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Abstract  
This paper analyses the markets of care for older people in Italy and the UK in 
which the increasing employment of migrant care workers is located. These 
markets encompass the employment of migrant care workers by individuals and 
families, and by predominantly private sector providers of residential and home 
care services. Drawing on data collected in both countries, it is argued that 
processes of marketisation in so-called ‘formal/public service’ and 
‘informal/family’ care regimes interconnect with regular and irregular processes 
of migration and care work. Those interconnections point to converging 
outcomes in the structural positioning of migrant workers in care labour markets 
to meet growing demand for long-term care.  
 
Introduction 
 
In European and other western countries, population ageing has brought about 
rapidly growing demand for long-term care. Although the provision of care for 
older people is still heavily reliant on the unpaid care of the family, and 
predominantly of women, growing demand has major implications for the paid 
care labour force and the need for its expansion. As with unpaid care, the 
supply of paid care labour has been dependent on the gendered division of 
reproductive labour: women being the vast majority of care workers across 
countries (Fujisawa and Colombo, 2009). The intersection of gender with other 
social divisions is, however, apparent as the employment of migrant workers in 
long-term care has become increasingly evident across western welfare states 
(e.g. Bettio et al., 2006; Österle and Hammer, 2007; Cangiano and Shutes, 2010). 
While the production of migrant care labour requires attention to the global 
dynamics of the transnational political economy of care, it likewise requires 
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attention to the specific national contexts of care regimes, migration policies 
and labour markets (Williams, 2011).  
 
European care regimes have typically been analysed according to the relative 
roles of the state in the ‘formal’ provision of care services, cash transfers and 
other provisions (e.g. leave arrangements for carers) and of the family in the 
‘informal’ provision of care (Anttonen and Sipilä, 1996; Bettio and Plantenga, 
2004). While the state has played a relatively greater role in the provision of care 
services for older people in countries such as the UK, other countries, such as 
Italy, have been categorised as conforming to a more family oriented model. 
However, increasingly, the role of the market has emerged across European 
care regimes – both in the context of regimes with relatively greater levels of 
formal services and in the context of so-called informal/familial regimes (Ranci et 
al., 2008). It is within these markets that migrant care workers are employed, not 
only to supplement women’s unpaid care labour within the family but also the 
low-waged care labour of women in the provision of formal care services.  
 
This article examines the demand for migrant care workers in the contrasting 
care regimes of Italy and the UK1. It begins by analysing the dimensions of the 
marketisation of care within these two countries. It then draws on studies carried 
out in both countries to explore the interconnections between care regimes and 
migration regimes in which the marketisation of care and demand for migrant 
care workers are embedded2. The analysis develops understanding of the ways 
in which the construction of regular/irregular migrant care labour has facilitated 
the expansion of a market of care work in private households in Italy and private 
sector care services in the UK, processes which have enabled welfare states to 
contain the costs of long-term care provision. It is argued that while the type of 
care markets that have emerged differ according to the specific contexts of 
state-market-family relations within these countries, converging outcomes have 
developed in terms of the structural positioning of migrant workers within those 
markets to meet growing demand for long-term care.  
 
The marketisation of care  
 
The ‘marketisation’ of care has been defined in relation to a number of different 
market-oriented reforms that are evident in the broader context of the 
contemporary restructuring of welfare states. First, it includes the increasing 
contracting out of public residential and home care services. This has led to a 
shift in the balance of provision increasingly towards private (for-profit) or non-
profit providers (Daly and Lewis, 2000; Pavolini and Ranci, 2008). Second, it 
includes a shift towards the direct purchasing of care by individuals and their 
families through the public transfer of cash payments, which are being used to 
supplement service provision or to substitute for services (Ungerson and Yeandle, 
2007). A third dimension of marketisation is the reliance on the private funding of 
care by individuals and their families. While Italy and the UK are conceived as 
contrasting care regimes, in terms of the relative roles of formal/state service 
provision and informal/family care, these dimensions of marketisation cross the 
boundaries of formal/informal care in both countries.  
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In England, the restructuring of care for older people has brought about the 
increasing privatisation of public services. While local authorities are responsible 
for arranging care services for older people, those services are mainly delivered 
by contracted private and (to a lesser extent) non-profit providers. The private 
sector now accounts for 77% of residential care homes and for a similar 
proportion of home care agencies (76%) (Eborall et al., 2010). Indeed, expansion 
of residential and home care provision in recent years has been mainly in the 
private sector (Eborall et al., 2010). The majority of providers are, overall, small 
and medium sized businesses, although there has been ongoing consolidation of 
ownership of residential care homes, particularly those with nursing facilities 
(among which more than half are now operated by major companies) (Eborall 
et al., 2010). In Italy, market reforms have been implemented in a context of 
already limited public provision of care services – with strong North-South 
regional differences (Chiatti et al., 2010) – and in the absence of a clear 
framework for the reform of long-term care (Pavolini and Ranci, 2008). Private 
and non-profit (mainly church-based) providers account for 44.1% and 22.8% of 
residential care homes respectively (ISTAT, 2008), while in home care services the 
role of ‘social cooperatives’ has become increasingly evident (Borzaga and 
Santuari, 2000). 
 
A characteristic of the long-term care system in Italy is, by contrast, the greater 
availability of cash-for-care benefits. The most common measure to support 
dependent older people is the ‘indennità di accompagnamento’, a cash 
allowance which is granted to all older people in need, and provides the same 
amount regardless of users’ personal income or level of dependency. In 2007, 
11.8% of older people received the ‘indennità’ (Chiatti et al., 2010), which can 
be used to purchase care services and to directly employ care workers, with no 
regulation as to how the benefit is spent (Lamura and Principi, 2009). In England, 
the use of cash payments, including ‘direct payments’ and ‘personal budgets’, is 
also being promoted. There has been a rapid increase in older people receiving 
direct payments (from 537 in England in Sep 2001 to 20,610 in March 2008) 
(Eborall et al., 2010), though the numbers still remain relatively low as a 
proportion of older people receiving publicly subsidised provision.  

As regards the third dimension of marketisation, there has been increased 
targeting of eligibility for public provision in England, with a shift in the direction of 
public funding to older people with higher dependency needs. Public funding is 
currently estimated to contribute around half of total long-term care 
expenditure, while the share of private funding is associated with this increasing 
selectivity, including charges paid by individuals receiving public provision, extra 
support purchased by individuals in addition to public provision, and support that 
is entirely privately funded (Forder and Fernández, 2010). The impact of ongoing 
cuts in public expenditure on long-term care may potentially lead to further 
expansion of this dimension of the market. The role of private funding is also of 
significance in Italy, similarly accounting for around half of total expenditure on 
long-term care (Pesaresi, 2008). In this respect, the ‘familial’ model is legally 
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embedded: the family has a legal duty to provide financial support to its 
members in need of care.  
 
Data and methods 
 
The marketisation of care has brought about considerable expansion of care 
work in private sector care services in the UK and of care work in private 
households in Italy. In the following sections, we examine how these 
marketisation processes connect with migration regimes in shaping the 
employment of migrant care workers. Statistical data as well as separate studies 
conducted in Italy (Lucchetti et al., 2006; Quattrini et al., 2006) and the UK (see 
Cangiano et al., 2009 for further details) are drawn upon. The analysis compares 
these two care/employment settings in which there has been an increase in the 
employment of migrant care workers in each country. It compares how care 
and migration regimes interconnect in shaping 1) employer (private 
provider/family carer) demand for migrant care workers and 2) the supply of 
migrant care workers. 
 
UK 
 
The data include a postal/online survey of residential care homes and home 
care agencies in the UK, based on a random sample of residential care homes 
(N=3,800) using the Laing and Buisson database, and a random sample of UK 
Homecare Association members (N=500). The survey was carried out in 2008. The 
response rate was 12 per cent, providing a sample of 557 providers overall, the 
majority (82%) of which were private providers3. Semi-structured telephone 
interviews were carried out with 30 providers selected from the survey 
respondents (managers and owners of residential care homes and of home care 
agencies), all of which were private providers.  
 
In-depth interviews with 56 migrant care workers, carried out in England in 2007, 
are also drawn upon. The respondents included 39 employees of private 
residential care homes and/or private home care agencies. Their main 
nationalities were the Philippines, Poland (and other countries that joined the EU 
in 2004) and Zimbabwe. All had arrived in the UK in the ten years preceding the 
research. At the time of interview, 12 were EEA nationals, 9 held work permits for 
senior care workers, 7 had obtained permanent residency, 5 were students, and 
the remaining respondents were not permitted to work according to their 
immigration status; 32 were women and 7 men. Interviewees were recruited 
through migrant community organisations, trade unions, residential and home 
care providers, and snowball sampling.  
 
Italy 
 
The data drawn upon include a face-to-face survey of family caregivers in Italy. 
The survey aimed at including a sample as representative as possible, but no 
information regarding the general population of family carers is available in Italy. 
Therefore, Italy was subdivided into different sampling areas according to the 
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three main geographical regions (north, central and south) and rural, urban and 
metropolitan areas. In each of the sample zones, family carers were enrolled 
through local voluntary organisations for family carers and snowballing methods. 
The final sample comprised 990 family carers, mostly women (71.2%) (mean age 
53.4 years); 13.1% of the family carers relied on the support of foreign national 
care assistants. 
 
A separate face-to-face survey was conducted in the Marche region (central 
Italy) in 2005 of a sample of 220 care workers who were providing care to older 
people in private households. All the participants were foreign nationals, Eastern 
Europe (n=100) and South America (n=70) being the main areas of origin, and all 
were women. Respondents were recruited through snowballing via migrant 
community organisations. Ninety-six per cent of the care workers (n=201) were 
employed directly by the older person for whom they cared or by his/her family 
(others being employed either by private home care agencies or by social 
cooperatives). While 26% (n=58) held domestic worker visas, the majority were 
not entitled to work (128 respondents had no visa, 8 held tourist and 4 student 
visas).  
  
Care regimes and demand for migrant labour 
 
Privatisation of care services 
 
In England, where greater levels of formal care services are evident, the 
contracting out of care services and the expansion of private residential and 
home care providers has involved a major shift in the employment of the care 
workforce from the public to the private sector. The number of local-authority 
jobs in residential care reduced by a third between 1999 and 2009 (from 66,971 
to 45,110), and by half in home care services (from 73,963 to 36,160) (Eborall et 
al., 2010). Nearly half (49%) of people working in direct care jobs are now 
employed in the private sector (547,300 workers), 23% are in the non-profit sector 
and 14% in the public sector4 (Eborall et al., 2010). The contracting out of care 
services has been described as resulting in a dualisation of the care labour 
market (Ungerson, 1999). One market involves women workers carrying out more 
specialised care services within the public (local authorities) or non-profit sectors, 
where wages (albeit still low) and employment conditions are better. The other 
consists of women in very low paid jobs with worse employment conditions 
working for private providers or employment agencies and carrying out 
standardised care services. Although care work has long been a low-waged 
sector of the labour market, wages are lowest and employment conditions less 
favourable for those employed in the private compared with the public and 
non-profit sectors (Hussein, 2010). Low wages and poor employment conditions 
and career opportunities underlie major difficulties in the recruitment and 
retention of care workers over the past decade (Commission for Social Care 
Inspection, 2005) – difficulties that affect the private sector to a greater extent. 
(Eborall et al., 2010).  
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Alongside the expansion of the private sector, there has been increasing 
employment of migrant workers over the past decade, predominantly within the 
lower-waged end of the market of private residential and nursing care homes 
and home care agencies. Labour Force Survey (LFS) data show that the 
proportion of foreign-born care workers more than doubled from about 7 per 
cent in 2001 to 18 per cent in 2009, increasing from 13 per cent to 23 per cent 
among foreign-born nurses over the same period (Cangiano et al., 2009)5. The 
growth of the foreign-born share of care workers occurred as a result of a rapid 
expansion of foreign-born care workers – from about 40,000 to just under 130,000 
workers – and despite the increase in the number of UK-born care workers over 
the same period (Cangiano and Shutes, 2010)6. As is the case for the UK-born 
care workforce, the majority of foreign-born workers are women (76%), though 
less of a majority compared with UK-born care workers (among whom 87% are 
women). While the private sector has become the main employer of care 
workers overall, migrant workers are overrepresented within the private sector: 
79% of foreign-born care workers (who entered the UK since 1998) are employed 
by a private sector organisation compared with just above half of UK-born care 
workers (Cangiano et al., 2009). There is evidence of a similar concentration in 
the private sector for internationally recruited nurses7, who are estimated to 
make up a quarter of nurses employed in independent sector care homes8 
(compared with 5% of nurses employed in the NHS) (Ball and Pike, 2007). 
Demand for migrant care labour has thus been mainly, though not exclusively, 
within the private sector. The demand for migrant workers at the lower-waged 
end of the market is reflected in lower levels of pay: in 2008, 42% foreign-born 
care workers (who entered the UK since 1998) earned less than £6 per hour 
compared with 31% of UK-born care workers (Cangiano et al., 2009)9.  
 
In the UK, reasons for recruiting migrant workers among the providers surveyed 
were related to the perceived limits to the supply of UK-born workers as a source 
of low-waged labour10. Half of the providers reported difficulties in recruiting UK-
born care assistants and 58% reported difficulties in recruiting nurses. Providers 
identified low pay as the main reason for these difficulties. Eighty seven per cent 
agreed that UK-born workers can earn more in other jobs and 74% that UK-born 
workers demand higher wages than those paid in long-term care. In follow-up 
interviews with providers, low levels of pay were attributed to the low levels of 
fees paid to providers contracted by local authorities.  
 
“If we could pay twice the minimum wage then we could attract more local 
staff…. But our funding is from the local council: 80 per cent of our clients are 
funded totally by the council. The council this year… put the rates of pay to us for 
the clients up 2 per cent. But our costs have gone up to 5.8 per cent. There is no 
way I can recoup that. And so the staff are paid at a low level.” 
(Private care home, England) 
 
In follow-up interviews, providers referred to the difficulties in recruiting UK-born 
workers as the main reason for the recruitment of migrant workers. However, 
differences existed within the care market according to the type of clients of the 
providers (local authorities or privately paying individuals) and thus their sources 
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and levels of funding. Private providers targeting the more affluent end of the 
market of individuals who were privately paying for their care were potentially 
less reliant on recruiting migrant workers as a source of low-waged labour.  
 
“We are a very upmarket care home, we’re very expensive and quite 
exclusive.... We haven’t gone down the route of using agencies and overseas 
staff. The way that we are able to maintain our workforce and strengthen our 
workforce is on the basis of paying that higher rate of pay than anybody else.” 
(Private care home, England) 
 
Among the reasons given for finding it difficult to employ UK-born workers, over 
two-thirds of the surveyed providers (72%) referred to the unwillingness among 
UK-born workers to work all shifts. By contrast, the majority thought that migrant 
workers were willing to work all shifts (82%) and had a ‘good work ethic’ (71%). 
These perceived advantages of employing migrant care workers appear to be 
reflected in working patterns. According to LFS data, over 30% of foreign-born 
care workers work more than 40 hours a week, compared with 18% of UK-born 
care workers11. Higher proportions of foreign-born care workers also do shift-work 
(74%) compared with UK-born care workers (60%) (Cangiano et al., 2009). 
Indeed, migrant care workers interviewed in the research who were employed in 
care homes indicated that their managers relied on them to work overtime and 
to work less favourable shifts compared with UK-born workers in order to address 
staffing gaps. 
  
“For two years, every single Saturday and Sunday I was at work […] It was hard 
and sometimes I felt that it’s not fair because it never happened with English 
carers, not in my unit… it’s always Polish staff or Filipino staff during the 
weekend.” 
(Nurse, EEA national, private care home) 
 
Likewise, in home care services, migrant workers provided a source of labour that 
was able to flexibly adapt to the minimum unit costs of home care services 
contracted by local authorities. Home care workers emphasised that hours could 
change from day to day, with no guarantee of a minimum number of hours work 
each week. 
 
Privatisation of care to the family 
 
In Italy, while the market of formal care services is comparatively more limited, 
the substitution of cash transfers for services, inter alia, has contributed to a 
significant expansion in the employment of care workers in private households by 
individuals and their families. During the period 2001-2008, the number of people 
employed by families with a regular contract to provide help and care within the 
household dramatically increased from 260,000 to 665,000 (+153% increase) 
(INPS, 2011)12. This expansion of care work in private households largely 
depended upon migrant labour (Lamura et al., 2008). Indeed, the family-based 
care model in Italy has been described as being transformed into a ‘migrant-in-
the family’ model (Bettio et al., 2006). Reliable data on the number of migrant 
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care workers are lacking: estimates which try to account for irregular work range 
from 840,000 (90% of whom are foreign nationals) (Pasquinelli and Rusmini, 2010) 
up to almost 1.5 million (of whom over two-thirds are foreign nationals) (CENSIS, 
2009). 
 
This substitution of cash transfers for care services has also enabled labour costs 
to be contained by shifting the employment of care workers from the state to 
individuals and families (Ungerson, 2003). Attempts have been made to 
regularise the care workforce in private households (as explored in the following 
section), including a new national contract for domestic workers in 2007 (which 
increased the minimum wage by almost 30%). However, as indicated, cash-for-
care payments can normally be used freely, with limited regulation of the 
recruitment and management of care workers, allowing for consumers to find 
low-cost alternatives to formal care services (public, private or non-profit) which, 
particularly for home care, are either absent or costlier. Summing all cash 
benefits granted at national, regional and municipal level, many dependent 
older Italians can receive an amount of up to 1,000 Euros per month (Lamura et 
al., 2008). This compares with the salary of a domestic care worker in the range 
of €700 (25 hours/week without regular contract) up to €1,350 (on a live-in basis, 
with regular contract) (Pasquinelli and Rusmini, 2009). As the cost of private and 
non-profit home care providers is generally higher compared to domestic work, 
many families turn to domestic workers to get the bulk of care needed. It is not 
surprising then that in 2007, 40.8% of care allowance recipients had a written 
contract with a care worker (Ranci et al., 2008). 
 
The level of care needs of older people, the limits to family care, and 
preferences among older people and their families for home-based care, have 
also contributed to this demand for care workers. Among the family carers 
surveyed in Italy, those who turned to employing a care worker were 
predominantly those who cared for older people with higher dependency levels. 
In the sample of 990 family carers, 36% of carers of severely dependent older 
people directly employed a migrant care worker, while in those cases where the 
dependency level was low, the employment of a care worker was substantially 
lower (12% of cases). Likewise, employing a care worker was a means to 
reconciling paid work and care, as those relying on migrant care workers were 
mostly employed family carers. Coherent with these results are those concerning 
family carers’ willingness to continue providing care: when asked whether they 
could provide additional support to their family member in the future, the 
majority responded negatively, “no matter what type of extra support they could 
receive”. This suggests that families who turn to employing care workers are 
those who have already exhausted their ‘care potential’. The employment of 
care workers also relates to attitudes towards residential care for dependent 
family members. Among the family carers, a high proportion (67.1%) would not 
consider “under any circumstances” placing their relative in a care home. 
 
Migrant labour thus acts as a low-waged substitute for or means of 
supplementing the care of the families of older people with high levels of 
dependency and in need of ‘24-hour’ care. While the survey of migrant care 
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workers carried out in Italy was non-representative, 71% of the care workers 
surveyed co-resided with the older person for whom they cared. The number of 
hours worked reported by the migrant care workers surveyed was likewise very 
high, reflecting around-the-clock engagement: 20% reported working between 
9-12 hours per day, and 26% more than 12 hours per day. The demands of this 
type of care work are reflected in the conditions of the work reported by migrant 
care workers: 36% of the sample reported emotional and psychological tension, 
33% physical burden and 23% reported that they could not get out of home 
during the day. While family carers may not refer to the ‘costs of care’ as 
determining their decision-making, migrant labour has evidently provided a cost-
effective alternative to the purchasing of home care services, and in particular 
live-in care. The majority of the migrant workers interviewed (53%) reported a net 
salary between 500-750 euros, and only 20% of them declared a higher amount.  
  
Migration regimes and the construction of migrant care labour 
 
The construction of demand for migrant care labour is also interconnected with 
migration policies and processes. Migration regimes shape not only the mobility 
of workers across national borders but within labour markets (Anderson, 2010). 
The construction of ‘illegality’ of status of migrant workers by the state – through 
the denial of rights to work and live within nation states – may leave few options 
but to enter irregular types of work that offer low wages and poor working 
conditions. However, labour mobility is highly restricted not only by ‘illegality’ but 
by the terms and conditions attached to legal status (Anderson, 2010). The right 
to work for work permit holders, for example, may be tied to particular sectors of 
the labour market and to particular occupations, limiting options for entry to 
other types of jobs irrespective of the skills and interests of the worker. Likewise, it 
may be tied to the employer on whom a migrant worker is dependent for their 
work permit. While illegality of status constructs particular groups of migrant 
workers with very limited rights, the terms and conditions of regular/legal status, 
construct groups of workers with rights of residence and employment that are 
not only temporary, as is the case for work permit holders, but dependent on the 
employer (Anderson, 2010). ‘Choice’ for migrant workers regarding their entry to 
and exit from care work is, therefore, conditioned by immigration controls which 
structure highly unequal relations between migrant care workers and their 
employers (Shutes, 2012 forthcoming). While greater ‘choice’ for care users has 
been a central focus of the care policies of European countries, choice for care 
workers has received much less attention, and even less so with respect to 
migrant care workers (elaborated in Shutes, 2012 forthcoming). 
 
Policy towards labour migration in the UK over the past decade has been 
relatively liberal towards skilled and higher skilled workers, and restrictive towards 
workers in low-waged jobs (Ruhs and Anderson, 2010). Prior to the introduction of 
the points-based immigration system in 2008, work permits could be obtained for 
occupations in health and social care that were conceived as ‘skilled’ 
according to national qualifications criteria, including nurses and senior care 
workers. At the same time, EEA nationals, following the enlargement of the EU in 
2004, and a range of other categories of non-EEA nationals, including students, 
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working holiday makers from former Commonwealth countries, asylum seekers 
and refugees, and those coming to the UK through family reunion have also 
entered work in residential and home care services (Cangiano et al., 2009). Non-
EEA workers make up almost three-quarters (74%) of foreign nationals in the care 
workforce compared with EEA nationals (26% in 2011), the main nationalities 
including the Philippines, India, Nigeria, Zimbabwe and South Africa (Skills for 
Care, 2011). Work permit holders are likely to make up a significant share of this 
group: foreign nationals continue to make up a higher proportion of workers 
among nurses and senior care workers (40% and 19% respectively) compared 
with other care occupations (Skills for Care, 2011)13. 
 
The construction of migrant workers as a source of care labour in the expanding 
private residential and home care sector is reflected in the temporary work 
permit system. Work permits data for health and medical services show an 
increase in work permits issued, including for nurses and senior care workers, from 
1,774 in 1995 to 26,568 in 2004 (Salt, 2007: table 5.2). However, restrictions on 
recruitment to the National Health Service that were implemented since the mid 
2000s made entry to the public sector much more limited for non-EEA workers. 
These restrictions were reflected in subsequent reforms to the admission of 
overseas nurses to adaptation programmes (Bach, 2007) and in the subsequent 
decline in the issuing of work permits. The limiting of opportunities for employment 
in the public health care sector therefore directly contributed to the greater 
concentration of migrant nurses and care workers in the private sector (including 
in private hospitals and residential care homes in particular) (Cangiano et al., 
2009).  
 
The work permit system also tied migrant care workers to their employer, who 
was responsible for obtaining and renewing their work permit, thus providing a 
potentially more retainable source of care labour. As regards the difficulties of 
employing UK-born workers, 67% of the providers surveyed in the UK considered 
UK-born workers to often leave the job. While EEA nationals from Central and 
Eastern Europe were seen as ‘hard working’, they were also perceived by some 
providers as less reliable in that, like UK-citizen workers, they did not face 
restrictions on their labour mobility. Care-related jobs could therefore be a 
‘stepping stone’ into other types of work. Indeed, among the care workers 
interviewed, EEA nationals themselves sometimes referred to entering care work 
as it was ‘easy to find’, while their intention was to move on to care-related jobs 
with better pay and conditions or to other areas of work. By contrast, migrant 
workers from countries such as the Philippines who were employed on work 
permits for senior care workers provided a more retainable source of ‘hard 
working’ care workers over whom their employers had greater control.  
 
“The advantages are actually that I know that I’ve got a workforce for five years, 
because they are on five year [work] visas.” 
(Private care home, England) 
 
Although they were, in principle, entitled to change employer, work permit 
holders interviewed in the research emphasised their fear of being unable to 
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renew their work permit or apply for permanent residency or British citizenship in 
the future should they change jobs. Insecurity surrounding temporary legal status 
was further compounded by changes made by the UK government in 2007-08 to 
the regulation of work permits for senior care workers, involving greater 
restrictions on the issuing and renewal of work permits14. At the same time, 
legislation on obtaining permanent residency and citizenship in the UK became 
increasingly restrictive during this period, including the criteria on required length 
of stay in the UK. Within this context, the conditions of regular/legal status 
created a source of care labour less able to exit from an employer and more 
‘willing’ to accept low wages and poor working conditions. 
 
“I’m stuck, even if I want to move…if I move to another employer that might 
affect my status after four years, to apply for leave to remain or for citizenship. So 
I just stick with the employer.”
(Senior care worker, employed on a work permit by a private residential care 
home, England)
 
Labour migration policy in Italy has been characterised by a less restrictive 
approach (Rostgaard et al., 2011), in so far as the recruitment of ‘irregular’ 
migrants, including those without leave to stay and/or entitlement to work, into 
low-waged sectors of the labour market has been common. Immigration quotas 
for domestic workers (which include people caring for older people in private 
households) were introduced under immigration reforms (in 1998 and 2002), 
although the number of applications has regularly exceeded the quotas (Van 
Hooren, 2010). Following the enlargement of the EU, domestic workers were 
likewise targeted through quotas and concessions for workers from these 
countries. The legislation has also allowed for the successive ex-post 
regularisation of domestic workers over the past decade, among whom many 
have entered on temporary student or tourist visas (Van Hooren, 2010). National 
data on registered domestic workers in 2008 show that the majority (61%) were 
Eastern European nationals, mainly from Romania and the Ukraine, while 11% 
were from the Philippines and 10% from South America (including Ecuador and 
Peru) (INPS, 2011). Although a more restrictive and punitive approach towards 
irregular migration became evident since 2008, domestic workers have 
continued to be targeted as the exception (Van Hooren, 2010).  Regularisation 
that targeted only domestic workers took place in 2009, when 294,000 domestic 
workers were regularised (Pasquinelli and Rusmini, 2010). In spite of the 
regularisation, the number of irregular migrant workers in the domestic care 
sector is still considered to be high. Regularistion is still largely dependent on the 
willingness of employers to apply for the status of their domestic workers to be 
regularised. The costs this implies in conforming to a collective agreement on 
domestic work in terms of social security payments, higher wages, hours of work 
and leave entitlements, make regularisation unattractive to employers – indeed, 
much lower numbers of domestic workers were regularised in 2009 than 
expected (Colombo, 2009; Van Hooren, 2010). 
 
The positioning of migrant women in home-based care work is shaped both by 
‘irregular’/illegal status and by the terms and conditions under which 
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regular/legal immigration status is obtained. Among the migrant care workers 
surveyed in Italy, the main reasons for working in care were that this employment 
‘was the only possibility’ (23%), because of the salary (13%), the help of informal 
networks in getting the job (11%), or because the job ‘was easy to find’ (9%). 
While entry to care work was mostly irregular (including workers who did not 
have leave to stay and/or work), irregular migration and employment in private 
households represents a means of entering and working in Italy within the 
constraints of the migration framework. Likewise, care workers rely on the 
expectation of an ex-post regularisation which might eventually allow them to 
move on to other sectors (an intention that many migrant care workers 
expressed in the survey, when only one out of four respondents reported the 
desire to continue in care work in the future). As regards the regularisation of 
status, the costs that this entails for employers have contributed to ongoing 
processes of irregularity in the employment of ‘regular’ migrant care workers. 
These include family-employers requiring migrant workers to contribute financially 
to the costs of obtaining regular status: 19 of the care workers surveyed, whose 
immigration status had been regularised, reported having to pay employer 
social contributions themselves. Likewise, the terms of regularisation, under which 
domestic workers are dependent on their employer for their work permit – as for 
senior care workers in the UK – continue to limit the ability of care workers in 
private households to leave an employer and to move into other types of work. 
 
Conclusion  
 
The expansion of employment in the private sector and in private households in 
Italy and the UK has been marked by processes of containing and shifting the 
costs of paid and unpaid care labour between the state, market, family and 
individual. In the so-called informal care regime of Italy, which has depended on 
the role of women’s unpaid care in the family, those processes have shifted the 
costs of care onto low-waged migrant workers employed in private households. 
As the findings discussed suggest, the employment of migrant care workers has 
facilitated a means of 24-hour home-based care for older people with higher 
levels of dependency in particular. By contrast, in the UK, those processes have 
shifted the costs of care from the state to private sector providers, and between 
low-waged citizen and non-citizen workers, the majority of whom are women. 
While citizen workers continue to make up the majority of low-waged care 
workers overall, migrant labour has supplemented that labour to a greater extent 
within the private sector, for relatively lower wages and under worse 
employment conditions.  

 
Marketisation processes in different care regimes interconnect with migration 
regimes in structuring care labour markets and employer-care worker relations. It 
is suggested that more regulated care labour markets have been more 
successful in securing an adequate supply of non-migrant care workers to meet 
growing demand for long-term care (Simonazzi, 2009). However, the findings 
underline the importance of identifying how state policies and processes in care 
and migration regimes structure inequalities in care labour across the so-called 
formal and informal, regular and irregular. Migrant workers employed in formal 
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care services in England and in private households in Italy include both those 
with ‘regular’ immigration and employment status (e.g. work permit holders) and 
those whose status is irregular. At one extreme, the construction of irregular 
migrant workers without legal rights of residence and employment forms a 
particularly precarious source of care labour hidden within the private sphere of 
the household. However, the terms and conditions of the legal status of ‘regular’ 
migrant care workers, including work permit holders, by placing migrant workers 
in relations of dependency on their employer and through ‘institutionalised 
uncertainty’ of non-citizen status (Anderson, 2010) can also serve to construct a 
supply of low-waged, flexible and retainable care workers.  

 
Labour markets within the provision of long-term care are being shaped by 
increasing pressures to contain labour costs through the contracting out of care. 
Those processes of cost containment have created demand for highly regulated 
forms of migrant care labour within care services in the UK. At the same time, 
differences in the regulation of the use of cash-for-care transfers and in the 
regulation of migration across European countries have shaped the extent to 
which the expansion of employment in private households has depended on 
migrant labour (Ungerson, 2003). However, as the findings for Italy suggest, 
processes of irregular and regular migration and employment co-exist within the 
market of care workers employed in private households as families and migrant 
care workers negotiate the costs of care labour/regularisation, albeit in highly 
unequal relations. The potential increase in the reliance of individuals and 
families on privately funding their care poses additional issues as regards the 
shifting of pressures to contain the costs of care and the implications for the 
structure of the care labour market. Although there is limited data on those who 
are privately funding their care, research indicates that foreign nationals are 
directly employed as live-in care workers by these individuals/families (Cangiano 
et al., 2009). Processes of marketisation shape not simply the supply of care 
labour but the reconfiguration of the divisions of care labour. In the marketising 
of the care regimes of Italy and the UK, migrant labour has played a central role, 
with migrant care workers concentrated in the lower waged (though not 
necessarily ‘lower skilled’) types of work in care services and in private 
households.  
 
Faced with growing demand for care for older people, the question that remains 
is the extent to which migrant labour will continue to service the development of 
the care markets of Italy and the UK, and other western countries. This question 
points to the underlying tensions between the attempts of western welfare states 
to contain the costs of care labour and immigration controls. While the 
underfunding of long-term care in some countries has been a longstanding issue, 
mounting pressures to ration the costs of care in the light of population ageing 
and cuts in public expenditure run in parallel with political pressures to 
increasingly restrict immigration. Care and migration regimes interconnect, but 
do not necessarily reflect coordinated policy responses to demand for care 
labour (Cangiano et al., 2009; Williams, 2011). Indeed, in the UK, senior care 
workers are shortly to be removed from the list of ‘skilled’ occupations in which 
the points-based system recognises there to be labour shortages that should be 
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addressed through migration. In addition, a more restrictive approach to the 
entry of other categories of migrants, including students, is emerging. Such 
policies will place limits on the extent to which providers can draw upon non-EEA 
workers as a source of low-waged care labour, or may lead to a greater 
concentration of migrant labour within particular occupations. At the same time, 
increasing restrictions on migrants’ access to citizenship may risk creating a 
greater number of migrants with extremely limited rights (Anderson, 2011), thus 
potentially re-enforcing forms of irregularity in long-term care and other low-
waged sectors. These developments have implications both for the ongoing 
construction of particular types of care markets and for the ways in which 
gendered and racialised care labour is structured within those markets. 
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Notes 
 
                                                 
1 A distinction is made where the data refer to England or to the UK. The article refers to 
England regarding the policy and institutional context of care for older people 
(differences exist within the UK). 
2 Migrant workers are defined as foreign-born workers, foreign nationals, or by length of 
residence in a country according to different data sources. However, the terms are not 
interchangeable and are distinguished according to the data.  
3 15% were non-profit and 3% local authority providers.
4 National Health Service and local authorities. In addition, 14% are employed directly by 
recipients of direct payments.
5 The proportion of foreign-born workers in employment in the UK overall increased from 
8.4% to 12.9% during the same period. 
6 Half of the current stock of foreign-born care assistants and nurses arrived since 2000.
7 Who started work in the UK between 1999 and 2005.
8 The ‘independent sector’ predominantly comprises private care homes. 
9 The National Minimum Wage in the UK between October 2008 and September 2009 
was £5.73. 
10 Migrant workers were defined in the survey of providers as foreign-born workers. 
11 Foreign-born care workers are more likely to be in full-time employment than their UK-
born counterparts. 
12 This increase is even higher if irregular work in the household sector is considered. This 
compares with lower numbers of nurses and care assistants employed by the Italian 
National Health Service, which have remained substantially unchanged over the same 
period (Ministero della Salute, 2010). The number of workers in residential and nursing 
care homes increased substantially, although not comparable to that of domestic 
workers in private households 
(ISTAT, 2008). 
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13 Work permits were replaced by the points-based system, under which sponsored 
employers could apply for the temporary employment of senior care workers from non-
EEA countries. 
14 These changes required work permits for senior care workers to meet new criteria 
stipulating higher levels of qualifications and of pay.  
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