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Preface

The ISSA Expert Group Meeting on "the role of social security in
providing comprehensive care for the very o0ld" was held in
Jerusalem in  April 1989, hosted by the National Insurance
Institute of Israel and attended by 70 representatives of ISSA
member organizations from 23 countries, as well as representatives
of the World Health Organization and the European Institute of
Social Security, in addition to the ISSA Secretariat.

Israel had the honor of presenting a background paper at the
opening session of the meeting, and I believe that I express a
consensus among participants in stating that the meeting was
enlightening and productive, bringing to the fore issues of common
concern through the official reports presented, comments of
participants and informal talks carried out throughout the
meeting.

The present publication includes the papers prepared for the
various stages of the conference. The background paper distributed
prior to the conference, the oral presentation given at the
opening of the conference and the brief summary of the various
reports presented at its close, are all included here in the
original English, while the oral presentation and summary alone
have been translated into Hebrew.

Brenda Morginstin
Director

Dept. of Research

in Long-Term Benefits
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1. Introduction

The aging of the population in developed countries has presented
new challengese to the development of health and social policy.
One of the most acute and visible problems facing the health and
gsoclial service sectors today is that of meeting the rapidly
increasing needs of the elderly. Although there isg
considerable disagreement about future morbidity patterns, it
would seem that demographic trends in the size and proportion of
the elderly are compounded by some epidemioclogical studies
showing increasing rates of debilitating c¢hronic disease and
disability, particularly among the very old (Brody, 1982, Davies,
1984; Rice and Feldman, 1983; Rice, 1984; U.N,, 1986). Especially
problematic is the growth of high-risk, hard-to-manage groups of
elderly who suffer from some form of cognitive impairment and who
require high-cost services at home, in the community or in
ingtitutional settings. At the same time X that Western
industrialized nations are under great pressure to reduce
expenditures on income security, health and welfare programs, the
proportion of aged in the population, especially of the very old,
has been growing and is predicted to further increase over the
next saveral decades.

As an QOECD report (1988) succinctly points out:

"The key social policy concern arising out of current
demographic trends is whether the aging of populations is
likely to lead to a major increase in the cost of public
social programmes and whether socilety, and in particular
the working population, will be able or willing to bear the
additional financial burden."”

However, beyond demographic trends and expected shifts in age
structure, which in themselves are based on past and projected
changes in fertility and mortality rates, a range of other
factors will influence how we define needs and the nature of
public expenditure for the very old. These factors, some of
which will be explored in this paper, are expected to similarly
influence demands, economi¢c climate and social policy, and
deserve rigorous methodical <consideration for purposes of
planning. Given these projections, it is necessary to consider
what other developments may exacerbate or reduce the pressures of
population aging and what social security policy alternatives
need to be considered.

One of the best reasongs for holding a special meeting on the
subject of the wvery old i1s the fact that we have been
traditionally studying and providing data for the elderly as a
single group spanning 35 years whereas in fact there is a great
deal of diversity among this group, diversity which should be
addressed in planning social security policy. First, in terms of
resources, as the number of very old increases, proportionally
more resources are likely to be used by them than by younger age
cohorts. Per capita costs for the very ocld are already larger




than for any other age groups in some countries (US, GAQO, 198%8).

How do0 we define the group of very 0ld, even in terms of age?
Reports addressing this meeting will variously refer to persons
aged 75, 80, or 85 vyears o0ld and over and perhaps one of our
first tasks will be to standardize ISSA's definition of this age
group for future statistics and cross-national comparisons.

What we do know, however, as has been pointed out in an
introduction to a special issue on the very old, published by the
Milbank Memorial Fund (Riley 1985), is that relatively little is
known about what seems to be the fagtest growing segment of the
population in indugtrialized countries. How many elderly will
actually survive to the oldest ages? How many will be healthy
and how many disabled?  How is the postponement in mortality
related to the morbldity of survivors? What will their
expectations be? What will their service requirements be? How
much will it cost to provide these services?

As a group, the oldest 0ld today are distinguished from younger
elderly in a number of ways:

a) A unique sex ratio with a predominance of females as
compared to males;
b) A higher rate of institutionalization;

c) A greater probability of widowhood and living alone;
d) Lower income levels:;

Q) Lower educational attainment levels;
f) A higher incidence of morbidity and mortality;
g) Extensive use of high-cost services, especially acute

hospital and long-term institutional care.

During this meeting, it will be important for future planning to
keep in nmind that we are not examining a homogeneous or static
population. In addition to existing heterogeneity within current
cohorts of the very old, this population is changing in nature,
and in order to make predictions about future groups we should
already be looking at younger age cohorts. Thus, for example,
future cohorts of over 80's will have achieved higher education
levels, and some groups will enjoy higher income levels and good
health. The interrelated, changing factors of income, marital
status, kinship status and 1living arrangements are important
determinants of formal and informal care options and utilization
of long-term care by the very old which in turn are affected by
longevity, changing birth and divorce rates and increasing
participation of women in the labor force (Riley, 1985).

An understanding and systematic analysis of these changing
factors are a basis for proposing alternatives in planning for
comprehensive care of the growing population of the very old. It
may become necessary and possible for some groups of the elderly
to assume a share of the increased costs of providing health and
social security. Options for restructuring of expenditures,
cost-sharing to redistribute the financing burden between working
and non-working populations, for example, may require reductions



in kinds and levels of benefits for some groups of elderly.
Improvements in the relative income and wealth of some elderly
groups may increase the viability of considering alternatives of
this sort, although the needs of low-income and poor health
groupe need to be met. On the side of services, biases toward
high-cost care, such as institutional care, could be balanced by
community-based programs of social services, housing and personal
care, Finally, the private sector is likely to emerge as having
a greater role in supplementing basic -public pensiong and health
care programs in some countries.

In any case, over the next few decades, industrialized nations
can expect an intensified demand for health and social support
services and especially for long-term care, accompanied by
inevitable pressures for greater expenditures in the areas of
economic security, health and social welfare. Our response,
then, to these demands ought to be four-fold:

a) moving towards a better understanding of what determinants
affect needs of the very old, how to monitor these factors
and how they are changing over time;

b) adopting a pluralistic approach to meeting the needs of
diverse groups of elderly; identifying the nature of
heterogeneity within the older population as well as
specific target groups with acute needs;

c) beginning to - examine a variety of options for funding and
program development, some of which may clash with some
tenets of social security policy development;

d) setting forth priorities in resource allocation.

The main issue this paper addresses is: What factors are to be
taken into account in defining needs? It is clear that meeting
needs of the elderly at home, in the community: and in
institutiong will continue to reguire extensive funding. 1In
anticipation of increasing concern with cost-containment, many
countries are searching for policy options for the provision of
services in a more organized and efficient manner in order that
funds be used to meet most acute needs. What will be the order
of priority in the use of funds? How should current funds be
allocated or reallocated, or new funds infused into the system in
an effective, efficient and eguitable manner which will meet
needs while preserving balance in service provision and use? In
other words, what kind of system are we aiming at that will
provide an appropriate response to requirements?

2. Factors Related to Defining Needs of the Very 0ld

1t is important to emphasize that operational definitions of
needs and subsequent planning for services require different
approaches in each soclety, based on its social and peolitical
structuresg, economic system, tradition o¢f service provision,
expectations, division of responsibility among government bodies,




funding structures, role of the private sector, desired short and
long-term program goals, program constraints, and specific policy
objectives.

Traditionally, the literature relating to estimating kinds and
scope of needs, or demand for services, for the very old, has
focused primarily on past and projected demcographic population
data which over the past decade have increasingly been raising
concern about the implications for economic, social and health
expenditures and policy.

Current population projections, however tentative, indicate that
all western industrialized nations can expect and will have to
plan for growth in the number and relative proportions of the
elderly and the very old. Changes in the age structure of
populations have important implications for the demand for social
transfers and services, for the kinds of resources necessary to
finance these services and for the structuring of financing
mechanisms.

However, it is impossible to isclate the impact of pure
demographic change from other factors which influence needs and
the development of social expenditures. How heterogeneous will
the over 80's group be? Will future cohorts of elderly be well
or chronically ill? What will be their economic resources,
their educational level, their marital and living arrangement
status? Should we in fact be defining the specific needs of the
over 80's in terms of age or should we be examining more
carefully the specific requirements of specific groups against
the background of changing social and economic factors? If one
of the goals of this meeting is to find a common denominator for
collecting data, defining needs and examining possible
alternative responses to changing needs on a cross-national
basisg, it would seem worthwhile to begin developing a basic model
of factors which are common to most societies and which ought to
receive careful consideration in examining ISSA programs and
planning for the £future. In general we should be aiming at
developing as comprehensive as possible a model which may be
operationally different in each society but which will constitute
a basic approach ¢to the issues involved in planning for the
adequate care of the very old. The model depicted in Figure 1
includes a number of interrelated components:

a) Demographic, social and economic factors

Some of these are more in the nature of givens, cannot be
modified and are therefore program constraints. Others,
equally important, are in flux and reflect behavior or
trends that might be modified in the long term by policy
and existing programs.

b) Current patterns of meeting economic, health and social
needs

These include current program characteristics in the areas
of:




d)

(1) patterns of informal care;

(2) mix of public and private provision and utilization
of services and benefits;
(3) existing funding arrangements.

Policy objectives
Society-specific objectives reflecting traditions,

expectations and order of priorities of each culture

Pfaggam objectives
Specific strategies for change; . feasible program

. alternatives in four main areas of care:

(1) economic security;

(2) prevention and health promotion;
{3) curative, amelicrative care;

(4) maintenance or long-term care.

Several points should be made in examining the model:

1)

2)

3)

1)

5)

This type of outline delineates areas for discussién, data

collection and cross-cultural comparison. The specific
content included under each component of the model will
vary for each society. In general, however, it 1is

suggested that the very manner in which societies will
define and relate to needs and to the types of program
responses elicited to meet these needs, can be
systematically examined by studying the interrelated
factors schematically described in Figure 1.

This is not a static nor all-inclusive model. The
demographic, social and economic components  include
examples of a range of factors, some of which (eg. ADL
dependencies) do not have clear-cut classification. Some of
these factors are not easily quantified and extrapolated,
but their impact on policy concerns and program objectives
are extensive.

Policy concerns are important intervening parameters
affecting program objectives and will be defined
differentially in each c¢ountry.

Program objectives should be the outcome of policy concerns
as influenced by preceding factors, taking into
consideration existing resources as well as short and
long-term goals. Each society will determine to what
degree economic security, preventive care, curative care or
maintenance will be emphasized,

Finally, this model can be utilized for current age groups,
or for planning on the basis of monitoring characteristics
of succeeding cohorts that will in the future constitute
whichever age group, such as the over 80's, is the focus of
analysis, :




Demographic

- population data

- past and projected age structures
age/sex ratios

- geographic distributions

- amigration patterns

-~ mortality rates, 11fe expectancy
for age groups

- fertility rates

- morbidity rates

ADL! TADL dagndan:! rates

FIGURE 1 Factors Affecting Needs and Programs

for the Elderly

A. Bac!grﬂund Factors

Social

family size

marital status; divorce rates
1iving arrangements (especially
% living with spouse and

X living alone)

education attairment levels
traditional role of women
women's labor force participation
trands

informal care patterns

changing expectations for
services; preferences
ratirement age

numbar of children, proximity

Economic

specific economic system

tax structures

age dependency ratios

GNP growth

inflation rates

tachnological advances

health and social expenditures {by
age group)

economic circumstances of alderly

out of pocket costs incurred in
providing care

labor force participation rates of
specific groups: ealderly, women,

8. Current Patterns of Meeting Needs

a) Type of economic, health and social services and benefits (cash and in-kind transfers)
b) Coverage: rates of institutionalization and home care provision

¢) Adequacy, coverage and maturation of social security and work pension programs

d) Furnding structures and division of responsibility

e) Role of private sector

C. Policy Concerns

- available resources, public and private

-~ gconomic stability and growth

- universal coverage versus selactive, pluralistic approach

- concarn with quality

- public/private mix

- cost/effectivenass considerations of home vs. instituticnal care

- funding alternatives such as cost-sharing, restructuring expenditures,
selective reductions in bemefit levels, changes in retirement age, etc.

Economic Sacur1t!

Health Promotion Care
labar force productivity public health primary medical care

earnings, savings
social security
work pensions

housing

Prevention and

parscnal safety measures
social supports

D. ram ives

acute hospital care
rehabilitation
social supports

turative, Ameliorative

Maintenance
{ long-term care)

personal care at homa
community adult day-care, meals
institutional care



3. Demographic Pactors: An Aging Population

Changes in the age structure of a population are determined by
trends in fertility, mortality and migration. The aging in
developed and industrialized nations has in the past been caused
primarily by long-term declines in fertility and very little by
increases in life expectancy, which did not have a major effect
on the age structure of populations in the first half of this
century since it affected all age groups.

In 1980 average life expectancy at birth was 77.6 years for
females and 70.9 years for males ,while life expectancy at age 60
was 21.5 years and 17.1 years, respectively (OECD, 1988). 1In the
United States, between 1984 and 2035 life expectancy at age 65 is
expected to increase by 2.5 years for males, from 79.5 to 82.0
years and for females by 3.6 years, from 83.7 to 87.3 years
(US, GAO, 1986). In the future, however, reductions in mortality
for persons aged 65 and over due to possible technological and
medical advances may have an additional effect on the size of the
very old population. I£f there are further increages in life
expectancy due to major breakthroughs in treating such diseases
as cancer and heart disease, current projections in the growth of
the elderly population may in fact be understated, and more
people will be living into very old age.

Both developing and developed countries are experiencing
population aging. According to a WHO report (1987), in several
countries the elderly population is increasing at a faster rate
than the population as a whole. The same WHO report finds that
between 1980 and 2020 the total population of the developing
world will be increasing by an expected 95% whereas the aged
population will rise by 240%. An OECD report (1988) shows very
clearly that in- 24 OECD countries the numbers of those over age
65 are projected to rise from 90.6 million in 1980 to 115.7
million by the end of the century and to 189.3 million in 2040,
returning to 182.7 million by 2050. The period of most rapid
growth is expected to be the second and third decades of the next
century when the elderly population of the OECD area is expected
to increase at an annual average rate of 1.6%.

The number of elderly, which has been growing steadily in this
century, represented in 1980 an estimated 5.7% of the world
population, and by the year 2025 1is expected to have reached
9.5% (Table 1), Large differences are predicted between less
developed and more developed regions. In more developed regions
the proportion of 65+ will constitute an average of 17.3% of the
total population and, i1in some Northern and Western European
countries such as Denmark, Netherlands, West Germany and Sweden,
will reach over 22%, using medium variant population projections
(United Nations, 1985).* The major increase in the number of
elderly between 2010 and 2025 reflects the large numbers of
individuals turning 65 who were born during the "baby boom™
generation, between 1946 and 1964.

* US figures for 2025 are based on US census data.




TABLE 1. Total lation 65 +; in ion of 65+ and 80+ Out of Tota)

Population; Proportion of 80+ Groups out of Aged Eggg1lt1nnl 1980 and 2025

ree—_—-Tr T
|Number of Elderly|X 65+ of the Total |X 80+ of the Total |X 80+ of Elderly

| |
| |  (in 1000's) | Population |  Population | Population |
| | | | | |
| | 1980 | 1980 2025 | 1980 2025 1980 2025 |
e I L I E—
| | | | | |
| Worid | 255,939 5.7 9.5  {0.76 1.4 |13.4  14.8 |
| | ' | |
More developed regions | 129, 791 11.4 17.3 . 1.9 3.4 |17.0  19.4 ,
| | |
Less developed regions | 126,148 | 3.8 7.8 0.4 1.0 9.7  12.6
| o |
Europe | 63,044 13.0 18.4 2.1 4.8 |16.4  20.7 |
| | |
| Eastern Eurcpe | 13,090 11.9 17.0 1.7 3.1 8.5 18.4
| Northern Europe | 11,907 14.6 18.8 2.6 4.0 17.8 1.1 ,
| Southern Europe | 16,187 11.7 17.0 |1.8 3.6 }15.3  21.4 |
| Western Europe | 21,860 |14.2 21.0 2.5 4,5 |17.8  31.3 |
| | | |
| U.S.A.* | 25, 709 11.3 19.5 2.3 4.8 20.4 24,6
| German Dem. Republic | 2,731 16.3 19.6 |2.8 4.5 17,1 21.9
| Federal Rep. Germany | 9,274 j15.0 22.1 (2.4 5.4 [16.1  24.5
| France | 7,386 113.7 19.4 2.7 3.6 |19.6 18,7 |
| Argentina | 2,307 8.2 11.0 1.1 2.1 13.1 19,2 |
| United Kingdom | 8,233 14.8 8.3 |2.6 3.9 17.8  21.1
| Dermark | 730 14,2 22,3  |2.6 5.0 18,5 22.3
| Netherland | 1,630 1.5 22.7  -]2.1 4,3 8.2 19.2
| Austria | 1,161 115.5 19.8 2.7 4,3 117.2 22,0
| Chechoslovakia | 1,946 12.7 15.9 1.7 2.7 |13.8  17.1 |
| Israe] | 326 8.4 12.1 1.1 1.9 2.9  15.8 |
| Sweden | 1,339 16.2 22,3 2.9 5.3 18,2 23,6 |
| Canada | 2,150 8.9 18.1 1.5 3.3 17.0  18.0 |
|

Source: World Populatior Prospects/United Nations Department of lnternational Economic and Social Affairs
Population Studizz, No. 86, N.Y., 1985.

Projections are based on medium variant rates of population change. Other sources suggest aven higher rates
of population aging for some countries (see Boyle, et. al., 1987 - U.S. Census data; OECD, 1988).

* U.S, figures for 2025 are based on U.S. census data,



Not only is the aged population increasing, but the elderly
population is itself getting older as more and more people
survive to the highest ages. 1In fact, mogst of the growth will
occur in the 80 and over group. In more developed regions of
. the world the proportion of persons age 80 and over out of the
total elderly population (65+) will increase from 17% in 1980
to 19.4% by 2025 and in some countries (e.g., Germany, Denmark,
Austria, Sweden) will comprise almost one-qQuarter of the
elderly population.

According to Manton and Soldo (1985), the current process of
population aging and rapid growth in the 85 and over group, the
one with the highest per capita service needs, has not been
sufficiently taken into account in development of policy.
Adequate concepts and models of health change are lacking and
are therefore not being taken into account in demographic and
actuarial projections for social security programs.

Population aging has important implications for the size and

age structure of the working population and the ratio of the
population aged 65 and over to the population aged 15-64
{cld-age dependency ratio). Past growth, during the 1960's and
1970's, in the number of working-age people in mnany
industrialized countries, is already tapering off and will
continue to do so, reflecting the decline in fertility from the
mid-1960's. By the second decade of the next century the
numbers of working age people are projected to be falling in
almost all OECD countries (QOECD, 1988). At the same time, the
average age of the working population is expected to rise
appreciably, so that by 2020, more than one in five will be
over the age of 55. Germany and Japan will have already
reached this situation by the turn of the century (OECD, 1988).

As a result of changes in population composition, the old-age
dependency ratio is changing. The old-age dependency ratio is
expected to increase in every major world region, with the most
dramatic increases - occurring among the more developed regions
and in East Asia (Table 2). As people live longer, as
mortality decreases, as demands for income support for a range
of social services increase, the difficulties of supporting
comprehensive social security schemes will be felt. Countries
will face growing fiscal burdens as expenditures increase and
the working age population shrinks.

Ogawa (1982; 1984) has predicted, for example, that in Japan
the proportion of those aged 75 and over will increase from
34.4% of the elderly in 1980 to 53.5% in 2025. The ghift in
age composition will directly affect the demand for medical
services: health benefits are expected to increase by a factor
of 7.3-7.8 by 2010 as compared to 1978. Due to maturity in
pension schemes, expenditures on public pensiong will grow by a
factor of 13, At the same time the contributions to social
security are expected to increase by 8.3-9.0. In terms of the
percentage of national income, this will constitute an increase
from 9.8% in 1980 to as high as 28.7% in 2015.




Ratios,* Medium Variant 1950-2025
ions, and Selected Countries

0ld Age Dependency Ratios

World and Major

| tss0 | tse0 | 2000 | 2025

%

Worlad 8.9 9.8 10.5 14.4
Africa 6.7 5.9 5.9 6.3
Americas

Latin America 6.0 7.6 8.4 12.4

North America 12.5 16.7 17.6 27.6
Asia

Bast Asia 5.9 8.5 10.9 19.4

South Asia 9.2 5.9 7.0 10.8
Europe 13.2 20.1 22.0 29 .2
Oceania 11.9 12.7 14.0 19.2
U.S.S8.R. 9.5 15.3 18.4 23.6
U.S.A. 12.5 17.1 17.6 27.4
Austria 15.5 24 .1 22.7 31.3
France 17.2 21.4 22.4 31.0
Argentina 6.4 13.2 15.5 16.9
UV.K. 16.0 23.1 22.6 28.9
Denmark 14,1 22.0 22.4 35.1
Netherlands 12.3 17.3 20,3 36.7
Czechoslovakia 11.4 20.1 18.6 25.0
Israel 6.0 14.3 13.0 18.6
Sweden 15.5 25.2 25.6 35.9
Canada 12,2 13.1 17.3 29.1
W. Germany 14.0 22.7 24.4 35.8

Old-age dependency ratio is defined as the ratio of the

population aged 65+ years to those aged 15-64, multiplied

by 100. Medium variant rates of population aging were used.
Source: U.N., World Population Trends, Population and
Development Interrelations and Population Policies,
Vol. 1, New York, 1985 (based on results of U.N.
demographic estimates and projections in 1982).
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4. The Burden of Caring for the Elderly: Support and its Costs

In planning programs for the elderly and their families at home,
it is necessary to define carefully our concept of social policy
ina way that closely reflects actual patterns of care,
expectations and preferences of the older person and his family
and expected family behavior in the future as influenced by
changing social trends among successive age cohorts which will
congstitute future generations of elderly.

Several of the conditions that may affect patterns of care,
family expectations and gservice utilization have been documented
in literature which has examined determinants of the magnitude of
long-term care (Brody, 1981; Luce et. al., 1984; Rice, 1984;
Sang, 1982; Shanas, 1979; Vogel and Palmer, 1982), but generally
not on a basis that permits cross-national comparisons. These
factors might not affect the basic level of need but have been
identified ags influencing the types of programs which have
evolved in various societies, especially the balance of formal
and informal care. They include: differential fertility rates
among age cohorts, divorce rates (affecting the availability of
children to provide informal care), marital status of the elderly
(availability of spouse <caregiver) and female labor £force
participation (availability  of women to provide informal care at
home). To these should be added patterns in living arrangement
and household composition trends, as well as economic status and
level of education, all of which would influence not only
emerging patterns of formal and informal c¢are, but also
expectations as to kinds of programs which might be made
available, and the ability to pay for services.

Of key relevance to long-term care planning are estimates of
dependency in terms of activities of daily living (ADL). These
estimates vary according to the definition utilized. Although
the majority of elderly are not seriously dependent, even at
advanced ages, at least 5% are institutionalized at any one point
in time. In the U.S., nearly one-fourth of those aged 85 and
over are institutionalized (Riley, 1985). Of all elderly
institutionalized in nursing homes, 42% are over age 85. This
proportion will reach 51% by 2020 (Rivlin and Wiener, 1988).

Studies in Israel and the U.S. have shown that of the elderly
living at home, approximately 7%-8% require the assistance of
others in performing daily activities (ADL). These dependency
rates increase sharply with age (Table 3).

Expenditures on health care - primary, hospital and institutional
- and on personal care and support services for the elderly in
the community are beyond their proportion in the population, As a
result there has been an overriding preoccupation in Western
countries with the growing, often unsupportable, cost of care
(Rivlin and Wiener, 1988; Wells and Freer, 1988).
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TABLE 3. Pr tion of Non-Institutionalized
with ADL ies and Sex

%
requiring

ADL score*

help with

1-2 3-4 5-6 ADL % *

ADL's|{ADL's|ADL's

4.2 1.8 2.1

Males 3.4 1.7 2.4
Females 4.7 1.9 1.9
{75-84 9.0 3.6 4.5
Males 6.5 2.5 4.6
Females 10.3 4.3 4.4

85+ { 17.4 7.8 10.4
Males 15.7 7.7 7.5
Females 18.2 7.9 11.8

»* Sum of number of activities of daily living
with which respondent requires assistance.

% % Requiring at least 3 hours per week of ADL
assistance.

Source: Soldo, B.J. and K.G. Manton, "Health Service
Needs of the Oldest 014", Milbank Memorial Fund
Quarterly, 63:2 (286-319), 1985.

Israel figures: B. Morginstin, "The Need for
Personal Assistance and Home Help and Their
Provigsion by Family and Community', National
Insurance Institute, Jerusalem, 1584.
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In the United States (US, GAO, 1986), for example, whereas in
1960 less than 15 percent of the federal budget went to programs
for the elderly, in the fiscal year 1985 that proportion nearly
doubled to 28 percent. In 1970 pension and health care financing
- programs consumed 6.1 percent of the GNP, and by 1986 9.6
percent, an increase of over 50 percent. In 1985 federal
expenditures for the elderly represented nearly half of all
domestic program spending, $263 Dbillion, Social security
represented 55 percent of these expenditures and Medicare 23
percent. Health programs are expected to account for most of
future growth due to0 the projected relatively higher rate of
increase in the number of very o0ld who are more likely to require
health care and anticipated rise in general health costs which
are expected to grow at a higher rate than the GNP.

In addition to expenditures on institutionalization, the oldest
old also have the highest health costs. The differences in
medical costs :f among the aged are striking. In the U.S5., as
income declines by 36% between ages 65-69 years and 85 years and
over, Medicare costs increase by 77% (Torrey, 1985). Medicare
costs have increased as a result of greater use of primary and
hospital care. For example, the rate of hozpital days per 1000
for those aged 85 and over is twice that of the younger old. The
rates of nursing home residents is 11 times higher for men and 16
times higher for women as compared to the younger elderly
population (U.S8. figures, Rice and Feldman, 1983}.

Esitmates of per capita public health expenditures for the
elderly in 1980 ranged from $975 in the United States to over
$2000 in the Scandinavian countries. The percentage of public
health expenditures for the elderly was estimated at ranging from
21% in Canada to 50% in Norway {(Rabin and Stockton, 1987; U.S.
Senate, 1984). Total public expenditures on the elderly as
a percentage of gross national product in various countries is
shown in Table 4. Total public expenditures include pensions and
other allowances as well as health and long-term care financed
from public revenues.
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Table 4. Total lic itures on the elderly and as a
of oss national product, and total lic health
tures on the elderl and as a enta of

national product, selected countries

Total Per Capita Public Health
Public¢ Expenditure| Care Expenditures

For the Elderly For the Elderly

United States 1981 6,366 5.9 1,212 1.1
Canada 1982 6,096 5.4 1,370 1.2
Denmark 1980 8,499 10.1 2,356 2.8
France 1980 7,993 9.8 1,876 2.3 |
Netherlands 1982 7,861 8.2 1,534 1.6
Norway . 1981 5,005 5.7 2,546 2.9
Sweden 1982 12,293 14.5 N/A

United Kingdom 1980 4,416 7.7 975 1.7

Source: Long-Term Care in Western Europe and Canada: Implications
for the United States. Special Committee on Aging, United
States Senate, U.S. Government Printing Office, July
1984; as printed in Rabin and Stockton, 1987.
Figures are in U.S. dollars,

Projections for the year 2000 in the United States show that
while benefits to the 65-69 age group will remain a stable $65
billion, benefits for persons 80 and older are projected to rise
by $33 billion, from $49.8 billion to $82.8 billion, in constant
1984 dollars (GAO, 1986). Nursing home expenditures for the
elderly in the United States are expected to rise substantially,
from $33.0 billion in 1986-90 ¢to $98.1 billion in 2016-20 in
constant 1987 dollars. Medicare and Medicaid will account for
45% of total nursing home expenditures. Nursing home cost
in¢reases in excess of general inflation are as responsible for
rising expenditures in the United States as are the size and age
composition of the general population (Rivlin and Wiener, 1988).
According to the same authors, the continued increases in
long-term care expenditures will outstrip real economic growth,
although the burden of these expenditures as a share of GNP does
not seem to be insupportable from an economic perspective.

Research as well as experience continue to affirm that the family
is the major provider of care for the elderly (Shanas, 1979;
Shuval, 1982). Studies have shown that approximately 80% of the
elderly, dependent in functional activities of daily living, are
receiving care from family members. In Israel this figure
reaches about 86% in some areas where research has been
conducted. Formal services, provided by government and public
agencies, cover a much lower proportion of the aged. 1In Israel,
for example, only about 14% of the non-institutionalized
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dependent elderly. receive services for personal care and about
7% for home help.

In this context, however, it is important to expose a duality in
professional thinking about family caregiving which is probably a
result of the historical development of social welfare services
for the elderly. These services have generally been provided on
a selective rather than a universal basis. On the one hand, the
existence of kin as potential and actual providers of care has
repeatedly been documented as an invaluable resource, often the
principal factor affecting the probability of institutional-
ization. In fact, family care has been and is viewed as the
primary component of community care. On the other hand, while
the growing burden of care is recognized by professionals, there
is & tendency to consider family caregiving as a free resource.
In fact, the family caregiver has in the past often been
neglected by the formal service system which may provide care
only after severe crisis, exhaustion and breakdown when the
family is no longer able to care. Thus there is a significant
need for additional services from the formal sector - mostly to
complement family care or to reduce overburden on the family,
especially in caring for the very old, by the old.

Given the recognition of the increasing burden on the family, a
shift may be expected in emphasis on target population from the
elderly themselves to the older person and his family. Recent
concern with family support services is one indication of the
increasingly accepted approach that the family is indeed becoming
a target in comprehensive care planning (Montgomery, 1984; Wells
and Freer, 1988). This broadened view of the target population
should be accompanied by a flexible approach in designing the
kinds of benefits and services which will be included in a
comprehensive program. If we are to respond adequately tc family
neaeds and expectations, concern with the family should become an
integral aspect of planning,. '

The degree to which relatives are able to provide care is related
to a number of factors: demographic, economic and social. For
example, the age of chidren of parents aged 85 and over is at
least 60, 8o that caregivers of the very old are primarily the
old themselves: spouses and elderly children. Thus the very
existence of children, their age and proximity to the very old
will determine how feasgible it 1s for family to fulfill
responsibilities for the future.

Household composition of the elderly is one important factor and
one which may explain cross-national differences in proportions
of individuals receiving care at home and proportions receiving
care in institutions. Throughout the developed world, except
for Japan, living alone in old age is become a social norm,
This trend is a result of the high proportion of widowhood
among the elderly, especially among women. The proportion of
widowed of both sexes among the elderly aged 75 and over
ranges from 50% to 60% in most countries. The ratio of widows
to married women in this age group approaches 5 to 1 in some
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countries. This, coupled with growing divorce and separation
rates (6% in Denmark), contributes to the number of elderly
living alone {(Torrey et al., 1987).

Israel is distinguished from European countries by its much lower
proportion of persons 1living alone and a higher proportion of
couples (Table 5). As pointed out by Achdut and Tamir (1986),
couples without children and single females are the two main
groups among elderly famiies. In the 60-64 and 65-74 age groups,
couples without children constitute the largest group. In all
countries except Israel, single females, who are economically the
most vulnerable group, become the most prevalent group among
persons aged 75 and over. In Sweden, Norway and West Germany,
single females constitute over 50% of all families in the 75+ age
group; in the United States, Canada and the United Kingdom, 45%.
In Israel only 23% of all families in the 75+ age group are
single females while the percentage of couples without children
is double: 47%. This difference between Israel and other
countries apparently stems from the its relatively low rate of
divorce and separation. The lowest percentage of single males in
the 75+ age group is to be found in Israel and West Germany
(approximately 11%) and the highest in Sweden and Norway
(17%-~-18%). Family size 1is in large measure attributed ¢to
household composition. In Israel elderly families are larger
than in other countries. Sweden is characterized by the smallest
family size - 1.7 persong in the 65-74 age group and 1.4 in the
75+ age group.

It should be pointed out, however, that living alone does not in
and of itself constitute a high risk factor for the elderly
(Taylor, 1988), unless accompanied by other economic, social,
health, psychological and support risks. In fact most old people
value their independence and, far from being a risk factor,
living alone would indicate personal decision and choice on their
part. Moreover, although more and more older people are living
alone there seems to be no evidence that they are not receiving
support from children and other relatives when this is required
(Wells and Freer, 1988).
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Table 5. Household ition of tha Elderly 65+ of Family Head

| Household | Norway | W.Germany | U.X. | Sweden | Israel | U.S.A. | Canada |
| Compositton  p—po-~Ap-—ap-t—a--yp—a——p——
| jes-| | e~} | es-]  |es-| | €| | 65| | 65+ | [
| |74 | 75+ 78 | 75+ | 74 | 75+ | 78 | 75+ | 74 | 75+ | 74 | 75+ | 74 |75+ |

P NI PN E— I W — N VS S S E—— DU S— S—

Total 100 100 100 1060 1000 160 100 100 100 100 100 100 100 100
Single Male 14 18 7 1 11 13 18 17 7 1 9 12 11 14
Single Female 35 52 44 51 AN 47 37 87 26 23 31 44 29 45
Couple without

children a1 25 36 33 43 25 44 26 A6 47 42 30 40 28
Couple + children 6 1 ] - 1 - 1 - 2 3 2 1 2 --
One-parent family 3 3 -- -~ - - - - 1 - 1 1 —— e
Other + children® 2 1 1 -- 1 -— == -a 4 2 2 - 2
Other*s - - 1" 5 13 15 - - 14 14 13 12 16 12

Average family size¢ 2.0 1,5 1.9 1.6 2.t 1.9 1.7 1.4 30 2.2 2.3 1.9 2.3 1.9

* Th%s type of family includes families with children and with additional adult persons.
* A1l families without children which are not included in the first three types.

Source: L.'ﬁchdut and Y. Tamir, Retirement and Well-being among the Elderly, National Insurance
Institute, Jerusalem, 1986.
Based on data from LIS (Luxembourg Income Study), July, 1985,
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9. Changing Trends -- Changing Expectationsg?

Social factors, as they affect the needs of the elderly, should
be examined within the context of the economic data and trends.
Thus for example the changing role of women, who are generally
the primary caregivers, will inevitably have an effect on caring
patterns, expectations regarding kinds of services required and
on the response of formal services to these patterns. In
general, even when there are several siblings, there is a
tendency for one person to assume caring responsibilities. In
most cases this 8ingle caregiver is a daughter or a female
spouse. An increasing proportion of women who have traditionally
been the caregivers in our society are working outside of the
home and are thus unable to fill the role of caregiver on a
full-time basis. This trend, together with the small number of
giblings to share <the burden of caring, aggravates the already
heavy burden of care.

Labor force participation rates are especially interesting when
we look at figures for age groups which are particularly
vulnerable as potential caregivers. Experience shows that the
problem of providing care to older parents or to a spouse is
especially characteristic of persons in upper middle age and old
age. Examining changes in labor force participation for persons
aged 55+ according to sex, one finds that while other sex/age
groups have experienced a reduction in labor force participation,
in several countries, including Sweden, Israel and Canada, the
proportion of working women aged 55-64 increased significantly
(Table 6). This trend may be on the rise in succeeding cohorts.

Brody (1981) has pointed out that women's increased participation
in the 1labor force will have an unknown impact on the caring
gituation in the family. The guestion is whether there will be a
redistribution of responsibility among family members or an
additional burden and strain on the working woman, thus
aggravating the "woman in the middle" syndrome. The burden of
care, if it is not relinquished, may be compounded. However, it
should be emphasized that increased 1labor force participation
rates for women may have a dual effect: while the time available
for caring may be reduced, the improved economic situation of
women, accrued pension rights, savings, etc., may enhance their
position as consumers o©f services. There seems to be evidence
that families in which the wife works are more likely to purchase
care (Luce et al., 1984). In other words, the tendency to acquire
services from the formal sector may increase as a result of
women's increasing participation in the labor force.

In view of studies that, despite predictions to the contrary,
famjilies are not relinquishing their responsibility as
caregivers, the. implication of this trend is twofold: a greater
proportion of women will expect to be able to exercise greater
independence in the way in which they manage care and in their
choice of acquiring services; and as their earning power
increases, women, who are traditionally the managers of care, may
be able to purchase more services.
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Table 6. Labor Force Participation Rates in Selected Countries, by Sex and Age Group, 1965 and 1985

|

| Country | Males | Females |
| 5 e e —— |
| | 55 - 64 | 65+ | 55 - 64 | 65+ |
| — rtr—r 771
| | 1965 | 1985 | Change | 1965 | 1985 | Change | 1965 | 1985 | Change | 1965 | 1985 | Change|

. | |

United States 82,9 59.7 -23.2 26.6 10.3 -16,3 | 40.3 41.7 1.4 9.4 6.8 -2.6
Canada 86.4 70,2 -16.2 26,3 12.3 -14,0 | 27.0 33.8 6.8 6.0 4.2 -1.8
Japan 86.7 830 -3.7 5.3 37.0 -19.3 | 453 453 O 21.6 15.5 -6.1
France 76.0 50.1 -259 28.3 53 -23.0 | 36.9 ¥N.0 -59 1.5 2.2 -9.3
Germany 84.6 57.5 -27.1 24.0 5.2 -18.8 | 30.2 23.9 -6.3 7.8 2.5 -5.3
Great Britain 92,7  66.4 -26.3 23,7 7.6 -16.1 | 35.6 34.1 -1.5 6.5 3.2 -3.3
Italy* 54,8 38.2 -16.6 8.4 8.9 -9.5 |43 10.5 -3.8 4.7 2.1 -2.6
Sweden 88.3 760 -12.3 37.7 MNM.0 -26.7 | 39.2 59.9 20.7 1.6 3.2 -8.4
Israel** 84.6 82,4 -2.2 354 27,9 -7.5 |17.9 260 8. 6.1 6.6 0.5
Finland 81.5 57.8 -23.7 18.0 10.6 -7.4 | 54.9 52.9 -2.0 3.8 48 1.0
Netherlands*** 80.3 53,8 -27.0 1.4 4.0 -7.4 | 189 14.5 -0.4 2.3 0.7 -1.6
Spain 84.2 66,3 -17.9 25.9 5.9 -20.0 | 22.0 20.0 -2.0 7.7 2.1 -5.6

e e ———— e ———— e ———

" 60-64 age group was used for Italy
% For 1960 and 1980 respactively
% Netherlands data is for 1970 instead of 1965

Source: OECD, Ageing Populations -- The Social Policy Implications, 1988,
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Increases in educational attainment levels are a factor which
may also contribute to growing expectations on the part of
future cohorts of elderly to make independent choices regarding
service options. In the United States, £for example, in 1985
approximately 75% of persons aged 45 - 54, and 65% of those aged
55 - 64, had completed at least secondary level of education as
compared to 48% among persons aged 65 and over. For all groups
these percentages were higher than in 1980. Similar trends of
increasing educational levels among succeeding cohorts are found
for Denmark, Norway, Canada, Japan, as well as the Eastern
European countries (Torrey et al., 1987, based on U.S. Census
data), for both men and women.

Thus, trends in educational level for both sexes and in
education level for both sexes and in labor force participation
for women might be expected to affect the expectation of
caregivers that the kinds of formal assistance available permit
them to make wmore independent choices in service acquisition
while, at the same time, some groups of caregivers may enjoy
somewhat improved economic circumstances which may enable them
to cover at least some part of the cost of caring.

As indicated —earlier, our health care system is Dbecoming
increasingly capable of sustaining the survival of sick people
at enormous costs. These costs may not be able to be borne by
individuals living on post-retirement income and assets, and are
therefore being viewed more and more the responsibility of
government. Is this a financially realistic approach? Can
governments design policy and plan programs which are predicated
primarily on increasing costs without seriously considering
alternative optionsg, some of which may undermine previously held
principles of social security?

According to Torrey (1985), even though the very o0ld are one of
the mogt important and growing beneficiaries of public spending,
little information about their economic resources is known.
Social security programgs tend to consider them a single
beneficiary group of people 65 years of age and over and
historically utilize summary statistics to describe the economic
circumstances of the elderly. The aged today not only
constitute the largest single group of beneficiaries, but they
are more diverse and complex economically than the non-aged.
Our information about them has however 1lagged behind their
growing size and importance and we tend to utilize aggregate
data for program planning rather than look at more specific age
groups of the aged (Torrey, 1985).

Most of the data we utilize refers to average income of the
aged, sometimes according to age group, which does not
adequately describe their heterogeneity. Sample sizes are often
not statistically reliable for the very old. Moreover, people
who are institutionalized, most of whom are in the 80+ group,
are usually ignored by surveys. In the U.S., for example, the
average income of people aged 85 and older is 36% less than the
income of people aged 65-69 (Torrey, 1985), mostly due to lower
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labor force participation and lower social securiy rates.
Similar dispersion ratios were found in a cross-national
comparison (Achdut and Tamir, 1986), indicating that relative
mean net income declines as age increases (Table 7). Income
differences seem to be attributable primarily to reduction in
earned income and to the greater proportion of widowed persons
in the oldest population. The death of a spouse can result in a
substantial income 1loss due to reduced social security and
pension benefits and losgs of earned income (Atkinsg, 1985).

Although we have learned a great deal about income status of
some age groups, we know little about the assets of the very old
and about resource depletion over time, using a longitudinal
approach., PFrom a policy perspective the question is whether
future generations of very old will have the resources to pay &
greater share of the high health costs or whether they will have
depleted their resources. According to Wells and Freer (1988),
data for England suggest that considerably greater numbers in
future generations of elderly will have substantial capital
assets at their disposal which has the potential of being
employed to promote a comfortable and secure existence.. Rivlin
and Wiener (1988) found in the United States, that the financial
position of the elderly, as reflected by income and assets
(primarily home equity), should improve markedly by the year
2020. Total income growth ig8 greatest for the 65-74 year age
group and less for the 85 and older group. In order to project,
however, what will be the economic circumstances ¢of people aged
85 in 2020, we should be looking at those aged 50 now, examining
how they are being affected by improved pension availability,
earning histories, women's labour force participation, etc.

However, simulations ' based on cross-sectional studies should be
viewed with caution, since they tell us only about income
differences between different age cohorts having different work
histories and life experiences but not about income changes
associated with the aging process itself. Longitudinal studies
of aging might provide invaluable insights into this question.
Data about income depletion over time are of special importance
if we want to look carefully and realistically at cost sharing
and other possible alternatives for providing health and
maintenance care for the very old, since cost-sharing programs
will be unviable if the resources of those expected to share
costs have already been depleted.

Thug, an important factor influencing the way we define needs,
demandg, and utilization of public and private services is the
economic resourceg available to current and future cohorts of
elderly. Cross-national comparisons of programs and attempts to
learn or extrapolate from one society to the next should be
based not only on a good understanding of demographic and
cultural differences and of differences in tradition of service
provision, but alsgo on reliable comparative data which describe
the economic circumstances of the aged in relation to
demographic factors. Policy and planning should take into
consideration the changing economic circumstances of aging
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TABLE 7: ition of Gross Income Income T all elderly units

I - '__1-' -1 -1 _-'_rﬁ ___""“_-_-T-"_____-"_____-r'—*______-'_—1-___-—_______-
Norway | W. Germany | Israel S.A | Canada
Income Type |"—'l_—|_"_l——l_'|"_1_‘l_|'"_1_r‘—|__|—'_r_|"—l_l—|_r"_l_
| | 6 | 65- |

|55+|74 |75+( 55+|7¢ (75+| 55+[74 |75+|55+i?4 |75+|55+|74 i7s+| 55+]74 |?5+|55+| 74 |75
——

1. Income bafore
tax & transfer 69 54 24 B3 3 24 69 51 39 46 .4 15 a5 75 68 79 63 53 79 62 5§

Earnings 61 4 6 43 17 8 54 26 17 39 12 2 64 42 21 58 32 17 56 28 1.

-5

Property income 5 6 8 2 2 4 7 10 10 7 9 13 10 13 22 13 18 24 17 22

Occupational
pension 3 3 7 10 8 12 12 8 15 12 -- - - 1 20 25 8 13 12 6 1

2. Transfer income 31 46 5 47 68 76 31 43 61 54 79 85 15 25 32 2 37 47 20 37 4

Public transfers30 45 76 47 68 76 31 49 61 5S4 79 85 14 23 30 @1 37 47 20 37 4

{Social Insurance
transfers) 30 45 75 46 67 75 28 46 54 51 77 78 14 23 29 20 35 45 18 5 4

{Means - tasted

transfers) - == 1 1 ] 1 3 3 7 3 3 7 - == 1 1 2 2 2 2
Private transfersi 1 U 1 2 - J
3. Other income - == _— .- ~~— —— - —— == ea - —— S —a - SO — 1 1

4. Direct taxes 23 19 8 13 S 4 15 11 8 30 28 17 22 14 9 18 1 8 12 9

5. Net income 77 81 92 87 95 9% 85 89 92 0 72 83 78 86 91 8 89 92 88 91 f

Source: reprinted from L. Achdut and Y. Tamir, "Retirement and Well-being Among the Elderly"”, National Insurance Institu
Jerusalem, Israel, 1986. Based on Luxembourg Income Study, 1985.
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cohorts especially in terms of work, retirement and earning
patterns, capital income, c¢ash and in-kind transfers, and
oc¢cupational pensions. One would expect, for example, that the
relative proportion of public and private expenditure on care,
the emphagsis on public or private service develcopment, be
related to the income available to groups o¢of elderly upon
retirement and as they age. That the economic circumstances of
the elderly may have an effect on how we define needs and the
concomitant response of health and welfare services is evidenced
by the example of Switzerland. Gilliand (1983) has reported
that in Switzerland a significant increase in old age pensions
in 1966 significantly reduced the number of admissions to old
people's homes which were primarily funded by the government.

Crogs-national analysis and comparison of income data require
reliable comparative data over time. A good beginning has been
made in generating and analyzing this kind of data in the
Luxembourg Income Study (LIS) mentioned earlier which has
collated data from seven countries: Canada, 1Israel, Norway,
Sweden, West Germany, the United States and the United Kingdom..
From preliminary findings presented at the first LIS conference
(July 1985), one finds some interesting differences in the
economic well-being of the elderly at the beginning of the
present decade (Table 8).

As expected, comparison of the extent of poverty in different
age groups shows that the risk of poverty is generally higher
amongst those aged 75+ than those aged 65-74. Significant
differences are found between countries, with Sweden having
virtually no poverty <£for these groups. The authors (Hedstrom
and Ringen, 1985) point out that this is due t¢o reform in public
pension benefit levels. Between 1952 and 1976 the average
Swedish pension increased by over 300% in real terms, as
compared to a 97% rise in average income among full-time
industrial workers.
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Table 8. Poverty Rates in Several Countries

for Persons 65+ and Total ation
m Aged 65-74 Aged 75+ | Total Population
Canada 11.2 12.1 12.1
W. Germany 12.7 15.2 7.2
IBrael 22.6 27.1 14.5
Norway 2.7 7.3 4.8
Sweden 0.0 0.0 5.0
United Kingdom 16.2 22.0 8.8
United States 17.8 25.5 16.9
mean 11.9 15.6 9.9
* Defined as persons belonging to families with an adjustable

disposable income below half the median for all families in
the specific country. ‘

Source: Hedstrom and Ringen (1985). Based on Luxemburg Income
Study, 1985. Data is for the early 1980's and some
changes are expected. In Israel, for example, poverty
rates in both age groups were reduced significantly by
1986~7 to approximately 14%.

Comparing the composition of the greoss income of the elderly, one
finds that the relative contribution of market income (before tax
and transfer payments) to total income is reduced with age,
particularly in Sweden, Norway and West Germany (Table 9). 1In
Israel, the United States and Canada, market income remains a
considerable share of total gross income. An examination of the
components of market income indicates that about one-third and
one-quarter, respectively, of the income in Canada and the United
States (also 1Israel) are from property assets. Whether this is
an absolute or relative increase in income is unclear.
Longitudinal data, coupled with projected labor force
participation rates, income £from universal old age pensions and
occupational related pensions, should be <considered when
estimating the kinds of resources which will be available to the
elderly in the future. Although the elderly are still
characterized by low incomes and a relatively high incidence of
poverty, as soclial security and work related pensions mature,
each successive c¢ohort of retirees may have higher incomes
because they will have earned more retirement benefits and
accumulated more assets over their working lives. In the United
States, the average income of the elderly is expected to continue
to increase, even in real termg, although at a lower rate than in
the past. Moreover, traditionally large differences in income
between men and women living alone are expected to narrow as more
women enter the labor force and as men continue to leave the
labor force earlier (Luce et al., 1984).
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TABLE 9: Relative Mean Incomn® by Age of Head of Family

| W. Germany Swaden Israe) Canada
Age of Head |—-1—|—|—|—|—+-—|—|——r—-—|—|—|—|—|
all+ | ret+ | | all | ret |
Total 55+ 100 77 100 79 100 58 100 81 100 64 100 68 100 63
55 - 59 144 - 156 81 158 60 1386 85 141 49 140 91 137 67
60 - 64 123 - 105 79 124 58 119 87 112 54 113 86 117 67
65 - 74. 91 83 89 82 79 61 96 89 82 63 87 72 85 66
75+ 62 72 75 75 63 53 72 7 78 71 67 60 65 58
ispersion 2.3 - 2.1 1.1 2.5 1.1 1.9 1.2 1.8 0.7 2.1 1.5 2.1 1.2

atio**

) The mean net 1incomes of the retired families relative to the mean net 1income of all the elderly families (55+). Retired
families are defined as thosa whose earnings do not exceed one-fourth of their net income,

) Dispersion ratio - the ratio of relativa mean income for the 75+ to 55-59 age group.

all - all elderly families
ret - only "retired” families

Although individual differences will remain, some groups of
elderly, such as working women, may therefore be expected in
coming years to enjoy better economic conditions with a greater
sense of independence. The economic independence of women might,
for example, be reflected in ability to purchase adult day care
in the community or to participate in sheltered housing
arrangements where a range of services would be available if
necessary. The proportion of public funding for these and other
services, in the home, community or in institutions ought to
reflect varying trends in income level. Thus planning for
services and public allocation of funds ought to be based not
only on forecasts of magnitude of needs, but also on a projection
of the various specific groups who will be the consumers of
services in the future, their preferences and their ability to
' acquire services privately from the formal sector or share in
' supporting costs of these services.

It is not suggested that improved economic circumgtances means a
reduced need for publicly-funded benefits and services. However,
gsome groups of elderly may be able to pay for a part of their
: service requirements. Data identifying these groups is
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invaluable for discussions of program and financing options.

The point is that increased awareness of changing social
conditions and of demographic and income trends is crucial for a
flexible and pluralistic approach in program planning and
financing. Examining alternatives in planning will require the
readiness of policy makers to adapt to individual differences and
to differential capabilities and expectations for making
independent choices in service acguisition. Trends in labor
force participation of women, 1living arrangements and the
availability of informal care, improved economic circumstances
for some groups, as well as expected higher education level among
the elderly would seem to indicate that at least some groups of
caregivers may be able to make more independent choices in
service acquisition within a program based on the concept of
shared responsibility/shared cost between the older person and
the government.

6. Current Patterns of Formal Service Provision: Institutional
and Non-Institutional Care

A basic policy goal in long-term care then is the need to develop
a broadly diversified system of benefits and services to meet a
continuum of changing needs, from need in the home to the need
for institutions. On the one hand, the long-term objective is to
agsist the family and to develop services so as to enable the
disabled, dependent individual to remain at home and in the
community for as long as feasible and to confine the use of
nurgsing home beds to the most seriously disabled elderly having
no access to family support resources. On the other hand, an
acute and most visible need in most countries is the current
demand for nursing home beds. The issue behind these two
seemingly conflicting goals becomes a practical gquestion of
priorities in allocation of limited funds in a model where cost
containment is in itself a basic issue.
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Table 10. son of Veraus Actual Institutional Use Rates ~— 1980

r . < -5
| Projected Rate?® | Actual Rate |
Country | | |

|Medical Facilities|Non-Medical Facilities|Total|Medical Facilities|Non-medical Facilities| Total |

-

|United States | 4,5% | .25 | 5.7% 4,5% | 1.2% | S.7% |
_ 4
largentina(1) | | | | |
| 1984 | 3.9 | 1.1 | 5.0 | N/A | N/A | <0.1 |
Australia(2) | | | | | ] |
| 1981 | 4,2 ] 1.1 | 5.3 | 4,9 | 1.5 | 6.4 |
|Belgium(3) | | | | | |
1981-1983 | 4.5 | 1.2 | 6.7 | 2.6 | .7 | 6.3 |
| Canada(4) 1 4.2 | 1.1 | 5.3 | 7.1 | 1.6 | 8.7 |
Costa Rica(5) | | | | | o |
1980 | 3.7 | 1.0 | 4.7 | N/A | 1.5-2.0 |1.5-2.0]
Denmark(6) | 4.5 | 1.2 | 5.7 | N/A | N/A | |
France(7) | I | ! l |
1982 | 4.8 | 1.3 | 6.1 | 5.3 | 1.0 | 6.3 |
est Germany(8)| | | | |
| 1980 | 4.3 | 1.2 | 5.5 | 1.2-3.6 | 0.9-2.4 13.6-4, 5|
|Greece(9) | | ] | | |
1982 | 4,2 | 1.1 5.4 | N/A | 0.5 | 0.5 |
Israel(10) | ] | | | |
1981 | 3.5 | 0.9 | 4.4 | 1.4 | 2.6 4.0 |
Japan(11) | | | ! | |
| 1981 | 3.9 | 1.0 | 4.9 | 3.1 | 0.8 | 3.9 |
| Nethertands(12)| | | | |
| 1982-1583 | 4.6 | 1.2 | 5.8 | 2.9 | 8.0 i 10.9 |
|New Zealand(13) | || | | |
| 1982-1983 | 4,1 | 1.1 | 5.2 | 2.4-2.8 | 3.9 |6.3-6.7|
|Spain(14) | | b I | |
| 1982 ' 4.2 | 1.2 | 5.3 | N/A | 2.0 | 2.0 |
[Sweden(18) { | | I | I
| 1980 1 4.5 ] 1.2 | 5.7 | 4.6 | 4.1-5.9 8.7-10.5|
| Switzerland(16)| | | | | | |
. | 1982 | 4.5 | 1.2 | 5.7 | 2.8 | 5.0-7.2 17.8-9.0|
|Turkey(17) | | | | | |
| 1984 | 3.3 | 0.9 | 4.2 ] N/A | N/A | <0.2 |

VS W NS ISy U U S PN N——

N/A = Not available

Source: ISSA, Long Term Care for the Elderly Provided Within the Framework of Health Care Schemes, Geneva, 1986,

* Based on a standard U.S. age/sex specific institutional use rate (measured by the 1977 National Nursing Home Survaey).
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We find a great degree of variation among societies in the form
and extent of institutional response to long-term care needs.
Bowever, the differential rates o¢f institutionalization which
have evolved in various countries cannont be attributed ¢to
demographic factors alone. A recent ISSA report (ISSA, 1986)
which sought to estimate the effect of demographic variables such
as age/sex composition on cross-national institutionalization
rates found great variation when actual use rates were compared
to projected use rates, using United States age/sex specific
institutionalization rates as the comparative standard. It was
found that whereas population characteristics alone would suggest
similar use rates in the U.S., Sweden and the Netherlands, both
latter countries use institutional services at almost twice the
rate of the U.S. In the Netherlands, however, rate of use of
medical institutions is one-~third less than the U.S. rate, while
the use ¢of non-medical institutions is almost seven times greater
(Table 10).

In the same study, reported institutional rates vary from a low
3.6%-4.5% in the Federal Republic of Germany to 8.7%-10.5% in
Sweden. A striking finding is the difference in medical and
non-medical institutionalization rates. There i8 a much higher
use of non-medical residential care in Western Europe than in
Canada and in the U.S. The Swedish use of medical institutions
is similar to that of the U.5., but its use of non-medical
facilities is almost five times greater.

In other words, it would seem that factors other than need
defined in terms of population characteristics are responsible
for institutionalization rates. Given the fact that current data
regarding need for beds based on waiting lists and rates on
ingtitutionalization reflect exigencies of the existing systenm,
defining future need for nursing home care on the basis of
extrapolated population data alone is inadequate. Factors that
need to be examined, such as the percentage of single and
childless elderly, the number o©of children, labor force
participation rates, the availability of institutional beds
and home care services, as well as incentives for usage, are
those that define the degree to which informal family support is
available in each country.

Moreover, it also becomes necessary to examine policy issues and
goals as intervening variablesgs ocutlined in the model depicted in
Figure 1. In £fact, the aforementioned ISSA report notes that on
the basis of responses to its gquestionnaire, most advanced
industrial countries perceive their rate of institutionalization
as higher than necessary or desirable. "Most of these countries
are currently pursuing deliberate policies to expand home and
community-based long-term care services in part as means of
reducing the need for institutionalization" (ISSA, 1986). At the
same time, however, some of these countries report experiencing
considerable pressure to expand bed capacity to meet current

unmet needs. In the Netherlands, during the last few years one
finds a contradiction between forecasts of the increasing need
for institutionalization based on current practices, and
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national policy norms which call for a reduction in the
proportion of aged in nursing homes and other institutional
settings (Morginstin and Werner, 1982). 1In a broad sense, the
need for ingtitutionalization is not only a reflection of current
requirements, but also becomes a question of long-term goals
versus short-term pressures.

The costs of existing long-term care services point out the
importance of formulating clear-cut peolicy regarding the optimal
balance between community and institutional long~term care, and
the role of whatever program is developed in promoting such a
policy. Experience in other countries as well as findings for
Israel indicate that although community and institutional
services are theoretically part of a gingle continuum of care
which should reflect differential population needs, there is, in
fact, a trade-off between community and institutional services
which may be the result of emphasis placed on one aspect of care
at the expense ¢of, or to compensate for, a shortage of the other.

Examining long-term care schemes in several countries indicates
some imbalance between the two sectors. In England, for example,
where there is some overlap between acute and long-term care,
chronically ill disabled aged are hogpitalized due to the lack of
sufficient long-term c¢are services in the community. Since
nursing homes are, in effect, hospitals, residential homes which
were originally meant for the independent aged are slowly
becoming transformed into nursing homes which are not always
suited to the needs of residents from the point of view of
physical condition, manpower, budget, etc. 1In Japan and Germany,
rapidly aging societies, much medically oriented long-term care
is provided in acute care facilities. In the Netherlands, one of
the results of the ABWZ Law, which had originally provided
reimburgement primarily for institutional long-term care, ig that
in the past insufficient resources were allocated to the
community care sector. Indeed, the gquestion that should be
raised is whether the increase in institutionalization in some
countries has been a result only of the increase in the number of
chronically ill elderly, or whether it is also a result of policy
which makes it easier and more efficient for the family, and
especially for professionals, to institutionalize an individual
in a government-funded nursing home rather than provide services
in the community.

Experience has shown that state policy and, especially, funding
practices give rise to increased demand and use of services which
are publicly financed. Countries which did not sufficiently
consider the desired balance between community and institutional
long-term care have overemphasized the institutional end of the
continuum of care, in terms of both policy and funding. In
practice, such policy has constituted an incentive to the
continued growth of costly institutional services at the expense
of services provided in the home and the community. Today the
U.S., Terael and several European countries are increasingly
supporting the financing and growth of the home-care sector while
attempting to reduce the role of institutions. For example, the
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Netherlands has successfully pursued a policy of reducing
ingtitutional use over the past few years by expanding benefits
under ABWZ to include reimbursement for services provided at home
and in the community. In Norway, too, policy in the past decade
has encouraged a growth in home care by making available
reimbursements for such services.

Current trends emphasizing the growing importance of home and
community long-term care have developed not only as a result
of social policy recognizing the intrinsic benefit of staying
at home as opposed to institutionalization, but primarily as a
result of pressures for cost-containment, although there is no
clear evidence that home and community services are less
expensive than institutionalization, especially when one imputes
economic costs to informal care and includes opportunity costs.
One could argue, however, against this type of conceptual
approach to cost analysis of care provided in different settings
which gives the same weight to economic cost of formal service
provision often funded by the public sector and to the private
cost of informal care. It is unclear, for example, whether
institutional care is less expensive if one looks only at public
costs - the cost to the state of providing total care in an
institution - as compared to public supplementing of informal
care provided at home, as a form of sharing the cost of caring,
either in the form of a cash transfer or in-kind home care
service. These ¢types of public costs are comparable over and
above private out-of-pocket costs assumed by the elderly and his
family, at their own cheoice and decision.

It ig important to point out that the trend toward community care
increasingly reflects not only cost considerations but also
growing sensitivity to the preferences and needs of the dependent
older person and his family and the desire to improve the quality
of life and well-being of the chronically ill individual as well
ags to create more alternatives for care prior to
ingtitutionalization. Moreover, sufficient non-institutional
services would make it possible to view nursing home care as only
one option within a range of community services, an option which
igs not necessarily final and which can be utilized for short
periods of time. Furthermore, there ig a strong case to be made
for normalizing and demedicalizing institutions so that for those
no longer able to maintain their independence at home,
institutional care might become a more humane type of community
care alternative (Freer, 1988). For these reasonsg, it is
essential to emphasize the importance of coordinating between the
two sectors in order to maintain a continuum of appropriate,
quality care.

Whatever program is chosen, there are several questions for each
society - given its specific population data, changing social
conditions, cost considerations and existing modes of service
provision: what is the desired pattern of care aimed for? What
balance, what mix of |benefits and services, against the
background of current practices and expectations, will sustain
the continued provision of family care, which seems to be the
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preferred vehicle in all societies? What programs will
facilitate the important 1link between formal and informal care,
between public and private expenditures, and will build on the
resources of family care while reserving publicly funded services
for those who require it?

7. Provision of Services

In contragst to the United States, most Western c¢ountries provide
universal health care for their populations, although the means
by which programs are financed vary, including national health
insurance programs and sick funds, funded differentially by tax
revenues, social insurance contributions with copayments for some
items, and operated via a nmix of public and private facilities
and physicians. In most countries, there 1is a high rate of
admissions of older people to acute hospitals with no attempt to
requlate length of stay to specific episodes of illness ag under
Medicare in the United States (Rabin and Stockton, 1987).

Home care is generally the responsibility of social welfare
authorities, as in the United Kingdom, Canada and most European
countries. Definitions of institutions for long-term care vary
between countries making cross-national comparisons difficult.
Whereas the United States, Canada and Israel have a system of
proprietary, voluntary non-profit and public institutions
providing nursing home care, in Europe this type of care is also
provided in acute hospital geriatric and psychogeriatric wards.
Cash benefits are provided by some countries instead of services,
such as Germany. In Sweden and the United Kingdom, cash
attendance allowances or supplements may be paid to the disabled
elderly and their caregivers. In Sweden a significant number of
paid home helps are relatives of the elderly recipients (Rabin
and Stockton, 1987:; U.S. Senate, 1984).

Most countries provide health-related services at home, such as
home help for personal care, homemaker services and meals on
wheels, through their social welfare departments. This is often
done on a subcontract basis in cooperation with private and
non-profit voluntary organizations, or directly as in Manitoba.
In some countries, services are available on a universal basis
such as under Long-Term Care Insurance in Israel, or in
Manitoba's Continuing Care Program, but universality is often
dependent on the availability of services. More generally,
provision of home care services is means-tested.

As part of a program for the very old, in addition to the
important personal care services provided at home, it is
necessary to develop a network of public and private services in
" the community, one that would allow the family flexibility in
service acquisition and would enable it to continue performing
its caring role. Some of the services which are being advocated
are:

a. Single Access Point for Long-Term Care. This approach
would provide a single address for the family in need of

31




consultation, assesgment, services and referral. A model of this
type has been successfully developed in Manitoba's continuing
care program (Havens, 1988).

Experience shows that families do not apply for services until
they are near the exhaustion point or in the midst of a crisis,
at which time the potential effect o¢of the service might be
minimal. A single-access point for care, providing case
management or case-coordination would make it easier for the
already overburdened family to apply for assistance. The primary
responsiblility of case-coordination should be the coordination of
a continuum of care, from the home to the institution if
necessary. Although c¢ase management might be made available to
all families, it has been shown to be most cost-effective for
multi-gervice high-risk groups requiring intensive home care and
professional involvement in introducing formal support services
into highly personal, highly emotional caring situations. The
role of the case-coordinator, coupled with the family's feeling
of "belonging” and trust, facilitates the provision and
acceptance of services.

b. Adult Day Care/Psychogeriatric Day Care. The importance of
day care for the dependent elderly has been increasingly
recognized over the past decade. This service seems to be
insufficiently utilized for high-risk groups, however, because of
the difficulties and <¢osts involved in transporting and caring
for these individuals. Given the increase in labor force
participation rates of women, this type of service should receive
higher priority in planning if we desire to enable working
families to continue performing the caring role. An important
population requiring day care is the growing group of elderly
suffering from some form of mental deterioration and living at
home., Some <care might be made available in institutions
interested in developing a more community-oriented approach.
Similarly day centers could offer some home care services for
those requiring additional individual care.

c. Services for the Caregiver. Some services geared to family
caregivers themselves which are becoming available, especially in
the U.S5., are:

- Family sBtudy and support groups organized by service
agencles which provide practical information instrumental
to the caring task as well as the opportunity for generally
isolated caregivers to meet and exchange views with others
in the same situation.

- Respite service, both voluntary and paid, in the home or
for short periods in an institution.

-~ Organization of self-help groups usually by familiea who
have common problems in caring - such as those of Alzheimer
victims,

- Services to families whose elderly relatives resgide in

institutions should not be neglected. Such services would
be geared at counseling for placement and increased family
involvement in the institution, including family

32



representation on public committees responsible for
monitering quality of care.

- Volunteer services - visits by volunteers which have
generally been provided to isolated elderly should be
extended to older people with caring families, thus sharing
the burden of care.

d. Congregate housing facilities - should be extended to
provide adequate long-term care so as to enable dependent
residents to remain in their homes for as long as possible
without having to move to a different facility.

e. Providing medical services at home is of the utmost
importance. Often the decision to enter an institution is based
on experience of the difficulties of obtaining the care of a
doctor at home. Unfortunately, whereas other health sectors have
recognized the importance of extending home services, home visits
by doctors are still hard to come by. This remains one of the
weak links of the home care system and deserves more extensive
examination and discussion in geriatric education and training.

£. Pinally, and least &examined in the gerontological
literature, is the area of preventive intervention and health

promotion for the aging - in as diverse areas as personal
safety measures, fall prevention, social supports, exercise and
diet, continuing education, and preventive medicine - all of

which will help in raising the quality of life during the aging
process and, hopefully, in increasing the numbers of people
living into their 80's and 90's who will be able to have full and
productive lives.

8. Long-Term Care Insurance in Israel: An Israeli Cage

It was in response to demographic trends, the inadequacy of
existing programs in meeting needs, the growing burden of care of
the elderly and their families, threatened cutbacks in services
to the elderly during severe economic periods and the concomitant
desire on the part of legislators to protect the most basic
required services, that in April 1986 the Israeli Knesset
(Parliament) completed the enactment of a law which created a
community Long-Term Care Insurance branch (LTCI) within the
framework of 1Israel's social security system. In addition to
specifically defined personal care and home help services
provided on the basis of personal entitlement, the law provides
funds for service development in the community and in
ingtitutional settings, and for some additional beds in nursing
homes.

LTCI in 1Israel should be viewed as a logical continuation and
expangsion of social policy for the aged under social insurance.
Whereas for the past 15-20 years comprehensive measures for
income maintenance for the elderly have been developed and
refined, this next step in Bsocial policy reflects a shift in
focus toward a statutory allocation of resources for the
functionally dependent elderly.
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In effect, the primary aim of the law is to formally define the
State's statutory obligation to provide leong-term care services
to the seriously disabled among the elderly, on the basis of
personal entitlement and clearly defined eligibility criteria,
thus meeting individual needs of the eligible elderly and
enhancing the family's role as a primary caregiver. LTCI
therefore hag two target populations: severely dependent elderly
and their informal |<caregivers, where such exist. These
specifically defined services and benefits will supplement those
discretionary selective services currently being provided via the
Health and Social Affairsg Ministries and by the sick funds, but
which are unable to respond adequately to the expected increasing
need and cost of service provision.

An important contribution of the emergence of LTCI in Israel is
that it brought to public debate and resolution, in the form of
legislation, many issues that had previocusly remained solely in
the province of professional literature - issues regarding the
role of the family in providing care, and links between informal
care provision and formal service structures; community versus
institutional care; cash versus in-kind benefits; centralization
versus decentralization in implementation; roles of private and
public agencies in service development and provision; and, in
Israel, the drawbacks, benefits and cost considerations of a
social insurance-based program versus existing public programs
based on more selective and discretionary modes of resource
allocation. Some of these issues have now been resolved in the
law; others are still undergoing debate and will continue to-do
so in the context of future research and evaluation.

The basic principles underlying LTCI are:

1. Personal entitlement to services and benefits in a social
insurance program, paid for by contributions from the
working population. The aim of the personal benefit is to
enable dependent persons to remain at home for as long as
possible, and to strengthen family caregivers by providing
services. In fact, under this law the target population is
the dependent older person as well as his or her family.
The emphasis is on providing home and community services,
not institutional care. Under the law, an individual is
eligible for benefits ony if he or she does not reside in a
nursing home, However, it should be emphasized that the
role of benefits is not to replace family functions and
responsibilities. The family will continue to have primary
responsibility for the care and welfare of the individual,
since the benefit will cover only part of the basic costs
incurred in caring.

2. Continued expansion of the network of available services by
allocating funds for service development in the community
and in institutions. Increasing the availability and
accessibility of quality services in the community, as well
as of manpower for providing care at home and in day-care
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centers for the elderly, are viewed as essential in order
to enable use of benefits to provide in-kind services to

eligible individuals.

Creation of a program which is based on a clear division
between assessment for eligibility on the one hand and
service provision on the other. Service provision and case
coordination are decentralized functions, while
eligibility determination and monitoring based on uniform
guidelines and instruments is centralized so as to assure
maximum equity under law and maximum control over targeting

and costs.

Some of the main measures and provisions of long-term care
ingurance are as follows:

1.

Responsibility for determining eligibility is solely that
of the National Insurance Institute. Men over age 65 and
women over age 60 who are severely functionally disabled in
activities of daily 1living or require constant attendance
due to danger of harming themselves or their environment
are eligible for services or cash benefits.* Eligibility
level is defined in terms of the degree of functional
dependency, i.e., the degree to which the individual is
dependent on the help of others in basic daily functions
including mobility in the home, eating, dressing, washing,
continence control, and the need for personal attendance or
supervision. It does not take into account social and
gituational factors, met or unmet needs, etc. There are
two levels of eligibility, according to the degree of
dependency, as assessed by a public health nurse from the
Ministry of Health in the home of the elderly person, using
a uniform, objective ‘assessment instrument for measuring
ADL. Each person receives a score based on the home visit.
Additional points are awarded to persons living alone who
have accrued at least two points in ADL dependency, and to
those requiring constant personal attendance. Total scores
are translated into the two basic eligibility levels.

2. The benefit is intended for elderly living at home,
in the community. Thus, only persons living outside of
nursing homes and nursing wards may apply for a benefit.
Persons residing in sheltered housing or old-age homes that
are not publicly financed may also apply. For those
elderly receiving .a benefit while 1living at home, if a
decision is made to enter a nursing home, the benefit will
be halted upon institutionalization.

Functionally disabled individuals below this age are
currently eligible for a c¢ash attendance allowance under

General Disability Insurance.
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Eligibility for benefits is income-tested. Income taken
into consideration includes that of the elderly and his
spouse. In cases where the benefit will have to be provided
in cash form (see below), the income test considers income
of a son or daughter who resides with the elderly person
and is defined as his caregiver. In such cases, only high
incomes (those above three times the average wage) will be
considered. Data for 1988 show that 1less than 1% of
applicants were ineligible due to in~ome level.

There are two  benefit levels, parallel to the two
eligibility levels, one egual to the National Insurance
basic pension rate and the second at 150% of the basic
pension rate.* The emphasis is on in-kind services, not
cash benefits. Only in specifically defined instances
where services are unavailable and the eligible person is
being cared for by a relative living with him or her is it
possible to receive a cash benefit, until services become
available. Cash benefits are provided at a rate of 80% of
the benefit level, reduced by what has been calculated as
approximately 20% administrative costs of providing in-kind
benefits. Today, out of a total of approximately 15,000
beneficiaries, less than 200 are receiving cash benefits.

The kinds of services which can be provided under LTCI are
carefully delineated in a "basket of services." These
gservices derive directly from the definition of eligibility
in terms o¢f dependency in activities of daily living, and
are closely related to direct caring functions. They
therefore include personal assistance in the home or in
organized community facilities (such as day care centers),
home help (with basic¢ household chores), personal
attendance, laundry, meal preparation and delivery, and
supply of absorbent under-garments for the incontinent.
Medical, paramedical and social support services are not
covered under LTCI, and continue to remain the sole
responsibility of other agencies, which, it is hoped, will
complement LTCI care plans when necessary.

The National Insurance Institute has overall responsibility
for the law's operation and its monitoring. However, there
is a sharing of responsibility in implementation between
branches of the National Insurance Institute, which has
sole responsibility for determining eligibility on the
basgsis of functional disability in ADL, and local
professional committees, which are defined by law and have
responsibility for determining <care plans, providing
services, monitoring changes and reporting. Although the
committee is an organ of the National Insurance Institute,
it is staffed by a senior social worker from the municipal
authority who ig the committee coordinator, a nurse from
These two basic levels are again pro-rated according to
the income test so that in fact there are four possible
benefit rates.
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the sick fund and a clerk from the local branch of the
National Insurance Institute. The committees operate via
field professionals in the community - social workers from
local welfare departments and nurses from sick fund clinics
- who are in direct contact with eligible individuals and
their fanilies, submit care plan proposals to the committee
and provide case management and coordination functions as
required. This type of arrangement ensures  that
eligibility for benefits will be determined using uniform
instruments and guidelines under the responsibility of a
central agency, the National Insurance Institute, thus
assuring an optimal measure of personal and regional equity
in resource allocation. At the same time, it decentralizes
the most important professional functions at the level of
case management and service provision, recognizing that
these are best understood and dealt with at the local
professional level. Most importantly, this arrangement
requires a level of previously unheard of interagency
cooperation as defined under the law.

7. "In addition to stipulating which services will be provided,
the care plan indicates which agencies will provide
services. The program operates strictly on a
sub~contracting basis, raising important requirements of
licensing, monitoring and control. The payment for
services is transferred directly to the service provider
agency. Cash benefits are paid to the eligible person. Only
certified agencies having legal status and approved by the
Ministry of Labor and Social Affairs can be contracted with
to provide services. Benefits cannot be transferred to
private persons providing care,

Issues Related té Implementation of LTCI

Several innovative aspects of the law will constitute the real
challenge and test, not only in regard to the intricacies of
implementation, but alsco in terms of whether Israel will be
successful in improving the well-being of the law's target .
population - the elderly and their family caregivers.

LTCI has attempted to resolve the issue of cash versus in-kind
benefits by firmly placing its weight on the side of services.
The law defines eligibility for services, not cash benefits. A
cash benefit will be provided only on a temporary basis until
appropriate services can be developed in a given community. An
underlying assumption of LTCI is that services are more effective
than cash benefits in reducing the real burden of care, by
sharing caring functions with informal caregivers. And, it is
believed that, in the 1long range, the provision of in-kind
services will have a more powerful impact on expanding the
network of services available for long-term care.

The emphasis, then, is on the words eligibility and services, a
combination which does not exist in other countries in the same
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way ags in Israel. What we have here is a combination of a
universal approach in determining eligibility with a differential
approach in gservice provision according to individual
requirements. Although two people may have the same degree of
disability and benefit level, the nature of services received
will be affected by the specific social situation, family support
resources, avallability of services, and professional approaches
in each community.

It is quite clear that in evaluating the impact of the law, it
will be necessary to consider issues of cost and effectiveness in
meeting unmet needs in terms of individual preferences. It will
also be especially important to examine the cost of the
administrative structure for implementing the law, including the
important functions of monitoring, regulations, quality assurance
and control. |

To a great extent, the success of LTCI in meeting social goals
and needs depends on the degree of coordination and cooperation
between the various agencies and organizations. Will these
benefits constitute a separate system or become an integral part
of an improved program? What type of coordination will develop
between LTCI and other frameworks? Will we be creating an
additional, duplicate administrative structure or will it become
a vehicle for coordinating administrative and case management
functions, especially those of need assessment and monitoring?

Will there emerge clear boundaries between statutory provisions
and those services that will continue to be provided on a
selective basis? We do know that dependent persons and their
family require a variety of services not covered by LTCI,
including housing adaptations, paramedical services and social
support services. Will these services continue to be provided on
a selective basis by governmental bodies currently responsible
for them? As a result of LTCI, will other government and public
organizations relingquish responsibility for development and
provision of services included in the basket of services offered
by LTCI, reduce budgets or reduce the level of sgervices currently
being provided, or will they, hopefully, shift those budgets to
other services and populations not covered by this law? What
will happen in terms of equality and level of service provision
for those elderly ineligible for LTCI, yet who require similar
supportive services? What role will private agencies play in
service development and provision and what will be the form of
quality control as regards private agencies?

Research Issues

Because this 1is a new law, there are more questions than answers
to some of these questions. Other issues that will have to be
addressed in a future research evaluation of LTCI are the
following:

- Will the overall availability of services and manpower
expand as a result of the law's implementation? Since the
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inception of LTCI the number of private service agencies
has mushroomed. What will be the mix of public/private
services? Will the increase in demand for services generate
"healthy" competition, more efficient operation of public
gservices and better quality, or the opposite? What effect
will LTCI have on the hourly rate of payments for home
care?

- What will be the law's effect on the rate and pattern of
institutionalization in old-age homes and in nursing homes?
Will we find, as predicted, that people will be able to
defer institutionalization? What will be the effect of the
law on patterns of acute hospitalization, discharge
policiesa, etc.? A research study on this issue is currently
being conducted in Israel by the Brookdale Institute.

- With regard to the basic objective of the law - to enable
the elderly to remain at home - an important question is
how will "home" be defined in practice? According to the
law's provisions, c¢lder people living in sheltered housing
arrangements or more traditional old-age homes can submit
claims for benefits. There are generally pressures to
relocate to nursing homes <those who suffer physical and
functional deterioration. It will be a challenge under LTCI
to utilize funds for service provision to eligible persons
in various forms of sheltered housing, and to examine the
effect of LTCY on these types of living arrangements.

- What will be the ratio of provision ¢of in-kind services and
cash benefits?

- What effect will the new law have on existing procedures
for need asessment and service provision, as well as on
existing criteria for determining eligibility for other
selective services in the community or for institutional
care? Will the leocal committees operating under law
provide a much needed impetus for developing a more
comprehensive, coordinated approach to providing care?

- Most importantly, will the law have an impact not only on
the well-being of the chronically ill elderly and the
family's ability to provide care, but also allow services
to be responsive to individual differences and preferences?
Will the law encourage continued family responsibility and
independent choices and decisions in caregiving or will
families become overly dependent on public agencies?

9. Summary and Discussion

One of the key points in systematically assessing the changing
needs of the elderly, especially the very old, is the
interrelationship between a multitude of factors affecting the
development of existing programs as well as present and future
policy. Against the background of shifting age composition of
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the population, the aging of the older population itself,
increasing per capita expenditures on the elderly, maturation of
pension schemez, and climbing dependency ratics, there is a
growing awarenesgs of the need to examine these factors carefully
in order to expand much required services for target groups in a
cost-effective manner.

There seems to be a consensus that during the first quarter of
the next century, changes in the age structure of populations
will be unfavorable for the financing capabilities of health
care, pension, and social programs and will add to the already
growing financial burden of 1long-term care, much of it being
borne today by the working population in most industrialized
nations, and by the elderly themselves in some countries.

A comprehensive, flexible approach to meeting the needs of the
very old is one in which the elderly are characterized as a
heterogeneous group, not all having needgs which will require
public funding. It is a group which is not only heterogeneous
today, but will be changing as succeeding age cohorts enter into
retirement and o0ld age. The very old should thus be carefully
examined to identify the strengths as well as the weaknesses of
various sub-groups if, at the least, we wish to avoid much of the
agism that has characterized attitudes towards the elderly in the
past.

This approach requires an understanding of changing expectations
for making independent decisions, and patterns of care, among the
elderly, due to increased labor force participation and changing
roles of women, as well as future cohorts of elderly having
somewhat higher income levels, primarily in terms of occupational
pensions and assets, and higher educational attainment levels.
Data regarding these developments, together with increases in
needs and costs of caring, ought to be carefully studied against
the background of economic productivity and stability and social
policy concerns, the objective being to create program and public
funding options which can be economically sustained.

In addition to cross-sectional comparisons of income data such as
market income and transfers for assessing the economic gecurity
of the elderly, longitudinal data is required that examines the
threat of rising health care costs to the retirement income
gstatus of the elderly, and especially the depletion of funds and
its implications as persons age. The question for social
security may be: what type of unexpected risks associated with
income depletion should be covered and how much will it cost to
secure against these risks. These issues have been the focus for
discussion in several countries; for example in the United States
during the past decade in the context of long-term care bills and
Catastrophic Care Insurance, in West Germany which is considering
adopting a long-term <care insurance program under social
security, and in Israel which has already done so.

Part of the alarm raised at growing public expenditures for the
care of the elderly are being replaced by willingness to examine
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cost-sharing options in covering the expenses involved in
providing care for specifically identified high-risk groups. We
may in fact be moving toward a more pluralistic policy in social
security in designing options for coverage and funding based on a
concept of shared responsibility - shared costs. This approach,
adopted in 1Israel's Long-Term Care Insurance Law and in
Manitoba's program of continuing care, recognizes the fact that
the family is already and will continue to be the main provider
of care. Services should therefore be designed to facilitate and
encourage independent caring as much as possible while providing
public supports up to economically feasible 1limits. These
supports would be aimed not at covering total needs, but at
sharing and easing part of the physical, emotional and financial
burden of caring, as a complement to family care.

Using the approach that requires us to anticipate future cohorts
of the very old to be a heterogeneous group - from the standpoint
of health status, functional dependency, economic circumstances,
soclal resources, expectations - a pluralistic approach to
identifying and meeting the needs of specific¢ high-risk groups is
required, while recognizing that other groups will be able to
lead independent 1lives with little or no public support. The
challenge is to find ways in which the total population,
including the elderly themselves, can equitably contribute to
sharing the cost and burden of care, while targeting public
spending toward its most efficient use. Important vehicles for
attaining this goal are more clearly defined eligibility criteria
aimed at contained targeting and ceilings set on benefit levels,
keeping them within available resources. Keeping costs within
available resources also means curbing coverage within targets by
designing reassessment mechanisms that monitor how long
recipients remain eligible, making certain that those who are no
longer eligible in terms of need levels, do in fact leave the
system,

Some questions are: how can we achieve an optimal balance, both
in terms of cost-effectiveness and social security principles, in
the links Dbetween informal and formal, public and private
sectors? What kinds of services should be developed that are
geared to family «caregivers rather than to the elderly
themselves? What are the isgues of equity arisging from a
pluralistic apprcach to social security coverage? Is it
justified to provide high-cost services for high-risk groups who
might be cared for more efficiently in institutions? What are
the lines that should be drawn between social security programs
and those better implemented by selective welfare programs?

Some of the alternative policy measures which have been put forth
especially in a recent OECD report (1988) may undermine some
basic social security principles developed in the past:

- restructuring of social expenditures in response to
demographic shifts and changing patterns of need, i.e., a
diversion of resources from programs serving the young to

those serving the elderly;
¥

41




- reducing the size of populations eligible for social
security benefits (e.g., raising retirement age);

- encouraging growth in productivity of the working
population;

- increasing labor force partic¢ipation for some groups, such
as women and the elderly themselves;

- moderation of replacement rates of the benefit while
raising real earning levels;

- strict eligibility «criteria to provide services and
benefits on a more selective basis;

- determining a greater role for the private sector in
complementing social security schemes in order to relieve
some of the pressures on public programs;

- examining possibilities of extending the tax base ¢to
include some segments of the elderly population, without
harming low-income groups.

In any case, as has been stated by Binstock(1985)and Habib(1985),
we should be wary of automatically generating inaccurate
estimates of future fiscal burdens and reinforcing anxieties
about economic conflicts between o0ld and young generations,
between productive and non-productive populations, in the
allocation of health and social welfare resources. We should
rather be looking at a variety of options that differ from the
usual extrapolations of current trends, existing public policies
and existing social security programs, searching for a variety of
options for policy intervention could ease the problem of coping
with population aging.
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As you may have heard and will continue to0 hear £rom most
reporters at this meeting, one of the most acute and visible
problems facing the health and social service sectors today is
that of meeting the rapidly increasing needs of the elderly. Per
capita expenditures for the very old are already larger than
for any other age group in most countries. In terms of resources,
as the number of very o0ld increases, proportionally more
regources are likely to be used by them than by younger age
cohorts.

What we find is that, at the same ¢time that Western
industrialized nations are under great pressure to reduce
expenditures on income security, health and social welfare
programs, the proportion of aged in the population, especially of
the very old, has been growing and is predicted to further
increase over the next several decades, with parallel increased
pressures on providing care to the vulnerable elderly.

Both developing and developed <countries are experiencing
population aging, According to data from a 1987 WHO report, in
most countries the elderly population is increasing at a faster
rate than the population as a whole. The same report predicts
that between 1980 and 2020 the total population of the develcping
world will be increasing by an expected 95%, whereas the aged
population will rise by 240%. The period of most rapid-growth is
expected to be the second and third decades of the next century.

The number of elderly, which has been growing steadily in this
century, represented in 1980 an estimated 5.7% of the world
population, and by the year 2025 is expected to have reached
9.5%. In more developed regions the proportion of 65+ will
constitute an average of 17.3% of the total population, and in
some Northern and Western European countries such as Denmark,
Netherlands, West Germany and Sweden, it will reach over 22%.
Japan, by the way is the most rapidly aging population.

Life expectancy at age 65 is increasing and in the U.S8. is
expected to be 82 years for men and 87.3 years for women by the
year 2035. Literature referring to the oldest o0ld generally
include those over 80 or 85, Thus not only is the aged population
increasing, but the elderly population is itself getting older as
more and more people survive to the highest ages. In fact, most
of the growth will occur in the 80 and over group, and in some
countries {(e.g. Germany, Denmark, Austria, Sweden) will comprise
almost one-quarter of the elderly population.

Reductions in mortality due to possible technological and medical
advances may have an additional effect on the size of the very
cld population, If there are further increases in life
expectancy due to major breakthroughs in treating such diseases
as cancer and heart disease, current projections in the growth of
the elderly population may in fact be understated, and more and
more people will be living into their very old age.
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In fact, our health care system is becoming increasingly capable
of sustaining the survival of sick people at enormous costs.
These costs may not be able to be borne by individuals living on
post-retirement income and assets, and are therefore viewed more
and more the respongibility of government. Is thig a financially
realistic aproach? Can governments design policy and plan
programs which are predicated primarily on increasing costs
without seriougly considering alternative options, some of which
may undermine previously held principles of social security?’

Estimates of per capita public health expenditures for the
elderly in 1984 ranged from $1200 in the U.8. to over $2,000 in
the Scandinavian countries. As you can see, public health
expenditures for the elderly as a proportion of the GNP varies
and i as high as 3% in Norway. Total per capita public
expenditure for the elderly ranges from 5.4% in Canada to a high
14.5% in Sweden. In the U.S., for example, since 1960 the
proportion of the federal budget on programs for the elderly has
doubled. The oldest o0ld, who.are the subject of this meeting,
have the highest health costs.

The key policy concerns for this meeting, arising out of current
and predicted demographic trends are:

a. Whether the aging of populations will automatically lead to a
major increase in the cost of public health and social
programs, especially for the very old. Are expected growths
in public costs direct extrapolations of magnitude of
population increases, of current rates and current patterns
in service utilization, or can we meet needs but control
costs by policy decisions restricting parameters such as
coverage, benefit levels, control of supply of institutional
beds, and expanding the role of the private sector?

b. What type of services or programs will be required by which
groups Of the very o0ld? Will programs be aimed at meeting
in-depth service needs of residual groups such as the
severely disabled, the cognitively impaired, the poor, and
those without family support, or will programs aim at
providing a basic level of care to a broader group of the
very olg?

c. Which of the required services can or should be provided
under the umbrella of social security entitlement programs,
and which would better remain the responsibility of non-
entitlement welfare programs, informal care, or the private
market? What is the desired mix of formal and informal,
private and public care? What economic and social
constraints will affect the optimal balance between these
sectors?

1. See Table 4 in Background Paper.
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Similarly, what is the desired balance between community and
institutional care, and how can this balance be achieved
through incentives inherent in publicly financed programs?

The quesgtion which will have to be answered by each country
is whether expected increases in health and long-term care
expenditures will outstrip real economic growth. Will
society, and in particular, the working population, be
willing or able to bear the additional financial burden?
wWhich economic policiesa sghould be pursued s0 as to achieve
economic growth as well as cost-containment goals?

I am certain that reports heard in the next few days will address
several of these issues.
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In fact, our health care system is becoming increasingly capable
of sustaining the survival of sick people at enormous costs.
These costs may not be able to be borne by individuals living on
post-retirement income and assets, and are therefore viewed more
and more the responsibility of government. Is this a financially
realigtic aproach? Can governments design policy and plan
programs which are predicated primarily on increasing costs
without seriously c¢onsidering alternative options, some of which
may undermine previously held principles of social security?’

Egstimates of per capita public health expenditures for the
elderly in 1984 ranged from $1200 in the U.S. to over $2,000 in
the Scandinavian countries. As you <¢an see, public health
expenditures for the elderly as a proportion of the GNP varies
and is as high as 3% in Norway. Total per capita public
expenditure for the elderly ranges from 5.4% in Canada to a high
14.5% in Sweden. In the U.S., for example, since 1960 the
proportion of the federal budget on programs for the elderly has
doubled. The oldest o01d, who are the subject of this meeting,
have the highest health costs.

The key policy concerns for this meeting, arising out of current
and predicted demographic trends are:

a. Whether the aging of populations will automatically lead to a
major increase in the c¢ost of public health and social
programs, especially for the very old. Are expected growths
in public costs direct extrapolations of magnitude of
population increases, of current rates and current patterns
in service utilization, or c¢an we neet needs but control
costs by policy decisions restricting parameters such as
coverage, benefit levels, control of supply of institutional
beds, and expanding the role of the private sector?

b. What type of services or programs will be required by which
groups of the very old? Will programs be aimed at meeting
in-depth service needs of regidual groups such as the
severely digabled, the cogn'y}vely impaired, the poor, and
those without family suppont, or will programs aim at
providing a basgic 1level of care to a broader group of the
very 0ld?

¢. Which of the required services can or sgshould be provided
under the umbrella of soclal security entitlement prograns,
and which would better remain the responsibility of non-
entitlement welfare programs, informal care, or the private
market? what is the desired mix of formal and informal,
private and public care? Wwhat economic and social
constraints will affect the optimal balance between these
sectors?

1. See Table 4 in Background Paper.
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d. Similarly, what is the desired balance between community and
institutional care, and how can this balance be achieved
through incentives inherent in publicly financed programs?

e. The question which will have to be answered by each country
is whether expected increases in health and long-term care
expenditures will outstrip "real economic growth. Wwill
society, and in particular, the working population, be
willing or able to bear the additional financial burden?

Which economic policies should be pursued so as to achieve
economic growth as well as cost-containment goals?

I am certain that reports heard in the next few days will address
several of these isgues.
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However we decide to define what specific ages we will be
referring to during this meeting, as a group, the oldest old
today are distinguished from younger elderly in a number of ways.
I would like to briefly mention several: |

a) As expected, there is a higher incidence of morbidity and
mortality. Moreover, mortality rates for elderly men are more
than 40% higher than for women in countries such as Germany
and Japan.

b) As you can see from the graph, we therefore have a unique sex
ratio among the oldest old, with a predominance of females as
compared to males. Elderly women greatly outnumber elderly
men in most countries of the world, with the percentage of
women steadily increasing with each age cohort, especially in
urban areas. In developed countries, the proportion of women
among the oldest old reaches as high as 70%. Thus the social,
economic and health problems of the over B0's are largely
those of older women. )

¢) As a result, among the oldest old there is a greater
probability of widowhood and 1living alone, resulting in
higher incidence of isolation and loneliness.

d) We find among the oldest o¢ld lower educational attainment
levels |

e) and lower income levels.

£f) We also find an extensive use of high-cost services,
especially diagnostic medical services, acute hospital and
long~-term institutional <care. For example, the rate of
hospital days per 1,000 for those aged 85 and over is twice
that of the younger old. The rate of nursing home residents
is 11 times higher for men and 16 times higher higher for
women .,

g) A higher proportion of dependency in activities of daily
living such as mobility, dressing, washing, grooming.
Although varying definitions make it difficult to compare,
studies in 1Israel and the US have shown that of the elderly
living at home, approximately 7-8% require the significant
assistance of others in performing such daily activities
(ADL). These dependency rates increase sharply with age,
reaching about 25% requiring some help in ADL among the 85
and over age group.

h) A heavy reliance on family f£for providing personal care in
this area and homemaking services.

However, in spite of these general characteristics, one of the
best reasons for holding a special meeting on the subject of the
very old is that this is not a homogeneous or static population.
We have been traditionally studying and providing data for the
elderly as a single group spanning some 35 years, whereas in fact
there is a great deal of diversity among this group, diversity
which should be addressed in planning social security policy.
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a) One is adopting a more pluralistic approach in examining the
interrelationship between the basic demographic,
social and economic variables, rather than using summary data
for the elderly, in this way looking at the needs of diverse
greups of elderly, not all of whom will require similar
levels of publicly funded care. This approach will facilitate
identifying the nature of heterogeneity within the older
population ag well as target groups with specific acute
needs;

b) Secondly, rather than rigid adherence to existing structures,
each society should be examining possibilities for modifying
current patterns of meeting needs, such as the balance
between institutional and non-institutional care, the role of
the private and informal sectors. The feasibility of change
in current patterns will, in each society, be a function of
policy objectives reflecting social and political systems,
division of responsibility among government bodies,
traditions, cultures and priorities, as well as concern with
costs, funding structures, and the role of the private
market.

¢) Thirdly, we ought ¢to begin to examine a variety of options
and objectives for funding and program development, some of
which may clash with gsome traditions of social security
policy develcopment. Options should outline alternatives in
at least four basic, interrelated areas that form a continuum
of care, rather than focus on saving or spending in one area,
without considering trade-offs in another area. These areas
include economic and housing security, prevention and health
promotion, curative care including rehabilitation, and
maintenance or long-term care.

d) It will be essential to set priorities in resource allocation
among these areas of intervention. For social security this
especially means finding a balance between income maintenance
programs and service delivery programs, as well as drawing
boundaries between entitlement and non-entitlement programs.

One variable 1inevitably determining the size of the population
requring care funded by the public sector, is income. Comparisons
show that the risk of poverty is generally higher among those
aged 75 and over than for younger grouPBEISignificant differences
exist between countries, with Sweden having virtually no poverty
for these groups. BStudies such as the LIS which collects data
over time, according to uniform definitions, will enable us to
nonitor changes in the income status of the elderly
cross-nationally. As social security and work-related pensions
mature, each successive cohort of elderly may have higher income
due to accumulated assets and higher retirement benefits.

L 2 3 _& 3% B B 3 2 X 1

3. See Table 8 in Background Paper.
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We do, however, require better income data for future generations
of elderly. In order ¢to project the economic circumstances of
people aged 85 in 2020, we should be looking at those aged 50
now, examining how they are being affected by improved pension
availability, earning histories, changes in women's labor force
participation, etc. In countries such as England and the United
States, the financial position  of the elderly as reflected by
income and assets (primarily home equity) is predicted to improve
markedly by the year 2020.

This would probably be true however about income status on the
eve of retirement. From data based on <c¢ross-sectional
analysis only, we know little about important income changes and
expenditure patterns associated with the aging process itself,
and especially about resource depletion over time, which
requires longitudinal research. Whereas we do know that there
are age-related reductions in major basic acquisitions, we don't
know, nor is it easy to predict, the nature of expenditures on
health, medical care, etc. From a policy perspective, the
question is whether future generations of very o¢ld will have the
resources to pay a greater share of their high health costs, or
whether they will have depleted their resources by the time they
reach advanced age.

Longitudinal data about income depletion over time are
therefore of special salience, if we want to look carefully and
realistically at cost-sharing and other possible alternatives
for providing health and maintenance care for the very old, since
cost-sharing programs will be unviable if the resources of those
expected to share costs will have already been depleted.

Let us take a quick look at one economic constraint related to
population aging and productivity, which affecte how we define
needs and our ability to bear the cost of meeting needs:

old-age dependency ratios.

Population aging has important implications for the size and age
structure of the working population and the ratio of the
population aged 65 and over to the population aged 15-64.

According to a recent OECD report, by the second decade of the

next century the numbers of working age people are projected to
be falling in almost all industrialized nations.
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As can be seen in the graph, which shows only selected countries,
the 0cld age dependency ratio is expected to increase in every
major world region, The most dramatic increases are occuring
among the more developed countries {and in East Asia). As people
live longer, as mortality decreases, as demands for income
support and for a range of social services increase, the
difficulties of supporting comprehensive social security schemes
will be felt. Countries will face growing fiscal burdens as
expenditures increase and the working age population shrinks.

However, these numbers in and of themselves do not give the
complete picture about econonmic productivity of the two age
groups, about the degree to which the economy can support
expected costs of support. In fact, these trends may be even
more serious if we take into consideration already high levels of
unemployment in some countries which are difficult to predict for
the future.

On the other hand, we should remember, howaver, old age
dependency ratios reflect the burden of supporting the care of
the non-working, but not necessarily non-productive part of
society, since not all productivity can or should be measured in
quantitative terms.
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The way in which society and individuals deal with the burden of
caring 1s related to other factors than just population and
expenditure data, not in the least the way in which society views
its elderly, and the value it attaches to their roles as
consumers, contributing family members, volunteers, etc.

Another facet of the burden of providing care to the elderly, not
in economic terms or demographic dependency ratios, 1is the
actual, immediate burden to the family. In planning the
comprehensgsive care of the elderly, each society will have to
decide what will be the continued expected role of the family in
providing care, for that proportion of the elderly requiring
care, since this type of decision has operative, practical
implications for the kinds of programs to be developed,

Several conditions that may affect patterns of informal care,
family expectations and service utilization, have been identified
in the literature as influencing the types of programs which have
evolved in wvarious societies, especially the balance of formal
and informal care and community vs. institutional care. These
include: differential fertility rates among age cohorts, divorce
rates (affecting the availability of children to provide informal
care), marital status of the elderly (availability of spouse
caregiver, spouses being by the way the silent "unsung" majority
carrying the burden of care), and female labor force
participation (availability of women to provide informal care at
home). To these should be added patterns in living arrangement
trends, such as proportions 1living alone, as well as economic
status and level of education, all of which would influence not
only emerging patterns of formal and informal care but also
expectations as to kinds of programs which might be made
available, and the ability to pay for services.

In estimating future needs for public services, it remains a
question, however, whether it is desirable and realistic that the
burden of coverage f£for these groups be largely assumed by the
public, at public cost, thus substituting for informal care. At
most, the formal sector can only reduce some of the burden
associated with caring functions,

In planning programs for the elderly and their families at home,
it is necessary to define carefully our concept of social policy
in 8 way that closely reflects actual patterns of informal care,
expectations and preferences of the older person and his family,
and expected family behavior in the future as influenced by
current programs, and changing social and economic trends among
successive age cohorts which will constitute future generations
of elderly and their caregivers.

Research as well as experience continue to affirm that the family
is and will continue to be the major provider of care for the
elderly. Studies have shown that at least 80% of the elderly,
dependent in functional activities of daily living, are receiving
care from family members. In fact, if we look at who is eligible
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today for services under Israel's LTCI program, or receiving care
in a program as comprehensive as Manitoba's continuing care
program, we would realize that the formal sector is effectively
utilized only if some relative in the community is in the
picture, responsible for service coordination.

While, as I have often emphasized, the family cannot continue to
be viewed as a free resource, and Israel has recognized the
importance of reducing the burden of care on families in its LTCI
law, forecasts of the magnitude of public¢ burden and costs, must
be based on policy decisions in regard to what part of the burden
will remain the responsibility of informal as well as private
market sectors.

It is clear, however, that given the recognition of the
increasing burden on families and the need to provide assistance
early enough to prevent c¢risis, exhaustion, breakdown and
inevitable institutionalization, a broadened view of the target
population is required, one in which both the dependent elderly
and his family are targets of any planned program. This approach
hag in fact been adopted in Israel's LTCI law which is designed
to participate in the burden of caring via a joint program of
shared responsibility between the elderly and the public.

An expanded view of the target population should be accompanied
by a flexible approach in designing the kinds of benefits and
services which will be included in a comprehensive program, some
of which might be made available to family caregivers themselves.
If we are to respond adequately to family needs and expectations,
concern with the family should become an integral aspect of
planning, as in fact is the case in implementation of Israel's
Long Term Care Insurance,

Ag mentioned, the degree to which relatives are able to provide
care is related to a number of factors: demographic, economic
and social. For example, caregivers of the very old are
primarily the o0¢ld themselves: spouses and elderly children who
are themselves often c¢lose to retirement age. Thus the very
existence of spouses and children, their age and proximity to the
very o0ld will largely determine how feasible it is for family to
fulfill responsibilities in the future.

62




Graph no. 6

—
—
—

HOLD COMPOSITION OF AGED 75+

7O p— —— U,

HOUS

l

AR R
Nl AV L A LA A AV AV A
LAY

O L S N R N N N
' y Pl £ uﬂ

RN

N e e S

777777777

€0 4

yWE-LFE-P:

Z
«
v

USA

ISR

SWDN

Couple

.[E:Eﬂ Ningle Fernale

7] Single Male

63




Household composition of the elderly is thus one important factor
and one which may explain cross-national differences in
proportions ¢of individuals requiring and receiving care at home
and proportions receiving care in institutions. Throughout the
developed world, except for Japan, living alone in old age is
becoming a social norm. This trend is a result of the high
proportion of widowhood among the elderly, especially among
women, and increasing rates of divorce and separation.

Igrael is distinguished from European countries by its much lower
proportion of people 1living alone and a higher proportion of
couples, which may explain its 1low 4.5% rate of institution-
alization, and high rate of family support.

It ought to be pointed out, however, that living alone does not
in and of itself <consitute a high risk factor for the elderly
unless accompanied by other economic, social, health,
paychological and support riskg. 1In fact most o0ld people value
their independence and, far £from being a risk factor, living
alone would indicate personal decision and choice on their part.
Moreover, although more and more oclder people are living alone,
there seems to be 1little evidence that they are not receiving
support from children and other relatives when this is required.

The changing role of women has been pointed out in several
studies as having an effect on informal caring patterns, and the
response ¢of the public sector to needs. An increasing proportion
of women are entering the labor force and are unable to fill the
traditional role of caregiver on a full-time basis. Labor force
participation rates are interesting for age groups that are
particularly vulnerable as potential caregivers. 1In the U.S.,
Israel, Sweden and Canada, for example, the proportion of working
women aged 55-64 has increased significantly, as opposed to
increasingly early retirement patterns for men, as signified by
what you see in the slide as steep reductions in labor force
participation rates for men.*

Increased labor force participation rates for women may have a
dual effect: while the time available for caring may be reduced,
the improved economic situation of women, accrued pension rights,
savings, etc., may enhance their position as consumers of
services. Data soon to be published from a recent Israeli
national survey of the aged suggests that whereas earnings-
related pension coverage rates for men may be reaching a
saturation point, cohorts o©of elderly women on the eve of
retirement have accrued a greater proportion of pension rights.
If it is true that families in which the wife works are more
likely to purchase care, the tendency to acquire services from
the formal sector may increase as a result of women's increasing
participation in the labor force.

4. See Table 6 in Background Paper.
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In view of studies that, despite predictions to the contrary,
families are not relinquishing their responsibility as
caregivers, the implication of this trend is twofold: a greater
proportion of families will  @expect to exercise greater
independence in the way in which they manage care and in their
choice of services; and as their earning power increases, women,
who are traditionally the managers of care, may be able to
purchase more services, Cost-sharing in several forms is in fact
becoming a central aspect of some governmental programs for
long-term care being sponsored in the U.S. '

In fact, part of the alarm raised at growing public expenditures
for the care of the elderly are being replaced by willingness to
examine cost-sharing and other options in covering the expenses
involved in providing care for specifically identified high-risk
groups. In addition to the elderly themselves, cost-sharing
might more actively include today's younger working population,
which is already becoming more cognizant of the importance of
investing a part of their current income in protecting against
future risks of catastrophic medical treatment and may be willing
to insure against the risk of long-term care at home and in

institutions.

Additional alternative policy measures which have been put forth
in the literature and might be discussed during the course of
this meeting, include:

- restructuring of social expenditures in response to
demographic shifts and changing patterns of need, i.e., a
diversion of resources from programs serving the young to
those serving the elderly;

- reducing the size of populations eligible for social
security benefits (e.g., raising retirement age);

- encouraging growth in productivity of the working
population;

- increasing labor force participation for some groups,
such as wonmen and the elderly themselves;

- moderation of replacement rates of the benefit while
raising real earning levels;

- strict eligibility criteria to provide services and
benefits only to specifically targeted groups.

- determining a greater role for the private sector in
conplementing social security schemes in some countries
in order to relieve some of the pressures on basic public

Programs;

- examining possibilities of extending the tax base to
include some segments of the elderly population, without
harming low-income groups.
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- and finally, biases toward high-cost institutional care
could be balanced by community-based programs ¢of housing
and personal care.

A few words about home care and community care as opposed to
institutional care. A cross-national study by ISSA in 1986
pointed out clearly that factors other than extrapolated
population data are responsible for institutional rates and
should be considered in forecasting the number of required beds.
Most industrialized countries perceive their rate of
institutionalization as higher than necessary or desirable. Most
are currently pursuing deliberate policies to expand home and
community-based long-term c¢are services. Whether there is in
fact a trade-off between the two sectors, and whether home care
is less expensive than institutional care, is still a subject of
controversy, although several studies in Israel seem to support
this view at least for the less severely dependent. At present,
Israel's Brookdale Institute together with the NII is conducting
a study examining the effect of our community LTC program on the
rates and patterns of institutionalization. 8Still, based on the
axiom that if there is a bed available, whether in a long-term
care ward or an acute hospital bed, it will be filled, I maintain
that reducing institutionalized rates, enabling the deferal of
entering a nursing home, is8 actually a question of policy in
controlling the supply of beds, and not only of providing home
care,

Only if we make a decision to put severe limits on the number of
beds will there be a sgignificant reduction in institutional-
ization, and for this reason, I do not believe it is justified to
base long-term planning for building and expanding institutions
on the sole basis of current utilization rates and population
growth.

The emphasis should be both on keeping a limit on beds, and at
the same time providing an alternative to institutionalization in
the community, even for a short period. LTCI in Israel has at
least expanded these options, making it possible to suggest
defering institutionalization by offering services at home to
those on waiting 1lists, so that the transition from home to
institution is becoming a more flexible one.

LTCI in Israel should be viewed as a logical continuation and
expansion of social policy for the aged under social insurance.
Whereas for the past 15~20 years comprehensive measures for
income maintenance for the elderly have been developed and
refined, this next step in social policy reflects a shift in
focus toward a  statutory allocation of resources for the
functionally dependent elderly, within a social insurance
entitlement program.

In effect, the primary aim of the law is to formally define the

State's statutory obligation to provide a basic level of
long-term care sServices to the seriously disabled among the
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elderly, on the basis of personal entitlement and clearly defined
eligibility criteria, thus meeting individual needs of the
eligible elderly and enhancing the family's role as a primary
caregiver. LTCI therefore has two target populations, as I
mentioned: severely dependent elderly and their families, where
gsuch exist.

LICI i8 innovative not because it provides services to the
elderly but because it is part of Israel's social security system
and operates according to insurance principles, paid for by
contributions from the working population. The aim of the law is
to enable dependent persons to remain at home for as long as
possible, and to satrengthen family caregivers by providing
services. The emphasis is on providing home and community
gservices, not institutional care. Under the law, an individual
is eligible for services only if he or she does not reside in a
nursing home. However, it should be emphasized that the role of
the law is not to replace family functions and responsibilities.
The family will continue to. have primary responsibility for the
care and welfare of the individual, since as I have already '
mentioned, the benefit covers only part of the basic costs
incurred in caring.

Another basic principle ig the continued expansion of the
network of available services and manpower, through the benefits
themgelves, and by allocating special funds for service
development in the community and institutions. 1In fact one of
the important achievements of LTCI has been the rapid increase in
services over the past year, in response to a tripling in the
number of elderly eligible for and receiving home care.

Israel has developed an interesting mix of centralized and
decentralized functions in implementation of LTCI. There is a
clear division between assessment for eligibility on the one
hand, and service provision on the other. Service provision and
case coordination are decentralized functions, while eligibility
determination and monitoring based on uniform guidelines and
instruments, is a centralized responsibility of the NII, 80 as to
assure responsibility, maximum equity under law and, it should be
emphasized, maximum control over targeting and costs. This
measure of centralized control over who will be eligible, the
glze of the eligible population, and the corresponding cost of
the program is an essential, innovative element of LTCI.

On the other hand, decentralization in service provisgion is based
on the important principle that on the most basic level the
family is an active partner, together with local social workers
and nurses, in determining what kinds of services the elderly
person most requires and when to provide these services, and has
an active role in coordinating services. This in fact reflects
an approach not of external intervention in individuval choice and
perogative but the development of a model in which family needs
and choices are respected and in fact are major determinants in
the provision of services.
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I would like to expand on some of these principles and provisions
of LTCI.

1.

Who is eligible under this Law? Men over age 65 and women
over age 60 who are severely functionally disabled 1in
activities of daily living or require constant attendance due
to danger of harming themselves or their environment, are
eligible for services. Eligibility level is defined primarily
on the basis of functional dependency, i.e., the degree to
which the individual is dependent on the help of others in
basic daily functions including mobility in the home, eating,
dressing, washing, c¢ontinence control, and the need for
personal attendance or supervision.

There are two levels of eligibility, according to the degree
of dependency, as assessed by a public health nurse from the
Ministry of Health, who uses an uniform, objective assessment
instrument for measuring ADL. Each person receives a score
based on a home visit. Under certain conditions, additional
points are awarded to persons 1living alone and to those
requiring constant personal attendance.

As mentioned, the benefit is intended for elderly living at
home, in the community. Thus, only persons living outside of
nursing homes and nursing wards may apply for a benefit.
However, persons residing in sheltered housing or old-age
homes that are not publicly financed may also apply. For
those elderly receiving & benefit while living at homa, if a
decision is made to enter a nursing home, the benefit will be
halted upon institutionalization.

Eligibility for benefits is income-tested, based on income of
the elderly and his spouse. The income test is quite
liberal. Data for 1988 shows that very few applicants were
ineligible due to income levels.

As I mentioned, benefits provide only a basic level of
care. The lower benefit level can be used to provide 11-12
hours per week of personal care and the higher provides up to
17-18 hours per week. The emphasis is on in-kind services,
not cash benefits. Only in specifically-defined instances
where services are unavailable, and the eligible person is
being cared for by a relative living with him or her, is it
possible to receive a cash benefit, until services become
available.

The kinds of services which can be provided under LTCI are
defined in a proscribed basket of services, and include
personal assistance in the home or in organized community
facilities (such as day care centers), home help (with basic
household chores), personal attendance, laundry, meal
preparation and delivery, and supply o¢f absorbent
under-garments for the incontinent. Medical, paramedical and
social support services, such as home nursing and
physiotherapy, are not covered under LTCI, and continue to
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remain the sole responsibility of health and welfare bodies.

The National Insurance Institute has overall responsibility
for the law's operation and its monitoring. However, there
is a sharing of responsibility in implementation between
branches of the National Insurance Institute, the Ministry
of Health, the Ministry of Social Affairgs and our major
Histadrut sick fund. Local and professional committees, which
are defined by law, have responsibility for determining care
plans, providing services, monitoring changes and reporting.

These local committees are staffed by a senior social worker
from the municipal authority welfare department, a nurse from
the sick fund and a clerk from the National Insurance
Institute.

As mentioned, this arrangement decentralizes the most
important professional functions at the level of case
management and service provision, recognizing that these are
best understood and dealt with at the local professional
level by social workers and nurses who represent the
responsible welfare and health agencies.

In addition to stipulating which services will be provided,
the care plan developed by the 1local committee indicates
which agencies will provide services. The program operates
strictly on a sub-contracting basis, raising important
requirements of licensing, monitoring, quality assurance and
control. Only certified agencies, private and non-profit,
having legal status and approved by the Ministry of Labor and
Social Affairs can be contracted with to provide services.
Benefits cannot be transferred to private persons providing
care.

The emphasis, then, is on the words eligibility and services, a
combination which does not exist in other countries in the same
way as in Israel. what I mean is a combination of a largely
universal approach in determining eligibility with a
differential approcach in service ©provision according to
individual and family requirements.

.An important contribution to LTCI in Israel is that it brought
to public debate and resolution, in the form of legislation,
many issues that had previously remained solely in the province
of professional literature - substitution issues regarding the
role of the family in providing care and dangers of
over-dependency in public programs; links between informal care
provision and formal service structures; public incentives for
community versus institutional care; cash versus in-kind
benefits; centralization versus decentralization in
implementation; roles of private and public agencies in service
development and provision; and, in 1Israal, the drawbacks,
benefits and cost considerations of a social insurance-
entitlement program, versus existing public programs based on
general revenues as well as more selective and disgcretionary
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modes of resource allocation. Some of these issues have now
been resclved in the law; others are still undergoing debate
and will, I hope, be raised here during the next few days.

LTCI has already had a major impact on the system of LTC in
Israel. To a great extent, the success of LTCI in meeting
social goals and needs depends on the degree of coordination
and cooperation between the various agencies and organizations.
We already have some indications that benefits do not
constitute a separate system but are slowly becoming an
integral part of an improved program, with potential for even
greater coordination between LTCI and other frameworks.

Through the 1local professional committees we have in fact
created a unique opportunity for reducing fragmentation and
improving inter-agency cooperation, which it 18 hoped will
enable a more comprehensive approach to the assessment and care
of the elderly, in a model of case management, or coordination,
we have developed as a result of this law throughout the
country including urban and rural areas.

If utilized properly, the local committees have the potential
in the future of becoming a single-entry point into the system
of care and services for the elderly, which would provide
assessment and referral for other required services and,
perhaps at some later stage, for initial screening €for
institutionalization, thereby assuring a continuum of
care, a more rationalization of resources, as well as reducing
the often informidable and insurmountable burden of turning
from organization to organization for an already overburdened
and exhausted population.

Moreover, the very fact that LTCI is an insurance-based,
statutory program, has introduced a large measure of uniformity
in tools and procedures for assessment which have become widely
accepted by professionals in other related areas, in a greatly
expanded network of home visits by social workers and nurses,
uniformity in determining treatment plans, in the certification
and contracting with private service agencies, and in working
within limited periods and deadlines. Because of LTCI, today
dependent elderly who in the past may have had little contact
with professionals are being visited at home on a regular
basis by local professionals.

A year after its inception, we have already tripled our
coverage and almost 5% of the elderly population will be
receiving services, when we complete processing all the
expected applications. If we add to this the 4.5% of the
elderly population in institutions, it is safe to say that
Israel is apprecaching an acceptable level of coverage of
long-term care needs, and provides, through LTCI, a viable
option for care in the community.

Of course a program of this type, especially during this period
of transition from one gystem to another, has its problems, and
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sometimes I still think that we have more guestions than
answers. Because it is a statutory program, covering only a
basic¢ level of needs, there are elderly who require more hours
of care than is provided. The danger of cutbacks in other
sources of revenue and essential services for the aelderly still
exists and must be prevented. Moreover, because of the huge
administrative and professional efforts expanded on absorbing
and processing the large numbers of applications - about 8% of
our potentially eligible elderly population has applied over
the past year -~ there may be a tendency to neglect other
services required, other ©populations of elderly having
different needs. We do not know, for example, what is happening
with those who are ineligible for LTCI but who do require
supportive services, or to those who require the immediate
response of short-term post-hospital care at home. This has
traditionally been and should continue to be the responsibility
Of our s8ick funds. It is thus important to make certain that
other respeonsible public organizationg do not relinquish their
responsibility for providing health, home care, housing,
physiotherapy and social support services for the elderly
groups on a selective basis, and do not cut back their budgets,
but rather reallign their programs to complement LTCI.

One of the 1law's major achievements, belying much of the
scepticism that existed prior to implementation that there
would be gsufficient services, is that there has been a
geometric growth in services and in manpower. Whereas prior to
the law 1t was predicted that a sizeable proportion of the
elderly population would receive cash benefits due to our
inability to provide services, today only 150 out of some
17,000 recipents receive a cagsh benefit, Services have
developed sufficiently to provide care even to the large
number of eligible in our age-concentrated urban areas.

As part of this growth in gervices, since the inception of LTCI
the number of private, for-profit agencies has mushroomed. It
is clear that an immediate major c¢oncern ¢to the National
Insurance Institute will be that of quality assurance: the
development of a program to closely monitor the operation of
private as well as non-profit agencies, to assure the quality
of care provided, the efficient use of funds for services, in
short - to ascertain that agencies are providing services in
accordance with the decision o¢of the local committees, via
competent home care attendants, in terms of both hours anad
quality of care.

Finally, if I had to chooge the most significant impact of
LTCI, I would say that it has brought about a most basic change
in the attention paid to what was an overly neglected
population in the past. The dependent elderly are being given
the weight they deserve and require in terms of social
programs, resource allocation and professional involvement, and
this I believe to be the real implication and benefit of
incorporating a program of this type under social insurance.
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Summary



~ Introduction
" Mr. President, Mr. Secretary, Mr. Chairman and Fellow Colleagues,

By necessity, this summary presentation will have to be short and
quite general and therefore cannot do full Jjustice to all the
excellent papers and level of discussions we have heard during
the course of this meeting. I therefore apologize in advance if
I do not adequately cover all the details and issues raised in
the last few days. Any omission on my part will most certainly
be included in the published proceedings of these meetings.

After three intensive days of hearing reports, participating in
discussions, exchanging views and information, I believe we are
all approaching the culmination of this conference with & clear
sense of having raised some of the most salient issgues in an area
of common concern to all of us here involved, in wvarious ways,
with developing social security policy, each in his own country.
The title of this meeting, "The Role of Social Security in
Providing Social Protection to the Very 01d", included several
terms which, significantly, d4id not elicit discussion or
disagreement about basic definitions regarding what and who were
the focus of concern, as often occurs during opening sessions of
meetings of this kind: whether we ought to define the group of
very o0ld according to age categories or variables characterizing
gspecific need situations, or to what kinds of social protection
we are referring. This suggests to me that there is already
largely a feeling of consensus about who our target population
includes, and that by the term social protection we are referring
primarily to issues and challenges to society with regard to
caring for dependency and alleviating conditions of social
isolation. |

Demographic Trends

All presentations described similar demographic trends of aging
in the various countries, as well as related social developments
affecting patterns of formal and informal caring, developments
which make imperative that each B8society c¢onsider alternative
solutions and move toward decisive policy, as difficult as this
progress may be. Several reports indicate that in some countries
legiglative action is well under way.

I should 1like to point out, however, that with regard to
demographic and economic data, discussions at this meeting have
supported suggestions made during the opening session, that the
very ©0ld are a heterogeneous and changing population, and that
program planning and legislation ought to consider the
requirements of specifically defined sub-groups. This approach
was reiterated today by participants who pointed out the
undesirability of basing planning on general demographic trends

75



rather than on specific data regarding acute-need groups. We
alsc heard several comments by our colleagues over the past few
days, which suggest that demographic trends are not absolutes.
It was proposed that we ought to remain closely attuned to re-
estimating figures and trends so that the implications of
demographics be carefully mnonitored in a rapidly changing
society, from - the viewpoint of changing medical technology,
gsocial trende and especially cohort changes. Based on the
position that we are relating to a changing, heterogenecus group,
it was pointed out that there is not necessarily a direct
correlation between the evident increase in numbers and a growth
in incapacity and dependency. We may, in fact, find improvement
in the health and econcmic independence of some groups among
future cohorts as people enter into old age. The data brought by
several participants, although not definitive, hint at some
improvement in the overall economy of aging, in terms of
reductions in rates of increase in medical and social
expenditures, especially as compared to increases in the GNP,
This would gupport the view that each of us, in his own country,
closely monitor national ¢trends related to population aging,
social and health expenditures, and the ability of the economy to
support these expenditures,

Along these game lines, it was interesting and gratifying that in
several reports we heard echoes of our first discussant's opening
comments that we should during the conference, as well as in our
own work at home, avoid alarmist predictions about the spectre of
aging populations and impending fiscal criges, while remaining
aware of pressures and needs. This welcome point of view was
manifested again in yesterday's presentations, which outlined a
spacific pragmatic program for service development, and which
emphasized two related and important points.

The first is the avoidance of placing the onus of guilt on our
elder population, avoiding the danger of blaming the elderly for
their growing numbers and needs and thereby creating unfavorable
political climates in regard to the financial implications and
burden of meeting these needs. At the same time, however, that
we seek to avoid placing blame on a population group, it is
incumbent upon us to encourage and increase each individual's
sense oOf responsibility for his own aging, especially among
today's younger population, by actively promoting and pursuing
preventative measures, by educating younger society towards
healthier Jlife styles that will extend the period of functional
independence, and by not neglecting those who are less dependent,
thus preventing and reducing the need for high-cost services
later on in life.

The emphasis during our conference, then, was also on prevention
and not only on curative or ameliorative care, rehabilitation,
and maintenance services, important as these are. Prevention was
underscored by several reporters as constituting a subject for
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further ISSA discussions as well ag a priority in planning during
upcoming vears.

. Cagh Benefits and In-Kind Services: Mixed Economies of Care

The informative and excellent reports and discussions we had
vasterday added ancther dimension to sgeveral very important,
basic approaches first raised in Tuesday afternoon's session by
our reporter from the Federal Republic of Germany, a country
which seems to be considering an alternative model to the one
adopted 'in Israel's Long Term Care Insurance Law. This report
emphasized that social rights of the elderly be protected by
legislation under which the eligible person's autonomy, personal
choice, preferences and self-determination are overriding
considerationg in planning the form of rescurce allocation. The
eligible person's exercise of choice and personal priorities for
services at home or in an institution, for example, must be
enabled in a mixed program offering a broad spectrum . of
alternatives and service agencies, based primarily on an approach
in which cash grants are provided to eligible individuals ' who
could use them to acquire services according to their personal
preferences. ’

The issue of cash grants versus in-kind services is really one of
emphasig, as seems to have emerged in discussions here, rather
than one ¢of mutually exclusive approaches. The focus of emphasis
ig actually a question of where each society is in terms of its
development. According to one participant, each soclety is
facing the problem of aging at a different stage in development
from the point of view of its social goals, means of implementing
and achieving these goalsd, and its economic situation. '

Given these various stages at which our societies £ind
themselves, the reports during the first two days of our meeting
brought to focus the point that in protection to the very old, we
have two basic, distinct systems for providing care, which are
again subdivided by two different modes of provision: The two
distinct systems described were our familiar social assistance
and social insurance systems, while the two modes of provision
which emerged in discussions were service-oriented systems for
providing specific care packages versus cash benefits based on
some form of income assurance measures, In practical terms, the
choice for each society between these various elements depends on
its stage of development as well as a decision how, within
limited funds, it can best achieve its social goals, and not
whether it values the independence of its citizens.

In fact, we will find that there is and probably will continue to
be a mixed economy of care in most societies, which includes
elements of both systems and both approaches for providing
services, and we are each today faced with deciding, for each
society, which system and mode of provision will receive emphasis
in the future through some form of legislation for the elderly.
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Several countries, such as EBngland and Austria, already have
attendance allowances or supplements for dependent elderly,
recognizing the need ¢to cover additional costs related to the
care of dependency. Others provide relatively high income
assurance levels, as in the Netherlands and West Germany, which
enable the elderly to meet costs of care and institutionalization
without additional allowances. These nixed economies are
generally the result of programs having been bullt in stages,
ugsing an incremental approach, as explained by our discussant
today, an approach which may not be ideal in all cases but which
enables us to gradually improve our systems within political and
economic exigencies. In Israel, even with Long-Term Care
Insurance, a mnixed economy still exists, sometimes resulting in
some inequities for small groups. Even in terms of cash and kind
services, we have a mix, due, again to incremental stages of
developing our social security and social assistance systems,
Thus, for example, dependent elderly persons who received
attendance allowances under General Disability Insurance can opt
to continue receiving these cash allowances in lieu of in-kind
services under Long-Term Care Insurance. We also, as I mentioned,
gtill have important selective measures for providing personal
home care and home help services through our welfare and health
services and our sick funds. As a result we in fact have
different forms and levels of coverage for some small groups
eligible under various programs. However, while it is important
to remain aware of problems and irraticnalities in a system,
these should be weighed against the vast improvements which have
resulted from Long-Term Care Insurance.

Most countries we have heard from during this meeting have not
achieved a completely unified, rational, efficient and effective
system for resource allocation in assessing and meeting needs of
the elderly, but rather continue to have mixed economies they are

trying to improve on an incremental basis. For all countries,
however, because ¢f these mixed economies, the issues of
inequalities, irrationality, waste, fragmentation and

coordination between various components of the gsystem are very
current, immediate problems to which we must stay attuned. How
these inevitable and sometimes overwhelming issues of
coordination are being practically addressed have perhaps not
been sufficiently emphasized during this meeting and might be the
subject for future discussions.

I would like to say, however, that mixed systems do not have to
be the result only of development of social policy by stages, but
can be planned as desirable, and even optimal solutions, as
suggested by several reportersg and discussants. One might say
that from the point of view of individual needs and differences
there is even some advantage to diversity. A mixed system would
take the form of both cash benefits and in-kind services, a mix
of alternatives, from which the eligible and his family can
chose. But this is based on a strong assumption that elderly
dependent people and their families, finding themselves in the
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highly tense, emotional, difficult situation of requiring
personal care services, will make the "proper" choices £for the
welfare and benefit of the elderly and themselves, and that they
are aware of the implications of these choices. Moreover, we
assume that social objectives of reducing the burden on the
family and of increasing the provision of care, will in fact be
achieved through the individual's exerting independent choices in
service acquisition. That, for example, if the choice is made for
a cash benefit, the individual will in fact acquire services and
will not demand, in addition to the cash benefit, publicly-funded
services to meet the same needs. Experience with attendance
allowances to disabled populations indicates that they are what
they perhaps were intended to be: income supplements rather than
means for service acgquisition. Since cash benefits are not
generally utilized to obtain services, the direct impacts of
attendance allowances cannot be expected to include a reduction
in the burden of caring in the practical terms of service
provision, improval in the quality of care, or service
development. In contrast, these outcomes are emerging as the
desired impacts of Long-Term Care Insurance, providing services
in kind, The question is then whether non-earmarked income
supplements improve the condition of the elderly recipients,
which is, of course, societieg' ultimate goal. However, as came
out clearly from one report, even earmarked funds may be utilized
incorrectly, inadvertently running out of control, with the
effect perhaps o©of undesirable impacts on the utilization of
services, from a societal point of view. In fact, the report
from one participant described an experience of how potentially
beneficial legigslation may be acting as an incentive to
undesirable institutionalization rates, something it wishes to
avoid.  Of course additional research is necessary to examine
this issue at greater depth.

There is perhaps one point, however, which should be made, and
with which there has been overall agreement during the course of
this meeting, that whichever system 1is chosen, it has to be
evaluated by the same outcome measures: the improved situation
of the elderly and their family caregivers, the reduced burden of
caring, the increased range of cheices, the enabling of
individuals to remain in their homes if they so c¢hoose, the
respect of the elderly by themselves and the society's younger
generation. In this context, as was pointed out by one
participant, there is an obligation on the part of those
committed to research to develop meaningful and systematic
outcome measures, a task not easily accomplished in the area of
compunity long-term care, especially if outcome is to be assessed
in terms of effectiveness and quality, and not only efficiency.

Having said that, an important criterion which in each country
should be utilized when monitoring program outcomes is that of
cost-effectiveness. An important guestion to which we have to be
attuned is:  how much of the resources spent in Long Term Care
Insurance does in fact reach the eligible elderly in terms of
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quality, net service hours and what proportion is going for
labor-related and administrative costs inherent in a service
system. Future research will inevitably be examining gquestions
of this type very closely.

The Role of the Family

Thigs brings me back to a subject already raised during our first
day's discussions: the different ways in which each country
represented here views the role of the family, and its
expaectations from the family in providing care for its dependent
elderly members. Without launching into economic and social
theories and formulations regarding the nature of intergener-
ational contracts and transfers of services and money at
different times of the life cycle, a point was made at this
conference, as previously mentioned, was that each society today
is dealing with the problem of aging populations at a different
stage of its social and economic development, in terms of
standards of living on the one hand and important social
parameterg such ag living arrangement patterns, the traditional
role of females as caregivers, etc. Perhaps Israel constitutes
an exceptional situation, for example, with its unusually high
proportion of elderly living with spouses, as opposed to European
countries and the United States which are characterized by a high
rate of elderly living alone, thus resulting in different
patterns of informal care and a different approach regarding what
families can realistically be expected to contribute to the care
requirements of the elderly.

But, in general, I wonder if you would agree with my conclusions
from the remarks made by participants, that whatever the level
and expected role of the family in each society in providing care
for its elderly, no society wishes to evolve the kind of formal
system of care that would create an incentive for reducing family
responsibility. The question is therefore not necessarily one of
"forcing" or imposing on relatives to provide care, against their
wishes, but rather to offer families the kinds of viable
alternatives that will enable them to continue to provide care,
to be involved in executing responsibility, in whatever form and
level they consider appropriate - whether this means performing
direct, practical caring functions, managing and coordinating
services, or providing important social supports both at home and
in institutional settings. In this context, a point made by one
participant seems extremely valuable: relatives are looking for
a way of sgharing the burden of care. They want some form of
entitlement, a contract between themselves, the older person and
society, 1in which the limits of informal care are recognized.
Most family caregivers report in surveys that they have chosen to
provide care out of a sense of love and duty, but that they do
require the assistance and support of the formal service sector.
This type of support is what I hope we are providing in our
various different programs. However, as was suggested by the
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comments of several discussants, we urgently require more
regsearch examining the roles of family caregivers, their
att;tudes and expectations, and the limits of care.

In any case, whatever system isg chosen, cash benefits or services
or a mixture of the two, each society will have to deal with the
problem of supply of quality services and manpower; assuring that
there 1is a clear policy aimed at developing a broad network of
accessible service alternatives which are capable of offering
attainable quality care and which are cost-effective.

In fact, a country such as West Germany c¢an realistically
consider adopting a program of long-term care based primarily on
cash benefits only because it has an extremely well-developed
network of services operated by non-profit, voluntary
organizations which employ a large number of trained, experienced
personnel, so that benefits can easily be utilized by the
eligible to obtain services in the community.

Iggues for Future Research and Discussion

Several other issues were raised during the course of this
meeting, such as the balance between different kinds of required
services along the continuum of needs and the interrelationships
among these services. For example, several discussants
emphasized that we should be careful not to over-emphasize high-
cost medical care at the expense of social services; we ought to
develop more rehabilitative care; to improve the health care of
the elderly in order to prevent deterioration and alleviate
dependency; and finally, a point repeated in several reports, the
urgent need to develop independent, but sheltered housing
arrangements for the elderly as alternatives to choices which
would otherwise mean either remaining a burden on families or
entering an institutional facility.

Given the various models described here as to modes of service
development, it was suggested by participants that one means of
examining the viability and effectiveness of alternatives is the
controlled demonstration project - a worthwhile investment geared
to practically experiencing and learning about alternatives as
part of policy development prior to introduction of a specific
program on a nationwide scale. Also, the use of research tools
for problem-solving and for examining new sources of social and
health revenues for social security funding was ‘strongly
suggested.

Several additional areas which we raised during our conference
and which might be the subjects of future in-depth research and
discussion are:
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'The Desired Mix of Private and Public Service Programs

Perhaps we would have 1liked to hear more about the
experience in various countries with the private sector,
each country having a different economiec, social and
political approach. For example, it would be useful ¢to
learn more about the effectiveness of private
complementary insurance programs and their possible
application in different societies.

The Mix and Balance between Non-Institutional and
Institutional Care

This subject deserves further attention. Beyond the fact
that we agree that institutional care is inevitable and
necessary at some point, for a certain proportion of the
population, several issues were raised in discussions
which could not be elaborated due to time constraints -
issues related to comparing quality and costs of home
versus institutional care and the effectiveness of planned
interventions to reduce institutionalization rates.

Elderly having Acute Needs

We touched upon but were unable to allocate discussion
time to the requirements of small groups ¢of elderly having
in-depth needs and requiring high-cost c¢are, such as
elderly suffering from dementia and, especially, Alzheimer
Disease. Other related issues raised by our
representatives were the high cost of medical technology
and medical dlagnosis in the case of illness in old age.
To this I would add the importance of expanding the state
of the art in regard to managing disease and disability in
old-age in geriatric education and medicine and their
application in practical health care.

Cost-Effectiveness Issues H
A subject calling for more in-depth research and
discussion has as its objective improving the overall
interrelated cost-effectiveness of social, medical,
health, rehabilitative and nmaintenance care, and
preventing the misuse of expensive services which
sometimes occur, due to what might be termed the
automatic shifting of responsibility for what could be
low-cost care to nationally-funded services, in spite of
the high costs of the latter. These issues include some
exanples heard here of the misuse of nationally-funded
acute hospital beds for long-term care which could be
provided at lower cost within other maintenance service
models funded by local governments.
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Role of Women

The role of women as caregivers in modern societies, the
difficulties to women in reconciling and reconstructuring
their responsibilities as worker, homemaker, professional,
spouse and parent, was discussed by several of our
colleagues, who also suggested that we consider
possibilities for compensating income 1losses of female
caregivers, especially in light of the danger to women,
who are currently providing care, of improvishment in
their own old age due to 1lost income and pension
rights.

Quality of Care

How can we better measure the quality of services? There
is an urgent need in research to develop meaningful
criteria and outcome measures for evaluating the impact of
care and instruments for quality assurance and monitoring.
This is an area in which little progress has been made but
which is of urgent theoretical and practical importance to
those responsible for program effectiveness monitoring.

Prevention

Finally, there is an immediate need to learn more from
each other about prevention measures; the reduction of
rigsk factors in young and old age; the cost trade-offs
between prevention and care provision programs;
possibilities for more wide-scale and efficient
utilization of appropriate medical diagnosis and
treatment, including medication and rehabilitation to
reduce what might today be improperly classified as
irreversible dependency, thus perhaps reducing the need
for and cost of long-term services. Research in this area
is called for and perhaps, by reducing needs and
dependency, future professional groups will be able to
make decisions more easily than we have been required to
do, about how to plan for the protection of the elderly
under social security.
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