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20 Years of Research at the JDCBrookdale Institute
of Gerontology and Human Development

The JDCBrookdale Institute of Gerontology and Human Development is a
national center on aging, health policy and social welfare in Israel, with a
corresponding responsibilty to promote its ifndings and inlfuence policy, ifeld
practice, and education on a national basis. It provides a meeting ground for
policymakers, researchers, and professionals throughout the country.

The Institute was established in 1974 as a national research center in the area
of aging. It is an independent, nonproift organization which operates under
the auspices of the American Jewish Joint Distribution Committee (AJJDC)
and the Government of Israel.

Its work began in the context of a country experiencing a particularly rapid
rate of population aging and grappling with the social implications of this
phenomenon. There had been very little substantive work analyzing public
policy as it affected the elderly, and this became the main thrust ofBrookdale's
research programs.

Over the years a unique approach to the methodology and application of
research has been developed, based on the message that policymakers need
to be provided with relevant and speciifc basic inputs if the policymaking
process is to be informed, innovative and dynamic.

In view of this expertise, and the special models that the JDCBrookdale
Institute developed in the ifeld of aging, it was subsequently requested to
broaden the scope of its activities to include other critical areas of health and
social welfare.

The strong partnership that has emerged between the Institute and Israel's
policymakers continues to promote an ongoing dialogue about research
priorities and the effective use of research ifndings.

Added to its ability to work with individual policymakers and organizations
and ministries, the Institute has excelled in its ability to work on issues that
cut across a number of ministries and to establish a common and coordinated
framework for exploring issues of mutual concern, despite the fact that these
issues are controversial and sensitive.



Implementation of the research program is based on the longrange planning
and continuous work of a fulltime core staff, committed to making the
link between research, practice, and policy. The approach to each issue is
interdisciplinary and draws on the inputofthe entire staff, and the professional
contirbution of the best outside researchers, practitioners, and consultants
available.

Twenty years on, our research work focuses on five major areas: aging,
children and youth with special needs, health policy, immigrant absorption,
and disability.

Among the notable achievements of Brookdale are:

. creation of databases for planning services at the national and local levels

. evaluation of services, intervention programs and alternative service
models

. support to legislative procedures and efforts to set standards in the health
and social services

. devlopment of management tools

. assisting in the development of effective education and training

. promoting the establishment of crossnational links and cooperation

We hope that past performance and current efforts will be a prelude to even
greater contributions to the quality of life of Israel's citizens.

Meir Elran
; Director

JDCBrookdale Institute
Jerusalem of Gerontology and Human
June 1994 Development
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Foreword

In Israel, as in all modern societies, the aging of the population is one of
the main challenges confronting society. The pace of this process in Israel
has been particularly rapid, and today the aging represent 9.470 of the total
population, and 10.8*$ of the Jewish population. This compares with only
3490 in the early years of the State.

During the 1970s and 1980s, Israel experienced an extraordinary increase
in its oldold population; a rate of change far exceeding that of any of
the developed countries. As of 1992 there are 487,000 persons over 65 in
Israel and 195,000 persons over age 75. The rate of increase in the elderly
population was projected to slow considerably in the 1990s. However, the
massive immigration from the former Soviet Union has changed the situation
in a very dramatic way. Between 1990 to 1995, the elderly population '
will increase from 442,000 to 536,000, and of the increase, 6390 will
be immigrants. This has added a whole new qualitative and quantitative
dimension to the challenges facing Israel in addressing the process of
population aging. It has led to elements of severe deprivation that need to
be addressed. It should also be noted that a majority of Israel's elderly are
survivors of the Holocaust, and significant numbers of additional survivors
came to Israel with the immigration from the former Soviet Union.

There are many unique aspects about the way in which Israel as a society
relates to its elderly population. For example, the extent of family support in
the care of the elderly is particularly great and the rate of institutionalization
is low in comparison to other countries. Finding the ability to maintain these
unique strengths is one of the major issues that Israel will face in the years
ahead.

This volume includes some of the more recent studies carired out at the
JDCBrookdale Institute (19891994) in its attempt to assist Israeli society in
meeting this important challenge. In making the selection, particular emphasis
was placed on the themes that are the focus of the World Conference of
Jewish Communal Service. These articles will shed considerable light on
many aspects of the aging process in Israel and how it is being addressed.
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1. Aging Trends in Israel

The system of services for the elderly in Israel has undergone rapid
development and change over the last two decades. This has been in response
to the aging of the Israeli population as well as to the attempt to address
basic issues of policy and organization that remained unresolved.

Compared with Western countries, Israel represents a unique point on the
aging map. While life expectancy in Israel matches the peak levels of Western
Europe, birth rates in Israel are much higher. Expectation of life at birth has
increased to 74 years for Jewish men and 77 for Jewish women, and for
nonJews, 72 and 74, respectively. At age 65, life expectancy averages 16
years for both religious groups. While Israel is considerably younger than
most European countries, the elderly population itself is quite old and aging
rapidly.

Between 1950 and 1985, the elderly population has risen from 396 to 9<$> of
Israel's general population. Most relevant to the planning of longterm care
services is the growth of the dependent aged. The number of "oldold" (over
age 75) is growing at a remarkable rate  from 58,000 in 1970 to 108,000
in 1980, to an expected 170,000 (40<7c of all elderly) by 1990, and 198,000
by 2000. This increase in the number of "oldold" represents an unparalleled
rate compared with Western countries. Moreover, the number of elderly over
age 85 increased by almost 1009?> duirng the 1980's and will continue to
grow rapidly until the end of the century. Along with a irse in the percentage
of women and the changes in religious composition of the elderly, the total
number of functionally disabled (in Activities of Daily Living, ADL) in
institutions and in the community rose from 31,500 in 1980 to 44,800 in
1990.

Projections for the 1990s have been dramatically altered by a new wave
of immigration, primairly from the Soviet Union. One million immigrants
are expected between 1990 and 1995 and over 300,000 have arrived since
January 1990. As a result of immigration, the total number of elderly will
increase by 150,000 within the next five years as opposed to the expected
32,000 increase, and the number of elderly disabled in ADL will increase
by some 12,000 as opposed to the expected 4,500 increase (See Habib 81

Factor 1990). This change will obviously have a major impact on all aspects
of service development and policies.
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2. Key Sociodemographic Characteristics of the
Elderly

It is customary to distinguish three major population groups: Jews of Eastern
descent (i.e. from Asian or Afircan countries), Jews of Western descent ;
(i.e., from European or North and South American countries) and nonJews
(predominantly Moslem but with small Chirstian and Druse minorities). Of
all the elderly, 790 are of nonJewish oirgin, 6996 are Jews of Western :

background, and 2490 are Jews of Eastern background (see Table 1). There
is a striking difference in the age structure of the Jewish and nonJewish
populations. Ten percent of the Jewish population is over 65 compared with
only 3.490of the nonJewish population (Habib and Windmiller, 1991).

Israel is a highly industiralized society with 5.290 employed in agirculture.
The majority of the elderly, therefore, live in urban areas. The elderly are
characterized by a low overall level of education. Fourteen percent of men
and 2590 of women aged 65 and over have no formal education. This is in
contrast with the rapid irse in educational standards of their children, which
has led to a large educational gap. However, educational diversity is very
high among the elderly as in the general Israeli population and a signifcant
percentage of the elderly have higher educational degrees. Only 690 of Jews
from Western backgrounds received no education as opposed to 5090 of Jews
from Eastern backgrounds and 6990 of nonJews.

The economic status of the elderly is also characteirzed by a high degree
of inequality. While on average the relative income position of the elderly
in Israel compares favorably with most Western countries, the percentage
with low incomes is very high. About 409k are eligible for welfare benefits
provided within the context of the social secuirty system as a supplementary
benefit.

Labor force participation among the elderly is high in Israel by international
standards and fewer elderly opt for early retirement. In 1988 thirtyeight
percent of "youngold" males (aged 6570) were in the labor force. Even
over age 70, 1690 of males continue in active employment. Only 690 of
women aged 65 and over are in the labor force, relfecting the fact that
employment among women outside the home was not common at a younger
age for the present generation of elderly (Central Bureau of Statistics, 1989(.
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Israel has a relatively equal proportion ofmen and women among the elderly.
Fortyone percent of women and819b of men are married. There are no
significant differences in marital status of males among ethnic groups. By
contrast, among females, fortyfour percent of Jews of Western descent, 359b
of those of Eastern descent, and 319b of non Jews are married. The variation
is in large measure due to differences in the age gap between husbands and
wives among the ethnic groups. '■

The percentage with living children (8890) is high for all groups (see Table
2). Jews of Western descent are less likely to have children, but the gap
is much more pronounced in terms of the number of children: 5 or more
for Jews of Eastern descent and nonJews but only 2.2 for Jews of Western
oirgin ,. ... ... ,;. .),;■:

The availability of spouse and of children tends to coincide as 9290 of the
married elderly have a child in contrast to 8390 of the ^ודשוו1ו01ו1 י

Most of the elderly also have siblings, with the pattern by ethnic group
similar to that of children. However, the pattern is somewhat different in

' terms of other components of the network. Thus the percentage with friends
or neighbors is much lower among Eastern Jews than among Western Jews.
NonJews, however, are more likely to have friends and neighbors in their

' networks, as was true for children and siblings.

Living arrangements and proximity both serve to facilitate network ties and
in part reflect the strength of those ties. They are in part determined by factors
not related to family relationships but are also directly influenced by family
considerations.

The differences among the ethnic groups in the proximity of the nearest child
are much more pronounced than the differences in the percentage who have
a child and relfect the large differences in the average number of children.
Thirtyeight percent of all elderly live in the same neighborhood as their
nearest child. However, 8890 of nonJews and 5890 of Jews of Eastern origin
live in the same neighborhood as compared with 2690 of Western Jews.
Taking into account both proximity and childlessness it emerges that 8190
of nonJews and 539b of Jews of Eastern origin have a child in the same
neighorhood as opposed to 239b of Jews of Western origin.

Similarly, there are marked differences in the percentage of elderly who live
in the same household as their child: only 12.29b of Western Jews, but 35.59b
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of Eastern Jews, and more than half of nonJews. Very few of the elderly
live with someone other than their spouse or child.

It thus emerges that the more traditional cultures are less likely to have a
spouse available but are more likely to live with a child. These two opposing
tendencies serve to offest each other so that the percentage living alone
is similar among all the groups and averages 289S>. There are also major
differences in institutional rates. Among nonJews, institutionalization is rare
while among Eastern Jews it is 3.29cf and rises to 4.8'7c among Western Jews.

Contacts with children are universal, and of those having children only
4139& do not see a child at least once a month. The frequency ofmeetings is
much higher among nonJews 8196 see their children once every 2 days as
opposed to 44<#> among all elderly. However, there is only a relatively small
difference between Jews from Eastern and Western backgrounds. Thus the
differences in proximity would appear to contribute to much more contact
among nonJews, however, differences in proximity between Western and
Eastern Jews do not. Contacts with other members of the network (siblings,
friends and neighbors) are higher among Western Jews than among Eastern
Jews and thus seem to substitute for the fewer contacts with children. On the
other hand, the greater availability of all network members among nonJews
is paralleled by higher ratesof contact with all network components. The gap
is particularly large for friends and neighbors.

3. Public Policies and the Organization of Services

Responsibility for services for the aged is shared by numerous governmental,
private and voluntary agencies. The main government agencies involved in
the care for the elderly are the Ministry of Health, the Ministry of Labor and
Social Affairs, and the National Insurance Institute. The principal voluntary
organizations responsible for the development of services for the aged are
the Kupat Holim Health Insurance of the General Federation of Labor (the
Histadrut) in Israel (Israel's major provider of health care), the Association
for the Planning and Development of Services for the Aged in Israel (ESHEL)
and the division of Histadrut for services for the elderly (MISHAN).

The Ministry of Labor and Social Affairs has responsibility for a broad range
of services. It is the primary organization with responsibility for services for
the well elderly, which include a network of social clubs. These services are
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supplemented by a number of major voluntary organizations, including
MISHAN, and a range of immigrant associations and other voluntary
organizations.

The responsibility for longterm care services is complex and is based on a
division of the elderly into levels of care. The various agencies operate within
a clearlydefined but complex division of financial responsibility, based on
the type of service and level of disability of the client classified along the
continuum of four levels of care: semiindependent (independent in ADL and
usually limited in homemaking), frail (partially limited in ADL and suffering
from mobility difficulties), severely disabled (needing help with most ADL
activities, not mobile and usually incontinent) and mentally frail (cognitively
impaired ambulatory elderly, and/or with severe behavioral problems and
usually partially limited in ADL).

The Ministry of Labor and Social Affairs is responsible for institutionalization
and personal care services for the semiindependent and frail elderly, the
provision of all homemaking maintenance services to all the disabled, special
needs for transportation (for example, as required for medical care), and the
operation of daycare. The Ministry operates through a network of local social 11

welfare offices that are administered by the local authorities and that provide
care on a discretionary basis within defined budget constraints. In most areas
there are social workers who specialize in the care of the elderly.

The Ministry of Health is responsible for the institutionalization of the
severely disabled and mentally frail elderly, the operation of mental health
clinics, and the development of preventive services in the family health

.t_. clinics. The care is provided through a network of regional public health
offices. . ,, t

The National Insurance Institute (Nil) has responsibility for implementing
social security programs for the elderly that include a flat rate basic pension
and supplementary benefits for those without additional sources of income.
The national pension system is supplemented by workrelated pensions
organized, for the most part, through the Histadrut. The Nil also has become
heavily involved in the provision of longterm care services through the
Community Longterm Care Insurance Law (Nursing Law) enacted in 1988,
which provides funds for the financing of community services for the
more severely disabled as well as development funds for construction and
development of the infrastructure of institutional and community care.
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Medical care is the formal responsibility of the Ministry of Health, but most
medical care is provided by voluntary sick funds. The sick funds provide some
supplementary personal care services, particularly duirng the first several
months of disability, and for the more severely disabled on a discretionary
basis. Moreover, they are the exclusive providers of professional home care,
including home care visits by nurses, doctors and other paraprofessionals.

Responsibility for housing lies with the Ministry of Housing. A system of
subsidized rental housing exists throughout the country, although there has
been a tendency in recent years to reduce this service and to encourage
individuals to purchase government owned apartments. Moreover, there is a
network of sheltered housing that is run for the most part under the aupices
of municipalities and various voluntary organizations, such as the Histadrut
and the Jewish Agency.

4. Innovation and Change in the Strategy of Service
Organization: Key Trends and Developments
within the Service System

Rapid Expansion of Services

Duirng the 1970s there was major growth in social services in general in Israel
and the services for the elderly increased in tandem. In the 1980s general
growth had come to a halt; however, services for the elderly continued
to increase. This relfected the recognition that the degree of unmet need
was considerable. This awareness led to the expansion of a broad range of
services, such as as day care, institutional care and the implementation of
the new Community Longterm Care Insurance Law. These developments
were stimulated by the development of research and information systems
that documented the degree of unmet need, the expected service implications
of demographic change, and the relative service gaps in different parts of the
country. At the spearhead of this effort to expand the knowledge base was
the JDCBrookdale Institute, established in 1974 to supply data for planning
and service development. A second contributing factor was the development
of ESHEL as an organization that could coordinate the developinent plans of
the vairous ministires and carry out effective and professional impementation
of these plans on a cooperative basis. ESHEL is a partnership between the
Joint Distirbution Committee and the Israeli Government, including all the
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major ministires that have responsibilities for services for the elderly and it is
a major vehicle for allocating development resources and for implementing 7

development programs.

Innovations in the Service System

Attempts have been made to introduce a variety of reforms into the major
components of the system while in other areas basic organizational issues
have not been resolved and a range of practical responses at the field level !f

has not been developed in the absence of any more general national policy.
Here we will only brielfy highlight a few of the topics that have been the
fociof change and discussion.

1 . Institutional vs. community care
A major and ongoing debate has focused on the appropriate mix of
institutional and community care. On the one hand, Israel's low rate of
institutionalization and the long waiting lists are cited as evidence of the
need to expand these services. On the other hand, the rate of community
services has also been low until recently and evidence has indicated that some

! of the present institutionalization could be avoided (Habib et al. 1986, 1988).
',r While from 19831987, the overall rates of institutionalization remained the

same, from 19871990 there was an increase in the agespeciifc rates of
institutionalization over and above that predicted by changing demographic
patterns.

At the same time, a major expansion in community services has also occurred.
Although it had been hoped by many that the Nursing Law would reduce
the need for institutional care, a recent followup study on patterns of
institutionalization following implementation of the law found an increase
in the rate of institutionalization (Naon et al. 1991). There could be two
reasons for such an increase: first the supply of beds increased beyond the
projected increase in need; and second there was an increase in the number
of elderly referred for institutionalization as a result of extensive screening
for eligibility for community services under the Nursing Law. Thus it will
require a longer period before the effects can be fully measured. In the
meantime, there is a general tendency to continue to expand institutional
services to keep up with demographic change. Community services in certain
areas are also continuing to increase, however the unexpectedly high cost of
the Nursing Law program has posed a basic dilemma and the expansion of
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home care for those groups not eligible for services under the Law remains
problematic.

2. Incentives to thesickfundsfor addressing the needsof the elderly
Health care in Israel is provided by four nonprofit sick funds that take
responsibility for providing an overall basket of home care services. These
sick funds are financed in part through a collection of insurance premiums
and in part through the allocation of the proceeds from a nationally organized
employers' tax through social security. One of the basic problems has been
that the premiums collected by the sick funds are progressive. The rates
are a percentage of income up to a ceiling, so that the sick funds and the
government have a vested interest in attracting higher income members. In
addition, there has been no special consideration of the additional needs of
large families or of the elderly. A major improvement to the system was
the introduction of a new formula for distributing the funds collected by the
payroll tax, which deemphasized the role of income and provided a special
premium for large families and for the elderly. The new formula is based on
a payment for each family member weighted by age. Persons of working age
(ages 2564) are assigned a weight of 1.0, children (ages 024) are assigned a
weight of 0.6; and the elderly (65+) are assigned a special weight 0f3.1. This
has created a more positive incentive to deal with the needs of the elderly,
large families and lowincome groups (Interministerial Committee, 1990).

3. How best to expand homecare services
Although a consensus evolved in Israel in the late 1970s and 1980s on the
need to expand home care services, a major debate arose as to the best
way of expanding these services. (For a discussion of these issues see, for
example,Factoret al. 1988,Habiband Cohen, 1990,Factor etal. 1989, Social
Security 1988). The debate focused on two issues: whether the right to home
care services should be an entitlement under social security or should be
subject to budgetary constraints, and whether there should be a cash benefit
independent of the actual purchase of services or a service entitlement. In
the end, Israel did adopt an entitlement within the social security system for
home care services that provides for a service rather than a cash beneift (the
Nursing Law referred to above). Although the beneift is incometested, it is
practically universal since the ceiling is so high that very few of the elderly
are excluded.
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This system, ifrst instituted in 1988, rapidly led to a major expansion in
the overall level of homecare services. The percentage of recipients rose
from 1.4 of the elderly population in 1984 to 4.2 in 1988 and to about 6 in
1991 (see Table 3). However, in return for the universality of the beneift,
limitation was placed on the level of beneifts and disabilities that were
covered under the Law, so that in effect only about 4096 of the disabled
were to be entitled to this kind of beneift while the rest of the disabled may
receive budgetrestricted beneifts from the social welfare system. Basically,
Israel chose between a universal program in which disabilty rather than a
more subjective evaluation of potential informal support and unmet need is
the basis for eligibility, but with a more restricted level of support. However,
a supplementary role remained for a system in which budget constraints play
a greater role and which can target beneifts on the basis of family support
as well as disability. In this dual system that has been developed, there is an
interaction between the two components and how the importance of the two
components will develop in the future is still uncertain.

4. The organizationof daycare services and their role
Daycare services were few and far between in the early 1980s. Today there

;' is a network of 56 centers and an overall ratio of 1 place per 100 elderly. The
centers focus on the disabled elderly, providing services which includes social
and recreational activities, health promotion and physical activity, bathing
facilities, transportation and a hot lunch. They are designed to provide respite
for the families of the disabled and to provide opportunities for social contact,
stimulation and maintenance of capacity. These services are partly ifnanced
through the Nursing Law and partly through funds from the budgets of the
social welfare system. They differ from such centers in many other countries
in that they emphasize the social rather than the medical model, and thus
represent a relatively lower cost option. Moreover, the system is based on :

a costeffective distinction between the functions of active rehabilitation,
located mainly in a network of day hospitals, and respite and maintenance
functions.

5. Coordination between health and social services
There has been a great deal of discussion of the issue of coordination in Israel
and a national scheme was developed to provide for case management that
would coordinate health and social care, focused primarily on the disabled
elderly. This system was based on the utilization of social workers, who are
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employed by the social service system on a neighborhood level, and nurses,
employed by the primary health care services also on the neighborhood level, :
to form a team to coordinate the management of care and access to services.
These coordinated care teams also became the basis for the care planning
function within the Nursing Law. This sytem has been implemented, at least
in principle, on a nationwide basis although the quality of coordination and
implementation varies from community to community as a function both of
the relaitve adequacy of local staffing and the degree of identification with
the goals of this program. (Brodsky et al. 1989).

6. The organization ofinpatient geriatric care
One of the important aspects in the evolution of the system of inpatient
care has been the development of geriatric wards with a rehabilitation focus
that receive patients primarily for followup and continued care after they
have been in other hospital wards. Most of these patients come from internal
or orthopedic wards, following strokes or fractures. These wards provide
multidisciplinary care, comprehensive assessment, intensive rehabilitation
services and prepare the elderly person to return to the community. Not all
hospitals have adopted this approach and there is ongoing debate between
those who believe that rehabilitation services should be integrated into regular
wards and those who believe in the importance of these special wards. An
alternative model is to locate this function outside the hospital in multilevel
geriatric complexes (Margoulec and Korazim 1986). This links these services
more to the longterm care system than to the acutecare system. Different
areas in Israel have adopted these alternative models. They continue to
represent alternative approaches and there has been no clear resolution as to
the preferred option.

7. Responsibility for preventionoriented care
Everyone talks about prevention but very few engage in it. In Israel, moreover,
there is a lack of clarity with respect to responsibility for prevention.

Within the child care system, wellbaby preventive care services developed
as a separate system under government finance and sponsorship and were
not included in the basic basket of health care services in most regions of the
country. This has given rise to debate as to whether it is better to have these
services integrated into basic pediatric care.

The same kind of debate has emerged with respect to the provision of care
for the elderly as concern has developed over the adequacy of preventive
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services. There has been an effort to translate wellbaby clinics into family
clinics that would deal with preventive care for all age groups, while others
have argued the case for including prevention in basic primary care. This
debate has never been resolved clearly and remains one of the obstacles to
developing a preventive oirentation. The two points of view do not really
represent alternatives. A preventive oirentation is critical within the basic
primary care; at the same time, there can be efforts to reinforce preventive
care through other systems.

With the growth of specialization in family medicine and the dispersion of
family medical specialists within the pirmary care system, more preventive
efforts have been initiated on a local and sporadic basis. A major experiment
in the preventive approach is currently being carired out in three Kupat Holim
clinics in cooperation with the JDCBrookdale Institute. A nursedoctor does
regular screening, focusing on factors related to maintaining function as
opposed to the identification and treatment of undetected morbidity (Brodsky
et al. 1989). Using a nurse takes advantage of the availability of highlevel
personnel in pirmarycare clinics and enhances the effectiveness and reduces
the cost of the screening. The contribution of the experiment to care of the
elderly and the feasibility of its implementation by the existing staff in clinics
is now being evaluated.

8. Quality assurance and the regulationof quality
Because of a concern with quality of care and its regulation, preliminary
attempts are being made to develop quality review within the actuecare
system. Such systems are more developed within the longterm care system,
but are still considered far from adequate. Efforts are being made to improve
the regulation of institutional care as will be discussed further below, and
mechanisms of quality care review within the homecare system have begun
to be developed with the impetus of the Nursing Law.

9. Recommendations of the National Commission of Inquiry into the
Functioning of the Health System

The recent Report of the Commission, designed to reform the overall health
care system, has addressed some of the basic issues related to the organization
of care for the elderly (Government of Israel 1990, Rosen 1991). The
Commission emphasized that more resources need to be shifted to geiratirc
care. However, the commissioners also addressed the need for organizational
changes. They recommended that the financing of longterm institutional
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care be included in basic health insurance as well as other services including
podiatry and medical equipment such as glasses and heairng aids (presently
uncovered). They also recommended a signiifcant expansion of the Nursing
Law to extend coverage and beneifts. The report also recommended further
strengthening reimbursement of sick funds on the basis of a needsadjusted
capitation formula, with age being a signiifcant factor, to cover ifnancing for
the basic health insurance premium. '
The overall thrust of the report was to create more decentralization, autonomy
and competition within the health system. The government was to give up
responsibility for its network of hospitals to voluntary organizations. The
central sick funds were, in a similar way, to spin off their network of
hospitals. The hospitals would compete for contracts with the vairous sick
funds. These elements could obviously have profound effects on the care
of the elderly. On the one hand, it was hoped there would be increased
accountability and attention to the needs of all groups and, on the other hand,
there may be increased cost consciousness that could lead to attempts to skim
the more dififcult patients such as the elderly and to reductions in the care
provided for this group. It was also hoped that the reforms would contirbute
to the elimination of underthetable payments for medical care that had
been spreading throughout the hospital system. This could have important
implications for continuing to assure access to care for the poorer elderly.

5. Privatization in Services for the Elderly

In response to a feeling that the government is overly involved in the
market, a privatization process has begun. Privatization has also inlfuenced
attitudes to social services. Pirvatization in its broadest sense means a shift of
responsibility from the public to the pirvate sectors, where the responsibility
could either be for operating or ifnancing services. Dissatisfaction with
performance of publiclyoperated services and the scarcityof public funds to
develop services and to ifnance their ongoing operating costs has stimulated
an interest in enhancing the role of the private sector as a source of capital
investment and the contributionof consumers to the direct ifnance of services.
The shift to more pirvate ifnance has also been inlfuenced by a belief that
user's charges will help to contain excessive and sometimes unnecessary use
of services.
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However, should privatization shift responsibility from the public sector
to forprofit or nonprofit organizations? In Israel many of proponents of
privatization have focused on the shift to forprofit entities. The voluntary
sector plays a major role but generally requires public finance or alternatively,
when financed by pirvate sources, imposes various restrictions on entry related
to membership in specific groups.

6. Role Played by Private and Voluntary Services in
Institutional and Community Care

Institutional Care

Private services have played a major role in this area for some time (Be'er
and Factor, 1990). This role differs by level of care, as the private sector
provides 2990 of beds for the semiindependent and 4490 of the beds for
the most severely disabled. There is some differentiation by region, with the
private sector playing a greater role in the central regions and less of a role in
the south. Duirng the 1980s the total private sector share increased from 3090
in 1981 to 3890 in 1989. In 1989, the voluntary sector provided 4870 and the
government 1490 (see Table 4). The increase in private sector beds was most
dramatic for the frail (from 1790 to 4190); beds for the semiindependent
increased somewhat (from 2070 to 2990) and actually decreased slightly for
the severely disabled and mentally frail (from 4890 to 4470).

Sheltered Housing

The pirvate sector owned only 109c of all sheltered housing units in 1985
and 1790 in 1989. The government sector owns 4790 and the voluntary sector
3690. Almost all of the growth in sheltered housing in the past three years
has been in the pirvate sector and this trend was expected to continue into the
early 1990s (Shtarkshal 1987). However, in light of the wave of immigrants,
plans are underway to resume public construction for sheltered and adapted
housing for the elderly on a major scale.

Community Care

The voluntary sector has played a major role in the provision of community
care, including home care, specialized medical equipment, emergency alarm
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systems, transportation and day care. The major role of the private sector
has been in the development of homecare and this is a recent phenomenon
that emerged as a result of the Nursing Law (Factor et al. 1989). Prior to
the implementation of the Law, 509£> of homecare hours were provided
by voluntary organizations and the remaining 509cf were provided by self
employed home helpers. The Law stipulates that care financed under the Law
must be provided only by registered organizations and not by individuals, in
order to avoid employeremployee relationships. Because of this proviso, a
substantial number of private organizations came into being and today they
provide almost twothirds of the care provided under the law.

Increased User Charges

Some sick funds have introduced increased user fees for drugs, physicians'
visits, rehabilitation services and home care. At the same time, user charges
have increased in the institutional sector and for daycare. By contrast,
community services under the Nursing Law are provided without any user
charges.

The charges are implemented on a sliding scale basis so differences in
eligibility generally are avoided. This trend has also led to increased concern
that these charges serve as obstacles to access.

7. Issues in Privatization in Israel

In the case of services for the elderly, the debate over privatization has
revolved around:

The Desirability of Private Ownership

Would the private sector be willing to address the needs of public patients
financed through the public system or would it be only interested in the more
lucrative private pay market? meet the need and at what pirce? Under what
circumstances could the private sector be expected to do meet the public
need? Would it require special investment incentives and advantages? Would
it occur at present reimbursement rates or would they have to be increased?
Protagonists in the debate argued that the private sector would not respond
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adequately or only if offered excessive incentives. These claims, however,
have not been substantiated. ■..._. .1; ■'. ? .

Would there be differences in the quality of care? The forprofit sector's
reputation in Israel is for providing lowerlevel care, although that has not
been fully documented. At the same time, however, there is a limited basis
for interpretation of this ifnding as in general the private sector is also offered
a lower reimbursement rate. These reimbursement policies are discussed
below.

Would they exercise skimming and reject dififcult patients? This would be
done by those who would have the authority to determine the acceptance
or nonacceptance of patients by speciifc institutions. Most institutions in
the Israeli voluntary sector belong to an organization and acceptance to an
institution depends upon membership in the organization. A major exception
in the voluntary sector, is the homes developed by ESHEL. They have as
their basic principle unrestricted access and serve exclusively public referrals.
Most of these institutions do not accept patients referred by public agencies,
whereas the private institutions do not have such eligibility restrictions. At
present 44*$; of the beds in the private sector are occupied by publicly
ifnanced referrals, as compared to only 17% of the beds in the voluntary
sector. "'■■~ ■'  .■. ■'' ' ■;'. .

Israeli institutions carry out preadmission screening for cases seeking public
ifnance, and referral to speciifc institutions is controlled by public authorities
and cannot be determined independently by the patient. Indeed, at present
referring agencies (the Ministry of Health and the Ministry of Labor and
Social Affairs) tend to refer themost severe cases in each category to voluntary
and governmental institutions rather than to privatesector institutions, since
more staff is available per bed in voluntary and governmental institutions
and they are therefore more capable of managing dififcult cases, although
this has not been fully documented. Although institutions legally can reject
referrals of publically funded cases, in practice it is dififcult for them to do
so for fear of not receiving additional referrals. However, the effectiveness
of this sanction depends on the relative supply and demand for beds.

There was a concern that the dominance of any of the three possible branches,
the private, voluntary or governmental, would create a degree of market
power that could lead to collusion and provide them with a strong bargaining
position visavis the government with respect to rate determination. In the
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past there have been instances of strikes by the private sector and indeed
even of the transfer of patients out of institutions to acute hospitals in the
context of a struggle over the adequacy and the timing of reimbursement.
The feeling was that if there were more of a market mix then the power of
any one sector would be diminished and it would lead to healthier market
dynamics. This concern was particularly strong in the light of the special
characteristics of this market wherein the consumers lock themselves into
longterm arrangements and therefore do not easily shift among providers
on the basis of differences in quality and price. Moreover, consumers have
difficulty in ascertaining the relationship between quality and price and for
the most part there has been an excess demand for institutional places that
has made it asupplier 5s market.

Reimbursement Policies

Reimbursement policies have been the subject of controversy, particularly
against a background where reimbursement rates differed by sector.
Reimbursement is prospective in Israel with a fixed rate set per patient.
Within each of these sectors, however, this rate varies according to disability
level. Moreover, the rate also differs from institution to institution. The rates
vary between $330  $760 per month for the semiindependent and between
$1,100 $1,800 per month for severely disabled and mentally frail patients.

Since 1988 there has been an increase in private reimbursement rates in
an effort to encourage this sector to absorb patients referred by public
agencies. In general, reimbursement rates are higher in the private sector
for the semiindependent (by 3590), and for the frail (by 20*70), than in the
voluntary sector and lower in the private (by 25*70) for the severely disabled
and mentally frail. In general there is no uniform policy of reimbursement
rates either between or within the sectors. The rates are set for individual
institutions or on an individual basis.

There also have been attempts to introduce considerations of quality into
the reimbursement process through rate setting, however not on a systematic
basis.

Regulation

Another basic issue determining the nature of the relationship between the
public and private sectors is the natureof regulation. In Israel, this regulatory
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responsibility is divided between the Ministry of Social Affairs and the
Ministry of Health, with the former responsible for regulation in institutions
for the semiindependent and frail elderly and the latter responsible for
regulation in institutions for the severely disabled and mentally frail. There
are also interesting sectoral differences in the regulatory process, with more
stirngent mechanisms applied to private institutions.

In recent years, focused attempts have been made to improve the nature of
the regulatory process. A major demonstration project has been implemented
in the Ministry of Labor and Social Affairs in cooperation with the JDC
Brookdale Institute and a new system has been introduced to improve the
effectiveness of the regulatory system (Fleishman et al. 1989). The system
includes the use of structured surveillance instruments based on the tracer
method developed at the Institute, data collection from multiple sources of
information, a team approach, an emphasis on resident input in the regulatory
process, monitoringof effective compliance with regulatory requirements and
the creation of a nationwide data bank to facilitate longterm planning and
monitoring of care. A number of improvements in care within the institutions
have already become apparent as a result of the new system, and additional
improvements are expected as work proceeds on improving compliance. The
implementation of a system based on similar principles has begun in the
Ministry of Health.

PublicPrivate Partnerships

Anothermajor issue is the desirability ofvarious formsofpartnership between
the public and the private sector. Part of this relates to the integration ofpublic
and pirvatepay clients within institutions. Private institutions can receive
privatepay clients in addition to public referrals and there is no control over
the charge to the former. There is a tendency to charge equivalent rates so as
not to provide different services. Pirvate patients are still preferred, because
of delays in governmental reimbursement for public patients. Some voluntary
providers whose construction costs were funded with government assistance
are restircted from receiving patients not referred by the government.

A second issue concerns the possibility of integrating public and pirvate
facilities. A range of proposals is being considered in which pirvate finance
is used to fund public facilities or a complex is built that includes elements
of both public and pirvate ownership. In one form of partnership, a voluntary
or governmental agency either provides the land for the facility or obtains
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the permit to build and the contractor either retains ownership of part of the
facility, receives a set percentage of the entrance fees or the proceeds from
the sale of the units. For example, sheltered housing units are constructed as
additional lfoors to public daycare centers. In this case, the purchase pirce
for the housing units would compensate the contractor but ownership and
administration of the facility would revert to the voluntary or governmental
organization. Or a complex is constructed to serve independent elderly in
sheltered housing units under pirvate ownership on land owned by a public
institution serving frail and severely disabled patients. At this time none of
these partnership options has been implemented. A major issue is the problem
of the differences in levels of amenities and facilities between private and
public patients within the same complex.

A third major issue is the extent to which the private sector is also viewed
as a eligible for vairous forms of public subsidies focused on improving
the quality of care. This relates to the issue of who should fund programs
of staff development and who should fund improvement to facilities. This
issue has to be seen against the background of to what extent reimbursement
rates provide an adequate return on capital and provide for maintenance and
improvements.

Reimbursement rates for the private sector include an estimated 15'$< profit
margin that is supposed to provide a return on capital. However, private
institutions argue that the reimbursement rates are insufifcient to finance
major depreciation and the replacement of capital. Many institutions are
housed in old premises that are not up to current standards. As a result there
has been a recent decision in principle to use public resources to participate
on a selective basis in the improvement of selected private institutions. The
rate of reimbursement to the voluntary sector is not expected to provide
fully for depreciation and improvement and a special fund has been created
based on publicly approved onetime fees collected on a national basis from
all public referrals to institutions. In addition, the training of personnel has
been subsidized on a regular basis through speciifc public funds for both the
government and voluntary sectors. Recently the decision has been made to
allow pirvate organizations to beneift from such training programs.
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8. Conclusion .

The system of services for the elderly has been undergoing signiifcant 'j

change over the past decade. The changes in part relfect the rapid aging
of the population and the particularly rapid increase in need and spurred
expansion of the resources allocated to services for the elderly. A number
of signiifcant organizational changes are relfected in the development of
an entitlement for home care, the development of a network of specialized
services for the elderly, efforts at coordination and efforts to introduce more
preventive care.

Whereas in the 1970s and early 1980s the expansion of the public system
was emphasized, the massive increase in need left ample room for growth in
the private sector. By the end of the 1980s there were new winds blowing
through Israeli society. Much more attention was given to the promotion of
the private sector, with the ideological debate more and more constraining the
allocation of public resources. This debate would be much sharper today had
it not been for the dramatic increase in the rate of immigration that has led
to a rapid and still more dramatic increase in the need for services and their
rate of growth. This has stimulated growth in public sector commitments
while still leaving opportunity for the private sector. Moreover, the rapid
expansion of services under the Nursing Law was made possible only by the
entry of the private sector. Thus in the years ahead we can expect to see a

continuation of the mixed economy of welfare in Israel.

In this context there is no doubt there will be increasing emphasis on the
effectiveness of regulatory systems, and on the appropriateness and fairness
of reimbursement mechanisms as some of the basic structural elements
interacting with ownership to determine the effectiveness of the system.
There is general consensus that private markets and the provision of essential  ;

social services do not work effectively without the involvement of the
government in providing ifnance and regulation. Whatever disadvantages
there may be to the direct government operation of services, they may be
easily matched within a more privatized system if there are inappropriate
incentive structures, and inadequate safeguards and checks and balances as
a result of inefifcient reimbursement mechanisms and ineffective regulatory
systems. The effectiveness of government in performing its roles remains
crucial to the full realization of the potential beneifts of privatization.
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Table 1: Selected Indicators of the Aged Population of Israel, 1983

Total Total Non

Population Total Jews Eastern Jews Western0 Jews Jews

(N=361,300) (N=337,800) (N=85,3OO) (N=252,300) (N=23,500)

65+a 8.9 10.1 5.6 18.5 3.4

75+3 35.4 35.1 33.1 35.8 39.1

Women 53.1 53.3 52.9 53.5 50.3

Married3

Total 60.0 60.2 57.6 61.1 56.2
Men 81.1 80.9 82.6 80.4 83.4

Women 41.3 42.0 35.3 44.3 30.8

No formal education3

Total 20.3 16.9 50.1 5.7 69.4

Men 14.5 11.4 33.7 3.9 57.5
Women 25.3 21.6 66.6 7.0 81.4

Living arrangementsb
Men alone 6.4 6.5 5.8 6.8 4.3

Women alone 21.7 21.9 22.3 21.9 17.9

Couple 50.7 52.7 35.5 58.5 21.8

Couple with others 9.8 8.1 18.5 4.6 34.9
other 11.8 10.7 17.9 8.0 21.2

In longterm care 4.1 4.4 3.2 4.8 0.3

a Source: The Aged in Israel: A Selectionof Census Data. 1983. Censusof Population and Housing
Publication No. 11, Jerusalem, 1986.

b Calculations from a survey by the Central Bureau of Statistics of a probability sample (N=4, 189)
of the Israeli population aged 60 and over, 1985.

c The vast majority of Israeliborn Jews are of European oirgin (according to father's country of
birth) therefore they are included in the Western category.
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Table 2: Aged 65 and Over by Presence of Living Children, Frequency of
Meeting with Children, Proximity of Nearest Child and Ethnic
Oirgin (Percentages)

Total Total Eastern Western Non
Population Jews Jews Jews" Jews

Living Children 88.0 88.0 93.0 85.0 95.0
Average No.of Children 3.1 2.9 5.0 2.2 5.5

Proximity of Nearest Child:
Same household 18.1 15.9 32.4 10.3 49.5
Same building 3.9 3.0 4.5 2.4 17.5
Same neighbourhood 11.8 11.6 16.2 10.2 14.4
Same locality 27.3 28.8 29,0 28.7 6.7
Different locality 22.4 23.9 7.7 29.3 2.1
Abroad 3.1 3.1 1.3 3.7 2.1
No children 11.5 12.1 6.6 13.9 3.6
Missing 2.1 1.7 2.4 1.5 4.0

Total 100.0 100.0 100.0 100.0 100.0

Meet Children:
Every 1 or 2 days 38.4 36.2 45.3 33.0 73.7
Once or twice a week 30.5 31.9 31.7 32.0 9.8
Once or twice a month 11.3 11.9 8.8 13.0 3.9
Less often 3.1 3.1 4.2 2.8 2.1
Never 3.1 3.1 1.0 3.8 2.1
No children 11.5 12.1 6.6 13.9 3.6
Missing 2.1 1.7 2.4 1.5 5.0

Total 100.0 100.0 100.0 100.0 100.0

Telephone Contact:
Speak on phone 61.7 65.3 59.4 66.9 11.2
At least once a week 58.6 62.1 53.4 65.1 9.3

Source: See Table 1, footnote 3.
a The vast majority of Israeliborn Jews are of European origin (according to father's country of

birth) therefore they are included in the Western category.
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Table 3: Extent of PersonalCare Services by Source of Financing,
19811988

1988

Before After
1981 1984 New Law New Law

Numberof Recipients 3,043 4,874 7,444 16,043

Nil    13,400

Ministry of Labor
and Social Affairs 645 1,399 1,754 1,607

Ministry of Health 520 945

General Sick Fund 1,878 2,530 5,690 1,036

9kof Recipients 0.9 1.4 2.0 4.2

Hours/Week/Recipient 4.2 5.6 8.8 9.4

Nil   10.3

Ministry of Labor
and Social Affairs 5.5 3.8 2.8 3.2

Ministry of Health 5.9 6.6 
General Sick Fund 2.6 6.2 10.7 7.4

Source: Factor et al., 1989.
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Table 4: LongTerm Care Beds, by Type and Ownership May 1989

Beds for Disabled

Severely
Total No. Disabled k
of Beds SemiIndependent Total Frail Mentally Frail

Numbers

National Total 18,002 6,662 11,340 4,023 7,317
Government 2,546 426 2,080 901 1,179

Voluntary 8,640 4,232 4,084 1,483 2,925

ForProift 6,816 1,964 4,852 1,639 3,213

Percentages

National Total 100 100 \m 100 100

Government 14 7 18 22 16

Voluntary 48 64 38 36 40
ForProift 38 29 43 41 44

Source: Be'er and Factor, 1990.
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Research in Healthy Aging in Israel .?5

The following report will attempt to give an overview of some of the research
in gerontology being conducted in Israel. To ensure that this overview would
be as current and comprehensive as possible, questionnaires were sent to
relevant agencies outside the JDCBrookdale Institute.

1. Aging in Israel

Israel's population is still relatively young by European standards.
Nevertheless, it is aging rapidly. The aged population (65+) has grown
at a phenomenal rate, from 59cf of the total population in 1960 to over 990 of
the total population in 1990. The percentage of those aged 75+ has increased
remarkably during the past two decades: It is now slightly greater than 409cf

and is expected to continue to increase during the coming decade. Forecasts
predict a particular increase in those 80 and over. In addition, there have
been constant changes in the composition of the elderly population, resulting
in an increase in the proportion of elderly who are women. While this trend
is similar to that in other European countries, there is currently a similar
number of men and women in the aged population in Israel, apparently due
to the relatively small difference in their life expectancies (75 for men, 79
for women). The proportion of elderly women who live alone (359cf) is more
than 2.5 times higher than that of elderly men who live alone (13.69cf) and
is increasing, with the concomitant implications for standards of living and
support availability. In addition, there has been an increase in the proportion
of elderly ofAsian African origin, who tend to have high levels of disability
(1). These changes have contirbuted to an increase in the number of disabled
elderly. In 1988, 9.690of the elderly living in the community were dependent
on others for assistance with activities of daily living (ADL). This figure is
expected to reach 119cf by the year 2000. The proportion of disabled elderly
currently residing in institutions is relatively small (2.59£>).

With its unusually heterogenous population, Israel does not fit the standard
classification of a traditional, developing, or modern Western society,
as immigration has been the central phenomenon of its existence and
continued growth. Over two million immigrants have arirved since the Stated
establishment in 1948, contributing to the heterogeneity of its population of
five million. To illustrate, in the recent wave of immigration to Israel from
the Confederationof Independent States (CIS) between 1989 and 1992 alone,
400,000 immigrants arirved. To compare, it is as if 23 million immigrants
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were to arrive in the United States in a twoyear period. The full implication
of this most recent wave of immigration is not yet clear. On one hand, the
proportion of aged among the immigrant population is higher than that of the
veteran Israeli population, and has increased the proportion of aged in Israel's
population by 1590. Without this wave of immigration, this increase would
only have been reached in the year 2000. On the other hand, the proportion
of those aged 75+ is smaller among the immigrants than among the veterans,
as is the proportion of children and young adults. Thus, the proportion of
new immigrants who are of working age is relatively high.

The elderly dependency ratio (the ratio of the elderly population divided by
theworking age population)is .18 (20). While the total dependency ratio
will decline in Israel, as in Europe, due to declining fertility levels, there will
be a shift to a larger proportion of elderly, relative to children, within the
dependent population. The economic signiifcance of this will depend on the
relative needs of children versus the elderly.

Compounding these sociodemographic changes is the increase in life
expectancy which parallels that in many western European countries. This
dynamic and complex situation increases the urgencyof developing strategies
for healthy aging. The aim of these strategies must be to increase the welfare
and active life expectancy of the elderly, and to reduce the current and
expected burden on the social welfare and health systems serving them.

2. Developments in Gerontological Research in
Israel

Developments in gerontological research in Israel reflect the socio
demographic changes in its population. A brief review of these developments
will illumine changes in the need for information of policymakers and
planners. Historically, gerontological research in Israel can be divided into
ifve peirods, each covering roughly a decade (3).

Duirng the ifrst peirod (the 1950s), attention was primarily paid to producing
basic statistical data on immigration, resettlement, and rehabilitation of the
elderly, handicapped, and chronically ill. During the second peirod (the
1960s), research was done into the special characteristics of Israeli society,
and into regional pathology and morbidity patterns in ethnically heterogenous
groups of immigrants and veteran settlers. Duirng this peirod Israel also
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became involved incrossnational studies and studies of the biology of
aging. During the third period (the 1970s), gerontology research expanded
to cover biology, medicine, socialbehavioral sciences, and applied social
research in the welfare and care of the elderly. The establishment in 1974
of the JDCBrookdale Institute of Gerontology was a turning point in the
promotion and development of research in aging in Israel. During the fourth
period (the 1980s), studies began to focus on mapping existing services,
projecting demographic changes and needs, and proposing policy options.

During the fifth and current decade of research in gerontology, studies
are focusing on developing interventions and preventive measures that will
maintain the health and independence of the elderly. To this end, we have
begun conducting longitudinal and cohort studies. Moreover, researchers
have become increasingly aware of the importance of international and
crossnational studies to the understanding of the factors contributing to
healthy aging and to the development of preventive programs.

2.1 Special Features

Several factors contribute to the nature of research opportunities and
challenges in Israel.

. One is the heterogeneity of the population, which includes Arabs, and
Jews from Western and Eastern Europe, Asia, the Americas, and Africa.
Israel presents its sociologists and epidemiologists with a rare opportunity
to study a wide vairety of crosscultural factors in laboratorylike
conditions.

. Israel offers a high level of uniformity of service quality and accessibility.
This makes it possible to conduct research with much less need to control
for system variables than in other countries.

. The highly accessible and centralized organization of health services
facilitates the implementation and evaluation of intervention and
prevention programs.

. High response rates in surveys contribute to the accuracy of data gathered
in Israel. Presently, laws do not preclude studying the impact of factors
such as religion, oirgin, income, age, and educational background,
sometimes inaccessible in other countries.



38 Aging in Israel

. With the new wave of immigration from the CIS and Ethiopia, Israel can
serve as a resource for research in the area of healthy aging for European
countries that face similar problems of assisting immigrants adjust to a
new culture and society.

3. Current Research

This brief review of research is by no means exhaustive. Many studies in a
wide variety of disciplines have an impact on healthy aging. I have therefore
chosen only those which seem most likely to contribute to understanding the
predictors of healthy aging. I will ifrst refer to the research activities taking
place at or in cooperation with the JDCBrookdale Institute of Gerontology.
The Institute works within the framework of ifveyear plans; the current one
will end in 1994. A new ifveyear plan for 19952000 is being drawn up.

3.1 Research at the JDCBrookdale Institute
3.1.1 Disability and Healthy Aging
The continuing increase in life expectancy is expected to be accompanied by
an increase in disability. This trend has implications for longterm planning
of services and for the burden on informal caregivers. One focus has been
on demographic changes and changes in disability over time due to the
differences in the prevalenceof disability by age, sex, and ethnic background
(4).

In 1985, a national survey was conducted by the Central Bureau of Statistics
(CBS) (5). The CBS, the Institute and other organizations are now planning a
second national survey, which will also followup the population interviewed
in the ifrst survey. While the previous survey included those aged 60+, the
possibility of surveying those aged 55+ is being considered.

Longitudinal data are also being used to study the factors contributing to
the incidence of disability and to healthy aging. For example, a longitudinal
database was created as part of a demonstration program for providing
comprehensive care to the elderly, which included a threeyear followup of
2,000 elderly living in the community (6). Another study included a followup
after one and three years of 400 disabled elderly living in the community. It
showed that disability is not irreversible, and that a signiifcant proportion of
the elderly had improved their functional status during one year. This hints
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at the potential contribution of rehabilitation programs. Primary caregivers
were also surveyed as part of this study, making it possible to follow changes
in informal care over time (7).

Urinary incontinence greatly affects the wellbeing of the elderly, and there
is lack of data on its prevalence and severity in the community and in
institutions. As a prelude to developing a program to ameliorate urinary
incontinence, the Institute conducted a survey of the situation in longterm
care institutions (8).

The Institute also collaborates in international activities. In 1988 and 1991,
it sent representatives to the Symposium on the International Collaborative
Effort (ICE) on Measuring the Health and Health Care of the Aging, sponsored
by the United States National Center for Health Statistics in Washington,
D.C. An outgrowth of the Institute's participation in the 1991 symposium
is its involvement in a comparison of physical, social and mental vitality
indicators among the elderly in Israel, the U.S. and Italy. The goal is to
understand the meaning of similarities or differences across countries, and
issues of methodology and cultural influences.

In cooperation with the Dutch Central Bureau of Statistics, the Institute is
studying the smoking habits of the elderly in several countries. Information
gathered through national surveys is being compared.

The Institute has been invited to participate in the Network on Healthy Life
Expectancy, established in France in 1989. With over 48 members from eight
countries, its aim is to facilitate international comparisons.

The Institute has been a consultant on the Program for Research on Aging
(the CrossNational Project on Determinants of Healthy Aging) sponsored by
WHO/NIA. Through its participation on the steering committee, the Institute
contributed to the preparation of background material and the development
of the program's agenda and protocols. Israel has been chosen as one of the >

research sites.

3.1.2 Immigration
In 1989 the JDCBrookdale Institute joined a commission evaluating the
economic implications of immigration for the health and social service
system. Major surveys are being conducted, with special attention being
given to problems such as the absorption of older workers into the labor
force. A recent survey of the status and needs of immigrants from the CIS
over age 55 found a very high percentage of immigrants living with their
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children (749cf of those over 65, compared to 20<7c of veteran Israelis) and a

high prevalence of widowhood. The prevalence of the need for assistance in
activities of daily living was also much higher among the immigrants (9). A
followup study on this population is planned.

The Institute is also involved in studying Ethiopian immigrants (10). Due
to cultural differences, it is difficult to study this special population using
available instruments without making appropriate adaptations. Neither can
the results of studies of other immigrant or veteran populations be easily
compared. In particular, differences have been found in the reporting practices
of the Ethiopians regarding illness and disability. The continuing inquiry into
this population and its needs provides an important methodological and
anthropological challenge.

3.1.3 Health Promotion
The Institute is analyzing the various surveys referred to above to assist
planners in identifying target groups of highrisk elderly and areas which
could be the focus of health promotion activities. Moreover, the Institute is
assisting with the implementation and evaluation of demonstration programs
that will introduce lowcost health promotion into neighborhoods and improve
the comprehensiveness and continuity of care. At present, an evaluation is
being completed of a project introducing routine health promotion activities,
such as initiated periodic examinations and health education, into primary
care clinics (11). Another evaluation is currently underway of an adaptation
of the "Stay Well" program developed by the City of New York, which uses
volunteers in neighborhood health education courses and projects, and their
impact on various cultural groups in Israel (12).

A relatively new area of research at the JDCBrookdale Institute is
technology and aging. It is focusing on ways to help the elderly cope
with the technological environment and to encourage the development of
technological aids and which will enable the elderly to remain independent
in their home environment (13).

The JDCBrookdale Institute collaborates with ESHEL (The Association
for the Planning and Development of Services for the Elderly in Israel) to
ensure the integrationof research, planning and evaluation. In preparation for
ESHEL's most recent fiveyear plan, the Institute prepared comprehensive
reports on a variety of topics, which contributed to the formulation of policy
and the design of special programs within ESHEL. A report summarizing
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the present situation in health promotion and disease prevention indicated
that, despite their relatively high utilization of health services, the elderly
fail to seek help for hearing, vision, and podiatry problems, all of which can
affect their ability to function independently. Studies have indicated that the
elderly are interested in receiving counseling on nutrition, physical exercise,
proper use of medications, and prevention of falls (14). In response, ESHEL
has developed innovative health promotion programs on physical exercise,
nutrition in day care centers and institutions, voluntarism by and for the
elderly, and prevention of traffic accidents.

To discuss successful approaches to health promotion for the elderly and
develop suitable programs, a workshop was held in November 1 992 by the
Institute, ESHEL, the Ministry of Health, and the WHO. The workshop,
which included experts from abroad, focused on three topics: nutrition,
physical activity, and sensory disabilities (hearing, vision).

3.1.4 LongTerm Care Services
Since the implementation of a new Community Longterm Care Insurance
Law the Institute has been monitoring its effect on the demand for institutional
care and on the general wellbeingof the disabled elderly (6,15). The research
indicates that due to the law, more elderly have become aware of services,
and utilization has increased. It also indicates that the law has reduced the
elderly 's unmet needs without reducing the amount of informal care they
receive. This has improved their sense of wellbeing. Together with the
relevant ministries, the Institute has pioneered methods for the surveillance
of longterm care facilities and for upgrading standards of care (16).

3.2 Other Relevant Studies in Israel

The Department of Clinical Epidemiology of the Haim Sheba Medical Center
at Tel Hashomer, in cooperation with the United States National Institute on
Ageing (NIA), is conducting an epidemiological study of the oldestold in
Israel (17). A stratified representative national sample of 2,400 elderly Jews
aged 75+ was surveyed to determine baseline sociodemographic, health, and
functional status. An additional 1,500 elderly kibbutz members were also
included. The findings will provide a basis for assessing the risk factors for
mortality, institutionalization, and functional impairment. A followup study
is now being conducted.
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The Gertner Institute is also conducting a study of subjective parameters of
wellbeing (18). The study is based on a census of the 1,500 elderly aged
65+ living in a small town in central Israel (Kiryat Ono). Begun in 1978,
this crosssectional study examined the relationship between subjective and
objective parameters of health and wellbeing. In addition, a followup study
of survival has been continuously conducted since then. Another study being
conducted by the Gertner Institute studies the patterns of admission of the
elderly to general hospitals using registered data (19).

The Department of Family and Community Medicine of the Haifa
University is conducting a prospective study of factors affecting prognoses
for institutionalized elderly. The study has followed a cohort of elderly
individuals institutionalized in 1987 for five years (20).

On the basis of neighborhood census data, the Department of Social Medicine
of the Hebrew UniversityHadassah School of Public Health performed a
longitudinal study examining adults aged 65+ served by the Hadassah Health
Center at Kiryat Yovel. Reported health status in 1971, 1976, and 1987
was linked to clinical and laboratory data (21). On the basis of the results
of the clinical assessments and selfreports preventive measures have been
implemented, such as referrals to a physician or to health education programs.
A followup study is being conducted to evaluate the effectiveness of the
program.

The Sick Fund of the General Federation of Labor and the Hadassah Medical
Center are conducting a longitudinal cohort study on elderly aged 70 who
were living in Jerusalem in 1991. The first stage included 600 elderly. The
study integrates selfreports and clinical assessments. Similar in design to the
Gothenburg study, this study addresses whether or not we are aging better
(22).

The Department of Geriatrics of the Soroka Medical Center, Beer Sheva,
in cooperation with The Sick Fund of the General Federation of Labor,
the Ministry of Health and the Beer Sheva Municipality, is conducting an
epidemiological study of falls, which includes a program of health education
and intervention for those at high risk (23). The same department conducted
a study on predictors of successful rehabilitation of femoral fractures among
170 elderly patients admitted to Soroka's geriatric ward between 19871992
(24). These elderly have been followed since discharge to evaluate the
relationship between hospital rehabilitation and functional ability in the
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home. The study will be expanded to include elderly patients who have
suffered a stroke.

In addition to its collaborative activities with the JDCBrookdale Institute,
discussed above, the Central Bureau of Statistics is conducting two studies
that have relevance for healthy aging. The ifrst, which is being conducted in
cooperation with the Ministry of Health, is third in a series of surveys of a
national sample of 6,000 households on the use of health services (primary
care and hospital services). Data on chronic illness employment, and housing
are also being collected in the framework of this survey (25). The second,
conducted in cooperation with the Ministry of Labor and Social Affairs,
the Bank of Israel, and the Ministry of Finance, is a followup survey on
the employment of immigrants from the CIS. Using a national sample of
1,200 households, it is examining absorption into employment, changes in
profession, and housing (26).

The Department of Demography of the Hebrew University and the Central
Bureau of Statistics are conducting a study of differences in life expectancy
of those aged 55+ according to socioeconomic status, employing both death
records and a sample based on 1983 census data (27). The department
is also analyzing differences in the life expectancy of elderly aged 65+
according to geographic location (28), and is also examining speciifc death
rates according to cause of death, by geographic location. It appears there
are extremely signiifcant differences in life expectancy for those aged 65+
according to geographic location, ranging from 12 to 20.

The Herczog Institute on Aging of the TelAviv University conducted a study
on a representative sample of 163 elderly living in a TelAviv neighbourhood.
The study collected comprehensive data and analyzed the interaction between
physical, psychological and social dimensions in old age. A followup study
is going to be conducted (29).

The Maccabi Sick Fund is examining the geriatric hospitalization and
rehabilitation needs of its 40,000 members aged 65 and over according
to living arrangements and region, using registered data (30).

4. Future Trends

In 1994, the current ifveyear plan will end, and the JDCBrookdale Institute
is now in the process of drawing up the next one. Any new research
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programs will have to take into consideration increased economic constraints
and the increased demand for services as a result of population aging and
immigration. The main issues that will influence research trends in the future
include:

"Westernization" of aging patterns: There will be an increase in the
percentage of elderly born in Israel who have become socialized according
to its norms and exposed to better education and health services. Reduced
family size and the entry of more women into the labor force may change
current patterns of informal support and threaten to raise currently low levels
of institutionalization.

Income maintenance: Increase in the numbers of those covered by work
related pension programs will improve retirement conditions. This may
reduce dependence on other sources of support. However, more research
must be done on women, many of whom live at or below the poverty line.

Intensified service utilization: Greater awareness of and familiarity with
entitlements may intensify service utilization. The growth in provision of
health and social care by the private sector will create a need to develop
mechanisms for quality assurance.

Early retirement: The decline in the percentage of those aged 5564 and
65+ in the labor force is expected to continue and possibly increase as a
result of developments in the economy. Forced or elective early retirement
will necessitate appropirate societal responses, and may have implications
for health. Thus, the need to create more leisuretime opportunities and open
up venues of meaningful social involvement for the elderly will be one of
the most important challenges facing researchers in the future.

Political clout: Further increases in political advocacy by and for the elderly
will be one result of greater education and awareness of entitlements.

Immigration: This is Israel's current, most acute challenge. Research will
clarify the impact of immigration on the health and disability of elderly
immigrants, and followup studies will help determine the predictors of
successful absorption.

It is too early to predict how these developments may interact, or whether
they will cause radical changes in current patterns. Research will thus
have an increasingly important role to play in directing service planning.
Current developments call upon researchers to examine ways of promoting
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active aging and wellness and preventing premature disability or functional
limitations.
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1. Introduction

The evergrowing number of elderly in the population constitutes a major
challenge for community health services and the hospitalization system. This
is true especially for general hospitals, particularly in departments of internal
medicine. Forty to sixty percent of beds in internal medicine departments
are occupied by people aged 65 or over [1,2,3,4]. In view of this, there is
wide agreement among policymakers in the health system about the need to
develop and organize geriatric inpatient services. While the need for services
exclusively for the elderly is now widely recognized, there is still a debate
over preferred patterns of inpatient care, and the settings most suitable for
the assessment, care and rehabilitation of the elderly.

Half a century after geriatric inpatient services were first developed in the
United Kingdom, the question of how they should be structured remains
controversial [5,6,4], and a 1985 survey found a wide variety of geriatric
inpatient settings [7]. Some provide acute care and rehabilitation in one
department, and longterm care elsewhere; some have separate units for acute
care, rehabilitation, and longterm care; and some combine these services
in a single department. Countries such as Sweden, Australia, Norway, and
the Netherlands have developed a geriatric care system similar to that of the
United Kingdom [8,9,10]. America has a variety of programs, which differ
widely in structure and aims, but which usually combine different elements
of geriatric care [11,12,13].

Geriatirc inpatient settings can be classified in several ways: by treatment
goal (departments for acute, rehabilitative or nursing care); by diagnosis
(departments for neurological diseases or for orthopedic diseases); by length
of hospitalization (short or longterm); or by the type of hospital in which
the geriatric department is located (general or specialist).

In Israel, where geiratirc inpatient settings are classified by type of hospital
' ■' and treatment goal, three main settings can be distinguished. The ifrst is

acute geriatirc departments in general hospitals, some of which provide only
assessment and acute care, while others also provide short term rehabilitation.
The second is two or more geiratric departments forming small geriatric
centers in general hospitals. This setting provides assessment, acute care
and shortterm rehabilitation in one department, and longterm rehabilitation
and skilled nursing care in others. (The term "skilled nursing'1 refers to
the professional nursing care required for severe medical problems such as
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nasogastric feeding, pressure sores, etc.). The third setting is freestanding,
comprehensive geriatric medical centers, which admit elderly in postacute
conditions, for medical care, short and longterm rehabilitation, intermediate
care, skilled nursing and outpatient services. These also provide care for
semiindependent and frail elderly.

While there have been a number of research papers that describe and
analyze different patterns of geriatric inpatient services in general hospitals
[14,15,16,17,18,19,20], the freestanding geriatric medical center has rarely
been examined. The aims of this study are to present the Shmuel HaRofe
Geriatric Medical Center (GMC) as an exampleof the freestanding geriatric
hospital, and to examine the outcome of rehabilitation in this setting.

2. The Shmuel HaRofe Geriatric Medical Center
(GMC)

2.1 General Background

The GMC is a governmentrun geriatric medical center in the center of Israel.
It has been operating in its present capacity since 1980, when the general
hospital formerly on the site was relocated. The motive for establishing
a geriatric medical center was the need to link inpatient and community
services, and so ensure continuity of care for elderly patients.

2.2 Functions of the GMC

The GMC has four main functions: (a) to provide inpatient care; (b) to
provide care for elderly in the community through outpatient clinics, day
care units and consultation with community services; (c) training and teaching
in the field of geiratrics; (d) research. These functions operate in the following
ways.

2.2.1 InPatient Care
The GMC's operative principle is to provide the elderly population with
comprehensive, continuous medical care by (a) assessing patients requiirng
inpatient services, and determining what placement and care program they
need; (b) providing an inpatient setting suitable for elderly patients with acute
or subacute conditions; (c) providing both short and longterm rehabilitation



Continuityof Comprehensive Care in a Geriatric Teaching Hospital 55

for patients in postacute conditions; (d) providing followup care for elderly
returning to the community.

2.2.2 Medical Care in the Community
The operative principle here is to ensure freedom of movement between the
community and the GMC by providing specialized services for elderly in the
community, and by offering counselling and guidance to nursing homes in
the vicinity.

2.2.3 Training and Teaching
The GMC staff provide teaching in a range of medical and paramedical
specialties. In the area of medicine, this involves: (a) the provision of a

full specialization in geiratrics; (b) accepting medical interns for a month's
elective in geiratrics; (c) providing medical students with clerkships in
geiratircs; d) giving refresher courses in geiratric medicine to immigrant
physicians, and physicians from sick funds and nursing homes. In the area
of nursing, this involves: (a) providing specialized courses in geiratircs for
registered nurses; (b) providing clerkships in geriatircs for nursing students;
(c) teaching in vocational high schools; (d) giving courses to immigrant
nurses and nursing home staff. Similar instruction is undertaken in the
paramedical professionsof physiotherapy, occupational therapy, social work,
nutrition and psychology.

2.2.4 Research
Medical staff are involved in both independent and collaborative research.
The pirnciple underlying this research is to link medical care in the ifeld
of geiratircs to research. Among the studies recently conducted in the
GMC was a prospective survey of falls among the elderly, as a result of
which followup forms have been developed to improve the regulation of
patient care. In another study, phototherapy was used as a supplementary
treatment for degenerative joint diseases. A longterm followup study is
being conducted by the day care unit, and a longterm study on pressure
sores is in progress. In the department of psychogeiratrics, studies are being
conducted on senile dementia, and on relationships in elderly couples.

2.3 Structure of the GMC

Shmuel HaRofe is allied to the emergency room of a general hospital in
the vicinity, Asaf HaRofe Hospital. A senior geriatircian from the GMC is
stationed there on a permanent basis, and is responsible for a shortstay unit
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next to the emergency room with six beds, where elderly patients can be
monitored for short peirods on their arrival. The average length of stay in the
unit is 24 hours. Patients sometimes stay longer if all beds in the departments
are occupied, if a patient's condition deteriorates, or if he or his family object
to his being moved.

The GMC has nine departments, each with a different function, and contains
a total of 319 beds. The two departments for acute geiratrics, which have
a total of 64 beds, admit patients in acute conditions from the emergency
room or the shortstay unit, and through referrals from local primary care
physicians, and old age homes. The average length of hospitalization in these
departments is 18 days [21]. The department for shortterm rehabilitation
contains 36 beds and usually admits patients who have suffered a stroke, or
a fractured hip, referred from general hospitals in the region, and from the
GMC's own acute geiratric departments. Length of hospitalization in this
department ranges from one to three months, the average stay being 61 days.

The four departments for longterm rehabilitation and skilled nursing have
148 beds. They receive patients from other departments in the GMC and from
general hospitals in the region. Some suffer from severe medical problems
(an infected catheter, nasogastric feeding, pressure sores, etc.) requiring
skilled nursing and some require prolonged rehabilitation which usually
ends with their returning home. The average length of hospitalization in
these departments is three months. The GMC also has a psychogeriatirc
department with 30 beds, geared to the assessment, care and rehabilitation of
mentally frail elderly. For histoircal reasons, there is still a 40bed internal
medicine department for lung diseases and tuberculosis. As this is the only
department of its kind in Israel, it receives patients from all over the country.

If necessary, the GMC provides the discharged patient with ambulatory care
in outpatient clinics and the day care unit. The GMC operates a large number
of geriatric outpatient clinics, among them an assessment and rehabilitation
clinic, as well as clinics for endocrinology, neurogeiratrics, high blood
pressure, orthopedics, ophthalmology, dermatology, and cardiology. The day
care units have 12 beds, and receive patients from the community, both
before and after hospitalization, from the emergency room, home care units
in the community, outpatient clinics, and other departments. The principal
treatment goals of the units are assessmentoffunctional impairment, cognitive
assessment, rehabilitation and medical supervision. Social problems are not
reasons for admission, but may be a contributory factor. The usual length of
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stay ranges from several months to a year, although some patients receive
care for longer periods, particularly if this is what prevents them from being
hospitalized. In 1992, the day care units had 731 admissions [21], and some
1318 patients received care there every day. Patients discharged from the
GMC, as well as those discharged from the day care units, are referred to the
outpatient clinics for further care and monitoring.

2.4 Work Procedures

2.4.1 Referral Sources
Patients are referred to the GMC from three main sources. The first referral
source is the emergency room of Asaf HaRofe Hospital. This source usually
refers elderly who arrive in an acute condition, for example, patients with
heart problems, pneumonia, dehydration, urinary tract infections, stroke, etc.
Once tests and monitoring have been completed, it is then decided which
patients can go home, and which are to remain hospitalized, and if the latter,
which department is best suited to the patient's medical and rehabilitative
needs. Referral to the GMC is preferred for patients who have suffered
a stroke, because the necessary rehabilitation service is rarely available
in general hospitals. Patients who require prolonged hospitalization are also
admitted directly to theGMC. However, patients who need specialist medical
care (urology or orthopedics, for example) are referred directly to the relevant
departments in the hospital. The GMC's second referral source is general
hospitals in the region, particularly their orthopedic, internal medicine and
neurology departments. The great majority of patients from this source are
admitted for short and longterm rehabilitation, or skilled nursing, to one
of the hospital's rehabilitation departments. Assessment, admittance and
placement are decided by the hospital's external admissions committee,
which consists of a physician from Shmuel HaRofe, and representatives from
sick funds, the Ministry of Health and other bodies. The third referral source
is primary care physicians from community clinics in the region, and old age
homes.

2.4.2 Procedures
Procedures in the GMC are based upon a number of principles:

The organization ofa comprehensivecare program: in the 24 hours following
admission, each patient is assessed by medical, nursing and rehabilitation
staff to determine a medical program suited to his/her medical, nursing and
functional condition. The presence of a number of different departments
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in one setting means that the patient, once hospitalized, can be transferred
rapidly from one department to another. The decision to transfer a patient is
made by a senior geriatrician in collaboration with nursing and rehabilitation
staff.

The provisionofrehabilitative care: the rehabilitation services are located in
a special building, which houses an institute for physiotherapy, occupational
therapy and speech therapy. These services are designed to serve the entire
hospital population, but in practice, efforts are devoted mainly to patients
with good rehabilitation potential, in particular those from the shortterm
rehabilitation department. Even so, patients with little rehabilitation potential
also receive care if they require it, albeit less frequently. When a patient
whose chances seemed slim begins to improve, he receives more intensive
rehabilitative care, even if hospitalized in the longterm rehabilitation
department. Care programs are designed and altered according to the
patient's medical, nursing and functional condition, and not according to
the department in which he/she is hospitalized.

The presence of a multidisciplinary team: the GMC's multidisciplinary
staff comprises physicians, nurses, physiotherapists, occupational therapists,
speech therapists, social workers, psychologists and nutritionists. Team work
throughout the GMC is characterized by close, intensive relations, both
formal and informal. Physicians' rounds, staff meetings, and meetings for
professional discussion in which all members of the team participate, are
occasions for the formal exchange of information. However, because of the
physical proximity of staff members and their constant interaction, a good
deal of information is exchanged informally in conversation, and during
observation of the patients.

3. ShortTerm Rehabilitation Department: Care
Procedures and Outcomes of Care

Thus far, we have examined the comprehensive model of the GMC and the
way in which it operates. Now we will consider the outcome of care in the
GMC's shortterm rehabilitation department, as indicated by the ifndings of
a study conducted in the department. The study was part of a comprehensive
study of eight geriatric inpatient settings in Israel.
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3.1 Study Population

The target population included all patients suffering from a stroke or fractured
hip, aged 65 or more, hospitalized in the GMC's shortterm rehabilitation
department during the last four months of 1989. These two conditions were
selected for inclusion in the study because they are considered the two
most common conditions among elderly requiring rehabilitation [22,23,24].
During this period, a total of 73 patients were admitted to the department:
28 following a stroke, 34 following a fractured hip, and 11 due to other
internal diseases, pirncipally severe heart disease. Three of the patients who
had suffered a stroke, and three of those with a fractured hip were aged less
than 65. A total of 56 patients were included in the study, 22 (399cf) suffering
from a stroke, and 34 (619cf) from a fractured hip.

3.2 Methods

The patients' functional status was assessed twice, once on admission and
once on discharge, using the Barthel Index [25]. This index is one of the
most common formal instruments for functional assessment in a rehabilitation
setting [26,27,28,29]. It covers a combinationof daily functions and mobility.
In addition, each patient was given two interviews, one on admission and one
on discharge. The subjects covered by the interviews were sociodemographic
variables, medical and functional status before the acute event, inpatient care
procedures provided, the amount of care given, and destination on discharge
from the GMC. Data on accompanying medical conditions  aphasia or
dysarthira, past hip fractures and CVAs, or sensory disorders  were retrieved
from medical ifles.

3.3 Findings

3.3.1 Population Characteristics
Onethird of the study population were men. The average age was 78 years
(sd=6), and twothirds of the patients were aged 75 or over.Twothirds
were not married, the great majority widowed, and more than twenty had
no children or other close relatives. Oneiffth had no formal education, and
more than onethird were living solely on their national insurance pension
(Table 1). Most had been independent in daily functions and mobility before
their acute event (Table 1). More than half the patients were fully or partially
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inconitnent on admission, onefifth were suffering from aphasia or dysarthria,
and about onequarter were suffering from various sensory disorders (Table
2).

Table 1: SocioDemographic Characteristics of the Study Population
(n=56)

Variable N 90

Total 56 100
Gender:

men 20 36
women 36 64

Age:
<74 18 32
75 32 57
85+ 6 11

Marital Status:
married 20 36
not married 36 64

Family Network:
married, children 20 36
not married, children 29 52
not married, no children 7 12

Education:
no schooling 12 21
18 years' schooling 18 32
9+ years' schooling 26 47

Financial Status (Income Source):
National Insurance pension only 21 38
National Insurance pension, other sources 34 62

3.3.2 Care Procedures
Of the 56 patients, 47 (8496) were admitted to the rehabilitation department
via the hospital admissions committee, having been referred from general
hospitals in the region: 34 from one hospital, principally from the orthopedics
department; 10 from a second hospital; and three from other hospitals. Nine
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patients were transferred rfom the GMC's own acute geiratric departments,
their medical condition having stabilized.

The interval between acute event and admission to the department ranged
from less than a week to ifve weeks, the average being 19 days (sd=7), while
the mode was that almost half of the admissions took place during the third
week after the acute event (43*70). Length of hospitalization ranged from two
weeks to over three months, but on average lasted 63 days (sd=38).

Table 2: Medical and Functional Characteristics of the Study Population
(n = 56)

N 90

Accompanying Medical Conditions:
partial control/incontinence 31 56
aphasia/dysarthira 10 19
hip fracture in past 7 13
CVA in past 4 7
sensory disorders 13 23

Condition Prior to Acute Event:
needed assistance with ADL 7 12
needed assistance with IADL 14 25
not mobile outside the home 9 16

According to the ifndings, patients received intensive rehabilitative care
almost daily during their stay. Other studies have reported similar amounts
of rehabilitation therapy [30,31,32,33]. Ninetyifve percent of the patients
received physiotherapy duirng their stay in the department, with an average
of 5.7 sessions per week (sd=0.6), the average session lasting 34 minutes
(sd=24). Sixty percent of patients received occupational therapy duirng their
stay, with an average of 5.4 sessions per week (sd=0.8), each lasting an
average of 59 minutes (sd=25). Of the ten patients with aphasia, only two
reported having speech therapy (this is apparently due to the temporary
absence of one of the GMC's speech therapists duirng the peirod of the
study). A social worker met with 969cf of the patients, or members of their
families, an averageof 4.5 times (sd=2.9) duirng their stay in the department.



62 Aging in Israel

3.3.3 Rehabilitation Outcome
Functional status on admission and on discharge: the functional status of the
majority of the patients improved during their stay in the depatrment. While
nearly half had low functional status on admission (a Barthel grade of below
40), only a quarter had low functional status on discharge. Moreover, whereas
less than onetenth had high functional status on admission (a Barthel grade
of above 80), half acquired such status by the time they were discharged
(Table 3 and Diagram 1). The average Batrhel grade for patients on admission
was 45 (sd=22), and on discharge, 69 (sd=31) (P<0.02). The functional status
of two patients deteriorated during hospitalization.

Table 3: The Distribution of Functional Status (Batrhel Index) on
Admission to and Discharge from the Rehabilitation Depatrment
of the GMC (in 90) (n=56)

Functional Status

Batrhel Grade On Admission On Discharge

100 100
040 45 23
4160 33 14
61100 22 63

P < 0.001

Diagram 1: Change in Functional Status (Barthel Index) between Admission
to and Discharge from the GMC (n=51)

Discharge
Admission ^^ 020 2140 4160 6180 81100
020 *"^^ 3 1 1

2140 ^^^^^4 4 2
4160 1 ^^^/ ^^ 1 14
6180 ^^■/^^ 6
81100 1 ^^^ 3

Destination on discharge from the GMC: twothirds of the patients returned
to their previous residence following discharge. The great majoirty returned
to their own homes, while a few returned to the old age home in which they
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had been living before their acute event. Twentyone percent were transferred
to longterm rehabilitation departments in the GMC (Table 4).

Table 4: Distribution of Destinations of Study Population on Discharge
from the GMC (n=56)

Destination on Discharge N 9cf

56 100
Own home 38 67

Home of son or daughter 3 6

Old age home 3 6

Longterm rehabilitation or skilled nursing
department in hospital 12 21

Thirtyeight percent of patients discharged from the GMC were referred for
continued rehabilitation in the community, \W0 to a day care hospital and
27'$( to a home care unit; the rest did not require followup care.

The average functional status grade of those who returned to their previous
residence following discharge was 50 on admission (sd=20), and 85 on
discharge (sd=22); for those who did not return to their previous residence,
the average functional status grade was 31 (sd=24), both on admission, and
on discharge. The average period between the acute event and admission for
rehabilitation for those who returned to their previous residence on discharge
was 18 days (sd=6), while the average period for those who did not was 22
days (sd=10).

The average length of hospitalization for those who returned to their previous
residence following discharge was 52 days (sd=32), while for those who did
not, the average length of stay was 83 days (sd=41). More than twothirds of
those who did not return to their previous residence stayed in the department
for two months or longer, as opposed to onethird of those who did return to
their previous residence.
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4. Discussion

This paper presents the Shmuel HaRofe Geriatric Medical Center as a unique
model for inpatient geriatric services and postacute care of the elderly,
a model that has several advantages. Firstly, the GMC combines in and
outpatient services under one roof, thus ensuring greater continuity of care.
Work patterns based upon the linking of inpatient and community services
create favorable conditions for careofelderly patients, from their arrival in the
emergency room in an acute condition, to their return home. Once discharged,
patients are automatically referred to care services in the community, which
receive direct assistance from the GMC's staff. The GMC's rate of patient
referral to home care units and day care hospitals is high compared to that of
other geiratric hospitals in Israel [34].

In the literature, we see that professionals working in the field place great
importance on the referral of patients to continued care services in the
community, and the monitoringof patients aftertheirdischarge [14,35,16,33].
Home care units, for their part, are keen to have close relations with a GMC,
as this provides them with professional backing for assessing patients in
acute conditions or urgent need of inpatient care. The present study did
not assess the effectiveness of this connection. Further studies are needed
to determine whether close links lead to earlier discharges, and how they
inlfuence the outcome of rehabilitation, as expressed by the length of time
the elderly person remains and functions in the community.

The second advantage of the GMC is having geriatirc departments with
different functions under one roof. This makes possible the quick, direct
transfer of patients from one department to another. For example, a patient
whose acute condition has stabilized can be transferred immediately from
the acute department to the shortterm rehabilitation department, without
committee debates and bureaucratic procedures. This is extremely important,
as the interval between acute event and start of rehabilitation has been found
to inlfuence the outcome of rehabilitation [36,32]. Moreover, patients whose
rehabilitation is not successful, or whose recovery is slow, can be transferred
to the longterm rehabilitation department, instead of being prematurely
referred to nursing facilities before all rehabilitation possibilities have been
exhausted. In this organizational structure, patients are able to rehabilitate at
a slow pace, if this is what they require.
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A third advantage is the multidisciplinary team work. Today there is near
consensus on the advantages of combining professionals from different
disciplines into a single work team, for care of the elderly patient [37,15,38].
Made possible by the physical conditions in the GMC, which foster
communication, crossfertilization and feedback, multidisciplinary team
work ensures that all members of staff participate in the daily care of the
patient, and are aware of any developments in his/her condition.

Although not analyzed here, the GMC's organizational structure may have
advantages for efficiency and cost reduction, as well as for patient care. The
cost of a day's hospitalization in the GMC's acute geriatric department is
lower than the cost in the equivalent department of a general hospital. This is
due to the absence of hightech diagnostic facilities and equipment, operating
theaters and intensive care units, which are a substantial drain on the funds
of the general hospital. Moreover, the differentiation of departments by level
of care is another source of savings: the cost of a day's hospitalization
in the shortterm rehabilitation department is less than the cost in the acute
department, while the cost in the longterm rehabilitation department is lower
still.

The pirnciple underlying the GMC's rehabilitation work  to produce
the greatest possible improvement in the patient's functional ability that
his/her condition and abilities will permit  is revealed in the patients'
functional status on discharge, and in their discharge destination. The findings
indicate a marked improvement in functional status during hospitalization, a
finding similar to those from other research studies both in Israel and other
countries [15,39,17,40]. Moreover, it was found that 809cf of the patients were
discharged into the community following rehabilitation, the great majoirty
to their previous residence, which also resembles previous research ifndings
[19,15,39,17,18,20,41].

Nevertheless, one problem that remains to be solved even in this inpatient
care model, is the problem of limited beds for rehabilitation. There is great
pressure on the GMC's rehabilitation departments, where demand for beds
exceeds supply. The ifndings indicate that length of stay in the department for
shortterm rehabilitation was longer for patients who subsequently transferred
to the longterm department, than for those who went home. This suggests
that patients remained in the shortterm department waiting for a bed to
become available in the longterm department, thus preventing the former
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from admitting patients in need of shortterm rehabilitation, and perhaps even
delaying rehabilitation and recovery.

In conclusion, the accumulated experience of the Shmuel HaRofe Geriatric
Medical Center over the past few years indicates that it has many advantages
in providing comprehensive care for the elderly patient. This inpatient care
model improves both quality of care, and quality of life for the patient and
his family, allowing the patient to retain his dignity.

In light of the evergrowing number of elderly patients using the system of
acute inpatient services, there is urgent need for an indepth analysis and
comparison of costs in the different inpatient settings. In view of the apparent
economic advantages of the geriatric medical center model, perhaps the role
of such settings should be enhanced. This would result in beds better suited
to the special needs of the elderly patient, and in the saving of resources in
an era of severe scarcity.
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Improving Regulaitonof Care 75

The JDCBrookdale Institute of Gerontology, in collaboration with Israel's
Ministry of Labor and Social Affairs and Ministry of Health, has developed
a program to improve government regulation of longterm care institutions
for the elderly, and thus the quality of institutional care. The aim of the
program was to introduce greater uniformity and objectivity into the existing
surveillance system, increase the participation of institution residents, and
ensure public access to instruments and criteria. The tracer methodology
was used and tracers representing the medical, nursing, psychosocial
and environmentaloperational areas were developed in consultation with
specialists in each ifeld. The program was welcomed by surveillance
personnel, and implemented on a nationwide basis. Although there have
been dififculties with its implementation, these have largely been resolved
through discussion, workshops and supplementary training for surveyors.
Due to the program's success, new programs are being developed to improve
the regulation of other kinds of institutions.

Introduction

The effectiveness of surveillance in regulating standards of institutional care
is currently in question. Recent research has shown that the surveillance
process is subject to a number of limitations, including lack of consistent,
reliable and structured instruments, overemphasis on the structural aspects of
care, and failure to take into account the opinionofresidents [1,2]. In 1984, the
JDCBrookdale InstituteofGerontology and Human Development conducted
a study [3], to test a new approach it had developed for the assessment of
quality of care, based on the "tracer method" [4,5,6]. Using this method,
researchers were able to gain an indepth view of the quality of care in

\ LTC institutions, identifying not only deifciencies in care, but the causes of
those deifciencies. A year later, the Brookdale Institute, in collaboration with
two government ministries, began developing an experimental program to
improve regulation of LTC institutions for the elderly in Israel, based on the
ifndings of their preliminary study and employing the tracer method. The
aim of this program was to introduce greater consistency and structure into
the existing surveillance system, to increase the participation of institution
residents in the surveillance process, and ensure public access to instruments
and criteria, thereby improving the quality of institutional care.

This paper describes the implementation process of the program developed
by the Brookdale Institute together with the Services for the Aged of Israel's
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Ministry of Labor and Social Affairs and, more recently, with the Public
Health Services of the Ministry of Health. The Ministry of Labor and Social
Affairs is responsible for the regulation of public and private institutions
for semiindependent and frail elderly in Israel (at present numbering about
160), while the Ministry of Health is responsible for the regulation of public
and private nursing homes and nursing units in general hospitals (numbering
about 110). The program has been operating on a nationwide basis in
institutions supervised by the Ministry of Labor and Social Affairs for the
past ifve years, and a modified program has been operating in all the private
institutions supervised by the Ministry of Health for the past year.

After reviewing the preliminary study conducted by the Brookdale Institute,
on which the experimental program is based, this paper will focus on three
main aspects of the program: the link between policy and research; the
introduction of change; and the implementation process. Then, following a
brief review of the evaluation ifndings, it will discuss the achievements of
the program to date.

The Preliminary Study to Assess Quality of Care

The rapid expansion of the LTC system in response to the marked aging of
Israel's population in recent years, has put pressure on government ministries
to improve their regulation of quality of care in institutions for the elderly.
It was in light of this need for improvement, that, in 1984, the Brookdale
Institute conducted a study to assess the quality of institutional care [3].

The study sample comprised nine LTC units, some of which had previously
been assessed as "good", and some as "poor5', by regional surveyors (the
surveyors who carry out inspections of institutions, supervised and aided
by the national surveyors). From these units, we took a sample of 136
elderly residents, representing 36<$> of the total number of residents in the
nine units. Data were collected at both the individual and the institutional
level by a multidisciplinary team, consisting of a geriatrician, a nurse,
an oral epidemiologist, an occupational therapist and a number of lay
interviewers. This team was responsible for examining and interviewing
elderly residents and key staffmembers, conducting onsite observation, and
reviewing medical and social records.

The study tested the feasibility of the "tracer method" for assessing quality
of care, which integrates structure, process and outcome indicators of quality
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of care, and uses multiple sources of information. A "tracer" is a common
and welldefined problem or condition, e.g. hypertension, incontinence or
impaired mobility, which has a significant impact on an individual's well
being. Care for the tracer must include welldefined procedures for at least
one of the following: prevention, diagnosis, treatment and rehabilitation,
and appropirate care should positively influence the individual's condition.
The study revealed many shortcomings in the care provided, even in those
institutions previously assessed as "good". In analyzing the data, one indicator
for each tracer was chosen  using a number of cirteria as a "best
indicator" of quality of care, to enable researchers to prepare a quick
summary evaluation. According to the findings, staff awareness of tracers
such as problems of vision, heairng, oral health, incontinence and loneliness
was very low, and treatment of these problems generally inadequate. For other
tracers  such as problems of mobility and difficulty in washing, dressing,
and brushing teeth  levels of staff awareness and treatment were generally
higher, although considerable variation was found among the nine units (see
Table 1(.
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Table 1 : Findings for Recommended Best Indicators for Medical, Nursing
and Psychosocial Tracers, by Quality of Institution (9c)

Residents

Tracers and Recommended Good _P00.■
Quality Quality

BestIndicators (1) Institutions Institutions

1. Medical Area

Hypertension (followup) 65.8 24.9

Vision problems (awareness) 34.1 46.3

Hearing problems (awareness) 27.2 30.4

Oral health problems

(denture repair, treatment) 45.2 3.3

Mobility problems (treatment) 58.3 5.0

Summary Medical Index 46.1 21.9

2. Nursing Area
Mobility problems (help) 69.4 45.0
Difficulty in washing

(satisfactory cleanliness) 72.8 25.4
Difficulty in dressing

(satisfactory clothing) 88.0 39.2
Difficulty In brushing teeth

(acceptable hygiene) 78.1 25.0
Summary Nursing Index 77.1 33.7

3. Psychosocial Area
Feeling of loneliness (treatment) 39.9 21.3

Lack of autonomy
(degree of autonomy) 80.7 61.1

General satisfaction 86.5 60.7
Summary Psychosocial Index 69.0 47.7

(1) The specific indicator is in parentheses.
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The study identiifed both direct causes of deifciencies in care  for example,
unreliable records, manpower shortages, and insufifcient contact with medical
specialists, and indirect causes  for example,nonsystematic surveillance
and low rates of family involvement (see Figure 1).

Figure 1:

Main Findingsof the Preliminary Study
I

r

i

. Possibleto defineandmeasure tracers

. Large variations in quaiity among institutions

! . Evengoodoveraiiunits showed
deficiencies inmany specific areas

j . Vision, hearing,orai heaith,partiai urinary
\ incontinence andione/iness prob/ems were

not adequately treated in all units

. Tracers within both the nursing and /
psychosociaiareas were highly correlated j

. A number ofdirect and indirect causes of j

deficiencies in quality of care were |

identified: unreliable records,
nonsystematic governmentsupervision,
personnelshortages, insufficient contact

■withmedical specialists
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Linking Research to Policy

Having veirifed the ifndings of the study, the next step was to utilize them. To
this end, the ifndings were disseminated among professionals in a position
to make use of them  policymakers, institution personnel, government
ofifcials, etc.  in order to develop strategies for addressing the deifciencies
in care identiifed by the study. Piror to publication of the ifnal report of the
study, seminars and meetings were held with the national surveyors of the
two relevant government ministries (Labor and Social Affairs, and Health),
leading policymakers for LTC provision, and key personnel working "in the
ifeld".

Findings concerning each of the nine units in the study sample were sent to
the director of the relevant unit for comment and response. Meanwhile, the
study report was published in an Israeli journal dealing with social secuirty
issues, and reprints were widely distributed [7]. A publication announcement
was sent to a mailing list of some 1 ,200. Following publication of the
report, lectures on the ifndings were presented to a wide range of personnel
involved in LTC delivery: nurses, physiotherapists, occupational therapists,
geiratricians, directorsof LTC institutions, and volunteers. The ifndings were
reported in the press, prompting a request in the Israeli Parliament for a
response from the Minister of Health.

Despite initial rejection of the ifndings in some quarters, principally among
senior geiratircians and directors of LTC institutions, their validity soon
came to be generally accepted. Every opportunity for dialogue was taken 
to inform, explain and listen  and eventually the majoirty of LTC institution
directors expressed their acceptance of the ifndings and desire to introduce
improvements.

While dissemination of the ifndings was still in progress, the Brookdale
Institute began to explore the possibility of applying the approach used in
the study to the surveillance systems used to regulate LTC institutions [8].
The Ministry of Labor and Social Affairs had already begun a review of
its surveillance system for LTC institutions for semiindependent and frail
elderly before the preliminary study was conducted, and in the course of
the study, it came to recognize the need for improvement. After a seires of
meetings to explore how the tracer method could be applied in the system,
the Ministry requested the Brookdale Institute's assistance in designing a
surveillance program incorporating this method, to be implemented on an
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experimental basis. Two years later, following the success of this program,
the Ministry of Health requested the Institute's assistance in improving its
surveillance system for nursing homes and nursing units in general hospitals.

The national surveyors for both ministries had been members of the steering
committee of the preliminary study and, together with the researchers, had
coauthored the sectionof the study report on the existing surveillance system
]9]. This collaboration continued during the development of the program.
A review was made of the experience of other countries, culminating in a
joint visit to the United States by the head of the research team and one of
the two national surveyors of the Ministry of Labor and Social Affairs [10],
to examine the surveillance system of the State of New York's Department
of Health (the Ministry's other national surveyor, together with the national
surveyor of the Ministry of Health, made this visit at a later date). This was
followed by two training seminars organized by the Brookdale Institute for
regional surveyors. Presented by the chief surveyor for nursing homes of New
York City's Department of Health, these seminars discussed the function of
regulatory systems in general, and the Stateof New York's regulatory system
for nursing homes, in particular its advanced regulations. The researchers,
for their part, continued to learn about the operation of regulatory systems,
especially the ways in which regulations are enforced [11].

The Introduction of Change

As stated above, the experimental surveillance program is now in its iffth
year of implementation nationwide in private and public LTC institutions
supervised by the Ministry of Labor and Social Affairs, and in its second
year of implementation nationwide in private LTC institutions supervised by
the Ministry of Health (where it is still being developed and modiifed) [12].
The program introduced many new elements into the surveillance system:

. employment of the tracer method to assess quality of care, coveirng
a range of medical, nursing, and psychosocial dimensions (focusing in
particular on process and outcome indicators);

. use of structured instruments and a standardized surveillance method:
surveyors now use standardized questionnaires with clear cirteira for
identifying deifciencies and their causes;

. surveillance is now conducted in "cycles": a cycle begins when an
institution requests renewal of its operating license, having supplied
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demographic details about its residents in relation to a list of designated
"tracers". The next stage is the annual comprehensive inspection
conducted by a general surveyor (a social worker) and a nurse surveyor.
Having negotiated priorities for correctionof deifciencies, and a timetable
for correction, the general surveyor compiles a report and requests that the
director of the institution correct all deifciencies within the determined
time limits. The surveyors conduct periodic followup visits (as needed)
to check if deifciencies have been corrected. Once deifciencies have
been corrected to the surveyors' satisfaction, the institution's operating
license is renewed. If deifciencies are not corrected, however, sanctions
are imposed, culminating in legal action to rescind the license and close
the institution;

♦ data collection using multiple sources of information, and with special
emphasis on input from residents;

. the two surveyors of institutions supervised by the Ministry of Labor
and Social Affairs, a general surveyor (social worker) and a nurse
surveyor, now make joint inspections, whereas formerly they made
separate inspections (a practice which resulted in an overlapping of
responsibility, and mixed or contradictory signals to institution staff);

. clear differentiation between the four stages of the surveillance process:
(a) identiifcation of deifciencies in the institution; (b) setting priorities
for correction of deifciencies; (c) requesting correction of deifciencies;
(d) followup of the institution's compliance with this request, and, if
necessary, further action to obtain this compliance;

. development of realistic (i.e. higher) standards for quality of care based
on the accumulated data (regulations concerning these standards were
modiifed once in 1988, and a second time in 1993);

. more efifcient use of the resources of the regulatory system, by allocating
them on the basis of levels of quality of care in different institutions;
more resources are thus invested in institutions with poor quality care
(i.e. they receive more visits, followup checks, etc.);

. creation of a nationwide computerized data base on quality of care;

. public access to surveillance instruments and criteria;

. a campaign has been mounted to detect illegal institutions operating
without licenses, using a specially designed ad hoc screening instrument.
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The Implementation Process

The original objective had been to implement the program gradually, over
a twoyear period, but the impatience for change proved to be irresistible.
As soon as the method and instruments had been tested by each surveyor,
the decision was taken to implement the program nationwide. Neither the
surveyors of the two government ministries, nor the researchers, however,
were prepared for the extent of the change involved.

The development of the program entailed a process of mutual education for
researchers and surveyors, as conlficts arose due to their different perspectives
and had to be resolved. These conlficts usually developed from problems of
communication: surveyors would fail to understand why the research team
felt certain changes to be necessary, while the research team would fail
to understand why surveyors were unable or unwilling to implement these
changes. Initially, surveyors felt that the researchers did not understand their
situation: that it is the ifeld workers, and not the researchers, who bear the
consequences of a program's failure, i.e. who take the real risks, and that this
necessarily affects the decisions they take. Researchers therefore had to be
careful not to seem selfirghteous or impatient, and to work hard to establish
their credibility "in the ifeld".

Another conlfict arose when some of the surveyors objected to "outsiders"
evaluating their past work, and refused to cooperate in making materials
available to researchers. Researchers, however, felt it essential to have
"before" and "after" measures for evaluating the surveillance system,
in order to assess the effectiveness of the program. As it turned out,
assessment of the existing surveillance system was not only important for
developing an appropriate evaluation strategy, but vital to the development
and implementation of the program itself. It enabled researchers to identify
the constraints on surveyors in the ifeld, and thus formulate reasonable
expectations [13].

As noted above, the program introduced major changes into surveyors' work
practices  redistirbution of tasks, team work, and an increased work load
during annual inspections, etc.  so it is hardly surpirsing that surveyors tended
to feel that researchers were "intruding on their territory". Until resolved
through discussion, this feeling proved to be another source of tension
between researchers and surveyors, with the latter sometimes refusing to
implement elements of the program.
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The surveyors' work practices have been significantly affected by another
factor since implementation of the program: it is now the policy of
government ministries not to replace employees who retire, so when three
of the seven regional surveyors retired, the Ministry of Labor and Social
Affairs was compelled to hire surveyors from a private agency supplying
nursing and social services to conduct inspections and followup visits. This
introduced an element of competition into the surveillance system, with
the high professionalism of the private surveyors encouraging the Ministry's
surveyors to improve their performance. It also freed Ministry surveyors from
some of their inspection work, enabling them to concentrate on improving
the operation of the surveillance system as a whole. With time, most of
the obstacles to full implementation were overcome through discussion,
workshops and supplementary training for surveyors. By the second year,
the surveyors had committed themselves to introducing major changes into
their work program. New difficulties then arose, however. Although a clear
improvement in qualityof care was noted in the program's second surveillance
cycle, attainment of further improvement has proved to be more difficult (see
Table 5 below). One reason for this is that the deficiencies not yet corrected
by institutions are those which are particularly expensive to correct. Another
reason is the difficulties experienced by surveyors in applying the new, higher
standards created through the program. Surveyors were initially unwilling to
meet with the directors of institutions to negotiate priorities and a timetable
for correction of deficiencies, preferring to perform followup visits instead.
There have been similar difficulties with the program recently adopted by
the Ministry of Health (in 1992) to improve its regulation of private LTC
institutions: here, although surveyors agreed to negotiate with directors of
institutions, most refused to request the correction of those deifciencies
identified since the program's implementation, arguing that these were not
covered by existing regulations. For both ministries, these difficulties have
been solved by organizing workshops in which surveyors and researchers
can discuss these issues, and consider the possible implications of further
changes in the regulations (i.e. a further raising of standards) [14]. In the past
year, the Brookdale Institute began the process of transferring operation of
the original program to the Ministry of Labor and Social Affairs. Problems
have arisen with this, as surveillance personnel have shown reluctance
to assume responsibility for various aspects of the program, for example,
decisionmaking and data analysis.
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In summary, the major obstacles that had to be surmounted in implemenitng
the program were:

. lack of a clear distinction between different levels of authority and
responsibility among surveillance personnel;

♦ the shortage ofmanpower available for surveillance: in 1987, there were
fourandahalf positions for over 90 institutions, as compared with 18

positions for some 40 institutions in each of the four surveillance areas
in the State of New York; stafifng levels now are even lower,

. complexity of the legal backup system;

♦ shortage of LTC beds;

. the reluctance of surveyors to have their past work assessed (i.e. work
performed prior to the program's implementation);

. the researchers' initial ignorance of the constraints upon surveyors in the
ifeld, resulting in communication problems with the latter;

. initially, the management body of the regulatory system did not exert its
full authority in implementing the program;

. the surveyors' increased work load following implementation of the
program;

. dififculty in achieving an agreed and workable division of labor between
researchers and surveyors, regarding the development of the program;

. dififculties experienced by surveyors in applying the new, higher
standards (i.e. having to formally request correction of newly identiifed
deifciencies);

. low reimbursement rates for correction of deifciencies.

That the program was successfully implemented can be attributed to a number
of factors:

. the useroriented natureofthe preliminary study: from the very beginning,
the prospective "consumers" of the proposed program (the surveyors)
were kept in mind;

. involvement of the national surveyors of both ministries in the
preliminary study;
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. widespread dissemination of the study's ifndings;

. recognition on the part of the national surveyors of the need for change;

♦ the willingness of surveyors to invest time and effort in developing and
implementing the program;

. the introduction of competition, through the hiring of highly professional
surveyors from a private agency;

♦ the management body of the regulatory system has now taken
responsibility for supervising the performance of surveyors, and for
seeing that operating licenses are issued or renewed only when all
regulations have been met;

. the willingness of researchers to learn about the existing surveillance
system and its constraints;

. collaboration between surveyors and researchers to solve problems;

. the efforts made to learn from successful programs in other countries;

. recognition of the need to mobilize the support of ifeld workers and
supplement their training;

. recognition of the need to train institutional staff and regularly update
institution directors.

Evaluation of the Program

The evaluation of the experimental program employed four main approaches:
process evaluation, outcome evaluation, examination of the attitudes of
surveyors and directors of institutions concerning the regulatory system, and
testof reliabilityof the instruments [15]. The evaluation data presented below
are from the project with the Ministry of Labor and Social Affairs, which is
in its ifnal stages. Data for the project with the Ministry of Health, which is
in its beginning stages, will be presented in the future. The ifndings of the
evaluation are given below:
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Process evaluation ,■  ."

There has been a clear improvement in the effectiveness of the surveillance
system since 1991, in both the percentageof planned visits actually performed
)see Table 2), and the length of the average period of time between application
for license renewal and the annual comprehensive inspection, and between
application and the ifrst followup visit (see Table 3). However, there is room
for greater improvement (i.e. for a reduction in the periods of time between
stages in the surveillance cycle), and for revision of the "recommended
periods" between these stages.

Table 2: Institutions Covered by the Program, and Percentage of Planned
Visits Performed, by Year

1988 1989 1990 19911 1992

Number of institutions 100 100 110 120 130

Number of planned
comprehensive inspections 100 100 110 65 70
9£> of performed ,

comprehensive inspections " 47.0 35.0 44.0 77.0 76.0
Number of planned followup ■ ... ...
visits. ,  .., 90 90 100 60 60

9cf of performed followup visits 25.0 9.0 2.0 12.0 67.0

' t Standards for planning visits changed in 1991: Instead of annual comprehensive inspections,
; .. . standard until 1990, from 1991 inspections were planned once every two years.
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Table 3: Average Periods of Time Between Stages in the Surveillance
Cycle, in Days

Recommended Actual
Period Period

1988 1989 1990 1991 1992

Period from
application for
license to
comprehensive 100 220 240 330 270 160
annual inspection

Period from
application for
license to
followup visit 190 247 494 532 323 228

During 199192, 7296 of the 161 institutions supervised by the Ministry
of Labor and Social Affairs which applied to have their operating license
renewed were successful.Of the28 $> of institutions which did not succeed in
renewing their license, \49c of them were revealed as having poor quality (5
institutions were closed and lost their licenses, and 17 are working to correct
their deifciencies). In the other 1490, surveillance was postponed because of
the temporary lack of regulatory personnel in one of the regions, and they
were reentered to the regulatory process only in 1993. In 629cf of institutions
whose licenses had already been renewed, all four stages of the surveillance
process were successfully performed.

Outcome evaluation
In 1993, 61*70 of the 161 institutions supervised received scores lower than
the median score in the general comprehensive quality index (the lower the
score here, the higher the quality of care), and institutions with licenses
received scores significantly lower than those received by institutions not
granted a license (see Table 4).

A
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Table 4: Compairson* Between Institutions with Licenses and Institutions
without Licenses, by Speciifc Quality Indices*s

Institutions
Institutions with without

Licenses Licenses
Quality Index N= 114N = 17

Comprehensive quality index .22 " .37***

Personal nursing care .24 45***
Nursing records and administration .24 45***
Admissions procedure .24 .39**
Social services/activities .35 .44
Participation in institution life .27 .37*
Cleanliness/food .10 .24**
Residents' irghts .15 .24**
Equipment and physical structure .14 .27**
Work practices/staff ratios .31 .39
Safety .13 .25

* p<.05
** p<.01
*** p < .001 י

t Using the Mann/Whitney test.
\ The ifgures represent the nonweighted means of the items in each quality index (range 01).
§ The lower the score, the higher the quality of care.

Compairson of the ifrst and second surveillance cycles under the program
)198889 and 198990) reveals a sharp improvement in the general
comprehensive quality index and in most of the speciifc quality indices. \

Comparison of the second and third surveillance cycles (198990 and
199091) reveals some additional improvement (see Table 5).

: ■ ■I

1
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Table 5: Comparison* Between Surveillance Cycles, by Speciifc Quality
Indices**

Cycle 1 Cycle 2 Cycle 2 Cycle 3
198889 199091 199091 199293

Quality Index N#= 84N* = 48

Comprehensive quality
index .38 .19*** .21 .14

Personal nursing care .79 .53** .63 .59

Nursing records and
administration .51 .36** .36 .36

Admissions procedure .52 j4*** .46 .28*

Social services/activities .52 .36** .42 .32

Participation in institution
life .70 .58* .67 .42**

Cleanliness/food .07 .09 .09 .09

Residents' rights .19 .08* .07 .05

Equipment and physical
structure .12 .07 .12 .14

" Work practices/staff ratios .48 .46 .37 .46

Safety .17 .13 .12 .09

* p<.05
** p<.01
*** p<.001

t Using the Ttest for paired samples.
f The ifgures represent the nonweighted means of the items in each quality index (range 01).
§ The lower the score, the higher the quality of care.
. There are two sets of figures for Cycle 2, because a different number of institutions was covered

in each comparison.
# N represents the number of institutions with2or 3 cycles respectively.

Attitudes of institution directors and surveyors
A comparison of interviews with directors of institutions before and after
implementation of the program indicates that these directors now have a far

A
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more positive opinion of the government regulatory system: they feel that
requests for correction of deifciencies are now fairer and surveyors more
professional (see Table 6). They also feel that surveyors should spend more
time on surveillance and less on instructing institution staff. Surveyors, for
their part, while indicating a number of problems as yet unsolved, have
expressed their satisfaction with the new instruments and work practices,
feeling they can now operate more professionally.

Table 6: Institution Directors with Positive Attitudes to Surveillance
Before and After Implementation of the Program (in 90)

1987 1991
IndicatorN = 1 9N = 30

Surveillance is necessary to improve quality
of care 26.0 66.0

Surveillance is conducted fairly 64.0 87.0

Surveillance is uniform in all institutions 45.0 79.0

Acceptance of deifciencies identified
through surveillance 27.0 64.0

Willingness to correct deifciencies identiifed
through surveillance 36.0 72.0

Reliability of the instruments
Interrater reliability tests revealed that for more than 7090 of the questions,
the percentage of agreement between the ifrst and second measurements was
higher than 707c (see Table 7).

Achievements of the Program

Despite the farreaching changes in their work practices, the surveillance
personnel in both government ministries are now fully committed to the
new approach to external supervision. Not only do the surveyors now use
structured instruments to evaluate qualityofcare, but they also work in teams,

i with a clear division of responsibility between the general surveyor and the
nurse surveyor in each team. A new training program for surveyors, which
incorporates these new elements, has been developed within the framework
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of the expeirmental program. Another contirbutory factor has been the use
of surveyors from a pirvate agency for conducting many of the inspections
and followup visits: this has introduced an element of competition and so
increased the efifciency of the Ministry's surveyors.

Table 7: InterRater Reliability of Surveillance Instruments, by Speciifc
Quality Indices

Percentage of
items with

Items agreement of 7096
Quality Index (N) or more M SD

Comprehensive quality
index 247 71.1 76.3 16.9

Personal nursing care 52 53.9 70.5 13.5

Nursing records and
administration 33 51.5 69.1 13.1

Admissions procedure 33 66.7 75.8 15.7

Social services/activities 19 89.5 81.711. 8

Participation in institution
life 18 83.3 82.2 18.5

Cleanliness/food 18 88.9 85.4 9.2
Residents' irghts 21 90.5 85.9 11.5

Equipment and physical
structure 25 88.0 85.3 10.9

Work practices/staff ratios 17 52.9 64.2 18.8

Safety 11 90.9 86.1 8.3

No less important an achievement is the acceptance by directorsofinstitutions
both of the need to improve institutional care, and, more recently, of the
effectiveness of the new surveillance system in achieving this improvement.
The program has been responsible for identifying deifciencies hitherto
undetected, and for raising standards for quality of care.
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In addition, the program has led to the establishment of fruitful cooperation
with New York State's Department of Health, and Florida International
University (FIU) in conjunction with Florida's Department of Health and
Rehabilitative Services (HRS). A joint research project was undertaken by
the Brookdale Institute, the FIU and the HRS, to replicate the Brookdale
Institute's preliminary study in Florida [16]. The study has also been replicated
in Cape Town, South Africa [17].

Finally, the computerized data base on quality of care, established through
the program, is proving to be extremely useful for followup, planning,
policymaking and research. It is currently being used to identify the sources
of deficiencies detected in institutions, and to develop intervention programs
targeted at these deficiencies, for example, a program to improve the quality
of life for elderly residents in institutions, and a program to improve care for
incontinence.

Implementation of the experimental program has coincided with a move
towards privatization in LTC institutions for the elderly in Israel, which may
have positively affected the quality of care in institutions and the attitude of
directors to surveillance. The increase in the number of private institutions
has created competition, forcing institution directors to raise the standard
of care they provide. This means that many directors now view surveyors
as a positive element, able to assist them in improving quality of care
both through instruciton and training, and through surveillance. As in other
Western countries, privatization in Israel has been accompanied by a shift in
focus towards the consumer and his/her needs. This emphasis on residents'
needs and rights will put further pressure on institutions to raise, or at least
maintain, quality of care.

Conclusion

The experimental surveillance program developed by the Brookdale Institute
has effecitvely revolutionized the regulation of LTC in Israel: it has increased
the effectiveness of the government regulatory system, by introducing far
reaching change into both the attitudes and behavior of surveillance personnel,
and the system's structural organization. As a result, there has been a general
improvement in the quality of institutional care. The changes introduced into
one, small government department of the Ministry of Labor and Social Affairs
have not only encouraged a second government ministry (Health) to improve
its regulatory system, but have affected four other departments (employing
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some 60 surveillance personnel) responsible for the regulation of institutions
for children, creating a desire for similar change and improvement. Operation
of the original program is currently being transferred to the Ministry of Labor
and Social Affairs; meanwhile, the Brookdale Institute continues to operate
the equivalent program for the Ministry of Health. In the near future, this
program will be extended to cover all LTC institutions for the elderly in
Israel, including public nursing homes and psychogeriatric units supervised
by the Ministry ofHealth. Due to the successof the new surveillance systems,
programs are now being developed to improve regulation of institutions for
children "at risk", juvenile offenders, and the mentallyhandicapped, and
regulation of rehabilitation homes, all supervised by the Ministry of Labor
and Social Affairs. With the establishment of these programs, most of the
institutions in Israel will benefit from improved regulation and improved
quality of care.
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Israel's program for coordinated, comprehensive care of the disabled elderly
has two, parallel goals that reflect the fundamental challenges facing service
systems throughout the world: to cope with the increasing number of disabled
elderly by developing services that will help this population maintain its
quality of life despite functional disabilities; and to establish a system
of qualitative services appropriate to the needs of this population that is
costeffective and makes maximum use of existing resources.

IsraePs Unique Demography

In trying to meet these goals, Israel has had first to overcome at least some
of the problems faced by its system of care for the elderly. Israel occupies
a unique place on the aging map. The absolute number of aged in Israel
has increased tenfold since its establishment in 1948, and the proportion
of the aged among the total population has increased threefold, reaching
approximately 970 in 1990. While life expectancy in Israel matches peak
levels in western Europe, birth rates in Israel are much higher; and while
the mean age of Israel's population is considerably lower than those of most
western European countries, its elderly population is quite old.

More importantly, the number of functionally disabled elderly in Israel has
grown rapidly during the past two decades and is expected to continue to
grow during the coming decade. Nine percent of the elderly who are not
institutionalized suffer some form of functional disability. The percentage of
disabled increases with age, reaching nearly 20<7o among those aged 80 and
over. In Israel, the rate of disability is higher for women than for men and is
twice as high among elderly originating from Asian and African countries as
it is among elderly of Western origin.

One of the factors contributing to the increase in disability rates is the increase
in the number of those aged 75 and over. This population increased by a
remarkable 90<7c between 1970 and 1990  an unparalleled rate compared
with Western countries. Moreover, the number of elderly over 85 increased
by almost 10070 during the 1980s and is expected to continue to increase
during the 1990s. Also expected to contribute to an increase in disability
rates is the anticipated rise in the percentage of women and individuals of
AsianAfrican origin among the elderly.1

1 Factor, H. and Pirmak, H. Disability Among the Elderly in Israel. Jerusalem: JDC
Brookdale Institute of Gerontology, 1990.
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This increase in the number of elderly  particularly disabled elderly  has
made more urgent the need to develop new services, as well as to expand
and better utilize existing ones. Before discussing the contribution of the
coordinated care program to meeting this need, let us examine the longterm
care services currently available.

Major Agencies and Service Providers

In Israel, as in many other countires, the responsibility for care of the elderly is
divided among a multiplicity of providers, each with its own funding source,
eligibility cirteria and basket of services. Responsibility for the elderly
is shared by numerous governmental, public, voluntary and, increasingly,
private agencies. While some care is provided within the context of services
for the general population, much is provided through services designated
speciifcally for the elderly. These latter services were developed recently in
response to the speciifc needs of this population. Nevertheless, the nature
of services for the elderly is still largely determined by the pirnciples that
govern the structure of health and welfare services for the general population.

The Ministry of Labor and Social Affairs, the Ministry of Health, and
the National Insurance Institute (social secuirty) are the main government
agencies involved in the care of the elderly. They either directly administer
services or suppotr services administered by local authoirties. The Ministry of
Labor and Social Affairs plans services and patricipates in their organization
and ifnancing. Services under its aegis include homes for the aged, clubs,
daycare centers, mealsonwheels, semiprofessional home care for the frail
elderly and housekeeping. These are implemented by social service bureaus,
which are responsible for the establishment and provision of social services
to the general population at the local level.

The National Insurance Institute is Israel's major income maintenance agency.
It also provides longterm care services to the severely disabled elderly
living in the community on the basis of social insurance principles and legal
entitlement (the Community LongTerm Care Insurance Law).

The Ministry of Health is responsible for the institutional placement of
severely disabled and mentally frail elderly, the operation of mental health
clinics and the development of preventive public health services in family
health clinics. At present, Israel has no compulsory health insurance program.
Both health insurance and the full range of health services are provided by
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nonproift sick funds (similar to health maintenance organizations), the largest
of which is Kupat HolimClalit (KHC), the sick fund of theGeneral Federation
of Labor. KHC insures approximately 959cf of the elderly population; it is
organized in a national network of neighborhood clinics that employ medical,
nursing and paramedical staff. Regional continuingcare units are speciifcally
responsible for supervising and facilitating the care of the chronically ill and
disabled elderly.

The Need for Coordination
Because the elderly have a variety of needs, the organization of service
provision is necessarily complex. And while anyone needing the services of
several agencies would encounter dififculties, the elderly are overwhelmed
by the fragmentation of their service system. Their problems are compounded
by multiple needs, functional limitations and relative lack of ifnancial and
social support. These problems are exacerbated by the unique characteristics
of Israeli elderly population, one of immigrants with poor knowledge of
Hebrew, and a relatively low level of education and income.

The need to coordinate services for the elderly and simplify the system is
therefore abundantly clear.

Israel 5s Solution: The CoordinatedCare Team

It is generally agreed that there is no one, universal solution to the problem
of coordination among services in the longterm care system. Each country
must ifnd its own approach, as dictated by the needs of its elderly population,
as well as by existing organizational structures and the actual functioning of
service providers.

In Israel, the impetus to improve the organizational structure of the system
of services for the elderly led to the formation of an interorganizational
task force, comprising representatives of the major agencies responsible
for service provision: the Ministry of Labor and Social Affairs, KHC, the
Ministry of Health, the Association for the Planning and Development of
Services for the Aged in Israel (ESHEL), and the JDCBrookdale Institute of
Gerontology. The goal of the task force was to develop a workable model of
coordinated care; its efforts resulted in a formal agreement for cooperation
between the health and social services.
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Despite its multifarious problems, the Israeli service system has some strong
points. In trying to solve the system's problems, the task force attempted
to capitalize on these strong points including: universal institutionalization;
strong family support for the disabled; provision of home care for the disabled
under the relatively new Community LongTerm Care Insurance Law of the
National Insurance Institute; and awelldeveloped infrastructureof health and
social services at the neighborhood level. The efforts of the task force were
enhanced by the willingness of most agencies to grant professionals broader
responsibility and to adopt a comprehensive approach to client assessment.
While there had been some cooperation among agencies serving the elderly
prior to the establishment of the task force, this had depended on the good
will of the professionals involved, who did not always have the means to
make this cooperation work effectively.2

The model ultimately developed by the task force involved the creation
of interorganizational and interdisciplinary teams. These coordinatedcare
teams were to become a permanent part of the services provided at
the neighborhood level. They comprise two members, a social worker,
representing the local social service bureau, and a nurse from the local
primary health clinic, representing the medical staff. The teams, which meet
weekly at a neighborhood clinic, are responsible for managing care for the
elderly in a particular catchment area: comprehensive assessment of needs,
formulation and implementation of a care plan, mobilizing all available
community resources and followup.

The task force chose to base its approach to case management on existing
providers of care for the elderly. This required that professionals from
separate agencies agree to share responsibility for their clients. Within the
framework of shared responsibility, team members were to divide various
tasks each according to his/her professional expertise. It was hoped that
this basis for cooperation between health and social service workers would
resolve previously existing ambiguities and conlficts over responsibility for
the care of the elderly.

By ensuring close cooperation among professionals from many organizations,
the team approach enhances comprehensive intervention on behalf of the
client and increases the effectiveness of service provision. Beneficial to all
elderly clients who need both social and health services, this approach is

2 Brodsky, J. et al. "The Organization of LongTerm Care Services in Israel: An
Evaluation." Social Security 30:167195, 1988.

1
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particularly appropriate for those who are physically or mentally disabled or
who suffer from complicated problems.

Because Israel's case management model drew on existing care providers,
teams were able to take advantage of the infrastructure of the health and
welfare systems with which they are familiar. Their extensive ties with
the disabled elderly in the community facilitated the implementation of the
program.

Another benefit of cooperative case management was the development of
tools suited to a comprehensive approach to care for the elderly. The most
important of these is the case management record, which is filled out jointly
by the nurse and social worker. The case management record enables team
members to share data. It also structures the decisionmaking process to
facilitate effective care planning and followup.

Yet another contribution of this program is that teams have strengthened ties
with other components of the system, such as the Ministry of Health for
matters concerning institutional care; hospitals for problems concerning
discharge; and the framework for financing home care under the new
CommunityLongTerm Care Insurance Law.

The case management model has been adopted as national policy by
the participating agencies and is gradually being introduced nationwide.
Simultaneously with national diffusion, five areas, one rural and four
urban, were designated as demonstration sites. In these areas, special effort
was made to ensure effective implementation. The demonstration program,
accompanied by continuous evaluation, contirbutes to the ongoing process
of national implementation.

Implementing case management nationwide has required changing
professional and organizational practices without the benefit of additional
financial or personnel resources. The task force determined that the
professionals involved would have to make significant effort to facilitate
implementation without additional resources.

Evaluation Findings

The evaluation that accompanies implementation has been carired out by
the JDCBrookdale Institute of Gerontology. It is meant to determine both
whether what was deemed possible in principle is being implemented in
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practice, and whether the latter actually improves clients' wellbeing. This
evaluation is being carried out through a longitudinal research study that
evaluates the processof implementation and its outcomes in the demonstration
areas.

The project was implemented by coordinatedcare teams established in all
of the ifve demonstration areas. They met regularly throughout the entire
twoyear demonstration period and team members determined programs of
care together. As a rule, the meetings followed a preplanned agenda. This
enabled both the nurse and social worker to prepare relevant case information
on the clients discussed at each meeting. As a result, the teams were able to
complete the client's program of care at a single meeting.

By evaluating the implementation, it was possible to learn about the quality
of performance and its impact on quality of care. One of the central
goals of the program that was successfully achieved was team members'
joint responsibility for care of the elderly at all levels of disability. This
was relfected in the ease with which team members divided tasks among
themselves. The various tasks in the management of care were apportioned
according to three criteria: the main problems of the elderly client  medical or
social; the workload of each member of the team; and individual preference.
Since the members of thecoordinatedcare teams succeeded in agreeing on
the division of roles, the duplications in care provision that had previously
existed were reduced. For example, team members decided among themselves
who would maintain contact with an elderly client's family, and who would
be responsible for conducting home visits  a timeconsuming yet necessary
part of the followup process, especially for a disabled elderly population.

Accepting joint responsibility for care of the elderly also resolved conlficts
over which organization should be responsible for elderly persons having
varying levels of disability. From interviews conducted with staff prior to
implementing the demonstration program, it was learned that nurses and social
workers often disagreed about the deifnition of a client's functional status,
since that deifnition determined which organization would be responsible for
providing care and ifnancing services. In contrast, following implementation
of the program, coordinatedcare teams began to see the services provided by
KHC and the Ministry of Labor and Social Affairs and by other organizations
in the system as part of a central pool of services. The program thus succeeded
in getting team members to agree upon provision and ifnancing of care and
to coordinate their efforts to the beneift of their clients.
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Another positive contribution of the coordinatedcare team approach was
that it gave both the nurses and social workers the opportunity to share
their professional knowledge and expertise. As a result, each team member
maximized his/her own professional skills, while learning to make better use
of his/her colleague's skills.

It was also found that the various symbols that accompanied the process of
formalizing cooperation between nurses and social workers had importance.
For example, the fact that the cooperative framework was called a
coordinatedcare team and the fact that work was structured and recorded
on forms specially designed for the purpose made the work seem more
professional and respectable in the eyes of both team members and other
professionals in the service system. Both the nurses and social workers
felt that their participation in the coordinatedcare team enhanced their
professional prestige, which contributed to their motivation and willingness
to implement the program.

There were, however, two main factors that inhibited the progress of the
program's implementation. The first of these was the social workers5 heavy
caseload: On average, each was responsible for between 150 and 300
registered cases. To a certain degree, this did not allow them time or ease
of mind to internalize the changes in the work concepts introduced by the
program. The second factor was the lack of variety in the services offered.
The needs assessments carried out as part of the program revealed that
there was a significant gap between needs and the services available in the
community to meet them. At times, this caused staff to experience a sense
of futility, which decreased their motivation to prepare comprehensive needs
assessments.

Implementing Organizational Change
The demonstration program also provided a number of lessons about the
implementation of organizational change. Implementing a new project 
even when it is generally accepted within a system  always involves
more effort than expected. This should be made clear to field workers and
managers so that they lower their expectations for rapid change. Failure to do
so can result in demoralization during the initial stages of implementation,
which may damage chances for the project's success. To cope with this
problem, a professional from outside the system was appointed to train
staff duirng the demonstration period. He also helped solve daily problems
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that arose during implementation of the new procedures. In addition to its
obvious practical value, participation in staff training came to be viewed
as a status symbol, enhancing motivation. Training both before and during
implementation proved invaluable in facilitating teamwork.

The initial premise that involving field workers in the planning stages of
the demonstration program would be essential to success proved to be
only partly true. Only after the program had begun operation did staff
members understand its implications for their work. In retrospect, it seems
that involving field workers too early did not enable them to truly respond to
the principlesof the program or to inlfuence its implementation. Nevertheless,
it became abundantly clear that staff should be part of the evolution of a
working model. While it may be difficult for staff to contribute effectively
before testing a model, there is no question that they should contribute their
experience during the demonstration period. This illustrates the importance
of builtin lfexibility during the evolution of a demonstration program.

Another key lesson of the demonstration program was that successful
coordination among field workers from different organizations depends
heavily on coordination among organizations at the local and national
levels. The situation in each region was unique making it necessary for
managers to adapt the program model to the region. Modifying the model
to better correspond to reality, guiding teams during the initial stages of
implementation, and providing immediate solutions to immediate problems
proved essential to efficient team functioning. In addition, the quality of
the coordination at the managerial level proved a concrete expression of
amanager s commitment to the program. This had great inlfuence on the
significance field workers ascribed to the program, and on their commitment
to its implementation.

Conclusion

Despite the difficulties, professionals involved in the demonstration program
at all levels were convinced that this was indeed the most appropriate way
to coordinate care within the Israeli system. A decisive majority of field
workers participating in the demonstration program were satisfied with the
work of the coordinatedcare team and felt that teamwork vastly improved
the quality of care for the elderly.
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It seems that the model of interorganizational and interdisciplinary teams
provides the structural conditions that enable professionals to care for the
elderly according to their own perceptions of good professional practices.
These naturally include comprehensiveness and continuity of care, which
enable them to assume more responsibility for all theelderly 's needs. Because
the program was based on existing providers of care, it was not difficult to
integrate care and case management functions, thereby enabling the teams
to reach their professional goals. Acceptance on the part of professionals of
shared responsibility capitalized on the advantages of teamwork. This proved
to be effective in overcoming previous conflicts among the organizations and
helped to structure more clearly the boundaries of responsibility of each team
member and each organization.
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Demographic Overview and Demographic Changes

Israel's population compirses a wide vairety of cultural groups diffeirng in
their norms and traditions, educational levels, and demographic structures.
The heterogeneity of Israel's population is the result of the immigration of
more than 2 million Jews to Israel since the founding of the State in 1948  a

phenomenon that almost tripled the original Jewish population. The relatively
high proportion of elderly in the various waves of immigration (i.e., about
890 of all immigrants since 1948 were at least 60 years of age upon arirval
in Israel, and 1890 to 2090 were between the ages of 45 to 64) has been a
significant factor in the remarkable rate of the aging of Israel's population.

Three major population groups are generally distinguished in Israeli society
 Jews of Eastern descent (i.e., of AsianAfircan oirgins), Jews of Western
descent (i.e., of EuropeanAmerican oirgins), and the nonJewish population,
which compirses 18$ of the total population, primairly Moslems, Chirstians
and Druze.

Mortality and infant mortality rates in Israel are quite low (10 per 1,000
and 6.6 per 1,000, respectively). Life expectancy at birth is 73.8 years for
Jewish men and 77.0 for Jewish women, and 72.5 fornonJewish men
and women, respectively. The proportion of Israeliborn among the Jewish
population is on the irse, and includes twothirds of the population. Among
the elderly, however, the vast majority (9690) are still foreign born, and
among the foreignborn elderly about threequarters are of European and
Western oirgins and a quarter are from Asian and Afircan countries. These
proportions are expected to change, such that by the year 2000 the proportion
of elderly of Western and European origin will decline to about 5090, and the
proportion of those of AsianAfrican origin and Israeli born will increase to
3890 and 10*70, respectively (Be'er and Factor, 1990a).

The rate of growth of the elderly population (age 65 and over) has been very
dramatic. The absolute numberof Jewish elderly has increased tenfold since
1948, and the percentage of elderly in the Jewish population has increased
almost threefold (from 3.890 in 1948 to about 1096 in 1989). The difference
in the age structure of the Jewish and nonJewish populations is striking 
only 3.490 of the nonJewish population is over the age of 65 as compared
with about 1090 among Jews.
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Sociodemographic Characteristics of the Elderly

The elderly are characterized by a generally low level of education. Some
1496 of men and 259cf of women aged 65 and over have had no formal
schooling, in sharp contrast with the rapid rise in the educational level
of the younger generations. This creates a clear "generation gap5' with
regard to education. Educational diversity is quite high among the elderly,
however, and a significant percentage of the Jewish elderly (about 1396)
have had postsecondary schooling. Geocultural origin is highly correlated
with educational level. Only 696 of the elderly of Western origin received no
education as compared to half of those of AsianAfrican origin and almost
709cf of nonJewish elderly (see Table 1).

Over time, a clear trend toward rising educational attainments among the
Jewish elderly can be noted. For example, in 1961, 3096of the elderly Jewish
population had had no formal schooling, but by 1983 this was the case
for only 1190. The trend is particularly notable among elderly women, for
whom the percentage with no schooling declined from 409c to 2290 over this
time period (Noam and Sikron, 1990). While it can be anticipated that the
proportion of elderly with no formal schooling will continue to decline, there
is no evidence that the gap between the educational level of the elderly and
nonelderly populations is declining as well. Within the Jewish population the
intergenerational gaps in education are particularly notable among those of
Asian and Afircan oirgin. The percentageof elderly with no formal schooling
is more than double that of the nonelderly in these groups.

The educational level of nonJewish elderly is particularly low, and no
indication of dramatic change can be discerned. Between 1961 and 1983
the percentage of those with no formal schooling remained stable  about
1190. A very large gap exists between the educational level of the elderly
and the nonelderly among the nonJews. In 1983 the median of years of
schooling for the nonelderly was about 9 years of schooling, as compared
to one year among the elderly. This gap relfects the increasing exposure of
the younger nonJewish population to the educational oppotunity system and
to compulsory education, while the elderly cannot avail themselves of these
opportunities.
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Table 1 : Selected Indicators of the Aged Populaiton of Israel

Ethnic Origin
Total Total Eastern Western Total

Population Jews Jews Jews Jews1 NonJews

Total population aged '

65+2 (thousands) 361.3 337.8 85.3 252.3 23.5

90 aged 65+2 of total
population 8.9 10.1 5.6 18.5 3.4

90 aged 75+2 of total  :

aged 35.4 35.1 33.1 35.8 39.1

70 women of total2 53.1 53.3 52.9 53.5 50.3

90 of marired2
Total 60.0 60.2 57.6 61.1 56.2
Men 81.1 80.9 82.6 80.4 83.4
Women 41.3 42.0 35.3 44.3 30.8

9e with no formal
educaiton2
Total 20.3 16.9 50.1 5.7 69.4
Men 14.5 11.4 33.7 3.9 57.5
Women 25.3 21.6 66.6 7.0 81.4

Living arrangements3
(percentages)
Men alone 6.4 6.5 5.8 6.8 4.3 ■

Women alone 21.7 21.9 22.3 21.9 17.9
Couple 50.7 52.7 35.5 58.5 21.8
Couple with others 9.8 8.1 18.5 4.6 34.9
Other 11.8 10.7 17.9 8.0 21.2
Total 100 100 100 100 100

Elderly living in
longterm care
institutions 4.1 4.4 3.2 4.8 0.3

NOTE:
1. The vast majority of Israelibom Jews of European origin (according to father^ country of birth)

therefore they are included in the EuropeAmerica category.
2. SOURCE: The Aged in Israel: A Selection of Census Data. (1983). (Census of population and

housing publication no. 11) Jerusalem, 1986.
3. SOURCE: Based on survey by the Central Bureau of Statistics of a probability sample (n=4,

189) of the Israeli population aged 60 and over, 1985.
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Some 6090 of the elderly are married, with the percentage of married men
being almost double that of women  81*70 and 4190, respectively. The
percentage of elderly living alone is quite small  2890 among Jews and 2290
among nonJews, and the majority of elderly reside with their spouses  6290
of Jewish and 5790of nonJewish elderly. There are clear differences between
the two groups, however, with regard to household composition. Among the
Jewish elderly not living alone, most (5290) reside in singlegeneration
households, while among the nonJews this is the case for only 22*70. Clear
differences with regard to household composition may also be noted between
elderly men and women. The percentage of women living alone (3590) is
more than two and a half times greater than of men (13.670). These differences
have clear implications for gender differences in the availability of social
support.

The economic status of the elderly is quite heterogeneous. On the average,
the relative income position of the elderly compares very favorably with most
Western countires, but the percentage with low incomes close to the poverty
line is very high. Slightly over a third of the elderly receive supplementary
grants from the National Insurance Institute, which are granted to those for
whom the oldage pension allowance constitutes the major source of income.

The percentage of workrelated pensions received by males is twice that
of females (46.890 and 2170, respectively), and more men have income
from current employment. The percentage receiving workrelated pensions
is higher among younger cohorts of the elderly population, reflecting
relatively recent developments in the pension system and the increase in
the accumulation of irghts to workrelated pensions. Nevertheless it will take
some time before more significant numbers of elderly will be eligible for
such pensions.

In comparison with other countries, labor force participation among the
elderly in Israel is high, and the trend toward early retirement is much less
evident. Among the youngold (age 65 to 74), about 4090 of the men are
employed, and even among those 75 and over, 1790 continue to be employed.
Employment among elderly women is much rarer (1190 of women over the
age of 65), relfecting the fact that for the present generation of elderly women
employment outside the home at a younger age was not common.

Despite the fact that labor force participation among the elderly in Israel
is relatively high, there are indications that it is decreasing, particularly
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among men. In 1966, 439cf of elderly Jewish men were in the labor force, as
compared with 239S in 1989. Rising unemployment and the need to absorb
large numbers of immigrants in jobs may render employment of elderly
Israelis problematic. A slight increase in the labor force participation of
women over age 60 can be discerned. For both men and women there is
a positive relationship between European origin, level of education, and
participation in the labor force.

Traditional Values

Among the most central components of the Israeli social ethic is the
commitment to the "ingathering of exiles" and the absorption of immigrants,
perceived as being the very heart of Israel's role as the center for Jews the
world over and as the place of refuge for Jews in distress.

The "Law ofReturn" stipulates that virtually no element of selectivity should
' characterize the immigration policy. Indeed, over the State's 43year history,

hundreds of thousands of immigrants have been absorbed from a very broad
range of countries, and linguistic and cultural backgrounds, with virtually no
selectivity being put into effect despite the tremendous dififculties involved
in absorbing such numbers of new immigrants.

Another central social value is the settlement of Jews throughout the country,
including relatively underdeveloped and outlying areas. Over the years the
policy of scattering the population throughout the country was implemented
primarily by settling new immigrants in the outlying areas. A certain level
of tension arose between the simultaneous attempts to realize both the goal
of integration of immigrants into the mainstream of Israeli society and the
dispersal of the population.

The Economic System

Israel is a highly industrialized country, with only about 5% of the population
employed in agriculture. Several unique types of cooperative settlements
characterize the agricultural sector, including the kibbutz and the moshav.
Among the nonJewish population, family plotsofvarying size still constitute
a source of supplementary employment and income.

Israel is a modern welfare state, but for many years the government's
involvement in the economy was greater than that of most governments
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of such states. It is characterized by a very strong commitment to full
employment, linked to the commitment to absorption of immigrants (Ben
Porat, 1989).

In recent years privatization of services has increased dramatically, partly
because of the difficulties faced by the public sector in coping with social
challenges in meeting the demand for services. For example, between 1987
and 1989 the number of privatesector beds in longterm care institutions
grew at a rate double that of the growth in the number of beds in the
institutional system as a whole (17<$> versus 99S>), and over these 2 years the
private sector contributed almost twothirds of the increase in the number
of beds (Be'er and Factor, 1990b). Another dramatic example of the recent
expansion of private services is the entry of the private sector into the
provision of home care services in the wake of the Community LongTerm
Care Insurance Law (see below).

The Role of the Elderly in the Community and in the Family

Activity in the labor force is one channel of social participation in which, as
noted above, a considerable proportion of the elderly population is involved.
In addition, there is a growing interest in the potential contribution of the
older population to voluntary activities, in light of the need to provide the
elderly with opportunities to continue to make a meaningful contribution to
society. There is also the need to attract new population groups to voluntary
activities, as more and more women  the traditional manpower reservoir
for such activities  become less available for volunteer activities, in light of
their growing participation in the labor force.

National data (Steigman, 1988) indicate that 10<7c of those 60 and older
are involved in some form of voluntary activity, whether through formal
organizations or privately. Efforts are now concentrated on expanding the
involvement of those segments of the elderly population that have been less
active in voluntary activities up to now  that is, those with lower education
and class status and of AsianAfircan origin.

In general, the nonwork activities of the elderly tend to vary by geocultural
origin. Those of AsianAfrican oirgin are generally more involved in family
related activities, while those ofWestern origin are more extensively involved
in relations with their peers. National survey data (Steigman, 1988) indicate
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that about a fifth of the elderly are members of clubs, and participation in
adult educational programs is on the increase.

Generally, the basic respect for the elderly, which has always been an integral
part of the Israeli value system, continues to be expressed on various levels.
Beyond the various customs relfected in individual daily behavior (such as
getting up to give the elderly a seat on the bus), the fact that services for
the elderly are among the few areas with regard to which public budgets
have been expanded, without engendering any public debate or evidence of
intergenerational conflict, seems to be indicative of continued adherence to
this value.

Despite this, evidence exists of negative attitude of professional service
providers toward the elderly, including the reluctance of health professionals
to specialize in geriatrics (Bergman, 1970), to have elderly or chronically ill
patients on their case load (Shuval, Javetz, and Shai, 1988), and reluctance
of social work students to specialize in social work geared to the needs of the
elderly (Katan and Aviram, 1986). Furthermore, a study on the knowledge
and attitudes of teenagers concerning the elderly (Eaglstein and Weinsberg,
1985) revealed considerable ignorance about the elderly and several negative
stereotypes. The issue of abuse of the elderly has recently come to the
fore, and in 1989 the Ministry of Police issued a report summarizing the
recommendations of a committee that had examined the subject (Ministry of
Police, 1989). The report did not present data on the scope of the problem
but recommended the establishment of a telephone hot line, the expansion of
social services in hospitals to deal with cases of abuse, and the dissemination
of information to the elderly on their rights.

The Elderly and their Families

In Israel, as in most societies, it has been clearly established that the informal '

support system plays a major role in the care of the elderly (Habib, Factor,
Naon, and Brodsky, 1986; Krulik, Hirschfeld, and Sharon, 1984; Morginstin
and Werner, 1986). At the same time there is a widespread belief that the role
of the family is changing or, at least, will change in the future. It is argued that '1

norms of care for the elderly differ among Israel's vairous cultural groups
and, yet, that these will converge as the strength of family ties weakens
within the more traditional population groups.
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Family care of the elderly may be examined on vairous levels. First, the
potential for family support and care may be estimated on the basis of the
availability of a spouse, children and siblings and of the elderly individual's
living arrangements and proximity to children. Proximity to family members,
and living arrangements, serve to facilitate family ties and, at the same time,
may also relfect their strength.

Second, analyses of frequency and patterns of interaction between the elderly
and their families may be conducted. Finally, the actual lfowof vairous forms
of emotional and instrumental support between the elderly and members of
their families may be viewed as a direct indicator of family care.

Elderly men enjoy greater access, at least potentially, to informal support than
do elderly women. While8190 of elderly males are marired, only about half
that number 41%of elderly females are marired. Among males, there are
no significant differences in mairtal status among ethnic groups, but among
females, the differences are clear. A higher percentage of women of Western
origin (4490) are marired as compared with those of Eastern oirgin (3590)
and nonJewish women (3196). To a great extent, these differences stem from
differences in the husbandwife age gap among the vairous groups, and are
expected to narrow with increasing modernization of marital patterns.

All subgroups in the population are characterized by a very high percentage of
elderly with living children  8890 for Jewish and 9590 for nonJewish elderly.
The gap among vairous oirgin groups is more pronounced when examined in
terms of average number of children. While for Jews of Eastern origin and
for nonJews the average number of children is 5 and 5.5, respectively, for
Western Jews it is less than half  2.2.

A somewhat larger gap exists between Jews of Western and Eastern origin
with regard to the presence of siblings  7890 of elderly Eastern Jews have
at lease one living sibling as compared with 6390 of Western Jews and
7390 of nonJews. The most notable difference among population subgroups
exists with regard to the presence of firends and neighbors. For example,
while only 4490 of Easternoirgin elderly reported having friends, parallel
percentages for those of Western oirgin and for the nonJews were 7590 and
8690, respectively.

The presence of family members at close distance to the elderly person
facilitates ties between them and renders support more readily available.
Considerable differences exist among the various ethnic groups with regard 1
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to proximity of the nearest child, reflecting the differences among them in
the average number of children. While about 10*70 of Western Jewish elderly
have a child living in the same household, about onethird of the Eastern
Jewish elderly and half the nonJewish elderly reside with at least one child.
Similar differences prevail among ethnic groups with regard to percentages
having a child residing in the same neighborhood. A study on the kinship
networks of the elderly in Israel (Noam, 1989) obtained information on the
actual distances between theelderly 's place of residence and that of their
nearest child. The average distance was only about 5 kilometers.

Data from a study on the living conditions and familylife of rural Arab
elderly in Israel (Weihl, Azaiza, King, and Goldsher, 1986) indicated that the
vast majority (almost 8070) of Arab elderly do not reside with a child, but
have a child residing in the the same village as the parents, often in adjacent
homes. As a result, they often make use of facilities or services available in
their children's homes.

Against this background of generally close residential proximity between the
elderly and their families, actual patterns of interaction may be examined.
Contacts with children are virtually universal, and of those having children,
only 470 to 8*70 do not see a child at least once a month. The frequency of
meetings is much higher among nonJews; 8170 see their children once every
2 days, as opposed to 4470 of all the elderly; but there is only a relatively
small difference between Jews from Eastern and Western backgrounds in
the frequency of interaction between the elderly and their families. Contacts
with siblings, friends, and neighbors are more frequent among the elderly
of Western origin and, thus, seem to substitute for their fewer contacts with
children. On the other hand, the greater availability of all network members
among nonJews is paralleled by higher rates of contact with all network
components. In addition to visiting, telephone contact is prevalent, with 629cf

of the total elderly population speaking with their children on the phone,
almost all at least once a week.

A recent study focused on the qualitative dimensions of the elderly
mother/daughter relationship (Noam, 1991). Factor analysis was used to
obtain a picture of the perceptions of the relationship by both mothers and
daughters. Both perceived intimacy, the possibility of relying on the other
for help and advice, respect for the other's autonomy, values, and the like
as being relevant dimensions of the relationship. The first factor  relying
on the daughter for help  explained 209b of the variance in quality for
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mothers, while for daughters the ifrst factor was initmacy, explaining 2490
of the variance in quality. Positive and signiifcant correlations were found
for mothers between the degree of mother's disability and scores on the
ability to rely on the daughter and initmacy. For daughters, four dimensions
of quality were found to be signiifcantly and negatively correlated with
mother's disability. That is, the more disabled the mother, the more negative
is the relationship perceived with regard to evaluation of the mother as
person, tension in the relationship, the desire to be like the mother, and the
evaluation of the mother's help to the daughter.

The Role of the Family in Provision of Care to the Elderly

The role of the family in provision of instrumental assistance to those elderly
needing personal care (in bathing, dressing, eating, or transferring in and
out of bed) and homemaking (cooking, cleaning, laundry, and shopping) is a
function of both the extent of need for such assistance and the availability of
such assistance from various sources.

The percentage of elderly in need of support in performing the acitvities of
daily living (ADL) varies signiifcantly among the different ethnic groups.
Among the nonJews it is more than double the overall average (21.690),
while only 6.396 among those of Western origin and 1290 among those of
Eastern origin are in need of help. There seems to be a cultural, or normative,
factor underlying these differences, perhaps associated with the differential
signiifcance attached to maintenanceof independence in these various groups.

As expected, the percentage of elderly persons dependent in ADL increases
with age from about 490 at ages 65 to 69 to 1190 at ages 75 to 79, and
to almost a third among those aged 85 and over. At all ages, the rate of
ADL dependency is higher among women, especially in the 75 and over age
group. Some 1290 of elderly women, as opposed to 890 of elderly men, are
dependent in personal care, and 209c of women as compared with 1196 of
men are dependent in mobility.

Compared to Jews, nonJews receive help in ADL from children and siblings
far more frequently, but less frequently receive help in ADL from spouses.
When controlling for need, the extent of support is relatively similar across
the ethnic groups, although several differences remain. Another fact of
interest is that among Jews, help is most often received by someone living
with the elderly, while among nonJews, nonresiding relaitves are also very
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important sources of assistance. It is only among Jews that neighbors or
public support play any signiifcant role, with public support much higher
among those of Western origin but still reaching only 1370 of the dependent
elderly.

Deifning dependency in homemaking tasks is somewhat problematic. It
is dififcult to distinguish between those who are incapable of performing
homemaking activities for physical reasons and those who may not do so, or
be reluctant to do so, for cultural reasons. Furthermore, dependency may be
deifned in terms of the individual elderly person or the household unit. Data
presented here relate to dependency in accordance with the selfassessment of
the individual's inability to perform homemaking tasks for whatever reason
and irrespective of whether there is someone else in the household, such as
a spouse, capable of performing these tasks.

Dependency in ADL, as thus deifned, is very widespread. A very high
proportion (5870 of the elderly) cannot perform at least one of the four
household tasks. The dependent percentage ranges from 5270 among those
of Western origin to as high as 8670 among nonJews. Women are less
dependent in cleaning (3570 of women versus 5470 of men) and in cooking
(1470 of women versus 6170 of men), but more in shopping, and the pattern
of dependency seems to be inlfuenced by traditional sex roles (Habib and
Sundstrom, 1990).

For all ethnic groups spouses are more dominant in the provision of help.
Indeed the spouses seem to be the most frequent source of help as compared
with other family members. This is most pronounced among those ofWestern
origin. The pattern, with respect to other sources of help, is similar to that
noted with regard to ADL. Privatelypurchased help has become an important
source of help, however, particularly among those of Western origin (2570).
Among those who are independent, help from the spouse is also very
widespread (as is to be expected). Help from family is most prevalent among
nonJews and Jews of Eastern origin, whereas purchased help once again is
much more common among Jews of Western origin.

Care of the disabled elderly in the context of the kibbutz (Israel's cooperative
settlements) has recently been examined (Bergman, King, and Bentur, 1988).
In principle the kibbutz assumes collective responsibility for all the needs of
its members. It is, therefore, of particular interest to examine the extent of
family caring in such a context in which, presumably, the family could be
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"exempt" from caregiving responsibilities. It is clear, however, that here, too,
the family continues to play a very important role: 1990 of the elderly receive
help and care from family members only (890 from their spouse only). Sixty
percent of the elderly receive care from both informal and formal sources
of support, and 2190 only from formal support sources. The percentage
of kibbutz elderly cared for exclusively by family members is naturally
higher among married elderly and those who have other family members
on the kibbutz. In addition to supplementing the family's role, the kibbutz
also recognizes the needs of families to provide care and encourages the
provision of such care (on occasion, by recognizing it in lieuof fulfillment of
other work obligations). For instance, 3590 of all family members providing
assistance with heavy housework and 4690 of those providing assistance with
dressing received work credit for their caregiving.

Weihl, Azaiza, King, and Goldsher (1986) found a massive volumeof support
provided by children to parents in the rural Arab sector. They concluded that,
modernization notwithstanding, family ties remain very strong both in terms
of quantity of contacts and the extent of mutual assistance. Indeed Weihl et
al. (1986) note that the levels of intergenerational assistance found among
the Arab population exceed those found in studiesof Jewish elderly.

As has been often emphasized, the elderly are also a source of assistance to
their children. The most frequent type of assistance provided by the elderly
within the family is help with care of grandchildren, which involves about
onethird of the elderly and over half the nonJewish elderly. Advicegiving,
as another form of assistance provided by the elderly, has also been studied
and found to be extensive among both Jews and nonJews (Shuval, Fleishman,
and Shmueli, 1985; Weihl et al., 1986).

The Impact of Caregiving on Family Members and the
Response of Public Policy

Several studies in Israel have examined the burden of care on informal
caregivers, generally focusing on the primary caregiver. A study ofcaregivers
of elderly who receive public homecare services found that a sense of burden,
in a range of areas, was widespread (Brodsky, Habib, Factor, Naon, and
Dolev, 1986). Almost twothirds reported physical strain, emotional stress,
and time restirctions. Economic burden was reported by 2590, and about 4090
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complained of having to perform unpleasant tasks. With the exception of
time restirctions, spouses generally tended to report heavier burdens.

These ifndings are consistent with studies from other countries (Brody 1985;
Doty 1986). They cannot, however, provide us with any overall sense of the
seveirty of the problem for the caregivers themselves.

Several studies in Israel have translated the concept of family burden into
overall summary measures. Brodsky et al. (1986) found that 559£of informal
caregivers of homecare services reported that the overall burden is too heavy,
2896 that they cannot continue to help to the same extent, and 89cf that they
cannot continue at all. On all these measures, spouses reported greater burden
than did children.

In a recent study on elderly mothers and their daughters (Noam, 1991),
daughters were asked to assess their ability to care for their mothers in
speciifc circumstances, referirng both to the mother's degree of disability
(such as incontinence or confusion) and the inconvenience the caregiving
might cause for the daughter (infirnging on her time, her work, etc.). Among
daughters of independent and disabled mothers alike, percentages of who
responded that they would be able to care for their mothers were quite
high, although fewer daughters of disabled mothers favorably assessed their
capacity to care. For example, 70*70 of working daughters of independent
mothers expressed their belief that if caregiving made it necessary for them to
temporarily leave their jobs they could continue to provide care; nevertheless,
the percentage is lower among daughters of disabled mothers  about 4290.
In general, however, daughters expressed a high degree of willingness and
commitment for providing care, even in cases of severe disability, on the one
hand, and in cases of severe disturbance to the daughter's routine or daily
life, on the other.

Programs and Services to Support Family Caregiving
The particularly strong commitment by Israeli families to maintaining the
elderly at home is one of the main factors explaining the low rate of
institutionalization in Israel. Caregiving families are aided by community
services such as personal and housekeeping services, homedelivered meals,
professional nursing, medical homecare integrated into the basic pirmary
health service system, and a growing network of day care centers, among
others.
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In Israel there is no program of compulsory health insurance coveirng the
entire population. Most of the medical care received by the elderly (and the
general population as well) is provided by National Sick Funds, which are
organized on an insurance basis and include a broad range of health services.
Virtually all (about 949b) of the elderly have health service coverage for
ambulatory and hospital care.

Nevertheless, existing services seem inadequate relative to growing needs.
There is a broad consensus in Israel that community services for the elderly
and their families must be expanded to better meet the needs of the elderly
and ease the burden on the family. This was among the major factors leading
to the adoption of a Community LongTerm Care Insurance Law as an
expansion of social services for the aged under social insurance.

In Apirl 1986 the Israeli Parliament completed the enactment of this
innovative law, which was fully implemented in Apirl 1988, when it became
possible to apply to the National Insurance Institute for community services.
The law's pirmary goal is to provide such benefits on the basis of social
insurance pirnciples: personal entitlement and clearly defined eligibility
cirteira. It represents an important shift from budgeted to entitlement service
programs for the elderly and from largely selective, incometested benefits
to largely universal beneifts.

The target population served by the new law are those elderly who are severely
functionally disabled in ADL or those who require constant supervision. The
basic entitlement is for inkind services.

One signiifcant byproduct of the law was the immediate and rapid increase
in service providers, especially in the pirvate sector. Approximately half of
the eligible elderly are receiving care via private service agencies, whereas
these were almost nonexistent piror to the enactment of the law.

Despite the expanded entitlements, there remains a strong emphasis on the role
of the family. The new law was intended to complement, rather than replace,
the existing system of service provision or family care and responsibilities,
as the beneift covers only a small part of total needs. Moreover, in Israel
the family is held ifnancially responsible for ifnancing many of the services
received by the elderly  the most notable of which is institutional care. In
contrast to trends in other countries, there is a tendency to strengthen the
enforcement of these provisions and, at the same time, there is also a great
sensitivity to the need to support family caregivers in a vairety of ways.
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Besides the Community LongTerm Care Insurance Law, there has been a
considerable expansion of various forms of respite care, with a particular
emphasis on day care facilities for the disabled. Today the network of such
facilities covers almost the entire country. Furthermore, many handbooks,
manuals, and educational materials designed to inform the elderly and assist
the family in caregiving have been recently published. Most notable among
them is a guide for families who care for the cognitivelyimpaired elderly
(Cohen, 1987). The National Insurance Institute (Nil) in cooperation with
ESHEL (The Association for the Planning and Development of Services for
the Aged in Israel) has developed a program for training family members of
impaired elderly at home (Morginstin and Werner, 1986) and a series of films
and videos have been produced and made available to professionals around
the country (Csillag, Werner and Kraniel, 1986).

Despite a number of recent initiatives, selfhelp groups and group work with
families are not widespread, whereas individual counseling of families and
the elderly is much more common. Counseling is carried out by Kupat Holim
(the National Sick Fund) nurses in the context of a network of local pirmary
care clinics and by specialized geriatric social workers within the network
of local social welfare bureaus. A new system of coordinated care and case
management for the elderly is currently being put into effect. The system is
based on teams of nurses from the Kupat Holim clinic and geiratirc social
workers with responsibility for the same geographic area. These teams are
responsible for undertaking comprehensive assessment and provision of care
and for establishing communications with all other professionals and service
providers (Brodsky et al., 1986). The creation of these teams is geared to
enhancing the capacity of local service providers to address the needs of
both the elderly and their families in the context of a comprehensive and
coordinated effort and, thus, to arirve at an optimal balance of formal and
informal support.

Future Trends and their Implications for Family Care of the
Elderly

Israel is in the midst of a new period of mass immigration. Prior to this it
was expected that by the year 2000 the elderly population was expected to
number about 462,000. This represents an increase of 179cf in comparison
with 1988. Among those age 80 and over, the increase in numbers is expected
to be particularly dramatic in this period (3796). The number of dependent
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elderly persons has increased and is expected to continue to increase even
more in the next decade along with the dramatic irse in the number of "old
old"  age 75 and over. Furthermore, the irse in the percentage of women
and the expected changes in the ethnic composition of the elderly will also
contirbute to an increase in disability rate. While it is not yet clear what
the full implications of the recent wave of mass immigration will be, it is
estimated that 100,000 elderly will be added to Israel's population within
the next 5 years, and this will surely have major ramifications in areas such
as housing, income maintenance, health and welfare services, and so on
(Brodsky and Bergman, in press).

The elderly population of the future is expected to differ considerably from
the current population of elderly in several of its basic characteristics. More
and more of the Israeli elderly will be Israeliborn and wellintegrated into
Israeli cultural norms, better educated, and more knowledgeable as to their
entitlements. This may contribute to intensified utilization of services. At
the same time, as families shrink in size and as more and more of the
traditional caregivers  that is, women  become active in the labor force,
the question of the family's capacity to continue to provide care becomes a
very real one. This, in turn, raises the question of whether the low rates of
institutionalization, which have characterized Israel up to now, can continue
to be maintained. Clearly more and more attention and resources will have
to be devoted to the development of community services for the elderly and
for their families.

On the other hand, as the number of employees covered by workrelated
pensions grows, retirement conditions will improve, and thus the dependence
of the elderly on external sources of support  including their families  may
be reduced considerably.

We can only speculate what the implications of the growing "Westernization"
of Israeli society will be for the commitment by families to caregiving. Up
to now such a commitment has been a dominant feature of intergenerational
relationships in Israel.



1

Family Care of the Elderly in Israel 131

Bibliography

Be'er; S. and Factor, H. 1990a. Demogarphic Development of the Elderly
in Israel in the Years 19882000 (Hebrew). Gerontologia SpringSummer,
4748.

Be'er; S. and Factor, H. 1990b. LongTerm Care Institutions and Sheltered
Housing: The Situation in 1989 and Changes over Time.RR 1890, JDC
Brookdale Institute, Jerusalem.

BenPorat, Y. 1989. The Israeli Economy: Growing Pains. (Hebrew). Falk
Institute, Tel Aviv.

Bergman, S. 1970. The WillingnessofNurses to Work in Geriatrics: A Survey
ofNursing School Graduates: 1969. n.p., Tel Aviv. (Hebrew) ;

Bergman, S.; King, Y; and Bentur, N. 1988. The System of Services and
Care for Impaired Elderly in Kibbutz Society: Summaryof Results for Year
One.D 15791, JDCBrookdale Institute, Jerusalem.
Brodsky, J.; and Bergman, S. (in press). Israel. In: E. Palmore (ed.),
InternationalHandbookofSocial Gerontology: CentemporaryDevelopments
and Research (2nd ed., pp. 208233). Greenwood Press, Westport, CT.

Brodsky, J.; Habib, J.; Factor, H.; Naon, D.; and Dolev, T. 1986. Patterns and
Burden ofCaregiving among Spouses, Children and Others. JDCBrookdale
Institue, Jerusalem.

Brody, E. 1985. Parent Care as a Normative Family Stress. The Gerontologist
25, 1929.

Central Bureau of Statistics. 1988. 1985 Survery of Israel Elderly Age 60
and Over. (Unpublished).

Cohen, H. 1987. Guide to Families Caringfor the Mentally Frail. JDCIsrael
and JDCBrookdale Institute, Jerusalem.

Csillag, D.; Werner, P.; and Kraniel, E. 1986. Training Family Members
Caring for the Housebound Elderly. [VII Special Seires. Seires of Video
Films] National Insurance Institute, Jerusalem.

Doty, P. 1986. Family Careof the Elderly: Is it Declining? Can Public Policy
Promote It? Milbank Memorial Fund Quarterly Spirng, 3475.



132 Aging in Israel

Eaglstein, S.; and Weinsberg, E. 1985. KnowledgeandAttitudesof Teenagers
Concerning the Elderly.D 10985, JDCBrookdale Institute, Jerusalem.

Habib, J.; Factor, H.; Naon, D.; and Brodsky, J. 1986. Family Care and
Family Burden in a Survey of Disabled Elderly. JDCBrookdale Institute,
Jerusalem.

Habib, J.; and Sundstorm, G. 1990. UnderstandingDifferences inthe Patterns
of Supportfor Elderly Men and Women: A Comparison between Sweden and
Israel. Paper presented at Annual Symposiumof EBSSRS (IAG), Dubrovnik,
Yugoslavia.

Katan, J.; and Aviram, U. 1986. Professional Integrationof Social Work
Graduates in Israel: A FollowUp Study. Tel Aviv University, Tel Aviv.

Krulik, T; Hirschfeld, ML; and Sharon, R. 1984. Family Carefor the Severely
Handicapped Children and Aged in Israel. Sackler School of Medicine,
Department of Nursing, University of Tel Aviv, Tel Aviv.

Ministry of Police. 1989. Survey and Recommendations for Actions to
Minimize Crime VisAVis the Elderly. Ministry of Police, Jerusalem.

Morginstin, B.; and Werner, P. 1986. LongTerm Care Needs and Provision
of Services for the Elderly: Summaryof Selected Data. [Survey No. 51]
National Insurance Institute, Jerusalem.

Noam, G. 1989. Kinship Networksof the Elderly. D17089, JDCBrookdale
Institute, Jerusalem.

Noam, G. 1991. The QualityofElderly MotherAdult Daughter Relationships
and the Implicationsfor Caregiving. JDCBrookdale Institute, Jerusalem.
Noam, G.; and Sikron, M. 1990. Sociodemographic Trends among the Elderly
Population in Israel: 19611983: Analysis of Census Data.D 17690,
JDCBrookdale Institute, Jerusalem.

Shuval, J.; Fleishman, R.; and Shmueli, A. 1985. Patterns of Exchange
between the Elderly and their Children. JDCBrookdale Institute, Jerusalem.

Shuval, J.; Javetz, R.; and Shai, D. 1988. Physicians' Perceptions and
Approaches. JDCBrookdale Institute, Jerusalem.

Steigman, N. 1988. Promoting Voluntarism by the Elderly. D14888,
JDCBrookdale Institute, Jerusalem.



Family Care of the Elderly in Israel 133

Weihl, H.; Azaiza, R; King, Y.; and Goldsher, E. 1986. Living Condiitons
and Family Lifeof theRural Arab Elderly in Israel. JDCBrookdale Institute,
Jerusalem.

1



134 Aging in Israel



Family Support to Elderly Persons in Israel

Jack Habib* Karen Windmiller**

This chapter appeared in Family Support for the Elderly: The
International Experience. Edited by Kendig, H.; Hashimoto, A.;
and Coppard, L. Oxford University Press, New York, 1992. pp.
173187, and was also published as a JDCBrookdale Reprint,
R7193.

* Director, JDCIsrael
** Researcher, JDCBrookdale Institute

1



Table of Contents

Introduction 139

Background Characteirstics 139

The Pattern of Intergenerational Relations and Support 140

Personal Care 142

Homemaking 145

Assistance by the Elderly 150

The Impact of Caregiving 150

Unmet Needs 151

Policies Concerning the Family 151

Conclusion 154

References 155



Family Support to Elderly Persons in Israel 139

Introduction

In Israel, as in most countries, it is well established that the informal support
system plays a major role in the care of the elderly (Habib 1988; Habib
and Factor 1986; Krulik et al. 1984; Morginstin and Werner 1986). At the
same time, there is a widespread popular belief that the role of the family is
changing, or at least will change. Israel's population includes a broad range
of cultural groups that differ in their norms and traditions, educational levels,
and demographic structure. However, it is argued that although norms of
care for the elderly differ in response to those background characteristics,
there is a convergence as the strength of family ties weakens within the more
traditional population groups.

In this paper we present an overview of the state of informal support
networks for the elderly, which vary among Israel's major cultural groups.
In the process, we address the influence of family structure and the possible
substitution of support by friends and neighbours when family members are
less available. We also examine family care in the kibbutz movement, and
discuss trends in policies concerning the family and informal care.

Background Charactereristics

The percentage of the population aged over 65 has risen very rapidly since
the establishment of the State of Israel in 1948: from 3.5 percent in 1950, to
6.8 percent in 1970, and to 8.6 percent in 1980. It is customary to distinguish
three major groups: Jews of Eastern descent (E), Jews of Western descent
(W), and nonJews (NJ), the latter group being composed predominantly of
Muslims, but also of Christian and Druze minorities. Of all the elderly, 7
percent are of nonJewish origin, 69 percent are Jews ofWestern descent, and
24 percent are Jews of Eastern descent. Ten percent of the Jewish population
is over 65, compared with only 3.4 percent of the nonJewish population
(Table 1).

Israel is a highly industrialized society with only 5.2 percent of the labour
force employed in agriculture. The agricultural sector has two forms of
cooperative, the kibbutz and the moshav (a cooperative settlement with
private ownership of property). Although only 4 percent of NJ population
are employed in agriculture, most of them live in villages or small towns,
and many have family agricultural plots which provide supplementary food
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and income. The overwhelming majority of the elderly in Israel live in urban
areas.

The elderly generally have low levels of education. Fourteen percent of men
and 25 percent of women aged 65 and over have had no formal education
(Table 1). With the rapid rise in their children's educational standards, there is,
therefore, a considerable educational gap between the generations. However,
diversity of education is very great among the elderly as well as the general
Israeli population.

The economic status of the elderly also varies greatly. On average the relative
income position of the elderly in Israel compares very favourably with that
of the elderly in most Western countries. About 40 percent, however, have
low incomes, which make them eligible for supplementary welfare beneifts
provided within the social security system (Achdut and Tamir 1985).

Labour force participation among the elderly in Israel is high by international
standards, and there is only a slight trend towards early retirement. About
40 percent of men aged 6574 are employed, while 17 percent of those aged
over 74 continue in active employment. Only 11 percent of women aged 65
and over are employed, mainly because the employment of women outside
the home was not common when the elderly of today were younger.

Ethnic background is highly correlated with educational level and income
status. Only 6 percent of W have no education, as opposed to 50 percent of
E and 69 percent ofNJ.

The Pattern of Intergenerational Relations and Support

The various ethnic groups in Israel differ signiifcantly in their fertility, culture,
and socioeconomic status, and these differences affect patterns of support
for the elderly. The major source of data used is the national survey of the
elderly conducted in 1985, which collected data on a sample of 3,494 elderly
people aged 65 and over (Central Bureau of Statistics 1985). The data from
that survey are supplemented by the ifndings of a number of specialized
surveys.

Potential informal support is inlfuenced by marital status and the availability
of children, siblings, friends, and neighbours. Fortyone percent of females
and 81 percent of males are married. There are no signiifcant differences
in the marital status of males among the ethnic groups (Table 1). However,
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44 percent of older women among W are married, while only 35 percent
among E and 31 percent among NJ are marired. These differences are in
large measure due to the differences in the age gap between husbands and
wives among the ethnic groups. This differential narrows appreciably among
groups that have greater involvement in industiral society.

The percentage of older people with living children (88 percent) is high for
all groups in Israel (Table 2). W are less likely to have children, but the gap is
much more pronounced in terms of the number of children: 5 or more for E
and NJ, but only 2.2 for WJ. The availability of spouse and of children tends
to coincide, as 92 percent of the married elderly have a child in contrast to
only 83 percent of the nonmarired.

Most of the elderly also have siblings, the pattern by ethnic group being
similar to that of children (Table 4). However, the pattern is somewhat
different in terms of other components of the informal support network.
Thus the percentage with friends or neighbours is much lower among E than
among W. NJ, however, are more likely to have firends and neighbours in 1

their networks, and also more likely to have children and siblings in them
)Table 4).

Living arrangements and proximity serve to facilitate network ties and, in
part, reflect the strength of those ties. The differences among the ethnic groups
regarding the proximity of the nearest child are much more pronounced than
the differences in the percentage of those who have a child. Thirtyeight
percent of all elderly people live in the same neighbourhood as their nearest
child. However, 58 percent of E and 88 percent of NJ live in the same
neighbourhood, compared with 26 percent of W (Tables 2 and 3). When both
proximity and childlessness are taken into account, it emerges that 81 percent
ofNJ and 53 percent of E have a child in the same neighbourhood, compared
with 23 percent of W (Tables 2 and 3).

Similarly, there are marked differences in the percentage of elderly who live
in the same household as their child: only 12 percent of W, 36 percent of E
and more than half of NJ (Tables 2 and 3). Very few of the elderly live with
someone other than their spouse or child (Table 1). It thus emerges that the
more traditional cultures are less likely to have a spouse available, but are
more likely to live with a child. These two opposing tendencies offset each
other, so that the percentage living alone is similar among all the groups and
averages 28 percent. There are also major differences in institutionalization
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rates. AmongNJ institutionanalization is rare, while among E it is 3.2 percent
and rises to 4.8 percent among W (Table 1).

Contacts with children are universal, and of those elderly people who have
children, only 48 percent do not see a child at least once a month. The
frequency of meetings is much higher among NJ, who are more likely
to live near their children. Eightyone percent of them see their children
once every two days, as opposed to 44 percent of all the elderly (Tables
2 and 3). However, there is only a relatively small difference between E
and W. Contacts with other members of the network (siblings, friends, and
neighbours) are higher among W than E and thus seem to compensate for the
fewer contacts with children. However, the large size of the network among
NJ is paralleled by higher rates of contact, particularly contact with friends
and neighbours (Table 4).

The use of the telephone is another very widespread means of contact, and
tends to balance some of the differences in visits among the ethnic groups.
Sixtytwo percent of all elderly persons speak with children on the telephone,
and the proportion rises to 85 percent for those who have children but do
not live with them. Use of the telephone is negligible among NJ (only 10
percent), but it rises to almost 70 percent among W and 60 percent among E.
Of those who speak on the telephone, almost all do so once or twice a week
and twothirds do so every day (Tables 2 and 3).

Personal Care

The extent of support for personal care (dressing, bathing, eating and mobility
in the home) is determined by the need for care as well as by the ability of
help. The percentage of elderly people in perceived need of personal care
varies signiifcantly among the ethnic groups. Among NJ it is more than
double the overall average (21.6 percent), while only 6.3 percent of W and
12 percent of £ are in need of help.

Compared with Jews, NJ far more frequently receive help with personal care
from children and siblings, but less frequently receive help from spouses
(Table 5). Among Jews, the spouse and other family members are equally
frequent sources of help. E are far more frequently helped by spouse and by
other members of the family than are W. After taking account of different
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Table 1: Selected Indicators of the Aged Populaiton of Israel

Ethnic Oirgin

Total Total Eastern Western Total
Population Jews Jews Jews" NonJews

Total population
aged 65+b
(thousands) 361.3 337.8 85.3 252.3 23.5

9b aged 65+b
of total
population 8.9 10.1 5.6 18.5 3.4

90 aged 75+b
of total aged 35.4 35.1 33.1 35.8 39.1

'tf of women totalb 53.1 53.3 52.9 53.5 50.3
90 of mariredb
Total , 60.0 60.2 57.6 61.1 56.2
Men 81.1 80.9 82.6 80.4 83.4
Women 41.3 42.0 35.3 44.3 30.8
90 with no formal

education15
Total 20.3 16.9 50.1 5.7 69.4
Men 14.5 11.4 33.7 3.9 57.5
Women 25.3 21.6 66.6 7.0 81.4
Living arrangements0

(percentages)
Men alone 6.4 6.5 5.8 6.8 43
Women alone 21.7 21.9 22.3 21.9 17.9
Couple 50.7 52.7 35.5 58.5 21.8
Couple with others 9.8 8.1 18.5 4.6 34.9 

Other 11.8 10.7 17.9 8.0 21.2
Total MM* 100 100 100 100 '

Elderly living in
longterm
institutions 4.1 4.4 3.2 4.8 0.3

a The vast majority of Israelibom Jews are of European origin (according to father's country of
birth) and they are therefore included in the EuropeanAmeircan category.

b Source: Central Bureau of Statistics (1986). The aged in Israel: a selectionofcensus data (1983).
Census of the population and housing publication no. 11 Jerusalem.

c Source: based on survey by the Central Bureau of Stratistics of a probability sample (n=4, 189)
of the Israeli population aged 60 and over, 1985.
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Table 2: Proximity and Contacts with Children among the Elderly Aged
65 and Over by Ethnic Oirgin

Ethnic Oirgin

Total Total Eastern Western Total
Population Jews Jews Jews NonJews

Living children 88 88 93 85 95
Average no.
of children 3.1 2.9 5.0 2.2 5.5

Proximity of
nearest child

Same household 18.1 15.9 32.4 10.3 49.5
Same building 3.9 3.0 4.5 2.4 17.5
Same neighbourhood 11.8 11.6 16.2 10.2 14.4
Same locality 27.3 28.8 29.0 28.7 6.7
Different locality 22.4 23.9 7.7 29.3 2.1
Abroad 3.1 3.1 1.3 3.7 2.1
No children 11.5 12.1 6.6 13.9 3.6
Missing 2.1 1.7 2.4 1.5 4.0

Total 100 100 100 100 100

Meet children
Every 1 or 2 days 38.4 36.2 45.3 33.0 73.7
Once or twice

a week 30.5 31.9 31.7 32.0 9.8
Once or twice

a month 11.3 11.9 8.8 13.0 3.6
Less often 3.1 3.1 4.2 2.8 2.1
Never 3.1 3.1 1.0 3.8 2.1
No children 11.5 12.1 6.6 13.9 3.6
Missing 2.1 1.7 2.4 1.5 5.0

Total 100 100 100 100 100

Telephone
contact

Speak on the
phone 61.7 65.3 59.4 66.9 11.2

At least once
a week 58.6 62.1 53.4 65.1 9.3

Source: Central Bureau of Statistics. Data derived from 1985 National Survey of the Elderly Aged
65 and Over in Households.
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levels of need, the extent of support is much more similar across the ethnic
groups. However, among Jews help is received more often by someone living
with elderly, while among NJ nonresident relatives are also very important.
It is only among Jews that neighbours or public support play any kind of a
role, but public support even among W still reaches only 13 percent of the
dependent elderly.

Homemaking

There are number of conceptual issues that arise in deifning dependence
in homemaking. It is dififcult to distinguish between those who cannot
perform homemaking activities for physical reasons, and those who cannot
perform them for cultural reasons. There is also the question of whether to
deifne dependence in terms of the individual elderly person or the household
unit. In this paper, we deifne dependence on the basis of the individual's
assessment of the ability to perfom homemaking tasks for whatever reason
and irrespective of whether there is someone else in the household, such as
a spouse, capable of performing these tasks.

In contrast to personal care, the provision of help is not only a function of
need, but may also be simply motivated by the desire to make life easier.

Dependence in homemaking, as we have deifned it, is very widespread.
Fiftyeight percent of the elderly cannot perform at least one of the four
household tasks. The percentage of those who are dependent ranges from 52
percent among W to as high as 86 percent among NJ.

The spouse is more dominant in the provision of help in homemaking than
in personal care for all ethnic groups (Tables 5 and 6). The importance of the
spouse is most marked among W. Among those who are independent, help
from the spouse is also very widespread, as is to be expected. The pattern
with respect to other sources of help is similar to that of personal care, except
that privately purchased help is important particularly among W (25 percent).
Help from family is most prevalent among NJ and E, whereas purchased
help once again is much more common among W. It should be remembered
that only a very small percentage ofNJ deifned themselves as independent.
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Table 3: Proximity and Contacts with Children among the Elderly Aged
65 and Over who have Children, by Ethnic Origin

Ethnic Origin

Total Total Eastern Western Total
Population Jews Jews Jews NonJews

Proximity of
nearest child

Same household 20.9 18.5 35.5 12.2 53.4
Same building 4.5 3.4 5.0 2.9 19.1
Same neighbourhood 13.6 13.4 17.8 12.1 15.6
Same locality 31.5 33.4 31.9 33.9 7.3
Different locality 25.9 27.7 8.4 34.6 2.0
Abroad 3.5 3.6 1.4 4.3 2.5

: Total 100 100 100 100 100

Meet children
Every 1 or 2 days 44.4 42.0 49.7 39.1 80.8
Once or twice

a week 35.3 37.0 34.8 37.8 10.7
Once or twice

a month 13.1 13.8 9.6 15.3 4.0
Less than once

a month 3.6 3.6 4.6 3.3 2.2
Never 3.6 3.6 1.1 4.5 2.2

Total 100 100 100 100 100

Telephone contact
<?€> total with

children 71.1 75.6 64.6 79.5 12.2
9cf have children,
don't live
with them 89.8 92.7 100.0 90.6 26.2

Speak at least
once a week

0I0 total with
children 67.5 71.9 58.3 76.8 10.0

9cf have children,
don't live
with them 85.3 92.7 90.1 87.5 21.4

Source: Central Bureau of Statistics. Data derived from 1985 National Survey of the Elderly Aged
60 and Over in Households.
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Table 4: Contacts with other Members of the Informal Network among
the Elderly Aged 65 and Over

Ethnic Origin

Total Total Eastern Western Total
Population Jews Jews Jews NonJews

Siblings
Have siblings 67.4 67.0 78.4 63.2 72.7
Meet siblings at

least once a week
70 total population 23.4 22.7 19.9 22.1 35.0
70 of siblings 34.8 33.9 25.3 35.1 48.2
Friends
Have friends 68.2 66.9 44.0 75.0 86.0
Meet friends at

least once a week
70 total population 44.4 42.8 28.8 47.4 69.6
70 of friends 65.0 63.9 65.4 66.4 80.8
Neighbours
Contact with

neighbours 45 42 38 45 81
Mutual help 46 40 36 47 75

Source: Central Bureau of Statistics. Data derived from 1985 National Survey of the Elderly, Aged
65 and Over in Households.

The care of the disabled elderly in the kibbutz has recently been examined
(Bergman et al. 1988). The kibbutz in principle assumes collective
responsibility for all the needs of its members. It turns out that the family
continues to play a very important role: 19 percent of the elderly receive help
and care from family members (8 percent from their spouse only), 60 percent
are cared for by both informal and formal support, and 21 percent only by
formal support. The percentage of kibbutz elderly cared for exclusively by
family members is higher among married elderly, and those who have other

; family members in the kibbutz. In addition to supplementing the family's
role, the kibbutz encourages family care by sometimes recognizing it in
lieu of fuliflment of other work obligations. For instance, 35 percent of all
family members providing assistance with heavy housework, and 46 percent
of those providing assistance with dressing received work credit for their
caregiving.
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Table 5: Persons 65 and Over by Source of Help in Personal Care as
Percentage of Total Population and Dependent Population

Ethnic Origin

Total Total Eastern Western Total
Source of help Population Jews Jews Jews NonJews

Total population
(percentages)
Spouse 3.7 3.7 5.4 3.0 5.0
Someone else

in household 2.6 2.2 4.4 1.5 8.0
Relative not

living in
household 1.9 2.1 2.3 1.2 9.4

Neighbour/firend 3.6 4.1 4.1 3.8 0.8
Public help 7.9 9.4 3.6 13.1 0
Dependent population
Spouse 43.6 47.8 45.8 48.5 22.9
Someone else

in household 30.4 29.2 37.1 24.6 36.7
Relative not

living in
household 22.5 18.5 19.4 19.2 43.0

Neighbour/friend 3.6 4.1 4.1 3.8 0.8
Public help 7.9 9.4 3.6 13.1 0
70 of total

population
dependent in ADL 8.6 7.9 12.0 6.3 21.6

Dependent in ADL: Can not manage with at least one of four activities of daily living (dressing,
bathing. transfer in and out of bed and eating).

Source: Central Bureau of Statistics. Data derived from 1985 National Survey of the Elderly Aged
60 and Over in Households.
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Table 6: Persons Aged 65 and Over, by Source of Help in Homemaking
as a Percentage of Independent and of Dependent Populations

Ethnic Oirgin

Total Eastern Western Total
Population Jews Jews NonJews

Source of help3
Independent11
Spouse 44.2 32.1 46.2 31.1
Someone else in

household 5.6 95 4.5 12.4
Relative not

living in
household 7.9 13.8 6.2 14.5

Neighbour/friend 1.7 1.7 1.6 4.2
Private help 8.6 3.2 10.2 0
Public help 4.3 Z4 4.0 0
None 0.2 0 0.1 0
Dependent1*
Spouse 66.1 61.7 73.2 52.6
Someone else in

household 27.2 29.6 11.7 51.8
Relative not

living in
household 24.7 24.6 14.2 29.6

Neighbour/friend 4.7 5.2 3.1 1.6
Private help 18.4 8.2 24.9 1.5
Public help 8.2 6.9 9.9 1.3
None 0.6 1.2 0.4 0

90 of total
population dependent
in homemaking 58.1 68.5 52.3 86.2

a Source of help: persons may give more than one answer: therefore the total does not add up to
1009S>.

b Individuals, not households, cannot perform or have dififculty with at least one household activity
(cooking, floor washing, laundry, or shopping).

Source: Central Bureau of Statistics. Data derived from 1985 National Survey of the Elderly Aged
60 and Over in Households.
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Assistance by the Elderly

The elderly are also signiifcant providers of assistance, particularly to their
adult offspring (Table 7). A third of them assist their children with child
minding, 21 percent provide ifnancial help, and 16 percent help them with
housework. W provide the most ifnancial support, while NJ are far more
involved in child care  over 50 percent. Provision of advice is also extensive
(Shuval et al. 1985; Weihl et al. 1986). These ethnic patterns could relfect
differences in needs as well as cultural norms or the capacity of the elderly.

Table 7: Percentage of Parents Aged 65 and Over Helping Children in
Selected Areas

Ethnic Origin

Total Total Eastern Western Total
Source of help Population Jews Jews Jews NonJews

Type of help (percentages)
Housework 15.6 16.2 14.0 17.0 10.0
Childminding 31.2 29.6 28.2 30.2 53.3
Financial* 21.3 21.5 13.1 24.5 17.2

a With any frequency.
b Given regularly or on a speciifc occasion.
Source: Central Bureau of Statistics. Data derived from 1985 National Survey of the Elderly Aged

60 and Over in Households.

The Impact of Caregiving

Several studies in Israel have examined the burden of care on the informal
primary caregiver. A study of caregivers of elderly people who receive
public homecare services, found that feelings of burden in a range of areas
were widespread (Brodsky et al. 1986). Almost twothirds reported physical
strain, emotional stress and time restrictions. Economic burden was reported
by only 25 percent and about 40 percent complained of having to perform
unpleasant tasks. Spouses in general tended to report heavier burdens, with
the exception of time restrictions. These ifndings are consistent with studies
from other countries (Brody 1985; Doty 1986).

Evaluating the caregiving expeirence involves consideirng gains and losses,
and their relative importance to the caregiver. Emotional stress tends to be
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the most frequently reported problem. It is difficult to determine, however,
whether such stress results from having a disabled parent or spouse or from
the act of caregiving. Moreover, there are stresses associated with using
formal support by the family. Brodsky et al. (1986) found that 55 percent of
informal caregivers of homecare service recipients reported that the overall
burden was too heavy, 28 percent that they could not continue to help to
the same extent, and 8 percent that they could not continue at all. In every
respect, spouses reported more burden than did children. Within the general
population, Morginstin and Werner (1986) found that a smaller percentage
of family carers (about 15 percent) could not continue to provide the same
level (see also Krulik et al. 1984).

Unmet Needs

A number of surveys have examined the extent of unmet needs, including
a professional assessment of the extent of unmet needs and of quantitative
estimates of the actual service units required (Morginstin and Werner 1986;
Habib et al. 1986). These surveys clearly demonstrate that the elderly, their
families and professionals do not consider the present pattern of support
to be optimal. The measures of required support are several times the
levels of existing services. At the same time, even if all the requests for
additional services were met, the family's role would still be dominant. The
elderly, their families, and professionals also agreed that a large percentage
of elderly people on waiting lists for institutionalization could be better
cared for in the community if more services were made available. In the
vast majoirty of cases, the increase in services required would be less
than the cost of institutionalizing these elderly people. These findings are
somewhat surpirsing, particularly in the light of the current low rate of 1

institutionalization in Israel.
.'■' '\i .

Policies Concerning the Family

There is a broad consensus in Israel that formal assistance to the elderly
needs to be expanded so as to better meet their needs and ease the burden
on the family. This has led to the adoption of a longtermcare insurance law
within the national insurance system. (A compendium of articles on the law
is contained in a special English edition of Social Security.) Entitlement is
confined, however, to those who are disabled as regards most of the activities
of daily living, estimated to include about 40 percent of all disabled people
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in Israel. Moreover, it is equivalent in value to about 20 hours of care per
week if the person is totally disabled, and 12 hours if he or she is partially
disabled.

The law is unique in that it is one of the first examples of a full entitlement
to services, in contrast to the cash attendance allowances that exist in many
countries. It represents a compromise between those who favoured a cash ;
entitlement, and those who favoured a budgetrestricted service programme
financed by earmarked funds, but not providing a legal entitlement and
restricted to those with limited incomes. (See Habib 1985, and Habib and
Factor 1988 for a comparative analysis of the different approaches.) The \
arguments in favour of a cash entitlement included an interest in providing
incentives for family care and an equity argument that it was unfair to
provide less public support to families willing to provide more care. It was
also argued that the cash benefit would be less costly as many more elderly
people would remain in the community.

Those in favour of a services approach argued that it was equally inequitable
to provide essentially a subsidy for families that were capable of caring
themselves as opposed to those families that were not. Furthermore, if
most of the variation in actual support relfected family capacity rather than
willingness, the equity issues were marginal. Moreover, it was argued that
a cash incentive programme would almost surely be more expensive unless
there was a truly extraordinary difference in institutionalization rates, and
that many families were likely to refrain from requesting assistance if it was
offered in the form of services. There was also opposition to an entitlement
because there was so much uncertainty about how much the programme
would actually cost. It was argued that it would be possible to offer larger
benefits in a nonentitlement context to those elderly people with more
needs for formal care, whereas if there were an entitlement, the number of
applicants was likely to be much higher and the maximum benefit would
have to be restricted.

The law adopted has a number of features that reflect the compromise
between conlficting principles. On the one hand, there is a provision that if
services cannot be provided within 60 days, the elderly person is entitled
to an unrestircted cash benefit. This was a concession to those favouring
the cash approach, as well as the outgrowth of the logic of an entitlement
pirnciple. On the other hand, there is an income test which restricts eligibility,
despite the fact that it is a contirbutory insurance programme (in practice the
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limit is set very high, so that few elderly people will be excluded). This was
a concession to those interested in a more targeted approach.

The new law took effect in April 1988, and the rate of application has already
exceeded all expectations. Many elderly people who did not apply within
existing service contexts are now applying under the law. The law will more
than quadruple the amount of home care available, and will thus have major
potential impacts on family support patterns in the near future.

Despite the emphasis on expanding entitlements, there remains a strong
emphasis on the role of the family. In Israel the family is still responsible
for financing some of the costs of institutional care and many other services
received by the elderly, and while there is a tendency to strengthen the
enforcement of this provision, there is also a much greater sensitivity to
the need to support family caregivers in a variety of ways. There has been
a notable expansion of respite care with particular emphasis on daycare
facilities for disabled elderly people, which over the past 10 years have been

' extended across the country.

<■ There has also been a steady stream of handbooks and educational materials
I designed to inform the elderly and the family, for example, a guide ot
v families caring for the cognitively impaired elderly (Cohen 1987). The

National Insurance Institute, in cooperation with ESHEL (The Organization
for the Planning and Development of Services for the Aged in Israel), has
developed a programme for training family members caring for housebound
elderly people (Morginstin et al. 1985), and a series of iflms and videos
have been produced and made available to professionals around the country
(Csillaget al. 1986).

: Selfhelp groups and group work with families are not widespread despite a

number of recent initiatives, unlike individual counselling of families and the
j elderly. Counselling is carried out by nurses from Kupat Holim (the National

Sick Fund) in a network of local primarycare clinics, and by specialized
geriatric social workers from the network of local social welfare bureaus.
A new system of coordinated care case management for the elderly is
currently being introduced. Under this system, there are a number of teams,
each consisting of a nurse from the Kupat Holim clinic and the geriatric
social worker with responsibility for the same geographical area. These teams
are responsible for ensuring comprehensive assessment and care, and linking
up with all other professionals and service providers (Brodsky et al. 1986(.
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Their aim is to enhance the capacity of local service providers, both to deal
in a comprehensive and coordinated fashion with the needs of families, and
to pursue the most appropriate balance of formal and informal support.

Conclusion

Almost all elderly people in Israel have some kind of informal network, which
generally includes a range of family members, friends, and neighbours who
live nearby and maintain frequent contact. Public support has until recently
played a minor role, and privately purchased care is significant only with
respect to homemaking. Spouses predominate in the provision of assistance
in homemaking and play a major role in assistance with personal care. The
spouse is much more important among W and much less important among
NJ. The particularly low rate of care by spouses among NJ would also appear
to reflect cultural norms related to the retirement of women from household
tasks in favour of children and grandchildren, as reported by Weihl (1986).

Israel does not have an optimal balance of care for the elderly between the
formal and informal systems. This was clearly indicated in the evidence on
unmet needs and excessive family burden, particularly for spouses. The need
to address the burden of care on spouses contrasts with the more general
emphasis on children within the informal support literature.

The service system in Israel is undergoing fundamental change as a result of
the adoption of the new nursing law and the expansion of daycare services.
In the debate about the nursing law, it became clear that Israeli society was not
prepared to pay the full cost of replacing the family, nor was this considered
to be desirable. Moreover, the rapid increase in the needs of the elderly
population that are accompanying the rise in the over75 andover85 age
groups will ensure a constant race between the rate of service expansion and
the rate of increase in needs. Efforts to strengthen thefamily5s commitment
and ability to fulfil its role are expected to continue to play an important part
in the overall strategy of care for the elderly.



Family Support to Elderly Persons in Israel 755

References

Achdut, L. and Tamir, Y. 1985. Inequality and Economic Status among the
Elderly. Luxembourg Income Study Working Paper, CentreD 'Etudes de
Populations, de Pauvete et de Politiques SociEconomiques, Luxembourg.

Bergman, S., King, Y., and Bentur, N. 1988. The Systemof Services and Care
for Impaired Elderly in Kibbutz Society: Summaryof Results for Year One.
JDCBrookdale Institute, Jerusalem.

Brodsky, J., Habib, J., Factor, H., Naon, D., and Dolev, T. 1986. Patterns and
Burden ofCaregiving among Spouses, Children and Others. JDCBrookdale
Institute, Jerusalem.

Brody, E. 1985. Parent Care as a Normative Family Stress. Geronotologist,
25, 1929.

Central Bureau of Statistics 1986. The Aged in Israel: A Selectionof Census
Data 1 983 . Census of population and housing publication, No. 11, Jerusalem.

Central Bureau of Statistics 1985. National Surveyof Elderly Aged 60 and
Over in Households. Data tapes used as basis of calculations, Jerusalem.

Cohen, H. 1987. Guide to Families Caring for the Mentally Frail. JDC
Brookdale Institute, Jerusalem.

Csillag, D., Werner, P., and Kraniel, E. 1986. Training Family Members
Caring for the Housebound Elderly. Special Series. Series of video films.
National Insurance Institute, Jerusalem.

Doty, P. 1986. Family Careof the Elderly: the Role of Public Policy. Milbank
Memorial Fund Quarterly, Spring, 64 (1), 3476.

Habib, J. 1988. Aging Population Structure and Support for the Elderly.
In: Economic andSocial Implicationsof Population Aging: Proceedings of
an International Symposium on Population Structure (pp. 194227), United
Nations Population Division Series, New York.

Habib, J. 1985. Evaluating the Link between Informal and Formal Support.
JDCBrookdale Institute, Jerusalem.

Habib, J. and Factor, H. 1988. Approaches to the LongTermCare Insurance
Law and their Cost Implications. Social Security, June, 6984 (special English
edition(.



156 Aging in Israel

Habib, J. and Factor, H. 1986. Approaches to the Nursing Insurance Law
and their Cost Implications. JDCBrookdale Institute, Jerusalem.

Habib, J., Factor, H., Naon, D., Brodsky, J., and Dolev, T. 1986. Adequacy
of Care for Elderly Receiving Community Services for Elderly Awaiting
Institutionalization. JDCBrookdale Institute, Jerusalem.

Krulik, T., Hirschfeld, M, and Sharon, R. 1984. Family Carefor the Severely
Handicapped Children and Aged in Israel. Department of Nursing, Sackler
School of Medicine, TelAviv University, Tel Aviv.

Morginstin, B. and Werner, P. 1986. LongTerm Care Needs and Provision
of Services for the Elderly: Summary of Selected Data. National Insurance
Institute, Jerusalem (Survey No. 51).

Morginstin, B., Werner, P., and Karmeli, M. 1985. Training Family Members
Caring for Housebound Elderly (in Hebrew). National Insurance Institute,
Jerusalem (special series No. 23).

Shuval, J., Fleishman, R., and Shmueli, A. 1985. Patterns of Exchange
between the Elderly and their Children. JDCBrookdale Institute, Jerusalem.

Weihl, H., Azaiza, R., King, Y., and Goldsher, E. 1986. Living Conditions
and FamilyLifeofthe Rural Arab Elderly in Israel. JDCBrookdale Institute,
Jerusalem



Understanding the Pattern of Support
For the Elderly:

A Comparison between Israel and Sweden

Jack Habib* Gerdt Sundstrom** Karen Windmiller***

This article is based on a paper presented to the XIV Congress
of the International Association of Gerontology in Acapulco
Mexico, in June, 1989.
It has been published in the JournalofAging and Social Policy
4(1/2):I 87206, 1993, and as a JDCBrookdale Institute Reprint,
R9194. ■.

* Director, JDCIsarel : :;' '
** Institute of Gerontology, Jonkoping, Sweden
*** Lincoln Gerontology Research Centre, Abbotsford,''\ '

Australia



Table of Contents

Population Differences and Formal Services Development 162

Sources 163

The Nature of the Informal Support Network 164

Dependency, Family Status, and Living Arrangements 167

The Role of Formal and Informal Care 169

Comparison with Sweden in 1954 173

Conclusions 174

Bibliography 176

י ' 1 

1



PatternsofSupportfor the Elderly: Israel and Sweden 161

The roles of formal and informal support in the care of the elderly have
been a major focus of concern and research among policymakers. A central
issue has been the degree to which the development and expansion of formal
services leads to a reduction in informal support. Surprisingly, evaluations of
new programs in the United States have found little evidence of substitution;
formal services tend to supplement existing informal services rather than
replace them. For a summary of this research see Habib and Cohen, 1990
and Kemper, Applebaum and Harrigan, 1990. It has been suggested that
the provision of formal services may cause family members to shift their
efforts to other types of aid (Greene, 1983, and Lewis, Binstock, Cantor
and Schneewind, 1980), but these findings have not been replicated by
experimental demonstration project evaluations.

The San Diego Long Term Care Program (Pinkerton and Hill, 1984) and the
national Financial Model Channeling Demonstration (Christianson, 1988),
both conducted in the United States, found no decrease in help with ADL
(activities of daily living) tasks. They reported some decrease in informal
help with IADL (instrumental activities in daily living) tasks, but in the
Channeling evaluation the effects were only statistically significant at the
sixmonth followup and subsequently disappeared. Moreover, where help
was withdrawn, it seems to have occurred mainly among those least closely
associated with the client, namely, friends and neighbors and relatives other
than spouses or children who do not live with the elderly person. The total
number of visits per week and total number of hours of care from all informal
caregivers were not affected by formal support services, nor was the amount
of help from the primary caregiver (Christianson, 1988).

Another source of input on this critical issue is the analysis of crosscountry
variations. Has the informal system been replaced or signiifcantly reduced in
societies with changing age and social structures and older, more advanced
welfare states? Has the change been universal or focused on certain population
subgroups or situations? The Scandinavian countries have wellestablished
welfare states, and there have been conlficting claims with respect to the
present status of informal support in these societies. On the one hand, it has
been argued that the family is no longer a major provider of personal care and
homemaking services (Andersson, 1985). Moreover, it has been suggested
that the elderly do not want their children to provide these kinds of care
but prefer public sources of provision (Daatland, 1990). In contrast, Henning
Firis (1977) argues that studies in Denmark show that the introduction of
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services has not been accompanied by decreasing contact with or assistance
to elderly parents on the part of adult children. Gerdt Sundstrom (1986) and
Lars Tornstam (1989) contend that the informal support system is still very
important, and that contact between old people and their children is more
frequent than earlier believed.

In this article, we attempt to shed light on these roles by comparing two
societies, Israel and Sweden, that have very different population structures
and represent different points on the spectrum of welfare state development.
We examine how basic societal structural differences such as family networks
and living arrangements interact with dependency (i.e., requiring assistance
in areas of personal care and in homemaking) among the elderly to affect
care patterns. We also discuss the extent to which the different rates of formal
support are accompanied by significant differences in informal support
patterns. We emphasize an integrated perspective, with comparisons of total
populations of elderly over the age of 65, including those living in the
community as well as in institutions. Data on support to the elderly in
Sweden in 1954 will also be presented to enable comparison of support
patterns in the two societies at times when their demographic structures and
the extent of public support were similar.

Population Differences and Formal Service Development

Israel and Sweden have very different age distributions. In 1985, 9.79c of the
population in Israel was aged 65 and older, 4.590 aged 75 and over, and 2.190
aged 85 and over. In Sweden the respective rates were signiifcantly higher:
16.970 over 65, 7.270 over 75 and 3.590 over 85. The ratio of elderly to the
working age population was correspondingly much lower in Israel, 17.790
compared to 29.490 in Sweden (Torrey, Kinsella, and Taeuber, 1987).

In addition to these large differences in the age structure, there are
considerable differences in basic family patterns in the two countries.
Marriage and birth rates are considerably higher in Israel than in Sweden
and divorce rates are lower. Sweden is at the forefront of changes in
traditional family norms with high percentages of nonmarried adults, one
parent families, and children born out of wedlock (often born to parents
who are not legally married but who live together as couples). In 1984, 190
of children born in Israel were illegitimate compared to 44.690 in Sweden
(United Nations Demographic Yearbook, 1986(.
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Another point of comparison is the pattern of labor force participation for
women. In Israel in 1972, 349b of women aged 45 to 54 and 249b of women
aged 55 to 64 participated in the work force; in 1984, the figures were 4690
and 26*70, respectively (Torrey et al., 1987). In Sweden in 1975, 7590 of
women aged 45 to 54 and 509b of women aged 55 to 64 participated in the
work force; by 1985 the figures were 889b and 6090, respectively (Johnson
and Scott, 1988).

Despite these differences in some of the basic characteristics of the two
societies, life expectancy is fairly similar. Life expectancy in Israel in
1985 was 73.9 years for men and 77.3 for women (Central Bureau of
Statistics, 1987a); in Sweden in 1985 it was 73.8 years for men and 79.7
for women (United Nations Demographic Yearbook 1986). Sex differences
in life expectancy are greater in Sweden, yet the overall ratio of males
to females among the elderly is quite similar, with a difference emerging
only among those aged 80 and above, with a larger proportion of females
in Sweden (649b) than in Israel (549b) (Torrey et al., 1987). Regarding the
levelsof services to the elderly, previous research has established the high rate
of formal service provision in Sweden (Andersson, 1985; Daatland, 1985;
Sundstrom, 1983, 1985, 1986) as well as the limited role of formal support
in Israel (Habib, Factor, Naon, Brodsky, and Dolev, 1986; Morginstin, 1987;
Morginstin and Werner, 1986).

Sources

This analysis was possible due to the availability of a survey in each country
that integrates demographic data, data on needs, and data on helping patterns.
For Sweden, this was the 1975 Survey of Elderly Persons (Statistics Sweden,
1977), which studied both institutionalized and noninstitutionalized elderly.
The survey was conducted duirng the years when the provision of public
services to the elderly was at its peak (Sundstrom, G., 1987). The national
censuses, the Swedish Annual LevelofLiving Survey of 19801981, a study
by Sundstrom (1984) about family networks, and the 1954 Swedish Survey
of Elderly Persons (Statistics Sweden, 1956) were also most useful.

For Israel, we used the 1985 National Survey of the Elderly in the
Community (Central Bureau of Statistics, 1988). Supplementary data on
the institutionalized elderly were taken from a special survey conducted in
1981 (Factor, Guttman, and Shmueli, 1984). Other data were obtained from
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the national censuses and a number of special surveys, including a study on
kinship networks (Shmueli, 1989).

The Nature of the Informal Support Network

In the 1980s, some 609b of the elderly in Israel were married as compared to
519b in Sweden. The percentage never married was much higher in Sweden
(11 to 13*70) than in Israel (2 to 370). While a majority of the elderly in both
societies have children, more than twice as many in Sweden are childless
(2370 in Sweden in 1980/81 versus 1170 in Israel in 1985). These data suggest
that informal support should be more available in Israel. The difference in the
potential availability of informal support between Israel today and Sweden
in 1954 is even greater becauseof the larger gap in marriage rates (Table 1).

Overall, there is also quite a significant difference between the two countries
in patterns of living arrangements. First of all, in Sweden in 1975 close to 770
of the elderly were living in institutions compared to 49c in Israel in 1985.
Secondly, the percentage of older people living alone is very different in the
two countries: 289'0 in Israel in 1985 and 3890 in Sweden in 1986/87. This
difference is for the most part explained by a difference in the rates of those
living with children  1870 in Israel in 1985, compared to 570 in Sweden in
1986/87.

A similar disparity is evident when we look at the percentage of elderly who
are not marired (i.e. never married, divorced, or widowed) and not living
with children (subsequently referred to as the NMNLWC subgroup). This
was 3090 of all elderly in Israel in 1985 compared to 4290 in Sweden in 1975
(Table 2). Over the years, the percentage living alone has increased in both
societies and the percentage living with children has decreased.

A much larger percentage of Israeli elderly than Swedish elderly live with
their children (Table 1)  1870 in Israel (1985) versus 79b in Sweden (19801)
 or in close proximity to them. In Israel, 4190 live within 1.5 kilometers of
at least one of their children, versus 3370 in Sweden.
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Table 1: Marital Status and Household Structure for Elderly Aged 65+ in
Israel and Sweden2

Israel1 Sweden

1961 1972 1983 1985 1954 1975 1976 198081 1987

Marital Status
Married 55 58 60 61 46 50  51 51

Widowed 40 38 35 35 37 31  31 31

Divorced 2222245 7
Never married3 3 3 2 15 15  13 11

Total 100 100 100 100 100 100  100 100

Childless2 NA NA NA 11 23 NA 25 23 NA

Israel Sweden ;

1961 1972 1983 1985 1954 1975 198081 198687

Household Structure3
Alone 12 19 27 28 27 41 37 38
Spouse 35 45 51 52 33 46 52 54
Spouse and 0thers421 15 10 10 11 5 4 3
Child 30 19 10 8 16 4 3 2
Other2 2 2 2 1344 3
Total5 100 100 100 100 100 100 100 100

9ef in Institutions NA NA 4 4 6 7 NA NA

1 Israel data for 1985 relate ot noninstitutionalized elderly. The distirbution of marital status and
household structure is similar for aged 65+ and aged 6584.

2 Israel data refer to the noninstitutionalized. Sweden data refer to the total elderly.
3 Israel data for 1961, 1972 and 1983 relate to Jews only.
4 "Others" are almost exclusively children.

; 5 Figures may not add up to 10O9i due to rounding.

Sources:
ISRAEL: Central Bureauof Statistics, 1962, 1981, 1986, 1988; Be'er, S. and Factor, H., 1988; Noam,

', G. and Sicron, M. 1990.
SWEDEN: Sjoberg, I., 1990; Statistics Sweden, 1956, 1977, 1985a, 1985b, 1987.
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Table 2: Living Arrangements and Dependency of the Elderly in Israel
and Sweden (percentages)

Living With Not Living

ChildrenWithChildern^oof Pop.2
Total

Not Not Pop. (thou

Marired Married1 Married Marired1 Inst. Total Aged 65+ ands)

Total population aged 65+:

Israel 1985 9 8 49 30 4 100 304.5

Sweden 1975 5 4 42 42 7 100 1081.0

Sweden 1954 10 15 31 38 6 100 638.0

Population aged 65

dependent in:

Personal Hygiene:

Israel 1985 9 20 26 21 24 100 10 30.0

Sweden 1975 5 4 9 12 70 100 9 102.4

Cleaning:

Israel 1985 14 12 48 17 9 100 45 135.0

Sweden 19757532 39 16 100 45 454.0

Shopping:

Israel 1985 11 19 30 21 19 100 21 63.0

Sweden 19756826 35 25 100 27 296.2

Sweden 1954 14 21 31 23 11 100 52 336.0

Cooking:

Israel 1985 16 8 55 11 10 100 37 113.2

Sweden 19759636 23 25 100 26 285.9

Mobility:3

Israel 1985 10 18 33 26 13 100 18 53.8

Sweden 1975 2 5 19 44 30 100 12 158.0

Sweden 1954 8 16 24 32 19 100 20 127.6

1 Not married refers to those never married, divorced, or widowed.
: 2 Weighted ifgures.

3 Outdoor mobility: can or cannot get around unaccompanied outdoors.

Sources
ISRAEL: Central Bureau of Statistics, 1988; Be'er, S. and Factor, H., 1988.
SWEDEN: Statistics Sweden, 1956, 1977.
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There are many forms of support for the elderly. It is important to distinguish
between emotional support, which mainly related to maintaining contact,
and instrumental support, which relates to meeitng daily personal care and
homemaking needs. Some of the confusion in the literature with respect
to the extent of family care and to trends over time is due to a failure to
distinguish between these two types of support. In principle, formal services
could provide both emotional and instrumental care; however, in practice,
the formal care system tends to focus on instrumental care, with emotional
support left to the informal care system.

If we brielfy examine the evidence on emotional support as relfected in
frequency of contact, we find that although there is more contact between the
elderly and their children in Israel, contact is also very extensive in Sweden.
In 1985, 80*70 of Israeli elderly, including those who lived with children,
saw their children at least once a week (Central Bureau of Statistics, 1988)
compared to 6896 of Swedish elderly in 198081 (Sundstrom, 1983). Only
13*^ of the elderly in Israel saw their children less than once a week but at
least once a month, and 89cf saw them seldom or not at all, compared with
199S and 13'$<, respectively, in Sweden.

Dependency, Family Status, and Living Arrangements

Having identified some basic differences in potential informal support
between Israel and Sweden, we now turn to an examinaitonof the implications
for the dependent elderly. We first present data on dependency rates and
contrast the demographic status of the dependent and the independent. We
have confined ourselves to a single data source for each country which has
been manipulated so as to allow for maximum comparability.

Table 2 presents the dependency rates for the total elderly populations.
Nine to 109cf of the elderly in both countries are dependent on others for
personal hygiene. However, the percentage dependent regarding mobility is
considerably higher in Israel in 1985 (189cf) than in Sweden in 1975 (129S>).

One would expect a higher rate of dependency in Sweden because of the
older age structure. However, there are apparently offsetting differences in
the agespecific rates. This could be related to the higher levels of education
and income, which are very highly correlated with dependency. There could
also be a cultural difference in the tendency to perceive oneself as dependent
or to report dependency.
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The rates of dependency regarding homemaking vary considerably by type
of activity and the gap between the two countries vaires as well (see Table
2). In Sweden, the dependency rate is highest for cleaning (4590), while for
shopping and cooking the rates are much lower and are similar (2696 and
2190, respectively). In Israel, the rate is also highest for cleaning (the same
as that of Sweden  4590). Thirtyseven percent of the elderly in Israel are
dependent on others for cooking and the rate is lowest for shopping (2170).

Dependency regarding IADL, or daily living tasks, would appear to have a
strong cultural component. It is related not only to what the individual is
capable of doing, but also to what he or she has been culturally accustomed
to doing. This latter factor is particularly inlfuenced by sex roles. In Israel,
there are genderrelated norms for shopping and cooking. Men in Israel,
particularly those of Middle Eastern origin, tend to assume the shopping role,
whereas they would not generally take part in cooking. This may perhaps
explain the much higher rate of dependency for cooking in Israel as compared
to Sweden, and, by contrast, the lower rate for shopping. Sex differences are
further explored in Habib, Sundstrom, and Windmiller, in press. Regardless
of the source of these differences, they create differential needs for assistance.

We have seen in the previous section the major differences in the living
arrangements of the elderly in Israel and Sweden, and the advantage of the
Israeli elderly in terms of access to support. We now examine whether this
carires over to the dependent elderly or whether there are compensating
mechanisms at work. The difference in institutional rates among the overall
population translates into a large difference in the institutional rates of those
dependent regarding personal hygiene or mobility. Of those requiring help
with personal hygiene, 709c live in institutions in Sweden, as compared with
only 2470 in Israel. Similarly, of those requiring help with mobility, 30$> live
in institutions in Sweden as compared with only 1390 in Israel. For those
dependent in IADL, the difference in the rates of institutionalization is much
more limited.

The greater access to support of the Israeli elderly carires over to the
dependent as well. Sweden has a higher percentage in the highirsk NMNLWC
category for all dependent groups with the exception of those requiring
personal care, of whom 7090 are institutionalized. The difference in the
rates of NWNLWC in Israel and Sweden is even greater for those with
IADL limitations than it is for the elderly in general. At the same time,
not surprisingly, the dependent elderly in both countires tend to live with
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their children more than do the independent elderly. However, because
this tendency is greater in Israel, the gap between Israel and Sweden in
the potential availability of informal support is wider. Living arrangements
already reflect the differential involvement of informal sources of support.
The elderly who live with their spouse or children most probably receive the
range of services that are routinely provided to all members of the household.
We examine actual support patterns in the next section.

The Role of Formal and Informal Care

Considering the differences in potential informal support and living
arrangements, we would expect informal support to play a much greater
role in Israel than in Sweden. In this section, we analyze sources of support
according to the following categories: spouse or other household member,
family outside of household, friend or neighbor, help paid outofpocket, and
public help.

While there may be more than one source of support for an elderly individual,
the literature indicates that there is generally a primary supporter who provides
most, if not all, of the needed care. In the 1975 Swedish Survey of Elderly
Persons, dependent respondents were asked: "Who is your primary helper?"
The Swedish survey did not include help paid outofpocket as a category,
as it was not considered to be widely available. In the 1985 Israeli National
Survey of Elderly in the Community and the 1954 Swedish Survey of Elderly
Persons, respondents could cite more than one source of help. In order to
create a basis for comparison with the data from the 1975 Swedish survey,
we assigned in our study persons in both the 1954 Swedish survey and
the 1985 Israeli survey who were receiving support from more than one
source a primary caregiver according to the following order: public help,
spouse or other household member, family outside the household, friend or
neighbor, help paid outofpocket. As the availability of public help was
low, and as it was considered important to identify its full extent, it was
given ifrst priority. For example, if someone was receiving both public
help and help from a household member they were placed in the "public
help" category. Similarly, persons who received help from both a household
member and help paid outofpocket were placed in the "household member"
category. The percentage of dependent elderly receiving help from more
than one source was quite low. In Israel it varied from 190 in the area of
cleaning, to 570 in shopping, 29cf in cooking and 370 in personal hygiene.
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Moreover, approximately half of the persons who received help from more
than one source were receiving help from both their spouse and another
household member, which for the purpose of comparison with Sweden have
been combined into the same category. Thus, we do not believe that this
adjustment seriously limits the comparability of the data.

We found a very large difference in the percentage of dependent
noninstitutionalized elderly receiving formal support in the two countires.
In Israel, 89£> of the dependent elderly population received formal support
with hygiene, 79cf with shopping, 39cf with cleaning and 29c with cooking.
As a percentage of the total elderly, this represents 0.69c, \90, 039c, 0.69c,
respectively. In Sweden, by contrast, 2590of the dependent elderly population
received formal support in personal hygiene, 4490 in cleaning, 2390 in
shopping and 1690 in cooking. As a percentage of the total elderly this
represents \9c, \59c, 59c and 390, respectively. (Because of space limitations,
only data on help with personal hygiene and shopping are presented  see
Tables 3 and 4.)

Aside from the difference in total support between the two countries, there
is a clear difference in emphasis. In Israel, relatively speaking, there is more
of an emphasis on personal care, whereas in Sweden the emphasis is on
homemaking.

Although there is a much higher rate of formal support in Sweden, it does
not emerge as the pirmary source of support for either those with ADL
or IADL limitations. This is true overall, and for the various subgroups,
with one exception: those not married and not living with children. For the
NMNLWC, public support predominates with respect to personal hygiene
and cleaning (but not shopping or cooking). In both countries, formal support
is concentrated on this subgroup.

For all other groups, most care is provided by the informal support system,
with nonresident family members playing a significant part, especially in
Israel. Resident family members, another important source of informal care,
are most often spouses in Sweden, while in Israel spouses and children are
evenly represented.



Patterns ofSupportfor the Elderly : Israel and Sweden 171

Table 3: Source of Help for Noninstitutionalized Elderly Aged 65+
Requiring Help in Personal Hygiene (percentages)1

Total Population~.   Living With Not Living With
Dependent in Children or Children and Not
Personal Hygiene2 Total Marired Married

Source of Help
Israel (1985)

Spouse or other household
member 68 90 g

Family outside household 22 6 64
Friend/Neighbor 2 0 8
Public help 8 4 20
Total3 .. 100 100 100
Pop. N (thousands)4 22.6 16.4 6.1

Percent dependent 8 8 7

Sweden (1975)
Spouse/other household

member 65 83 33
Family outside household 9 13 
Firend/Neighbor , ■■,. 2 0 6
Public help 25 3 60 ;

Total3 100 100
Pop. N (thousands)4 28.5 18.2 10.5

Percent dependent 3 3 2

1 Missing values excluded {Q.2% of total Swedish population; (J.8% of dependent Israeli :

population). Israel category "no help" was excluded; (19cf of respondents). Sweden category
"not enough help" was excluded; (79S> of respondents, all of whom are unmarried). Category
"help paid out of pocket" not included in 1975 Swedish questionnaire.

2 Dependent (Israel and Sweden): cannot manage without help of another person.
3 Figures may not add up to 100 due to rounding.
4 Weighted ifgures. ' '
Sources
ISRAEL: Central Bureau of Statistics, 1988. ■ "  . ■.

SWEDEN: Statistics Sweden, 1977.

.■ .; ■■* , '■ .. ■ . 1. ; ■ .

1 
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Table 4: Source of Help for Noninstitutionalized Elderly Aged 65+
Requiring Help in Shopping (percentages)

Total Population Sweden, 1954 Sweden, 1975 Israel, 1985
Dependent
in Shopping Total NMNLWC Total NMNLWC Total NMNLWC

Source of Help

Sweden

Spouse/other household

member 77 28 15 46 68 g

Family outside household 11 30 26 21 21 65

Friend/Neighbor/Other2 8 30 17 10 6 14

Help paid outofpocket43 8 0 0 3 6

Public help 1 441232 7

Total4 100 100 100 100 100 100

Pop. N (thousands)5 294 76 99.0 216.1 51.8 13.3

Percentage dependent 49 32 22 22 18 15

Note: NMNLWC = Not married and not living with children.

1 Dependent in shopping: Sweden 1954: do not do this activity themselves; Sweden 1975: cannot
manage without help of another person; Israel 1985: have dififculty doing or cannot do this
activity.

2 In Sweden 1954, many of these persons lived with siblings, former employers, exfarmhands,
lodgers etc.

3 No help paid outofpocket reported in Sweden in 1975.
4 Figures may not add up to lOTOe due to rounding.
5 Weighted ifgures.

Sources
ISRAEL: Central Bureauof Statistics, 1988.
SWEDEN: Statistics Sweden, 1977, 1956.

Of particular interest are the differences in the informal support patterns for
the NMNLWC group. In Israel, family outside the household dominate the
care of the NMNLWC, while in Sweden support from family outside the
household is virtually nonexistent for personal care in the NMNLWC group
and relatively less frequent for the other areas of care. This may be due,
in part, to the fact that, relative to Israel, in Sweden a higher percentage
of NMNLWC receive care from other household members, usually siblings
(coresidence with siblings is high among the nevermarried, who constitute
a large group in Sweden), and from friends and neighbors.
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In summary, the overall difference between Israel and Sweden in the role of
public and family support is related to the difference in institutionalization
rates, which particularly affects the provision of personal care needs; to the
large difference in the degree of public support for one particular subgroup,
the NMNLWC; and to the larger prevalence of this group among the
Swedish dependent However, contrary to expectations, the family continues
to dominate the provision of care for homemaking needs in Sweden. In the
caseofpersonal care, public services predominate but only because of the high
rate of institutionalization, which has been a longterm historical reality in
Sweden. For elderly in the community, support by the family predominates,
even for personal care. Again, in contrast to common perceptions, co
residence is the main vehicle of family support in both countries, with family
outside the home playing a lesser role.

Comparison with Sweden in 1954

In this section, we examine changes in Sweden over time and compare Israel
in 1985 to Sweden in 1954, when the demographic structures and extent
of public support in the two countries were quite similar. During the 1960s
and 1970s, Sweden experienced dramatic changes in the age structure and
a peirod of rapid growth of the welfare state. The percentage of elderly
increased from 8.39cf of Sweden's population in 1900 to 10. 3^0 in 1951, and
then leaped to M.2% in 1985 (Johnson and Scott, 1988). In 1985, S.9%of
the Israeli population were aged 65 and over (Habib and Windmiller, 1992).
The 1954 Swedish data also show a labor force participation rate among
women similar to the current rate of women's labor force participation in
Israel (Central Bureau of Statistics, 1987b; Sundstrom, M., 1987). The 1954
data also enable us to compare the two societies piror to the major expansion
of the welfare state in Sweden, when the rates of provision of formal services
were more similar than they are today.

In Sweden in 1954 many more elderly lived with children than in Israel in
1985 (169cf in Sweden compared with 89cf in Israel) but fewer lived with a
spouse (339£> compared with 52<7e  see Table 1). The difference in mairtal
status patterns between Israel in 1985 and Sweden in 1954 reflects the impact
of different social norms for given age structures. Countires today reaching
the degree of aging that characteirzed Sweden in 1954 may have a very
different pattern of living arrangements, particularly with respect to older
people living with their children. This highlights the important interaction



1 74 Aging in Israel

between the process of population aging and the change in living standards
and norms.

Formal support was higher in Sweden both in 1954 and 1975, than in Israel
in 1985 (see Table 4 for an analysis of sources of help in the area of shopping,
as an example). The difference between Israel in 1985 and Sweden in 1954
is due to the higher rates of institutionalization in Sweden. These rates were
relatively high in Sweden well before the major period of rapid aging and the
development of the welfare state. The difference between Israel in 1985 and
Sweden in 1975 is also due to the much higher rates of formal community
services for elderly living in the community in Sweden at that time.

The analysis of Sweden over time and the comparison between Israel today
and Sweden in earlier periods highlight the fact that support from nonresident
family members was always relatively limited in Sweden, and would appear
to have even increased its role in recent years rather than to have declined. In
Israel, children living outside the elderly persons's home also play a relatively
small role in their support. The main impact of the greater availability of
public support in presentday Sweden appears to be in reducing the roles of
resident family, resident nonfamily, and friends and neighbors. In modern
Israel, the group of those living alone is no greater proportionally than it was
in Sweden in the 1950s, but it is the family that provides most of the care,
whereas this has never been the case in Sweden.

Conclusions

We now summarize the implicationsof these findings in light of the questions
raised at the outset of the paper. Firstly, we have seen that although the
informal system may be more limited in an older and more advanced welfare
state such as Sweden, it has by no means been eliminated there. Instrumental
forms of informal support seem to be far more common than many of the
observers of the Swedish scene would lead us to believe. Contacts and
emotional support certainly remain widely prevalent. Secondly, at least in
the case of Sweden, the more limited role of informal support seems to have
preceded the period of major population aging and is related to longerterm
cultural traditions with respect to institutionalization.

We have also found that differences between Israel and Sweden are very
much related to differences in residential patterns. In both countires, elderly
who live with their children are generally cared for by them without much
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external support. It is when the elderly live alone that the formal system has
tended to replace the family. This pattern seems to be universal, characterizing
both societies at all levels of development of formal support. The growth in
formal support is related both to the rise in its use within the group of those
not married and not living with children, and to the increase in the relative
size of this group. This rise is related to the growth of separate residences
made possible by the irse in living standards. At the same time, it has been
facilitated by the increased availability of services.

However, most of the elderly do not live alone, residing for the most part with
their spouse. This group has grown in the more advanced welfare societies
over time. Thus the overall balance of informal support is affected less by
the process of population aging.

Finally, we consider the implications of our findings for the question of
substitution between formal and informal support. It would appear that with
the growth of formal support the extent of informal support has declined
in Sweden in comparison to earlier peirods. Similarly, the higher level of
formal support in presentday Sweden, compared to Israel, is associated with
a correspondingly lower level of informal support in Sweden. While informal
support is still important, the findings suggest that at least some substitution
occurs between formal and informal services.

Our findings are very relevant to the current debate in the United States,
England and many other Western countries with respect to the future of
informal support. They suggest that informal support will continue to play an
important role in the care of the elderly. Therefore policies need to be geared
not only to developing alternatives, but also to strengthening the capacities
of families to address this challenge. Attention needs to be given not only
to children, however, but also to spouses, who are becoming more and more
cirtical in fulfilling this role.

Moreover, our findings emphasize the importance of the extent of institutional
services in determining the nature of the challenge faced by families in the
community. If institutional services become less available and more and more
elderly in need of personal care remain in the community, then coresidence
with the family for at least some peirod may become more and more
important. Similarly, home care services will need to shift their focus more
and more to the direction of personal care.
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Background

Since October 1989, there has been signiifcant immigration to Israel, the
majority of immigrants arriving from the former Soviet Union. Bymid 1993
almost half a million immigrants had arrived in Israel, increasing the total
population by more than 109£> (see Table 1).

Table 1: Total Jewish Population and Immigrants from former Soviet
Union and Total Immigrants, October 1989  March 1993

Jewish Total Immigrants from
Population Immigrants former Soviet Union

All Ages 4,242,539 471,344 414,769
Elderly Aged 65+ 458,295 58,545 54,638
Vo Elderly 10.8 12.4 13.2

Source: Central Bureau of Statistics (CBS), 1993a, 1993b, 1992, 1991. (Calculations performed by
JDCBrookdale Institute.)

The successful absorption of these immigrants into all aspects of life 
adequate level of income, housing, learning the language  requires sensitivity
to the needs of special groups, such as the elderly. Clearly, the need to adjust
to a new physical and social environment and adapt to new cultural norms
and values may pose greater dififculties for elderly immigrants than for
younger ones. Moreover, the need to acclimate to a new society just when
their ability to support themselves through employment is greatly diminished
and their health may be deteriorating, may compound the problems faced by
the elderly immigrant.

The 55,000 elderly who have arrived since 1989 from the former Soviet
Union have increased the total number of elderly in Israel by Yi^o. Even
though the influx of immigrants has slowed, about 10,000 elderly continue
to arrive each year. The proportion of elderly among more recent groups is
even higher than in the past. As a result, the annual increase in Israel's total
number of elderly due to immigration has been signiifcantly higher than the
increase due to the natural aging of the general Israeli population even in
1992 and 1993.
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Israel's Immigration Policy and the Elderly

The Law of Return grants automatic citizenship to every Jew who immigrates
to Israel irrespective of age. As citizens, the immigrant elderly are eligible
for the same basic benefits as are nonimmigrant elderly (Habib, Factor and
Benita, 1991; Benita, Habib and Factor, 1991).1 They are entitled to lfat rate
and supplementary old age benefits from the National Insurance Institute,
Israel's Social Security Administration, which are designed to provide a
guaranteed minimum income. They are not eligible for occupational pensions,
as is also the case for many longerterm immigrant elderly who have not
accumulated pension benefits in Israel. All elderly are covered by health
insurance and are eligible for longterrn care services in both institutional
and community settings.

In addition to the benefits they receive as citizens, elderly immigrants are
entitled to many of the beneifts that are provided specially to immigrants.
These include:

. a basic cash grant for living expenses for the ifrst six months and basic
purchases

. permanent monthly rental subsidies (in cash) after the ifrst six months,
even for elderly who live with their children2

. a cash grant, usually given in the 1 3th month of residence, to compensate
for eliminating the tax exemption previously granted to immigrant for
purchasing household appliances

. publiclysubsidized mortgages, which carry minimal interest rates and a
long period of repayment

. preference for publiclysubsidized housing, when available

In addition, the immigrants are eligible for a onetime loan, to be repaid over
a ten year period, beginning three years from the date of the loan (Habib,
Factor and Tamir, Forthcoming).

1 This paper confines itself to a description of the benefits 10 which immigrants from
"hardship countries", such as the former Soviet Union, are entitled. These beneifts are
broader than those provided to immigrants from Western countries.

2 It is possible for an elderly person to live in an apartment owned by a family member,
and still receive a rent subsidy.
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Unfortunately, the elderly immigrants are no longer eligible on a universal
basis to attend free Hebrewlanguage courses, as was the case in the past.
Because of the large number of immigrants, preference is now being given to
those of working age who require language skills. Access is now a function
of local municipal or voluntary initiatives.

While it is clear that national policy favors immigration and that much is
done to ease immigrant absorption, elderly immigrants remain a highrisk
population.

One of the central concerns of immigrant absorption is housing. The situation
for elderly immigrants is particularly dififcult for three reasons. First of all,
the cost of rental housing is prohibitively high. In general, home ownership
is predominant in Israel even among the elderly and the rental market is
limited. Rents went skyhigh as a result of the massive immigration, which
increased the demand for temporary rental housing. Secondly, there is a

severe shortage of subsidized public housing for the elderly. Thirdly, an older ^
couple, although entitled to a mortgage, will not be able to purchase an
apartment of their own, because it is necessary to be employed as collateral
against meeting the mortgage payment, and the payments, despite the subsidy,
may prove to be too high.

As a result, a major crisis has developed with respect to access of the elderly
immigrants to housing. The crisis was relfected directly in demonstrations
by elderly immigrants related to lack of housing as well as indirectly in
growing signs of severe economic hardship among elderly immigrants, in
large measure a result of their inability to access affordable housing. The
growth of soup kitchens all around the country to provide hot meals to the
needy immigrants, mostly elderly, was one of the symptoms.

One of the major issues that arose in planning housing policy for the elderly
relates to the extent to which the elderly could and would live with their
families in multigenerational households as opposed to requiring separate
housing solutions. This indeed is perhaps the single most important factor in
determining the extent of housing demands and the kinds of solutions that
should be implemented. However, no information was available either on
how the elderly immigrants were managing, given the dififcult conditions
described above, or what was the role of joint family living arrangements
in meeting their needs. All these factors led to interest in an indepth study
of the absorption of the elderly immigrants and their housing problems.



188 Aging in Israel

The JDCBrookdale Institute was approached to conduct the study and a
consortium was formed of major ministries involved in addressing the issues:
the Ministry of Housing, the Ministry of Absorption, and JDCESHEL (The
Association for the Planning and Development of Services for the Elderly in
Israel).3

The study, completed in 1993, is now playing an important role in the
development of a housing policy for elderly immigrants. This paper presents
selected findings from the study. It examined the housing needs of elderly
Soviet immigrants, their demographic characteristics (age, sex, family status);
health and functional status; family relations and the adequacy of existing
housing arrangements, and their housing preferences.

Considerations in Developing Housing Solutions for Elderly
Immigrants

Both the housing unit and the living arrangement are crucial to the quality of
life and functional ability of the elderly. This is particularly true for elderly
immigrants, whose social contacts are limited and who are often dependent
on a number of public agencies.

First and foremost, housing must be affordable, given the limited financial
resources of the elderly immigrants. Secondly, housing should be physically
safe and designed for theelderly's physical limitations (Lawton, 1970; Carp,
1976), and locatedwithin a convenient distance of neighborhood activities and
services (Hunt and Hunt, 1985; Regnier and Gelwicks, 1981). Lastly, as the
elderly person's world is narrowed to his immediate physical surroundings,
attention must also be given to the importance of the neighborhood in
reducing social isolation and enhancing involvement in community, social
and cultural activities (Carp and Carp, 1984; Lawton, 1980; Golant, 1989).

On another level, the characteristics of an elderly person's family network
significantly affect his independence, interaction with institutions and
services, and social contacts. Living with or near family can help minimize
an elderly person's dependence on the formal service system or facilitate his
contacts with that system. On the other hand, living in a multigenerational

3 ESHEL is a partnership between the AJJDC (American Jewish Joint Distribution
Committee) and the major governmental and public organizations with responsibility for
developing services for the elderly in Israel.
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family situation can be stressful for all concerned because of crowded
conditions and increased tensions.

The elderly are not a homogenous population; individuals differ in their
functional levels and ability to live an independent life, as well as in their
need or desire for social contact, and the support network available to them.
They also differ in their preference for living alone or in multigenerational
households. These relfect objective factors, general values and attitudes as
well as the nature of relationships between the elderly and their children
and sons and daughtersinlaw. Moreover, housing solutions must not
only consider theelderly's preference but the implications of their living
arrangements for public expenditures and support levels.

In addressing the question of housing preferences and incentives, particularly
in relation to the immigrant population, one has to relate to the time dimension.
During the ifrst period of immigration there are many factors motivating joint
residence. During that period, the ifnancial strains on the younger couple are
likely to be most severe and the economic incentive for joint arrangements
is most compelling. Moreover, the obvious dififculties of making longterm
housing arrangements for both the younger people and the elderly promote a
periodof joint living. These considerations change in importance, particularly
after the second year in Israel when most of the immigrants begin to obtain
stable employment and are prepared to choose a permanent place of residence
and begin buying homes in considerable numbers. It is at this point that the
family has to decide on what kind of longterm housing purchase is to be
made, taking into account the mortgage rights of the elderly and the space the
family would require, if the living arrangements are to be shared. It is also
possible that, in cases where the families did not live together in the Soviet
Union,or as a result of the tensions associated with the dififcult absorption
process, after two years of such arrangements, problems begin to emerge
and become more acute. This is another reason why this becomes a critical
period and why the whole issue of housing for the elderly came to the fore
only more recently, as more and more of the olim reach this phase of their
absorption in Israel. As of March 1993, 52'70 of the immigrants had already
been in Israel more than two years and this percentage is increasing rapidly
as time goes on.

1
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Methodology

The study was based on a national representative survey of 810 Russian
speaking immigrants aged 55 and over who immigrated since 1989 and who
had been in Israel for at least six months. Those aged 5564 were included in
the survey, since they have problems similar to those of immigrants aged 65
and over, such as limited ifnancial resources, and increased need for health
and social services. In addition, the study of those aged 55 to 64 has important
implications for longerrange planning. However, as the rights accruing to
immigrants in each of these two age groups differ, this report is conifned to
the needs and dififculties of immigrants aged 65 and over.

Demographic Background

Some of the basic characteristics of the immigrant elderly and the general
elderly population are presented in Table 2.

Table 2: Selected Characteirstics of the Elderly Immigrant and General
Elderly Populations (in 90)

Immigrant General
Elderly Elderly*

Aged 75+ 35 42
Women 63 56
Unmarried 53 39
Unmarried Women 44 33
Postsecondary

Education 60 20

* Source: Central Bureau of Statistics, 1987, SurveyofPersons Aged 60 and Over. Special Seires,
No. 913, Jerusalem.

Of the total number of immigrants over the age of 65, 3590 are over the age
of 75. This percentage is lower than that for the general elderly population,
where 4290 of the elderly are over the age of 75. Twothirds of the elderly
immigrants are women. The rate of widowhood is very high: 4490 of the
elderly immigrants are unmarried women, as compared to only onethird of
the general elderly population.
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Their levels of education are much higher: 6090 of the elderly Soviet
immigrants have postsecondary education, as compared to only 2090 of
the general elderly population. In part because free Hebrew classes are
unavailable to the elderly, their proifciency in Hebrew is low: even after two
years in the country over 50'7c are unable to carry on a simple conversation;
approximately 809c cannot wirte a simple letter or read.4 These last two
factors can signiifcantly reduce the capacity for separate living arrangements.

Living Arrangements and Housing Status

In light of the dififculties we described with respect to the access to housing,
it is not surprising that housing dififculties were cited with the greatest
frequency (7590) by elderly immigrants when asked about the two main
problems they had encountered during the absorption process. About half of
the immigrants cited ifnancial dififculties, and only 109c cited employment.

The ifrst question that airses, therefore, is how the elderly access housing
during the initial phases of their absorption in Israel. The solution was found
within the family network. One of the most important ifndings is that for
the most part the elderly did not come on their own. Most of the elderly
immigrants came with their children, as indeed 9090 have children in Israel.

In Table 3 we present the living arrangements of the elderly. Threequarters
of the immigrants live with their children, as compared to only 2090 of the
general elderly population. Only 390 of the elderly immigrants live alone
compared to 2890 of the general elderly population.

Housing Status, Preferences and Satisfaction

One of the most dififcult issues faced by Israeli policymakers is the
interpretation of the signiifcance of the prevalence of the joint living
arrangements. In contrast to the general preconception, the rates of elderly
who had lived with their children in the former Soviet Union were found to
be lower than had been expected  only 4090.

4 Among those aged 5564 who are eligible for Hebrew classes, less than 209& report they
are unable to carry on a conversation; slightly more than 409'o are unable to read or wirte.
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Table 3: Living Arrangements of Elderly Soviet Immigrants and General
Elderly (in <?0)

General
Immigrant Elderly*

Lives Alone 3 28
Lives with Spouse Only 12 51
Lives with Children

(with or without spouse) 74 20
Lives with Other 11 1

* Source: Central Bureau of Statistics, 1987, SurveyofPersons Aged 60 and Over. Special Seires,
No. 913, Jerusalem.

Thus, one consequence of the process of immigration to Israel has been a
change in household composition. As shown in Table 4, almost all of those
who lived with their children in the Soviet Union continue to live with them
in Israel (92'$((. However, most of those who lived alone or with a spouse in
the Soviet Union now live with their children (7390 and 60*70, respectively).
In all, only 40$ of those living with their children in Israel had lived with
them in the Soviet Union. It may therefore be concluded that in 60*70 of
the cases, the joint living arrangement is a consequence of the difficulties of
immigration, and not a continuation of former living arrangements.

It would seem that the major reason for the change in the degree of joint
living arrangements is economic: 809c cited economic considerations as
the primary reason for living with their children. The majority of elderly
immigrants rent lfats on the open market; only a small proportion own their
own apartment or live in publiclysubsidized housing (see Table 5).

In the majority of cases, rent subsidies cover only part of rental payments.
Elderly immigrants find it nearly impossible to make up the difference with
their old age beneifts. While joint living arrangements help to distribute the
ifnancial burden, rent costs remain a serious problem. About 8590 of elderly
immigrants live in apartments with a monthly rent of over $300, and about
onethird in apartments with a monthly rent of over $500. Rent subsidies
range from only $180 to $220, depending on the immigrant's marital status.
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Table 4: Living Arrangements After Immigraiton, by Living
Arrangements Before Immigration (in 90)

Living Arrangement in the Soviet Union

Living Lived Lived Lived
Arrangement Lived with with with
in Israel Total Alone Spouse Children Other

Total 100 100 100 100 100
Lives Alone3 6 2 2 5
Lives with

Spouse 122 30 1 4
Lives with

Children 74 73 60 92 46
Lives with

Other 11 1985 44

Table 5: Housing Status of Elderly Immigrants from Former Soviet Union
by Lenth of Time in Israel (in 0/6)

Total Elderly Immigrants Two
Immigrants or More Years In
(from 10/89) Israel

Owned by Elderly Individual 1 2
Joint Ownership with Family 8 12
Owned by Family Member 3 5
Publiclysubsidized Housing 7 15
Rented on the Open Market 81 66

The general housing conditions also inlfuence younger families during the
initial period of absorption, as they also rent on the private market unitl
they are in a posiiton to buy an apartment. Thus, another incentive for joint
living arrangements is theelderly5s income which, no matter how small,
significantly contributes to total household income; in fact, onethird of the
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elderly immigrants reported that they provide ifnancial assistance to their
children.

In light of the very high level of housing costs in relation to income, it is
not surpirsing that as many as 859cf of the immigrants surveyed reported that
they had dififculty meeting their basic needs, including food, transportation,
and utilities.

While the main reason for joint living arrangements is economic, there
are some other advantages, both for the elderly person and for his family.
Grandmothers usually take care of their grandchildren, enabling their children
to work or look fora job. Over sixty percent of the elderly immigrants living
with their children in Israel reported that they assist them in child care and
household tasks.

The assistance an immigrant family provides its elderly members is even
more crucial than that provided in families of longterm residents, largely
because of the elderly immigrants' difficulty adapting to a new physical and
social environment. Joint living arrangements also offer an alternative to the
longterm care system.

Elderly immigrants are much more disabled than the general elderly
population. For example, 2696 of immigrants aged 75 and over need
assistance with personal care (ADL), as compared with 15*$) of general
elderly population (see Table 6); 7470 need held with household tasks
(IADL), as opposed to 559£> of the general elderly. As yet, the majority
of assistance is provided by families who live with their elderly relatives,
resulting in fewer applications for formal services than might be expected.
Thus any move to independent housing units would decrease the availability
of informal support from family members and increase the burden on the
service system.

In the ifnal analysis, the question is to what extent the elderly prefer their
existing arrangements or are interested in moving to independent housing.
This question was posed directly to the elderly in the survey. Their responses
indicate that many elderly would prefer moving to an independent housing
unit: 409S> of those living with their children reported that they were not
satisifed with this arrangement, and complained of tension, conflicts and
overcrowding. The degree of dissatisfaction is even higher when an elderly
couple lives with their children, as is to be expected.
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Table 6: Health and Functional Status of Elderly Immigrants Living in the
Community Compared with LongerTerm Elderly (in 9cf)

Immigrants General Elderly*

Disabled in ADL**
6574 6 5
75 and over 25 14

Disabled in IADL***
6574 40 40
75 and over 74 55

♦ Factor and Pirmak, 1990; National Information Center for Services for the Elderly, JDC
Brookdale Institute

** Bathing, dressing. eating and mobility in the home
*** Cleaning, laundry, shopping and cooking

Table 7: Satisfaction of Elderly Immigrants with Current Living
Arrangements, by Household Composition (in 9cf)

Total Lives Lives with
Living with Lives with Other
with Spouse 8c Children Family
Others Children Only Member*

Satisifed 61 50 67 69
Not so

Satisifed 26 32 22 22
Dissatisifed 13 18 11 9

* Includes siblings. cousins, and parents

Those who are dissatisifed with joint living arrangements cite family tension
(409&), noise (429cf), overcrowding (369cf), and lack of privacy (359cf) as the
primary sourcesof dissatisfaction. As an example of overcrowding, onethird
ofwidowed elderly who reside with their children have no room of their own.
It should also be emphasized that 60*$ indicated satisfaction with the mutual
living arrangements, citing the opportunities for mutual help and avoidance
of isolation.



[ ■י

196 Agingin Israel

Forty percent of all the elderly expressed an interest in living in sheltered
housing or other forms of adapted housing for the elderly. This includes both
elderly who are now living on their own or with a spouse as well as those
living with children. The diverse responses of the elderly with respect to
their present living arrangements reinforces the need for a set of policies that
will take this heterogeneity into account. In any case, it is clear that there is
a significant unmet need for housing solutions among the immigrant elderly.

Policy Implications

In light of the substantial increase in the number of elderly resulting from
the recent wave of immigration, and the unique characteristics and needs
of the elderly immigrant population, it will be necessary to give immediate
attention to the development of services in a number of areas.

Housing is one of the central concerns for the elderly immigrants, as
it influences their financial situation and general wellbeing. As has been
shown, the majority of the elderly immigrants live with their children 
far more than is customary among the general elderly population in Israel
and more than was customary in the former Soviet Union. A significant
percentage is not satisfied with these joint living arrangements and would
prefer independent housing. On the other hand, the majority would seem to be
prefer to maintain these arrangements, including many who did not live with
their families in the Soviet Union. While economic considerations promote
joint living arrangements, it is not clear what will happen in the future, when
the children become more established financially and the incentives for these
arrangements decrease. If even 109cf of these immigrants make the move to
some form of independent housing, an additional 4,000 housing units will
still be needed.

The question of housing for the elderly immigrants was not a major focus
of the attention of public policymakers in Israel in the early years of the
massive immigration. At that time, there was a major concern to provide
sufficient housing units for the immigrants as a whole in a race against time.
As it turned out, as the rate of immigration began to decline the housing
problem began to ease, although it has taken on a new shape. In the end, it
turns out that there was massive overconstruction relative to the demand in
the peripheral areas of the country and the government was forced to buy
up thousands of housing units which had not been sold from the contractors,
while in the centerof the country housing remained in short supply relative to
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the demand. New construction was based on the desire of the government for
broader geographical dispersion of the immigrants; if the rate of immigration
had continued at the high rates it achieved in 1990, with a peak of 200,000
immigrants, the program might have succeeded.

For the various reasons we have alluded to, the problems of the elderly began
to emerge more recently and this delay is perhaps understandable in light of
the findings of the study. In June of 1992, the government took a number
of new policy measures to address the needs of housing for the elderly to
allocate some 6,000 units that had not been sold in the more peripheral areas
for weaker groups among the immigrants  oneparent families, elderly and
the disabled  thus creating a network of public subsidized housing for these
groups.

Secondly, a decision was made to allocate special funds to subdivide larger
apartments into smaller units suitable to the elderly. Thirdly, discussions
are seriously underway to expand the sheltered housing for the elderly in
the center of the country, where the majority of elderly immigrants are
concentrated.

As of now, some 450 units are under construction by the Housing Ministry
in cooperation with ESHEL, however, very significant expansion is under
consideration at the time this paper is being written.

One of the reasons for the delay in the construction of sheltered housing is
that in contrast to earlier period, the government has, in recent years, largely
refrained from the development of public sheltered housing and has left it
primairly to the development of the pirvate sector. Thus the question was not
only to recognize the needs of the elderly immigrants, but also the reluctance
of the government to reenter this area to launch a new commitment to public
intervention in a significant way. Even the stock of existing publicsubsidized
housing was being sold off to the residents over the years, reflecting the desire
of the government to reduce the role of the public sector (Shtarkshall, 1987).

The magnitude of the immigration in general and the large numbers of elderly
immigrants has had a major impact on many aspects of Israeli social policy.
It thus required a reassessment of all the existing approaches to addressing
housing needs and to consider not only changes in the general policies but
solutions and programs that would be speciifc to the needs of the immigrant
elderly.
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The need to rapidly expand services that will meet the needs of the elderly
immigrant population has brought to the fore the question of standards. On
the one hand, there was considerable pressure to lower standards in order
to increase coverage. It was also argued that lowering standards would be a
mistake, given the time and effort invested in establishing them. Ultimately,
both longterm residents and the immigrant elderly populations will have to
use the facilities or services that are developed. In general, standards were
lowered in both the housing area in terms of the size of the apartments and
construction standards, and the basic cost per bed for longterm care beds
was also reduced by decreasing space per resident.

We have referred in the paper to the high rates of disability among the elderly
olim. It is worth noting that the national efforts made to address the longterm
needs of elderly olim differ significantly from that which was made in the
area of housing. Very early on, projections were made of the number of
disabled elderly that are likely to arrive based on the initial assumption of
1,000,000 immigrants within 67 years. In addition, estimates were made
of the community and institutional services that would be required to meet
their needs (Habib and Factor, 1991). On the basis of these projections, a

consortium was formed between the Claims Conference,5 the AJJDC, and the
Israeli government to construct 3,000 additional institutional beds over the
peirod 199096. This plan is being implemented on schedule and has averted
a cirsis in the access of either the new immigrants or the general elderly
population to longterm institutional care, despite the huge increase in needs.
In addition, the immigrants were given immediate access to the entitlements
that exist for community services under the Community Longterm Care
Insurance Law, which is part of Israel's social secuirty system.

There is a close interaction between the availability of housing and the
need for longterm care and other health and social services. The rate
of utilization of longterm institutional beds by the immigrants has been
irsing dramatically. For example, the number of elderly immigrants living in
institutional settings doubled from 350 at the beginning of 1992, to 770 at
the beginning of 1993 (Be'er and Factor, 1993). Clearly, any further unmet
needs that develop in the area of housing will exacerbate the demand for
institutional care. At the same time, the mutual living arrangements also have
a restraining inlfuence on the need for formal and community services. For

5 The organization responsible for negotiating and distirbuting reparations to
German/Austiran survivors of the Holocaust.
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those families that have an interest in maintaining mutual living arrangements
and caring for disabled parents in that framework, the availability of support
for these living arrangements is another critical area for policy intervention.
This includes adequate ifnancial incentives to address the housing needs
and avoid overcrowding in such mutual living arrangements as well as the
availability of the community services to assist the family in caring for those
elderly with special needs.

It should be emphasized that there is also a need to address the cultural
and social absorption of the elderly immigrants. This need arises whether
they live with their children or in separate living arrangements. For example,
JDCESHEL has developed a network of social clubs for the elderly olim
in cooperation with the Ministry of Absorption and local municipalities
which meet a range of cultural and functional needs while providing
language training and acculturationrelated programs. These have sometimes
represented the only avenue of contact with the broader Israeli society and
the provision of opportunities to ifll in the gaps in their knowledge of Jewish
history, culture and traditions. The participation in such activities has broad
signiifcance for the morale of the elderly and in turn for their role within the
broader family unit. Many of the more disabled elderly are being absorbed
into a special networkof daycare centers that ESHEL has developed all over
the country.

The interaction between the elderly and his family has broad implications for
the welfare of the elderly individual, the welfare of the family, and the nature
of the needs and demands on the public service system. This paper has shown
how the immigration process changes previous balances or relationships
between the elderly and his family and interacts with the need for services in
the absorbing society. On the one hand both the elderly person and his family
can provide a mutual buffer to address the dififculties of absorption into a
new society. On the other hand, their dififculties can be mutually reinforcing
and thus enhance the problems faced by both generations. The willingness to
make special efforts in both directions probably increases during the initial
phases of immigration but the question of the longterm equilibrium then
becomes a very cirtical one. Public policies interact in complex ways with
these internal family processes, by affecting the nature of the opportunities
and options available to the elderly person and his family, which in turn affect
their considerations and decisions. In addition, their decisions are influenced
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by the preferences and priorities of the elderly and their children for solutions
within the family as opposed to reliance on external sources of support.

The saga of the elderly olim that have come to Israel as part of the recent
massive immigration is one that is still unfolding. As we have shown, there
are indications that too much reliance was placed on the informal support
system in the early phases of the mass immigration and there is a focused
effort to expand public solutions. At the same time, it does seem likely that
for a range of reasons, intergenerational arrangements will play a greater
longterm role among the immigrants than they played within the former
Soviet Union. Thus public policy will need to continue to monitor very
carefully the development of these family relationships and the quality of the
solutions provided by the intergenerational framework in order to respond
sensitively both to the needs of those elderly wishing to live independently
and the needs of those elderly who wish to continue living with their families.
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1. Introduction

Israel is in a histoirc peirod in its economic and social development It
has been undergoing a peirod of significant structural change accompanied
by continued rapid demographic growth. These processes have all been
accelerated, transformed and modified by the initiation of massive
immigration from the former Soviet Union, with the population having
increased by about 1096 over the two year peirod from 19901992. In this
paper, we present an analysis of the implications of immigration for health
and social service needs, with a particular emphasis on the implications of
the percentage of immigrants who are elderly. We begin by providing a basic
picture of the existing demographic structure of Israel. We then descirbe the
methodology that will be required to project the expected health and social
services which will be required in Israel over the next ten years. Finally
we present the estimates of the social service implications airsing from the
current surge of immigration in Israel and the share of the elderly in total
service needs.

The research which is presented here was part of a broader study on
projections of need and costs for the health and social services for the entire
Israeli population. The study was conducted in an effort to contribute to the
planning process for future health and social services necessitated by the
massive immigration to Israel from the CIS (former Soviet Union).

2. Sociodemographic Characteristics of the Israeli
and Immigrant Population: 19902000

2.1 The Situation in 1990

The population of Israel was 4.8 million at the end of 1990 (see Table
1). Duirng 1990, nearly 200,000 new immigrants arirved in Israel, mostly
from the Soviet Union. The population by the end of 1991 is estimated to
have increased by an additional 240,000, including about 170,000 additional
immigrants (CBS, 1991a; CBS 1991b; Bureauof the Finance Minister, 1992).
From July 1989 until December 1991, 350,000 immigrants from the Soviet
Union alone arirved in Israel.
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2.1.1 Age Structure
The age distribution differs for the veteran and the immigrant population
(Table 1). The percentage of children and youth (024) is low among the
immigrants (369?) compared to 4990 for the veteran population), while the
percentageof elderly is higher (1290, as compared with 990 among veterans).1
The population of working age (2564) is also higher among the immigrant
population (5290, compared to 4290 among veterans).

2.1.2 Family Status by Age and Sex
Marital status by age and sex provides an important indication of the
family structure of the population. For men there is little difference between
veteran Israeli and immigrant populations. For women there are, however,
significant differences. Among the immigrants the percentage of nonmarried
is considerably higher for women above age 44. For example among women
4554, 84*70 among veterans are married and only 74*70 among the immigrant
population. Among the immigrants the percentage married drops to 6590 in
the 5564 age group and 3570 among women age 65+, compared with 7590
and 4490 among the veteran population (see Table 2). As a result, one ifnds
a much higher percentage of oneparent families among the immigrants and
elderly at risk of social isolation than among the veteran population.

2.2 Projections for the Years 1995 and 2000

Projections that were recently prepared by the Central Bureau of Statistics
are based on two assumptions regarding the number of expected immigrants
from the Soviet Union between 19911995. One projection assumes 500,000
immigrants, while the other assumes 800,000 immigrants during this period.
We have used the higher estimate of 800,000 immigrants from the Soviet
Union during these four years  i.e. about a million immigrants from the Soviet
Union between 1990 and 1995. The projections related to the immigrants
were based on the age and sex structure of the reservoir of potential Jewish
immigrants registered at the Israeli Embassy in the former Soviet Union. This
entire reservoir of 1,000,000 immigrants is expected to have immigrated to
Israel by 1995.

Based on these assumptions, the population of Israel is expected to increase
by 2990 from the beginning 1990 and 1995, and will number some 6

1 Up to March 1992, the percentage of elderly among all the immigrants who had arirved
from the Soviet Union increased to 139cf (CBS, unpublished data(.
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million persons in 1995 (see Table 3). By the end of the century the Israeli
population will reach 6.3 million  an increase of 3196 from the beginning
of the decade (1990). The assumption underlying this projection is, that from
1996 onwards, the wave of immigration will drop off suddenly to a level of
10,000 immigrants a year. Therefore, most of the increase in the population
(about 80*$( is assumed to take place during the years 1990 to 1995 (CBS,
1991e).

2.2.1 Age Structure
We now turn to the analysis of the contribution of immigration to the
population growth. Between the beginning of 1990 and 1995 the overall
population is expected to grow by 2990 . 709c of this growth is expected
to be due to immigration. Among the elderly the impact of the immigration
is greater. The elderly population is expected to grow in those five years
by 4390, with 8190 of the growth due to immigration. The working age
population (ages 2564) is also expected to grow faster than the average. Up
to 1995 it will grow by 3690, with 709c of the growth due to immigration. On
the other hand, the children and youth groups (024) will increase by only
2190. The impact of immigration is somewhat lower for this group than for
the other age groups, 6890. As a result of this differential rate of growth, the
percentage of children and youth will decline to 4690 and the working age
and the elderly will increase slightly to 4490 and 1090, respectively. As of
2000, no further significant changes are expected in the age structure of the
population.

Another way of looking at the demographic changes expected in the coming
years is through the "dependency ratio" (see Table 4). This ratio reflects the
ratio of the dependent population  children (018) and the elderly (65+) 
to those of workingage (1964). The decline in the proportion of children
contributes to a decrease in the overall dependency ratio, which is expected
to decrease from 91 dependents to every hundred persons of working age,
to81 in the year 2000. The decline in the dependency ratio is due primairly
to the much lower dependency ratios within the immigrant population. The
dependency ratio of the elderly remains constant (18 dependents to every
100 of working age). Thus some relief in the costs per worker of financing
services for the dependent population is expected by the end of the century.
However, in the short run the large cost of resettling the immigrants and high
unemployment rates will increase the dependency burden. The dependency
ratio among the immigrants remains lower through the year 2000, although
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there is somewhat of an increase, particularly in the elderly dependency ratio
from 0.20 to 0.28.

2.3 Labor Force

Table 5 describes the characteristics of the civilian labor force in Israel.
The labor force is defined to include all people over 15 who were either
"employed" or "unemployed" (people who were not working but were
actively looking for work). The table shows that about half of those aged
15 and over are in the labor force. This percentage is not the same among
men and women: nearly twothirds of the men (629b) and only 419b of the
women.

The average unemployment rate in 1990 was 9.69b. Studies conducted by
the Bank of Israel indicate that an influx of 1,000,000 immigrants will have
an impact on unemployment rates at least over the next five years (Bank
of Israel, 1990, 1991) and projections by the National Insurance Institute
indicate that the overall rate of unemployed is expected to rise continuously.
The fact that among the immigrants a high percentage are of working age
ensures that their labor force participation will be especially high. Moreover,
the immigrants specific age/gender labor force participation rates for 1992
are similar to those for the Soviet Union and are higher than those for veteran
Israelis. The average unemployment rate rose to11.69b in the ifrst quarter
of 1992 (CBS, 1991f). It may rise as high as 159b in 1993 and is then
expected to begin to decline to about 149b of the labor force in 1995. The
percentage unemployed among the immigrants was three times as high as
among the total population  about 309b (some 229b among men and 399b
among women) of April 1991. Among those immigrants who have been in
Israel for over a year, the proportion of unemployed is smaller  about 2490,
and among men it declines to as low as 14.59b. The rates of employment do
not of course say anything about whether the immigrants are employed in
their professions, or in jobs appropriate to their skills.

According to present rates of labor force participation, the total number of
persons in the labor force (working or looking for work) will increase from
1.65 millionto 2.19 million, representing an increaseof540,000 jobs that will
have to be created between 1990 and 1995. From January 1990 to December
1991, 150,000 jobs have been added to the Israeli economy, 122,000 of these
in 1991 (Ministry of Finance, 1992(.
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Economic factors in Israel and in the Soviet Union could inlfuence the future
rates of immigration and change the age structure of the immigrant population.
As indicated above, unemployment rates in Israel may cause a decline in
levels of immigration, and in fact in 1992 the number of immigrants declined
by 4070. If this pattern continues, the number of immigrants is expected to
reach 800,000 rather than one million by 1995, however further immigration
is expected from the Soviet Union up to 1998. Political changes or change
in economic policies such as those related to pension schemes in the Soviet
Union could also have an impact on the rate of immigration and its age
structure.

3. Methodological Issues

In analyzing the impact of immigration, one needs to make a number of key
distinctions:

1) A distinction should be made between a spurt of growth in the population,
and a change in its rate of growth. For example, the arrival of 1,000,000
immigrants between 19901995 will affect the total sizeof the population
and inlfuence its rate of growth for those years. If immigration continues
at this pace for several years, the rate of growth of the population will
remain high. Conversely, if this proves to have been an isolated spurt of
immigration, the rate of growth of the population will return to what it
had been previously. In either case, however, there will be an absolute
change in needs resulting from the growth of the population base.

2) A distinction should be made between the impact of immigration on
service needs (units of services, physical structures, and personnel), and
on social service costs. Providing the necessary services necessitates
major organizational efforts, in construction, in recruitment and training
of personnel, and in arranging for service provision. The costs necessitate
efforts to address the problems of financing and of reallocation of
resources.

3) A distinction should be made between the implications of immigration
for the costs of developing as opposed to operating the new services. The
time pattern of these costs is quite different and the options for finance
as well. In this regard, a critical issue is the question of development on
the basis of private as opposed to public resources.
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4) A distinction should be made between the immediate and longterm
budgetary impacts. Demographic changewithin the immigarnt population
(particularly aging) and the process of absorption of immigrants into the
labor force will impact on the nature of needs and the division of
responsibility among different governmental agencies, as well as on the
ifnancing possibilities.

In this paper, we examine both physical service needs as well as the budgetary
implications, and we examine both capital and operating costs of the various
services. Both shortterm and longerterm impacts are considered.

The services that were included in the projections are:

a) Health services, including: general hospitalization and rehabilitation
services, ambulatory care, mental health and preventive services provided
by the sick funds and the Ministry of Health.

b) Social services, including: a) institutional and community services for
the elderly disabled and living alone (including those covered under the
Community Longterm Care Insurance Law) and senior social clubs for
semiindependent elderly; and b) institutional and community services
for the physically handicapped and retarded.

c) Income maintenance, including:
. The basic resettlement basket awarded to each immigrant, intended to

cover initial expenditures, including living expenses for 12 months,
rent and household maintenance for six months, and the expense of
attending Hebrew classes.

. Beneifts provided by the National Insurance Institute, such as old age
and survivors' beneifts, beneifts for the handicapped and disabled,
maternity and child allowances, minimal income maintenance and
unemployment beneifts.

The key methodological issue is how to relate the characteristics of the
immigrants to social service needs. Efforts to link demographic change and
social service needs are based on establishing a link between demographic
characteristics of the population and the need for services. The following
steps are involved in establishing these links: deifning the dimensions of
need; identifying possible indicators; identifying a database with data on
both the indicators and needs; connecting indicators to needs; estimating the
parameters that link indicators to needs; and, ifnally, translating the needs
into units of service and costs.
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In general, the data base in Israel as in most countires to make such estimates
is very limited. Very often unit cost data for services is not readily available,
and data on the vairation of needs and costs with vairous demographic
factors is even more limited. The present paper builds on efforts that have
been made over the years in Israel to develop a better basis for projecting
needs (elderly: Factor and Habib, 1986; Factor and Pirmak, 1990; Habib et
al., 1986); health: Report of the Subcommittee to Examine the Allocation
of Employer's Tax among the Sick Funds, 1990). In addition, special efforts
were made to complement the availability of such data in a number of areas.

Underlying the concept of service need is the identification of populations
with specific problems that generate the need for services. For example,
unemployed immigrants who need some form of income maintenance, or
disabled elderly who need some form of assistance in meeting their daily
personal and household maintenance needs. Demographic projections can
ifrst focus on the estimation of the extent of these pirmary problems. The
translation into units of service requires further assumptions. Not all needs
need to be met by public services, and some can and will be met by informal
sources of support, such as family members. Secondly, there may be more
than one kind of service that can address a particular need, such as institutional
versus community care for the disabled. Thirdly, the translation into costs
depends upon the standard of service provision. Income maintenance beneifts
may be more or less generous, the quality of accomodations and manpower
ratios can vary for vairous inkind services. Finally, social service systems do
not generally fully meet all needs and therefore there is generally a difference
between estimates of required services and actual rates of service utilization.

In this paper we for the most part focus on the projection of needs as
expressed in terms of units of service and costs although in selected areas
we provide some of the background estimates on the needs as expressed in
terms of the underlying problems, such as the numbers of disabled elderly.
For the most part we focused on actual utilization as opposed to needs as
the basis for the projections. In using data on utilization, we are impliciting
assuming the continuation of the existing degree of unmet needs as well as
the existing way in which needs are being met, such as the present mix of
instituitonal vs. community solutions for the disabled. In selected areas we
did make an effort to project also the full needs, which include an estimate
of unmet needs.
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The most simple forecast uses average utilization data and accounts for overall
population growth without consideration of the more specific population
characteristics. With respect to some services, this approach had to be used.
Even such data was not available for all the services that we had wanted to
include. For other services such as health we were able to take into account
age differences. The most detailed analysis was done for services for the
disabled elderly, where we had at our disposal service models that linked
the extent of need to age, sex and ethnic background (see the Appendix for
more elaboration of the differential data bases for the different services.)
These characteristics were found to have predictive power, as service needs
rise sharply with age, are greater for women than for men, and are greater
for those of Asian/African as opposed to European/American backgrounds.
The proportion of women among the elderly is higher among the immigrant
population; the proportion of those from Asia/Africa is lower (from Asian
republics of the former Soviet Union); and the proportion of the "oldold"
among the immigrant elderly is lower.

Another major issue is whether the needs and the patterns of service
utilization, even after adjusting for demographic characteristics, are similar
between the immigrant and the veteran populations. Almost no data is
available on such differences and we therefore had to assume that the same
parameters apply to veterans and to immigrants, in the absence of any
evidence to think otherwise. In the Appendix we discuss some cases in which
this assumption was not borne out, for example institutional care for the
elderly, as the immigrants used these services at a lower rate than expected.
However, there is a continued discussion as to whether this represents merely
a lagged response or a more permanent difference. Additional research is
required to address this question.

The composition of the immigrant population by age, gender, and origin was
estimated by the Central Bureau of Statistics on the basis of data on the
potential reservoir of immigrants from the (former) Soviet Union. Data on
marital status was estimated on the basis of data on immigrants who arrived
in Israel between October 1989 and December 1990 (200,000 immigrants).

Another key factor as mentioned is the assumption about employment rates.
In this paper, it was assumed that for the first year of immigration the
immigrants do not work at all. Following the assumptions of the National
Insurance Institute, we assumed that the average unemployment rate among
the immigrants as of 1995 will be 29'7c and for the overall population, 1490.
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All the estimates of health service needs and most of the social service
needs (institutional and community care for the aged and handicapped) relate
to individuals. Data on the need for income maintenance services, such as
welfare allowances and oldage pensions, are based on household structure
and utilized estimates made by the National Insurance Institute.

The costs for services are presented in U.S. dollars in 1990 prices.

4. The Broad Outlines of Policies with Respect to
Service Entitlement of Immigrants

The cost of social services is obviously affected by the nature of the
entitlements. We brielfy outline the entitlements as relfected in Israeli policy
toward immigrants. The entitlements are based on the level of entitlements
in effect as of December 1990.

Every immigrant arriving is entitled to various benefits and services: some
address the immigrant's unique needs during the initial absorption process,
and some are services provided to the Israeli population as a whole, though
the requirements for immigrants are less rigid.

Key benefits and services for immigrants include:

1) The Basic Absorption Basket intended to cover initial expenditures,
including living expenses for 12 months, rent and household maintenance
for 6 months, and the expense of attending Hebrew classes.

2) Health Insurance: Every immigrant is entitled to become a member
in one of the sick funds, regardless of his health upon arirval. This
insurance includes hospitalization, rehabilitation services, ambulatory
care, and medicines. Expenditures relating to mental health are covered
directly by the government. The immigrant's membership in the sick
fund for the first six months is covered by the government.

3) Housing: An immigrant is given a rental allowance for ifve years, on
a declining scale. In addition, the immigrant is entitled to a subsidized
mortgage in order to purchase an apartment.

4) Old Age and Survivor Pension: Every immigrant arriving after the age
of 65 for male and 60 for female is entitled to a minimum public pension.
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5) Child Allowance: Immigrants arriving with children under 18 are
awarded a child allowance for each child.

6) Disability Benefits and Welfare Allowance: Immigrants are entitled to
these benefits.

7) Social Services: The elderly and the handicapped may receive
institutional and community services. These services are subsidized
on the basis of a means and income test.

5. Summary of Estimates

We examine the impact of immigration on the health and social services from
vairous perspectives. These include onetime absorption costs versus ongoing
longterm costs; capital vs. operational costs; the variations in growth by
type of service and the share of the elderly in total service costs.

1) Onetime Absorption Costs vs. Ongoing LongTerm Costs
The overall increase in costs due to immigration can be divided into two
groups: shortterm costs related to the special needs of immigrants and
the longterm costs of regular services provided to immigrants within the
framework of the service system which serves the total population.

The government provides the immigrants with the basic needs in the first year
including subsistence allowances, the cost of initial absorption, apartment
rental and maintenance and cost of attending Hebrew classes. The overall
cost to provide this minimum basket of services for one million immigrants
is estimated at $3.5 billion, averaging $700 million per year.

The total operational costs for services provided to the immigrants on an
ongoing basis are estimated to reach $1.6 billion per year after the arrival
of 1,000,000 immigrants, i.e. by 1995 (see Table 6), and thus are far more
signiifcant.

2) Capital vs. Operational Costs
The annual operating costs of services for the overall population are estimated
to increase by 40'7o from $6.2 billion in 1990 to $8.7 billion in 1995 (see
Table 7). Eighty percent of this increase is due to immigration. In order to
provide these services, major capital investment will be required to develop
the infrastructure for the health and social services. It is estimated the $706
million will be needed to develop beds in general and psychiatric hospitals,
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beds in longterm care institutions for the elderly, and institutional places
for the retarded and physically handicapped. Seventyifve percent of the
total capital expenditures are required to meet the needs of the immigrants
(see Tables 89). The estimates do not include the additional development
expenditures required for community services.

3) The Growth of Cost by Type of Service
As noted above, annual operating costs will increase by 4096 by 1995,
compared to a population growth of 2990. This difference is due to the
differences in age composition and the higher rates of unemployment over
the ifrst ifve years. The increase is not uniform among the various services,
due to differential growth by age group and labor market conditions which
influence the eligibility for some income maintenance services.

Health services will increase by 3590, social services for the elderly, retarded
and physically handicapped by 399£> and income maintenance beneifts will
increase by 4490, including the initial absorption basket. A particularly
dramatic increase is expected in welfare and unemployment beneifts, which
will increase by 164<$> and 98'^ respectively during this period. Most of
the unemployed and those entitled to welfare allowances are expected to
be new immigrants (see Table 7). In the future we expect a decline in
unemployment, and as a consequence, also a reduction in unemployment and
welfare allowances. If the unemployment rate were to stabilize at the same
level as in 1990, the annual operating cost of these beneifts will decline from
$837 million to $487 million.

4) The Impact of the Elderly on Overall Costs
By 1995 the elderly will represent 15<of of the immigrants, however they will
account for 40*$' of all services (operating costs) required by immigrants and
6S90 of the total required capital expenditures of the immigrants. In other
words, their share in expenditures will be 2.5 to 4.5 times their share in the
population, respectively (see Table 612).

Among the elderly about 80<$> of the growth in operational costs and 73*$) of
the growth in capital expenditures between 1990 and 1995 will be attributable
to immigration.

In the appendix we present more detailed explanations and illustration of the
methodology used to estimate the cost of services for the elderly and their
share in total services. We also provide a more detailed set of estimates of
the need for services by the elderly.
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Estimates of the immigrants' payments to intenral revenue and social security
were made by the Bank of Israel (1990) and the National Insurance Institute
(Tamir, 1991). These estimates were based on the immigrants' average income
level and rates of of labor force participation. For example, the National
Insurance Institute estimates that if after two years in Israel, immigrants'
wages are equal to the average market wage and their unemployment rates
identical to those of the veteran population, immigrants' total social security
payments will surpass the total beneifts they are expected to receive (Tamir,
1991). This is a result of the low dependency ratio of immigrants.

6. Concluding Remarks

This report has descirbed themagnitude of the demographic changes expected
in Israel over the decade of the90 's. The assumption of one million
immigrants over ifve years may prove to be somewhat optimistic (although
it could also turn out to be pessimistic). However, the assumptions about a
very minimal level of immigration during the last ifve years of the decade
could prove to be too low. Thus it may be that the same number of total
immigrants may arirve by 2000 but at a slower average annual rate.

We have attempted to estimate the needs for a number of key social services
assuming present standards of care and availability. While the analysis is
not fully comprehensive in its coverage of the vairous health and social
services, it can provide a number of signiifcant illustrations of the nature
of the increases expected and provide a quantitative basis for planning
and budgeting. However, actual budgeting will naturally be inlfuenced by
decisions about the degree of response to needs. The infrastructure for
estimating needs developed in the present study can also serve to examine
the implicationsof changes in eligibility rules and changes in the demographic
composition of the immigrant populations arriving in future years.

It should further be emphasized that the estimates presented here were based
on the assumption that the immigrants' needs and utilization of services will
be similar to those of veterans. This assumption should be tested against
reality in studies that examine the actual needs of the immigrants and their
patterns of service uitlization.
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Table 1: The Population of Israel by Population Group, Age, Sex and
Oirgin, 31.12.1990

Total Thereof:
Population Immigrants

Duirng 1990

Total (thousands) 4,822 200
Percentages 100.0 100.0

Age
014 31.0 23.1
1524 17.5 12.9
2544 27.7 34.5
4554 7.9 8.4 

5564 6.8 9.2
6574 5.3 7.9
75+ 3.8 4.0

Sex
Males 49.8 47.1
Females 50.2 52.9

Country of Birth
Israel 
Asia/Afirca 3.0
Europe/America 97.0
Origin
Israel
Asia/Afirca
Europe/America

* Source: Data of the Central Bureau of Statistics, Jerusalem, 1991

. '.' 1!'

J
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Table 2: Percentage of Marired among the Population Aged 15+ by Age
Group and Sex

Jewish Population Immigrants During
1989 * 1990 **

Age Males Females Males Females

Total Aged 15+ 64 61 74 63
1524 5 17 16 35
2544 79 83 86 82
4554 93 84 91 74
5564 91 75 92 65
65+64 81 44 79 35

* Central Bureau of Statistics, Labor Force Surveys, 1989
** Central Bureau of Statistics, "Immigration to Israel 1990"

Table 3: Projections of Total Population in Israel by Age and Sex:
1995, 2000*

Percent Increase

1995 2000 19901995 19902000

Total
(thousands) 5,991.6 6,298.7 2970 369cf

Percentages
Age 100.0 100.0
014 28.7 27.8 1870 2096
1524 17.1 17.0 259cf 3070
2544 27.4 26.9 2970 3370
4554 9.7 11.5 5970 9970
5564 7.1 6.8 37$, 4070
6574 6.1 5.7 50<#> 4970
75+ 4.0 4.4 3370 5396
Sex 100.0 100.0
Males 49.4 49.5 2870 3570
Females 50.6 50.5 3170 3770

Source: Projections of the Central Bureau of Statistics, Jerusalem, 1991
* End of Year  Based on projection of 800,000 immigrants from USSR between 19911995
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Table 4: Total Dependency Ratio and Elderly Dependency Ratio by
Population Groups, 19902000 *

Total Population Immigrants

1990
Total Dependency Ratio 0.91 0.68
Elderly Dependency Ratio 0.18 0.20

1995
Total Dependency Ratio 0.84 0.71
Elderly Dependency Ratio 0.18 0.26
2000
Total Dependency Ratio 0.81 0.73
Elderly Dependency Ratio 0.18 0.28

* Total Dependency Ratio: (018)+(65+)
(1964)

Elderly Dependency Ratio: (65+)
(1964)

Source: Data and Projections of the Central Bureau of Statistics, Jerusalem, 1991
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Table 5: The Civilian Labor Force by Population Group (15+): 1990 and
1995 (thousands)

Population Civilian Labor Civilian Labor

Age 15+ Force Force

Employed Unemployed

Absolute 0h Absolute 70

Average 1990

Total

Population 3,201.6 1,649.9 51.570 1,491.9 158.0 9.670

Men 1,573.0 979.9 62.370 897.7 82.2 8.49cf

Women 1,628.1 669.5 41.170 593.8 75.7 H.3%

Russian Immigrants who arrived in JanJune 1990*

Total 37.5 21.1 56.370 14.9 6.2 29.470

Men 17.2 11.6 67.470 9.1 2.5 21.670

Women 20.3 9.5 46.870 5.9 3.7 38.970

By time in Israel

68 months 10.6 5.5 51.970 3.8 1.7 31.670

911 months 18.9 10.9 57.470 7.5 3.3 30.79{,

12+ months 7.9 4.7 59.370 3.6 LI 23.7^0

Projection for 1995**
Total

Population 2,189.1 1,892.0 297.1 13.670
Thereof:

Immigrants 419.4 299.2 120.2 28.670

Source: Data of the Central Bureau of Statistics, Jerusalem, 1991
* According ot survey "Employment of Immigrants from the USSR who Arrived in Israel in

JanuaryJune 1990", Central Bureau of Statistics. Employment status of immigrants relates to
April 1991.

** According to projections of the National Insurance Institute.
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Table 6: Operating Costs of Selected Social and Health Services: Russian
Immigrants 1990 and 1995 (in million US dollars)

Increase
1990 1995 1990 1995

Total Operational Costs 501.5 1,999.3 1,497.8
Health Services 100.0 569.0 469.0
Hospitalization Services 50.0 288.0 238.0
Primary Ambulatory Services 41.0 233.0 192.0
Mental Health Services 9.0 48.0 39.0

Social Services 11.4 132.3 120.9
Services for the Elderly
LTC Institutional Beds 0.0 64.2 64.2
Community Services 7.7 49.8 42.1

Services for Physically
Handicapped
Out of home 0.2 0.8 0.6
Day Care 0.0 0.1 0.1
Servicesfor Retarded
Out of Home 3.1 15.6 12.5
Community Services 0.4 1.81 4
Income Maintenance 37.9 945.8 907.9
Old Age and Survivors 26.6 390.2 363.6
General Disability 0.6 65.0 64.4
Work Injury 0.3 18.6 18.3
Maternity 1.8 19.6 17.8
Child Allowance 7.3 75.267 9

Unemployment 0.9 203.4 202.5
Welfare Allowance 0.0 173.8173. 8

Resettlement Allowance 352.2 352.2
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Table 7: Operating Costs of Selected Social and Health Services: Veterans
1990 and Overall Population 1995 (in million dollars)

All
Veterans Population
Percent
1990 1995 Increase

Total Operational Costs 6,221 8,740 4Wc
Health Services 2,179 2,946 359c
Hospitalization Services 1,107 1,493 3570
Primary Ambulatory Services 896 1,209 3570
Mental Health Services 176 244 3270

Social Services 496 692 3970
Services for the Elderly
LTC Institutional Beds 217 312 4470
Community Services 183 257 4070

Services for Physically
Handicapped
Out of home 5 6 2370
Day Care 1 1 2570

Services for Retarded
Outof Home 82 105 2970
Community Services 9 11 3070

Income Maintenance 3,546 4,75034 ^
Old Age and Survivors 1,522 2,013 3270
General Disability 414 524 2770
Work Injury 242 303 2570
Maternity 202 273 3670
Child Allowance 786 800 270
Unemployment 255 506 9870
Welfare Allowance 126 331 16470

Resettlement Allowance 0 352 
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Table 8: Development Costs of Selected Social and Health Services:
Overall Population for the Period 19901995 (in million US
dollars)

Total Development Costs 705.6
Health Services 218.0
Hospitalization Services (general) 148.0
Mental Health Hospitals 57.0
Mental Health Day Care 13.0

Services for the Elderly 412.9
Beds for SemiIndependent Elderly 1033
Beds for Frail Elderly 102.9
Beds for Severely Disabled Elderly 206.8
Services for the Handicapped and Retarded 74.7
Handicapped 41
Retarded 70.6

Table 9: Development Costs of Selected Social and Health Services:
Russian Immigrants for the Peirod 19901995

Total Development Costs 527.1
Health Services 1940
Hospitalization Services (general) 137.0
Mental Health Hospitals46 0
Mental Health Day Care 10.0

Services for the Elderly 284.3
Beds for SemiIndependent Elderly97 0
Beds for Frail Elderly 67.2
Beds for Severely Disabled Elderly 120.1

Services for the Handicapped and Retarded 49.8
Handicapped 2 8
Retarded47 0
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Table 10: Operational Costs of Social and Health Selected Services for the
Elderly: Veterans and Overall Population 19901995 (in million
dollars)

All Percentage
Veterans Population of
1990 1995 Increase

Total Operational Costs 2,623 3,629 3870

Health Services 701 995 4270
Hospitalization Services 365 518 42$'
Primary Ambulatory Services 296 420 4296
Mental Health Services 40 57 4396

Social Services 400 568 429c
LTC Institutional Beds 271 312 44<70

Community Services 183 257 4090

Income Maintenance 1,522 2,066 369cf
Old Age and Survivors 1,522 2,013 329'e

Absorption Basket 0 53
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Table 11: Operational Costs of Social and Health Selected Services for the
Elderly: Immigrants 1990 and 1995 (in million dollars)

Increase
1990

1990 1995 1995

Total Operational Costs 123 793 670
Health Services 36 236 200
Hospitalization Services 19 123 104
Primary Ambulatory Services 15 100 85
Mental Health Services 2 13 11

Social Services 8 114 106
LTC Institutional Beds064 64
Community Services 8 50 42
Income Maintenance 80 443 363
Old Age and Survivors 27 390 363
Absorption Basket 53 53 0

Table 12: Development Costs of Selected Social and Health Services for
the Elderly for the Period 19901995 (in million US dollars)

Total
Elderly Of these:
Population Immigrants

Total Development Costs 494 362

Health Services 81 78
Hospitalization Services (General) 64 63
Mental Health Hospitals 16 14
Mental Health Day Care l 1

Social Services 413 284
Beds for SemiIndependent Elderly 103 97
Beds for Frail Elderly 103 67
Beds for Severely Disabled Elderly 207 120
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Appendix: Health and Social Services for the
Elderly  Data Sources and Estimates
In this section we provide more detail on the projection of need for the
elderly in each major area. We compare the needs in 1990 of the veteran
population with the total needs in 1995. Estimates for the year 2000 are also
presented in selected areas.

Health Services

The complexity of Israel's health system makes it dififcult to obtain the
data necessary for evaluating the quantitative implications of immigration.
This difficulty is compounded by the lack of a system for continuous,
comprehensive collection of data on the provision of health services.

We evaluate the following health services: general and rehabilitative
hospitalization; primary care ambulatory services (visits to a physician
or nurse; laboratory and xray tests); mental health services (hospital
and ambulatory services); preventive medicine; and medical equipment.
Hospitalization in wards for the chronically ill is analyzed in a separate
section on social services for the elderly.

The availability of data relating patterns of health service utilization to

population characteristics differs according to the type of service. For acute,
rehabilitative, and psychiatric hospital services, there are data according to
age, but these are not uptodate. For ambulatory (nonhospital) services, data
are not systematically collected. Assessments of the patterns of utilization of
these services must therefore draw on special surveys.

a. General and Rehabilitative Hospital Services
The rate of admission to hospital wards and annual hospitalization days per
1,000 residents by age were used to assess the need for general hospital
services.

The most recent data on hospitalization days by age for all the hospitals
in Israel were published by the Central Bureau of Statistics for 1983 (CBS
1990). Therefore, the rates of admission and hospitalization days by age were
calculated according to the data for 1983 and adjusted for total hospitalization
days in 1988 (The Ministry of Health, Hospitals and Daycare Units in Israel
1989). The results were applied to the expected distribution of elderly
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immigrants by age, in order to estimate the total number of expected annual
hospital days. Thus we implicitly assume that the immigrants' rates of illness
and hospitalization are identical to those of the veteran population.

According to these estimates, the total number of hospital days will increase
from 1.4 million in 1990, to 2.0 million in 1995, to 2.1 million in the year
2000 (see Table Al). Approximately 70*^ of this increase over the tenyear
period is due to immigration.

The number of general and rehabilitative beds that will be needed to meet
these needs was calculated according to the current ratio of beds to hospital
days. In 1988, this ratio was one bed for every 300 hospital days. It will thus
be necessary to construct 2,021 beds in general and rehabilitative hospitals.

The number of beds needed for the elderly in general and rehabilitation
hospitals is expected to increase by 44$ from 4,605 in 1990 to 6,196 in 1995
and to 6,626 in 2000. Approximately 80<7c of the needed increase in beds
among the elderly is due to immigration (see Table 12). The elderly account
for 439cf of all new beds required.

Outpatient clinics are considered part of general hospital services. Data on
visits to outpatient clinics by age are available for government hospitals, for
1988/89 (about half of the hospital beds). The rate of visits by age was then
applied to the distribution of immigrants by age. The number of visits per
year will increase from 794,000 in 1990 to 1.1 million in 1995 and to L2
million in 2000. Seventy percent of this increase will be due to immigration.

In 1990, the fee for one day of hospitalization was $211. This rate
reflects the average real cost of hospital services, and serves as the basis
for reimbursement. This fee was multiplied by the expected number of
hospitalization days to estimate the cost of hospital services required to meet
the needs. The total cost for hospital days is estimated to increase from $299
million/year for the veteran elderly population before immigration to $452
million in the year 2000.

Data from the Ministry of Health indicate that expenditures for visits
to outpatient clinics represent onefourth of all government hospital
expenditures. According to this distribution, the average cost of a visit
to an outpatient clinic was calculated to be $84. The annual cost for visits
to outpatient clinics will increase from $60 million for the veteran elderly
population in 1990 to $101 million in 2000 (see Table A2(.
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Sixty percent of the total costs for hospitalization services for the elderly up
to the year 2000 will be attributable to immigration.

b. Ambulatory Services (Primary Care)
There is no systematic collection of data on the rates of ambulatory health
service utilization by age. It was therefore necessary to rely on past community
surveys. The last comprehensive survey of the use of health services was
conducted by the Central Bureau of Statistics and the Ministry of Health in
1981.

On the basis of this survey, the rate of utilization was calculated for the
following components of ambulatory service: visits to a physician (general
physician or specialist, house calls, and clinic visits); visits to a nurse; visits
to a hospital emergency room; and laboratory and xray tests. The survey
did not include data on the utilization of medications, paramedical care, or
preventive medical services.

The rates of utilization by age were applied to the distribution of the elderly
population over time to estimate the units of ambulatory service for each
period. Tables Al shows the expected increase for the various components
of ambulatory care as listed above. For example, the number of physicians'
visits, which serve as an indicator of overall utilization of primary health
ambulatory services, is expected to grow from 7.5 million/year in 1990 for
veterans to 10.9 in 1995 and 11.5 in the year 2000 for the entire elderly
population. A similar rate of growth is expected for the other ambulatory
services. The elderly account for 27<#> of the total increase in ambulatory
care.

It was not possible to estimate the cost of primary care directly. Instead, data
from the national accounts was used. In 1986/87, expenditures for ambulatory
health services (not including preventive medicine) were Israel Shekels (NIS)
897 (in prices for that year). During the same period, expenditures for hospital
services were NIS 1,104 million. According to these data, expenditures for
ambulatory services represented 81*70 of hospital expenditures. Assuming
this percentage would remain stable, the cost of ambulatory services was
calculated as 8190 of the total cost of expected hospitalization days. It was
also assumed that the ratio of age and gender to cost of ambulatory services
was identical to the ratio of age and gender to cost of hospitalization.

The estimated cost of ambulatory services for the elderly will grow from
$296 million for the veteran population in 1990 to $420 million in 1995 and
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$456 in the year 2000. 80'7o of the growth in ambulatory care from 1990 to
1995 is due to immigration.

c. Mental Health Services
There are three main types of mental health service: psychiatric hospitals;
day care services; and ambulatory care in the community.

The rate of annual admissions for every 1,000 residents by age and gender
was used to estimate the need for hospitalization in psychiatric hospitals.
Data on admissions by age and gender for 1988 were available from the
National System for Information on Mental Healthof the Ministry of Health.
We used the average length of stay of all those hospitalized to calculate total
hospitalization days.

Hospitalization days will increase from 589,000 in 1990 for veteran elderly
to 896,000 in 2000, with 709b of the increase due to immigration.

The number of beds that will be required in psychiatric hospitals was
calculated according to the ratio of beds to hospitalization days. In 1988, this
ratio was one bed for every 325 hospitalization days. The numberof required
beds will increase from 1,016 in 1990 to 1,546 in the year 2000. Of these,
369 are required for elderly immigrants.

There are no data on visits to mental health day care services by age. The
only data available are for the total number of care days and the number
of places in day care settings. Since day care is considered an alternative
to hospitalization, it was assumed that distribution by age and gender was
identical for day care and hospitalization. Based on this assumption, the rates
of visit days were calculated for every 1,000 individuals by age and gender.
In 1991, the number of day care visits was estimated at 18,000, using 73
beds, and this will increase to 28,000, using 110 beds, by 2000.

The expected cost of meeting the needs of immigrants for psychiatric
hospitalization and day care was estimated on the basis ofMinistry of Health
fees: $65 per hospitalization day, and $33 for one day of day care. The
annual cost of continuous maintenance of the elderly veteran population in
psychiatric hospitals was estimated at $39 million in 1990 and $0.7 million
for day care (Table A2). By the year 2000 these costs will increase, to $59
million and $0.9 million, respectively.

It will cost $16.0 million to construct 450 additional beds in psychiatric
hospitals, and $1 million to add 31 places in day care settings.
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In order to calculate the cost of ambulatory care in mental health clinics, the
total budget for this item for 1990 was divided into the number of care days
in the government sector (approximately half of all care days in the system).
According to this calculation, the cost of one treatment was estimated at $9.
The cost of ambulatory care is estimated to increase from $0.5 million in

1990 to $0.8 million in 2000.

Social Services

In this section we relate to a broad range of institutional and community
services for the elderly, with an emphasis on those for the disabled.

a. Institutional Services
In Israel longterm care institutional services are provided in various types
of settings: old age homes, hospitals for the chronically ill and nursing
wards in general hospitals. The patients are divided into four categories of
wards, according to their functional and mental status: semiindependent
(independent in activities of daily living (ADL), and usually limited in
homemaking capacity); frail (partially limited in ADL and suffering from
mobility difficulties); severely dependent (who need help with most ADL
activities, are not mobile, and are usually incontinent); and mentally frail
(cognitively impaired mobile elderly and/or with severe behavioral problems,
and usually partially limited in ADL).

The actual use of institutional services is not determined solely by the
functional status of the elderly individual; rather, it is also inlfuenced by the
availability of support services in the community and assistance from the
family, and by the preferences of the elderly individual and his family. As a
result, it is difficult to estimate the need for institutional services. We estimate
the need for these services on the basis of actual patterns of utilization by
age, gender, and origin (Bergman et al., 1986; Beer and Factor, 1990). Data
on waiting lists for receipt of service were used to estimate the gap between
needs and actual utilization.

The data on patterns of utilization by age, gender, and origin are based on
a census of institution and sheltered housing residents that was conducted
in 1990. The census provides data on the type of bed and on the functional
and demographic characteristics of each resident. As in other areas, it was
assumed that immigrants' rates of institutionalization would be identical to
those of the veteran population.
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A calculation of the number of elderly immigrants expected to be
institutionalized was made by applying rates of utilization by type of bed to
the composition of the immigrant population.

The number of beds of each type necessary to meet needs was calculated
according to the number of elderly expected to be institutionalized, with an
addition of 129cf. This was meant to account for both structural nonoccupancy
and the institutionalizationofadults under age 65 in institutions for the elderly.

It was assumed that some immigrants needing institutionalization would not
immediately enter institutions, but would be added to existing waiting lists.
The number of immigrants on waiting lists was calculated for each type of
bed according to the existing ratio of residents to those on waiting lists for
the veteran population.

In 1990 there were 19,041 beds for the elderly in longterm care institutions.
Of these, 7,658 are for the severely dependent and mentally frail elderly,
4,577 for the frail, and 6,806 for semiindependent. By the end of the decade,
30,900 beds will be needed, an increase of almost 12,000 beds. Almost
onehalf of these will be required for severely dependent and mentally frail.

The need for longterm care beds for immigrants is estimated to be 5,700 by
1995 and 8,000 by 2000. This represents twothirds of the additional beds
required by the year 2000 to meet the needs of the elderly (see Table A3).

It is possible that the need for beds as detailed above will not be translated
immediately into actual demand. This could happen if severely disabled
elderly who are currently institutionalized in the Soviet Union do not
immigrate to Israel. In such a case, the monthly rate of admissions to
institutions during the first year following immigration will be parallel to
the natural incidence rate, and not to the prevalence of institutionalization
as a percentage of the population. Since the life expectancy of the severely
dependent elderly in institutions is approximately one year, and that of the
frail is three years, the percentage of immigrants institutionalized per month
(incidence) will be 1/12 of the existing prevalence for severely dependent
elderly and 1/36 of that for frail elderly. It should therefore be expected to
take one and a half years for institutionalization levels to reach the estimates
presented here. Indeed, it was found that asofJanuary 1992, when the number
of elderly immigrants had reached 42,800, only 230 elderly (most of them
severely dependent) had been institutionalized. This number is in accord with
the assumption that the rate of new institutionalizations per month is 1/12
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of the existing prevalence. It is thus possible that those needing immediate
institutionalization did not arirve with this group of the immigrants. This
matches the rate estimated according to the incidence rates of the veteran
population. These developments were not taken into account in this study. If
taken into account, it is possible that the estimates for 1995 will need to be
adjusted by one half year.

The cost of maintaining elderly individuals in institutions varies according
to the functional level of the elderly individual and the type and ownership
of the institution in which he has been hospitalized. The average monthly
fees for maintaining an elderly individual in an institution to which he
has been referred by the government, with full or partial subsidy are: for
semiindependent, $556; for frail, $818; and for severely dependent and
mentallyfrail, $1,546.

Based on these fee levels the operating costs for all beds were $217 million
in 1990 and are expected to increase to $353 million by the endof the decade
(Table A4).

In Israel there are two ways to enter an institution: by selfreferral, in
which the cost is borne by the elderly and his family; or by referral from
a governmental agency, in which case the government participates fully
or partially in financing the operating costs. In any case, all elderly must
contirbute a minimum payment equivalent to 8096 of the oldage pension to
which they are entitled to under social secuirty. In 1990, $92 million (out of
a total of $217) were financed by public funds. By the end of the decade, the
contirbution of public financing will double, if we assume that all the elderly
immigrants will be referred by governmental agencies (see Table A4).

The costof constructing a bed in a new institution (or building) was estimated
by the Ministires of Health and Social Affairs to be $40,000, based on the
accepted standards of the Ministry. The cost of construction is identical for
all types of beds in institutions. The cost of building the needed beds in new
institutions is estimated at $413 million up to 1995 (see Table 12). In light
of the expected needs resulting from immigration, suggestions have been
made to lower standards temporairly, at least for those beds that will be built
with public subsidies. However, this possibility was not considered in the
estimates presented here.
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b. Community Services
These services include services provided in the home of the elderly individual
(help with personal care, homecare, mealsonwheels) and services provided
in the community (day care centers, senior social clubs).

The estimate of the need for community services was made in two stages.
In the first stage, the degree of disability of the elderly by demographic
characteristics was estimated. In the second stage, the need for home care
services.

In the ifrst stage, the number of disabled elderly was calculated using specific
rates of disability by age, gender, and origin among those needing personal
care and homemaking. Estimates of disability were made using multivariate
models constructed on the basis of data from a national survey of individuals
age 60 and over, living in the community, which was conducted by the
Central Bureau of Statistics in 1985 (Factor and Primak, 1990). The number
and demographic composition of elderly immigrants in the community was
calculated by subtracting the estimated number of elderly in institutions
by demographic composition from the distribution of the total elderly. The
number of disabled elderly needing personal care and homemaking was
estimated by applying the disability rates to the distribution of elderly
immigrants expected to reside in the community.

During the second stage of the estimate, need for each speciifc service was
determined by multiplying the number of disabled (by characteristic) by
the number of hours of assistance required. In addition, an estimate of the
expected distribution of service provision between family and formal services
was made, based on currently acceptable standards (for a detailed explanation
of the methodological approach to this issue, see Factor and Habib, 1986).

The costs of community services were calculated according to prices and fees
prevailing in the public sector, as follows: $6.50 for an hour of assistance in
personal care; $5.00 for an hour of assistance in homemaking (public cost
$4.50); $2.00 for a meal brought to the home of an elderly individual (public
cost $1.00); $17.50 for one day of day care (public cost $16.00); and $1.50
for a visit to a senior social club.

In 1990, the number of elderly disabled in activities of daily living (ADL)
(those in need of assistance in bathing, dressing and eating) was 40,000,
representing 9.89S of the elderly living in the community. By 1995, the
number disabled in ADL will be 55,000, representing 9.6$> of the elderly
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living in the community. By the end of the decade, this number will increase
to 62,000 GO.3%). Of these, 11,250 will be from among the new immigrant
population (see Tables A6A8). The relatively low estimate of disability in
ADL among elderly immigrants (79cf) is due to their being relatively younger
than the veteran elderly. The cost of providing personal care to this group
is estimated at $134 million in 1990 and will increase to $184 million by
1995. Of this, an estimated $98 million in 1990 and $170 million in 1995
will be provided by the National Insurance Institute under the Community
LongTerm Care Insurance Law on a universal basis and the remainder will
need to be provided by other organizations on a discretionary basis.

Another group of disabled elderly are those who need assistance in
homemaking (cleaning, cooking, laundry and shopping), because there is
no one who can provide these activities in the household. The number of
disabled in this category is estimated at 162,000 and is expected to grow to
231,000 in 1995 and to 250,000 by the end of 2000(41 96 of the elderly).
In 1990, only 9,200 elderly received formal services, and if the provision
patterns remain the same 15,300 will receive them by 1995 and 16,500 at the
end of the decade.

The proportion of elderly needing mealsonwheels and assistance in
homemaking was determined through a multivariate analysis based on the
CBS national survey. An estimate of the need for formal services in these
areas was made based on the ideal distribution of service provision between
families and formal agencies, revealed in local surveys and in a survey of
service recipients (Zilberstein, 1981; Habib et al., 1986). In 1990 the number
of elderly in need of meals on wheels was estimated at 17,300 and the number
will grow to 24,800 in 1995 and to 26,000 by the end of the decade.

Assessments of the need for day care centers for the disabled were made
according to actual rates of utilization of all day care settings in Israel. The
assessments were based on data in a database compiled by the JDCBrookdale
Institute, as well as on alternative assumptions about the desired level of
utilization of day care centers. At present, Wo of the elderly living in the
community visit day care centers an average of three times a week. On the
basis of these rates, it was estimated that 100 immigrants would visit day
care centers three times a week  that is 15,600 visits per year. Since day
care center services are relatively new, there is still no consensus about the
ideal level of utilization. Some claim that the current percentage should be
doubled, at the very least.
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While disabled elderly may receive socialrecreational services through day
care centers, the independent elderly can receive these services through senior
social clubs. Data on patterns of utilization, by age and gender, of senior
social clubs was taken from the CBS national survey. Today 4,000 elderly
visit day care centers three times per week. If the same pattern of utilization
continues, the number of visits will increase to 5,750 in 1995 and 6,000 by
the year 2000.

On the assumption that the proportion of immigrant service recipients would
be similar to that of the veteran population, it was estimated that the annual
cost of these community services for elderly immigrants would be $3.3
million, according to the following breakdown: personal care $2.1 million;
assistance with homemaking $137,000; mealsonwheels $309,000; senior
social clubs $480,000; day care centers $270,000 (see Table A8).

The Resettlement Allowance

The resettlement allowance that is given to every immigrant is meant to cover
initial expenditures, living expenses for six months, rental and maintenance
of an apartment for one year, basic household equipment and the expenses
associated with the tuition for and transportation to Hebrew language classes.
Elderly individuals who receive oldage and survivors' pensions form the
National Insurance Institute upon arrival in Israel are not eligible for living
expenses.

The resettlement allowance provided to an elderly immigrant couple in 1990
was $4,250 and $2,815 for a single person. The overall cost to provide
this minimum income maintenance for the elderly among the one million
immigrants is $352 million.
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Table Al: The Needs for Selected Health Services 19902000: Veterans and
Total Elderly Population

Veterans Total Total
1990 1995 2000

Hospitalization Services (General
and Rehabilitation)
Hospitalization Days (thousands) 1,418 2,006 2,146
Number of Beds (thousands) 4,605 6,196 6,626
External Clinics  Visits

(thousands) 794 1,132 1,200

Ambulatory Services
Physician Visits (thousands) 7,564 10,859 11,460
Nurse Visits (thousands) 1,445 2,110 2,209
Emergency Room Visits (thousands) 228 326 347
Laboratory Tests (thousands) 1,260 1,821 1,917
XRay (thousands) 391 557 585

Mental Health Services
Psychiatric Hospitals

Patients 1,811 2,612 2,756
Hospitalization Days (thousands) 589 849 896
Numberof Beds 1,016 1,465 1,546

Day Care
Visits (thousands) 18 27 28
Number of Beds 73 104 U0

Ambulatory Care
Visits (thousands) 57 83 86
Patients per Week 840 1,229 1 279
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Table A2: Opearting Costs of Selected Health Services 19902000 (in
million US dollars)

1990 1995 2000

TOTAL POPULATION 737 995 1,080
Hospitalization Services (General

and Rehabilitation) 384 518 563
Hospitalization Days 314 423 452
External Clinics  Visits 70 95 101

Ambulatory Services 311 420 456

Mental Health Services 41 57 61
Psychiatric Hospitals 41 55 59
Day Care 111
Ambulatory Care 111

RUSSIAN IMMIGRANTS 36 236 249
Hospitalization Services (General
and Rehabilitation) 19 123 130

Hospitalization Days 15 100 106
External Clinics Visits 4 23 24

Ambulatory Services 15 100 105

Mental Health Services 2 13 14
Psychiatric Hospitals 2 13 14
Day Care0 0 0
Ambulatory Care0 0 0
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' Table A3: The Need for LongTerm Care Beds for the Elderly: 19902000

Actual
1990 1995 2000

Overall Population 19,041 27,299 30,875
Semiindependent 6,806 8,871 9,962
Frail 4,577 6,634 7,545
Severely Dependent/Mentally Frail 7,658 11,794 13,368

Israeli Population 19,041 21,614 22,858
Semiindependent 6,806 6,931 7,220
Frail 4,577 5,291 5,591
Severely Dependent/Mentally Frail 7,658 9,392 10,047

Russian Immigrants 0 5,685 8,017
Semiindependent  1,940 2,742
Frail  1,343 1,954
Severely Dependent/Mentally Frail  2,402 3,321
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Table A4: Operating Costs of LongTerm Care Beds 19902000: (in million
US dollars)

Actual
1990 1995 2000

Overall Population 216.9 311.7 352.9
Semiindependent 37.8 53.8 60.4
Frail 41.1 59.2 67.3
Severely Dependent/Mentally Frail 138.0 198.7 225.3

Israeli Population 216.9 247.4 262.9
Semiindependent 37.8 42.0 43.8
Frail 41.1 47.2 49.8
Severely Dependent/Mentally Frail 138.0 158.3 169.3

Russian Immigrants 0.0 64.2 90.0
Semiindependent 0.011. 8 16.6
Frail 0.0 12.0 17.4
Severely Dependent/Mentally Frail 0.0 40.5 56.0
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Table A5: Public Financed Operaitng Costsof LongTerm Care Beds: 1990
2000 (in million US dollars)

Actual
1990 1995 2000

Overall Population 91.6 155.6 182.8
Semiindependent 1.9 9.2 12.2
Frail 13.1 23.8 28.6
Severely Dependent/Mentally Frail 76.6 122.6 142.0

Israeli Population 91.6 105.0 112.0
Semiindependent 1.9 2.1 2.2
Frail 13.1 15.0 15.9
Severely Dependent/Mentally Frail 76.6 87.8 94.0

Russian Immigrants 0.0 50.6 70.8
Semiindependent 0.0 7.1 10.0
Frail 0.0 8.8 13.7
Severely Dependent/Mentally Frail 0.0 34.7 48.0
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Table A6: Number and Percent of Elderly Disabled in Activities of Daily
Living and Homemaking, Living in the Community: 19902000

1990 1995 2000

Overall Population "■ ^

Disabled in ADL  Number 41,462 55,030 62,026
 Percent 9.870 9.670 10.396

Disabled in Homemaking  Number 170,133 231,291 249,253
,  Percent 40.170 40.270 41.370

Israeli Population ■■■...r" 'r■
Disabled in ADL  Number 39,938 45,262 50,780 ...

 Percent 9.970 10.470 11.070

Disabled in Homemaking  Number 162,220 179,469 193,784
 Percent 40.370 41.370 42.070

Russian Immigrants:_: ■ ::■ _ .. ■■' '

Disabled in ADL  Number 1,524 9,768 11,246
 Percent 7.170 6.970 7.970

Disabled in Homemaking  Number 7,913 51,822 55,469
 Percent 36.770 36.870 39.070
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Table A7: Elderly in Need of Selected Community LongTerm Care
Services: 19902000

1990 1995 2000

OVERALL POPULATION
Personal Care 41,462 55,030 62,026
Homemaking  all formal needs 106,828 169,868 182,833

 actual utilization 9,614 15,288 16,455
Meals on Wheels 18,231 24,760 25,936
Day Care Center  actual utilizations* 4,240 5,758 6,032

2^0of population** 8,480 11,516 12,063
Senior Social Clubs 86,125 118,218 123,568

ISRAELI POPULATION
Personal Care 39,938 45,262 50,780
Homemaking  all formal needs 102,080 138,775 149,552

 actual utilization 9,187 12,490 13,460
Meals on Wheels 17,303 18,708 19,821
Day Care Center  actual utilization 4,024 4,351 4,609

 29cf of population 8,048 8,701 9,219
Senior Social Clubs 81,767 88,972 94,171

RUSSIAN IMMIGRANTS
Personal Care 1,524 9,768 11,246
Homemaking  all formal needs 4,748 31,093 33,281

 actual utilization 427 2,798 2,995
Meals on Wheels 928 6,052 6,115
Day Care Center  actual utilization 216 1,407 1,422

 270 of population 432 2,815 2,844
Senior Social Clubs 4,358 29,245 29,397

* Three visits per week
** Four visits per week
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Table A8: The Cost of Selected Community LongTerm Care Services for
the Elderly (in million US dollars)

1990 1995 2000

OVERALL POPULATION
Personal Care 138.8 184.2 207.6
Homemaking  all formal needs 96.3 153.0 164.7

 actual utilization 6.9 11.0 11.9
Meals on Wheels 13.1 17.8 18.7
Day Care Center  actual utilizations* 11.5 15.6 16.3

 2<7c of population** 30.6 41.5 43.5
Senior Social Clubs 20.4 28.0 29.3

ISRAELI POPULATION
Personal Care 133.7 151.5 169.9
Homemaking  all formal needs 92.0 125.0 134.7

 actual utilization 6.6 9.0 9.7
Meals on Wheels 12.5 13.5 14.3
Day Care Center  actual utilization 10.9 11.8 12.5

 2<70 of population 29.0 31.4 33.2
Senior Social Clubs 19.4 21.1 22.3

RUSSIAN IMMIGRANTS
Personal Care 5.1 32.7 37.6
Homemaking  all formal needs 4.3 28.0 30.0

 actual utilization 0.3 2.0 2.2
Meals on Wheels 0.7 4.4 4.4
Day Care Center  actual utilization 0.6 3.8 3.8

 2<#> of population 1.6 10.1 10.3
Senior Social Clubs 1.0 6.9 7.0
* Three visits per week
** Four visits per week
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1. Introduction

The aim of this report is to present estimates regarding the present and future
needs for longterm care services of elderly who survived the Holocaust and
are living in Israel. Needs are estimated for institutional services (residential
homes, hospitals for the chronically ill and sheltered housing) and selected
community services (personal care, homemaking and day care).

The ifrst step in this effort is to define the target population and estimate
its extent. A Holocaust survivor is considered to be any Jew who lived
in Germany, Austria or any of the countries occupied by the Nazis and
emigrated after the following dates*:

1. Germany after January 1933;
2. Austria after March 1938;
3. Czechoslovakia after October 1938;
4. Poland after September 1939;
5. Denmark, Norway, Belgium, Netherlands, Luxemburg and France after

April/May 1940;
6. Yugoslavia and Greece after April 1941;
7. Bulgaria, Rumania and Hungary, as of April 1941 (when these

governments enacted antiJewish measures upon the demands of the
Nazi government);

8.U.S.S.R. afterJune 1941.

The estimated number of Holocaust survivors living in Israel, by age and
sex, is based on data from the Israeli Population Registry as of March 1989,
according to the above definition. Only immigrants from that portion of
the U.S.S.R. occupied by the Nazis were included (approximately onethird).
From the overall numberof immigrants who were born in Poland, we included
only 90^0, because about 10'7c of them left Poland before the occupation to
other countries and then emigrated to Israel. Projections of the Holocaust
survivors up the year 2010 were calculated using the prevailing mortality
rates by age and sex in Israel.

In Table 1 we present the projections of Holocaust survivors living in Israel.
The total survivor population will decrease from 289 thousand in 1990 to 91
thousand in 2010. These estimates do not include the wave of immigration
from the former Soviet Union (FSU) that started at the end of 1989. It is

* As defined by the Conference of Jewish Material Claims Against Germany.
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expected that one million Jews from the FSU will immigrate to Israel by the
year 2000. Of those, 310 thousand will be over age 45 and 130 thousand
over age 65. Onethird of those over age 45 (about 100,000) are expected to

be Holocaust survivors.

At the time this paper was prepared, no data was available regarding the
Republic of origin and age of these immigrants, therefore they were not
included in either the population projections or in the needs for services.
If we were to extrapolate the data presented here to include the survivors
from the FSU, the estimates of needs and the population would increase by
roughly 307c.

Thus, the number of Holocaust survivors among the immigrants represent
a significant increase in the total number of survivors and the contribution
of immigration to the total number will become more and more signiifcant
over time. Immigration will also change the trend in the total number of
survivors. The total number will increase between 1990 and 1995 and will
have declined only moderately between 1990 and 2000.

Table 1: Projection of Holocaust Survivors Living in Israel by Age*
(19902010)

Age Group 1990 1995 2000 2005 2010

Total Survivors 289,125 250,391 190,028 136,292 90,724
4554 36,148 18,050  
5564 82,979 68,407 45,315 16,128 
6569 53,388 48,889 34,480 25,143 14,410
7079 76,099 76,336 74,859 59,105 42,382
80+ 39,511 38,679 35,374 35,916 33,932

Total 65+ 168,988 163,904 144,712 120,164 90,724
70 65+ 5870 6570 7670 8870 1007c

* Not including immigrants from the FSU.

The number of elderly survivors (aged 65+), will decrease at a much slower
rate than the total number of survivors, from 169 thousand in 1990 to 91
thousand in 2010. Consequently, the percent of elderly among the total
survivor population will increase dramatically from 5870 at present to 10090
in 2010. Moreover, the very old (aged 80+), the most vulnerable group
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among the elderly who consume the majority of the services, will remain at
the same level over the entire period. Therefore, it is expected that the extent
of services for the elderly survivors will not decline signiifcantly until the
year 2010, even though the total number of survivors will decline.

In the following sections we present the estimates regarding the extent of
needs for services, the operational costs and the cost of construction for
longterm care services.

2. Needs for Institutional Services
2.1 Extent of Needs

The needs for institutional care were estimated using prevailing utilization
rates in Israel for the elderly born in European countries by age and sex.
Institutionalization rates increase sharply with age: only 0.79cf of the elderly
age 6569 live in institutions, 2'7e age 7074, 59c age 7579 and 189cf of the
very old (80+).

Table 2 shows the number of institutional beds and sheltered housing units
needed in order to provide longterm care to Holocaust survivors. As of
1990, the elderly survivors need 11,400 institutional beds and another 3,570
beds in sheltered housing. As explained above, these ifgures are consistent
with the institutionalization patterns prevailing in Israel. About twothirds
of the beds will be devoted to the disabled elderly (frail, severely disabled
and mentally frail). Even though the overall number of elderly is expected
to decline in the next two decades, its effect will be offset by the increase in
the proportionof the very old, and the need for institutional beds will decline
only moderately to 11,200 in 1995, 10,400 in 2000, 9,800 in 2005 and 8,700
in the year 2010. Sheltered housing needs will also decline moderately.
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Table 2: Projections ofNeeds for Institutional Beds and Sheltered Housing
by Type of Settings ( 1 99020 10)*

1990 1995 2000 2005 2010

Total Institutional
Beds 11,426 11,206 10,396 9,806 8,697

Semiindependent 3,971 3,903 3,632 3,422 3,022

Frail 3,412 3,344 3,100 2,953 2,647

Severely Disabled
or Mentally Frail 4,043 3,960 3,664 3,431 3,027

Sheltered Housing 3,570 3,516 3,268 2,865 2,331

* Not including immigrants from the FSU.

2.2 Capital Investments

The present cost to construct one bed according to the standards set by the
Ministries of Health and Social Welfare is $50,000 (including equipment).
This cost is the same for all types of beds regardless of the functional status
of the residents (independent or disabled). Based on this cost per bed, the
total amount of capital required to build 11,426 institutional beds and 3,570
sheltered housing units in 1990 is estimated at 750 million dollars.

2.3 Operating Costs

The operating cost varies significantly according to the functional status
of the residents. The average operating cost for an independent elderly in
sheltered housing is $381 per month, for a semiindependent elderly in an
institution is $556 per month, for a frail resident is $818; and for a severely
disabled and a mentally frail is $1,546. Table 3 summarizes the expected
annual operating costs of institutional care and sheltered housing settings. In
1990 the operating costs are 137 million dollars and will decline to 124 and
102 million dollars in the years 2000 and 2010 respectively.
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Table 3: Annual Operating Cost of Institutional Beds and Sheltered
Housing by Type of Settings: 1 9902010 (in millions US dollars)*

1990 1995 2000 2005 2010

Total Institutional
Beds 120.5 118.1 109.5 103.1 91.3
Semiindependent 23.6 23.2 21.6 20.4 18.0

Frail 29.9 29.3 27.2 25.9 23.2

Severely Disabled
or Mentally Frail 67.0 65.6 60.7 56.8 50.1

Sheltered Housing 16.3 16.1 14.9 13.1 10.7

* Not including immigrants from the FSU.

3. Needs for Day Care
3.1 Extent of Needs

Day Care Centers are intended to serve the elderly who live in the community
and suffer from physical disablities or cognitive disturbances. The objectives
of Day Care Centers are to improve the elderly's quality of life, to reduce
loneliness among the disabled elderly, to improve the ability of the elderly
to care for himself and to reduce the burden of the caregivers who care the
elderly in their homes. A typical center provides services for ifvesix hours
a day 34 times a week. Among the services provided are: transportation,
breakfast, hot lunch, recreational activities, personal care, crafts adapted to
speciifc disabilities, nurse and social work services, bathing, etc.

Based on international and Israeli experience, it has been estimated that 29cf
of the elderly population living in the community is in need of daycare
services. This standard of needs was adopted by ESHEL, the Association
for the Planning and Development of Services for the Aged in Israel, as
a guideline for future nationwide development of this service. Using this
standard the expected population in need of daycenters is 3,176 elderly
survivors as of 1990 and will decline gradually to 1,659 as of the year 2010
)see Table 4).
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Table 4: ProjectionofNeeds and Cost for DayCare Centers  19902010*
Age Group 1990 1995 2000 2005 2010

No. of Recipients 3,176 3,078 2,708 2,228 1,659

No. of Centers 35 34 30 25 18

Construction Costs
(millions $) 17.5 17.0 15.0 12.5 9.0

Annual Operating
Costs(millions$) 10.7 10.4 9.1 7.5 5.6

* Not including immigrants from the FSU.

3.2 Capital Investments

The construction cost of one center that can provide services to 60 clients
per day, is about $500,000 (including equipment). Assuming that the centers
operate 6 days a week and that each elderly will visit 4 times a week on
average, each center can serve 90 elderly. Therefore, 35 centers will be
needed as of 1990 at a cost of 17.5 million dollars.

3.3 Operating Costs

The present cost per elderly person per day is $16.20. That means an annual
operational cost of 10.7 million dollars, in 1990, in order to provide day care
services to the elderly survivors. The operating cost will decline gradually as
the number of recipients declines, and in 2010 the annual operating cost will
be 5.6 million dollars (see table 4).

4. Needs for HomeCare Services
4.1 Extent of Needs

In the present analysis we confine ourselves to two major homecare services
for the elderly living in the community: (a) personal care for the severely
disabled who need help in bathing, dressing and eating; and (b) homemaking
for those who are unable to perform basic activities (cooking, cleaning,
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shopping and laundry) and are not living with a spouse or child who can
provide it.

Using prevailing rates of disability by age and sex in Israel, we have
estimated the number of disabled elderly survivors in need of speciifc
homecare services. As of 1990, 11,300 elderly were in need of personal care
services, representing7.190 of the elderly Holocaust survivors (see Table 5).
On average, each elderly requires 10 hoursof care per week, in order to meet
his needs. Until the year 2010 the number of disabled elderly will decrease
gradually to 7,350, but the percentage of disabled elderly will increase from
770 to 970, due to the aging process of the survivors.

Table 5: ProjectionofNeeds and CostofHomeCare Services 19902010*

Age Group 1990 1995 2000 2005 2010

Personal Care
No. of Disabled 11,313 11,095 10,160 8,972 7,357
70 of Disabled 1.190 1.290 7.570 8.170 8.970
Annual Cost

(millions $) 38.4 37.7 34.5 30.5 25.0

Homemaking
No. of Disabled 60,336 58,899 53,027 45,046 35,042
70 of Disabled 38.070 38.370 39.270 40.470 42.470
Annual Cost

(millions $) 69.4 67.8 61.1 51.8 40.4

* Not including immigrants from the FSU.

Regarding homemaking services, the estimated number of disabled is 60
thousand, representing 38% of the elderly as of 1990. On average each
disabled elderly needs 4 hours of assistance in homemaking per week. Until
2010 the number of elderly in need of this services will decline to 35
thousand.

4.2 Operating Costs

The present cost of an hour of service is $6.53 for personal care and $5.53
for homemaking. As of 1990 the total operating costs of homecare services
is about 108 million dollar per year (see Table 5). Due to the decrease in
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the number of disabled elderly the cost of these services will decline to 65
million dollars as of the year 2010.

5. Summary

The magnitude of the elderly Holocaust survivor population living in Israel
is at present very large and will remain signiifcant even up to the year 2010.
Consequently, their needs for longterm care services are extensive, and will
remain so at least for the next twenty years.

In the future, we hope to be able to integrate the impact of immigration more
fully into these estimates. It is clear that if we take the immigration into
account, the total needs of the Holocaust survivors in Israel will be much
greater and will decline at a much slower rate.
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1. The Gilo Project Concept

The Gilo Sheltered Housing Project for the Elderly was conceived as a
demonstration project in group living for the elderly incorporated within a
multigenerational housing estate.

The project was spurred by a development grant from the Brookdale
Foundation ofNew York. It is administrated by the Jerusalem Trusteeship for
the Aged and receives the support of ESHEL, the Jerusalem Municipality,
vairous government ministires, and the Joint Distribution Committee.

The project consists of 51 ground lfoor units distributed among ten, four
storey residential blocks. Twothirds are occupied by singles and onethird
by couples; the upper lfoors are populated mostly by young middleclass
families with children. The project units are under the administrative control
of Amidar, a government public housing company which is the legal owner
of the units and is responsible for project maintenance services and rent
collection.

The supportive elements distinguishing the project are the services of
housemother, a twoway intercom system, and an onsite clinic operated
in cooperation with Kupat Holim. In addition, a key component of the
project is an onsite social club designed for project residents and open
to community residents as well. The club facility includes a large activity
room, a kitchenette, and laundry facilities. Among the regularly scheduled
activities are exercise and Hebrew classes, a handicrafts workshop, and
weekly residents' meetings. Special events, such as parties and excursions,
are also frequently organized.

Since its intial stages of development, the project has undergone ongoing
monitoring and evaluation by a Brookdale Institute research team. The
multigenerational character of the project is seen as its key aspect, and one of
the major research goals, therefore, was to determine whether ageintegrated
living represents a viable communitybased housing model for the elderly.

The target population for the Gilo sheltered housing project consisted
primarily of functionally independent Jerusalem elderly in need of sheltered
housing for any of the following reasons: substandard housing, insecure
tenure, social isolation, interpersonal conlfict within the context of a shared
living arrangement, or a residential environment deemed unsuitable for
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social, emotional (e.g. sense of security), or cultural reasons. In addition,
some units were set aside to reunite elderly living outside of Jerusalem with
their children who already lived in the Gilo area.

In the Gilo project, much time was invested in explicitly deifning both
screening procedures and admissions criteria. The committee members
responsible for the screening process, selected on the basis of their
professional qualifications and impartiality, included representatives of both
housing and social service departments. This procedure is similar to that used
by multiprofessional screening panels in Great Britain and contrasts with
some of the more onesided approaches found in the literature (Butler et al.,
Heumann and Boldy, 1982).

The procedure used to screen applicants to the Gilo project resulted in a
residential population with characteristics very similar to those of the target
population.

For the majority of the project residents (67$), the primary need for
sheltered housing emerged as a result of housingrelated problems. For
the remaining residents (33'^), the primary need stemmed from objective
and/or felt conditions of social isolation (99cf), conditions of interpersonal
conflict within a shared living arrangement (59£'), or from a desire to reside
nearer to immediate family (199rf).

Most of the residents are functionally independent. Those who are not usually
have the help of a more capable spouse. Of the 59 residents living in the
project as of September 1984, 25'$ were male and 1590 were female. The
average age of the project residents was 74, the youngest resident a woman
aged 60 and the oldest a man aged 97. Fiftyone percent of the residents
are aged 75 years or older. Sixtysix percent received a special income
supplement for lowincome elderly from the National Insurance Institute.

An additional challenge of the project was the social integration of elderly
from diverse backgrounds. This is consistent with a general societal objective
of promoting the integration of the diverse social and cultural groups that
make up Israeli society.

The project residents differ a great deal in education, country of origin, and
languages spoken. While 149cf of the residents have no formal education,
189cf have 13 or more years of education. Eighteen countries of origin
are represented. The largest group of residents (2590) immigrated from
Russia, and most of the others came from Turkey, Iraq, Morocco, Romania,
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Germany and Yugoslavia. Only 796 of the residents were born in Israel.
Eleven languages are spoken among the residents. Only 529cf have a good
knowledge of spoken Hebrew. Most of those who lack spoken Hebrew are
conversant in either Arabic or Yiddish.

2. Methodology

Data were gathered by several methods, including structured and informal
interviews with residents and staff, selfadministered questionnaires to the
nonelderly residents, and weekly observation of club activities and resident
interaction. In addition to initial screening interviews of applications to the
project, the research team interviewed residents one year after entry and
conducted a followup survey six months later.1 This multiple approach
helped provide a comprehensive view of project life, since information
acquired through one source could often be validated by data obtained from
another.

The first project resident survey took place in December, 1983 and January,
1984. At that time, 42 of the 51 residential units were occupied by 56
elderly residents. Fiftyfour of these 56 residents were interviewed; two were
unavailable due to poor health. Of the younger housingestate residents (the
nonelderly), only household members aged 12 and older were interviewed.
Twopage questionnaires were distributed to 80 households, comprising a
total of 211 individuals. Questionnaires were collected from 65 households,
comprising a total of 170 individuals (a response rate of81 '70(. The distribution
and collection process occurred during February and March 1984.

The second survey of project residents took place in July and August, 1984.
At that time, 47 of the 51 residential units were occupied by 59 elderly
residents. The second survey of nonelderly residents took place in August
and September, 1984. Questionnaires were distributed to 64 households,
comprising a total of 167 individuals. Questionnaires were collected from 47
households, comprising a total of 125 individuals (a response rate of 759cf),
99 of whom were also respondents in the first survey.

1 The survey conducted one year after implementation of the project will hereafter
be referred to as the ifrst survey, the survery conducted one year and a half after
implementation of the project will be referred to as the second survey.
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This report presents the ifndings of the ifrst and second surveys of the elderly
and their nonelderly neighbors. The discussion will focus on the results of
the second survey, with references to the ifrst survey whenever signiifcant
changes have taken place.

3. Results
3.1 Resident Evaluation of the Project

Attitudes toward the project, as revealed in the resident surveys, are reported
in Table 1. On the whole, the problems stated by residents when they applied
for units within the sheltered housing project were solved by relocation to
the project.

The residents indicated a high degree of satisfaction with both the housing
and service aspects of the project. The new living units were valued because
of the improved physical conditions they provided over previous living
arrangements, for their incorporation of all basic facilities such as a bathroom,
kitchen, and central heating, and for the sense of permanency in tenure. They
emphasized the importance of the intercom system in providing a send of
secuirty and as a means to summon aid in time of need.

Table 1 : Indicators of Resident Satisfaction with Project

Second Survey First Survey
(N=59) (N=54)

Number Percentage Percentage
Improvements Relative to Former
Residence
Dwelling unit is better 44 75 70
Neighbors or general social
atmosphere is better 27 46 43
Sense of personal security is
greater 33 56 62
Accessability to shopping facility
is better5 8 6
Do not regret having moved to
project 51 86 85
Problems cited as reasons for
applying to project were resolved
by relocation to project 55 93 96
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Table 1 : Indicators of Resident Satisfaction with Project (Continued)

Second Survey First Survey
(N=59) (N=54)

Number Percentage Percentage

Satisfaction with Project Services
Project staff/resident relations
are very good or good 51 86 93
Project staff is doing enough
to assist residents 44 75 83
Apartment maintenance provided
by project and Amidar is good1 27 79 
Services of project nurse
are satisfactory 2 37 97 
Project intercom system is
satisfactory 3 24 92 82
Intercom system is a necessary
service of the project 59 100 100
Overall club program is good 54 92 93

Most Frequently Mentioned
Positive Project Attributes4
The dwelling unit or features
thereof 36 61 61
The onsite staff 19 32 60
Social life within the project
setting 19 32 35
The club facility 18 31 20

Project Attributes Valued Most
Dwelling unit 27 46 
Social life within project
setting 6 10 
Onsite staff47 
Club facility35 
Project health services 1 2 
No one attribute is valued most;
all aspects of project are good 6 10 
Other attributes (each mentioned
by one resident) 3 5 
No response 9 15 
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Table 1: Indicators of Resident Satisfaction with Project (Continued)

Second Survey First Survey
(N=59) (N=54)

Number Percentage Percentage

Most Frequently Mentioned
Negative Project Attributes5
No negative attributes cited 8 14 24
Rent conditions (rent levels
and/or collection process),
House committee (Vaad Bayit)
payments, or housing costs in
general 28 47 33
Size of water heaters 8 14 15
Lack of proper and ample space
to hang laundry 8 14 7

Project Attributes Mentioned
Most often as Needing Improvement6
No attributes require improvement 9 15 22
Do not know 11 19 30
Rent conditions and/or House
Committee payments condition 21 35 17
Water heater (need for smaller
units) 12 20 4
Space to hang laundry (need for
larger area) 10 17 4

1 Based on 27 of the 34 residents who had used the maintenance service.
2 Based on 37 of the 38 residents who had used the services of the project nurse.
3 Based on 24 of the 26 residents who had used the intercom system.
4 Other, less frequently mentioned positive project attributes were the project health services (179cf,

a signiifcant increase over the AVc noted in the ifrst survey) and the intercom system (59k).
5 Other, less frequently mentioned negative project attributes were disturbances by children (10<?S>),

poor access to shopping facility or garbage disposal area (10'Fo), lack of cleanliness of public
areas (5^0), and insufifcient hours of central heating in the winter (39£>).

6 Additional project attributes needing improvement were noted less frequently, in most cases by
two or three residents. The following needs were mentioned: to improve access to a synagogue
or shopping center, to open the club facility in the late afternoon and early evening, to provide
benches, and to improve the cleaning service in the public areas.

The residents were also satisfied with the project staff because they perceived
that staff members had a positive attitude towards the elderly and were
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available in time of need. Due to the linguistic diversity of the resident group,
staff members could not relate equally well with all residents; however, all
residents were able to communicate with at least one of the staff members.
The residents also expressed overall satisfaction with the club.

The literature reports that the service components of sheltered housing
programs  onsite staff, an intercom system, health services, and communal
facilities  are most often stressed by the sponsors of sheltered housing.
Residents, however, seem to value more the physical improvement of their
new housing units over their former ones (Bulter et al., 1983; Rose, 1978).

When the Gilo residents were asked openended questions about which
project attributes (and which single project attribute) they valued most, in
both cases the dwelling unit was mentioned most frequently. It should be
noted that social and service aspects of the project were also mentioned by a
large number of residents.

The residents also commented on some of the project aspects which they felt
to be "weaker". Twentyeight of the 59 residents surveyed (4796) expressed
reservations about the level of housing costs, which they found to be higher
than in in their previous residences (a few of the residents had previously
been exempt from all rent payments). In the ifrst survey, 18 residents (3390)
expressed these views, and the second survey results, therefore, indicate
a signiifcant increase in the number of residents concerned about housing
costs. In addition, when asked directly, 12 residents (2090) said that they
were dissatisifed with the procedures by which housing payments have been
administered and collected.

The number of residents who cited positive project aspects, however,
exceeded the number who cited negative aspects. Of the 59 residents
surveyed, eight said they regretted having made the move to Gilo.

3.2 Social Contacts Among Project Residents

Various housingrelated studies have included an examination of the social
contacts among elderly residents (for Great Britain, see Butler et al., 1983,
Grififn and Dean, 1975; Ministry of Housing and Local Government, 1968;
Rose, 1978; for the United States, see Carp, 1966; Jacobs, 1975; for Israel,
see Shtarkshal, 1982). While the degree of interpersonal contact and social
cohesion varies across the studies, the ifndings are generally positive.
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In the Gilo project, both the residents and staff consider the quality and level
of social contacts which have emerged to be highly positive and beneifcial
(for an overview of social contacts, see Table 2).

Social relations among the elderly were considered to be good or very good
by 789cf of the project residents. Social contacts of an unorganized, individual
nature may take the form of casual exchanges of greetings or, at a deeper
level, home visits and mutual assistance. Ninetyeight percent of the residents
reported having social contacts of some type, and 8396 reported having more
than a casual exchange of greetings.2

Table 2: Social Contacts Among the Project Residents
Second Survey First Survey

(N=59) (N=54)
Number Percentage Percentage

Affective Quality of
Social Relations
Social relations with other
residents are good or very good 46 78 83

Conifdant relations exist with
another project resident1 20 34 20

Main Types of Social
Contacts Reported
Casual exchange of greetings 58 98 98
Visits of any type 49 83 85
Mutual visits 44 74 67
Sharing of meals (most often
refreshments) 33 56 48

Watching television together 25 42 22

Assistance Patterns Among
the Residents^
Beneifciary: have only
received aid from another resident3 5 9

Contributor: have only given
aid to another resident 14 24 29
Beneifciary and Contributor:
have received and given aid 20 34 17

2 Casual contacts are deifned as exchanges of greetings or more prolonged conversations
that take place in nearby outdoor areas (e.g., walkways around the housing site, courtyard,
or street(.
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Table 2: Social Contacts Among the Project Residents (Continued)

Second Survey First Survey
(N=59) (N=54)

Number Percentage Percentage

Total residents involved in
giving and/or receiving aid 37 63 55

Project Residents as Sources
of Aid
Can rely on another project
resident to help in time of need 14 24 6

Involvement in Organized
Club Activities
Participate in at least
one activity on a regular basis* 45 76 69

Satisfaction with Level
of Social Contact
Satisifed with current
level of contact 45 76 76

Desire more contact
(mainly visits) 14 24 24

Cultural Diversityof the
Project Resident Population4
Cultural diversity of the
resident group has no
particular relevance to or
impact on life in the project 35 59 64

Cultural diversity of the
resident group makes life
more interesting within
the project setting 11 19 17

1 The data are based on responses to the following question: Is there someone to whom you feel
close, that is, someone with whom you can openly discuss your personal problems?

2 The main forms of assistance include shopping, birnging medicine, sending mail and escorting.
Shopping is the form most often involving mutual exchange of assistance. Other forms
include visiting the sick, preparing meals, translating documents, writing letters, and aiding
with needlework.

3 Regular participation is deifned as attendance at nearly every session. The activities with the
highest number of regular participants were club parties (619cf regularly attended) and residents'
meetings (46<X> regularly attended).

4 The data are based on responses to the following question: The people who came to live in the
project have different backgrounds, languages, and education. Do you think this adds interest to
life in the project, creates problems, or has no relevance to the project?
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In the second survey, contacts involving mutual visits, sharing ofmeals, and
television watching were mentioned by a greater number of project residents.

It is interesting to note that the percentage of elderly involved in patterns
of reciprocal assistance has also increased, thus signalling the further
development in importance and visibility of an informal support system that
supplements staff and/or family support. Almost twothirds of the residents
had been involved in the giving and/or receiving of assistance, as compared
with slightly over onehalf at the time of the first survey.

More project residents, moreover, consider other project residents to be
sources of both effective and instrumental support in time of need. When
asked to whom they felt close, that is, on whom they could conifde about
their personal problems, 349b of the elderly reported conifdant relations with
another project resident, as compared with 209b in the ifrst survey. In addition,
when asked on whom they could rely to provide assistance in time of need,
249b of the elderly mentioned another project resident, as compared with 69b
in the ifrst survey.

The diverse background of the project population has not, apparently,
prevented the development of social interaction and cohesion within the
project. Indeed, most of the elderly (789b) felt that the cultural diversity of
the resident group had no negative influence on social life within the project.
Social networks, however, have tended to form among elderly of similar
backgrounds.

At the time of the ifrst survey, project staff members reported that the network
of relations among project residents had been continually improving since
the project's initial months. According to the staff, the project population can
be viewed as a socially cohesive group, one that has consolidated itself into
"one happy family".

This positive development can be attributed to several factors:

1. The residents may have been favorably predisposed toward initiating
social contacts. Indeed, residents voluntarily moved to the project, and a
number of them did so in order to change existing conditions of social
isolation.

2. Certain structural aspects of the project were aimed at promoting the
social integration of the resident group. The onsite staff encouraged
social interaction and made an effort to provide an atmosphere conducive
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to socialization (e.g., introducing residents to each other and organizing
a resident welcoming and visiting committee).

The project club also provides a setting and opportunities for interaction. It
serves to stimulate initial contacts and contributes to their maintenance and
growth. Ninetyfive percent of the project residents have participated in at
least one club activity, either on a regular or an occasional basis. In addition,
the selforganization of residents into taskrelated functions (such as working
on the club paper, baking food for club parties, helping in the preparation
of special events such as a handicrafts bazaar, or participating on the club's
activity planning committee), as well as the emergence of certain residents
in leadership roles, have contributed to the creation of a viable and active
social community within the project.

3. Community volunteer organizations are actively involved with project
staff in organizing informal social activities, thus supplementing
socialization opportunities provided by regular club programs.

3.3 Relations Between the Elderly and the NonElderly

Although there is extensive literature on sheltered housing, there have been
very few empirical evaluations of ageintegrated housing projects. This may
be due to the relatively small number of ageintegrated, as opposed to
agesegregated, housing projects available for study (Lawton, 1975).

The few studies that do examineageintegrated projects report either a general
lack of significant intergenerational contact or a negative social atmosphere
characterized by social tension among the generations (Lawton, 1975, 1976,
1980; Rosow, 1962).

Rosow (1962) cites a study of an ageintegrated housing project in Detroit
in which the elderly were found to have almost no significant contact
with their young and middleaged neighbors. In addition, he reports on a
study that focused on the quality of intergenerational relations in a Chicago
housing project and found them to be dominated by an air of prejudice
and mutual disinterest. Lawton (1975), in a review of ageintegrated public
housing projects in the United States, concludes that the consequences for the
aged have thus far been quiteunfavorable. In contrast, findings with respect to
intergenerational relations in the Gilo project are much more favorable. When
asked to describe the general quality of relations among the generations, only
59cf of the elderly and 149cf of the nonelderly reported that relations were not
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very good or not good. Beyond the general absence of a negative perception,
there has emerged substantial, positive interaction among the generations.

Table 3: Relations Between the Elderly and NonElderly

Elderly Surveys NonElderly Surveys

._ Second First Second First
''  (N=59) ' (N=54) (N=125) (N170)

Number 90 90 Vc 90

Types of Intergenerational
Contact
No contact ,'II. 19.0 31.5 27.0 32.0
Only casual contact
(exchange of greetings) 25 42.0 35.0 21.0 19.0
Higher levels of contact 23 39.0 33.5 52.0 49,0

Distribution of Higher ,.,., .

Levels of Contact
Visitation only 8 14.0 9.5 5.0 5.0
The giving and/or.._. ." . ■ ■■>■■ ;■r^ '
receiving of assistance
only 5 8.0  23.0 22.0

Visitation and the giving
and/or receiving of ' '.. '

assistance 10 17.0 24.0 24.0 22.0

Intergenerational יי  '
Assistance Patterns ' ■ :

Beneifciary: have only . .. .

received assistance from : .:*.<

the other age group 10 17.0 13.0 0.0 1.0
Contributor: have only
given assistance to the
other age group 3 5.0 4.0 38.0 29.0

Beneifciary and Contirbutor:
have received from and ._'"' \

given assistance to the 1■

other age group 2 3.0 7.0 9.0 14.0
Total residents involved
in giving and/or receiving .. . 1

assistance from the other
age group 15 25.0 24.0 47.0 44.0
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Table 3: Relations Between the Elderly and NonElderly (Conitnued)

Elderly Surveys NonElderly Surveys

Second First Second First
(N=59) (N=54) (N=125) (N=170)
Number 90 0lo Vo 9'c

Project Residents: Satisfaction
with Level ofInte!generational
Contact
Satisifed with current
level of contact 45 76.0 74.0  

Desire more contact
(mainly visitation

' contact) . 14 24.0 26.0  
Age Group Preferences
of Project Residents ., 1.

To live with elderly
only 7 12.0 20.0  

To live with families
but without young
children 9 15.0 6.0  

To live with families
having young children 29 49.0 39.0  

No particular preference 14 24.0 35.0  
Project Residents' Attitudes
Toward Living with Young
People
Good to be living with
young people 45 76.0 72.0  

Not good to be living
with young people 10 17.0 22.0  

No opinion 4 7.0 6.0  
First Survey Second Survey
(N=170) (N=125)
Percentage Percentage

NonElderly: Attitudes Toward
the project
Satisifed 44.0 41.0
Not satisifed 10.5 14.0
Indifferent 45J5 45X(
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Beyond toleration, there seems to have been considerable realization of the
opportunities for mutual sharing and enrichment across the generations. Table
3 provides an overview of intergenerational contacts.

Intergenerational contacts of an unorganized, individual nature may take the
formof casual exchanges of greetings, home visitations, and elderly reported
having intergenerational contacts of some type. Thirtynine percent of the
elderly and 5296 of the nonelderly reported that these contacts extend beyond
casual exchanges of greetings to include visitations and/or mutual assistance.

Involvement in mutual assistance was reported by 259cf of the elderly and
479cf of the nonelderly. The nonelderly are mainly providers of assistance,
whereas the elderly are mainly recipients of assistance. The most common
forms of intergenerational assistance reported were: the nonelderly help
the elderly with shopping, carrying groceries, garbage disposal, and repair
work; the elderly help the nonelderly by babysitting and providing help with
needlework.

Beyond these selfinitiated contacts are more organized forms of contact
within the project club facility. These include participationof the nonelderly
in the monthly birthday parties held for project residents, as well as in parties
organized for holidays.

At the time of the second survey, more of the elderly reported having
intergenerational contact of some type (68.59cf in the first survey and 8196 in
the second). In addition, there was a small increase in the number of elderly
reporting intergenerational contacts that went beyond a casual exchange of
greetings. Of the 99 nonelderly included in both surveys, 679cf reported
having some type of intergenerational contact in the first survey and 759S> in
the second survey.

Relations among the elderly and the youngest residents are of particular
interest, as shown by an analysis of the data by age group reported in Table
4.

The 1219 age group revealed the highest rate of involvement in social ,

contacts with the elderly that went beyond a casual exchange of greetings,
that involved intergenerational assistance, and that were organized by the club.
Seventyfive percent reported having contacts with the elderly, and 62.59cf

reported that these contacts extended beyond a casual level. Sixty percent of ;
those surveyed in this age group reported involvement in intergenerational
assistance patterns, mainly as providers of assistance. Their role in providing
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assistance was further conifrmed by elderly who were asked to report the
source of assistance they received. Sixtyseven percent reported receiving
assistance only from children or youth, whereas the remaining 379cf had also
received assistance from adults. All of the 37$, however, stated that the
children and youth helped them the most.

Table 4: Percentage ofNonElderly Involved in Intergenerational Contact,
by Age Group (based on second survey)

Age Groups

1219 2029 3039 40+
(N=40) (N=17) (N=33) (N=35)

Types of Intergenerational
Contact
No contact 25.0 52.5 22.0 23.0
Casual contact only
(exchangeof greetings) 12.5 6.0 27.0 31.0

Higher levelsof contact 62.5 41.5 51.0 46.0
Distribution of Higher of Contact
Visitation only 2.5 12.0 3.0 6.0
The giving and/or receiving
of assistance only 35.0 12.0 24.0 14.0
Visitation and the giving
and/or receiving of assistance 25.0 17.5 24.0 26.0

Intergenerational Assistance
Patterns
Beneifciary: have only
received assistance from
the other age group 0.0 0.0 0.0 0.0

Contirbuter: have only
given assistance to the
other age group 50.0 29.5 39.0 28.5

Beneifciary and Contirbuter:
have received from and
given assistance to the
other age group 10.0 0.0 9.0 11.5

Total residents involved in
giving and/or receiving
assistance from the other
age group 60.0 29.5 48.0 40.0
Participation in Organized
Activities within the
Project Social Club 32^5 O0 9.0 20.0
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Eighteen percent of the total nonelderly population had participated in
some of the organized intergenerational activities in the project club, while
32.5'# of the 1219 age group reported participation in these activities. The
findings regarding the 1219 age group point to its potential value within an
ageintegrated setting, as opposed to its stereotypical negative role.

Not all of the contacts between the elderly and the children and the youth
have been positive. When asked directly, 599cf of the project residents stated
that they had been bothered at some time by the behavior of the children.
As examples, they cited noise  especially during afternoon rest hours, and
disturbances by children playing in close proximity to the project's residential
units.

One might interpret these reports as verification of the frequently expressed
negative consequences that may arise from contact between groups on the
extremes of the age spectrum. Alternatively, the negative elements can be
viewed as only part of amore complex relationship that includes both positive
and negative aspects.

The positive aspects at Gilo include not only home visitation and assistance,
but also appear to include more subtle benefits that the elderly derive simply
from the presence of children. When asked about the positive aspects of
ageintegration, the elderly tended to respond in very general terms: "It
makes life more interesting", and "It gives one a good feeling to see young
faces and hear young people".

Some sense of theelderly (s overall view of the presence of their young
neighbors is evident in their attitudes towards ageintegration. From these
responses, we can distinguish between whether their attitudes towards living
in a multigenerational context are positive and whether it would be their ifrst
preference when confronted with alternatives. When asked whether it was
good to live among young people, 76*70 (as compared with 72*70 in the ifrst
survey) said it was good, and 1790 percent (as compared with 229cf in the
ifrst survey) said it was not good. A stirking change emerged in the stated
preferences of project residents for ageintegrated settings. In the ifrst survey,
45*70 said they preferred an ageintegrated setting, while in the second survey,
a majoirty of the residents (64*20) indicated such a preference (24*20 indicated
no preference, and 1290 said they would have preferred to live in a setting
limited to other elderly(.
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Still another perspective on resident attitudes is obtained from their responses
to an openended question about the positive and negative aspects of the
project. Only six residents (109cf) mentioned an intergenerational aspect of
the project as a negative feature.

The elderly residents of the project did not come to it as believers in age
integration. For the most part, they were living in very difficult conditions
and Gilo was the only opportunity for change. After their arrival in the
new residential setting, the elderly began formulating views toward age
integration, at the same time learning how to adjust to such a setting. It
appears then, from examination of the second survey results, that after one
and a half years in Gilo, more residents came to view ageintegration as
favorable and more of them established intergenerational contacts of some
type.

Most of the nonelderly were intially unaware that a housing project for the
elderly would be integrated within the housing estate. Thus, it cannot be
argued that the nonelderly who moved into the housing estate represented
individuals who had a prior inclination towards ageintegration.

Indeed, shortly after the elderly moved to the site, there were expressions by
the nonelderly of negative feelings towards the existence of the project. In
order to obtain some indication of the change in attitude, the first survey of
the nonelderly included a question which sought to compare their current
attitudes toward the project with their initial reactions. The results revealed
that the initial attitudes of the nonelderly toward the project, which were
pirmarily reflections and indifference, had changed to equal numbers of them
expressing satisfaction and indifference.

The majoirty of the nonelderly in the second survey also reported that
they were either indifferent to (45$?J or satisfied with (419cf) the project.
Thirtysix percent of them expressed unfavorable comments when asked
explicitly whether there was something they disliked about the project. Most
of these comments focused on relations between the elderly and the children
or on the dog owned by one of the project residents. Typical responses were:
"The elderly do not allow the kids to play", "The elderly ask for quiet all the
time, which takes away from the kids' freedom to play", and "The large dog
firghtens the small children".

When asked what they liked about the fact that a sheltered housing project for
the elderly existed within their buildings, a majority of the nonelderly(7 IX(
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offered comments, focusing mainly on the beneifts the elderly deirved rfom
being in the project. They mentioned the project's club and onsite staff, the
ease of living in a ground lfoor unit, and the advantages of an ageintegrated
setting, which allow the elderly to live in a regular community setting rather
than being isolated from the mainstream of communal life. It is signiifcant to
note the increase in the percentage of nonelderly who cited ageintegration
as a beneifcial feature for the elderly, from 139cf in the ifrst survey to 2296 in
the second.

3.4 Residents^ Overall Patterns of Social Contact within the
Housing Estate Setting

We may now examine in an integrated fashion the total network of
relationships of project residents within the housing estate, as summarized in
Table 5.

Only a few project residents entirely lack social contacts. The patterns are
sensitive to whether or not casual contacts are included in the deifnition
of contact. When included, the dominant pattern of contacts for the elderly
extends to both other project residents as well as the nonelderly, a pattern
which became increasingly dominant over time (see Table 5). In addition, a
signiifcant minoirty has contacts with other project residents only.

When casual contacts are excluded from the deifnition, the dominant pattern
is contact with other project residents only, with a signiifcant number having
contacts with the nonelderly as well. It is important to note that this latter
group has grown in number since the time of the ifrst survey. Finally,
contacts with the nonelderly, as reported in the ifrst survey, rarely substitute
for contacts with other project residents, but rather complement such contacts.

In addition, it should be mentioned that 939cfof the elderly have contacts with
vairous family members and 489cf with friends living outside the project.

One of the arguments in favor of sheltered housing is its perceived role
in providing a solution to objective and/or subjective conditions of social
isolation. In order to test this view, Butler et al. (1983) examined tenants'
feelings of loneliness as part of a fouryear study of sheltered housing projects
in England and Wales. Since it was found that most of the residents who felt
lonely prior to moving to sheltered housing retained such feelings after their
move, the authors concluded that sheltered housing did not always resolve
conditions of social isolation.
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Table 5: Social Contact Pattenrs of Project Residents with the Entire
Housing Estate Population

Casual contacts Casual contacts
included' excluded^

Second First Second First
Survey Survey Survey Survey

Number 90 90 Number 90 9b

Social Contact
Patterns
No contact with
elderly/no contact
with nonelderly 1 2.0 2.0 8 14.0 13.0

No contact with
elderly/contact
with nonelderly 0 0.0 0.0 2 3.5 2.0

Contact with elderly/
No contact with non
elderly 10 17.0 28.5 28 47.0 57.0

Contact with elderly/
Contact with non
elderly 48 81.0 68.5 21 35.5 28.0

Total 59 100.0 100.0 59 100.0 100.0

1 Contact deifned to include casual contacts, and/or visits, and/or assistance.
2 Contact deifned to include visits and/or assistance only.
3 First survey: N=54

Among those Gilo residents whose primary or secondary reasons for applying
to the project were conditions of social isolation (16 residents), all of them
were subsequently found to maintain social contacts of some type with other
project residents. Fifteen of them had more than casual contacts, including
mutual visits and, in most cases, other forms such as sharing meals. Only
five of these 16 residents reported feeling lonely, and only two of them stated
that relocation to the project did not solve the problem of social isolation
noted as their reason for applying.

Of all project residents interviewed, 13 (2290) expressed feelings of
loneliness. In most cases, these feelings were attributed by respondents
to the loss of an intimate partner or yearning for a close family member
living outsideof Israel. The rate of loneliness found in the project is far below
the rate of about 40*$) found in the two studies of community populations in
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Israel (Barel et al., 1981; Morgenstern, 1983) and the rate of 62.59cf found
in a study of institutionalized populations in Israel (Fleishman and Tomer,
1984). It appears, then, that the Gilo project was generally successful in
providing a beneficial solution to conditions of social isolation.

3.5 The Project and the Community

One of the hopes of the project management was that the project would
become an integral component of the host neighborhood and would
develop mutually supportive relations with communitybased informal and
formal organizations. Indeed, over time, viable and mutually rewarding
project/community bonds have developed.

It has been pointed out in the literature that volunteers can play an important
role in extending the support network available to housing project staff and
residents (Butler et al., 1983). The use of volunteers is noted as especially
important in communities that cannot easily provide care to project residents
due to a high care demand of community based elderly.

The contributory role of community volunteer organizations and individual
volunteers in the Gilo project, evidenced by their active interest in and
support of the project, has substantially widened the base of support available
to the residents and staff. Amit, the organization of volunteers for mutual
aid in Jerusalem, has provided opportunities for project residents to take
part in various sightseeing trips within and outside of Jerusalem, as well
as luncheons provided by some of the city's hostels. The Gilo Volunteer
Activation Program3 has helped establish a volunteer program for middle
school students, some of whom now regularly assist project residents in
vairous ways. Adult volunteers have participated by lecturing at the project's
club on an array of topics.

The project also enjoys a close and solid relationship with neighborhood
educational institutions, including the adjacent kindergarten and three
adjacent grade schools. More significantly these institutions have indicated
an active interest to expand the range of contacts currently established with
the project. Other contacts include community organizations such as the Gilo
Community Center (Matnas) and the Gilo neighborhood administration.

3 The Gilo Volunteer Activation Program was established in 1981 by the Gilo neighborhood
administration to provide oppotrunities for resident involvement in community life
through volunteer projects.
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The club has offered a convenient setting for intergenerational activities.
School children and members of the B'nei Akiva and No'ar Ha'Oved youth
movements have performed plays there for elderly audiences, and, in return,
a community volunteer used the facility to provide English lessons for a
large group of young students. Some children also participated in a book
collection drive for the club's library and joined some of the elderly in a
plant growing project organized by a volunteer from the Organization for a

Beautiful Israel. Parties, including an intergenerational mix of participants,
have become a regular component of the project's activity program, and are
held at the club for all major holidays.

While a beneficiary of communitybased support, the project is also a
community resource, a contributor to organized local community life. One
expression of this role is the workshop activity organized within the club.
A number of project residents volunteer to produce bandages for the Bikur
Holim hospital; the quality of the work has won the appreciation of the
hospital staff. A handicrafts bazaar was also organized and items produced
by residents in the club's workshop were available for purchase by the general
public. In addition, some residents participate in a dollmaking workshop, the
results of which will be distributed to children at the adjacent kindergarten.

Prior to the establishment of the sheltered housing project and its
accompanying club facility, the southwest section of Gilo lacked a social and
cultural activity center for the elderly. The housing project's club has served,
to some extent, to ifll that particular gap in the local service network. For
instance, it maintains an "opendoor" policy by extending its membership to
community residents, especially community elderly (25 elderly community
residents are now members of the club). Recruitment efforts have been
aided by the joint work of the club coordinator and members of the Gilo
AgedtoAged Program.4

In summary, links to the community have provided opportunities for project
residents to take part in neighborhood life and have helped to ease their
process of adjustment to a new residential environment. Shared activities
between project and community residents have been a source of stimulation
and emotional nourishment. The project management echoed this view

4 The Kashairm program (AgedtoAged) is a local voluntary organization within the
community work program of the Gilo Community Center. Its purpose is to arrange for
elderly in the neighborhood to help elderly by acting as escotrs, paying friendly visits,
helping with light household chores, etc.
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and has actively promoted oppotrunities for both monogenerational and
intergenerational community contact

3.6 Resident DropOut

Studies of sheltered housing (Heumann and Boldy, 1982; and Butler et al,
1983) have often used the rate of resident turnover and/or movement patterns
as a measure with which to assess individual projects as well as the sheltered
housing concept itself. Due to the relatively shotr time span since entry of the
initial group of residents into the Gilo project, the rate of resident turnover
has limited use in evaluating the project. Tenancy patterns have remained
relatively stable, except for four residents who died, three who left the project
due to dissatisfaction with the rent levels, and one who was transferred to a
longterm care institution.

4. Summary and Discussion

The Gilo Sheltered Housing Project for the Elderly consists 0f51 groundlfoor
units distributed among ten fourstory residential blocks, populated mostly
by young middleclass families with children. The main objective of this
evaluation was to find out if such a modelof community ageintegrated living
for the elderly could be a viable housing option.

On the whole, the residents admitted into the project were very satisfied
to have made the move, since it provided an improved physical and social
environment over what they had experienced in their previous places of
residence. While the project aspect most valued by the residents was the
improved physical condition of their new units, the social and service aspects
were also frequently mentioned. The main area of dissatisfaction expressed
by a fair number of residents related to housing costs and to the procedures
by which housing payments are administered and collected.

Both the residents andstaff considered the quality and level of social contacts
that have emerged among the elderly residents of the project to be highly
positive and beneficial. Social contacts include not only casual contacts but
also home visits, sharing of meals, watching television together, mutual
assistance, and patricipation in club activities. Most of the residents repotred
having contacts which went beyond the casual exchange of greetings. This
level of social integration demonstrates that under appropriate conditions,
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elderly from diverse sociocultural backgrounds can develop a sense of social
cohesion.

The major issue posed by the Gilo project was that of ageintegration.
The social relationships that have emerged in the first year and a half of the
project's existence have been characterized by substantial, positive interaction
among the generations and a general absence of negative perceptions of
intergenerational relations by both the elderly and nonelderly. It is also
important to note that since the time of the first survey, there has been an
increase in the extent of contacts between the generations.

A majoirty of the elderly expressed favorable overall attitudes toward living
in the multigenerational housing complex and felt that the setting had
contirbuted favorably to the quality of their lives. In addition, when asked
in an openended format to identify what they perceived as negative project
aspects, very few mentioned intergenerational aspects of the project.

Most of the nonelderly also experessed favorable views toward the project;
they focused mainly on the benefits that they felt the elderly derived from
the project. This ifnding has even greater signiifcance in view of the fact that
many of the nonelderly had initial apprehensions about or negative views
of the project and its potential impact on their lives and on the residential
environment.

Intergenerational contact of an unorganized, individual nature ifnds
expression not only in the casual exchange of greetings but also in home
visits and mutual assistance. About onethird of the elderly and onehalf
of the nonelderly reported having intergenrational contacts which extended
beyond casual exchanges of greetings. In addition, the project social club has
served as a setting for organized intergenerational contact.

Of special interest are the relations between the elderly and the children and
youth. The 1219 age group demonstrated the highest rate of involvement
with project residents in terms of assistance patterns, club activities, and
social contacts that extend beyond a casual exchange of greetings.

Not all the contacts between the elderly and children and youth have been
positive, however. About half of the elderly stated that they had been
bothered at some time by the behavior of the children. One might interpret
this ifndings as veirifcation of the often expressed negative consequences that
may arise from contact between groups on the extremes of the age spectrum.
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Alternatively, the ifnding may be viewed as a natural part of interpersonal
interaction, a complex interplay of both positive and negative elements.

The design of the Gilo demonstration project does not enable us to isolate
the factors contributing to these positive developments in intergenerational
contact. However, some speculations about these factors is in order.

One possible contributing factor is the initiative displayed by the onsite staff,
whose commitment to optimizing the potential beneifts of ageintegration
was relfected in many ways: They distributed a brochure to the nonelderly
households as a means of laying a foundation for neighborly relations
among the generations; they worked with local community organizations to
organize intergenerational activities within the club and adjacent educational
facilities; and they held periodic consultations with nonelderly housing estate
representatives, often within the context of meetings of the resident block
committees (the staff also encouraged project residents to participate in these
meetings).

Another factor which possibly contributed to successful intergenerational
contact was the nature of the population mix. The Gilo project was an
experiment in the integration of functionally independent elderly with young
"nonproblematic" families. In contrast are other ageintegrated projects,
characterized by what Lawton (1976) terms a "lethal mix" (i.e., a mix
of "vulnerable" elderly, such as those in poor health, with "problematic"
families, such as those living on low incomes or welfare payments).

The neighborhood setting can also increase or reduce the potential for positive
intergenerational developments. The location of an ageintegrated project in a
"problem" neighborhood with a high crime incidenceor juvenile delinquency
can limit social interaction. The Gilo project is located in a neighborhood
with a low rate of crime. The project residents, for the most part, felt secure:
9096 felt more secure or as secure in the project as they did in their former
residences.

It does not appear that one can attribute the intergenerational successes at
Gilo to a process of selfselection. The nonelderly were unaware of the fact
that a housing project for the elderly would exist within the housing estate;
the project residents chose Gilo not for its intergenerational atmosphere, but
because it was the only option available to them as a way out of their dififcult
circumstances.
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It is worth noting that all staff members in the Gilo project agreed that it
would be beneficial to reproduce the concept of ageintegration in future
projects. All felt that the benefits of such a living concept outweighed any
possible negative consequences.

One must caution, though, that there is no guaranteed formula to ensure
the success of an ageintegrated housing project. Although a number of
factors may have contributed to the favorable outcome observed at Gilo,
their relative weight is unknown. More comparative studies of ageintegrated
projects are needed in order to determine the independent as well as the
cumulative effects of factors such as population characteristics, site designs,
neighborhood attributes, and project service packages on the viability of
multigenerational housing projects.
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Appendix 1:

Immigrants by Sex and Age:
January 1990  December 1993

Prepared by Shmuel Be'er*

In this appendix we present data on the immigrants by age and
sex for the period January 1990 to December 1993, as well as
for each of these years separately. The data is presented for all
immigrants, as well as for immigrants from the CIS and from
Ethiopia.

* Researcher, JDCBrookdale Institute
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OLIM: January 1990  December 1993
TOTAL OLIM OLIM FROM CIS OLIM FROM ETHIOPIA

AGE ABSOLUTE NUMBERS ABSOLUTE NUMBERS ABSOLUTE NUMBERS
total males females total males females total males females

Total 529,478 249,628 279,850 464,304 218,196 246,108 28,646 14,267 14,379
QA 37,294 19,106 18,188 29,565 15,138 14,427 4,711 2,431 2,280
59 44,157 22,738 21,419 36,531 18,783 17,748 5,228 2,739 2,489
1014 39,587 20,359 19,228 33,263 17,091 16,172 4,346 2,305 2,041
1519 38,736 20,262 18,474 32,949 17,554 15,395 2,860 1,375 1,485
2024 38,425 18,215 20,210 31,270 15,077 16,193 1,721 803 918
2529 41,337 19,830 21,507 34,686 16,758 17,928 1,480 673 807
3034 44,479 21,131 23,348 39,773 18,970 20,803 1,279 529 750
3539 41,152 19,678 21,474 37,271 17,852 19,419 1,313 559 754
4044 40,814 19,679 21,135 37,742 18,200 19,542 1,106 484 622
45^9 20,137 9,694 10,443 17,848 8,564 9,284 928 462 466
5054 27,077 12,493 14,584 25,354 11,684 13,670 743 355 388
5559 22,183 9,214 12,969 20,525 8,484 12,041 745 361 384
6064 27,806 11,533 16,273 25,913 10,717 15,196 770 322 448
6569 27,974 11,426 16,548 26,105 10,365 15,740 732 504 228
7074 15,151 5,953 9,198 13,930 5,366 8,564 362 205 157
7579 11,902 4,374 7,528 11,152 4,048 7,104 171 87 84
80+ 11,267 3,943 7,324 10,427 3,545 6,882 151 73 78

65+ 66,294 25,696 40,598 61,614 23,324 38,290 1,416 869 547

AGE PERCENTAGES PERCENTAGES PERCENTAGES
total males females total males females total males females I

Total 100.0 100.0 100.0 100.0 100.0 100.0 100.0 100.0 100.0
0^* 7.0 7.7 6.5 6.4 6.9 5.9 16.4 17.0 15.9
59 8.3 9.1 7.7 7.9 8.6 7.2 18.3 19.2 17.3
1014 7.5 8.2 6.9 7.2 7.8 6.6 15.2 16.2 14.2
1519 7.3 8.1 6.6 7.1 8.0 6.3 10.0 9.6 10.3
2024 7.3 7.3 7.2 6.7 6.9 6.6 6.0 5.6 6.4
2529 7.8 7.9 7.7 7.5 7.7 7.3 5.2 4.7 5.6
3034 8.4 8.5 8.3 8.6 8.7 8.5 4.5 3.7 5.2
3539 7.8 7.9 7.7 8.0 8.2 7.9 4.6 3.9 5.2
40^14 7.7 7.9 7.6 8.1 8.3 7.9 3.9 3.4 4.3
45^49 3.8 3.9 3.7 3.8 3.9 3.8 3.2 3.2 3.2
5054 5.1 5.0 5.2 5.5 5.4 5.6 2.6 2.5 2.7
5559 4.2 3.7 4.6 4.4 3.9 4.9 2.6 2.5 2.7
6064 5.3 4.6 5.8 5.6 4.9 6.2 2.7 2.3 3.1
6569 5.3 4.6 5.9 5.6 4.8 6.4 2.6 3.5 1.6
7074 2.9 2.4 3.3 3.0 2.5 3.5 1.3 1.4 J.I
7579 2.2 1.8 2.7 2.4 1.9 2.9 0.6 0.6 0.6
80+ 2.1 1.6 2.6 2.2 1.6 2.8 0.5 0.5 0.5

65+ 12.5 10.3 14.5 13.3 10.7 15.6 4.9 6.1 3.8

Source: JDCBrookdale Information Center, based on data from the Central Bureau of Statistics,
Jerusalem
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OLIM: JanuaryDecember 1990
TOTAL OLIM OLIM FROM CIS OLIM FROM ETHIOPIA

AGE ABSOLUTE NUMBERS ABSOLUTE NUMBERS ABSOLUTE NUMBERS
total males females total males females total males females

Total 199,516 94,030 105,486 185,227 87,238 97,989 4,121 2,024 2,097
04 13,450 6,861 6,589 12,160 6,234 5,926 522 259 263
59 17,242 8,798 8,444 15,911 8,115 7,796 732 378 354
1014 15,429 7,908 7,521 14,212 7,278 6,934 682 356 326
1519 13,885 7,182 6,703 12,452 6,492 5,960 548 280 268
2024 11,768 5,294 6,474 9,986 4,508 5,478 249 125 124
2529 15,884 7,417 8,467 14,262 6,663 7,599 161 83 78
3034 18,511 8,789 9,722 17,459 8,294 9,165 149 65 84
3539 17,621 8,526 9,095 16,670 8,072 8,598 171 67 104
4044 16,915 8,465 8,450 16,193 8,090 8,103 126 58 68
45^49 6,396 3,185 3,211 5,947 2,976 2,971 118 53 65
5054 10,300 4,766 5,534 9,925 4,595 5,330 97 42 55
5559 7,636 3,239 4,397 7,273 3,104 4,169 109 33 76
6044 10,780 4,366 6,414 10,311 4,182 6,129 147 49 98
6569 10,417 4,093 6,324 9,879 3,806 6,073 173 106 67
7074 5,277 2,133 3,144 4,975 1,993 2,982 72 34 38
7579 4,371 1,710 2,661 4,164 1,624 2,540 65 36 29
80+ 3,634 1,298 2,336 3,448 1,212 2,236 0

65+ 23,699 9,234 14,465 22,466 8,635 13,831 310 176 134

AGE PERCENTAGES PERCENTAGES PERCENTAGES
total males females total males females total males females

Total 100.0 100.0 100.0 100.0 100.0 100.0 100.0 100.0 100.0
04 6.7 7.3 6.2 6.6 7.1 6.0 12.7 12.8 12.5
59 8.6 9.4 8.0 8.6 9.3 8.0 17.8 18.7 16.9
1014 7.7 8.4 7.1 7.7 8.3 7.1 16.5 17.6 15.5
1519 7.0 7.6 6.4 6.7 7.4 6.1 13.3 13.8 12.8
2024 5.9 5.6 6.1 5.4 5.2 5.6 6.0 6.2 5.9
2529 8.0 7.9 8.0 7.7 7.6 7.8 3.9 4.1 3.7
3034 9.3 9.3 9.2 9.4 9.5 9.4 3.6 3.2 4.0
3539 8.8 9.1 8.6 9.0 9.3 8.8 4.1 3.3 5.0
4044 8.5 9.0 8.0 8.7 9.3 8.3 3.1 2.9 3.2
4549 3.2 3.4 3.0 3.2 3.4 3.0 2.9 2.6 3.1
5054 5.2 5.1 5.2 5.4 5.3 5.4 2.4 2.1 2.6
5559 3.8 3.4 4.2 3.9 3.6 4.3 2.6 1.6 3.6
6064 5.4 4.6 6.1 5.6 4.8 6.3 3.6 2.4 4.7
6569 5.2 4.4 6.0 5.3 4.4 6.2 4.2 5.2 3.2
7074 2.6 2.3 3.0 2.7 2.3 3.0 1.7 1.7 1.8
7579 2.2 1.8 2.5 2.2 1.9 2.6 1.6 1.8 1.4
80+ 1.8 1.4 2.2 1.9 1.4 2.3 0.0 0.0 0.0

65+ 11.9 9.8 13.7 12.1 9.9 14.1 7.5 8.7 6.4

Source: JDCBrookdale Information Center, based on data from the Central Bureau of Statistics,
Jerusalem
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OLIM: JanuaryDecember 1991
TOTAL OLIM OLIM FROM CIS OLIM FROM ETHIOPIA

AGE ABSOLUTE NUMBERS ABSOLUTE NUMBERS ABSOLUTE NUMBERS
total males females total males females total males females

Total 176,100 82,955 93,145 147,839 69,075 78,764 20,014 9,939 10,075
04 13,123 6,762 6,361 9,117 4,663 4,454 3,411 1,780 1,631
59 15,232 7,908 7,324 11,047 5,716 5,331 3,723 1,964 1,759
1014 13,758 7,046 6,712 10,280 5,234 5,046 3,058 1,610 1,448
1519 13,068 6,888 6,180 10,482 5,645 4,837 1,874 887 987
2024 12,220 5,883 6,337 9,842 4,822 5,020 1,084 486 598
2529 12,789 6,122 6,667 10,582 5,140 5,442 986 410 576
3034 13,716 6,388 7,328 12,005 5,638 6,367 892 340 552
3539 12,953 6,124 6,829 11,490 5,456 6,034 917 389 528
40^*4 14,191 6,626 7,565 12,919 6,060 6,859 828 357 471
45^*9 6,761 3,164 3,597 5,729 2,654 3,075 691 346 345
5054 10,075 4,701 5,374 9,266 4,309 4,957 569 278 291
5559 7,336 3,264 4,072 6,597 2,896 3,701 540 277 263
6064 8,867 3,640 5,227 8,098 3,301 4,797 504 226 278
6569 9,100 3,722 5,378 8,367 3,243 5,124 484 348 136
7074 4,923 1,883 3,040 4,509 1,670 2,839 242 141 101
7579 4,194 1,494 2,700 3,970 1,407 2,563 78 36 42
80+ 3,794 1,340 2,454 3,539 1,221 2,318 133 64 69
65+ 22,011 8,439 13,572 20,385 7,541 12,844 937 589 348

AGE PERCENTAGES PERCENTAGES PERCENTAGES
total males females total males females total males females /

Total 100.0 100.0 100.0 100.0 100.0 100.0 100.0 100.0 100.0 !

0t 7.5 8.2 6.8 6.2 6.8 5.7 17.0 17.9 16.2
59 8.6 9.5 7.9 7.5 8.3 6.8 18.6 19.8 17.5
1014 7.8 8.5 7.2 7.0 7.6 6.4 15.3 16.2 14.4
1519 7.4 8.3 6.6 7.1 8.2 6.1 9.4 8.9 9.8
2024 6.9 7.1 6.8 6.7 7.0 6.4 5.4 4.9 5.9
2529 7.3 7.4 7.2 7.2 7.4 6.9 4.9 4.1 5.7
3034 7.8 7.7 7.9 8.1 8.2 8.1 4.5 3.4 5.5
3539 7.4 7.4 7.3 7.8 7.9 7.7 4.6 3.9 5.2
4044 8.1 8.0 8.1 8.7 8.8 8.7 4.1 3.6 4.7
4549 3.8 3.8 3.9 3.9 3.8 3.9 3.5 3.5 3.4
5054 5.7 5.7 5.8 6.3 6.2 6.3 2.8 2.8 2.9
5559 4.2 3.9 4.4 4.5 4.2 4.7 2.7 2.8 2.6
6064 5.0 4.4 5.6 5.5 4.8 6.1 2.5 2.3 2.8
6569 5.2 4.5 5.8 5.7 4.7 6.5 2.4 3.5 1.3
7074 2.8 2.3 3.3 3.0 2.4 3.6 1.2 1.4 L0
7579 2.4 1.8 2.9 2.7 2.0 3.3 0.4 0.4 0.4
80+ 2.2 1.6 2.6 2.4 1.8 2.9 0.7 0.6 0.7

65+ 12.5 10.2 14.6 13.8 10.9 16.3 4.7 5.9 3.5

Source: JDCBrookdale Information Center, based on data from the Central Bureau of Statistics,
Jerusalem



300 Aging in Israel

OLIM: JanuaryDecember 1992
TOTAL OLIM OLIM FROM CIS OLIM FROM ETHIOPIA

AGE ABSOLUTE NUMBERS ABSOLUTE NUMBERS ABSOLUTE NUMBERS
total males females total males females total males females

Total 77,057 36,485 40,572 65,093 30,718 34,375 3,648 1,857 1,791
04 5,505 2,807 2,698 4,117 2,107 2,010 650 325 325
59 5,913 3,028 2,885 4,677 2,390 2,287 635 326 309
1014 5,188 2,728 2,460 4,262 2,233 2,029 475 267 208
1519 5,738 3,009 2,729 4,772 2,576 2,196 342 149 193
2024 7,081 3,506 3,575 5,486 2,804 2,682 324 161 163
2529 6,351 3,169 3,182 4,894 2,467 2,427 277 152 125
3034 6,177 2,964 3,213 5,210 2,502 2,708 201 107 94
3539 5,379 2,577 2,802 4,623 2,208 2,415 178 85 93
4044 5,017 2,412 2,605 4,473 2,145 2,328 124 53 71
45^*9 3,374 1,618 1,756 2,973 1,411 1,562 96 55 41
5054 3,681 1,668 2,013 3,420 1,552 1,868 58 30 28
5559 3,376 1,333 2,043 3,090 1,205 1,885 76 41 35
6064 3,903 1,652 2,251 3,585 1,508 2,077 89 33 56
6569 4,204 1,756 2,448 3,908 1,620 2,288 55 35 20
7074 2,476 971 1,505 2,238 862 1,376 36 21 15
7579 1,750 610 1,140 1,603 536 1,067 20 11 9
80+ 1,944 677 1,267 1,762 592 1,170 12 6 6

65+ 10,374 4,014 6,360 9,511 3,610 5,901 123 73 50

AGE PERCENTAGES PERCENTAGES PERCENTAGES
t total males females total males females total males females

Total 100.0 100.0 100.0 100.0 100.0 100.0 100.0 100.0 100.0
0^t 7.1 7.7 6.6 6.3 6.9 5.8 17.8 17.5 18.1
59 7.7 8.3 7.1 7.2 7.8 6.7 17.4 17.6 17.3
1014 6.7 7.5 6.1 6.5 7.3 5.9 13.0 14.4 11.6
1519 7.4 8.2 6.7 7.3 8.4 6.4 9.4 8.0 10.8
2024 9.2 9.6 8.8 8.4 9.1 7.8 8.9 8.7 9.1
2529 8.2 8.7 7.8 7.5 8.0 7.1 7.6 8.2 7.0
3034 8.0 8.1 7.9 8.0 8.1 7.9 5.5 5.8 5.2
3539 7.0 7.1 6.9 7.1 7.2 7.0 4.9 4.6 5.2
40^44 6.5 6.6 6.4 6.9 7.0 6.8 3.4 2.9 4.0
45^*9 4.4 4.4 4.3 4.6 4.6 4.5 2.6 3.0 2.3
5054 4.8 4.6 5.0 5.3 5.1 5.4 1.6 1.6 1.6
5559 4.4 3.7 5.0 4.7 3.9 5.5 2.1 2.2 2.0
6064 5.1 4.5 5.5 5.5 4.9 6.0 2.4 1.8 3.1
6569 5.5 4.8 6.0 6.0 5.3 6.7 1.5 1.9 1.1
7074 3.2 2.7 3.7 3.4 2.8 4.0 1.0 1.1 0.8
7579 2.3 1.7 2.8 2.5 1.7 3.1 0.5 0.6 0.5
80+ 2.5 1.9 3.1 2.7 1.9 3.4 0.3 0.3 0.3

65+ 13.5 11.0 15.7 14.6 11.8 17.2 3.4 3.9 2.8

Source: JDCBrookdale Information Center, based on data from the Central Bureau of Statistics,
Jerusalem
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OLIM: JanuaryDecember 1993
TOTAL OLIM OLIM FROM CIS OLIM FROM ETHIOPIA

AGE ABSOLUTE NUMBERS ABSOLUTE NUMBERS ABSOLUTE NUMBERS
total males females total males females total males females

Total 76,805 36,158 40,647 66,145 31,165 34,980 863 447 416
04 5,216 2,676 2,540 4,171 2,134 2,037 128 67 61
59 5,770 3,004 2,766 4,896 2,562 2,334 138 71 67
1014 5,212 2,677 2,535 4,509 2,346 2,163 131 72 59
1519 6,045 3,183 2,862 5,243 2,841 2,402 96 59 37
2024 7,356 3,532 3,824 5,956 2,943 3,013 64 31 33
2529 6,313 3,122 3,191 4,948 2,488 2,460 56 28 28
3034 6,075 2,990 3,085 5,099 2,536 2,563 37 17 20
3539 5,199 2,451 2,748 4,488 2,116 2,372 47 18 29
4044 4,691 2,176 2,515 4,157 1,905 2,252 28 16 12
4549 3,606 1,727 1,879 3,199 1,523 1,676 23 8 15
5054 3,021 1,358 1,663 2,743 1,228 1,515 19 5 14
5559 3,835 1,378 2,457 3,565 1,279 2,286 20 10 10
6064 4,256 1,875 2,381 3,919 1,726 2,193 30 14 16
6569 4,253 1,855 2,398 3,951 1,696 2,255 20 15 5
7074 2,475 966 1,509 2,208 841 1,367 129 3

7579 1,587 560 1,027 1,415 481 934 g 4 4
80+ 1,895 628 1,267 1,678 520 1,158 6 3 3

65+ 10,210 4,009 6,201 9,252 3,538 5,714 46 31 15

AGE PERCENTAGES PERCENTAGES PERCENTAGES
total males females total males females total males females

Total 100.0 100.0 100.0 100.0 100.0 100.0 100.0 100.0 100.0
04 6.8 7.4 6.2 6.3 6.8 5.8 14.8 15.0 14.7
59 7.5 8.3 6.8 7.4 8.2 6.7 16.0 15.9 16.1
1014 6.8 7.4 6.2 6.8 7.5 6.2 15.2 16.1 14.2
1519 7.9 8.8 7.0 7.9 9.1 6.9 11.1 13.2 8.9
2024 9.6 9.8 9.4 9.0 9.4 8.6 7.4 6.9 7.9
2529 8.2 8.6 7.9 7.5 8.0 7.0 6.5 6.3 6.7
3034 7.9 8.3 7.6 .7.7 8.1 7.3 4.3 3.8 4.8
3539 6.8 6.8 6.8 6.8 6.8 6.8 5.4 4.0 7.0
40^14 6.1 6.0 6.2 6.3 6.1 6.4 3.2 3.6 2.9
45^49 4.7 4.8 4.6 4.8 4.9 4.8 2.7 1.8 3.6
5054 3.9 3.8 4.1 4.1 3.9 4.3 2.2 1.1 3.4
5559 5.0 3.8 6.0 5.4 4.1 6.5 2.3 2.2 2.4
6064 5.5 5.2 5.9 5.9 5.5 6.3 3.5 3.1 3.8
6569 5.5 5.1 5.9 6.0 5.4 6.4 2.3 3.4 1.2
7074 3.2 2.7 3.7 3.3 2.7 3.9 1.4 2.0 0.7
7579 2.1 1.5 2.5 2.1 1.5 2.7 0.9 0.9 1.0
80+ 2.5 1.7 3.1 2.5 1.7 3.3 0.7 0.7 0.7

65+ 13.3 11.1 15.3 14.0 11.4 16.3 5.3 6.9 3.6

Source: JDCBrookdale Information Center, based on data from the Central Bureau of Statistics,
Jerusalem
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A selection of readings
based on the work of the
JDCBrookdale Institute

undertaken in the area of gerontology.
The authors present some of the critical

issues facing those who plan for, care for,
and work with elderly people in Israel.
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