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Abstract

The aim of this paper is to analyze the role ofiaeg and municipalities in the multilevel
governance of long term care (LTC) for dependedery people, focusing on the Italian case.
Despite the growing needs of dependent elderly lpettaly has failed to structurally reform LTC
while, at the same time, an increasing privatizatb care has taken place over the years, largely
based on migrant (mainly irregular) workers. Instiebntext, sub-national levels of government
have not pressed for a structural reform of LTCGraptinstead, for a market shift solution. In this
paper we will further investigate this aspect, antigular suggesting that in the frame of a “vi@gbu
layering which characterizes the multi-level goaree of the LTC in Italy, specific mechanisms of
“cost-shifting” have been adopted by regions andinipalities in order to cope with increasing

financial pressure due to growing LTC needs.
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1. Introduction

The aim of this paper is to analyze the role ofiaeg and municipalities in the multilevel
governance of long term care (LTC) for dependedéry people, with a particular attention to
Italy over the last years.

The importance of the LTC is increasing in Italylan the wider European context, given structural
transformations which have affected both the sdeimographic dimension (aging population,
changes in the family structure) and the socio-eooa one (for instance, increasing female
participation in the labor market). In this conteltaly is a paradigmatic example of the so called
Southern European welfare model (Ferrera, 1996plAand Pavoliniforthcoming, in which the
eldercare is mainly provided by the families giwso a residual supply of formal services.

Despite the growing needs of dependent elderly Ipedtaly has failed to structurally reform LTC
(Ranci and Pavolini, 2013). However important psses of change have taken place at the
“bottom”, with an extensive recourse of the Italfamilies to a private care market, largely based
on migrant (mainly irregular) workers (Da Roit, 20LCosta, 2013).

Regarding these trends, the explicative factorsnste be various and taking place at different
levels (Da Roit and Sabatinelli, 2013). More spealfy, regarding regions and municipalities,
several studies have pointed out that differentbynf other European countries, sub-national levels
of government have not pressed for a structurakmefof LTC in Italy, opting instead for a market
shift solution (ibidem). In particular, the specifieatures of the arrangements regulating inter-
governmental relations as well as the structuraakwness” of municipalities and the lack of interest
of regions (mainly interested to safeguard the the&ludgets), in an institutional context
characterized by a controversial process of fetsatadn, seem to have played a crucial role (Gori
2012; Da Roit, Sabatinelli 2013; Gabriele and Tsilia014). In this paper, we will further analyze
this hypothesis. In particular, we will argue thraggions and municipalities have not actively
promoted LTC reform because they have faced fimdupcessure, arising from increasing needs of
dependent elderly people, also mainly through $igeiechanisms of “cost-shifting” (Bonoli and
Champion, 2014).

In the following sections, section Two describes thain features of LTC for dependent elderly
people in ltaly, and recent trends. Then, the aflsub-national levels of government within the
multi-level governance of social policies will berned both in general terms (section Three) and
more, specifically, regarding the case of LTC fepedndent elderly people (section Four) and the

Italian case (section Five). Finally, Section Snalgzes the specific mechanisms of “cost-shifting”



adopted by regions and municipalities in Italy, mhhe concluding section summarizes the main

findings.

2.The LTC in Italy: between residualism, institutibiragmentation and growing privatization

As well known, ltaly is a paradigmatic example loé¢ tso-called Southern European welfare model
(Ferrera, 1996; Ascoli and Pavolirigrthcoming. In this model, the LTC for dependent elderly
people is mainly provided by family and intergetieraal solidarities, in an institutional context in
which welfare policies consist mainly of cash bésefhile services are structurally lacking. This
implies a sort ofunsupported familism(Keck and Saraceno, 2010) @assive subsidiarity
(Kazepov, 2010). Moreover another structural chargtic of the Italian LTC system regards a
strong territorial differentiation both in “quargtive” terms (i.e. a higher care coverage in the
Center-North of Italy than in the South) and “qtatlve” terms (i.e. a higher relevance of services
in the Center-North of Italy while cash benefite anore relevant in the South). These structural
features are clearly synthesized by data colleictélchble 1, in which the Italian case is compared

with other European welfare systems.

Table 1: The Italian LTC for dependent elderly peope in a comparative perspective(% of beneficiaries on

population aged 65 and over, various years)

Sweden United Germany Italy Centre-North | South
Kingdom

Home care - - 6.0 11.6 104 14.7
Cash*
Social home 9.3 12.5 1.6 14 1.3 15
care**
Nursing home 4.3 4.7 3.3
care***
Residential 5.8 5.0 3.8 2.2 2.7 1.0
Care****

*20009; for Italy: 2011 Source Rodrigueset al (2012); Jessoula, Pavolini (2012).

**2009: Source Rodrigueset al (2012); for Italy: 2011Source own elaboration from: Istat (2014a); Istat (20L4b
***2009 : Source Rodriguest al (2012); for Italy: 2012Source Istat (2014c).

****x2009: Source Rodrigueset al (2012); for Italy: 2012Source own elaboration from: Istat (2014d); Istat (201.4b
Note for social home care and nursing home care gngésges cannot be added due to the fact that Hrepatentially

refer to the same beneficiaries (Jessoula and Pg\2012)

Another structural problem related to LTC in Itatpncerns the fragmentation and a lack of
coordination among the different levels of intertvem involved (Costa, 2013; Fargion, 2013). In

fact, LTC is delivered at three main levels. Thestfilevel consists of thdndennita di
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Accompagnament@ttendance Allowance, IdA), a flat cash transiaerZ015: € 508,55) regulated
by the central state and managed by the Natiosatuie for Social Security (INPS).

This benefit is granted to all persons with totadadility (regardless of income) and unable to
perform the basic activities of daily life withobelp. Originally introduced during the 1980s as a
support for disabled adults, the IdA has gradudbyeloped into a measure for elder dependent
people, given the progressive aging of the popadati

There are several critical issues concerning yp® tof support (ibidem). For instance, it is not
graduated in relation to care needs, and it cafrdsy used without any kind of public control.
Moreover, entirely lacking is coordination of thebAl with the home and residential care services
provided by regions and municipalities at localdleyn fact, although access to the IdA is managed
by medical commissions within the local health auties (Aziende sanitarie locgliASLs) (under
the responsibility of the regional administratignigis measure is not coordinated with the home
and residential care services provided by the ASLs.

Home care and residential care services constitetsecond level of LTC. They are (in addition to
hospital care services) under the responsibilitghef National Health Servic&é¢rvizio sanitario
nazionale SSN) and are managed by ASLs financed by regibreaugh the resources of the
National Health Fundqondo sanitario nazionaJé=-SN).

With a decree issued on 29 November 2001 (artidlel®v 289/2002) the central government
defined the essential levels of calieq]li essenziali di assistenz&EA) for the health care sector,

in which also home care and residential care sesvior dependent elder people were included.



Table 2 - Essential levels of care (LEA) for dependemtiderly people: type of services, % of costs cowst by the health care

sector and social services

Type of services % of costs hedltko of costs social services (municipalities
sector - SSN plus user’s copayment)
Home care| General and specialistic medicine 100 0
services Nursing care 100 0
Rehabilitative care 100 0
Personal care 50 50
Pharmaceutical care, prosthetic and 100 0
integrative
Semi-residential | Therapeutic care, recovery and 50 50
services maintenance of functional skills
Residential care | Care and functional recovery in 100 0
services intensive/extensive phases
Therapeutic care, recovery and 50 50
maintenance of functional skills

Source own summary based on decree 29 November 200dl¢e54, law 289/2002).

Table 2 summarizes for dependent elderly peoplendie type of services foreseen within the LEA
and the cost covered by the health sector and|ssenaces (the latter under the responsibility of
municipalities in which also user's copayment canapplied). These services range from health
services (like general and specialist medicinesingrcare etc) to personal care services in which
non-medical personals are involved. Regarding tistscin the case of home care, health services
are totally covered by the health care sector,evpdrsonal care services only half. For residential
care the costs are fully covered by the health sactor in cases characterized by greater intensity
and higher health needs (intensive and extensiwdjije for long term residential care,
municipalities and the dependent elderly peopleeored must bear half of the total cost.

As far as this latter aspect, in general termsntiteonal law does not provide specific indications
on how the costs attributed to the social sectostnbe divided between municipalities and
dependent elderly people, with the exception of itidicator which should be adopted for the
means-testing liidicatore della situazione economica equivalentéSEE, equivalent economic
situation indicator). However, as will be discussadsection Six, this aspect has been highly
debated over the last years. Consequently, lodabaties define users’ co-payment with marked
differences not only among regions, but also withiensame region.

Regarding this aspect, it is important to notica taw 328 of 2000 defined the essential levels als
for social services under the responsibilities afnmipalities (ivelli essenziali delle prestazioni

sociali), including support for costs in the case of laagn residential care for dependent elderly
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people. However, this measure, like the esserdigdl$ as a whole, was vaguely defined and not
supported by guaranteed resources (Leon and Pa\&fitd; Kazepovorthcoming.* Moreover, its
implementation was structurally undermined boththiy constitutional reform of 2001, which - in
the wake of a controversial federalism - allocateel exclusive competence for social services to
the regions, thereby creating a highly uncertagislative framework, and by the new center-right
government coalition - which took office after thational elections of May 2001 - which supported
retrenchment of the central state in the fieldanfial policies.

In this context, despite growing needs correlatél toth the aging of the population and changes
in family structure, a structural reform of LTC puyl has not been undertaken in Italy over the past
decade (Costa, 2013; Fargion, 2013). A minor exaeptas the introduction in 2007 of a national
fund with earmarked resources for LTC policies g tenter-left government. The purpose of the
fund was to finance essential levels for dependéddrly people in the social sector. However, in
this case too, the resources have not been guadaittesubsequent years, thus undermining the
impact of the initiativé.

In the wake of a substantial inertia at nationaklea bottom-up redefinition of the welfare model
has taken place over the years (Da Roit, 2010; Dia &d Sabatinelli, 2013). More specifically,
families have made increasing recourse to the fgrigare provided by migrant workers (commonly
called ‘badanti’). Several factors operating affetént levels seem to have supported this trend
(Simonazzi, 2009; Costa, 2013; Da Roit and Sab&ti@®13): the presence of a vast, and widely
socially and politically accepted, grey market, ethmade affordable the costs for private care to
many lower and middle class families; the speafiaracteristics of the Italian welfare system, in
particular the imbalance toward cash benefits Ardekistence of the IdA which transfers resources
to Italian families without any kind of control;nfancial constraints which have hindered an
expansion of the LTC public coverage coupled algb difficulties in reforming the IdA, due to
the vetoes expressed in particular by organizationpeople with disabilities and pensioners’ trade
unions worried about a potential risk of retrenchimkehind the proposals of reform the IdA.
Moreover, as we will see in the next sections, #igorole of regions and municipalities within the
specific system of multi-level governance of thed_3eems to be crucial.

3. Multi-level governance and social policies: sornasiderations starting from the literature

! Law 328/00 introduced a national fund to finariwe €ssential levels for the social sector. Howether resources allocated to this
fund are fixed yearly by the central governmentisTimplies that there is no certainty of resourd@ser the past decade, the
resources have decreased from one billion eur@804 to less than 300 million euros in 2014 .

2 The resources increased to 400 million euros itD2¢hen decreased to zero in 2012 due to austesgsures. In 2014 the fund
was allocated 340 million euros: an amount stitiMamited compared with the sum required to caver potential need.
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Over the last decades, welfare states have beeatedf by several processes of changes. Among
these changes an increasing territorial reorganizaff social policies has taken place both upward,
with the increasing role of supra-national instdos, and downward with an increased role of
regions and municipalities in regulatory terms (Eex, 2005; Kazepov, 2010). This process,
coupled with a multiplication of actors involvea¢luded private actors), has implied an increasing
complex scenario of multi-level governance in desig, managing and implementing social
policies (Kazepov, 2010).

Regarding this process, and limiting our focus oftdy the increasing role of regions and
municipalities, the literature has pointed out bptsitive and negative aspects (ibidem). On the
one hand, the shift of responsibilities and reguiapower to sub-national levels of government can
favor a development of social policies better cgpomding to territorial needs. Moreover,
embedded in specific political strategies aimedinrease political legitimization, also policy
innovation can be stimulated with a positive sp#éiotowards other territorial levels of government
(Bonoli and Champion, 2014).

Conversely, negative aspects regard in particulareased institutional fragmentation, potential
overlapping of responsibilities and increased flugieneity of social programs which can undermine
a minimum standard of social citizenship in a nadlocontext (Kazepov, 2010). However it is
important to notice that these potential negativee@mes are not to be taken for granted. In fact
multi-level systems characterized by forms of ‘watis layering” can take place, like for instance in
the case of the Nordic countries, where a cleaibation of responsibilities and resources among
the different territorial levels of government ingd a minimization of overlaps and inter-
governmental conflicts (Aguilar Hendrickson and &atelli 2014). On the contrary, in particular in
the case of Southern European countries, a soflvioious layering” seems to take place,
characterized by chaotic and not clearly framedrrtstitutional relations (ibidem).

Finally, it's important to notice that also in antext of increasing budgetary constraints and
permanent austerity the impact of a multi-leveltsys can be controversial. In fact, on the one
hand, it can imply a limit for retrenchment proeassiue to the presence of different veto points
(Costa-Font, 2010). At the same time a multi-lesydtem can also stimulate the spread of blame
avoiding strategies (ibidem), based on the trartsf@nother level of government of the blame for
unpopular policies (Ferrera, 2005). In this casecewe mention a specific institutional mechanism:
“cost shifting” (Bonoli and Champion, 2014). Thisahanism can be performed both “within the
rules”, i.e. using the degree of freedom allowethinia given institutional structure, or “changing
the rules” (ibidem). In the first case Bonoli andaipion (2014) mention, for instance, the case of

able-bodied social assistance beneficiaries, whrehcovered by local scheme, but are shifted by
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municipalities toward the unemployment insuranceéeurithe responsibility of the federal state. The
mechanism adopted is based on the provision of desmyp jobs which allow to beneficiaries of
social assistance to collect sufficient contribngian order to apply for unemployment benefit
(regarding this process see also Kazepov (2002) smiggested the concept of “institutional ping-
pong). In the second case, instead, the transfeepéficiaries between different programs takes
place due to, for instance, stricter access aitfEn claiming a specific support which implies the
shift to another programs under the responsiboitya different territorial level of government
(Bonoli and Champion, 2014).

4. Multi-level governance and intergovernmental redas in the reforms of LTC policies

As we have seen regarding Italy, in the LTC pofieyd we have a complex system of multi-level
governance in which, from an institutional pointwoéw, different territorial levels of government
are involved, ranging from the central state, tgioes and municipalities. Moreover this
complexity is increased also by the fact that déife regulatory systems are involved, referring on
the one hand to health services, which are basedumriversalistic structure and, on the other hand,
to social services which are provided by municipedi and strongly affected by discretion and
budgetary constraints. Also in the other Europeamtries we have this complex scenario (Lewis,
2001; Costa-Font, 2010; Ranci and Pavolini, 20H&nce, in order to analyze the trajectories of
change of LTC over the last two decades, the ¢eimt multi-level governance and
intergovernmental relations seem to be a crucialyéical dimension.

In general terms it's important to notice that @rtpcular during the Nineties - but in some case
already during the Eighties - in a context of graymeeds and increased budgetary constraints, a
central concern for many European countries has bee financial impact of LTC. In particular,
the rising demand of care had put pressure onheg#items, stimulating a significant increase of
health expenditure (Ranci and Pavolini, 2013).rteo to tackle this process, a central strategy has
been an increasing shift of part of long term cdeten health systems to social services and
households. This process has taken place throdighedit institutional mechanisms. For instance, a
progressive reduction of the length of stay in lasgoupled with the identification of stricter
criteria for hospital admission for dependent didpeople aimed to move them to nursing homes;
a re-definition of the health and social care ba@mdegarding the financial coverage, in particular

of residential care coupled with the support fog 8hift of long term care from (more costly)



residential care toward (less costly) home carerf@hning and Means, 2004; Da Roit 2010; Ranci
and Pavolini, 2013).

This increasing shift of long term costs from thealth system to social services has had a
significant impact also in terms of territorial ridével governance and intergovernmental
relations. In fact, this process has implied the burden and the financial pressure for LTC
services has been progressively shifted from timtrakregional levels of government, which are
responsible for health systems, to municipalitiesponsible for social services. Moreover, for
dependent elderly people this process has impl&ufafrom a specific regulative system, like the
health care sector (based on universalistic orramie systems), to the social sector, mainly
characterized by residualism, higher discretiopalitd extensive user’s copayment.

As a consequence of this increasing financial piressn the social sector, in particular in the
European countries in which at the beginning ofNineeties the LTC system was still residual and
less developed (like for instance Germany and Farocal authorities have pressed for national
reforms aimed to introduce new LTC schemes at émgral level (Da Roit and Sabatinelli 2013;
Ranci and Pavolini, 2013). In particular, in theseaf Germany, the adoption in the mid 90s of a
new LTC insurance scheme has been largely baspdessure from local authorities (Alber, 1995)
and also favored both by a specific structure ¢érgovernmental relations (in which specific
institutional tools to exert pressure on the fedg@ernment and compose intergovernmental
conflicts are foreseen) and by a specific pattériinancial federalism (based on a revenue sharing
system) which has supported a sharing of fiscablpras (Cambell and Morgan, 2005).

5. Intergovernmental relations and (missed) LTC’s mefoin Italy: the role of regions and

municipalities

Among the countries characterized by a residual famginented LTC system, ltaly is the only

national case in which a structural reform of tHECLsystem has not been implemented (Costa,
2013; Ranci and Pavolini, 2013). It's importantrtotice that starting from the Nineties several

reform proposals were advanced. In particular,9871 the so called “Commissione Onofri”, set up

by the center-left government in order to reforneilthe social protection system, suggested to
introduce a specific national fund aimed to supmependent people, through a structural re-
organization of schemes and resources already mgpiged in this sector, starting from the IdA

(Costa, 2013).



Moreover, as we have seen in section Two, in 20@0im 2001 the central government has defined
the essential levels of care both for the healtle sactor and for the social sector, in which also
home care and residential care services for depemdiderly people have been included. However,
a rather vague definition coupled with the absewicspecific earmarked funds have undermined
their implementation. In addition, the constitumeform in 2001 (which allocated the exclusive
competence for social policies to the Regions)iheseased the uncertainty and fragmentation of
the institutional framework, thus hindering anyeatpt of welfare innovation and institutional
reform (Gabriele and Tediosi, 2014). Hence a grgwiecourse to the private care provided by
migrant women, often irregular and working in thieygmarket, has taken place (see section Three).
As we have seen above, the factors behind thisepsoare various and taking place at different
levels. Moreover several authors have pointedlmaittdlso the role of regions and municipalities, in
the frame of the specific system of intergovernrakenglations is relevant. Nevertheless, studies
regarding this aspect delineate a controversialipgc

In fact, on the one hand, it emerges a certaintipesiole of sub-national levels of government. In
the wake of the institutional inertia at the na#ibrievel, regions and municipalities have
implemented new schemes and interventions whicte hiagreased the elderly care coverage
(Costa, 2013; Leon and Pavolini, 2014). These meashave had also an important spill-over
effect: for instance, the National fund for longntecare introduced in 2007 at the national leves wa
also stimulated and inspired by a series of simildiatives first developed in some lItalian region
(Arlotti, 2009).

On the other hand, some studies have pointed sottla¢ fact that, differently from other countries,
regions and municipalities have not pressed farcttral reform, supporting a market shift solution
(Da Roit and Sabatinelli, 2013). In fact the indi@nalization of the migrant care model has been
supported also by regional and local policies airteedjualify and regularize this specific care
market, like for instance cash measures for hiancare worker with a regular contract, training
courses for migrant workers and specific initiasite math care supply and demand (Da Roit and
Sabatinelli 2013; Da Roit et al. 2013).

Moreover, regarding intergovernmental relation®csfcs institutional and financial factors seem
to have been relevant. Firstly the capacity of aegiand municipalities to exert pressure on the
central state is partly limited by the fact thatnfi@al bodies in which intergovernmental relations

take place (the so calle@onferenza Stato-Regigr@onferenza Unificafahave a low institutional
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profile®, and are ineffective in solving intergovernmertahflicts' (Barberis, 2010; Da Roit and
Sabatinelli 2013; Kazepderthcoming.

Further from a financial point of view there arsabther important aspects which seem to have
limited the pressure from sub-national levels ofeyoment. The first regards the role played by the
IdA. In fact the inertial expansion of this univalistic scheme - introduced since the 1980s for
disabled people, which has covered an increasingbeu of dependent elderly people - has
substantially mitigated the need for institutionsfiorm (Costa, 2013; Ranci and Pavolini, 2013). In
particular it's important to notice that the spexciieature of the IdA, funded by central resources
which are managed - in terms of application’s assest - by local health authorities under the
responsibilities of regions, has created a pervieixsentive to increase the number of beneficiaries
(Gori, 2012). Thus, we can say that the expansiobeaeficiaries has constituted for regions a
strategic lever to mitigate the financial pressamehealth care systems due to the growing needs of
dependent elderly people. Moreover, regions haveressed for structural reform of the LTC also
because in the bargaining with the central stdte,priority is generally to safeguard (or try to
increase) the resources for health budgets, dtleettact that these costs cover generally more than
2/3 of the regional budget (Gori 2012).

Finally, another critical aspect regards also tistributional conflict along the territorial North-
South cleavage which has hindered the implementatidhe essential levels of care in the social
sector (Gori 2012; Gabriele and Tediosi, 2014¥ab, this process would imply a re-distribution of
resources in which southern municipalities coulcaieantaged, due to a lower level of services in
the South of Italy (ibidem). But this scenario hast encountered the favor of Northern
municipalities. Thus the implementation of the esis¢ levels of care in the social sector has been
stalled.

6. Intergovernmental relations and cost-shifting: @gs, municipalities and ... dependent elderly
people/families

As we have seen in the previous section, despienttreasing needs of dependent elderly people
and a residual LTC model, regions and municipalitiave not exerted pressure for a structural

reform of LTC policy field in Italy. As pointed outy the literature, a crucial role has been played

% These conferences are not foreseen by the Coiwstititence they depend by the State; moreover ¢oisions taken have not a
clear legal value.

*It's not by chance that after the constitutiondmm in 2001 these conflicts have risen expondgtehd they have been regulated
mainly by the Constitutional Court, in the absenca pblitical composition (Righettini and Arlotti, @9; Barberis, 2010).
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by the IdA, which has mitigated the need for st reform, coupled with several criticalities
regarding the system of intergovernmental relatises above).

In the following two sections, we further investigathis aspect, adding a complementary
hypothesis. More specifically we suggest that negi@nd local authorities have not exerted
pressure for a structural reform of LTC because the@ve adopted a strategy of “cost-shifting”
within the rules (Bonoli and Champion, 2014) ainbeananage the rising costs for LTC correlated
to the increasing needs of dependent elderly petiplhe case of regions this strategy is based on
the transfer of health costs over the social setihgtead, for municipalities, this strategy is dxhs
on an extended implementation of user’s (relativspayment, in particular for residential care
services. However it's important to notice thatséngrocesses have been sanctioned by several
judicial rulings because contrasting with natiolaays defined by central state. Thus the process of

cost-shifting tends to be a very controversial sratt

The transfer of health costs over the social sector

As we have seen in section Two, home care seracdgesidential services for dependent elderly
people are foreseen by the LEA for the health sactor. These services must be guaranteed by the
SSN and, as regards their costs, covered in Erttgl the social sector (users and municipalities).
However, in many cases, in contrast with the LE these services are not guaranteed by ASLs.
Thus waiting list systems are implemented. More@lso health costs are not entirely covered by
ASLs but are in part shifted onto the social cageta and families. Even though, in the Italian
case, territorial variation in health servicesnsceal, due to a clear North-South divide in theele
and quality of healthcare (OECD 2014; Vicareliarthcoming, this process tends to be a
nationwide phenomenon which affects all areas efcthuntry. In order to analyze this process, here
follows a discussion of some regional administragiovhich usually perform comparatively well in
healthcare delivery.

In the case of Lombardy in the north of Italy (tb@untry’s largest region, with more than nine
million inhabitants) several studies have shown imahe case of residential long-term care, where
the SSN must cover half of the total cost (see @ap) the coverage rate is instead lower: between
40 and 44 per cent (Guerrini, 2010; Tidoli, 2018gnce shifted onto the social care sector and
families with dependent elderly members are costéchware the responsibility of the SSN.
Consequently, co-payment for residential care sesvisignificantly increases, so that for many

families recourse to this type of service is veiffiailt or even impossible.
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Also in another region, the Marche (1.5 million afitants in central Italy), a structural problem
affects the coverage of health costs. In factrésidential long-term care, the region implemented
the LEA law in the early 2000s: a total daily cos66 euros (based on 100 minutes of daily care
for nursing and personal care) was defined, wiiD er cent division between the health system
and the social care sector (co-payment includedyevyer, for many years this division has not
been guaranteed to all dependent elderly peoptesilential long-term care (Ragaini, 2013). In
2012, for instance, approximately one third of @atis paid a daily charge higher than the 50 per
cent division of the total daily cost (in some @s®en more than 70 per cent of the total daily
cost).

This shift of health costs onto the social carameand families with dependent elderly members
also emerges from analysis of several court rulimgeh have addressed this issue. For instance,
according to sentence 1584/2010 issued by the malgexdministrative court (TAR) of Milan, the
shift of health costs regards not only, as saiulg{term residential care services but also thosesca
of particular care intensity that, according to theA law, should be entirely covered by the SSN
(see Table 2). More specifically, the TAR sentecmecerned the case of an elderly patient afflicted
by a degenerative disease, in a coma vigil, anth wiimarily healthcare needs (for instance:
artificial nutrition, catheter, treatment and pnetren of decubitus and so on). The woman was in a
residential care facility, and for many years, helatives had entirely covered the daily costs
whereas, according to the LEA law, the respongybilvas of the SSN. Similarly, in 2012 an
important sentence by the Supreme Court (no. 4688) that elderly people severely affected by
Alzheimer’'s disease have predominantly healthcareds. In this case, therefore, the costs of
residential care services must be entirely coverethe SSN, given the high intensity of the care
needs. Also in this case, the relatives had forynyaars borne the costs of the elderly person’s car
in a residential institution managed by a munidgtgalvhereas, as stated by the Supreme Court, the
responsibility was entirely the SSN’s.

Finally, it's important to notice that the transfefr health costs over the social sector in contrast
with the LEA law has been contested also by mualitips. As declared recently by Federsanita-
ANCI, an important association representing muiliiigs within the SSN, in many cases persons
with health needs and requiring LTC are dischargedroperly on municipalities. Hence the
services foreseen for LTC by the LEA law for thealtle care sector are financially covered by
municipalities and people in need and not by thél SBedersanita-ANCI 2014). Moreover,
according to the last “Pact for Health 2014-2016gned by the central state and regions in July
2014 (which has defined also an agreement regardsmurces allocated to the FSN) the resources

for LTC services might be limited according budggteonstraints. This implies that the transfer of
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health costs over the social sector is substapttalihfirmed and that, also in this case, the region
have tried to safeguard - within the bargaininghvtite central state - firstly the resources alieda
to acute disease care which play a central rotbenconcentration of health expenditure managed

by regions through the ASLs.

Local authorities and users’ (relatives’) copayméat residential care: a highly controversial

matter

In the previous paragraph we have seen how Itaégions have tackled in many cases (and also
currently) the rising costs for LTC needs througbuastantial shift of health costs over the social
sector. Thus a large part of the financial burdanTC has been shifted to municipalities which
are responsible for the social sector. At the same local authorities have adopted an additional
mechanism of cost-shifting, based on users’ (redat) copayment for eldercare services. That is in
particular the case of residential care servicdschvare more relevant in financial terms (Fargion
2013).

For this type of service, we have mentioned inisecfwo that national law does not provide
specific indications regarding how the costs attiel to the social care sector must be divided
between municipalities and dependent elderly pedpie only exception regards the indicator that
should be adopted for the means-testing: the ISEHicatore della situazione economica
equivalente- equivalent economic situation indicator. Thigligator, introduced at the end of
Nineties by the central government with governmledézrees 109/1998 and 130/00, included in
the framework law 328 of 2000 (art. 25) on socligies (see section Two), is aimed to assess the
economic situation of the families requiring sodianefits (both national or local) or subsidized
care services. It takes into account: taxable irgomal estate values and financial values (in both
cases with specific deductions); rent costs; tleeifip characteristics of the family (accordingato
equivalence scale). Moreover, as stated by govertahdecree 130/00, an additional decree should
have been introduced, according to which for desabhnd dependent elderly people only the
economic situation of the person requiring supgartd not of the family as whole) should be
considered. This implies a sort of “individual” nmsatest. However this additional decree has never
been implemented.

Hence in this institutional context, worsened ddgathe regionalization of competences for social
policies to regions in 2001, municipalities have adopted the ISEE for defining social costs

attributed to dependent elderly people in caseesidential care. In fact they have continued to
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consider not the “individual” economic conditionutbthat of the family as whole, requiring
payment from relatives well beyond the nuclear fan{i.e including also not cohabitating
child(ren) on the basis of article 433 of the HaliCivil Code, which defines extensively the
relatives obliged to provide support in case ofdh@éaldini, 2003).

However, over the years, several court rulings hasedemned as illegitimate this type of
municipal regulations (Gioncada et al. 2011). Mepecifically, the administrative courts have
affirmed in many cases that the Civil Code regglagations among private citizens and cannot be
considered by the public administration. Consedugtite support foreseen by article 433 can be
requested only by the subject in need (ibidem).tl@nother hand, the administrative courts have
affirmed that the assessment based on an "indiVidBRE in the case of disabled and dependent
elderly people, was to be implemented, despite abgence of a further governmental decree
(ibidem).

In fact, according to sentence no. 4003/2008 issyethe regional administrative court of Milan,
the lacking of this additional governmental decveses also a responsibility of municipalities. In
March 2004, within theConferenza unificatgsee above), the central government advanced a
proposal in which the implementation of the indivadl ISEE in case of disabled and dependent was
foreseen. But the associations representing mualitgs were opposed to it because too much
expensive for local budgets. Hence the governmeletalee was stopped (Gioncada et al. 2011).

In the wake of an increasing number of court ridinghich have condemned municipalities for
illegitimate regulations in the definition of usertopayment for residential care, municipalities
have exerted pressure on the central governmearter to approve a decree aimed to “legitimize”
these municipal regulations (Anci-Lombardia, 20I0his request has been substantially received
by the central government within the general refafithe ISEE approved in December 2013. In
fact, according to this reform, in case of resid@mare for dependent elderly people, the new ISEE
considers the economic condition of the family plus case of need, also not cohabitating
child(ren) (Toso, 2014). Thus an extensive userdafives’) copayment seems now fully
legitimate, even though remains unclear the comtbingact with the Civil Code, according to
which in case of need, as mentioned above, theostuippthe relatives can be requested only by the

subject in need and not by the public administratio

7. Conclusions

This paper has analyzed the role of regions andaipatities in the multilevel governance of LTC

for dependent elderly people, focusing on thedtatiase.
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The main features of the LTC in Italy are residsmliand institutional fragmentation. Moreover,
over the last decade, a growing privatization akdaas taken place in the wake of a structural
consolidation of a (largely gray) private marketaafre. This trend has been driven by various
factors, including the inertial expansion of thé ldhe lacking of institutional reforms, financial
constraints.

In a different way from other European countriesgions and municipalities have not exerted
pressure for a structural reform of LTC policy ieFrom an explanatory point of view, in addition
to consolidated hypothesis on this issue, we h@augsed that a crucial mechanism through which
sub-national levels of government have faced irgingalL TC costs, is “cost-shifting” (Bonoli and
Champion, 2014). This mechanism has taken placeenne hand through the shift of health costs
(under the responsibilities of regions) onto theiaocare sector (under the responsibilities of
municipalities) and dependent elderly people; om dther hand through extensive co-payment
requested to dependent elderly people and theativet by municipalities in particular for
residential care. In both cases these processesptake in a very controversial manner, because
contrasting with national law as ruled by sevemalrt sentences.

Among the factors behind these processes, finapoidtraints and institutional criticalities have
played a crucial role. Focusing on the shift ofltheeosts onto the social care sector, it is imgoairt

to notice that the structural imbalances within sloeial expenditure, due to the great amount of
resources still absorbed by the pension systeraQir2: 59.25% of total expenditure, while for EU-
15: 44.09%) coupled with financial constraints due to the hiigre of public debt, have severely
restricted also the expansion of the health experediwhich remains well below other European
countries (namely France and Germany) (OECD, 20&4ddition, a rather vague definition of the
LEA for dependent elderly people by the Centratestadue to the lacking of specific standard
regarding coverage rate, care professionals, aadalisence of a specific LTC earmarked fund
within the FSN - has left regions and ASLs with gichargins of discretion in the implementation
phase which have negatively affected the developofddl C services.

Moreover, in a context of increasing needs and btaty constraints, the structural trait of
“vicious” layering (Aguilar Hendrickson and Sabatiin 2014) which characterizes the multi-level
governance of the LTC in ltaly, has strongly stiatetl blame avoiding strategies and cost-shifting
among the state, regions and municipalities, dubedact that several interventions and different
territorial levels of government are involved withoa clear allocation and coordination of

responsibilities and resources.

5 Source http://ec.europa.eu/eurostat/data/database. Bataved: January 2015.
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The final (negative) result is the reproduction @fLTC model characterized by structural
criticalities, which regard the inadequate coverafi¢ghe needs of dependent elderly people, the
reproduction of gender and social inequalities, wuthe central role played by the family (and of
women in the families) and intergenerational solidss in a context ofpassive subsidiarity
(Kazepov, 2010), and also the long term sustaiitalil the wake of profound changes which are
affecting (and will affect) in the Italian sociebpth the socio-demographic dimension and socio-

economic one.
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