
Introduction
Guest Editorial

Sarah Spencer

Published online: 24 December 2010
# Springer Science+Business Media B.V. 2010

The articles in this special issue all throw light, from different perspectives, on a
dimension of ageing societies which has hitherto received surprisingly little
attention: the reliance on migrants to meet the growing demand for care services.

Drawing on findings from empirical research conducted in four countries in
2007–2009, they explore questions that should be of concern to scholars and policy
makers in equal measure: the nature and likely scale of demand for migrants to
provide direct care services, the ways in which that demand is shaped by the
structure and funding of care provision, and the implications of the employment of
migrants for the quality of care, and for employers, older people, and migrants
themselves. Remarkably, despite significant differences in the structure and
resourcing of care provision and in migration policies across the four countries
concerned—the UK, Ireland, the USA and Canada—clear themes emerge in relation
to demand and to the challenges it brings.

Before reviewing those themes, a word on terminology. First, the authors use
‘migrant’ or ‘immigrant’ to refer, in the case of the UK and the US, to the foreign
born; often to those who have relatively recently arrived but not necessarily so.
Where the data on migrants available to the authors refers not to country of birth but
to nationality, as in Ireland and Canada, the terms migrant and immigrant refer to
those who are ‘foreign’; that is, to carers who do not hold the nationality of the
country in which they are working. ‘Immigrant’ may seem to the reader to have
stronger connotations of long term residence than ‘migrant’, and this is the case in
the Canadian usage; but temporary or permanent residence should not be assumed:
the authors use the term most commonly used in the country on which they are
writing, and the migrants’ long term intentions, and whether they have a right to
remain, will differ.

Second, the articles use different terms to refer to the care staff who are the focus
of the research on which they report: ‘direct care’ providers in the US (as distinct
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from professional staff); ‘care workers’ in the UK and Ireland (including, if
specified, both registered nurses and care assistants) and ‘care workers’ in the
programme that is the focus of the Canadian article. In each case, the focus is on
staff who provide personal care services to older people. Each article makes clear
whether it is discussing institutional and, or, home care.

The project on which the articles draw was initiated by two multi-disciplinary
migration research centres, the Centre on Migration, Policy and Society at the
University of Oxford (COMPAS), and the Institute for the Study of International
Migration (ISIM) at Georgetown, Washington. Its strength, however, was in then
drawing on experts in the fields of ageing and in public health: at the Irish Centre for
Social Gerontology, National University of Ireland, Galway; the Institute of Ageing,
University of Oxford; and the Faculty of Health Sciences at the University of
Ottawa. The authors draw on the literature from these complementary fields and can
reflect an understanding of the sometimes conflicting demands in their respective
policy fields, in the analysis they present. Their evidence comes from national data
sets, surveys of care providers, qualitative interviews with providers and with
migrant care workers, and from focus groups with older people.

The context for each article is an ageing society, albeit ageing at different rates: in
Ireland, for instance, just 11% of the population was over 65 years in 2006,
compared to an EU 27 average of 16.8% in that year; in Canada 13.7% were over 65
(2006). In all four countries the older old population (aged 80 and over), with the
highest care needs, is projected to double over the next 20–25 years, with significant
implications for the demand for long-term care services.

In This Special Issue

In ‘Marginalised Care: Migrant Workers Caring for Older People in Ireland’, Walsh
and O’Shea draw on evidence from older people, migrant carers and employers in
residential and community care to develop an understanding of migrant worker care
provision within a fragmented and marginalised ageing sector in Ireland.
Traditionally a country of emigration, Ireland has seen a volte-face in little more
than a decade to a population in which 10% is foreign nationals (2006): a multi-
cultural society but perhaps more so, the authors suggest, in population structure
than in philosophy; and, significantly, not among the predominantly white, catholic,
older population. The percentage of migrant workers in health and social care is now
on a par with, or greater than, Ireland’s international counterparts—and growing, a
dependence which raises questions for strategic planning of older adult care services,
the remit and coordination of regulatory structures, the management of a
multicultural labour force and the protection of the two vulnerable groups at the
centre of the care relationship: migrants and older people. Walsh and O’Shea set
their findings in the context of recent international and Irish literature on the age care
sector and on labour migrants, noting how little data and analysis has hitherto been
available on low skilled migrants working in the care sector. Their new evidence
enables us to understand the particular issues raised by the employment of migrant
workers, and the experiences of the migrants themselves, as framed or exacerbated
by the deficiencies of a marginalised care sector—for which remedies can be found
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only in a collaborative strategy embracing older adult care and migrant workers: ‘it
is impossible to separate the experiences of migrant care workers from that of the
older people that they care for’.

In ‘Ageing, Demand for Care and the Role of Migrant Care Workers in the UK’,
Cangiano and Shutes explore the characteristics of the UK social care system that
shape demand for predominantly female migrant labour and shape care users’ and
care workers’ experiences of the quality of provision. Drawing on analysis of the
Labour Force Survey, their own survey of more than 500 providers of residential and
home care, as well as on interviews with migrant workers and focus groups with
older people, they find structural characteristics of the care system—the under-
funding of social care and interrelated workforce shortages—largely responsible for
the reliance on migrant workers among social care providers. Significant
implications of the employment of migrant workers for workforce inequalities and
for the quality of care are identified, the authors arguing that improvements in
working conditions in the sector for all care workers and improvements in the
quality of care are related issues. Cangiano and Shutes discuss their findings with an
eye to the tensions between the recruitment challenges faced by providers and a
restrictive immigration system focusing on formal skills and providing few avenues
for non-EU labour migrants to take up jobs in (and make progress within) the social
care labour market.

In ‘Ageing and Care Giving in America: Policy Contexts and the Immigrant
Workforce’, Lowell, Martin and Stone focus on the current and likely scale of
demand for migrant workers in long term care, exploring the factors that influence
demand and the impact of the complex system of immigration controls through
which a diverse workforce, directly or indirectly, reaches this sector of employment.
The authors show how the changing structure and financing of care provision,
including a bias in Medicaid ‘safety-net’ funding towards nursing home care (now
being rebalanced towards home and community based care in some States), is
shaping demand for care workers in different settings. They cite evidence of
shortages of staff in the ‘long-term care system’ and review the wide range of factors
that determine the success or failure of efforts to recruit. The US has no legal entry
channel through which low skilled migrants can enter to work in the care sector;
hence they are more likely to have entered for family reunification or as refugees; or
even as unauthorized workers. Drawing on original analysis of US Census data (over
5 years from 2003 to 2007), the article provides us with a detailed demographic
picture of the foreign born staff working in long term care: one in four of home
health aids and one in five of nursing and psychiatric aides, contrasting their findings
with the profile of foreign born professionals working in the sector.

In ‘Canada’s Live-In Caregiver Program: Is it an answer to the growing demand
for elderly care?’, Bourgeault, Parpia and Atanackovic take a different approach,
focusing on one significant means through which migrant carers are secured for
older adult care: the Live-In Caregiver Program (LCP). In contrast to the temporary
workers recruited from abroad for the UK’s care sector, and the family members,
refugees and students on whom the UK, US and Irish systems otherwise variously
rely, this unique programme recruits migrants from abroad but with the promise of
long term Canadian residence if they work for at least 24 out of 36 months as a care
worker in the home of the client who has sponsored their immigration. Drawing in

Introduction 9



part on interviews with 19 care workers who came through the LCP to work with
older people, the authors show the significant potential of this programme to meet
the needs and preferences of older people for home care—nearly 7,000 migrants
entering Canada through the LCP in 2007 alone. Nevertheless there are significant
challenges in the operation of the programme which require it to be customised if
that potential is to be met. While earlier studies have identified problems within the
programme, this was the first study to focus exclusively on the growing number of
carers working with older people.

Marginalised Care System

It is evident from each of the four contributions that the context for the demand for
migrant workers in each case is a marginalised care system: under-resourced (reliant
on public funds topped up by personal funding) and of low political priority relative
to other services. Hence there is little prospect of a step change in public funding in
order to address the low pay and working conditions that lie behind recruitment
difficulties and high vacancy rates in the sector. Walsh and O’Shea, for instance,
note serious concerns reported in Ireland on the quality of institutional care related to
staffing ratios, training, career pathways, resident autonomy, and level of
rehabilitative and ancillary care services, with some notable incidences of neglect
and abuse in recent cases. They argue that the underlying problems in the sector in
regard to funding, prioritisation and regulation, pose serious challenges to the
realisation of person centred care and that the impact of migrant care workers on the
quality of care can rarely be understood in isolation from these sector wide concerns.
In the UK it is, as Cangiano and Shutes argue, the conditions in the care sector
which shape demand for migrant care workers and, simultaneously, constraints on
the quality of care. The recruitment of migrant workers is a symptom of the chronic
difficulties facing the sector in the recruitment and retention of care workers, related
to the low wages and low status of care work. The contribution of migrants
ameliorates the shortage of staff but does not resolve the underlying causes of the
recruitment difficulties.

Lowell et al., writing on the US, cite earlier studies that have found a status
hierarchy among care institutions and within medically defined specialties—a
‘pecking order’ reflected in social divisions among staff across social class, gender,
race and now immigration status, in turn reinforcing the hierarchy within the sector.
Bourgeault et al. equally find race and gender hierarchies underpin the role which
live-in caregivers are playing in the Canadian system.

In each country we see the same trend in policy and practice from institutional
care to care within the older person’s home, in line with the preferences of older
people to remain in their own homes but heavily reliant on family and on under
resourced community services. Canada’s Live-In Caregiver Program, established in
1992 (not only for older clients), is unique in being designed to meet the particular
needs of those who need live-in care.

Systems of regulation of care standards in institutional care differ (and are seen to
be inadequate to address concerns identified), but are minimal or not present in
relation to home care; so that at the very time that there are concerns to improve the

10 S. Spencer



quality of care there is a shift in provision to a domain in which that goal is, in
respect of regulation, more difficult to achieve. Lowell et al. nevertheless see a
window of opportunity in government funding for homecare, creating the potential
to regulate job certification requirements and wage guidelines that can improve
working conditions.

Reliance on Migrant Workers

Against this background we find the high and growing reliance on migrant care
workers: 31.6% of all care workers surveyed in Ireland were foreign nationals
compared to 15% in Ireland’s overall labour force, for instance, with the highest
proportion of them in home care and the lowest in public long stay facilities. More
than a fifth of direct care givers in the United States were found to be foreign born,
concentrated in the inner cities that are also home to the greatest numbers of
America’s elderly population. While in the UK the foreign born comprised 19% of
care workers working with older people overall, they accounted for no less than 28%
of those recruited in 2007.

Among migrants working in the sector, we see differing patterns in the source
countries. India and the Philippines are the primary sources of nurses in the care
sector in Ireland, while Poland and the Philippines are the top source of migrant care
assistants (as in the UK, followed by Zimbabwe); in contrast to the US’ heavy
reliance for its direct care workers on the Caribbean, Mexico and Central America.
With the exception of the Canadian scheme to recruit live in care workers (principle
source countries the Philippines, UK, Slovakia and Jamaica in1996–2006), and a
channel to enter the UK as a ‘senior care worker’, a striking finding of these studies
is that most migrant care workers are recruited in-country having come through non-
work channels of entry: as family members or refugees, and as students in the UK.
While the tension in policy debate focuses on whether to allow employers to recruit
nurses and care workers from abroad or to restrict access in order to encourage
recruitment from the local labour market, these findings highlight the significance of
restrictions on other entry channels for the supply of migrant workers to the care
sector. Lowell et al. argue that this indirect route into care work, coupled with lack of
research on migrants within the sector, means that we still know very little about the
migrants who do this work and their motivations for doing so.

An advantage of the Canadian programme and of the UK senior care worker entry
channel is the capacity to specify the minimum qualification and experience required
to qualify for entry. In practice, however, the threshold can be no more than the
market can afford. The requirements are indeed modest but Bourgeault et al. note
that, as the education and capital requirements of Canada’s other entry channels
effectively do not permit many women to enter other than as dependants, the LCP is
one of the few ways in which women who have relatively little social or economic
capital can enter and take up residence in the country.

A key difference in the UK and Ireland from the experience in the US and Canada
has been the free movement allowed to workers from an enlarged European Union
since 2004, enabling employers to access a significant new source of recruits, in
practice often educated young people, but also requiring employers to give
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preference in hiring to EU citizens over other migrants. Walsh and O’Shea found
some employers, while benefiting from this increase in supply, critical of the
requirement to favour EU nationals, arguing that they were thus not always able to
hire the best person for the job.

Within each of the four countries we learn that among the care workers are
migrants whose immigration status is irregular: who came to the country without
permission (most commonly in the US) or who entered the country legally but
overstayed their visa (as in Ireland and the UK). Only in the case of the US do we
have data: one fifth of migrant direct care workers are estimated to be irregular, a
slightly lower percentage than among migrant workers as a whole, but not
insignificant. Irregular status brings additional vulnerability for the migrant, and
potentially for the older person. Employers report some concern that they will fall
foul of penalties for employing migrants who do not have permission to work, and
broader concerns with the effect of the operation of immigration controls on
recruitment and hence service delivery: from delays in visa processing and uncertain
application criteria to the sheer time taken to complete the necessary paperwork;
concerns mirrored in the experiences of migrant workers.

Employers say they recruit migrants because they cannot get sufficient staff from
the resident labour market. Recruitment of nursing staff to work in care settings is
reported by employers in the UK, Ireland and the US to be a challenge. Almost 80%
of Irish employers surveyed reported difficulty recruiting Irish registered nurses
(considerably more than in the UK), and 44% in recruiting Irish care assistants, a
difficulty they attribute to low pay (close to the minimum wage in Ireland and the
UK) and the low status attached to the work. This in turn affects staff morale and
employee turnover. Walsh and O’Shea, and Cangiano and Shutes, find better pay
and conditions in the public sector and lower reliance on migrant workers.

Employers recruiting migrant workers in the UK and Ireland also speak highly of
their ‘work ethic’, referring to reliability, low absenteeism and sick leave and to a
willingness to work full time and shift hours. Walsh and Shea, and Cangiano and
Shutes, on the basis of their interviews with migrant workers and earlier literature in
the field, nevertheless question the voluntary basis of ‘work ethic’, finding that it can
be the product of feelings of obligation and lack of choice on the part of the
employee with whom the employer has ‘power advantage’.

Quality of Care

A key question is the implications of employing migrant carers for the quality of
care. We learn that more than 30% of employers in Ireland and the UK report that
employing foreign carers had improved the quality of care (citing education levels,
professional training and skill sets), although the majority, as in the UK, thought the
quality of care had not changed. Older people interviewed in the UK and Ireland
similarly reported positively on their experiences.

Walsh and O’Shea conclude that the challenges that were identified in relation to
employing migrants ‘rested more on the supports, or lack thereof, for foreign
workers and their employers, than on migrant carers’ commitment or contribution to
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the sector’. Cangiano and Shutes highlight the impact of constraints inherent in the
current system of care—principally the rationing of staff and of time to deliver
care—on the development of relationships between migrant care workers and older
people.

The principal challenge related to migrant workers per se is language, but not
only that of the migrants: in Canada the language of older people who themselves
migrated to Canada in later life can present a challenge for migrant carers. In relation
to migrants’ language skills we learn that it is not simply a matter of language but of
regional accents and colloquialisms. 65% of Irish employers surveyed identified
language skills as the primary challenge in employing migrant workers and 66% of
those in the UK. Older adults similarly identified language and communication as
fundamental, not least because of the importance to them of conversation in
developing the care relationship.

Walsh and O’Shea, reflecting earlier findings, identify the ‘absence of a shared
cultural outlook’, and a lack of understanding of the difference between clinical and
social care (or between formal and informal systems of care) as having the potential
to undermine the caring relationship and delivery of a person centred approach.
Access to language classes, to targeted language support relating to care work, and
to cultural induction programmes, are hence identified as significant to the quality of
future provision, building on examples of existing good practice. Lowell et al.
report, nevertheless, that in a country where a substantial proportion of the elderly
population is themselves foreign born, migrant care-givers may have skills
particularly attuned to this ‘client niche’.

Migrants’ Experiences

For older people, a difficulty understanding their carer can be a genuine reason for
concern, but it can also be a justification for expressing hostility that may or may not
be related to that issue. In the UK, 41% of employers reported that migrant carers
were not always well received by older people. While speaking warmly of their
relationships with older people in many cases, (Bourgeault et al. categorising
relationships as ‘companionship’, ‘connection’ or ‘professional’); the research in
Canada, the UK and Ireland did uncover incidences of outspoken racial abuse. While
the migrants’ vulnerability might be thought to be greater in home care settings, the
findings in Canada suggested fewer incidences in live-in care than in residential
settings. Bourgeault et al. found that instances where workers were disrespected by
clients were often associated with the older person suffering from some form of
dementia.

Discrimination by employers is identified as an issue in Ireland and the UK, with
incidences of less favourable treatment variously reported in relation to recruitment,
pay, hours of work, selective rostering, tasks allocated, work team isolation and
‘favouritism’, with visible minorities most likely to be the targets of discrimination,
in line with earlier findings in relation to migrants in general labour markets. Factors
contributing to the construction of exploitative conditions in the UK and Ireland
include live-in home care settings, employment and immigration regulations
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(including conditions restricting labour mobility attached to entry permits), and lack
of knowledge of entitlements. Bourgeault et al. similarly find aspects of the Live-in
Caregiver Program which contribute to the vulnerability of the carers: notably the
temporary status of the worker during the first 24 months when allowed to work
only in the home of the employer who sponsored their entry and on whose reference
access to permanent residence is dependent, leaving the migrant vulnerable if abused
or if illness or child birth affects capacity to work. The obligation to live in the home
of the employer can lead to exploitation of differing kinds including being on call
24 hours a day, violations of privacy and sexual harassment. The authors suggest
that mediating the employment (and immigration sponsorship) relationship via an
agency could address this problem, enabling a carer to exit an unacceptable
employment situation and rely on the agency to find an alternative without
threatening their right to remain in the country.

A requirement that migrants on the programme may not bring family members
into Canada (and nearly half of their sample of migrants who were, or had been, on
the programme had children) results in long periods of separation and in earlier
research has been found to affect the job prospects of their children. Bourgeault et al.
also found that an experience particular to those migrants working with older people
was finding themselves left by families for days or weeks at a time with sole charge
of their client and having to take decisions which they felt were beyond their
responsibility. The demands of care for older clients, including those with forms of
dementia, can pose particular strains on a care-giving relationship already challenged
by language and cultural differences. Complex relationships with family members,
where migrants may be treated as a member of the family but may also be burdened
with excessive responsibilities, can be exacerbated when the client dies and the
migrant’s job no longer exists.

A key concern highlighted by Bourgeault et al. is the de-skilling of migrants
whose education and qualifications are above the required level—college graduates,
including nurses, whom previous research had found unable in practice to return to
their earlier profession after completing the programme. Adding insult to injury, they
were required to pay for additional training because their existing qualifications were
not recognised.

Future Agenda

The future demand for migrant carers is likely to grow because of the demographics
of our ageing societies. The US Bureau of Labor considers direct care jobs will be the
second fastest of all US occupations in the years to 2016. Provision of care is,
moreover, shifting towards home care in which the greatest concentration of migrant
care workers is found. The actual extent to which there will be a reliance on migrant
carers in each country will depend on many factors, not least the extent to which there
is a prolonged period of high unemployment and greater willingness among resident
workers with the right skills (including soft skills) to seek employment in the sector.
What is clear is that there is likely to remain a significant reliance on migrants and
hence the challenges identified in these articles will need to be addressed.
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Migrant care workers need not, in the light of this new evidence, be an
unintended consequence of our ageing populations but one for which due planning is
undertaken: immigration rules that provide for a sufficient period of residence to
allow continuity of care, for instance; provision for career progression so that the de-
skilling most clearly evident in the Canadian study is only a temporary phenomenon;
language teaching at times and locations that staff on a 24-hour care schedule can
reasonably attend, with vocabulary appropriate to a care setting; and ready access to
advice for migrants and employers—including older people who themselves take on
that responsibility; are some of implications for migration and care policy cited in
this volume.

With the exception of the Canadian programme, it is striking that none of the
authors advocate legal channels for migrants’ direct entry to care jobs as a significant
means to resolve the shortage of carers. Lowell et al. argue that there must indeed be
a careful balance between the supply of foreign-born workers on the one hand and
reform to the healthcare industry and its funding arrangements which is the primary
mechanism for improving workers’ wages. Were temporary programmes of
admission to be created however, they argue for a minimum 2 to 3 year visa in
order to allow for the continuity of care that older people need.

There is also a rich research agenda that emerges from this work. The evidence
from the studies only serves to highlight how much we still need to learn about this
significant section of the care workforces in and beyond the four countries which are
the focus here, and the implications of their potential future contribution. At the
broadest level we need to have a deeper understanding of the intersection between
ageing and migration patterns, nationally and internationally, and whether the supply
of migrants will match the levels of demand. Research is necessary to assess the full
influence of the economic downturn on the supply of suitable applicants from the
domestic workforce and the supply of potential carers motivated and able to migrate:
the relationship between migration and the business cycle is critical for long-term
care planning.

If immigration policy is to take into account the level of demand, while
addressing the capacity of the sector to recruit more effectively from among existing
residents, we need to have a greater understanding of the relationship between
supply and demand and of the impact of immigration controls on continuity of care,
de-skilling and career progression. Policy makers may be faced with competing
policy objectives in relation to quality of care, immigration control, protection of the
domestic labour market, and protection of the rights of migrant workers, and should
be informed by more evidence and analysis on the complex relationship between
them.

Migrants in our multi-cultural societies are themselves ageing and, as we have
seen in the Canadian experience, may create a niche market in demand for care
services. We shall need to understand their experiences in accessing long term care
to inform a broader understanding of the ways in which we can match the cultural
and linguistic needs of care users with those that care workers can provide.

Finally, the evidence that migrants are not always well received by older people
and subject in some cases to verbal abuse and discriminatory treatment, has opened a
pandora’s box: a conflict of rights between two vulnerable people on which, it
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seems, there is little literature and less guidance. A deeper understanding of the basis
of this hostility and the circumstances in which it arises, of the respective rights and
responsibilities in law of employers, clients and carers, and of initiatives that have
been taken to address this tension to the mutual benefit of older people and those
who care for them, could make a genuine contribution to improving the quality of
life of all those concerned.
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