is under stress due to a shock,
“what-to-do” questions do emerge and usually require rapid decisions.

When he spent a month in the hospital the last time he was really bad. They
said he was ready to go home. But in fact he needed to be looked after all the
time. And we had to decide: to take him home or to look for a place in a
nursing home (Mr. TA – case M11).
My mother was taking care of him and they were doing fine, after all. When
she got sick, we suddenly realised that we had two sick people in the family.
What a dilemma! (Mrs. AU – M3).
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As earlier emphasised, these experiences are much more common in
the Milan case than in Amsterdam. Among Dutch elderly people, con-
tacts with formal services tend to start at a much earlier stage in the
dependence history, even if there are initially low care needs. Thereafter,
every subsequent event is managed in a more “fluid” way. By contrast, in
Milan, families tend to deal with dependence by themselves, until they
“explode”, to use the expression of several Milanese informal caregivers.
It is at this point that choices become evident and extremely difficult,
due to time constraints and to the exhaustion of informal care resources.

These contextual differences have to be taken into account, together
with other variables illustrated above – such as the timing of decisions
and the direct involvement of the elderly, the position of collective actors
in the local context and the institutional framework structuring opportu-
nities and constraints – in order to analyse the logics underlying differ-
ent choices in the making of welfare packages.

6.2.2Staying at home vs. moving to an institution

One relevant choice in the care of elderly dependents concerns the deci-
sion to access a nursing home or not. Our analysis is aimed at grasping
who decided what and when and what are the driving forces that lead to
the institutionalisation or non-institutionalisation of an elderly depen-
dent. In our qualitative sample, we rely on the observation of two elderly
subgroups: those who have already entered a nursing home and those
who are being cared for at home.

The paths towards institutionalisation – according to the histories of
the institutionalised elderly – are markedly different in the two local con-
texts. In Milan, in most cases, institutionalisation is a last resort. A long
time – several years – passes between the onset of health problems and
disability and access to residential care. This residential care package
tends to follow an extended period of informal – and in some cases com-
mercial – care at home, organised by the relatives of older dependent
people.

She was at home until six months ago. It was heavy for everybody, but we
managed somehow. We took shifts. For a while, we also had a badante. But
at a certain point we had to take her here. She needs to be looked after all the
time because she’s always at risk of hurting herself. If something happened
what could we do? (Mrs. HL – case M14).

The informal-commercial package – a combination of informal and
commercial resources – at home is a common experience in the past of
the elderly living in institutions and included in the study. The possibil-
ity of entering a nursing home emerges when care needs become parti-
cularly heavy and are considered no longer manageable at home with
informal and paid care. Dementia and related behavioural problems, ac-
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cording to the interviewees, are often among the causes of there being
no other choice but to take the older person out of the home and to a
nursing home.

We could not deal with it anymore. We tried everything. We were running
back and forth between the hospital and home. I was spending all my time
looking after her. At the end, she could not be left alone even for one min-
ute. It just became too much for all of us (Mrs. LO – case M15).

The option of institutionalisation usually comes up at a very late stage in
the dependence history of the older person and the decision to enter a
nursing home is often made by the children at a time when they realise
that care at home is no longer an option. However, if one only has very
limited informal resources, the possibility of being admitted into resi-
dential care may occur earlier. In these cases, the decision is mediated
by social services and other care organisations and takes place earlier in
the disability path of the older person.

She does not have anybody. She was living alone and they realised that she
could not take care of herself anymore. She was spending a lot of time in
and out of hospitals until they found this place for her (Mrs. RE – case M10).

In Milan, the decision to enter a nursing home is either left to family
members or to social services at a time when all other resources at
home have been exhausted, while in Amsterdam, the elderly have more
say about their living arrangements, which is also due to timing. At the
onset of disability and at each step along the path to dependence, the
elderly (sometimes their relatives) and the assessment board are con-
fronted with alternatives concerning the type of care to be delivered. The
elderly thus have the opportunity to express their wishes before the need
for more intensive residential care arises.

She decided to enter a nursing home so as not to be a burden on anybody.
That has been her idea since the beginning (Mrs. KZ – case A11).

In Milan, as we have seen, informal resources are usually exhausted be-
fore one enters a nursing home, while in Amsterdam the prerequisite
for gaining access to residential care is an inadequacy of the formal re-
sources available. Therefore, the institutionalisation decision is much
more mediated by professionals, as they provide both the assessments
for home care services and for admission into residential care. Above a
given amount of hours of care needed the assessment board usually pre-
scribes or suggests admission to a nursing home or a home for the el-
derly.
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When my husband started feeling worse we called again [the assessment
board]…. They said that, if we wanted, he could be admitted into a nursing
home, as he was in need of much more care than before. Of course, I could
not take care of him properly and the help we were getting at home was not
enough anymore (Mrs. AH – case A15).

The attitude expressed about residential care by the informal caregivers
is also quite different when we compare the two contexts. In Milan, most
of the interviewees considered residential care as extreme and undesir-
able, which occurs only when no other alternatives are available. There
were, in fact, some interviewees who just did not accept the idea of a
nursing home as an alternative. According to a traditional view, residen-
tial care is described as inhuman, unsuited for older relatives (with a
family) and does not meet the standards of care at home.

We took her there to take an examination last summer. I could see how
depressed she became when she saw all those old sick people around. I
think she was afraid of being abandoned by her children (Mr. SE – case M2).
I would never have the heart to take her to a nursing home. It would be like
killing her (Mrs. UO – case M21).

By contrast, in Amsterdam, the idea if institutionalisation is accepted as
a more natural evolution of a care arrangement when available (formal)
resources are no longer sufficient to keep an older person at home. This
difference highlights the stronger orientation towards family-based care
in Italy and a more individualised approach in the Netherlands. How-
ever, the interviews provide a much more nuanced account and several
elements that emphasise how these normative views are also linked to
the particular welfare arrangements that characterise the two contexts.

Despite the fact that several interviewees expressed some resistance to
the idea of institutionalising dependent elderly people, this normative
view does not seem to be able to wholly explain the (non) recourse to
residential care. Other relevant factors eventually emerged during the
course of the interviews. First, the norm against residential care acquires
a less absolute value when extreme care needs are obvious and when
other solutions are longer viable.

We’ll keep her at home as long as possible. Then we’ll see (Mrs. LR – case
M24).

The Italian respondents who, despite contrasting normative convictions,
chose a residential solution, often provide need-based justifications: in
the face of the pressure of “need”, social norms become a secondary
concern. While institutionalisation as such is not preferred and may re-
sult in social disapproval, when there are intense care needs and after a
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long period of care at home, it may become suitable and socially accept-
able.

Up to a few months ago I thought I could never take her to a nursing home.
But in the face of necessity, you eventually change your mind. You realise
that what is good is not necessarily what people think is good. It is not easy
for us to have her here. But there was no other solution (Mrs. MA – case
M1).

Moreover, factors linked to the availability and nature of residential care
supply play a role in defining the image of residential care and its desir-
ability as a solution for elderly care. In Amsterdam, nursing homes are
viewed as suitable places for the elderly with heavy care needs while in
Milan the image of a nursing home is generally negative. The perceived
physical and social environment of nursing homes represents a disin-
centive for considering this option, and, in fact, is only turned to as an
option when care needs become extremely high.

You become a number. They are like hospitals. And you can live in a hospital
for a few days or for a few weeks. But not for the rest of your life. If they
were a bit nicer, maybe. Some of them look better. I know somebody who
lives in a smaller one, with only a few people. It seems more like a family
place. But usually there are hundreds of people, screaming and… It is not
pleasant. You do it only if you have no choice (Mrs. VZ– case M26).

The limited availability of openings, long waiting lists and the likelihood
that you will end up in a nursing home far away from one’s family are
often cited by Italian interviewees as barriers to applying for institutional
care.

We are not yet in that situation, but I already know that it will be a difficult
decision to make. Moreover, everybody knows that it takes a lot of time to get
a place. And you never know where you might have to go in the end. If it
was nearby, maybe. But I know people who have been waiting for places in
who knows where (Mrs. QV– case M27).

Finally, money matters according to the interviewees in Milan. This is
different from Amsterdam, where a nursing home is not, per se, an eco-
nomic hardship for the older person (as well as his or her family). The
spouse and children of the elderly in Milan often cite the high nursing
home fees as a barrier to institutionalisation.

When my daughter asked for information about a place in a nursing home
for my husband and they told us how much it would be, we almost could not
believe it. If it ever happens, I don’t know how we are going to do it (Mrs.
UO – case M21).
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If it was only for a short time… But how can you think of paying 1,500 euro
per month, without knowing for how long (Mrs. LR – case M24).

On the other hand, when adequate resources are available, financial con-
straints are kept to a minimum and it is possible to choose the “right”
nursing home the acceptability of the institutionalisation choice in-
creases greatly, as one Milanese professional explained.

When she was still able to communicate she told us to bring her to a nur-
sing home. Therefore, we did. There is a private nurse who comes every day
to make sure she is being properly treated; and someone goes to visit her
almost every day. We did everything possible and everything within our
means as a family (Mr. FG – case M6).

To summarise, in Milan, residential care emerges as an option only for
the extremely dependent elderly, also in relation to the features of the
welfare context and not only as a result of a generalised refusal of insti-
tutionalisation as a care solution. The hypothesis that access to residen-
tial care in the Italian and Milanese contexts is limited more by structur-
al aspects than by normative views is supported by several elements.
First, there is evidence that a limited supply restricts the demand for
this type of service. Until the mid 1990s one of Lombardy’s provinces
displayed particularly high institutionalisation rates of the elderly for his-
torical reasons. However, one could not speak of “inappropriate” use of
residential care, as the elderly living in the institutions in this area had
similar characteristics – with respect to age, reasons for admission and
duration of stay – as the ones living in areas with lower supply. This
situation provided indirect evidence that the lack of supply (in other
areas) was containing the demand for residential care (Da Roit 2001).
Second, and more recently, several key actors noted that as the Munici-
pality of Milan broadened its eligibility criteria for subsidised residential
care the demand for institutionalisation in the city exploded together
with waiting lists.

6.2.3Staying at home vs. moving into a child’s home or moving to a
parent’s home

Changing residential arrangements in response to the dependence of an
older family member represent another crucial choice. In both Amster-
dam and Milan, co-residence remains a remote possibility, despite the
difference in the institutional contexts and the diversity of resources and
constraints of the actors, and it is usually not taken into account by the
elderly person’s children.

In the Amsterdam sample, the possibility of moving into an off-
spring’s home is utterly out of the question. Residential autonomy is
regarded as an important aspect in the life of both the elderly and their
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relatives. Co-residence between the elderly and their children is deemed
as a characteristic of the past.

It used to be that way. When you got older, you maybe had to go and live
with your parents. In my grandparents’ generation, the elderly did not have
their independence. Now it is different. Both children and parents have their
own lives (Mrs. HH – case A30).

Interestingly, a daughter, worried about the ongoing transformations in
social policy and in care for elderly dependents in the Netherlands, re-
fers to co-residence as a risk of “going back to the past” and of losing the
autonomy secured by welfare arrangements, both for the elderly and
their relatives.

I am afraid that we are going back to the past. Everybody is talking about
changing the system of care for the elderly. I agree that care has to be more
humane. But if this means losing one’s freedom and independence, it cre-
ates a problem (Mrs. KZ – case A11).

In Milan, the option of co-residence is also only occasionally considered
by the interviewees. While declaring they are available to provide care
and support, children tend to put some distance and separation between
their own household and their parents. If close proximity is acceptable or
even considered convenient, since it facilitates contacts and exchanges of
support, living together represents an unacceptable limitation of autono-
my and freedom.

I am ready to do anything. But living together… that would be too much, for
all of us. We need our own independence. Myself, my family and my mother
(Mrs. OP – case M30).
Living close by is very comfortable. We can help. We can be very close. But
we need to have our own space. Living together is out of question (Mrs. LQ –

case M29).

Nevertheless, in the case of Milan, a few exceptions to this shared view
are linked to specific stakes and motives. In one case, the decision to
host a mother living far away from her children is explicitly linked to the
absence of affordable alternatives. In this case, co-residence is an exam-
ple of the strained familisation of care.

My mother was living far away, in her home town. She has nobody there
anymore. When she started having problems, we were the only ones who
could take care of her. What could I do but take her with us? We certainly
could not get her another apartment. My sister and I live in the same build-
ing. As I live alone, my mother moved into my flat, where there is more
room (Mr. SE – case M2).
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Other cases reveal the economic stakes involved in the care of the elderly
within the family and the importance of calculations concerning the
most profitable, or less costly, care solution. Economic motives – con-
cerning income and assets – are relevant in the negotiations and deci-
sions made concerning living arrangements, particularly among low-in-
come households. Decisions concerning the residential arrangements of
the elderly and their children sometimes parallel explicit or implicit de-
cisions concerning monetary exchange and inheritance. Taking care of
an older parent who is in very poor health and has a low level of func-
tionality in-house also means doing his or her bookkeeping. If this is
true for cases involving residential separation between households, the
income of the older person in the case of co-residence is even more
likely to be included in the overall income of the hosting household.
Better-off children often judge living with the older person hampering
and invasive and, given their higher economic status, do not consider
the possibility of giving up some of their freedom in exchange for addi-
tional income. By contrast, for low income children the older person’s
income may represent a valuable resource.

She does not have much: just her pension, the minimum pension, and the
accompagnamento. That’s it. She lives here. We take care of everything and,
of course, we manage her money. What we do for her is normal, it is the
bare minimum (Mrs. MM – case M17).

Sometimes, besides the income of the elderly person, his or her house
also represents a resource that is taken into consideration in construct-
ing the care arrangements. The daughter of an elderly dependent moved
into her mother’s flat with her entire household before the onset of her
mother’s disability, thus preparing for her future care needs. This care
solution, involving co-residence, was also discussed with other members
of the family. In these circumstances, economic stakes that are usually
absent or hidden among better-off families in Milan clearly emerge.

We moved into her house when it became clear that I should take care of
her. In fact, it was clear before. She has been living alone for years. Sooner
or later, she would no longer be able to take care of herself. My brother
would never be able to do what I’m doing here. We all know it. And we
agreed that I’d move in with my husband and my children. I’m now the one
who takes care of everything (Mrs. LQ – case M28).

The issue of housing and inheritance among lower-income households
in general is often the focus of family discussions, even before the onset
of a disability. There is the notion that care tasks should be compensated,
often via the use or inheritance of a parent’s house. As a result, a com-
plex set of arguments and negotiations between various family members
of the elderly person arise when it comes to choosing an informal care-
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giver and to designating the child who will use or eventually inherit the
family house. Again, the familisation of care in lower socio-economic
households points to a mix of family commitment, economic interests
and contested gender relations.

I have four brothers and I am the only woman. When you are the only wo-
man, you know that sooner or later it will be your turn to take care of your
parents. As my mother died young, my father has survived her for many
years. When two years ago my brother and his family wanted to move into
my father’s house I told them right away that either my sister-in-law was
going to end up taking care of him or it wasn’t going to work out at all. I am
not stupid. I did not want to leave them the house and have to work for them
again as soon as my father got worse (Mrs. GN – case M9)!

In Amsterdam, the welfare state and its care arrangements for the el-
derly fosters autonomy and allows individual decisions concerning el-
derly care to be made that have nothing to do with economic circum-
stances. Co-residence is not an issue given the reciprocal independence
– from an economic and care perspective – of the elderly and their chil-
dren. By contrast, in Milan, the familisation of care and dependence of
the elderly on their children contribute to the rise of economic stakes
necessity when making decisions about residential choices for the el-
derly and their caregivers, particularly among the lower socio-economic
strata. As highlighted above, the elderly may represent either a financial
burden or a resource for the children’s family, depending on their socio-
economic conditions. Children in disadvantaged socio-economic condi-
tions therefore tend to regard the resources granted by the presence of
an older dependent person in the household as quite important, alleviat-
ing a significant care burden.

6.3 Who assumes the care tasks at home?

As we illustrated in chapter five, home care arrangements differ greatly
between Milan and Amsterdam and within each one of the two contexts,
according to socio-economic differences. This dual differentiation of
care packages will now be interpreted by considering the tensions be-
tween normative views concerning elderly care, on the one hand, and
the resources perceived, available and mobilised in the creation of care
packages, on the other hand. We shall concentrate on the attitude and
actual contribution to the care and support of the children of the elderly
dependents, as an interesting angle for understanding the actual content
of intergenerational solidarity. Normative views on intergenerational re-
sponsibilities are important because they serve as guidelines directing
individual decisions and they provide a framework that people use to
justify and explain their behaviour to others (Finch 1987; 1989). Never-
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theless, correspondence between general social norms and action is not
straightforward. Finch and Mason (1991) emphasised that several basic
assumptions about family obligations on which there seems to be gener-
al agreement – among which the assumption that most people are able
to indicate what “the proper thing to do” is – are, in fact, much more
contested and complex in everyday life. Their analysis suggests that peo-
ple’s judgments about the course of action that should be taken varies
and is complex so that most people do not give unconditional consent to
the principle of kinship obligations (p. 356). Even parent-child obliga-
tions are treated as conditional by the social actors, who see a variety of
legitimate ways to offer assistance (pp. 357-358). Widely held beliefs
about family obligations can thus be used as a framework for individuals
in which to negotiate their responsibilities and actions taken. In fact,
several studies underpin the idea that there is no strict correspondence
between social norms and actual behaviour in care for the dependent
elderly. Dautzenberg (2000) found that the probability that a middle-
aged daughter in an urban Dutch context would become a caregiver was
strongly affected by structural factors and much less by normative or
cultural factors.1 There is strong and consistent evidence that proximity
has an important impact on the exchange of help: contacts, exchange of
support and even feelings of obligations are strongly affected by geo-
graphical distance (see Lye 1996: 97 for a review). Moreover, as Aronson
(1992) observed, daughters caring for disabled mothers tend to give
general normative explanations about caregiving as a duty. Neverthe-
less, when they consider their own experience, feelings of responsibility
emerged less as a matter of adherence to social norms of filial obligation
and more as a matter of necessity (“Who else is going to do it?” 1992:
15). This emphasises the importance of alternatives perceived by care-
givers, which is strictly linked to the welfare context in which their social
circumstances are embedded.

We will further show that, in Amsterdam and Milan, despite impor-
tant similarities in normative views, the specific definition of family soli-
darity and the actual content of support are shaped by available re-
sources, institutional constraints and social relations. Notwithstanding
an overall agreement on the duty to support one’s older relatives, the
actual content of the normative frame of reference of the interviewees
varies greatly according to the welfare context in which they are em-
bedded and their socioeconomic circumstances.

6.3.1 Filial responsibility in Milan and Amsterdam

Declarations about filial responsibility towards older parents are strik-
ingly similar, in principle, between Amsterdam and Milan (see also Da
Roit 2007a). The general idea that children should support parents who
need assistance is shared by interviewees in both cities.2 Filial obliga-
tions are sometimes defined as an absolute duty because the relation-
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ship between parents and children encompasses obligations that cannot
be questioned.

It is my mother. What else is there to say (Mr. VV – case A23)?
He is my father. A father should always be able to get help from his own
children (Mrs. AU – case M3).

In other cases, both in Amsterdam and Milan, the reciprocity dimension
of filial obligation is made more explicit. The opinion that children
should help their older parents is viewed as a form of recognition and
restitution of support received in the past from parents, as an expression
of reciprocity over the course of a lifetime.

A mother is a mother. When she needs help you’re supposed to give her
support because she supported you in the past. I will always be there for her
as she has been there for me (Mrs. EG – case A24).
She took care of us when we were small children and now it is our turn to
help her out (Mr. DN – case M19).

Sometimes love and affection are put at the centre of the discussion and
become the basis of the support relationship, while in other cases obliga-
tions and constraints are more commonly emphasised.

Things are not always easy between mother and daughter, but I love her.
That is all that counts (Mrs. HL – case A3).
Do we have a choice as children (Mrs. MM – case M17)?

However, if we take a closer look, at least two major differences emerge
between Amsterdam and Milan, concerning the extent to which the sup-
port of elderly people is a “family matter” and the specification of this
norm. The main difference in attitude of the elderly and their relatives
is that people in Amsterdam tend to be more “welfare state” centred,
while in Italy, they tend to be more family-centred. In other words, the
idea and function of intergenerational solidarity are less perceived as so-
lely a family matter in Amsterdam than in Milan. In Amsterdam there is
a general acceptance that intergenerational solidarity may be expressed,
other than within the family, in a broader sense through social security.
Intergenerational solidarity, as expressed by this interviewee, takes place
within the family and in society as well as through welfare institutions.

There is health insurance in the Netherlands. This is how we manage it. It is
not that we don’t care about the elderly. We all contribute to their care since
we pay for that insurance. And we all contribute to our own care in the
future. This does not mean that people should stop loving their parents,
visiting them and taking care of them. I think you show your love and affec-
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tion when you are not obligated to do so. Maybe you do it better even in this
situation (Mr. BV – case A27).

Even if the principle of generalised intergenerational solidarity serves as
– also in the Italian context – the foundation of social security schemes
for specific social risks, in the domain of elderly care in Milan this issue
is neglected by most of the interviewees. According to the most wide-
spread view, intergenerational solidarity in the field of care needs occurs
within the boundaries of the family.

In a family there is always somebody who needs help. At a certain time it is
you, then it is your own child, and then your mother. The others are there
when somebody needs assistance. It is a matter of giving and receiving
(Mrs. CA – M20).

The second general difference between the two local contexts – which is
very much related to the previous one – is the actual content of the sup-
port that, according to the interviewees, should be provided to elderly
dependents. In Amsterdam, according to most of the offspring inter-
viewed, the tasks that fulfil one’s filial responsibilities include “being
available”, “being a reference point”, giving emotional support and some
instrumental support for everyday activities.

I’ve always been there for my mother since she started having problems.
And I think this is what it is all about to be a child when your parents get
older and needy (Mrs. HL – case A3).

For most of the interviewees in Milan, however, filial responsibility is
expressed through the offer of care, either directly or indirectly. What
children should do is either provide direct instrumental support or
make sure that their parents receive the necessary support.3

I am her daughter so who could take better care of her than I do? This is
what she expects and this is what I think is right (Mrs. LC – case M18).

Several differences in nuances in attitudes towards care that emerge be-
tween Amsterdam and Milan, are also found within each local context.
The meaning of filial responsibility toward elderly dependents differs
greatly along socio-economic lines in both cities, but more so in Milan.
For interviewees who belong to upper classes, solidarity and reciprocity
does not necessarily mean providing direct care, and is more about emo-
tional and organisational support to arrange the necessary assistance.
One Milanese professional with dependent parents thought that filial
obligations were important but depicted them as mainly “managing”
proper care.
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Our father has always been very demanding. Now that he’s no longer able to
look after himself, my brother and I are making sure that he has everything
he needs: the company, care, everything. It is our duty as children. When-
ever there is something wrong or something new the ladies who care for
him will call us to ask what should be done. It is working out well (Mr. GH
– case M7).

The attitude of upper-class children in Amsterdam is quite similar: ful-
filling filial obligations and “taking care” entails ensuring that the care
needs of the elderly dependent are met with the help of some others.
One private sector manager in Amsterdam expressed this as follows:

My sister and I are taking care of everything. Well, in fact it is more me
because my sister lives quite far away. But we do discuss almost everything.
My mother is no longer able to negotiate with her health insurance company
on her own so we do it for her. We are organising her care along with the
assistance of the health insurance company. There are choices that have to
be made. This – I believe – is part of our duty as children (Mr. VV – case
A23).

Quite interestingly, no relevant differences in attitude emerge between
men and women among the better-off and higher-educated households.
Both men and women tend to interpret solidarity as an organisational
matter. A similar view among Milan’s upper classes is so strong that one
interviewee – an upper-class woman – felt the need to explain and “justi-
fy” why she had decided to provide direct care (instead of care manage-
ment).

My husband says I should not be doing this. And I know he is right: my
mother is getting everything she needs and I should just be keeping her
company. But I do enjoy doing things for her. Even if there is someone else
who is paid to do this (Mrs. SE – case M35).

By contrast, interviewees with a lower socio-economic status tend to
mainly identify support with direct care. In the case of Milan, this more
often implies personal care, while in Amsterdam, personal care is sel-
dom mentioned and interviewees tend to refer to household assistance
and other practical matters. It is quite common for lower-class women in
Milan to associate filial obligations with the provision of personal care
and often think that the care they provide “out of love” or “out of duty” is
the best kind of care an older person can receive. Sometimes, they rein-
force this view by underlining that their parents would never want any-
body to care for them.

I am her daughter. I know that nobody could take care of her better than me.
And I am sure she agrees. That does not mean that we always get along.

who assumes the care tasks at home? 133



Sometimes it is hard and we argue a lot. But we are still mother and daugh-
ter (Mrs. LC – case M18).
I know that he would not want anybody else to touch him. It is my duty as a
daughter (Mrs. MM – case M17).

In Amsterdam, interviewees from lower socio-economic backgrounds
expressed similar views. “Doing things” is the direct expression of filial
responsibility, as “organising things” is for the upper classes.

I come here every day. And my sister as well whenever she is in Amsterdam.
We take care of everything that needs to be taken care of. She can’t do much
on her own and the house needs to be kept tidy. There is always some pro-
blem to solve or something to purchase. This is what we are supposed to be
doing. That’s it (Mrs. KO – case A6).
There is never one minute left over for me. I’m running in and out of this
place all the time. I know this is what I am supposed to be doing. I do not
complain. But still it is hard work (Mrs. EG – case A24).

There is also a vast range of individuals and households in both Milan
and Amsterdam who find themselves between these two extremes in
intermediate socio-economic conditions and they often turn to a combi-
nation of the two approaches to elderly care responsibilities and filial
obligations. Interviewees with an intermediate socio-economic status in
Amsterdam tend to have an attitude similar to upper classes, while in
Milan, there are signs that transformations in this direction are taking
place. In Amsterdam, meeting filial responsibility for middle-class chil-
dren mainly means providing company, emotional support, assisting
with organisational matters and spending time with the older person.

I drop by three times a week in the afternoon after work. Maybe I also do
something around the house, so I’m not always staring at him. I know I am
mainly expected to be there. What I do is not really important. Of course, I
have to make sure that he is fine and that he has everything he needs from
the people who take care of him every day. Sometimes I also bring flowers…
It is my way of letting him know that I care for him (Mrs. LL – case A5).

In Milan, by contrast, many children – especially daughters – in inter-
mediate socio-economic positions seem to be shifting from a conception
of filial obligation based on direct care to one more centred on care man-
agement. Several interviewees rejected traditional views of filial obliga-
tions and expressed newer opinions, because they were aware of the fact
that this was still a socially contested matter. They did not argue that
elderly care was not their concern, they just tended to give a different
shape and character to intergenerational solidarity, shifting away from
the idea that direct care is the only possible expression of support and
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interpreting solidarity as a more articulated matter, which encompasses
management, organisation, financing, and supervision.

Some think that if you don’t do it yourself, you’re not a good daughter. But in
my opinion what counts is that he’s not missing anything (Mrs. LK – case
M33).

6.3.2Resources, opportunities and variations in care packaging

The above-mentioned differences regarding filial obligation – both be-
tween and within contexts – signal a strong link between available re-
sources and opportunities and normative views on intergenerational so-
lidarity. On the one hand, the shared responsibility between collective
instruments and private-family solidarity for coping with dependence
seems to be interiorised by actors in Amsterdam, while it is absent in
Milan. On the other hand, the content of the support that, according to
interviewees, should be provided by children largely reflects the different
level of engagement in care observed in Milan and Amsterdam. None of
the Dutch interviewees felt like “excusing” or finding explanations for
not providing (more) personal or direct care for their elderly parents. By
contrast, in Milan the intergenerational obligation is seen more as a pri-
vate matter entailing, coherently with the type of support provided to
elderly people by their children, heavier care tasks. However, the avail-
able opportunities – which differ across social classes – make a differ-
ence in what is conceived as “proper care”.

General welfare arrangements represent a key aspect in the home care
packages, as they define – or exclude – a set of opportunities that is in-
deed extremely important in the construction of strategies. In Amster-
dam, where formal resources represent an actual possibility for respond-
ing to the care needs of the elderly and providing crucial support to allow
them to live independently, what matters is if and when to ask for formal
support.

Up to a certain point I took care of him. Then he needed more and more
help. So I called up the home care services and now she is also getting sup-
port from them (Mrs. PS – case A7).

The interviewees generally have a good understanding of how the sys-
tem works and they explain that the elderly person him/herself or some-
one in the immediate social network has at a certain point activated for-
mal resources. This sometimes occurred with the help of one of the
public or private organisations acting in the domain of the elderly per-
son’s care that we have previously mentioned. The availability of consid-
erable amounts of formal support via social services and – in case these
are not sufficient – of institutional care as an alternative exclude inten-
sive informal caregiving as an option.
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By contrast, the elderly and their relatives in Milan do not have the
option to turn to formal services for substantial help – besides the possi-
bility of institutionalisation which was discussed earlier – and are con-
fronted with a choice between intensive informal care provided by
spouses, children and other relatives and private care, mostly purchased,
as we have seen, in the irregular market. Formal care at home is at best
considered a supplementary service, which does not represent a real so-
lution to care problems as such.

When something like this happens what can you do? You just have to deal
with it on your own. No one is there to help (Mr. BA – case M25).
She came home from the hospital four months ago. At the beginning, we
did not know what to do. We did not even know whom to ask. I went to the
social worker to find out what was available. She told me there was nothing
they could do. They claim we are too well off (Mr. SE – case M2).
What you learn right away in such a situation is that it is completely your
own business. The municipality, they can’t do much. Everybody is giving
you advice, but no one is available to help with anything. When they send
you somebody for two hours they think they have done so much. But in fact
there are 22 more hours in a day (Mrs. AU – case M3).

Given these general differences in the opportunity structure between
Milan and Amsterdam, within each system the socio-economic condi-
tions of the elderly and their relatives are relevant in defining opportu-
nities and constraints. Care packages among upper-class families in-
cluded in the study tend to be similar in the two cities. In these
situations, direct care is usually not an option for the relatives. Even
though the elderly with this type of background tend to have a relatively
large network of support that provides company and emotional support,
bodily care is mainly outsourced. By contrast, the lower classes tend to
rely more on informal support in both cities, and even more so in Milan.
Here access to market care is limited by financial constraints and, given
the lack of formal resources, intensive informal care is the only viable
solution.

What could we do, take him to a nursing home? He would never accept such
a thing. And then, who would pay for the fees? We do not have the money.
That is something for the rich. It is too expensive. And who else could take
care of her if not us. We can’t pay anybody else to do it (Mrs. LQ – case
M28).

Lower class interviewees in Amsterdam, besides using social services,
tend to perform tasks that middle or upper class interviewees would out-
source (additional housekeeping, company and supplementary care).

136 the creation of care packages



This is how things are. When something like this happens you have to deal
with it. There is nobody who is going to help you. We are not rich people.
We just do it like this (Mrs. KO – case A6).

Intermediate socio-economic groups have the most complex situations
in both cities. They tend to rely more on a combination of market and
formal care in Amsterdam, similar to upper classes, and a mixture of
market and informal support in Italy. Since home care services in Milan
are not available on a regular or intensive basis, the choice of externalis-
ing the care to a migrant worker is compared to two alternatives: residen-
tial care or informal care. The advantages of market care are manyfold.
First, for a relatively low price, many hours of care can be purchased.
This significantly reduces the amount of informal care needed and al-
lows avoiding much more expensive residential care solutions. Many in-
terviewees spontaneously compared the amount of money paid by rela-
tives in cases of institutionalisation with the costs of private home care.

This does not mean it solves all of the problems, but I cannot imagine what
we would do without X. Of course, it is still expensive, but not as much as a
nursing home (Mrs. TP – case M34).

Moreover, hiring a badante is preferred not only because it is cheaper
than institutionalisation, but also because using a domiciliary care ar-
rangement fits in with the traditional view that nursing homes are made
for “those who do not have anybody” and are used as a last resort (see
above). The perceived “informal” character of the care arrangements
based on a paid badante often represents an explicit reason for “accept-
ing” a similar solution.

N. is wonderful; she takes care of her as if she were her own mother (Mrs.
LK – case M33).

To some extent, this solution squares the circle from the point of view of
the family because it provides very flexible care at a reasonable price
while the older person is taken care of at home.

For us it is a perfect solution (Mrs. DD – case M32).

A badante clearly represents a way of substantially reducing the burden
of the presence of a dependent elderly person in the (extended) family.
More specifically, this strategy reduces the engagement of women in un-
paid care, redirecting it to paid work. Nevertheless, the responsibility for
ensuring care to the older parent remains within the (extended) family
because women tend to assume a role of care managers and secondary
direct caregivers. They are the ones who find and choose the workers,
who supervise them and who pay them.
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Don’t think that there is nothing to do. I go there twice a day to see that
everything is fine. That she does not need anything. Whenever there is a
problem she calls me. And you should know what we went through when
six months ago my mother decided that the girl that was working for her
was not the right one. I don’t even want to think about it anymore… (Mrs.
LR – case M24).
I have my shift on Sundays. When the badante has her day off I stay with my
mother (Mrs. VZ – case M26).

In a way, the content of intergenerational solidarity tends to be more
similar in the Netherlands and Italy than it was a few years ago as a
result of the externalisation of some care tasks for the elderly people to
migrant workers in Italy. This is also compatible with the decrease in
assistance provided the older households that were analysed in chapter
four. While the daughters of the elderly dependent would have tradition-
ally taken care of their parents by providing time and instrumental sup-
port, this arrangement is now more restricted to lower socio-economic
and less-educated offspring who still find the exchange relatively ba-
lanced, or simply do not have enough resources to switch strategies.
Meanwhile, middle-class and upper-middle-class women now have
more opportunity to combine some informal care with paid care. How
did this transformation come about?

The hypotheses on the diminishing care potential (especially among
women) tend to concentrate on the decreasing availability of informal
caregivers, due to “structural” reasons: less children, more women active
in the labour market, geographical distance. The recourse to paid care
should therefore be related to the lack of potential informal caregivers.
The absence of one or more potential informal caregivers able to provide
extensive care is clearly one condition under which paid care develops.
The elderly without a strong potential support network – such as older
couples or widowed elderly people without children, those elderly who
never married and the widowed with one or more children who live too
far away to get involved in extensive care – tend to fall into this group. In
these circumstances, paid care is definitely a solution to a general lack of
informal care resources. Paid care often represents a solution after other
informal care resources have been exhausted. An 80-year-old woman liv-
ing with her husband in need of continuous support explained it:

I have always taken care of everything: the house, him, and myself. I must
admit it. I am getting tired as I get older and older. There are always so many
things to do. It is worse than a real job… Until six months ago I managed to
do it myself, I did not need anybody’s help. Then, after I broke my shoulder,
it became impossible for me to do what I used to do. We have no children
and we had to get some help (Mrs. AA – case M16).
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Nonetheless, paid care is not a total substitute for informal care because,
to a certain degree, some informal support is needed to properly access
paid care. Given the heavy care needs of the elderly, somebody from the
informal network is usually in charge of finding a careworker and of
monitoring the care activity that is being performed. The elderly who
live alone with no relatives and other potential caregivers are not likely
to be living independently and relying solely on commercial support.
Even when these informal resources are very low, some interaction be-
tween the paid worker and the informal network of the elderly takes
place, as in the case described by this Ukrainian woman who worked
fulltime as a live-in paid caregiver.

The lady has two children, but they don’t live here. They come here every
week to make sure that everything is fine. One of them comes one week
and the other the second week. They are good to her, but they cannot take
care of her because they live too far away (Mrs. MD – case M8).

However, the objective lack of care resources is not the only situation
where relatives of the elderly access the care market. In many cases, the
lack of informal resources is the consequence of an explicit choice made
by potential caregivers not to provide direct care. In several cases, the
elderly included in the study had one or more children with whom they
had frequent contact. Despite this high level of involvement in arranging
care, they are not involved in the direct provision of services as we would
expect in the framework of the traditional Italian model, but rather ar-
range, organise and oversee paid care for their older parents and rela-
tives. The job situation of the offspring (especially daughters) was cited
in a few cases as the main reason why they were unable to provide direct
care. Sometimes a job is cited as being the main ‘obstacle’ to the provi-
sion of direct care:

I work fulltime. Of course, when I get home from work I run over here to
see what has to be done. But I cannot do more than this. I can’t stop working
to take care of my father. I know it sounds cruel. But I need my job and I will
need it for some time to come (Mrs. GN – case M9).

Besides the “need” to work, choosing to work instead of providing infor-
mal care for a parent is also justified by one’s level of job commitment,
involvement and satisfaction. Several interviewees expressed the view
that they have the “right” to choose not to take care of their parents, as
long as they are able to arrange a reasonable care setting. This was ex-
plained by one woman:

I like my job. It is important to me. I know that my mother thinks that a
good daughter should stay at home and take care of her. But I’m not doing
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anything wrong and she has everything she needs and I’m here whenever I
am not at work (Mrs. LR – case M24).

Many of the daughters and daughters-in-law of the elderly in our sample
are, however, not actively employed because they have either retired or
have been housewives for most of their lives. Many of them in these
circumstances, however, still preferred not to provide direct care, but to
arrange some form of private care for the older parents instead. Compet-
ing care demands from other family members – such as husbands, chil-
dren and grandchildren – are sometimes referred to as the main obstacle
to the provision of direct care and the motive for turning to paid care.
Moreover, in quite a few cases, paid care is depicted as an option that
allows one to keep one’s autonomy, free time and freedom.

I retired two years ago after 35 years of working. My husband retired last
year too. We thought we could finally have some time for ourselves. Then
his mother became worse and worse. At the beginning, we were taking care
of her and we were doing everything. Now it has become impossible. She
needs someone to be there all the time. It would mean giving up our lives. I
don’t think it is right. Of course, we are doing everything necessary. She is
never alone. When the ‘woman’ [paid caregiver] is not there, we stay with
her. But we all deserve a life (Mrs. TP – case M34).

This market strategy, however, would not be viable in the absence of a set
of conditions that we find in the Italian and Milanese contexts. The com-
bination of a relative abundance of cash resources and the low cost of
services clearly emerges as a condition for the development of a care
market. On the one hand, a generous pension system and a national
care allowance – representing the most important support provided by
social policies and usually used to supplement the overall household in-
come – expand one’s options when purchasing care. On the other hand,
the supply of an inexpensive and under-regulated care labour market has
made paid care more affordable for the middle classes. As previously
mentioned, the average pay of a fulltime live-in careworker hired in the
grey market equals approximately the sum of the minimum pension
plus the national care allowance for dependents. Given that the elderly
are very often homeowners and do not have to face expensive housing
costs (rents or mortgages), paid care is relatively affordable if someone
has a higher-than-minimum pension or receives a relatively small cash
contribution from the children. Care services purchased in the regulated
market would not be accessible for a vast majority of the public, however.
In fact, hiring a worker in the grey market is cheaper for several reasons,
of which all the interviewees were well aware. First, social security pay-
ments and taxes do not apply in the grey market. Nevertheless, given the
low fiscal and social security wedge in this sector (Da Roit 2003), this is
not the main reason for preferring the grey market. In cases involving

140 the creation of care packages



fulltime employment and live-in care arrangements, the most relevant
differences between the regular and irregular market occur when the
schedules and other contractual and social rights of the workers are ta-
ken into account. National agreements on domestic work establish a
weekly schedule and the conditions under which overtime work can be
performed, it also regulates paid leaves, sick leaves and holidays, while
informally defined working relations usually entail an extended and non-
remunerated work schedule together with 24-hour-per-day availability.
When the older person needs constant care, one worker hired in the
grey market is equal to three hired in the regular market working three
different shifts. Moreover, also a formally regulated employment relation
usually implies a substantial compression of costs thanks to a “flexible”
and informal management of contractual norms. A minimum amount
of hours of work is often declared for administrative, social security and
tax purposes in order to minimise the related costs. Furthermore, the
employment relationship, even when a formal working contract exists,
tends to be administered similarly to jobs in the grey labour market, as
informal arrangements continue to regulate working hours, permits,
leaves and wages. In this respect, the traditional features of the Italian
welfare system appear to have fostered a considerable shift in care ar-
rangements for the elderly. The prevalence of cash allowances used as
social policy measures and the existence of a widespread and tolerated
underground economy (Mateman and Renooy 2001; Schneider and En-
ste 2000) attracts undocumented migrant labour (Reyneri 2001) and
have sustained the growth of a widespread care market by opening up
opportunities for a new generation of daughters of the elderly.

6.4 Care strategies and care systems’ transformations

Pressures on the traditional care models are observable both in Amster-
dam and in Milan, and were voiced by interviewees when discussing
care solutions that contrast with traditional views and that communicate
worries about the present and future of elderly care. Nevertheless,
whereas in Milan dramatic changes are occurring within the family care
model in the creation of elderly assistance packages, this is less so in
Amsterdam where the formal care package shows a certain degree of
resilience.

Welfare institutions and social organisation play a relevant role in the
creation of care packages, by defining the stakes, providing resources
and constraints to individual and collective actors. This produces varia-
tions not only in the outcomes (care arrangements), but also in the social
processes that form the basis of the creation of care packages, and thus
also in the possible ways of changing the prevalent modes of responding
to care needs in a specific context. We have thus observed variations in
the content given to social norms and in the actual content and social
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meaning of care packages not only between Amsterdam and Milan, but
also within each of the two contexts based on relevant social inequalities
and differences.

This evidence suggests an interpretation of the overall trajectories of
the two systems. On the one hand, the expected dramatic changes in the
Dutch care system did not happen. This is due to the combined resis-
tance of individual and collective actors within a consolidated institu-
tional framework. On the other hand, institutional features have under-
gone a considerable shift in the mode of care production, where a
generation of women has played a significant role. This shift questions
gender roles and social inequalities in the familistic and increasingly
commodified care model.

6.4.1The changing family care model

Despite the fact that the interviewees in Milan tend to portray interge-
nerational solidarity as a family matter, a few interviewees have insisted
on a broader socialisation of the risk of dependency. This is often used to
explain the feeling that the burden of providing care on families is be-
coming unbearable. The combination of the responsibility of care of a
dependent parent with one’s own family responsibilities and other kinds
of obligations, such as participation in the labour market, seems to de-
stabilise the traditional support for an intergenerational contract within
the family. Several interviewees in Milan thus reported stressful situa-
tions in which they insisted on a more collective sense of responsibility
in providing support for the elderly.

The children of an old person in need of care cannot do everything. They
cannot give up their jobs to take care of their parents. They cannot sacrifice
their own families. This is not right. And I think more and more people are
realising this (Mr. SE – case M2).
I love my mother and so does my sister. But this is not just a matter of love…
we’ve been doing everything possible for her, but it is never enough. People
like us need help. The elderly cannot solely be seen as the burden of their
own children (Mrs. DD – case M32).

Similarly, a few interviewees expressed solidarity with those who cannot
or do not take care of their elderly parents, in contrast with the general-
ised normative view of filial obligations.

In many cases, you hear about the elderly who do not have anybody because
their children live too far away; or who have children who cannot help them.
Imagine, if you’re working, how can you manage to help your own mother?
You have to work. I don’t think we can blame it on the children. Some chil-
dren just do not care, it is true. But in general I just think it has become very
hard to combine everything (Mrs. SE – case M35).
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Further elements that may signal tensions between normative views and
practice and the reconsideration of the limits of filial obligation are the
opinions expressed by some about the future of elderly care. When they
were referring to their own future care needs, current caregivers of el-
derly people tended to think that their own children would not provide
them with the same kind of care and amount of support that they were
providing their parents. Moreover, the interviewees appear much more
pessimistic about the future and responses to their own care needs.

My mother belongs to a generation that believed that children should do
everything for their parents. And she is getting everything from me. But I
know myself that this will not be the case between me and my daughter: I
cannot expect her to do for me what I am doing for my mother. It is a differ-
ent generation. I think we are the last generation of women doing this for
our parents. The problem is that I just can’t see what will come next (Mrs.
LC – case M18).

These views contrast sharply with the traditional image of intergenera-
tional solidarity in a family-based system and are symptomatic of a ten-
sion between established institutional rules, pressures determined by in-
creasing needs, increasing resources in the hands of the caregivers and
the perception that other possibilities exist. However, these tensions
were not resolved via the development of social services but rather via a
new and peculiar care market.

According to our analysis, the described development of a care market
occurred under a set of conditions and motives, which include the re-
duced accessibility of informal resources, the availability of monetary re-
sources and the compression of the costs of services. But it is the combi-
nation of the action of individuals and households (and of migrant care
workers), on the one hand, and of different collective actors that can ex-
plain the emergence of the care market with these characteristics. The
development of private care in Italy is responding to the needs and re-
quests of all of the relevant actors involved. The underlying conflicts are
either hidden or administrated within the private sphere between family-
employers and care workers.

Women are more involved in the provision of both informal and paid
care, which means that these transformations should also be understood
in terms of power relations between genders and within genders. First,
the long-established gendered division of labour is likely to be affected
by the changing modes of the organisation of care and by the new forms
arising through intergenerational solidarities. Traditionally, the informal
care work was almost exclusively carried out by women, but the (partial)
commodification of care (Ungerson 1997) taking place in the familistic
care model and the changing forms of intergenerational support are
challenging the division of responsibilities and work between men and
women. Among families that hired a paid worker to take care of an el-
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derly dependent, the fulfilment of filial obligations has become more a
money and organisational matter than a matter of direct care provision.
Cases involving care workers being hired after a period of direct provi-
sion of care by one or more members of the family highlight the poten-
tial change embedded in such a shift: as soon as paid care is at stake a
broader concern of family members becomes evident. The shift from
informal caregiving to some extent represents a turning point for the
explicit involvement of men (partners and brothers) in decisions con-
cerning care, as this woman indicated.

My brother was not doing much. He would come here and ask me about
things. That was all. I have been the one taking care of everything since the
beginning. But as soon as I said ‘enough’ we had to discuss what to do,
where to find the person, how much to pay her. And we did it together
(Mrs. TP – case M34).

Moreover, the new role played by women in organising and supervising
care instead of offering direct care are more easily shared with male
partners or brothers compared to direct care. Accordingly, several wo-
men report that they were sharing responsibilities with their husbands
and brothers in terms of visiting and overseeing care provided by paid
caregivers. Asking a male family member to perform bodily care was out
of the question, but it was not unusual to ask them to make some of
their time available to take care of organisational tasks. This is particu-
larly evident when the occupational and family circumstances of the
male and female members of the family are similar.

My brother stopped working a couple of years ago. We both live more or less
in the same neighbourhood. The things I do, he can do as well. There is
nothing difficult about coming here and taking a look. I must say that he is
very cooperative (Mrs. DD. – case M32).

Organisational tasks are becoming more easily shared with male part-
ners or brothers compared to direct care assistance, and the Milanese
sample offered examples of a good number of sons who were involved
in the management, financial and emotional support areas of elderly
care. In other words, a new balance in the division of care responsibil-
ities between men and women is not being achieved through the in-
creasing involvement of men in caregiving, but rather through the de-
creasing involvement of women in direct care. The shift from informal
care to commodified care entails a higher degree of shared responsibility
for financing and organising responses to care needs.

Second, the shift from a care system dominated by informal support
to a mix of informal and paid care is likely to have relevant implications
on relations with a specific group of women: the migrant care workers.
The issues of power and control that are crucial in the caregiving rela-
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tionship also arise in the relationships between former informal care-
givers – now employers – and their employees. As previously shown,
paid work has developed with little formal regulation and formalisation.
This not only means that jobs in the care sector tend to be low paid and
less protected, but also that tensions typically present in informal care
tend to get reproduced within the employment relationship. Through
the externalisation of care, tasks that family members previously did in
an unpaid capacity show a tendency to create tensions, conflicts and
power confrontations in the employee-employer relationship. Some of
the conflicts over time and space, which often characterise the informal
care relationship, are widely spread in employment relations. Many paid
workers, as mentioned earlier, live with the elderly person they care for.
Although this represents an advantage for foreign women working as
elderly caregivers because they are provided safe and free housing, it
does present some rigid constraints.

To summarise, families – and particularly the women in families – are
also trying to redefine the terms of their obligations through the externa-
lisation of care work and to redistribute the care burden. A similar rede-
finition crucially involves the role of paid workers, who, given the infor-
mal basis of their employment relation and their weak bargaining
position, are likely to absorb part of the tensions previously managed
within the informal care relation. The reduction of gender gaps in un-
paid labour becomes possible through the creation of a new social strati-
fication (of mainly women), which involves as a relevant source of social
difference (Andall 2000; Parella Rubio 2000). However, care remains a
family matter in the new care market system as it was in the past.

6.4.2The resilience of the formal care model

The tensions observable in the case of Amsterdam are strikingly differ-
ent. As previously shown, the general attitude of the Dutch interviewees
attributes a crucial role to the collective social security system and to
a level of independence among the elderly. On the other hand, the
emotional and supportive role of the informal network was emphasised
and equally important in fulfilling family intergenerational obligations.
Nevertheless, in recent years there has been a shift in the public dis-
course over the distribution of responsibility between the family and the
state in caring for elderly people, which emphasises the need for a redis-
tribution of tasks between the individual, the family and civil society on
one side and the state or collective arrangements on the other side.

The interviewees’ accounts testify to the fact that there are signs of a
reconsideration of the role of intra-family responsibilities in the care of
elderly people. Some claim that how the care for the elderly people has
been handled over the past few decades had exaggerated decreases in
personal and family responsibility.
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I think we have gone too far in the past. At a certain point, our old parents’
problem was not our problem anymore. We stuck them in a home for the
elderly and that was it. I think a time for rethinking all this has come. A new
point of equilibrium has to be sought. We need new ideas. And it is not easy
because it means that everything is up for discussion (Mr. HH – case A29).

The (possible) revision of the traditional approach in the Netherlands
questions not only the involvement of family members in the care of the
elderly, but also the independence of the elderly themselves with respect
to their relatives.

When they gave my father the notification [the evaluation of needs provided
by the regional assessment board] they suggested that he try to spend some
more time at home instead of going into a nursing home, he became very
worried. He said he did not want to depend on us. He was afraid that staying
at home meant demanding more help from his children and relatives. He is
afraid that all this means going back to the past and I understand him. I
have the same fear: I don’t want to depend on my children when I am old
but I do not want to be left without any help either (Mrs. FD – case A26).

Furthermore, key actors have noted that the integration of the ethnic
minority elderly into the Dutch care system is one of the major chal-
lenges. This is a very traditional view of elderly care, which is quite simi-
lar to that expressed by elderly Italians and their children until a few
years ago and are still expressed by the lower classes today.

My father would never enter a nursing home. It is not in his culture. He
thinks the elderly should stay with their families and that they should take
care of them. And to take him there would be impossible for us. It would be
too much (Mrs. OI – case A35).

In this respect, the presence of elderly people with a migratory back-
ground represents both a challenge and support for the transformation
of the Dutch care system at the same time. Although it may challenge
the organisation of services, it may also facilitate discourses on the rele-
vance of family responsibilities related to long-term care. Whereas the
experience of the daughters of working-class, second-generation immi-
grants is strikingly similar to that of Italian daughters and shows a per-
ceived normative contradiction between them and their parents, the
availability of welfare solutions to care needs clearly distinguishes the
two situations.

I know what my father thinks. He would like me and my sister to stay at
home with him all day long. But I do have a job. And she has a family. Of
course we do help out. But we can’t be there all the time (Mrs. KK – case
A34).
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Despite the existence of clear tensions, the Amsterdam/Dutch long-term
care system appears to have undergone – at least until the early 2000s –
few significant changes. The qualitative analysis confirms the centrality
of the formal care system in providing care to elderly dependents. All of
the key actors emphasise the deep changes that the supply system of
elderly care and the access to the social insurance scheme are under-
going, but these changes have seemed to only have a very slight effect
on the overall system.

Undoubtedly a market logic was introduced not long ago into the sys-
tem that produces care in the Netherlands, as for-profit organisations
have become a more common phenomenon than in the past. However,
as we have seen, the logic of the market system has only affected the
allocation of care resources to a very limited extent. Buying care in the
market via out-of-pocket payments is a strategy restricted to a minority of
particularly well-off families, and does not concern a large portion of the
Dutch population. Moreover, even when responses to care needs are pro-
vided through market providers, public funding and regulations are cru-
cial in granting the necessary resources.

Even for the interviewees who expressed sympathy for the idea of
greater involvement among relatives in the care of the elderly, “more
care” meant reinforced presence, emotional support and concern, rather
than heavy direct care. It is clear from an informal care point of view,
that there is little room for an increased involvement by the children of
the elderly in care provision in Amsterdam, at least with respect to heavy
care needs.

Social insurance remains an important national factor because all of
the involved social actors at the local and national level are clearly inter-
ested in maintaining and further developing the system. This was parti-
cularly evident in the previous discussion of relations between individ-
uals and families, the collective social actors at the local level and the
care system’s institutions. As we have shown, for-profit and non-profit
providers in the domain of care for the elderly are very involved and
interested in the development and consolidation of the collective long-
term care scheme. They have recently campaigned to empower the users
which contributed to shifting the balance of power between the care pro-
fessionals and the users themselves, but they are nevertheless still em-
bedded in a system based on the development of social insurance. They
do play a generalised coordination role both in providing information to
the public and in processing demands for formal care through the prop-
er welfare institutions.

The consequences of the most recent developments in the Dutch care
system could not be assessed by this study. This includes the impact of
the 2007 reforms that decentralised the responsibility for social assis-
tance and enlarged the scope of the role played by municipalities in pro-
viding social services still has to be assessed. Responsibility for some of
the home care services – namely household assistance – shifted from the
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national long-term care insurance to the municipalities under the WMO
(Social Support Act). At the same time, great emphasis has been put on
self-responsibility and informal care before someone should turn to so-
cial services. This is different from in the past because this policy divides
the functions that were previously integrated – home care and house-
hold assistance – and makes a distinction between the universal and na-
tional long-term care system and decentralised and territorially diverse
social-assistance-based arrangements. The actual consequences this will
have on the opportunity structures of individuals and households, the
constellation of relevant social actors and on the ways care is arranged
are still open to further investigation.
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7. Conclusions

The idea when we began this research study was that the configurations
and transformations of care systems cannot be understood by only look-
ing at developments in social policy. While social policy and the changes
it undergoes play a crucial role in structuring care systems, they also
allow enough space for social – individual and collective – actors to con-
struct their strategies and, ultimately, to contribute to the transformation
of the care system itself. Comparing the trajectories of Italy and the
Netherlands was empirically interesting and served as an opportunity to
explore this working hypothesis. The two cases were chosen as paradig-
matic contrasting models of social policy in the domain of care for the
elderly undergoing different trajectories since the early 1990s. The re-
search presented has highlighted the policy context and directions taken
by the two societies, the incidence and evolution of dependence as a pro-
blem, the transformations of care packages over time together with how
they are constructed as a way of signalling the logic of transformation
and stasis embedded in each system.

7.1 The Dutch resilience and the Italian shift

Since the late 1960s, the Netherlands has been endowed with a national
collective insurance that covers the costs of long-term care. This scheme
– mainly through cash transfers to care providers – has long represented
inclusive and universal protection against dependence and reduced indi-
vidual and family responsibility regarding care. By contrast, Italy had no
coherent long-term care policy with territorially fragmented services
scarcely available next to a national care allowance for the very depen-
dent among the elderly. Family (financial and care) responsibilities, in-
stead of being supported have been taken for granted by social policies
(Saraceno 2003), and have long been the cornerstone of elderly care.

7.1.1 The context and the problem

Since the early 1990s, new policies in the Netherlands were aimed at
reducing the costs of an increasingly expensive long-term care scheme
and at empowering care users. Users were made more responsible for
their own care, but they were also given more choice and power in their
relationships with various care professionals. These policies encom-
passed deinstitutionalisation, recourse to consumers’ choice schemes
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(the “personal budget”), the introduction of competition between care
providers, and an increase in the monetary contribution of the users to
the costs of services. These innovations represented a serious challenge
to the consolidated formal care system, as they questioned universalism
and equality, fostered the re-familisation and/or marketisation of care
(Knijn 2001). By contrast, no relevant policy changes emerged in Italy
(Naldini and Saraceno 2008; Da Roit et al. 2007), despite recent debate
in the domain of long-term care that produced, at most, only scattered
and inconsistent innovations at the local and regional levels (Da Roit
2009). To summarise, if we look at the policy trajectories of the two
countries, we have a case (the Netherlands) of a traditionally strong so-
cial welfare system that is undergoing retrenchment and a traditionally
familised system with consistent residual policies.

However, the picture changes considerably if, instead of considering
the care policy trajectories, we look at the trajectories of the two care sys-
tems – defined as stable combinations of different agents of welfare that
prevail in providing support to individuals and families exposed to the
risk of dependence. In fact, the empirical analysis presented in the book
shows few transformations in the Netherlands, while highlighting a ma-
jor shift in Italy.

7.1.2 The two care system’s trajectories

The analysis of dependence among the elderly and households (chapter
three) shows that in the early 1990s, there was a much higher incidence
in Italy than in the Netherlands, due both to the demographic and social
structures of the older populations and to the traditionally limited avail-
ability of residential care services in Italy. However, in the early 2000s
there were some signs of convergence. In the Dutch case, particularly in
the first half of the 2000s, we observed an increasing incidence of de-
pendence among the elderly living at home, which was also a result of
the deinstitutionalisation process. The effects of the reduction of the
number of beds in care homes was initially (in the 1980s and 1990s)
mitigated by the possibility of giving residential care to the needier
among the elderly compared to the past and, as a consequence, the pro-
portion of dependent and severely dependent among the elderly living
independently increased very slowly until recently. A sharper increase in
the needs of the population living at home was observed since the early
2000s. By contrast, during the period considered the proportion of (se-
verely) dependent the elderly on the older population living at home in
Italy declined slightly even though the ratio between the older dependent
population and the adult population did not. However, this process was
uneven geographically: the northern regions, in part due to the transfor-
mation of the existing stock of residential care facilities, showed a con-
siderable reduction in the incidence of elderly people living at home be-
tween 1994 and 2004, while the this was not the case in central and
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southern Italy. To summarise, while dependence among the elderly liv-
ing at home was a more widespread problem in Italy in the early 1990s,
it did not exert an increasing pressure throughout the 1990s (the north-
ern regions, in particular, showed increases in the proportion of autono-
mous people among the elderly living at home). By contrast, it is possi-
ble to observe the increasing pressure of care needs among people living
independently in the Netherlands.

Against this background, the results of the quantitative investigation
of care packages (chapter four) suggest that, while in the Netherlands the
traditional formal care model persists, in Italy considerable transforma-
tions of the system have occurred between the early 1990s and the early
2000s. In the Netherlands, the analysis does not support the hypothesis
of the re-familisation or marketisation of elderly care. There was neither
an increase in informal care (which, in fact, decreased) nor a consider-
able increase in commercial care (except, perhaps, for household assis-
tance). If some tensions were detected in the area of formal care – a
slightly decreasing coverage rate of formal services for more severely de-
pendent elderly people and for personal care – social services did not
lose their essential importance as a source of support for older depen-
dents. The qualitative study (chapter five) shows that, in Amsterdam,
formal care remained the key resource for responding to the needs of
elderly care, while both informal and commercial support played a com-
plementary role and did not represent relevant “packages”.

In Italy, as revealed by the quantitative analysis of care packages (chap-
ter four), the use of formal services among households with an elderly
dependent remained limited between the early 1990s and the first half
of the 2000s, confirming the persistence of a residual social care model.
However, and in the absence of any explicit policy in this direction, the
proportion of households with older dependents utilising commercial
services became relevant, matching the decreasing availability of infor-
mal care. The data suggest that a considerable shift towards market solu-
tions took place in Italy, confirming that the emergence of the migrant
care market observed in the later years of our study was not a residual
phenomenon, but a keystone of a substantially altered care system. At
the end of the 1990s, paid care emerged as a primary source of support
in Italy, not only for home assistance, but above all for help with personal
care. The qualitative analysis of care packages (chapter five) gives sub-
stance to these findings. In Milan, a mix of informal and paid care is the
most relevant care package among households with elderly dependents.
This combination of market and family resources takes place via the de-
velopment of care arrangements based on migrant care workers. Private
care purchased by Milanese households consisted almost exclusively of
the direct employment of migrant care workers, mostly in the grey mar-
ket and often undocumented, confirming the results of several studies
conducted in local Italian contexts over the past few years (Castegnaro
2002; Da Roit and Castegnaro 2004; Gori and Da Roit 2002; Caponio
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and Colombo 2005; Colombo and Sciortino 2005; Mesini et al. 2006).
The continuity of this new care arrangement with the past resides in the
fact that care remains largely a family responsibility, even if the “produc-
tion” of care has been (partly) externalised to a peculiar care market.

7.2 Explaining change and resilience

A micro-level of analysis of how the care packages are constructed in
Milan and Amsterdam, looks at the actors that are mobilised in each
context, at their orientation and interactions. We made an attempt to
reconstruct the different logics that underpin the system shift in Italy
and the system’s persistence in the case of the Netherlands (chapter six).
The two cases studied provide examples of both a policy-driven change
that produced a limited impact, at least for the time being, and a situa-
tion of relative policy stability associated with a considerable shift in care
arrangements. In both cases, it is possible to understand the trajectories
of the two societies only by considering the role played by the relevant
social actors within a set of opportunities and constraints defined by the
institutional setting.

7.2.1 The role of organisations and families in the Netherlands

In the Netherlands, our qualitative analysis suggests that the effects of
the reforms implemented since the early 1990s had a limited ability to
induce change in how care packages are produced. Despite all of the
policy changes, access to care services remained a universal individual
right uniquely based on need. Moreover, if out-of-pocket co-payments
for services increased, they did not involve the extended family. These
two elements are crucial in defining the stakes of elderly care and the
actors involved in making decisions with respect to care arrangements.
The reciprocal independence between the elderly and their relatives
(namely children) that these two elements ensure in the Netherlands
emerges very clearly from our qualitative materials and remains a key-
stone of the Dutch care system thus far. The provision of social services,
besides being partly marketised from the production point of view, re-
mains the main point of reference for the elderly and their informal
caregivers and is still widely available. Our results underpin the hypoth-
esis that the Dutch welfare state, also in the care sector, has undergone a
“managed liberalisation” (Van der Veen and Trommel 1999) – the partial
privatisation of the administration of social security within the frame-
work of stronger state control – while “the state is still taking responsi-
bility for a sufficient production of welfare” (ibid.: 308). However, if this
persistence of the formal care model was the result of the limited ability
(or willingness) of policymakers to produce drastic reforms and of diffi-
cult policy retrenchment (Pierson 1996; Clayton and Pontusson 1998;
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Green-Pedersen 2001; Ferrera 1998), it was also partly produced, as
shown by our analysis, by the resistance exerted by relevant individual
and collective actors to the transformation of care practices.

For their part, the relatives (namely the children) of the elderly do ac-
knowledge an increasing pressure towards the familisation of care, and
more responsibilities regarding the care of the elderly. However – given
the possibilities currently offered by existing care arrangements – the
family members (particularly the children) of the elderly are not keen on
becoming more involved in intensive caregiving. Even the interviewees
who expressed sympathy with the idea of the increased involvement of
relatives in the care for the elderly referred to this as a reinforced pre-
sence, emotional support and concern, rather than more involvement in
heavy direct care.

A set of collective actors active within the functioning of the care sys-
tem contribute in the channelling of this standpoint. Long-term care in-
surance is a consolidated national stake and all of the involved social
actors at the local and national levels are clearly interested in maintain-
ing and developing the system. As the qualitative analysis has shown,
for-profit and non-profit providers in the domain of care for the elderly
are very involved and interested in the development and consolidation of
the long-term care scheme. If they have in recent years campaigned to
empower the users and contributed to changing the balance of power
between the care professionals and the users themselves, they are never-
theless embedded in socio-economic stakes related to the development
of social welfare insurance. They also play a general coordination role
both in providing information to the public and in processing the de-
mands for formal care through the welfare institutions.

It is worth noticing that the most recent policy reform introduced in
the Netherlands – the Social Support Act, WMO, which became law in
January 2007 (the effects of which could not be included in this study) –
is likely to represent a critical challenge for the system precisely from
this point of view. The reform is based on the disintegration of the na-
tional insurance system and on the shift of the responsibility for part of
the long-term care policies to the municipalities. However, the effects
are far from clear at this moment.

7.2.2 The role of organisations and families in Italy

In the Italian case, the market shift can only be understood when we
consider the institutional context along with the effects produced by the
interaction of the relevant actors in the field. There are several institu-
tional features of the Italian context that might explain the expansion of
the market: the importance of monetary allowances instead of services in
social policy, the preference of care at home, the existence of a wide-
spread and socially accepted underground economy, the traditional im-
portance of domestic work in Italy and the concentration of migrants in
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this sector. The combination of a relative abundance of cash resources
and the low cost of services are no doubt key factors in the development
of the Italian care market. Italy’s quite generous pension system, to-
gether with the availability of care allowances – these being the most
important form of support provided by social policies and which are
usually used to supplement overall household income – are probably
partly responsible for the development of a care market, as they make it
easier to purchase care. On the other hand, the loose regulation of mi-
gration and the labour market made it possible to create a low paid and
under-regulated care market based on immigration. In fact, the Italian
market shift is barely comprehensible without considering these institu-
tional conditions: the migrant care model could only have developed
within the framework of a low-cost and loosely regulated care and do-
mestic services labour market. However, it should be acknowledged that
the use of monetary support for older dependents dates back to the mid-
1980s period and that the informal labour market regulations are a tradi-
tional feature of the Italian social system, while the development of the
private care market did not occur until the second half of the 1990s. In
other words, it must be explained why and under which conditions the
link between cash allowances and family care has switched to a link be-
tween cash allowances and market care.

The current outcome was not the only viable one. One could imagine
at least two alternatives: the families might have continued to care for
the elderly (more than they do now) and internalise the economic re-
sources that social policies distribute to the dependent elderly; or an or-
ganised social demand for more inclusive social services in the domain
of long term-care could have emerged. Only when we consider the stra-
tegies of families and other relevant social actors in the field can we be-
gin to understand its development. The Italian solution – accompanied
by the lack of claims for new and more comprehensive social policies in
the field of long-term care – involves the decreasing availability of fa-
milies (daughters mainly) to provide direct care and the externalisation
of these tasks to paid domestic workers.

As noted in chapter six, the externalisation of elderly care in Italy may
be interpreted as a strategy enacted by (part of) a given generation of
daughters of elderly dependents endowed with more socio-economic re-
sources than in the past and a favourable context that allows and fosters
the development of a relatively cheap care market. The role of the middle
classes is an important reference point for understanding these develop-
ments in the family care system. While better-off households have en-
ough resources to respond to care needs in a (for them) traditional way
while lower socio-economic groups do not have enough resources to
voice and question, it is the middle-class offspring (namely the daugh-
ters) who take care of the elderly, which has become a heavy and “unrea-
sonable” burden. It is worth emphasising that women at the centre of
this transformation belong to a specific generation that is clearly more
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endowed with resources than the previous ones and that benefits from a
greater degree of freedom in the defining of its position in care relations.
The daughters of elderly dependents today are between 50 to 65 years
old and were thus born in the 1940s. Besides considerable changes in
views concerning gender roles, they also benefit from consistent eco-
nomic resources. Moreover, their desire to reduce their care burden was
coupled with the availability of cheap labour, organised and sustained by
specific social actors.

On the other hand, localised social actors – various organisations,
public authorities and their professionals – sustained and encouraged
these developments by facilitating the encounter between the supply
and demand of care and/or by legitimising these new practices, instead
of voicing an emerging social demand. Besides working through infor-
mal networks, the interaction of the supply and demand of care work
takes place through the mediation of voluntary and other not-for-profit
organisations on a more informal basis. The social regulation of care
work involves third sector organisation and, to some extent, formal ser-
vices. The development of the care market has been recognised and sub-
sequently encouraged by formal services. In several local contexts, new
projects for the inclusion of private care in the network of publicly orga-
nised services have recently been launched (Mesini et al 2006; Da Roit
and Castegnaro 2004). These projects usually include the provision of
training for care workers; initiatives aimed at favouring the encounter
between the supply and demand of services; the creation of registers of
accredited (and reliable) care workers for the families. However, these
projects usually suffer from a contradiction; it is said that their chief
aim is the qualification and regularisation of care work while, the regu-
larisation and qualification of care work should take place with no addi-
tional resources and without changing the working arrangements that
characterise the care work in the grey and unregulated market. If the
chances of success of these experiences in regularising and qualifying
this market are limited, they do play a role in legitimising the care mar-
ket. In a way, the emergence of the private care market has undergone a
rapid process of institutionalisation. The Italian case thus represents an
interesting example of bottom-up transformation that has radically al-
tered the care system and led to the subsequent institutionalisation of
new modes of production and allocation of care.

7.2.3 Actors within institutions

Our observations emphasise the importance of social policies and the
broader institutional framework in structuring the risk of dependence
in old age, in defining responses to care needs of older dependent people
and in making room for innovation or in fostering conservation. The
institutional context is clearly a powerful factor that structures the risk
of dependence in old age, contributes to defining how many and who
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the older dependents are who live in institutions and at home, structures
the system of (perceived) opportunities for actors both at the micro- and
meso-level, and defines the stakes and the players. The (perceived) avail-
ability of resources not only conditions choices in care packaging, but
also frames the problem, defines the who, when and how that are in-
volved and profiles the possible outcomes. The possibility of finding in-
novative solutions are limited and guided by the institutional framework.
The possibility of placing the costs of the production of care on a low
paid and little protected labour force considerably depends on the insti-
tutional context in which such developments are embedded. The type of
solution “invented” in Italy involving paid care provided by migrant
workers would not be very viable in the Dutch context where the “dis-
charging” of costs onto the care labour market is severely limited by ex-
isting regulations of care work and employment regulations in this sec-
tor, together with the way cash allowances for the dependents are
designed. Nevertheless, a perspective uniquely based on the influence of
institutions would not account for the transformations that have oc-
curred since the 1990s, neither in Italy, nor in the Netherlands.

The qualitative study has emphasised the key role played by the orga-
nisations that are found at an intermediate level between individuals and
families, on the one hand, and the political institutions, on the other. It
is these organisations that are in a position to transmit and contribute to
reproducing social norms and institutional features in the creation of
care packages at the individual level and, at the same time, to channel
(or not) social demands toward the policy level or to find alternative solu-
tions to care needs. The specific way in which they act is influenced by
the institutional configuration, by social instances and by their own in-
terests and orientation. We have shown how their strategies greatly de-
pend on the existing institutional framework and on the resources on
which they can effectively count.

Finally, families – and each family member – emerge as an important
independent variable that contributes to making sense of the observed
transformations. Changes in strategies are not simply a reaction to ten-
sions and to challenges posed by the increasing importance of depen-
dence in old age, but also the result of explicit choices that matter greatly
in defining a system’s trajectory.
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Appendices

Appendix 1
Data and methods of the quantitative analysis

A.1.1 Dutch and Italian data

For the quantitative part of this study we used two large surveys based on
national representative samples. For the Dutch case, the study is based
on the Aanvullend voorzieningengebruik onderzoek (AVO) (Amenities and
Services Utilisation Survey), which was repeated in 1991, 1999 and 2003
(AVO91, AVO99, AVO03). For the Italian case, the study uses the ISTAT
Multiscopo – Indagine sulle condizioni di salute (Multipurpose survey –

Health conditions), which was repeated in 1994, 1999-2000 and 2004-
2005. Therefore, the reference year for the early 1990s in the Nether-
lands is 1991, while in Italy it is 1994. The reference year for the late
1990s in the Netherlands is 1999 and in Italy it is 1999-2000. The re-
ference year for the early 2000s in the Netherlands is 2003, while in
Italy it is 2004-2005.

Both surveys collected information on households and individuals
within households. The Dutch samples are smaller. Moreover, the Con-
sal99 and Consal04 provide an exceptionally high number of cases (ta-
ble A1.1)

Table A1.1 Number cases (at the individual and family level): older individuals aged
65 + and households with at least one older individual

Individuals Households

AVO91 1514 1116

AVO99 2029 1506

AVO03 2132 1557

Consal94 9168 7391

Consal99 25301 18911

Consal04 25183 18628

A.1.2 Operationalisation of dependence in old age

Dependence in old age was operationalised as the partial or total inability
of individuals aged 65 or above to autonomously carry out a set of basic
activities of daily living (ADLs). The selected surveys provide informa-
tion on a set of functionalities that are comparable between the two
countries and across time, despite a few differences with respect to the
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Table A1.2 Operationalisation of dependence. Original and created variables

Item n. Function AVO91; AVO99; AVO03 Consal94; Consal99; Consal03

1 Sit down and get up

(min 0, max 2)

Sit down and get up

- with no difficulty = 0

- with difficulty =1

- only with help =2

Sit down and get up

- with no difficulty = 0

- with difficulty =1

- only with help =2

2 Getting in and out of bed

(min 0, max 2)

Getting in and out of bed

- with no difficulty = 0

- with difficulty =1

- only with help =2

Getting in and out of bed

- with no difficulty = 0

- with difficulty =1

- only with help =2

3 Dressing

(min 0, max 2)

Dress and undress

- with no difficulty = 0

- with difficulty =1

- only with help =2

Dress

- with no difficulty = 0

- with difficulty =1

- only with help =2

4 Going up and down the stairs

(min 0, max 2)

Going up and down the stairs

- with no difficulty = 0

- with difficulty =1

- only with help =2

Going up and down the stairs

- with no difficulty = 0

- with little difficulties = 1

- with many difficulties =2

- totally unable =2

5 Washing (limited)

(min 0, max 2)

Washing face

- with no difficulty = 0

- with difficulty =1

- only with help =2

Washing hands (and face 99;04)

- with no difficulty = 0

- with difficulty =1

- only with help =2

6 Washing (extended)

(min 0, max 2)

Washing body

- with no difficulty = 0

- with difficulty =1

- only with help =2

Bathe (or shower: 99, 03)

- with no difficulty = 0

- with difficulty =1

- only with help =2

7 In-house mobility

(min 0, max 2)

Moving inside the house

- with no difficulty = 0

- with difficulty =1

- only with help =2

Confined in bed or on a chair

- Not confined = 0

- Confined =2

8 Out-of-house mobility

(min 0, max 2)

Moving outside the house

- with no difficulty = 0

- with difficulty =1

- only with help =2

Confined in the house

- Not confined = 0

- Confined =2

9 Long-distance mobility

(min 0, max 2)

Walk 10 minutes

- with no difficulty = 0

- with difficulty =1

- only with help =2

Longest distance that can

be walked without stopping

- 200 meters or more = 0

- less than 200 meters = 1

- only a few steps =2

definitions of the variables. Table A1.2 provides a list of the nine items
used to compute dependence at the individual level, together with the
original variables extracted from the six original datasets. Each item has
a score between zero and two: “0” corresponds to complete autonomy in
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a given functionality; “1” corresponds to limited dependence; “2” corre-
sponds to full dependence. The way in which the score is calculated
starting from the original variables is highlighted in the corresponding
cell.

Each individual aged 65 or over has been given a score that is repre-
sented by the sum of the scores for each item. Individuals scoring 0 have
been classified as “non-dependent’; individuals scoring between one and
two have been classified as “moderately dependent”; individuals scoring
three or more have been classified as “severely dependent”.

For each household, the score of the household members has been
added up to derive a “household dependence score”. Households scoring
0 have been classified as “dependence-free households” (as no older
member of the household has any form of dependence); households
scoring between one and three have been classified as “moderately de-
pendent households” (one household member has a dependence level of
up to three or two or more members of the households have dependence
levels that total three); households scoring four or above have been clas-
sified as “severely dependent households” (one household member with
a dependence level above three or more household members have de-
pendence levels that together total at least four). It should therefore be
noted that the household dependence level neither takes into account the
household’s composition, nor whether the dependence strongly affects
one household member in particular or if it is more diffused among the
household members.

The analyses were carried out in chapter three both at the individual
and household levels. First, the incidence and distribution of disability
among individuals was analysed. Second, a similar analysis was con-
ducted at the household level to investigate the incidence and distribu-
tion of disability among households according to their characteristics.

A.1.3 Operationalisation of different sources of support and care
packages

The selected datasets provide relevant information on the available
sources of support for elderly dependents. In general, the Dutch datasets
provide a more complete and coherent set of variables: the question-
naires from all of the studied years include consistent questions regard-
ing the different sources of support received at the household level both
with respect to personal care, nursing and help with household activities.
By contrast, in the Italian case, the construction of care packages was
more difficult because of limited access to information.

Information regarding informal help was only available for the Neth-
erlands. In all of the involved years it is possible to analyse informal sup-
port received by households from different members of the informal
network: household members, other relatives, friends, neighbours, and
volunteers. Similar information was not available for Italy for our survey,
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while another survey (“ISTAT –Survey on social networks and childhood
conditions” 19981) provides information on informal help received from
non-household members only. Nevertheless, this survey does not con-
tain information relative to disabilities and did not therefore suit com-
parability criteria. Therefore, for the analysis of informal support we
referred to published aggregated data for households with elderly mem-
bers based on several comparable surveys (ISTAT 1994; 2001; 2006c;
Sabbadini 2002).

Information relative to formal help was available for both countries in
each year. While in the Dutch case it is possible to distinguish between
help in the areas of personal care and household assistance as supplied
by social services, this was not the case in the Italian datasets, where the
only question on the questionnaire was about the types of assistance. In
the Dutch dataset, moreover, the variable is at a household level and re-
presents the support provided by formal services to the household as a
whole. By contrast, in the Italian datasets relative to 1994 and 1999, the
same variable was collected at the individual level. For comparison pur-
poses, this individual-level variable has been transformed into a house-
hold level variable, which represents the presence of at least one house-
hold member receiving formal assistance. The Italian 2003 survey
encompasses two household-level variables that have been used to calcu-
late a new household level variable representing the use of formal ser-
vices.

Finally, variables relative to commercial care were present in all of the
years in the Dutch datasets and only in the second and third year of the
Italian figures. In both cases, a distinction was made between commer-
cial assistance received by the household for personal care, and for
household tasks. The variable “commercial household assistance” is de-
fined differently in AVO91 and in AVO99 than in the AVO03. In the
first and second years, the interviewees were asked if their household
received household assistance and, subsequently, if this assistance was
linked to specific care needs of household members. The question of
whether the household received household assistance as a consequence
of specific care needs of household members was only asked in the third
year. There is therefore a break in the series between 1999 and 2003. In
the Italian case, two specific questions were asked at the household level:
whether there was a paid home assistant in the household and whether
there is a paid care worker in the household.

The time reference in the variables used to analyse the different
sources of support and care packages differ between the two countries.
In the Netherlands, the interviewees were asked whether their house-
hold received specific forms of support on a constant basis in the twelve
months prior to the interview. In Italy, with respect to formal care in
1994 and 1999, the time frame was three months. In all of the other
cases, interviewees were asked whether their households were receiving
assistance at the time of the interview.
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Table A1.3 summarises the way in which formal, informal and com-
mercial care has been operationalised on the basis of the original vari-
ables contained in the six surveys.

Table A1.3 Operationalisation of formal, informal and commercial support. Original and created variables

Created variables Original variables

AVO91 – AVO99 – AVO04 Consal94 Consal99 Consal04

Informal care for per-

sonal care

Help in personal care and nursing

received by the household on a

regular basis in the past twelve

months from members of house-

hold, non-co-resident relatives,

friends, neighbours, volunteers,

others (available separately)

n.a.

(reference is

made to ISTAT

1994; ISTAT

2001; Sabbadini

2001)

n.a.

(reference is

made to ISTAT

1994; ISTAT

2001; Sabbadini

2001;)

n.a.

(reference is

made to Istat

2006c)

Informal care for

household assistance

Household assistance received by the

household on a regular basis in the

past twelve months from members of

household, non-co-resident relatives,

friends, neighbours, volunteers

(available separately)

Formal care for per-

sonal care

Help in personal care and nursing

received by the household on a

regular basis in the past twelve

months from nursing and home care

services

Help received by

at least one

member of the

household from

home care ser-

vices in last four

months

Help received by

at least one

member of the

household from

home care ser-

vices in last four

months

a) the household

receives care

services from

the municipality

or the health

services

b) the house-

hold receives

care services

from the munici-

pality or the

health care ser-

vices

Formal care for

household assistance

Household assistance received by the

household on a regular basis in the

past twelve months from home care

services

Commercial care for

personal care

Help in personal care and nursing

received on a regular basis in the past

twelve months by the household

from commercial nursing and care

services

n.a. Presence of a

paid carer for

elderly or handi-

capped member

of the household

Presence of a

paid carer for

elderly or handi-

capped member

of the household
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Table A1.3 Continued

Created variables Original variables

AVO91 – AVO99 – AVO04 Consal94 Consal99 Consal04

Commercial care for

household assistance

Help in personal care received by the

household on a regular basis in the

past twelve months from commercial

home care services.

AVO91 and AVO99: distinction is

made between help received in rela-

tion to specific health problems and

disabilities and other type of help.

AVO99: only help received in relation

to specific health problems and dis-

abilities is considered.

Presence of a

paid home help-

er in the house-

hold

Presence of a

paid home help-

er in the house-

hold

The available data highlight a set of general obstacles in applying a wel-
fare-package approach to the study of care needs and responses to care
needs, when using secondary data analysis. First, given the previously
illustrated limitations of available data, the analysis has been carried out
by comparing the presence of different kinds of support in the two coun-
tries over different points in time. Subsequently, when possible, the
combination of different types of cases has been observed. Given these
above-mentioned limitations, the analysis proceeds first to an observa-
tion of the different sources of support separately. It then looks at the
combination of different sources of support whenever possible.

It should also be emphasised that the operationalisation of care
packages reflects the traditional division between informal, formal and
commercial support on the supply side, while it provides no information
on the financing side. For instance, it is difficult to say whether commer-
cial services were paid by public funds or not. In the Netherlands –

where, for instance, the most recent survey specifies that informal care
provided by a relative on the basis of a personal budget is designated as
informal care – this should not be a major problem since care allowan-
ces were still developing in 1999 and 2003. As for Italy, the problem
mainly concerns the Indennità di accompagnamento and (to a lesser ex-
tent) other care allowances in relation to access to paid care. This repre-
sents a relevant problem in studying welfare packages, which should be
tackled especially in the future, when the spread of mixed forms of fi-
nancing and provision of services is likely to increase.

Because care resources and care packages are or have been con-
structed as household-level variables, the analysis in chapter four was
conducted at the household level.
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A.1.4 Control variables

Besides the descriptive analyses, which identify trends over time in the
incidence and distribution of dependence and of specific care resources
and care packages, logistic regression models were also used to define
factors affecting disability and recourse to different care solutions.

A relevant problem relates to the individuation of pertinent variables
as indicators of social inequalities. The usual variables used for discrimi-
nating between social groups are profession, education and income.
Nevertheless, several problems had to be addressed, either due to the
structure of the datasets or in relation to specificities of the population
observed. As all of the datasets provided information on the educational
level, this variable has been used as an indicator of socio-economic in-
equalities throughout analysis. Nevertheless, two problems emerged in
this respect. First, there is a substantial level of difficulty comparing edu-
cational levels in the Netherlands and in Italy. Second, a high concentra-
tion of cases in the lower educational group among the elderly might
affect results and reduce the discriminating power of the variable. As for
information about income, only the Dutch dataset contained appropriate
variables. By contrast, Italian data provided only a self-evaluation of the
economic condition of the household made by the person of reference.
Despite the non-comparability of these two types of variables, they were
included in the models. Finally, professional categories could not be
used in the analysis for several reasons. The Italian questionnaires did
not include this information, while the Dutch ones did. Nevertheless, its
use was seriously undermined, particularly due to the characteristics of
the respondents and their positions with respect to the labour market.
When interviewees declared they were currently unemployed, as was
the case with the pensioners, of course, they were asked to declare their
last occupations. This solved the bulk of the problem regarding male
respondents, but it did not among the females where the proportion em-
ployed prior to retirement age was limited. This problem was often dealt
with by noting the husbands’ occupation instead. Despite the limitations
and criticisms embedded in a similar procedure, as we are specifically
dealing with older women, among whom there is a relevant percentage
of widows, the viability of this solution is limited.

The dependent variable used in chapter three is dependence at the
individual level. The independent variables used are age, gender and
educational level for both countries and regional areas for Italy.

The dependent variables used in chapter four are formal, informal,
commercial care at the household level. The independent variables are
age, gender and educational level of the head of household, type of
household, level of dependence of the household and, for Italy, regional
areas.
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Appendix 2
Tables not included in the text – chapter 3
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Table A2.2 Educational level (*) of the population living at home by age group; the
Netherlands (2003); Italy (2004)

The Netherlands Italy

Low Medium High Low Medium High

35-54 9.1 63.6 27.3 51.0 36.5 12.5

55-64 16.6 61.9 21.5 70.4 21.1 8.5

65-74 32.0 55.0 13.0 83.3 12.2 4.5

75+ 45.2 44.3 10.5 88.8 7.8 3.4

Sources: elaborations on AVO03; Consal04

(*) Low: up to primary school; Medium: three to five years high school; High: university

degree

Table A2.3 Educational level of the elderly population living at home by age group;
Italian macro-areas (2004)

North Centre South

Low Medium High Low Medium High Low Medium High

35-54 49.7 37.8 12.5 43.1 41.3 15.6 57.3 31.9 10.8

55-64 69.9 21.8 8.3 67.7 23.0 9.3 72.9 18.7 8.4

65-74 82.4 13.4 4.1 81.5 13.3 5.2 85.6 9.7 4.6

75+ 87.9 8.5 3.6 88.2 8.0 3.8 90.5 6.7 2.8

Source: elaborations Consal04
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Appendix 3
Tables not included in the text – chapter 4

Table A3.1 Households with at least one person aged 65+ receiving informal help in
personal care and/or household assistance from non-members of the
household, by level of care needs and educational level of the head of
household (weighted cases), the Netherlands, 1991, 1999, 2003

Care needs Education 1991 1999 2003

None Low 9.4 8.7 3.5

Mid 5.1 4.0 2.3

High 2.0 4.3 2.9

Low Low 19.9 17.0 14.9

Mid 9.2 9.9 6.2

High 8.3 5.6 6.8

High Low 28.0 30.0 17.9

Mid 15.8 13.6 13.1

High 26.4 8.3 13.3

N 1096 1384 1434

Table A3.2 Logistic regression: households with at least one older member (65+)
receiving informal care from non-members of the household, the
Netherlands, 1991, 1999, 2003 (in bold statistically significant results at the
0.05 level)

1991 1999 2003

Sex of head of h Female 0.302 0.937 0.309 0.790 0.616 1.957

Age of head of h in years 1.036 1.104 1.031 1.092 1.008 1.074

Education of head of h Low (ref)

Mid 0.370 1.000 0.280 0.758 0.436 1.109

High 0.296 1.140 0.202 0.926 0.394 1.735

Type of household Single 1.774 5.881 1.987 5.411 1.039 3.642

Need level None (ref)

Low 1.316 3.341 1.047 2.439 1.830 5.644

High 2.240 7.285 1.802 5.110 2.721 9.170

Constant 0.000 0.001 0.001

Pseudo Rsq 0.167 0.158 0.140

N 1031 1384 1434
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Table A3.3 Logistic regression: households with at least one older member (65+)
receiving informal care, the Netherlands (three years); (in bold statistically
significant results at the 0.05 level)

95% C.I. Exp(B)

Sex of head of h Female 0.465 0.851

Age of head of h in years 1.039 1.076

Education of head of h Low (ref)

Mid 0.439 0.761

High 0.373 0.851

Type of household Single 2.020 3.870

Need level None (ref)

Low 1.584 2.716

High 2.678 5.079

Year 1991 (ref)

1999 0.597 1.038

2003 0.356 0.654

Constant 0.001

Pseudo Rsq 0.156

N 3849

Table A.3.4 Households with at least one older member (65+) receiving formal help in
personal care and/or household assistance, by level of care needs and
educational level of the head of household (weighted cases), the
Netherlands, 1991, 1999, 2003

Care needs Education 1991 1999 2003

None Low 7.9 9.4 12.6

Mid 2.4 5.6 8.3

High 3.9 1.7 6.6

Low Low 29.3 32.7 36.0

Mid 24.5 17.4 25.5

High 13.3 16.7 31.8

High High 53.9 52.7 58.1

Mid 50.0 68.2 41.4

High 50.0 40.1 50.0

N 1031 1384 1434
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Table A.3.5 Logistic regression: households with at least one older member (65+)
receiving formal care, the Netherlands, 1991, 1999, 2003; (in bold
statistically significant results at the 0.05 level)

1991 1999 2003

95% C.I. Exp(B) 95% C.I. Exp(B) 95% C.I. Exp(B)

Sex of head of h Female 0.729 2.359 0.888 2.115 0.860 1.860

Age of head of h in years 1.058 1.125 1.042 1.097 1.044 1.092

Education of head of h Low (ref)

Mid 0.526 1.307 0.456 0.995 0.592 1.104

High 0.271 1.019 0.188 0.788 0.423 1.183

Type of household Single (ref) 0.783 2.649 1.518 3.891 1.876 4.306

Need level None (ref)

Low 2.960 7.449 2.461 5.173 2.430 4.843

High 11.097 34.646 7.826 20.046 5.783 12.846

Constant 0.000 0.000 0.000

Pseudo Rsq 0.339 0.329 0.330

N 1031 1384 1434

Table A.3.6 Logistic regression: individuals aged 65+ with some limitations in daily
activities receiving formal care in different years, the Netherlands (three
years); (in bold statistically significant results at the 0.05 level)

95% C.I. Exp(B)

Sex of head of h Female 0.994 1.665

Age of head of h in years 1.058 1.089

Education of head of h Low (ref)

Mid 0.626 0.958

High 0.405 0.809

Type of household Single (ref) 1.759 3.051

Need level Low (ref)

Mid 3.021 4.696

High 8.829 15.058

Year 1991 (ref)

1999 0.803 1.326

2003 1.018 1.665

Constant 0.000

Pseudo Rsq 0.330

N 3849
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Table A3.7 Households with at least one person aged 65+ receiving commercial help in
personal care and/or household assistance from members of the household,
by level of care needs and education (weighted cases), the Netherlands,
1991, 1999, 2003

Care needs Education 1991 1999 2003

None Low 7.6 (0.9) 4.7 (1.2) 2.0

Mid 15.8 (1.2) 15.3 (2.8) 2.6

High 20.3 (1.3) 21.6 (0.9) 2.2

Low Low 11.5 (1.6) 10.0 (2.2) 4.3

Mid 23.5 (5.1) 34.1 (7.7) 11.5

High 36.7 (5.0) 36.1 (2.9) 13.6

High Low 8.0 (3.9) 10.0 (4.5) 6.0

Mid 28.9(7.9) 28.2 (4.8) 13.1

High 29.1 (8.0) 31.7 (5.0) 7.1

N. 1031 1348 1434

Table A3.8 Logistic regression: households with at least one person aged 65+ receiving
commercial care, the Netherlands, 1991, 1999, 2003; (in bold statistically
significant results at the 0.05 level)

1991 1999 2003

Sex of head of h Female 1.036 3.205 0.992 2.636 0.668 2.504

Age of head of h in years 1.018 1.079 1.033 1.092 1.031 1.109

Education of head of h Low (ref)

Mid 2.263 5.654 3.005 6.690 1.615 5.304

High 4.389 12.252 5.374 14.358 1.599 8.136

Type of household Single (ref) 1.033 3.307 0.852 2.334 1.360 6.192

Need level None (ref)

Low 1.006 2.273 1.231 2.644 1.993 6.968

High 0.570 2.205 1.005 3.098 1.800 7.819

Constant 0.001 0.000 0.000

Pseudo Rsq 0.161 0.175 0.180

N 1031 1384 1434
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Table A3.9 Households with at least one older person receiving commercial help in
personal care, by level of care needs and educational level of the head of
household (weighted cases), Italy, 1999, 2003

Care needs Education 1999 2003

None Low 0.4 0.8

Mid 0.8 0.1

High 2.5 0.5

Medium Low 6.5 7.0

Mid 10.0 9.3

High 6.6 12.3

High Low 13.1 9.5

Mid 13.0 16.0

High 20.2 7.3

N. 11622 11633

Table A3.10 Households with at least one older person receiving commercial household
assistance, by level of care needs and educational level of the head of
household (weighted cases), Italy 1999, 2003

Care needs Education 1999 2003

None Low 5.2 4.9

Mid 20.3 19.2

High 44.2 39.8

Low Low 11.3 12.2

Mid 26.3 28.8

High 36.6 42.5

High High 14.0 16.7

Mid 30.9 30.8

High 20.2 45.6

N. 11622 11633
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Table A.3.11 Households with at least one older person receiving commercial help with
personal care and/or household assistance, by level of care needs and
educational level of the head of household (weighted cases), Italy, 1999,
2003

Care needs Education 1999 2003

None Low 5.5 5.5

Mid 20.6 19.6

High 44.6 39.8

Low Low 15.0 17.1

Mid 29.5 33.6

High 38.7 48.8

High High 20.2 22.8

Mid 33.6 41.7

High 20.2 45.6

N. 11622 11633

Table A3.12 Logistic regression: households with at least one member aged 65+
receiving commercial care (personal care), Italy, 1999, 2003 (in bold
statistically significant results at the 0.05 level)

1999 2003

Sex of head of h Female 1.181 1.764 1.212 1.761

Age of head of h in years 65-74 (ref) 1.043 1.063 1.061 1.083

Education of head of h Low (ref)

Mid 1.419 2.427 1.495 2.394

High 1.597 3.735 1.317 2.700

Type of household Single (ref) 1.064 1.599 1.186 1.726

Need level None (ref.)

Low 8.406 15.764 5.255 8.892

High 17.470 38.685 9.788 20.217

Macro regions North

Centre 0.763 1.188 1.096 1.619

South 0.745 1.046 0.867 1.214

Constant 0.000 0.000

Pseudo Rsq 0.173 0.176

N 18905 18618
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Table A3.13 Logistic regression: households with at least one member aged 65+
receiving commercial care (household assistance), Italy (in bold
statistically significant results at the 0.05 level)

1999 2003

Sex of head of h Female 0.912 1.183 0.846 1.070

Age of head of h in years 65-74 (ref) 1.031 1.044 1.033 1.045

Education of head of h Low (ref)

Mid 4.360 5.725 3.938 5.061

High 10.474 15.219 9.504 13.087

Type of household Single (ref) 1.584 2.066 1.658 2.108

Need level None (ref.)

Low 1.437 1.799 1.591 1.976

High 2.269 3.658 2.390 3.779

Macro regions North

Centre 0.907 1.204 1.140 1.463

South 0.949 1.190 0.982 1.221

Constant 0.003 0.082

Pseudo Rsq 0.138 0.154

N 18905 18618

Table A3.14 Logistic regression: households with at least one member aged 65+
receiving commercial care (personal care and/or household assistance),
Italy (in bold statistically significant results at the 0.05 level)

1999 2003

Sex of head of h Female 0.943 1.198 0.920 1.142

Age of head of h in years 1.036 1.048 1.043 1.055

Education of head of h Low (ref)

Mid 3.925 5.116 3.624 4.624

High 9.231 13.411 8.668 11.947

Type of household Single (ref) 1.590 2.031 1.652 2.059

Need level None (ref.)

Low 1.914 2.368 2.061 2.528

High 3.257 5.008 3.419 5.165

Macro regions North (ref)

Centre 0.906 1.177 1.177 1.481

South 0.910 1.121 0.973 1.188

Constant 0.002 0.001

Pseudo Rsq 0.150 0.177

N 18905 18618
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Appendix 4
Note on the qualitative study

A.4.1 Reconstruction of the context

The qualitative study was carried out in Amsterdam and Milan between
2003 and 2004. The local welfare context – in Milan and Amsterdam –

has been reconstructed via the analysis of policy documents, data and
interviews with key actors. Key actors in both cities include managers
working for social services, private for-profit and non-profit providers,
various organisations active in the field of elderly care and, in the case of
Milan, an organisation dealing with migration. Key actors were also re-
quested to recommend possible other interviewees for the qualitative
study such as caregivers and care managers of older dependent people
as well as migrant care workers (in Milan).

A.4.2 The cases of dependent the elderly

Semi-direct interviews were carried out with caregivers of elderly depen-
dents, which refers to 70 cases of elderly dependents, 35 in each city. The
sample includes ten cases of elderly dependents living in an institutional
setting and 25 cases of elderly people living at home, either alone or with
others in both Milan and Amsterdam.

As the aim of the study was to analyse the welfare packages among
severely dependent elderly people, in principle, the cases were selected
based on the inability to carry out several everyday activities and the level
of need for continuous care due to mental and/or physical disability. For
the purposes of comparison, it has to be emphasised that the levels of
dependence are not homogeneous between the Milan and Amsterdam
samples. The overall care needs of elderly people included in the Dutch
sample are on average lighter than their Italian counterparts, particularly
among people living independently. While in Milan finding severely de-
pendent elderly people living alone was relatively easy, the task proved
more difficult in Amsterdam. This situation partly reflects the different
composition of the elderly population living independently in Amster-
dam and in Milan. In fact, the higher availability of beds in residential
care and the selection of highly dependent elderly people for these ser-
vices greatly reduced the presence of very dependent elderly people in
Amsterdam. By contrast, in Milan it was still quite common for a highly
dependent elderly person to still be living at home.

Given the expected relevance of socio-economic conditions in the
creation of welfare packages, an attempt was made to include the elderly
in the study who came from different socio-economic circumstances,
based on income, occupation prior to retirement of the older person
and/or spouse, and their children’s occupation. The final sample in both
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cities includes a variety of situations, ranging from poor and deprived
households (more in Milan than in Amsterdam) to well-off households.
Moreover, a few elderly among the migrant populations were included in
the sample for Amsterdam. The small number of interviewees with a
migratory background certainly does not allow us to make any conclu-
sions about the possible differences between the native and non-native
Dutch population. Nevertheless, the inclusion of a few cases of the el-
derly of foreign origin is useful to draw a clearer picture of the complex-
ity and to sketch the tensions that have arisen in the Dutch case, as sug-
gested by several key actors.

The number of interviewees used for each case was one or more. In
most cases, the main interviewee was the most important caregiver, the
elderly household member. In general, informal caregivers were in-
cluded, but sometimes, especially in Amsterdam, formal professional
caregivers were interviewed instead. Semi-structured interviews with
caregivers were, when possible, supplemented with interviews with el-
derly people themselves. Given the high level of dependence of the el-
derly involved in the study, carrying out interviews with them was not
always possible. Moreover, language barriers still existed among the el-
derly in the Netherlands.

We are aware of possible distortions caused by concentrating the at-
tention mainly on one actor’s point of view. Studies on care arrange-
ments for the elderly have pointed out that the “central caregiver model”
is not sufficient in order to understand how family responsibilities are
distributed, as different people within a family will tell different stories
about the distribution of responsibilities (Potting 2001). Therefore, the
reconstruction of the strategies used by family members is here filtered
through a very specific point of view. For example, in quantitative analy-
sis, it was found that in accounting for support given to parents by chil-
dren there was a difference between the reports parents and children
presented, as children tended to report that they provided more care. It
is often impossible to determine whether there was underestimation or
overestimation, as data on actual support given and received were not
available (Klein Ikkink and van Tilburg 1999).

The interviews were carried out in Italian in Milan and in English in
Amsterdam. The quotes from the interviews conducted in Milan in-
cluded in chapters five and six were translated from Italian into English
by the author.

A.4.3 Migrant care workers

Given the relevance of the phenomenon of private care supplied by mi-
grant workers in Italy, 15 additional interviews were conducted in Milan
with foreign paid caregivers of the elderly. Care workers were recruited
for interviews either through the elderly themselves or family members,
through local organisations and associations or via other migrant work-
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ers. In fact, only a few caregivers working with the elderly were inter-
viewed for this study. Given the high incidence of undocumented migra-
tion and grey market access, the informal caregivers of the elderly or the
elderly themselves employing a migrant worker were not always willing
to ask their employees to participate in the study. Conversely, the mi-
grant workers contacted were not always willing to involve their employ-
ers in the research. A good relation of trust between employers and em-
ployees existed in only a few cases, which allowed the inclusion of both
as interviewees.

Moreover, the characteristics of the care market, rife as it is with irre-
gularities regarding migratory, labour and social security regulations,
raise some problems with respect to the reliability of the informants. A
few refused to participate in the study altogether, while others showed
reticence in providing information on particularly sensitive issues –

such as irregular or illegal immigration, relations with so-called immi-
gration agencies, payments made to intermediaries in exchange for con-
tacts with possible employers or of immigration papers. Despite some
difficulties in this respect, in most cases, the migrant workers inter-
viewed were willing to provide extensive information on their positions,
including rather sensitive issues.

A.4.4 The territorial contexts

Both Milan and Amsterdam represent special cases within their national
contexts in terms of the ageing process. Milan is, in fact, the oldest city
not only in Italy but also in all of Europe: in 2003, 23.5% of the inhab-
itants were 65 years or older; while 5.9% were 80 years or older.2 By
contrast, Amsterdam is a very young city – as residents aged 65 and over
comprised 11.8% of the total population in 20023 (O+S).4 Moreover, in-
stead of experiencing an aging process the city has seen a decline since
the 1980s in the percentage of older people.5

Regarding economic conditions, in Milan, the average income tends
to be higher than the national and regional averages both for the em-
ployed and retired populations (Benassi 2001). Furthermore, the rate of
participation of women in the labour market is particularly high, espe-
cially among younger cohorts.6 In Amsterdam, data show a polarisation
of income among the elderly population: on the one hand, a large por-
tion of the older population lives below the minimum pension level,
while another relevant portion has an income considered high (O+S
1993, 1998). This situation is also affected by increases of the migrant
population reaching retirement age without meeting the requirements
for a full basic pension, due to the fact that their participation in the
Dutch labour market and insurance schemes does not meet minimum
requirements.

The supply of formal care services for dependent elderly is particularly
meagre in the Milanese context compared to the regional situation.
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There are historically fewer beds in institutional care facilities, which
was a fact throughout the 1990s because they often “moved” the elderly
to available facilities in other provinces or regions (Regione Lombardia
1998). In 2000, the number of elderly of Milan in institutions within the
city or the immediate suburbs was approximately 3,500, i.e. 1.2% of Mi-
lan’s total elderly population of the city.7 Despite certain levels of growth
in the city, the availability of beds in institutions has remained very lim-
ited: 4,600 in 2004 (1.5% of the older population), against an average of
3% in the Region8). Home care services appear equally underdeveloped,
even in relation to the regional context. Home care users totalled some
4,700 in 2000, or 1.6% of the elderly population (Comune di Milano
2002: 100-101), each of whom received an estimated 2.3 hours of home
care per week.9 The limited number of hours of home care available was
a widespread fact of Italian home care services, while the uptake rate is
considerably lower than the regional average.

By contrast, the supply of formal services in Amsterdam is tradition-
ally higher compared to the Netherlands on average. The availability of
beds in nursing home facilities corresponded to 3.6% of the population
aged 65 and over, compared to a national average of 2.6% (O+S 1998:83)
in 1996. Since 1980, consistent with national trends, there has been a
steep decline in the number of available beds in elderly homes10 (O+S
1998: 84). By contrast, the supply of beds in homes for the elderly is
slightly lower than the national average – around 4.5% of the population
aged 65 and over in Amsterdam at the end of the 1990s (O+S 1998),
compared to 5.0% in the Netherlands (De Klerk and Hessing-Wagner
1999: 135-136). Therefore, the total supply of residential care is higher in
the city compared to the country as a whole. As for the supply of home
care services, the amount of hours of services provided per inhabitant
supplied in the Amsterdam region was above the national average in
2002.11

In both cities, informal support networks tend to be looser than the
national averages. This is true in Milan, particularly for very old women
(Facchini 1997), due to the specific demographic and residential devel-
opments, namely the permanence of the ageing population in the city
and the emigration of the offspring in the metropolitan area. The weak-
ness of informal support is a characteristic of the Amsterdam case as
well. According to several studies conducted in the Netherlands, the el-
derly living independently in large cities tend to receive less informal
support in cases of need compared to the elderly living in more rural
areas, and have to rely more on other sources of support. The core social
networks of older adults living in big cities tend to be smaller because of
the lower number of children and siblings and due to the fact that they
have less contact with their neighbours, friends and other non-kin in
general. Despite the fact that the network outside the neighbourhood
tends to compensate the weaker proximity networks, the total amount of
instrumental support received by the elderly living in urban areas is low-
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er, because their non-local network is not likely to represent a viable
form of support (De Jong Gierveld and Fokkema 1998). Similarly, results
from a longitudinal study show that older adults who live in large cities
have less potential assistance and fewer potential supporters available:
older adults in cities are in a less favourable position if their health de-
clines and their need for social support increases (Van Tilburg and Bro-
ese van Groenou 2002).

The special position of the two cities with respect to migration flows is
also a relevant issue. In the Italian case, migratory influxes are a rela-
tively recent and growing phenomenon. The city of Milan represents an
important destination for migrant workers, including those in irregular
employment, to work especially in the service sector (Zincone, ed.,
2001). The supply of paid care employment is therefore particularly
high in the city compared to other local contexts, as is demand. The city
of Milan was one of the first in Italy where the badanti became a public
issue and a mass phenomenon. In the framework of the ongoing regu-
larisation process of undocumented foreign workers, 35,922 applications
were presented in the province of Milan for domestic workers (Caritas
2003). Given that not all of them work for elderly dependents, key actors
estimate a number of care assistants in Milan ranging between fifteen
and 20 thousand. If these estimates are reliable, paid care for the elderly
dependents is a far more significant response to care needs of the el-
derly, when compared to formal services.12

The city of Amsterdam has an exceptionally high percentage of inhab-
itants of migrant origin within the Dutch context. In 2002, the inhab-
itants of non-Dutch origin comprised 48% of the overall population;
with 35% of this population being originally from non-European and
non-industrialised countries (O+S 2004, Amsterdam figures). Moreover,
because modern migration to the Netherlands started earlier than in
Italy, an increasingly important proportion of the elderly has a migratory
background in Amsterdam: in 2004, 12% of the older population came
from the former colonies, non-industrialised countries or southern
Europe (O+S).13

To a certain degree, both cities represent extreme cases within their
national contexts. Milan, embedded in a society with a significant elderly
population, has particularly high care needs, relatively large monetary
resources, limited formal care resources and relatively low informal re-
sources. Amsterdam, on the other hand, embedded in a society with a
less dramatic ageing process and higher formal resources, is a particu-
larly young city where the care supply is particularly low in the informal
sector and particularly high in the formal sector. This study tried to show
the process underlying the construction of welfare packages, tensions
and transformations in each system, and the motives and conditions un-
derlying these changes. Even if what happens in Amsterdam and Milan
is not considered representative of the welfare context and transforma-
tion of the two nations as a whole, the social processes that can be ob-
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served and analysed in the two cities should provide a useful framework
for further analysis of the current transition.

A.4.5 The timing of the study

With respect to the timing of the study, it has to be recalled that the
massive regularisation of migrant workers that took place in Italy be-
tween 2002 and 2003 was accompanied by significant coverage in the
press as well as various social and political campaigns, with special refer-
ence to the involvement of an allegedly very high number of undocu-
mented migrant workers employed in domestic services and elderly
care. As the topic of private care for the elderly provided by non-docu-
mented migrants became a publicly debated issue, the interviewees felt
rather comfortable in discussing the issue. Nevertheless, at the time, it
was particularly difficult to gather specific information in presence of
undocumented migrants that were not going to benefit from the am-
nesty procedure.

On the other hand, research in the Netherlands took place long after
the implementation of the deinstitutionalisation processes of the elderly,
which represents one of the main transformations in the field of long-
term care. By contrast, recent changes in social policy were ongoing at
the time of the fieldwork. More specifically, since April 2003 relevant
changes in the administration of formal care services have started to be
implemented. According to the new regulations, a greater freedom of
choice should be granted to users so that they can choose between differ-
ent care packages or cash payments. The 2007 reform (WMO) intro-
duced even more dramatic changes in the organisation of the long-term
care interventions. Therefore, a full understanding of implications of the
most recent changes would require a follow-up study.

178 strategies of care



Ta
bl
e
A
4.
1
C
as
es

of
ol
de
rp

eo
pl
e
in
cl
ud
ed

in
th
e
lo
ca
lq
ua
lit
at
iv
e
st
ud
y
in
A
m
st
er
da
m

C
as
e

D
at
a
on

ol
de
r
pe

rs
on

D
at
a
on

in
te
rv
ie
w
ee

C
ar
e
ar
ra
ng

em
en

ts

N
ic
k-

na
m
e

Se
x

A
ge

Li
vi
ng

ar
-

ra
ng

em
en

t

M
ar
ita

l

st
at
us

C
hi
ld
re
n

So
ci
o
ec
o-

no
m
ic

co
nd

iti
on

s

N
ic
k-

na
m
e

Se
x

A
ge

R
el
at
io
n

w
ith

ol
de
r

pe
rs
on

Em
pl
oy
-

m
en

t

Fa
m
ily

si
tu
a-

tio
n

Pe
rs
on

al

ca
re

C
ar
e
of

th
e
ho

us
e

M
an

ag
e-

m
en

t

A
2

M
r.S

A
M

69
N
ur
si
ng

ho
m
e

(s
in
ce

3

m
on

th
s)

M
ar
ri
ed

2
(1

in

N
L;

1

ab
ro
ad
)

R
ai
lw
ay

w
hi
te

co
lla
r
w
or
ke
r;

hi
gh

er
th
an

m
in
im

um

pe
ns
io
n

M
r.P

J
M

45
So

n
M
an

ag
er

in
pr
iv
at
e

co
m
pa

ny

½
ho

ur
fr
om

A
m
st
er
da
m
;

m
ar
ri
ed
;
2

ch
ild
re
n

Fo
rm

al
Fo

rm
al

Fo
rm

al
-

In
fo
rm

al

A
3

M
rs
.G
S

F
87

N
ur
si
ng

ho
m
e
(r
e-

ce
nt

fr
om

ho
sp
ita

l)

W
id
ow

ed
3
(1

in

A
m
st
er
-

da
m
;
2
in

N
L)

H
ou

se
w
ife
;

hu
sb
an

d
fo
r-

m
er

br
ic
k-

la
ye
r)
.
M
in
i-

m
um

pe
ns
io
n

M
rs
.H

L
F

61
D
au
gh

te
r

H
ou

se
w
ife
;

ju
ni
or

hi
gh

sc
ho

ol
de
-

gr
ee

A
m
st
er
da
m
;

M
ar
ri
ed
;
2

ch
ild
re
n

Fo
rm

al
Fo

rm
al

Fo
rm

al
-

In
fo
rm

al

A
10

M
rs
.O

S
F

81
N
ur
si
ng

ho
m
e

W
id
ow

ed
4
(i
n
N
L)

H
ou

se
w
ife
;

m
ar
ri
ed

to
a

cl
ea
ni
ng

em
-

pl
oy
ee

M
rs
.O

G
F

33
N
ie
ce

A
rc
hi
te
ct

in
pu

bl
ic

bo
ar
d

A
m
st
er
da
m
;

liv
in
g
w
ith

pa
rt
ne

r;
1

ch
ild

Fo
rm

al
Fo

rm
al

Fo
rm

al
-

In
fo
rm

al

A
11

M
rs
.U
J

F
82

N
ur
si
ng

ho
m
e

W
id
ow

ed
3
(1

in

A
m
st
er
-

da
m
;
2
in

N
L)

H
ou

se
w
ife
;

m
ar
ri
ed

to
a

bi
ke

re
nt
al

(o
w
n
bu

si
-

ne
ss
)

M
rs
.K
Z

F
52

D
au
gh

te
r

C
in
em

a

em
pl
oy
ee

A
m
st
er
da
m
;

Si
ng

le
;
2
ch
il-

dr
en

Fo
rm

al
Fo

rm
al

Fo
rm

al
-

In
fo
rm

al

appendices 179



C
as
e

D
at
a
on

ol
de
r
pe

rs
on

D
at
a
on

in
te
rv
ie
w
ee

C
ar
e
ar
ra
ng

em
en

ts

N
ic
k-

na
m
e

Se
x

A
ge

Li
vi
ng

ar
-

ra
ng

em
en

t

M
ar
ita

l

st
at
us

C
hi
ld
re
n

So
ci
o
ec
o-

no
m
ic

co
nd

iti
on

s

N
ic
k-

na
m
e

Se
x

A
ge

R
el
at
io
n

w
ith

ol
de
r

pe
rs
on

Em
pl
oy
-

m
en

t

Fa
m
ily

si
tu
a-

tio
n

Pe
rs
on

al

ca
re

C
ar
e
of

th
e
ho

us
e

M
an

ag
e-

m
en

t

A
12

M
rs
.L
P

F
79

N
ur
si
ng

ho
m
e

W
id
ow

ed
N
on

e
R
et
ir
ed
;
se
-

cr
et
ar
y
in

pr
i-

va
te

en
te
r-

pr
is
e

M
r.T

R
M

65
B
ro
th
er

Pe
ns
io
ne

r;

ph
ys
ic
al
ly

di
sa
bl
ed

1
ho

ur
fr
om

A
m
st
er
da
m
;

m
ar
ri
ed

Fo
rm

al
Fo

rm
al

Fo
rm

al
-

In
fo
rm

al

A
13

M
rs
.H

J
F

84
C
ar
e
ho

m
e

W
id
ow

ed
2 (a
br
oa
d)

H
ou

se
w
ife
;

m
ar
ri
ed

to

ag
ri
cu
ltu

ra
l

w
or
ke
r

M
rs
.H

G
F

50
So

ci
al

w
or
ke
r

M
ar
ri
ed
;
2

ch
ild
re
n

Fo
rm

al
Fo

rm
al

Fo
rm

al
-

In
fo
rm

al

A
9

M
r.G

H
M

79
C
ar
e
ho

m
e;

si
nc
e
4

m
on

th

N
ev
er

m
ar
ri
ed

N
on

e
C
le
an

in
g
la
dy

M
rs
.X
S

F
53

Si
st
er

H
ou

se
w
ife
;

m
ar
ri
ed

to

a
m
an

ua
l

w
or
ke
r

A
m
st
er
da
m
;

m
ar
ri
ed
;
2

ch
ild
re
n

Fo
rm

al
Fo

rm
al

Fo
rm

al
-

In
fo
rm

al

A
14

M
rs
.V
V

F
84

C
ar
e
ho

m
e

N
ev
er

m
ar
ri
ed

N
on

e
N
ur
se

M
rs
.L
I

F
69

Fr
ie
nd

R
et
ir
ed
;

so
ci
al

w
or
ke
r

W
id
ow

ed
Fo

rm
al

Fo
rm

al
Fo

rm
al
-

In
fo
rm

al

A
15

M
r.W

S
M

85
N
ur
si
ng

ho
m
e
si
nc
e

6
m
on

th
s

Se
pa
ra
-

te
d

2
(N

L)
Pu

bl
ic

of
fic
er

M
rs
.A
H

F
76

W
ife

Ju
ni
or

hi
gh

sc
ho

ol

En
gl
is
h

te
ac
he
r

Se
pa

ra
te
d;

liv
in
g
al
on

e

Fo
rm

al
Fo

rm
al

Fo
rm

al
-

In
fo
rm

al

A
18

M
r.L

Q
M

75
N
ur
si
ng

ho
m
e

D
iv
or
ce
d

N
on

e
C
le
rk

in
pr
i-

va
te

bu
si
ne

ss

M
rs
.L
J

F
38

So
ci
al

w
or
ke
r

So
ci
al

w
or
ke
r

A
m
st
er
da
m
;

liv
in
g
w
ith

pa
rt
ne

r;
1

ch
ild

Fo
rm

al
Fo

rm
al

Fo
rm

al
-

In
fo
rm

al

180 strategies of care



C
as
e

D
at
a
on

ol
de
r
pe

rs
on

D
at
a
on

in
te
rv
ie
w
ee

C
ar
e
ar
ra
ng

em
en

ts

N
ic
k-

na
m
e

Se
x

A
ge

Li
vi
ng

ar
-

ra
ng

em
en

t

M
ar
ita

l

st
at
us

C
hi
ld
re
n

So
ci
o
ec
o-

no
m
ic

co
nd

iti
on

s

N
ic
k-

na
m
e

Se
x

A
ge

R
el
at
io
n

w
ith

ol
de
r

pe
rs
on

Em
pl
oy
-

m
en

t

Fa
m
ily

si
tu
a-

tio
n

Pe
rs
on

al

ca
re

C
ar
e
of

th
e
ho

us
e

M
an

ag
e-

m
en

t

A
1

M
rs
.A
A

F
80

Li
ve
s
in
de
-

pe
nd

en
tly

al
on

e;
so
-

ci
al
ho

us
in
g

W
id
ow

ed
2
(1

in

A
m
st
er
-

da
m
;
1
in

N
L)

Fo
rm

er
el
e-

m
en

ta
ry

te
a-

ch
er
;
hi
gh

er

th
an

m
in
i-

m
um

pe
ns
io
n

M
rs
.E
E

F
50

D
au
gh

-

te
r;

W
or
ks

pa
rt
-t
im

e

in
TV

(m
an

ag
e-

m
en

t)

A
m
st
er
da
m
;

M
ar
ri
ed
;
2

ch
ild
re
n

H
om

e
ca
re

se
rv
ic
es

Pa
rt
-t
im

e

pa
id

cl
ea
-

ne
r

D
au
gh

te
r;

fr
ie
nd

s

A
4

M
rs
.A
B

F
92

Li
vi
ng

w
ith

si
st
er

N
ev
er

m
ar
ri
ed

N
on

e
D
is
ab
le
d

si
nc
e
yo
un

g

M
rs
.S

F
52

Pr
of
es
-

si
on

al

pr
iv
at
e

ca
re
r

Pa
rt
-t
im

e

pr
of
es
si
on

-

al
ca
re
r

D
iv
or
ce
d;

2

ch
ild
re
n

Pr
iv
at
e

ca
re

(P
G
B
)

Pr
iv
at
e

ca
re

(P
G
B
)

Pr
iv
at
e

ca
re

(P
G
B
)

A
5

M
r.C

E
M

78
Li
vi
ng

al
on

e
W
id
ow

ed
1
(A
m
-

st
er
da
m
)

fo
rm

er
ag
ri
-

cu
ltu

re
w
or
k-

er

M
rs
.L
L

F
48

D
au
gh

te
r

St
re
et

m
ar
-

ke
t
re
ta
ile
r

Si
ng

le
;
no

ch
ild
re
n

H
om

e
ca
re

se
rv
ic
es

H
om

e

ca
re

se
r-

vi
ce
s;

D
au
gh

te
r

D
au
gh

te
r;

ho
m
e

ca
re

se
r-

vi
ce
s

A
6

M
rs
.O

O
F

81
Li
vi
ng

al
on

e
W
id
ow

ed
2
(1

A
m
-

st
er
da
m
;

1
N
L)

H
ou

se
w
ife
;

hu
sb
an

d
fo
r-

m
er

br
ic
kl
ay
er

M
rs
.K
O

F
45

D
au
gh

te
r

H
ou

se
w
ife
;

m
ar
ri
ed

to

a
br
ic
kl
ay
er

M
ar
ri
ed
;
2

ch
ild
re
n

D
au
gh

te
r

D
au
gh

te
r

D
au
gh

te
r

A
7

M
r.R

A
M

80
Li
vi
ng

w
ith

w
ife

M
ar
ri
ed

N
on

e
G
ar
de
ne

r

(o
w
n
bu

si
-

ne
ss
)

M
rs
.P
S

F
74

W
ife

H
ou

se
w
ife

M
ar
ri
ed
;
no

ch
ild
re
n

W
ife
;

ho
m
e
ca
re

se
rv
ic
es

W
ife

W
ife

A
8

M
rs
.G
F

F
75

Li
vi
ng

w
ith

hu
sb
an

d

M
ar
ri
ed

2
(N

L)
H
ou

se
w
ife
;

m
ar
ri
ed

to

un
em

pl
oy
ed
;

ve
ry

lo
w
in
-

co
m
e

M
rs
.IU

F
48

C
ar
e

w
or
ke
r

Pa
rt
-t
im

e

ca
re

w
or
k-

er

D
iv
or
ce
d;

2

ch
ild
re
n

H
om

e
ca
re

se
rv
ic
es

H
om

e

ca
re

se
r-

vi
ce
s;

hu
sb
an

d

H
om

e

ca
re

se
r-

vi
ce
s

appendices 181



C
as
e

D
at
a
on

ol
de
r
pe

rs
on

D
at
a
on

in
te
rv
ie
w
ee

C
ar
e
ar
ra
ng

em
en

ts

N
ic
k-

na
m
e

Se
x

A
ge

Li
vi
ng

ar
-

ra
ng

em
en

t

M
ar
ita

l

st
at
us

C
hi
ld
re
n

So
ci
o
ec
o-

no
m
ic

co
nd

iti
on

s

N
ic
k-

na
m
e

Se
x

A
ge

R
el
at
io
n

w
ith

ol
de
r

pe
rs
on

Em
pl
oy
-

m
en

t

Fa
m
ily

si
tu
a-

tio
n

Pe
rs
on

al

ca
re

C
ar
e
of

th
e
ho

us
e

M
an

ag
e-

m
en

t

A
16

M
rs
.A
K

F
87

A
t
ho

m
e;

ne
xt
do

or
to

he
r
fr
ie
nd

-

ca
re
gi
ve
r

W
id
ow

ed
2
ch
ild
re
n

(N
L)

N
ur
se

M
rs
.F
D

F
67

Fr
ie
nd

Fo
rm

er

nu
rs
e

N
ev
er

m
ar
-

ri
ed

H
om

e
ca
re

se
rv
ic
es
;

fr
ie
nd

H
om

e

ca
re

se
r-

vi
ce
s;

fr
ie
nd

Fr
ie
nd

A
17

M
r.R

E
M

71
W
ith

w
ife

at

ho
m
e

M
ar
ri
ed

2
(N

L)
A
cc
ou

nt
an

t
M
rs
.L
L

F
65

W
ife

H
ou

se
w
ife
;

fo
rm

er
ly

ch
ild
m
in
-

de
r

M
ar
ri
ed
;
2

ch
ild
re
n

W
ife
;

H
om

e
ca
re

se
rv
ic
es

W
ife
;

pa
rt
-t
im

e

pa
id

cl
ea
ne

r

W
ife

A
19

M
rs
.A
A

F
72

A
lo
ne

N
ev
er

m
ar
ri
ed

N
on

e
Fo

rm
er

se
cr
e-

ta
ry

M
rs
.L
J

F
25

N
ie
ce

St
ud

en
t

Si
ng

le
H
om

e
ca
re

se
rv
ic
es

ho
m
e

ca
re

H
om

e

ca
re

se
r-

vi
ce
s;

ni
ec
e;

fr
ie
nd

A
20

M
r.P

X
M

69
W
ith

w
ife

M
ar
ri
ed

3
(1

N
L;

2

ab
ro
ad
)

M
ed
ic
al

do
c-

to
r

M
rs
.K
O

F
59

W
ife

H
ou

se
w
ife

M
ar
ri
ed
;
3

ch
ild
re
n

Pa
id

nu
rs
e;

pa
id

ca
re
r

Pa
id

cl
ea
-

ne
r

W
ife

A
21

M
r.A

S
M

68
A
lo
ne

D
iv
or
ce
d

2
(1

A
m
-

st
er
da
m
;1

N
L)

B
an

k
cl
er
k

M
rs
.U
T

F
40

D
au
gh

te
r

El
em

en
ta
ry

te
ac
he
r

D
iv
or
ce
d;

2

ch
ild
re
n

H
om

e
ca
re

se
rv
ic
es

an
d
pa

id

ca
re

(P
G
B
)

Pa
id

ca
re

(P
G
B
)s

D
au
gh

te
r

A
22

M
r.Q

T
M

75
W
ith

w
ife

M
ar
ri
ed

2
(N

L)
Po

lic
em

an
M
rs
.G
H

F
70

W
ife

Se
cr
et
ar
y

pu
bl
ic

se
c-

to
r

M
ar
ri
ed
;
2

ch
ild
re
n

H
om

e
ca
re

se
rv
ic
es
;

w
ife

W
ife

W
ife

182 strategies of care



C
as
e

D
at
a
on

ol
de
r
pe

rs
on

D
at
a
on

in
te
rv
ie
w
ee

C
ar
e
ar
ra
ng

em
en

ts

N
ic
k-

na
m
e

Se
x

A
ge

Li
vi
ng

ar
-

ra
ng

em
en

t

M
ar
ita

l

st
at
us

C
hi
ld
re
n

So
ci
o
ec
o-

no
m
ic

co
nd

iti
on

s

N
ic
k-

na
m
e

Se
x

A
ge

R
el
at
io
n

w
ith

ol
de
r

pe
rs
on

Em
pl
oy
-

m
en

t

Fa
m
ily

si
tu
a-

tio
n

Pe
rs
on

al

ca
re

C
ar
e
of

th
e
ho

us
e

M
an

ag
e-

m
en

t

A
23

M
rs
.Z
A

F
72

A
lo
ne

D
iv
or
ce
d

2
(1

N
L
1

ab
ro
ad
)

M
ar
ri
ed

to

en
gi
ne

er

M
r.V

V
M

43
So

n
A
rc
hi
te
ct

M
ar
ri
ed

H
om

e
ca
re

se
rv
ic
es

H
om

e

ca
re

se
r-

vi
ce
s

H
om

e

ca
re

se
r-

vi
ce
s;

So
n

A
24

M
rs
.A
S

F
86

W
ith

da
ug

ht
er

Si
ng

le
1
(c
or
es
i-

de
nt
)

C
ar
e
w
or
ke
r

M
rs
.E
G

F
58

D
au
gh

te
r

El
em

en
ta
ry

te
ac
he
r

Si
ng

le
;
1
ch
ild

H
om

e
ca
re

se
rv
ic
es

D
au
gh

te
r

D
au
gh

te
r

A
25

M
rs
.R
R

F
81

A
lo
ne

N
ev
er

m
ar
ri
ed

N
on

e
Pr
iv
at
e
se
ct
or

se
cr
et
ar
y

M
rs
.K
O

F
41

C
ar
e

w
or
ke
r

D
iv
or
ce
d;

2

ch
ild
re
n

H
om

e
ca
re

se
rv
ic
es

H
om

e

ca
re

se
r-

vi
ce
s

H
om

e

ca
re

se
r-

vi
ce
s

A
26

M
rs
.

H
W

F
84

A
lo
ne

W
id
ow

ed
3
(1

A
m
-

st
er
da
m
;

1
N
L;

1

ab
ro
ad
)

hi
gh

sc
ho

ol

te
ac
he
r

M
rs
.F
D

F
51

D
au
gh

te
r

Ps
yc
ho

lo
-

gi
st

Li
vi
ng

w
ith

pa
rt
ne

r;
2

ch
ild
re
n

H
om

e
ca
re

se
rv
ic
es

Pa
id

cl
ea
-

ne
r

D
au
gh

te
r

A
27

M
rs
.O

P
F

78
A
lo
ne

W
id
ow

ed
2
(1

A
m
-

st
er
da
m
;

1
N
L)

H
ou

se
w
ife
;

m
ar
ri
ed

to

ba
nk

cl
er
k

M
r.B

V
M

50
So

n
St
at
is
tic
ia
n

M
ar
ri
ed
;
3

ch
ild
re
n

H
om

e
ca
re

se
rv
ic
es

Pa
id

cl
ea
-

ne
r

So
n

A
28

M
rs
.L
A

F
68

W
ith

hu
s-

ba
nd

M
ar
ri
ed

N
on

e
C
le
an

in
g
pe

r-

so
n

M
rs
.G
Y

F
34

N
ie
ce

C
oo

k
in

a

re
st
au
ra
nt

Si
ng

le
;
1
ch
ild

H
om

e
ca
re

se
rv
ic
es

H
om

e

ca
re

se
r-

vi
ce
s

H
om

e

ca
re

se
r-

vi
ce
s

A
29

M
rs
.JU

F
82

A
lo
ne

W
id
ow

ed
2
(1

A
m
-

st
er
da
m
;

1
N
L)

H
ou

se
w
ife
;

m
ar
ri
ed

to

cl
er
k
in

pr
i-

va
te

co
m
pa

ny

M
r.H

H
M

53
So

n
M
ar
ke
tin

g

co
ns
ul
ta
nt

M
ar
ri
ed
;
2

ch
ild
re
n

H
om

e
ca
re

se
rv
iic
es

Pa
id

cl
ea
-

ne
r

So
n

appendices 183



C
as
e

D
at
a
on

ol
de
r
pe

rs
on

D
at
a
on

in
te
rv
ie
w
ee

C
ar
e
ar
ra
ng

em
en

ts

N
ic
k-

na
m
e

Se
x

A
ge

Li
vi
ng

ar
-

ra
ng

em
en

t

M
ar
ita

l

st
at
us

C
hi
ld
re
n

So
ci
o
ec
o-

no
m
ic

co
nd

iti
on

s

N
ic
k-

na
m
e

Se
x

A
ge

R
el
at
io
n

w
ith

ol
de
r

pe
rs
on

Em
pl
oy
-

m
en

t

Fa
m
ily

si
tu
a-

tio
n

Pe
rs
on

al

ca
re

C
ar
e
of

th
e
ho

us
e

M
an

ag
e-

m
en

t

A
30

M
rs
.S
A

F
80

A
lo
ne

W
id
ow

ed
2
(N

L)
H
ou

se
w
ife
;

m
ar
ri
ed

to

ta
ilo
r

M
rs
.H

H
F

52
D
au
gh

te
r

H
ou

se
w
ife
;

m
ar
ri
ed

to

m
un

ic
ip
al
-

ity
te
ch
ni
-

ca
l
st
af
f

M
ar
ri
ed
;
2

ch
ild
re
n

H
om

e
ca
re

se
rv
ic
es

H
om

e

ca
re

se
r-

vi
ce
s

H
om

e

ca
re

se
r-

vi
ce
s;

D
au
gh

te
r

A
31

M
r.Y

U
M

76
W
ith

w
ife

M
ar
ri
ed

2
(N

L)
Fo

rm
er

sa
ilo
r

M
rs
.S
D

F
69

W
ife

H
ou

se
w
ife

M
ar
ri
ed
;
2

ch
ild
re
n

W
ife

W
ife

W
ife

A
32

M
r.F

D
M

79
W
ith

w
ife

M
ar
ri
ed

N
on

e
R
es
po

ns
ib
le

fo
r
co
nt
ru
c-

tio
n
si
te

M
rs
.B
B

F
75

W
ife

H
ou

se
w
ife

M
ar
ri
ed
;
no

ch
ild
re
n

W
ife
;

ho
m
e
ca
re

se
rv
ic
es

W
ife

W
ife

A
33

M
rs
.S
A

F
75

N
ex
t
do

or

to
si
st
er

an
d
br
ot
h-

er
-in

-la
w

W
id
ow

ed
3
(1

in

A
m
st
er
-

da
m
;
2

ab
ro
ad
)

H
ou

se
w
ife
;

m
ar
ri
ed

to
a

in
du

st
ri
al

un
-

sk
ill
ed

w
or
ke
r

(T
ur
ke
y)

M
rs
.T
F

F
46

D
au
gh

te
r

W
or
ks

in

re
st
au
ra
nt

M
ar
ri
ed
;
1

ch
ild

Si
st
er
;

da
ug

ht
er

Si
st
er
;

da
ug

ht
er

D
au
gh

te
r

A
34

M
rs
.G
G

F
70

W
ith

hu
s-

ba
nd

M
ar
ri
ed

2
(A
m
-

st
er
da
m
)

H
ou

se
w
ife

(S
ur
in
am

e)

M
rs
.K
K

F
35

D
au
gh

te
r

C
as
hi
er

in

su
pe

rm
ar
-

ke
t

M
ar
ri
ed
;
1

ch
ild

D
au
gh

te
r

D
au
gh

te
r

D
au
gh

te
r

A
35

M
r.L

A
M

73
W
ith

w
ife

an
d
1
ch
ild

at
ho

m
e

M
ar
ri
ed

3
(1

co
-

re
si
de
nt

an
d
2

A
m
st
er
-

da
m
)

M
in
in
g
(f
ro
m

Tu
rk
ey
)

M
rs
.O

I
F

33
D
au
gh

te
r

Se
cr
et
ar
y

Si
ng

le
;
liv
in
g

w
ith

pa
re
nt
s

W
ife
;

da
ug

ht
er

W
ife
;

da
ug

ht
er

W
ife
;

da
ug

ht
er

184 strategies of care



Ta
bl
e
A
4.
2
C
as
es
of
ol
de
rp

eo
pl
e
in
cl
ud
ed

in
th
e
lo
ca
lq
ua
lit
at
iv
e
st
ud
y
in
M
ila
n

C
as
e

D
at
a
on

ol
de
r
pe

rs
on

D
at
a
on

in
te
rv
ie
w
ee

C
ar
e
ar
ra
ng

em
en

ts

N
ic
k-

na
m
e

Se
x

A
ge

Li
vi
ng

ar
-

ra
ng

em
en

t

M
ar
ita

l

st
at
us

C
hi
ld
re
n

So
ci
o
ec
o-

no
m
ic

co
nd

i-

tio
ns

N
ic
k-

na
m
e

Se
x

A
ge

R
el
at
io
n

w
ith

ol
de
r

pe
rs
on

Em
pl
oy
-

m
en

t

Fa
m
ily

si
tu
a-

tio
n

Pe
rs
on

al

ca
re

C
ar
e
of

th
e
ho

us
e

M
an

ag
e-

m
en

t

M
1

M
rs
.B
A

F
81

N
ur
si
ng

ho
m
e

N
ev
er

m
ar
ri
ed

N
on

e
Lo

w
ed
uc
a-

tio
n;

m
in
i-

m
um

pe
ns
io
n

M
rs
.M

A
F

41
N
ie
ce

B
lu
e
co
lla
r

w
or
ke
r

Se
pa

ra
te
d;

1

da
ug

ht
er

Fo
rm

al
(i
n-

st
itu

tio
n)

Fo
rm

al

(i
ns
tit
u-

tio
n)

Fo
rm

al

(i
ns
tit
u-

tio
n)

an
d

in
fo
rm

al

M
4

M
rs
.IF

F
76

N
ur
si
ng

ho
m
e

M
ar
ri
ed

2
(1

M
:

M
ila
n;

1

F: ab
ro
ad
)

M
ed
iu
m

ed
u-

ca
tio

n;
m
ed
-

iu
m

in
co
m
e

M
r.A

M
M

79
H
us
ba
nd

Pe
ns
io
ne

r;

ta
xi
dr
iv
er

M
ar
ri
ed
;
2

so
n
+
1

da
ug

ht
er

Fo
rm

al
(i
n-

st
itu

tio
n)

Fo
rm

al

(i
ns
tit
u-

tio
n)

In
fo
rm

al

an
d
fo
r-

m
al

M
5

M
rs
.ID

F
80

N
ur
si
ng

ho
m
e

N
ev
er

m
ar
ri
ed

N
on

e
Lo

w
:
m
in
i-

m
um

pe
ns
io
n

M
r.D

M
42

N
ep

he
w

Se
lf
em

-

pl
oy
ed

in

co
ns
tr
uc
-

tio
ns

M
ar
ri
ed
;
4

ch
ild
re
n

Fo
rm

al
(i
n-

st
itu

tio
n)

Fo
rm

al

(i
ns
tit
u-

tio
n)

Fo
rm

al

(i
ns
tit
u-

tio
n)

an
d

in
fo
rm

al

M
6

M
rs
.M

Z
F

83
N
ur
si
ng

ho
m
e

W
id
ow

ed
2
(M

ila
n)

Se
cr
et
ar
y;

Pe
ns
io
n

ab
ov
e
m
in
i-

m
um

M
r.F

G
M

36
G
ra
nd

-

ch
ild

La
w
ye
r

M
ar
ri
ed
;
1

da
ug

ht
er

Fo
rm

al
(i
n-

st
itu

tio
n)

Fo
rm

al

(i
ns
tit
u-

tio
n)

Fo
rm

al

(i
ns
tit
u-

tio
n)

M
10

M
r.L

J
M

78
N
ur
si
ng

ho
m
e

W
id
ow

ed
no

ne
Fo

rm
er

br
ic
k-

la
ye
r

M
rs
.R
E

F
39

C
ar
e
as
-

si
st
an

t

M
ar
ri
ed

1

ch
ild

Fo
rm

al
(i
n-

st
itu

tio
n)

Fo
rm

al

(i
ns
tit
u-

tio
n)

Fo
rm

al

(i
ns
tit
u-

tio
n)

an
d

in
fo
rm

al

appendices 185



C
as
e

D
at
a
on

ol
de
r
pe

rs
on

D
at
a
on

in
te
rv
ie
w
ee

C
ar
e
ar
ra
ng

em
en

ts

N
ic
k-

na
m
e

Se
x

A
ge

Li
vi
ng

ar
-

ra
ng

em
en

t

M
ar
ita

l

st
at
us

C
hi
ld
re
n

So
ci
o
ec
o-

no
m
ic

co
nd

i-

tio
ns

N
ic
k-

na
m
e

Se
x

A
ge

R
el
at
io
n

w
ith

ol
de
r

pe
rs
on

Em
pl
oy
-

m
en

t

Fa
m
ily

si
tu
a-

tio
n

Pe
rs
on

al

ca
re

C
ar
e
of

th
e
ho

us
e

M
an

ag
e-

m
en

t

M
11

M
r.S

Z
M

88
N
ur
si
ng

ho
m
e

N
ev
er

m
ar
ri
ed

N
on

e
Fo

rm
er

pl
um

-

be
r

M
r.T
A

M
54

N
ep

he
w

W
hi
te

co
l-

la
r
ba
nk

w
or
ke
r

N
ot

m
ar
ri
ed

Fo
rm

al
(i
n-

st
itu

tio
n)

Pa
id

ca
re
r

Fo
rm

al

(i
ns
tit
u-

tio
n)

Fo
rm

al

(i
ns
tit
u-

tio
n)

an
d

in
fo
rm

al

M
12

M
rs
.L
A

F
94

N
ur
si
ng

ho
m
e

W
id
ow

ed
2

M
ar
ri
ed

to
a

bl
ue

co
lla
r

st
ee
l
w
or
ke
r;

su
rv
iv
or
s’

pe
ns
io
n

M
rs
.T
R

F
67

D
au
gh

te
r

Pe
ns
io
ne

r,

fo
rm

er

sh
op

ke
ep

-

er

M
ar
ri
ed

1

ch
ild

Fo
rm

al
(i
n-

st
itu

tio
n)

Fo
rm

al

(i
ns
tit
u-

tio
n)

Fo
rm

al

(i
ns
tit
u-

tio
n)

an
d

in
fo
rm

al

M
13

M
r.N

B
M

91
N
ur
si
ng

ho
m
e

M
ar
ri
ed

3
(1

in

M
ila
n;

2

in
So

ut
h-

er
n
It
al
y)

A
gr
ic
ul
tu
ra
l

w
or
ke
r

M
r.C

U
M

65
So

n
Fo

rm
er

co
ns
tr
uc
-

tio
n
w
or
ke
r

M
ar
ri
ed
;
no

ch
ild
re
n

Fo
rm

al
(i
n-

st
itu

tio
n)

Fo
rm

al

(i
ns
tit
u-

tio
n)

Fo
rm

al

(i
ns
tit
u-

tio
n)

an
d

in
fo
rm

al

M
14

M
rs
.K
K

F
87

N
ur
si
ng

ho
m
e

N
ev
er

m
ar
ri
ed

N
on

e
C
he
m
ic
al
bl
ue

co
lla
r

M
rs
.H

L
F

52
N
ie
ce

Fo
rm

er

w
hi
te

co
l-

la
r
w
or
ke
r

Se
pa

ra
te
d;

1

ch
ild

Fo
rm

al
(i
n-

st
itu

tio
n)

Fo
rm

al

(i
ns
tit
u-

tio
n)

Fo
rm

al

(i
ns
tit
u-

tio
n)

an
d

in
fo
rm

al

M
15

M
rs
.Z
L

F
80

N
ur
si
ng

ho
m
e

W
id
ow

ed
2
(1

in

M
ila
n;

1

th
e
pr
o-

vi
nc
e
of

M
ila
n)

D
om

es
tic

w
or
ke
r

M
rs
.L
O

F
58

D
au
gh

te
r

H
ou

se
w
ife
;

m
ar
ri
ed

to

a
fo
rm

er

ta
xi
dr
iv
er

M
ar
ri
ed
;
1

ch
ild

Fo
rm

al
(i
n-

st
itu

tio
n)

Fo
rm

al

(i
ns
tit
u-

tio
n)

Fo
rm

al

(i
ns
tit
u-

tio
n)

an
d

in
fo
rm

al

186 strategies of care



C
as
e

D
at
a
on

ol
de
r
pe

rs
on

D
at
a
on

in
te
rv
ie
w
ee

C
ar
e
ar
ra
ng

em
en

ts

N
ic
k-

na
m
e

Se
x

A
ge

Li
vi
ng

ar
-

ra
ng

em
en

t

M
ar
ita

l

st
at
us

C
hi
ld
re
n

So
ci
o
ec
o-

no
m
ic

co
nd

i-

tio
ns

N
ic
k-

na
m
e

Se
x

A
ge

R
el
at
io
n

w
ith

ol
de
r

pe
rs
on

Em
pl
oy
-

m
en

t

Fa
m
ily

si
tu
a-

tio
n

Pe
rs
on

al

ca
re

C
ar
e
of

th
e
ho

us
e

M
an

ag
e-

m
en

t

M
2

M
rs
.G
I

F
84

A
t
ho

m
e

w
ith

1
so
n

W
id
ow

ed
3
(1

co
-

re
si
de
nt
;

1
in

sa
m
e

bu
ild
in
g;

1
in

It
al
y)

pe
ns
io
n

ab
ov
e
m
in
i-

m
um

;
ho

us
e-

w
ife

m
ar
ri
ed

to
a
m
in
in
g

w
or
ke
r

M
r.S

E
F

57
So

n
Sk
ill
ed

m
an

ua
l

w
or
ke
r

D
iv
or
ce
d;

1

da
ug

ht
er

So
n;

pa
rt
-

tim
e
pa

id

ca
re
r

So
n;

pa
rt
-

tim
e
pa

id

ca
re
r

So
n

M
3

M
r.P

P
M

78
A
t
ho

m
e

w
ith

w
ife

M
ar
ri
ed

2
(s
am

e

ne
ig
h-

bo
ur
-

ho
od

)

C
he
m
ic
al

in
-

du
st
ry
;
bl
ue

co
lla
r

M
rs
.A
U

F
48

D
au
gh

te
r

Se
cr
et
ar
y

M
ar
ri
ed
;
1

so
n

W
ife
;

D
au
gh

te
r;

ho
m
e
ca
re

se
rv
ic
es

W
ife
;

pa
rt
-t
im

e

pa
id

cl
ea
ne

r

D
au
gh

te
r

M
7

M
r.P

P
M

82
A
t
ho

m
e

w
ith

w
ife

M
ar
ri
ed

2
(1

sa
m
e

bu
ild
in
g;

1
M
ila
n)

M
ed
ic
al

do
c-

to
r

M
r.G

H
M

57
So

n
En

gi
ne

er
M
ar
ri
ed
;

2
ch
ild
re
n

Pa
rt
-t
im

e

pa
id

nu
rs
e;

2
pa

id

w
or
ke
rs

2
Pa

id

w
or
ke
r

liv
in
g
in

W
ife
;
so
n

M
8

M
r.S

I
F

92
A
t
ho

m
e

al
on

e

W
id
ow

ed
2
(R
e-

gi
on

)

M
ar
ri
ed

to
a

m
ec
ha
ni
ca
l

w
or
ke
r

M
rs
.M

D
F

45
D
om

es
tic

w
or
ke
r

D
om

es
tic

w
or
ke
r

M
ar
ri
ed
;

no
ch
ild
re
n

Li
ve
-in

pa
id

w
or
k-

er

Li
ve
-in

pa
id

w
or
ke
r

Li
ve
-in

pa
id

w
or
ke
r

M
9

M
r.V

T
M

80
A
t
ho

m
e

al
on

e

W
id
ow

ed
3
(1

M
i-

la
n;

1

It
al
y;
1

ab
ro
ad
)

B
ri
ck
la
ye
r

M
rs
.G
N

F
48

D
au
gh

te
r

Se
cr
et
ar
y

M
ar
ri
ed
;
2

ch
ild
re
n

Li
ve
-in

pa
id

w
or
k-

er
U
K
R

Li
ve
-in

pa
id

w
or
ke
r

D
au
gh

te
r

M
16

M
r.P

I
M

87
A
t
ho

m
e

w
ith

w
ife

M
ar
ri
ed

N
on

e
A
ut
om

ob
ile

in
du

st
ry

un
-

sk
ill
ed

w
or
ke
r

M
rs
.A
A

F
80

W
ife

W
ai
tr
es
s,

th
en

ho
us
ew

ife

M
ar
ri
ed
;
no

ch
ild
re
n

W
ife

W
ife

W
ife

appendices 187



C
as
e

D
at
a
on

ol
de
r
pe

rs
on

D
at
a
on

in
te
rv
ie
w
ee

C
ar
e
ar
ra
ng

em
en

ts

N
ic
k-

na
m
e

Se
x

A
ge

Li
vi
ng

ar
-

ra
ng

em
en

t

M
ar
ita

l

st
at
us

C
hi
ld
re
n

So
ci
o
ec
o-

no
m
ic

co
nd

i-

tio
ns

N
ic
k-

na
m
e

Se
x

A
ge

R
el
at
io
n

w
ith

ol
de
r

pe
rs
on

Em
pl
oy
-

m
en

t

Fa
m
ily

si
tu
a-

tio
n

Pe
rs
on

al

ca
re

C
ar
e
of

th
e
ho

us
e

M
an

ag
e-

m
en

t

M
17

M
r.T

U
M

82
A
t
ho

m
e

w
ith

da
ug

h-

te
r

W
id
ow

ed
3
(1

co
-

re
si
de
nt
;

2
pr
o-

vi
nc
e)

H
ou

se
pa

in
te
r

M
rs
.

M
M

F
48

D
au
gh

te
r

H
ou

se
w
ife
;

m
ar
ri
ed

to
;

ho
us
ep

ai
n-

te
r

M
ar
ri
ed
;
1

ch
ild

D
au
gh

te
r

D
au
gh

te
r

D
au
gh

te
r

M
18

M
rs
.G
V

F
88

A
t
ho

m
e

al
on

e

W
id
ow

ed
1
(s
am

e

bu
ild
in
g)

D
om

es
tic

w
or
ke
r;
m
in
i-

m
um

pe
ns
io
n

M
rs
.L
C

F
60

D
au
gh

te
r

O
cc
as
io
na

l

do
m
es
tic

w
or
ke
r

M
ar
ri
ed
;

2
da
ug

ht
er
s

D
au
gh

te
r,

ho
m
e
ca
re

se
rv
ic
es

D
au
gh

te
r;

ho
m
e

ca
re

se
r-

vi
ce
s

D
au
gh

te
r

M
19

M
rs
.C
S

F
82

A
t
ho

m
e

al
on

e

W
id
ow

ed
1
(s
am

e

bu
ild
in
g)

H
ou

se
w
ife
;

m
ar
ri
ed

to
a

H
R
m
an

ag
er

M
rs
.D

N

M
51

So
n

In
su
ra
nc
e

m
an

ag
er

N
ev
er

m
ar
-

ri
ed

Pa
rt
-t
im

e

pa
id

ca
re
r

Pa
rt
-t
im

e

pa
id

ca
re
r

In
fo
rm

al

M
20

M
rs
.B
E

F
84

A
t
ho

m
e

al
on

e

W
id
ow

ed
1
(s
am

e

bu
ild
in
g)

H
ou

se
ke
ep

er
;

m
ar
ri
ed

to
a

sm
al
l
re
ta
ile
r

M
rs
.C
A

F
57

D
au
gh

te
r

H
ou

se
-

ke
ep

er
;

m
ar
ri
ed

to

a
pr
iv
at
e

m
an

ag
er

M
ar
ri
ed
;

1
so
n.

Pa
rt
-t
im

e

pa
id

ca
re
r

Pa
rt
-t
im

e

pa
id

ca
re
r

D
au
gh

te
r

M
21

M
r.G

R
M

82
A
t
ho

m
e

w
ith

w
ife

M
ar
ri
ed

2
(o
ut
-

si
de

M
i-

la
n)

G
ar
de
ne

r
M
rs
.U
O

F
78

W
ife

H
ou

se
-

ke
ep

er

M
ar
ri
ed
;
2

ch
ild
re
n

W
ife
;
so
-

ci
al

se
r-

vi
ce
s

W
ife
,
so
-

ci
al

se
r-

vi
ce
s

W
ife

M
22

M
r.T

R
M

81
A
t
ho

m
e

w
ith

w
ife

M
ar
ri
ed

N
on

e
B
lu
e
co
lla
r

w
or
ke
r

M
rs
.C
A

F
72

W
ife

Te
xt
ile

in
-

du
st
ry

bl
ue

co
lla
r

M
ar
ri
ed
;
no

ch
ild
re
n

W
ife
;
se
r-

vi
ce
s

W
ife

W
ife

M
23

M
r.G

I
M

79
A
t
ho

m
e

w
ith

w
ife

M
ar
ri
ed

1
(i
n
th
e

pr
ov
in
ce
)

Tr
uc
k
dr
iv
er

M
rs
.F
A

F
69

W
ife

H
ou

se
-

ke
ep

er

M
ar
ri
ed
;
1

ch
ild

W
ife

W
ife

W
ife

188 strategies of care



C
as
e

D
at
a
on

ol
de
r
pe

rs
on

D
at
a
on

in
te
rv
ie
w
ee

C
ar
e
ar
ra
ng

em
en

ts

N
ic
k-

na
m
e

Se
x

A
ge

Li
vi
ng

ar
-

ra
ng

em
en

t

M
ar
ita

l

st
at
us

C
hi
ld
re
n

So
ci
o
ec
o-

no
m
ic

co
nd

i-

tio
ns

N
ic
k-

na
m
e

Se
x

A
ge

R
el
at
io
n

w
ith

ol
de
r

pe
rs
on

Em
pl
oy
-

m
en

t

Fa
m
ily

si
tu
a-

tio
n

Pe
rs
on

al

ca
re

C
ar
e
of

th
e
ho

us
e

M
an

ag
e-

m
en

t

M
24

M
rs
.F
S

F
86

A
t
ho

m
e

w
ith

pa
id

ca
re
r

W
id
ow

ed
1
(i
n

sa
m
e

ne
ig
h-

bo
ur
-

ho
od

)

Sh
op

ke
ep

er
M
rs
.L
R

F
51

D
au
gh

te
r

Se
cr
et
ar
y

D
iv
or
ce
d;

1
ch
ild

Li
ve
-in

pa
id

ca
re
r;

da
ug

ht
er

Li
ve
-in

pa
id

ca
re
r;

da
ug

ht
er

D
au
gh

te
r

M
25

M
rs
.D
O

F
69

A
t
ho

m
e

w
ith

hu
s-

ba
nd

M
ar
ri
ed

1
(i
n
an

-

ot
he
r
re
-

gi
on

)

Te
ac
he
r

M
r.B

A
M

72
H
us
ba
nd

B
an

k
em

-

pl
oy
ee

M
ar
ri
ed
;

1
ch
ild

In
fo
rm

al

an
d
pa

rt
-

tim
e
pa

id

ca
re
r
(I
T)

In
fo
rm

al

an
d
pa

rt
-

tim
e
pa

id

ca
re
r
(I
T)

In
fo
rm

al

M
26

M
rs
.P
F

F
81

A
t
ho

m
e,

w
ith

pa
id

ca
re
r

W
id
ow

ed
2
(o
f

w
hi
ch

1
in

sa
m
e

bu
ild
in
g)

H
ou

se
ke
ep

er
,

m
ar
ri
ed

to
a

pu
bl
ic

of
fic
ia
l

(l
ow

sk
ill
)

M
rs
.V
Z

F
55

D
au
gh

te
r

H
ou

se
-

ke
ep

er
;

m
ar
ri
ed

to

a
se
lf
em

-

pl
oy
ed

ca
r-

pe
nt
er

M
ar
ri
ed
;

2
ch
ild
re
n

Li
ve
-in

pa
id

ca
re
r;

da
ug

ht
er

Li
ve
-in

pa
id

ca
re
r

D
au
gh

te
r

M
27

M
rs
.Z
A

F
78

A
t
ho

m
e

w
ith

pa
id

ca
re
r

W
id
ow

ed
2
(o
f

w
hi
ch

1
in

sa
m
e

bu
ild
in
g)

H
ou

se
ke
ep

er
;

m
ar
ri
ed

to
a

sh
op

ke
ep

er

M
rs
.Q

V
F

51
D
au
gh

te
r

Sh
op

ke
ep

-

er

M
ar
ri
ed
;

1
ch
ild

Li
ve
-in

pa
id

ca
re
r;

da
ug

ht
er

Li
ve
-in

pa
id

ca
re
r

D
au
gh

te
r

M
28

M
rs
.G
U

F
89

W
ith

da
ug

ht
er

an
d
fa
m
ily

W
id
ow

ed
2
(1

co
-

re
si
de
nt
;

1
pr
o-

vi
nc
e)

H
ou

se
ke
ep

er
;

m
ar
ri
ed

to

ag
ri
cu
ltu

ra
l

w
or
ke
r

M
rs
.L
Q

F
63

D
au
gh

te
r

H
ou

se
w
ife
;

m
ar
ri
ed

to

un
em

-

pl
oy
ed

M
ar
ri
ed
;

2
ch
ild
re
n

D
au
gh

te
r

D
au
gh

te
r

D
au
gh

te
r

appendices 189



C
as
e

D
at
a
on

ol
de
r
pe

rs
on

D
at
a
on

in
te
rv
ie
w
ee

C
ar
e
ar
ra
ng

em
en

ts

N
ic
k-

na
m
e

Se
x

A
ge

Li
vi
ng

ar
-

ra
ng

em
en

t

M
ar
ita

l

st
at
us

C
hi
ld
re
n

So
ci
o
ec
o-

no
m
ic

co
nd

i-

tio
ns

N
ic
k-

na
m
e

Se
x

A
ge

R
el
at
io
n

w
ith

ol
de
r

pe
rs
on

Em
pl
oy
-

m
en

t

Fa
m
ily

si
tu
a-

tio
n

Pe
rs
on

al

ca
re

C
ar
e
of

th
e
ho

us
e

M
an

ag
e-

m
en

t

M
29

M
rs
.L
O

F
91

A
lo
ne

W
id
ow

ed
3
(1

M
i-

la
n;

2

pr
ov
in
ce
)

D
oo

rk
ee
pe

r
M
rs
.Z
A

F
64

D
au
gh

te
r

D
oo

rk
ee
p-

er

M
ar
ri
ed
;

2
ch
ild
re
n

Pa
rt
-t
im

e

pa
id

ca
re
rs
;

da
ug

ht
er

Pa
rt
-t
im

e

pa
id

ca
re
r;

da
ug

ht
er

D
au
gh

te
r

M
30

M
rs
.Z
S

F
81

A
t
ho

m
e

w
ith

pa
id

ca
re
r

W
id
ow

ed
1
(M

ila
n)

H
ou

se
w
ife
;

m
ar
ri
ed

to

ra
ilw

ay
em

-

pl
oy
ee

M
rs
.O

P
F

55
D
au
gh

te
r

H
ou

se
w
ife
;

m
ar
ri
ed

to

fo
rm

er

cl
er
k
in

pu
bl
ic

se
c-

to
r

M
ar
ri
ed
;

1
ch
ild

Li
ve
-in

pa
id

ca
re
r;

da
ug

ht
er

Li
ve
-in

pa
id

ca
re
r

D
au
gh

te
r

M
31

M
rs
.P
O

F
77

A
lo
ne

M
ar
ri
ed

1
(1

sa
m
e

ne
ig
h-

bo
ur
-

ho
od

);
1

M
ila
n

H
ou

se
ke
ep

er
;

m
ar
ri
ed

to

ca
rp
en

te
r

M
rs
.L
K

F
52

D
au
gh

te
r

H
ou

se
w
ife
;

m
ar
ri
ed

to

br
ic
kl
ay
er

M
ar
ri
ed
;

3
ch
ild
re
n

D
au
gh

te
r

D
au
gh

te
r

D
au
gh

te
r

M
32

M
rs
.P
Q

F
90

A
t
ho

m
e

w
ith

pa
id

ca
re
r

W
id
ow

ed
3
(1

sa
m
e

bu
ild
in
g;

2
M
ila
n)

H
ou

se
ke
ep

er
;

m
ar
ri
ed

to
ur
-

ba
n
po

lic
e-

m
an

M
rs
.D
D

F
62

D
au
gh

te
r

Fo
rm

er

el
em

en
ta
ry

te
ac
he
r

Si
ng

le
Li
ve
-in

pa
id

ca
re
r;

da
ug

ht
er

Li
ve
-in

pa
id

ca
re
r

D
au
gh

te
r

M
33

M
rs
.X
E

F
87

A
t
ho

m
e

w
ith

pa
id

ca
re
r

W
id
ow

ed
2
(s
am

e

ar
ea
)

H
ou

se
w
ife
;

m
ar
ri
ed

to

st
ee
l
in
du

st
ry

w
or
ke
r

M
rs
.B
L

F
60

D
au
gh

te
r

Fo
rm

er
un

-

io
ni
st

D
iv
or
ce
d

Li
ve
-in

pa
id

ca
re
r;

da
ug

ht
er

Li
ve
-in

pa
id

ca
re
r

D
au
gh

te
r

190 strategies of care



C
as
e

D
at
a
on

ol
de
r
pe

rs
on

D
at
a
on

in
te
rv
ie
w
ee

C
ar
e
ar
ra
ng

em
en

ts

N
ic
k-

na
m
e

Se
x

A
ge

Li
vi
ng

ar
-

ra
ng

em
en

t

M
ar
ita

l

st
at
us

C
hi
ld
re
n

So
ci
o
ec
o-

no
m
ic

co
nd

i-

tio
ns

N
ic
k-

na
m
e

Se
x

A
ge

R
el
at
io
n

w
ith

ol
de
r

pe
rs
on

Em
pl
oy
-

m
en

t

Fa
m
ily

si
tu
a-

tio
n

Pe
rs
on

al

ca
re

C
ar
e
of

th
e
ho

us
e

M
an

ag
e-

m
en

t

M
34

M
rs
.T
F

F
94

A
t
ho

m
e

w
ith

pa
id

ca
re
r

W
id
ow

ed
2
(p
ro
-

vi
nc
e)

Sh
op

ke
ep

er
M
rs
.T
P

F
67

D
au
gh

te
r

Fo
rm

er

sh
op

ke
ep

-

er

M
ar
ri
ed
;

1
ch
ild

Li
ve
-in

pa
id

ca
re
r;

da
ug

ht
er

Li
ve
-in

pa
id

ca
re
r

D
au
gh

te
r

M
35

M
rs
.S
L

F
92

A
t
ho

m
e

w
ith

pa
id

ca
re
r

W
id
ow

ed
1
(p
ro
-

vi
nc
e)

H
ou

se
w
ife
;

m
ar
ri
ed

to

hi
gh

sc
ho

ol

te
ac
he
r

M
rs
.S
E

F
59

D
au
gh

-

te
r-
in
-la
w

Fo
rm

er
li-

br
ar
ia
n

M
ar
ri
ed
;

2
ch
ild
re
n

Li
ve
-in

pa
id

ca
re
r;

da
ug

ht
er

Li
ve
-in

pa
id

ca
re
r

D
au
gh

te
r

appendices 191



Ta
bl
e
A
4.
3
M
ig
ra
nt

ca
re
w
or
ke
rs
in
te
rv
ie
w
ed

in
M
ila
n

N
ic
kn
am

e
Se
x

A
ge

Ed
uc
at
io
n

M
ar
ita

l
st
a-

tu
s

C
hi
ld
re
n

C
ou

nt
ry

of

or
ig
in

Pe
rm

it
to

st
ay

Em
pl
oy
m
en

t

re
la
tio

n

Li
vi
ng

ar
-

ra
ng

em
en

t

C
1

M
rs
.M

W
F

42
U
ni
ve
rs
ity

(F
or
ei
gn

la
n-

gu
ag
es
)

M
ar
ri
ed

2
R
om

an
ia

Ye
s

Fu
llt
im

e

R
eg
ul
ar

W
ith

ol
de
r

pe
rs
on

C
2

M
rs
.M

D
F

62
M
id
dl
e

Sc
ho

ol

M
ar
ri
ed

-
U
kr
ai
ne

R
ec
en

t
re
gu

-

la
ri
sa
tio

n

Fu
llt
im

e

R
eg
ul
ar

W
ith

ol
de
r

pe
rs
on

C
3

M
rs
.A
T

F
50

N
ur
si
ng

sc
ho

ol

D
iv
or
ce
d

3
Pe

ru
R
ec
en

t
re
gu

-

la
ri
sa
tio

n

Fu
llt
im

e

R
eg
ul
ar

W
ith

ol
de
r

pe
rs
on

C
4

M
rs
.K
A

F
45

H
ig
h
Sc
ho

ol
M
ar
ri
ed

1
M
ol
do

va
R
ec
en

t
re
gu

-

la
ri
sa
tio

n

Fu
llt
im

e

R
eg
ul
ar

W
ith

ol
de
r

pe
rs
on

C
5

M
rs
.M

P
F

41
H
ig
h
Sc
ho

ol
M
ar
ri
ed

1
Po

la
nd

U
nd

oc
u-

m
en

te
d

Pa
rt
-t
im

e

G
re
y
m
ar
ke
t

W
ith

a
fr
ie
nd

C
6

M
rs
.H

J
F

36
N
ur
si
ng

sc
ho

ol

N
ev
er

m
ar
-

ri
ed

-
Po

la
nd

U
nd

oc
u-

m
en

te
d

Fu
llt
im

e

G
re
y
m
ar
ke
t

W
ith

ol
de
r

pe
rs
on

C
7

M
rs
.T
R

F
40

H
ig
h
Sc
ho

ol
Se
pa
ra
te
d

1
M
au
ri
tiu

s
R
ec
en

t
re
gu

-

la
ri
sa
tio

n

Fu
llt
im

e

G
re
y
M
ar
ke
t

W
ith

ol
de
r

pe
rs
on

C
8

M
rs
.
JQ

F
51

H
ig
h
Sc
ho

ol
D
iv
or
ce
d

2
U
kr
ai
ne

R
ec
en

t
re
gu

-

la
ri
sa
tio

n

Fu
llt
im

e

R
eg
ul
ar

W
ith

ol
de
r

pe
rs
on

C
9

M
rs
.L
G

F
39

H
ig
h
sc
ho

ol
M
ar
ri
ed

2
C
ol
om

bi
a

Ye
s

Fu
llt
im

e

R
eg
ul
ar

W
ith

ol
de
r

pe
rs
on

C
10

M
rs
.S
A

F
43

U
ni
ve
rs
ity

(L
ite

ra
tu
re
)

D
iv
or
ce
d

2
R
us
si
a

R
ec
en

t
re
gu

-

la
ri
sa
tio

n

Fu
llt
im

e

G
re
y
m
ar
ke
t

W
ith

ol
de
r

pe
rs
on

192 strategies of care



N
ic
kn
am

e
Se
x

A
ge

Ed
uc
at
io
n

M
ar
ita

l
st
a-

tu
s

C
hi
ld
re
n

C
ou

nt
ry

of

or
ig
in

Pe
rm

it
to

st
ay

Em
pl
oy
m
en

t

re
la
tio

n

Li
vi
ng

ar
-

ra
ng

em
en

t

C
11

M
rs
.O

O
F

51
H
ig
h
sc
ho

ol
M
ar
ri
ed

2
M
ol
do

va
U
nd

oc
u-

m
en

te
d

Fu
llt
im

e

G
re
y
m
ar
ke
t

W
ith

ol
de
r

pe
rs
on

C
12

M
rs
.P
O

F
60

M
id
dl
e

sc
ho

ol

W
id
ow

ed
3

M
ol
do

va
Ye
s

Se
ve
ra
l
pa

rt
-

tim
e
jo
bs

W
ith

ot
he
r

ca
re

w
or
ke
rs

C
13

M
rs
.F
G

F
49

M
id
dl
e

sc
ho

ol

M
ar
ri
ed

1
Pe

ru
U
nd

oc
u-

m
en

te
d

Fu
llt
im

e

G
re
y
m
ar
ke
t

W
ith

ol
de
r

pe
rs
on

C
14

M
rs
.H

U
F

38
U
ni
ve
rs
ity

(E
ng

in
ee
r)

M
ar
ri
ed

2
R
us
si
a

R
ec
en

t
re
gu

-

la
ri
sa
tio

n

Fu
llt
im

e

G
re
y
m
ar
ke
t

W
ith

ol
de
r

pe
rs
on

C
15

M
rs
.C
F

F
45

U
ni
ve
rs
ity

(B
io
lo
gy
)

M
ar
ri
ed

-
U
kr
ai
ne

Ye
s

Fu
llt
im

e

G
re
y
m
ar
ke
t

W
ith

ol
de
r

pe
rs
on

appendices 193





Notes

Chapter 1

1. This overview is limited to Western European countries.
2. Here we are not concerned with the effective implementation of such obli-

gations in each country, but only with the institutional design.
3. Within “quasi markets”, public authorities are responsible for purchasing

services from a series of accredited suppliers. The choice of the suppliers is
therefore left to the public bureaucracy and not to the consumers.

4. As the welfare regime framework was originally devised for the analysis of
employment-related risks and previsions, the application of the concepts of
de-commodification, de-familisation and re-stratification (and subsequent
societal integration) to the care domain needs a specification. Care differs
from monetary resources, as it has to be produced before being allocated.

5. Appendix 1 provides details on the datasets, on the comparability and limits
of the data as well as on the methods.

Chapter 2

1. Since the nineteenth century, the bad housing conditions of a high propor-
tion of the urban population pushed towards the adoption of health and
social measures, with an increasing competence given to local authorities.
Nevertheless, such policies were since the beginning managed with the in-
tervention of publicly funded private organisations like churches or political
parties. It was the birth of the woningcorporaties (housing associations),
which currently own the bulk of the housing asset in the country.

2. On the one hand, the national government took responsibility for income
support to guarantee a basic income for the elderly based on a minimum
pension. The “Emergency Act for Social Security” passed in 1947 granted a
modest income to all elderly people with no means. In 1957 the minimum
pension legislation (AOW) was passed, next to which occupational pension
funds developed.

3. The “Homes for the Elderly Act” (WBO) of 1963 provided a national regula-
tion regarding the elderly’s homes.

4. The “Algemene Wet Bijzondere Ziektekosten” (AWBZ) or “General Exceptional
Medical Expenses Act” was introduced in 1968.

5. The AWBZ represents one of the three “compartments” of the Dutch health
care system. The statutory public health insurance and the medical expenses
insurance are in a second compartment. In addition, in the third compart-
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ment are found supplementary care insurances (Van Ewijk and Kelder
1999).

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

7. Until 2003 RIO – Regionaal Indicatie Orgaan, subsequently CIZ – Centrum
Indicatiestelling Zorg.

8. Besides the AWBZ, the Services for the Disabled Act (WVG), since the mid-
1990s gave local authorities responsibility for the delivery of housing adap-
tation, transport services and other mobility facilities for the handicapped,
including elderly dependent people.

9. In 2007 840,214 people received AWBZ-financed care. 653,300 were aged
65 and above, 490,130 of which received extramural care (CBS 2008: 122-
123)

10. The seven new types of care are: domestic help, personal care, nursing, psy-
chosocial support, rehabilitation, treatment, admission to an institution
(temporary or long term).

11. Examples are meals on wheels, personal alarming and so on.
12. As a result of the “Legge Crispi”, passed in 1890, the Opere pie, i.e. religious-

based charities, were nationalised and became “Public institutions for assis-
tance and charity” (Ipab – Istituzioni pubbliche di assistenza e beneficienza).

13. The law was finally passed in 2000 (Law 328/2000 “Legge quadro per la
realizzazione del sistema integrato degli interventi e dei servizi sociali”),
after some 20 years of discussion.

14. A comprehensive analysis of the new policy is beyond our aims: therefore,
only selected items will be presented. For a review of the principles and the
implementation of the law see for instance Gori (ed) 2004.

15. The presence of undocumented migrants was estimated at about 75% of
total migrants in 2000 (Reyneri 2003).

16. Law 189/2002 – commonly designated as “Law Bossi-Fini”.
17. Not only because domestic work is one of the most important areas of inser-

tion of migrants in the Italian labour market , but also because regularisa-
tion procedures in this sector are usually simpler and follow less strict cri-
teria (Zincone (ed.) 2001).

18. Figures at: www.inps.it.

Chapter 3

1. See for a review: Doblhammer and Kytir 2001.
2. See Appendix 1 for the operationalisation of dependence at the individual

and family level and for a discussion of the comparability of the data.
3. The issue of differentiated recourse to invalidity pensions according to terri-

torial areas in Italy refers on one side to clientelistic practices (Ferrera 1996;
2000) and on the other side to the improper use of such instruments
against poverty (Saraceno 2003). For a partial revision of this hypothesis,
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see Da Roit 2008. It cannot however be excluded that a higher availability of
benefits for disabled people influences individual self-reported (dis)abilities.

4. Tables not included in the text are presented in Appendix 2. They are num-
bered as A2 followed by the number of the table.

5. The exclusion of the institutionalised individuals from surveys on health
conditions is particularly relevant for the older population compared to the
general population, among which institutionalisation rates are lower. For in-
stance, only 2% of the general population lives in institutional settings and
is therefore excluded from surveys in the Netherlands (see e.g. Dalstra et al
2002: 932). Nevertheless, this percentage becomes much higher among old-
er age groups, certainly affecting research results of surveys conducted only
on the population living independently.

Chapter 4

1. The operationalisation of the three types of care is explained in more detail
in Appendix 1.

2. It should be noted that care delivered by (co-resident or non co-resident)
relatives on the basis of a personal budget is explicitly included in “informal
care” in the 2003 survey.

3. This can only be considered a general indication as the number of house-
holds for which we have the information is limited (91, 95 and 72 respec-
tively in 1991, 1999 and 2003).

4. Tables not included in the text are presented in Appendix 3. They are num-
bered as A3 followed by the number of the table.

5. The two types of help may be combined.
6. This encompasses services that are purchased via out-of-pocket payments of

thanks to a collectively funded personal budget.
7. In 1991 and 1999 the questionnaires gathered information on the use of

paid household assistance and separately asked to indicate whether this
help was necessary due to the health conditions of one of the members of
the household. Table 4.4 presents both figures (the more restrictive defini-
tion is in brackets). By contrast, in 2003 only one question was asked with
respect to the recourse to paid services that are necessary due to the health
conditions of the elderly. The variable should then be comparable with the
stricter definition in the two previous years; however the way in which the
question has been asked may have affected the answers.

8. Only households with some dependent members are considered.
9. This phenomenon has already been observed (De Boer et al 2001: 188; De

Boer en De Klerk 2006: 147). Different hypotheses have been put forward.
First, there is the possibility that part of the elderly – namely the less depen-
dent ones – despite some limitations do not need special assistance in daily
living or are sufficiently supported by their household members (De Klerk
and Hessing-Wagner 1999: 122). Second, it is possible that part of the el-
derly do not ask for help, as they are not able to complete the administrative
procedures in order to request professional help (De Boer en De Klerk
2006: 147; De Klerk and Schellingerhout 2006). Finally it has been hy-
pothesised that a part of the older dependent people do not ask for help as
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they feel that that would man giving up part of their autonomy (De Boer en
De Klerk 2006: 147).

10. The Italian surveys used in this study only provide information on formal
and commercial support. A different survey from ISTAT – Parentela e Reti di
Solidarietà (Family and Solidarity networks) conducted in 1990, 1998 and
2003 provides data on informal care received and given; however it does not
include variables relative to dependence.

11. Help received from members of the household is excluded.
12. In the Dutch case we saw two different definitions of commercial household

assistance: a broader definition that encompassed all of the services and a
narrower one that included only those services dealing with the health and
disability issues of one or more household members.

13. In the 1994 survey on health conditions and recourse to health services the
question was not asked, differently from the 1999-2000 survey. The infor-
mation was collected for the first time in 1997, in a survey that does not
contain variables regarding the functional ability of the interviewees, but
only information on health status.

14. “What would you do if you were not personally able to take care of your
small children during the day?” “What would you do if one of your parents
or a close relative was no more able to live on his/her own?”

15. The missing distinction between formal care and commercial care is in it-
self an indicator of the limited relevance that researches attributed to market
solutions at the time.

16. Out of 65 people ten received injections, five of which from formal or com-
mercial services; thirteen received physiotherapy, four of which from formal
or commercial services, 59 received help with household activities; nineteen
of which from formal and commercial services (Ciorli and Della Croce
1994, p. 116).

17. Out of 65 people, 27 received help with personal care, two of which from
formal and commercial services; 40 received continuous supervision, three
of which from formal and commercial services (Ciorli and Della Croce
1994, p. 117).

18. The intensity of the assistance received cannot be compared due to the lack
of data from Italy.

19. However, this figure should be interpreted carefully, as shown earlier in this
chapter.

Chapter 5

1. The interview template used for migrant care workers follows the same lines
as the one used in the research conducted that same year but in different
geographical contexts (see Da Roit and Castegnaro 2004). Moreover, as local
studies on the badanti have flourished over the past few years in Italy, usual-
ly based on local qualitative samples, some terms of reference both in the
same local context (Gori and Da Roit 2002) and in other territorial areas
(Castegnaro 2002; Da Roit and Castegnaro 2004; Piva 2001) are available.

2. In the text that follows quotations from the interviews are used. Each quota-
tion is followed by the nickname of the interviewee and the code of the rela-
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tive case. The cases are coded with A (Amsterdam) or M (Milan) followed by
the number of the case. The code for care workers is made with the letter
“C” (care worker) followed by the number of the case. The full list of cases is
provided in Appendix 4, where the overall strategy of the qualitative study is
presented.

3. The data provided by Tot&Met show that out of all assessments for home
care for the elderly (n. 15354) within in a year time (between march 2002
and march 2003) the help provided ranged between fifteen minutes per
week and 20 hours per day (only very few cases); the mean was slightly less
than one hour per day and the median 3.5 hours per week.

4. This represents a specific feature of the Milanese case. In most municipali-
ties care services have been, in principle, made available to all citizens, de-
spite their income and assets. Sometimes income related co-payments are
applied.

5. Next to the Indennità di accompagnamento, in other researches it was found
that local care allowances played a role in financing commercial care (Da
Roit and Castegnaro 2004). In our sample we have no examples of this, also
in relation to the low incidence of local benefits in Milan (for a similar result
see: Da Roit and Naldini 2008).

6. English quotes of Italian interviews are own translations. When quoting key
actors, the role is mentioned in brackets. When quoting an interview with a
caregiver of an elderly dependent, the initials of the interviewee and the re-
ference code of the case will be reported. Within codes of the cases of the
elderly ‘M’ indicated that the interview refers to a Milanese case and ‘A’ that
the interview refers to a case in Amsterdam).

7. The standards, besides structural requirements of the buildings hosting a
residential service, are expressed in terms of time per resident performed
by each professional (medicines, nurses, care assistants etc.). Meeting such
requirements is a necessary condition for accessing the funding through the
health fund.

8. The funding is meant for covering health care expenses.
9. The co-payment system is decided at the national level and applies to anyone

staying in a nursing home based on an assessment and financed by the na-
tional insurance. There are two levels of fee. For the first six months of stay
in an institution a lower fee applies: since 2003 10% of the overall income
with a minimum of 100 to a maximum of 556 euro per month). After six
months a higher fee applies that corresponds to the net income with several
deductions (maximum 1,624 euro per month since 2003). At least 240 euro
per months are available to the elderly residing in an institution. The data
were collected from the website of the College voor Zorgverzekeringen
(CVZ) in 2003, at the time of the interviewing.

10. Since 2002 new means-testing rules have been introduced by the munici-
pality of Milan, which exclude the income of non-cohabiting children and
relatives from calculations. At the time of the research the old rule was still
in use. See infra.

11. If the older person’s income (and before 2004 that of a set of non-cohabiting
relatives) exceeds a certain threshold the municipality does not provide any
income support in accessing residential care services. If the income is below
the threshold, the fees are entirely paid by the municipality when a place in a
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nursing home becomes available. The rules may differ also considerably in
other municipalities.

Chapter 6

1. For instance, being employed significantly reduced the probability of being a
caregiver; a high level of impairment, geographical proximity and being an
only child increased such probability.

2. It has to be recalled here that, as the interviewees were caregivers of the
elderly their opinions might in fact be biased by their involvement in care.
This is a recurrent limitation in studies on filial obligations, when con-
ducted on people presently or previously involved in providing instrumental
support. Nevertheless, studying variations among caregivers might provide
useful insights into the factors affecting different attitudes and different le-
vels and types of engagement.

3. We shall come back to this second point later.

Appendices

1. ISTAT, Indagine Multiscopo reti sociali e condizioni dell’infanzia.
2. The Italian figures were respectively 19.0% and 4.6% in the same year (IS-

TATon line; www.istat.it).
3. The Dutch average was 13.7% (CBS – StatLine; www.cbs.nl).
4. www.onstat.amsterdam.nl.
5. People aged 65 and above were 15.8% in 1980 and 14.9% in 1990 (O+S on-

line; www.onstat.amsterdam.nl).
6. In Lombardy, the region to which Milan belongs, the activity rate of women

between 35 and 44 years of age was 74.0% in 2003, against a national aver-
age of 63.6% (ISTAT, Indagine sulle forze di lavoro, elaborated by CNEL; www.
cnel.it).

7. People living in institutions on 31.12.2000 amounted to 3,892. Nevertheless
some 10% of people entering and leaving institutions during the year were
younger than 65 (Comune di Milano 2002: 111).

8. www.regione.lombardia.it.
9. The estimate is based on data published from the Municipality of Milan

(Comune di Milano 2002: 100-101), according to the following criteria. The
service was organised both using municipality employees (65) and operators
of different cooperatives (344). The hours of home help provided through
cooperative workers were on average in all 485,665, meaning 1,411 hours
per year per person. Applying the same number of hours worked to employ-
ees of the municipality we obtain some 577,380 hours of home help pro-
vided throughout the year, i.e. 2.3 hours per week per user.

10. Beds passed from 8384 in 1988 to 4372 in 1997, while the number of homes
has diminished less steeply, from 52 to 44 (O+S 1998:84).

11. According to the Dutch Institute for health research, in the Netherlands in
1998, on average 2.3 hours of home care were provided per independently
living inhabitant (the population is weighted according to age structure). Re-
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gional differences ranged from 1.83 in Mid-Holland to 2.7 in The Hague. In
Amsterdam the ratio is higher than 2.5 according to the data provided by
Nivel with reference to 2002; http://www.nivel.nl/oc2/page.asp?PageID=
426).

12. It is useful to recall that the elderly receiving social home care amounted to
4,700 in 2000 (Comune di Milano 2002: 100), beneficiaries of the Indenni-
tà di accompagnamento aged 65 and above in the city are estimated at 18,000
(6% of people aged 65 and above) and beneficiaries of the local cash allow-
ance amounted to 599 in 2000 (Comune di Milano 2002: 106).

13. www.onstat.amsterdam.nl.
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