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Abstract

This paper reviews some of the main features of the provision of
home care in Israel, as well as the issues that have been
addressed in the development of the homecare system, Th® .

community Longterm Care insurance (CLTCI) Law, implemented 1n
1988, caused significant changes in the system of homecare
services for the disabled elderly. This paper presents a ful1
description of the range of services provided, and of .the
organizational distribution of responsibility for the1r ,
provision. it also describes the changes in coverage and ,
national expenditure for homecare services that resulted from cf

the implementation of the CLTCI Law, including those services not
mandated by the new law.
An attempt is made to illustrate a number of critical dimensions
in the design of homecare systems that have important elements
of interaction. In Israel, the adoption of an entitlement
approach within the framework of the CLTCI Law had a strong
influence on other decisions that were made about coverage, the
level of care that can be provided, centralization and
decentralization, the nature of eligibility criteria, and the
choice between flexibility and uniformity in assessment for .
eligibility. Israel has made a unique set of choices, including
a component of entitlement within the homecare system and, tor
the first time, including entitlement to a service benefit Wlth1n
the social security system.
This system may be one step in the development of a" more ful1
entitlement system, which will serve a larger eligible population
and provide a greater number and variety of services. Icf araYalso be that providing services in accord with both insurance
principles and professional and budgetary considerations is a
desirable compromise between conflicting concerns. Not onlY nave
the levels of support changed dramatically as a result of tne
adoption of the CLTCI Law, but the dynamics and structure of tne
system have also been radically altered. There are difficult
issues of coordination within this system that will need to be
addressed if the present compromise is to be fully and
effectively implemented.
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1. INTRODUCTION

1.1. Demographic and socioeconomic trends

Compared with Western countries, Israel is a unique feature on the map of
ageing. While life expectancy in Israel matches the peak levels of Western
Europe, birth rates in Israel arc much higher. While Israel is considerably
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younger than most European countries, the elderly population itself is
quite old and ageing rapidly.
Between 1950 and 1985, the elderly population grew from3to 9 per cent

of Israel's population. Most relevant to the planning of longterm care
service is the growth of the dependent aged. The number of 'old old' (over
the age of 75 years) is growing at a remarkableratefrom58000 in 1970
to 108 000 in 1980, to an expected 170 000 (40 per cent of all elderly people)
by 1990, and 198000 by 2000 (Appendix 8, Table 1). This increase in the
number of old old is very much faster than in Western countries. Moreover,
the numberofelderly people over the age 0f85, the most vulnerable age group
for disability, will have increased by almost 100 per cent during the 1980s,
and will continue to grow rapidly until the end of the century. A rise in the
percentageofwomen among the elderly population and a change in ilscthnic
composition arc also contributing to an increase in disability. As a result, the
number of functionally disabled (in terms of activity of daily living (ADL))
elderly people will rise from some 31 500 in 1980 to 44 8(X) in 1990 and to
an estimated 55 9(X) in 2(XX), with a corresponding need for expansion
in institutional and community services (Appendix 8, Table 2).
Israel's elderly population also has much ethnic and socioeconomic

heterogeneity, resulting from the different characteristics of the popula
tions that came in each separate wave of immigration. There are two very
different groups. First, the veteran elderly, i.e., 'oldcomers', are a well
established group, with resources and close connections to the centres of
power; they are generally quite able to provide for their own needs. In
contrast, the second group of more recent immigrants generally arrived
without economic resources and have not lived in Israel long enough to
integrate fully into many areas of life. For example. many of these elderly
people never worked in Israel, while others worked but did not accumulate
full pension rights or other forms of savings. This group, therefore, is often
dependent on public support. The absence of savings or pensions for a

large proportion of the elderly population is one factor contributing to
extensive povetry among older people, which affects about 25 per cent' of
them (Achdut and Tamir 1986).
Israel has a twotiered pension system, comprising a basic, flatrate,

oldage pension provided under the social security system, and a work
related pension provided by various occupational pension funds. Today,
about a quarter of the elderly population has almost no other income
besides the basic pension from the National Insurance Institute.2 The
proportion of elderly people entitled to workrelated pensions and the
level of these pensions have increased slightly over time, but no more
radical change is expected in the near future. Therefore, the ability of
disabled elderly persons to participate in financing the services they require
will continue to be limited.
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Another major social trend which affects the provision of longterm care
is the change in the role of women in the family. The responsibility for
providing care for older parents or for a spouse is mostly borne by women
in upper middle age and old age. During the past two decades there has
been a significant change in the proportion of women aged 55+ entering
the workforce from 18 per cent in 1965 to 26 per cent in 1985 (Morginstin
1988). This rate is expected to rise even further during the coming years,
and has several implications.Caregivers who are also employed outside
the home may be more limited in the amount of help they can personally
provide, but may be in a better financial position to purchase care for their
own family's needs or that of the elderly parent.

2.2. The network of services for the elderly: an overview

Responsibility for services for the aged is shared by numerous governmen
tal, public, and voluntary agencies. The main government agencies in
volvcd in caring for the elderly population are the Ministry of Health, the
Ministry of Labor and Social Affairs, and the National Insurance Institute.
The principal public organizations that are responsible for the develop
ment of services for the aged are the General Sick Fund (Israel's major
provider of health care) and ESHEL, the Association for Planning and
Development of Services for the Aged in Israel.
The various agencies operate within a clearly deifned but complex division

of financial responsibility, based on the type of service required and the
client's level of disability, classified along the continuum of dependency,
from dependency in instrumental (I)ADL (semiindependent) to moderate
dependency in ADL (frail) and severe dependency or cognitive impair
ment (severely dependent).
The Ministry of Labor and Social Affairs is responsible for institutional

ization and personalcare services for semiindependent and frail elderly
people, the provision of homemaking services and special transportation
(for example, for medical care) to all classifications of disabled people, and
the operation of frameworks for day care and sheltered housing. The
Ministry operates through a network of local socialwelfare bureaux that
provide these kinds of services on a discretionary basis within closed
budgetary constraints and are administrated by the local authorities. Most
local offices have social workers who specialize in the care of the elderly.
The Ministry of Health is responsible for the institutionalization of

severely dependent and mentally frail elderly people, the operation of
mentalhealth clinics, and the development of preventive public health
services in the familyhealth clinics. Services are provided through a net
work of regional public offices.
At present, Israel has no programme of compulsory health insurance
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covering the entire population. While medical care is the formal rcspons
ibility of the Ministry of Health, most of the medical care received by the
elderly, as for most of the population, is provided by voluntary sick funds.
These funds are organized through insurance and they finance the full
range of health services (hospitalization, rehabilitation, and primary care).
The largest is the General Sick Fund founded by the Histadrut, lsracls
largest labour union. It insures about threequarters of the total popula
tion, and 95 per cent of the elderly population. The General Sick Fund is

organized primarily through a national network of 1200 neighbourhood
clinics, which integrate medical, nursing, and paramedical staff. In addi
tion, there are regional continuingcare units which are speciifcally rcspon
sible for supervising and facilitating the care of the chronically ill and
dependent elderly patients within the clinics. The sick funds also provide
personal care to those who are fully insured, and institutionalization for
some elderly people with complex nursing needs.
The National Insurance Institute, under the Community LongTerm

Care Insurance (CLTCI) law (see below) provides longterm care services
to seriously disabled, chronically ill, elderly people living in the commun
ity; its basis is social insurance principles and legal entitlement. In addition
to speciifcally deifned personalcare and homemaking services, provided
through personal entitlement, the CLTCI law provides funds for service
development within the community and in institutional settings.
The relationship between central government and the local authorities is

no less complex. In principle. the Ministry of Labor and Social Affairs is

responsible for the planning and organization of community services for
the aged. In practice. however, the services are administered and jm.
plemented by the local authorities through the local welfare bureaux, and
the Ministry is of assistance only in a professional supervisory capacity.
The initiative for the development of the services rests, to a large extent,
with the local authorities. These authorities are not all equally aware of the
problems of elderly people in their communities or do not have equal
access to the resources necessary to establish and maintain such services.
This contributes to variations in the type, extent, and quality of the services
provided by the different local authorities.
Despite the numerous agencies involved in providing assistance, a study

conducted in 1984, before the implementation of the recent CLTCI law,
showed that public agencies provided personal care to only 14 per cent of
elderly dependent (in terms of ADL) persons residing in the community,
and homemaking to about 9 per cent of those limited in household man
agement (Morginstin 1984). Most of the care was provided by the family.
The signiifcant contribution of the families and the burden which provision
of care often entails has been documented by an extensive study of tic
pendent elderly people awaiting institutionalization and receiving home
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care (Habib et al. 1986). This found that 55 per cent of the primary,
informal caregivers suffered from overburdening, despite the receipt of
homecare services, and onethird reported that they had reached their
limits and could not continue to provide the same amount of care. The
recognition that existing services need to be signiifcantly expanded, both in
the amount of help provided per case, and in the coverage of the target
population has served as a major impetus for the developmentof commun
ity services in recent years.

2. THE DEVELOPMENT OF HOMEHELP SERVICES

2.1. Historical overview

In the early years of the State, the elderly were a very small percentage of
the population. Still, mass immigration posed dififcult challenges because
of the needs of older immigrants who had lost their families in the Holo
caust and often required medical and nursing care from the day of their
arrival. This challenge was primarily taken up by voluntary organizations,
among which were the American Jewish Joint Distribution Committee.
This organization established a social service agency, Malben, which over a
few years in the early 1950s built over 5000 beds in institutions and nursing
homes for the aged. Local authorities and other voluntary organizations,
such as the Organization of Immigrants from Central Europe and the
General Sick Fund, also erected special residences for the aged.
However, during the late 1950s and the early 1960s, Malben gradually

reduced the scope of its involvement with institutions, and in 1975 trans
ferred its network of institutions to the Ministry of Health. This occurred
partly because Malbcn's policy was to set up programmes, ascertain their
effectiveness, and then turn them over to the relevant governmental
bodies, and partly in response to greater awareness of the need to develop
community services.
The most important among such community services were alternative

housing solutions and homemaking services for the elderly. Parallel to
these, clubs and daycare centres were opened. Because these services
were being developed, Malben was able to initiate, in the 1960s, a reassess
ment of its institutionalized elderly clients, with the aim of assisting those
who were interested and functionally able to return to the community.
Thus a total of 1000 residents left the institutions.
Over time there was a gradual transfer of functions from voluntary

organizations to the state, similar to the process that was carried out in
institutional services. The Division of Aging within the Ministry of Labor
and Social Affairs was established, and this began a programme of home



162 The individual countries

care for moderately disabled elderly people, while the Ministry of Health,
through its regional health ofifces, began a programme of home care for
the severely disabled. Both these programmes focused on lowincome
e'derly persons and involved fairly severe income tests.
Not until many years later wasanother important component of the

system added with the development of a homecare division by the sick
funds, not as an obligatory provision within the health insurance contract
but rather on a more discretionary basis.
In 1969, ESHEL was established cooperatively by the Ministries of

Labor and Social Affairs, and Health and Finance, and the Israel Joint
Distribution Committee. Its purpose was to promote joint planning, im
plementation and ifnancing of community and institutional services for
elderly people, and manpower training.
A major contribution of ESHEL was the introduction of national

planning in the ifeld of ageing, resulting in a series of 5year plans. This
approach permitted, for the first time, a rational development of services
through regional needs and trends as demonstrated by, for example, need
surveys, mapping of existing services, and forecasts of manpower require
ments.
It is interesting that some of the services which provide care for the

elderly population were originally established to serve the needsof younger
people and only gradually evolved into their present function. An impor
tant example are the continuingcare units of the General Sick Fund, the
country's largest health maintenance organization, which organize and
provide home care for disabled people residing at home. These units were
ifrst set up in 1973, during the Yom Kippur War, to enable hospitals to
release patients, so freeing beds for the many injured soldiers. After the
war, these units continued to function and expand, and their major target
population rapidly became disabled, elderly, community residents. Another
example of such evolution occurred in outreach screening services. 'Well
baby' clinics, originally established by the Ministry of Health to provide
screening and preventive medical care for mothers and their babies, have
gradually begun to allocate more positions for nurses to provide preventive
health care for the elderly population.

2.2. The CLTCI law

In response to concern about the growing burden of longterm care and the
inadequacy of existing programmes, the Israel Parliament enacted, in
November 1980, an enabling act creating a Community LongTerm Care
Insurance (CLTCI) Branch under the National Insurance Institute to ex
pand the ifnancial resources to cope with the growing need for community
services. This policy decision reflected a statutory commitment to assure a
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basic level of care to one of the most vulnerable population groups,
particularly important during a period of reduction in per capita spending
on health and welfare. In that year, 0.2 per cent of employee contributions
to social insurance were allocated to develop a reserve fund for the /m
plementation of the new law. The enactment was completed in April 1986,
but CLTCI was not fully implemented until April 1988, when it became
possible to apply to the National Insurance Institute for longterm care
beneifts. The primary aim of the law was to provide longterm care beneifts
and services through the principles of social insurance: personal entitle
ment and clearly deifned criteria for eligibility. It represented an important
shift from budgeted to entitlement programmes of service ofr elderly
people, and from largely selective, incometested beneifts to largely uni
versal ones.
CLTCI in Israel should be viewed as an expansion of social policy for the

aged under social insurance. Whereas for the past 15 to 20 years com
prehensivc measures of income maintenance for the elderly have been
developed and reifned, this new step relfects a commitment to the statutory
allocation of resources for functionally dependent elderly people. Tne new
law was intended to complement rather than replace the existing system oi
service provision.
Its overall objectives were to reduce unmet needs and the burden oi

family caregivers, and to enable elderly people to remain in the commun
ity and avoid unnecessary institutionalization. It was hoped in some quar
tcrs that some of the costs of the law would be offset by reduced .nstitu
tionalization.
The basic principles underlying CLTCI are:
1 . Personal entitlement to services and beneifts in the home paid for by

contributions from the working population. However, it must be empha
sized that the role of these beneifts is not to replace but to supplement
family care and responsibilities, as the beneift covers only a small part oi
total needs.
2. Creation of a programme based on decentralized service provision

and case coordination so as to assure flexibility in the formulation and
implementation of individual care plans, but retaining central functions for
determining eligibility, reporting, and monitoring based on uniform guide
lines and instruments, so as to assure maximum equity under law, as wel1 as
maximum control over targeting and budgeting.
3. In addition, a part of the resources is reserved for expansion of tne

network of available services by allocating funds for development in tne
community and in institutions, and for manpower training.
The development over time of homecare services and the impact Qf tne

new law may be traced by an examination of the development of personal
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care and homemaker services. Tables 3 and 4 in Appendix 8 present the
changes in the extent of services provided during the last 8 years, during
the ifrst stage of implementation and after the full implementation of the
law. The number of persons who received personal care grew from 3000 in
1981 to 16 246, covering some 42 per cent of the elderly population in the
community at the beginning of 1989; and the average number of weekly
hours provided increased from 4.2 to 9.3. The number of persons receiving
help in homemaking grew between 1981 and 1988 by 29 per cent, and the
hours of help provided by 150 per cent from 1984 to 1988 (before the full
implementation of the law). The ifgures for hours of help in personal care
include an unknown number of homemaking hours because some of the
help provided by the personalcare service is, in fact, assistance with basic,
homemaking activities.

3. PROVISION OF SERVICES TODAY

3.1. The range of services for older people

This section deals with the three main homedelivered services: personal
care, homemaking and meals. A wider range of services exists, which will
not be discussed here. These include (a) institutional services ranging from
general and psychiatric hospitals, hospitals for the chronically ill to oldage
homes and sheltered housing; (b) community services, which, apart from
the services discussed in the following, include laundry services, alarm
systems, social visits, transportation facilities, day hospitals, day centres,
and clubs.

3.2. Homedelivered services

The following is a brief description of each service, its organization, its
target populations, the sources of ifnancing, and the extent of current
provision.

3.2a. Nonprofessional personal care
The nature of the service. The core activities of this service are help in
bathing, mobility, dressing, feeding, care of wounds and bandages, ad
ministering medications, and general attendance or supervision. Personal
care aids may also take on responsibility for homemaking (i.e., laundry,
cleaning, cooking, shopping for food), according to the client's needs.
However, when the client lives with his or her family, responsibility for
homemaking is limited primarily to his or her room, but sometimes
includes cleaning of the bathroom where incontinence is a problem, and
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preparation of light meals for the client. The personalcare worker is also
expected to maintain ongoing contact with the nurse or social worker
responsible for case management and to contribute to the client's general
wellbeing.

The organization of service provision. Personalcare services are now,
for the most part, provided through specialized agencies which employ
semiprofessional, personalcare aids. Over the years, approximately half
of the personalcare services financed by the public sector were provided
through a large, nationwide, nonproift agency, the Matav Association.
The remaining services were provided by workers hired privately by clients
and not afifliated to any agency. Recently, with the expansion of services
spurred by the new CLTCI law, and with the procedural stipulation that
services ifnanced within the framework of that law be provided through a
certiifed agency having legal status, many other agencies have sprung up.
These agencies have to be approved by the Ministry of Labor and Social
Affairs in order to be contracted to provide services. A recent survey found
55 agencies which provide personalcare services throughout the country:
44 of them are private, proiftmaking organizations; the rest are nonproift.
The Matav Association is still the most important among them, providing
services for about half of those receiving care from the public sector. This
organization has a welldeveloped programme of training and supervision,
and is frequently contracted to develop similar programmes for other
recently established agencies.

The personnel involved in supplying the service. The personnel in this
service are mainly women. The Matav Association requires its workers to
have at least eight years of education and to pass a 3month basic course.
To date there is no information on the personnel employed by the new
agencies that have emerged since the implementation of the CLTCI law.
However, a survey conducted before its implementation indicated that

forproift providers have no organized training programmes (Shuval and
Factor 1988). Some of these hire workers who were previously trained and
employed by the Matav Association.

Thetarget population, eligibility criteria,andifnancing. Each of the public
agencies participating in the ifnancing of personalcare services has its own
criteria of eligibility.
The Ministry of Labor and Social Affairs, acting through the local author

ities, provides the ifnancing for personal care to moderately dependent, .

frail elderly people through a functional assessment. The decision to pro
vide the service is made by the social worker responsible for the client, and
is reviewed by the supervisor in the local social services bureau. The
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elderly person and their family participate in the ifnancing of the service
according to a means lest. The General Sick Fund ifnances personal care
for the more severely disabled elderly people who are members of the
Fund. The decision to provide these services is based on a functional
assessment by a nurse from the primarycare clinic and is reviewed by the
continuingcare unit. The elderly person and family have to participate in
the ifnancing of the service in accordance with their income level.
The National Insurance Institute ifnances services and a small number of

cash beneifts according to the following criteria:

1 . Men over 65 years and women over 60 years of age who have severe
functional disability in ADL or who require constant attention. Eligibility
is deifned in terms of the degree of functional dependency (mobility in the
home, bathing, dressing, feeding, incontinence, and need for supervision).
It docs not take into account social and environmental factors, or unmet
needs. There are two levels of eligibility, according to the degree of
dependency as assessed by a publichealth nurse from the Ministry of
Health in the elderly person's home. The nurse makes an objective mcas
urement of ADL. Each person is given a score based on that assessment.
Additional points arc awarded to persons living alone who have accrued a
minimum of points in ADL dependency and to those requiring constant
personal attendance. From the total scores the client is assigned an eligibil
ity level.
2. As the beneift is intended for elderly people living at home, only

those not living in nursing homes or nursing wards may apply for it. Those
in sheltered housing or oldage homes that are not publicly ifnanced may
also apply.
3. Eligibility for beneifts is income tested. For single elderly people,

only those whose income is over 1 .5 times the average wage are ineligible.3
Actually, fewer than 1 per cent of applicants have been rejected as a result
of the income test.
4. There are two levels of beneift, parallel to the two levels of eligibility.

The basic beneift is deifned at the level of the disability pension from the
National Insurance Institute (approximately $250). This is equivalent to
approximately 10 to 12 hours of personal care per week. Those who are
fully dependent are eligible for a 50 per cent increase in their beneifts.

5. The basic entitlement is for a serviceinkind. However, the law has
the unique feature that, when services are unavailable and the eligible
person is being cared for by a relative living with him or her, he or she is
legally entitled to receive a cash beneift of 80 per cent of the beneift for
which he or she is eligible, until services become available. This provision
reflects a concern with the basic entitlement of the individual under law,
even if services are not available.
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6. The kinds of provision under CLTCI are carefully delineated in a
'basket of services' which are closely related to direct caring functions. In
addition to the most commonly provided service personal care at
home the benefit can be used to provide adult daycare in day centres, a
limited amount of homemaking, laundry, and absorbent undergarments
for the incontinent.

Beyond the services financed by the public sector, a significant number
of disabled elderly also purchase care privately and are often charged
higher rates by the homecare agencies. Others find and hire people to
provide home care on a purely individual basis. These nonafifliated workers
have widely different amounts of training and experience: some have nurs
ing training, but many others may be totally untrained. There is no formal
supervision of care in such cases.

The extentofservice provision. The National Insurance Institute currently
provides approximately13 700 elderly people with personalcare services
in the framework of the CLTCI law, 70 per cent of whom are over 75 years
old and 22 per cent over 85 (see Appendix 8, Table 7). Twothirds of them
arc women. On average. each receives 10.3 hours of help per week: 71 per
cent receive 10 hours or less; and 29 per cent receive about 15 hours per
week. The Ministry of Social Affairs provides services to approximately
1800 individuals, and the General Sick Fund to approximately 750 clients.
The average number of weekly hours of assistance provided by all pro
grammes is 9.4 (sec Appendix 8, Table 5). Of the total of about 17 100
individuals who receive this service from the various public bodies 7020 (41
per cent) receive it from the Matav Association (see Appendix 8, Table 6).
A further 830 elderly people purchase the service privately from Matav.
Others may purchase the service without public finance from other
sources.

3.2b. Homemaking services
The natureof the services. In Israel homemaking service refers to assist
ance with household cleaning, and may also include help with laundry,
cooking, shopping and other errands.

The organization of the service and personnel. Most homemaking
services are provided by personnel recruited privately by clients. Until
now, there had been no organization providing homemaking services. But
since the implementation of CLTCI, some of the new agencies employing
personalcare aids have begun to organize the employment of home
makers as well.
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The target clientele, eligibility criteria, and ifnancing. Homemaking
services are financed by two separate publicsector agencies. The Ministry
of Labor and Social Affairs funds them for elderly people who are physically
or mentally incapable of managing their household, live alone or live with a
spouse who is also impaired, and have an income below a speciifed level.
Service provision is financed by cash payments made directly to the clients
who, with the help of the neighbourhood social worker, find a suitable
home help and negotiate the extent of help to be received. Often the
payment covers far fewer hours than were formally allocated by the social
service bureau.
The National Insurance Institute provides some homemaker services

within the frameworkof CLTCI, but primarily in conjunction with personal
care. The new law requires that services be provided through personnel
afifliated to an agency that is obliged to provide the number of hours to
which clients are entitled.

The extentof service provision. 111c Ministry of Labor and Social Affairs
provides homemaking services to approximately 7400 elderly people.
There is considerable regional variation in the extent of the service pro
vided, partly because of variations in the characteristics of the elderly
population, but also because of budgetary constraints and policy differ
ences among the various municipalities and local councils responsible for
the provision of homemaking services (see Appendix 8, Table 8).
In addition. many of the recipients of CLTCI provision receive this ser

vice jointly with personal care provided in the framework of the new law.

3.2c. Homedelivered meals
The natureofthe service. This service provides two forms of meal: (i) hot
meals delivered daily, and (ii) meals which are frozen and delivered once a
week (7 meals at a time).

The organizationofthe service. The hot meals are prepared and delivered
to the home by local voluntary organizations. The frozen meals are pro
vided by several commercial companies. Referrals for the service are made
by the social workers of the local social welfare bureaux.

The target clientele, eligibility criteria, and ifnancing. Elderly people
who cannot cook for themselves and who live alone, or with a spouse
who is also similarly impaired, are eligible for this service. All clients are
required to pay the full price of the products used in the meals (half the
total cost of the meal), but the cost of preparation and delivery is sub
sidized by the Ministry of Labor and Social Affairs in accordance with
income level.
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The extentof service provision. At present. approximately 3500 elderly
people receive homcdelivcrcd meals in their two forms (0.9 per cent of the
elderly population). Demand is somewhat limited and is lower than the
estimated need, partly because of the diverse ethnic groups in Israel, each
with its own unique style of cooking, which make it difficult to develop a
service that will meet the preferences of all clients.

3.2d. Professional homenursing visits
The nature of the visits. This service includes giving injections (mainly
insulin), taking blood, measuring blood pressure, followups (monitoring),
assessment, etc.

The organization of the service and personnel. Homenursing visits are
provided by professional nurses primarily from the General Sick Fund but
also by some other, smaller sick funds. This service is not included in the
basket of services covered by the CLTCI law.

The target population, eligibility criteria,and financing. The target popu
lation includes all the members who are insured in one of the sick funds
that operate this service, mainly the General Sick Fund. The recipients of
the service arc homebound or bedbound people who may suffer from a
variety of diseases. No means test is necessary in order to receive the
service.

The extentof service provision. In March 1988 about10 700 elderly
patients received professional homenursing visits provided by the General
Sick Fund. These patients constitute threequarters of the total number of
patients visited. The number of visits was 43 000, which means that every
elderly patient received 4.0 visits per month on average (see Appendix 8,
Table 9). There arc regional differences in the number of recipients. In the
districts of Jerusalem and Tel Aviv, a smaller percentageof elderly people
receives this service than in the southern and central districts. From 1981 to
1988 there has been an increase of 22 per cent in the number of elderly
people receiving this service, but a decrease in 23 per cent in the number of
visits per patient (see Appendix 8, Table 10) (Shavit and Levinson 1988).

4. ISSUES IN THE DELIVERY OF ADEQUATE
SERVICES

4.1. Organizational issues

As noted above, it is not always easy to differentiate between the functions
of each organization involved in providing care to the aged population, and
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duplication or overlapping often occurs. The division of responsibility is
particularly complex for nonprofessional, personal care (Brodsky e/ a/,
1988tf). When the division of responsibility among agencies is based on the
client's functional status, as in the case of personal care, responsibility for
care is transferred from one agency to another as the client's condition
changes. If interagency coordination is inadequate, these changes often
result in discontinuity and unfortunate delays in the care provided. One of
the most common problems preventing many elderly people from receiving
the services to which they arc entitled is the absence of established referral
procedures among the various agencies.
Further dififculties arise because the criteria for classifying functional

status are ambiguous. In borderline cases it may not be clear which agency
should take responsibility for the provision of services.
Before the implementation of the CLTCI, officially the Ministry of

Labor and Social Affairs was responsible for the care of the frail elderly
clientele, while the Ministry of Health was responsible for the care of the
elderly people who required nursing services. The decision as to who was
responsible for providing personal care for a speciifc elderly person was
particularly signiifcant because 'frail' elderly people were entitled to fewer
hours of personal care per week than severely dependent elderly people.
In a study that examined the provision of personalcare services to the

elderly population before the implementation of CLTCI, Dolev el al.
)1987) found some overlap between the groups receiving services from the
different ministries. In terms of level of functional disability, approximately
a quarter of those who received services through the Ministry of Labor and
Social Affairs in fact met the guidelines for entitlement to services through
the Ministry of Health, while a quarter of the elderly people cared for by
the Ministry of Health also met the criteria used by the Ministry of Labor
and Social Affairs. For both Ministries, more than half of the elderly
people receiving care also did not meet fully the Ministries' criteria for
service provision. Thus inequity developed, with elderly people of similar
disability becoming entitled to unequal amounts of care.
Moreover, the mistaken assumption that the staff of other agencies

would provide care may have caused clients to be overlooked by both
Ministries. Intcragency coordination is especially important in cases
when clients are eligible for services from more than one organization.
The complexity of linkages within the system is further exacerbated by

the interdependence of the various agencies for client assessments and the
implementation of care plans. The socialwelfare bureaux are dependent
on information from the sick funds for medicalfunctional assessments,
while nurses involved in providing personal services also require the psycho
social evaluations of social workers for comprehensive assessments of
need. Interagency coordination reduces duplication in assessment tasks.
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But, a national study of all of the nurses and social workers involved in
providing care for elderly people (Brodsky et al. 1986) found that 70 per
cent of the workers mentioned at least one problem in obtaining informa
tion from other care agencies: difficulties in contacting the agency staff,
delays in receiving information, incomplete information, etc. However,
despite the division of financial and professional responsibilities among
agencies, most professionals feel that they are responsible for providing
care to clients over and above the specific services provided by their
agency.
The organization of home care in Israel should be understood against the

background of the organization of the health and social services. An
outstanding feature of the Israeli system is the universal availability of
local, primary healthcare facilities and socialwelfare bureaux. It is thus
relatively natural for professionals treating the same clients to establish
contact. However, until recently, interagency cooperation was primarily
the result of individual professional initiatives rather than formal arrange
ments. This probably explains the great variation in the range and quality
of intcragency contacts for different professionals and agencies (Brodsky
etal. 19886).
For all these reasons, considerable effort in service planning and develop

ment has been devoted to coordination between the various agencies. To
strengthen and formalize interagency ties, a team model is currently being
implemented nationally. Operating at the neighbourhood level, each team
is composed of the neighbourhood General Sick Fund clinic nurse and the
social worker from the local socialwelfare bureau. The purpose of the
teams is to regularize interagency coordination by developing a joint care
plan for each client, based on a common assessment, and to assume overall
responsibility for case management. In recognition of the importance of
intcragency cooperation, under the CLTCI law individual care plans are
first formulated by these or other interdisciplinary teams having direct
ifeld contact with eligible persons (Brodsky et al. 1988). The plans are then
discussed, approved, and implemented by a higherlevel local professional
committee, as defined by the law.

4.2. The adequacy of the services currently provided

4.2a. Coverage
Extent of coverage as a function of the need for services is defined and
measured either in terms of the need for formal services only or of total
need for help (formal and informal). Before the implementation of
CLTCI, need for services was deifned as those unmet needs not being
provided by informal sources. The assessment of unmet needs was based .
on the disability of the client in conjunction with the assessment of the
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ability of the informal support system to provide care without overburden.
The estimate of unmet needs for that period was based on ifndings from a
unique survey of elderly community residents in which publichealth nurses
made an overall assessment of each person's total need for helP' and their
unmet needs for formal services (Zilberstein et al. 1981).
From this study, and from extrapolation of its findings based on the age,

sex, and ethnic composition of the elderly population, estimates were
made of the extent of disability in ADL, and of the number of Pe0Ple
requiring and receiving formal personalcare service from 1980 through
1988, before the implementation of the new law (Factor et al■ 1988). In
1980', the number of elderly in need was estimated to be 10800 and. on
average, 8.5 hours of formal personal care were needed Per week (sce
Appendix 8, Table 11). Personal care was actually provided to onlv 3300
and they received 4.2 hours per week. Thus, the coverage of recipients was
31 per cent, and they received (on average) half of the hours required from
formal services. By 1988 (even before the implementation of tne new law)'
the services had increased sharply and therefore unmet needs nad de
creased While 14400 were estimated to be in need of formal care' the
system provided servicesto 9100 elderly people; 8.8 hours of care Per week
were now provided in contrast with an estimated need of 9.1 hours. Thus,
by 1988, coverage rose to 63 per cent of those in need of formal services,
and they were provided (on average) with 95 per cent of the squired nours
of care.
The dramatic increase in the proportion of disabled receiving serv1ces 1n

1988 was due to the National Insurance Institute's release of funds to the
organizations already providing services, a preliminary t0 tne eventual
implementation of the new law.
Today, the public systen applies a dual approach to the deifnition of the

need for assistance. The law ensures entitlements only for tnose elder|y
people who are severely disabled or who have severe cognitive 1mPa1r
ment. The population of frail elderly who also frequently require some
limited help in personal care, and all of those semiindependent and fra11
who need help in household management, are not entitled t0 aid from the
new law. For the severely disabled, entitled to beneifts under the CLTCI
law, the need for assistance is deifned universally, determined Purely bv
disability levels, without consideration of the differential al>il'ty of famil1es
to provide care. For the less severely disabled, not eligible for beneifts under
the new law, and for those services not covered by that law the Mimstry
of Labor and Social Affairs and the General Sick Fund continue to use the
selective, discretionary approach as in the past, i.e., where the availability
of informal care determines the amount of formal assistance provided.
Thus, a twotiered system of home care has evolved in Israel■ At the ifrst

|eVcl, CLTCI provides a basic level of care to the severely dependent
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elderly as a largely universal entitlement. The second level supplements
the ifrst selectively by providing, in theory, additional services to those
with remaining unmet needs and to those ineligible for CLTCI. It is
important to point out that since the new law is now providing care for a
largely expanded population of severely disabled, some of the existing
organizations have reduced the extent of service delivery very dramatically
(see Appendix 8, Tables 3 and 4). There is a suspicion, not as yet fully
documented, that the extent of service provision to those not eligible has
also dropped below the levels available before the new law was implemented.
No current data are available regarding the number of individuals re

quiring formal services when these two definitions are taken into account.
However, data from the national survey of the elderly in 1985 show that 8.8
per cent of the elderly people residing in the community (34500 persons)
arc limited in the activities of daily living (ADL), and require at least one
hour of personal help daily, either from the informal or the formal support
system. Currently, (March 1989), 17 100 elderly people, or half of the
disabled, are receiving personalcare services, mostly via CLTCI (see
Appendix 8, Table 12). This is a very significant increase in provision,
almost doubling the number of recipients since January 1988.
While we can safely assume that the most severely disabled are receiving

a basic level of services under the CLTCI law, we know very little about
the extent of unmet needs. However, among those not entitled we suspect
that the pattern of unmet needs revealed in earlier surveys largely persists.
More signiifcantly, while the number of recipients has increased dramatic

ally, some of the most severely disabled may also be receiving a lower level
of publicly funded services than before, when the system of service alloca
tion was more flexible for meeting needs indepth. As described above,
entitlements under the new law are ifxed at two beneift levels (equivalent
to approximately 12 or 18 hours of weekly care). Although it was expected
that those who are most severely disabled and also have a high proportion
of unmet needs would receive additional services from existing organiza
tions, this supplementation is not, in fact, being provided. Data from a
study of elderly people receiving homecare services from the public sector
(Habib et al. 1986, 1988; Dolev e/ a/, 1987) indicate that onethird of the
severely disabled require more than 18 hours of formal support for personal
care and another 4 hours of housekeeping.

4.2b. The basketof services provided
Although a wide range of services has been developed nationally, the
new law entitles clients to receive only certain specific services: personal
care, day care, homemaking, and absorbent undergarments for the in
continent. Those requiring homedelivered meals, physiotherapy or occu
pational therapy at home, roundtheclock supervision, or home repairs or
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adaptations, must apply to other agencies. But these services (with the
exception of homedelivered meals) are generally limited.

4.2c. Appropriatenessof service delivery
Personalcare workers typically only visit a client once a day, usually
during the morning, although the client may also require help in the late
afternoon or evening and it would be more in the client's interests to split
the visit. Moreover, the workers generally do not come at weekends or
holidays.

4.3. The possibility of substituting for institutional services through
the development of community services

In parallel with the increase in the number of disabled elderly people,
institutional services have also expanded rapidly over the years. During the
1980s the number of institutional beds grew by 44 per cent and today there
are18 000 elderly persons residing in longterm care institutions and a
further 6000 residents in sheltered housing. However, even this signiifcant
increase did not succeed in closing the gaps between the needs of the
population for placement and the ability of the system to provide it. This is
emphasized by the lengthy waitinglists for publicsector placement, which
provides approximately 10 per cent of the total available beds. For some
groups, the lack of beds is particularly acute: for example, for those
classiifed as frail, the waiting may be for two or three years.
Meeting this growing demand for institutional services would require the

investment of substantial resources to develop the necessary physical in
frastructure, and a continuing commitment of large sums to support
ongoing care. An extensive Israeli study (Habib et al. 1986, 1988) found
that the provision of adequate community care would be possible and less
expensive than the cost of institutionalization for a signiifcant proportion of
the elderly awaiting placement.

A ifeld demonstration project on a selected group of severely dependent
elderly people who had received approval for nursinghome placement
showed that the cost of providing services at home in accordance with
individual requirements was approximately 70 per cent of the nursing
home cost (Carmeli and Morginstin 1988). Yet, in 1988, even after the
large increase in homecare expenditure with the implementation of the
CLTCI law, twothirds of the public budget for longterm care went to
institutional services, and only onethird to communitybased services (see
Appendix 8, Table 13).
The study by Habib et al. (1988) also found that, for a significant

proportion of the clients at all functional levels, community care would be
the appropriate type of service in the opinion of interdisciplinary teams
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that reviewed the cases, the practitioners responsible for their care, the
clients, and even the family caregivers (see Appendix 8, Fig. 1). A major
conclusion of this study, conducted before the new law came into effect,
was that many of those waiting for placement applied because adequate
community services were not available. Providing all of the services re
quired by this population would have demanded extensive expansion of the
services available then.
Furthermore, many acute and rehabilitational hospitals were and con

tinue to be 'backed up' by elderly persons who could benefit from less
expensive forms of carein longterm care institutions or in the
communitywhich are still unavailable. In 1986, 40 per cent of those in
rehabilitational hospitals actually required only nursing care and could
have been discharged (Korazim and Margulec 1986). By occupying these
beds they prevented others who required rehabilitational treatment from
receiving it. A better balance among the various care alternatives, as
suggested by these studies, might result in cost savings to the publicservice
system and better care for all of those in need.
Thus, economic considerations, the growing awareness that there are

alternatives, and the desire to provide appropriate care for as many people
as possible have, during the past decades, led to far greater attention in
Israeli longterm care policy to the development of community services
and, most importantly, to the legislation of the new CLTCI law. To what
extent the services provided in the framework of that law will actually
influence the demand for and patterns of institutionalization is currently
under study.

5. ASSESSMENT AND DISCUSSION OF KEY ISSUES

5.1. The personalcare/homcmaking mix

The system of home care for the elderly in Israel has several distinct
features that emerge from this analysis. One is the emphasis on the pro
vision of personal care, unlike many other countries, which tend to em
phasize homemaking services. Personal care is provided at relatively low
cost, by semiprofessionals not professionals, particularly nurses, as is
often done in many other countries. The development of personal care in
part relfects the large number of people with such needs in the com
munity in Israel, partly because of the country's low rate of institutionaliza
tion. In general we would stress that the extent and nature of institutional
care significantly influences the kind of disabled elderly people that remain
in the community and, therefore, the challenges to the homecare services.
At the same time, the emphasis on personal care may be responsible for
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some of the organizational problems that have developed within the Israeli
system. It has led to a complicated division of responsibility between the
health and social services. Whereas the ifnancing of homemaking services,
until the development of the new CLTCI law, was focused within the social
welfare services, the responsibility for personal care was divided between
the health services, which were considered responsible for those whose
situation was more severe, and the social services, traditionally viewed as
responsible for the less disabled. In addition, the development of a semi
professional provider of personal care has also raised questions about the
logic of the division of labour between the homemaker and the personal
care aid. There have been various local initiatives that seek to expand the
role of the personalcare aid to include homemaking chores, thus moving
towards an integration of these two roles. Under the inlfuence of the
CLTCI law, there is now an even stronger tendency to promote this
integration.
Obviously having a single provider of a range of homecare services has

its advantages. On the other hand, the issue is a complex one because it is
felt that the ability to attract and employ qualified persons in personalcare
jobs might be more limited if they are also required to assume what are
considered lower status, general homemaking responsibilities. The ques
tion of the desired degree of specialization or integration of these two
functions remains an open one.

5.2. The impact of entitlements on the demand for services

A question of considerable interest which has emerged from the Israeli
experience is that of the impact of entitlement on the degree of demand for
homecare services. When the availability of these services was limited by
budgetary constraints, there were frequent claims, particularly by the
General Sick Fund authorities who provided home care for the more
severely disabled, that they were responding to all applications even
though the amount of help being provided was limited. However, we find
that under CLTCI there has been a very significant expansion in the
number of elderly people who have applied for assistance, even in the most
disabled category, which is the target population of the new law. There are
two possible explanations. One is that the professionals in the field had a
very biased view of the actual demand for help and that applicants were
being discouraged in various ways from applying, so that the potential
demand was not realized. The second possibility is that a system in which
eligibility is based on principles of entitlement has a major impact on
demand. Perhaps of greatest significance is the sense that the right to
assistance under a social security programme had been earned by past
contributions, although we should remember that, in fact, under the new
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law, all elderly people were included in the insured population despite the
fact that most of them had stopped working well before payments began
and therefore never actually made any contributions. An additional
although related factor is the lack of stigma generally associated with
applications for beneifts to the National Insurance Institute. Extensive
efforts were made by that Institute to publicize the entitlement to assist
ance. Widespread use was made of attractive publicity in the various ofifces
of the National Insurance Institute, which are wellfrequented by the
elderly. Various counselling services were made aware of and distributed
information about the law. The law was widely publicized in the news
papers and other written media, and there were even television spots
devoted to such information. Another factor is the lackof selfparticipation
in the cost of receiving services under the law.
Several studies are now under way which will help us to understand

better the different attitudes of elderly people towards receiving help
before and after the new law.

5.3. Universal access and entitlement versus restricted access and
budget constraints

As has become apparent from this account, the extent of homecare
provision in Israel until the expansion of resources that began with CLTCI
was very low and a consensus had developed about the need to expand its
availability. At the same time, there was a debate about two opposing
strategies for expanding the availability of care (Habib and Factor 1988).
One approach emphasized a broad concern with reducing the burden of
care. This concern was based on the belief that most families living with a
disabled elderly person were in need of some degree of formal support and
that it was important to provide this assistance on a nondiscretionary,
equitable, and entitlement basis of socialinsurance principles. The impli
cation of this approach was one of extensive impact and coverage: to make
a moderate amount of support widely available rather than enabling more
intensive indepth support to meet needs on a more discretionary basis.
The second approach tended to have as its objective an intensive impact in
meeting needs. Proponents of this view claimed that as resources were
limited and it was not possible to provide for anything approaching univer
sal needs, it would be better to concentrate resources on those having
unmet needs. These needs were not only seen in terms of level of disability,
but also in relation to the availability and quality of informal care. They
would be best met through discretionary rationing among those families
interested in and requiring indepth assistance of this type.
The ifnal decision adopted a more universal approach that would pro

vide a basic level of services within a system of socialinsurance principles.
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Two costcontainment measures were structured into the programme to
ensure some control in anticipation of a widespread uptake of benefit. The
amount of resources that could be provided to an eligible individual were
limited and clearcut criteria of eligibility were deifned, restricting the
eligible population to the most severely disabled, defined more or less as
those who need assistance in at least two of the basic ADLs, for example,
bathing and feeding. A rigid instrument was introduced, based on the
principle of scoring.
A further implication of adopting this universal approach, given the

existing budgetary restrictions and the consequent restrictions on eligibil
ity, was that the new law could not and should not replace existing sources
of care but rather had to be viewed as a complement to other programmes.
As noted above, complementary support would remain essential for several
reasons; the new law does not provide enough hours of care to those who
are eligible; there is a large ineligible population; and assistance is not
always immediate because of administrative procedures, so that immedi
ate, temporary support would still be required from supplementary
sources. While coverage of personalcare needs has increased dramatically,
the end result was that, at least during the period of transition, the system
has become, in some senses, more fragmented in relation to divisions of
responsibility for the basic homecare services. The introduction of the law
has also led to confusion about the exact role of supplementary sources,
and there is considerable concern that the realignment of entitlements
within the health and social service system is not adequately making
available the supplementary support that the designers of the law had
expected.
Beyond expanding the resources available for providing care, the intro

duction of the law resulted in an overall system based on a dual set of
principles: one in which eligibility is unlimited by budgetary considerations
and one in which it is limited; one in which there is less flexibility for
discretion by professionals and one in which there is more. Under these
circumstances, the distinction between eligibility and noneligibility under
CLTCI can be particularly signiifcant to the individual if supplementary
support is not available from other sources. As a result, it will be important
to examine, as part of the monitoring of the programme, whether there is a
tendency among some of those making the professional assessments to in
dude elderly people who perhaps, on strict grounds, would not fully meet
the disability criteria. There is a degreeof subjectivity involved in assigning
persons to the various levels of disability, despite the considerable efforts
made to prevent this by standardizing procedures (see Appendix 9).
The creation of a dual system based on a dual set of pirnciples also raises

questions about the future development of homecare services. To what
extent will future development be based on the expansion of coverage
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under CLTCI, and to what extent will it be based on reinforcement and
enhancement of the ability of the supplementary system to provide services
based on budgetary constraints?
A further interesting question is whether the strategy whereby a basic

level ofcare is universally available while a system ofsupplementary finance
and provision is retained on a discretionary basis can be viewed as simply
a local solution or as a reasonable compromise between the conflicting
concerns and principles which are characteristic of other countries as well.

5.4. Entitlements and the dynamics of finance for home care

Before the development of the new CLTCI programme, one of the major
issues of contention was between those who were interested in an entitle
ment programme, so as to guarantee full access to beneifts and to provide
more protection over time, and those who wanted to ensure more lfexibil
ity and control by the government bureaucracy.
A critical element in the debate over entitlement and budgetrestricted

programmes was the nature of their longterm dynamics. Entitlement
programmes have several builtin features that affect this dynamic.
In talking about approaches to ifnancing, one should distinguish two

separate elements. One is whether ifnance is earmarked for the programme,
and the second is whether the beneifts are granted by entitlement. While
these two will usually go together, this need not be the case.
The availability of earmarked ifnance (such as in the CLTCI law under

social insurance) has several direct implications for the availability of
ifnance over time, and for the lfexibility of the system as needs change.
First of all, the social security wagebase will generally increase with
overall growth in the population and with the level of wages. Thus the
programme has a builtin capacity to adjust itself to these factors. This
feature characterizes any arrangements for earmarked ifnancing, whether
or not accompanied by entitlement on the beneift side.
Entitlement has several other implications. It obviously means that

within a given year the budgetary limitations cannot restrict access to
beneifts. This is in itself an important element. The more complex question
is what are the dynamics if a deifcit should emerge. Unless the deficit is due
only to shortterm factors such as a temporary decline in the social security
wagebase, there will either have to be an adjustment of the beneift or in
contributions. This is in contrast to a budgeted programme in which the
adjustment can simply take place in the form of an increase in uncovered
needs, growing waitinglists, and discouraged applicants. Thus an entitle
ment programme forces the issue of the growth in needs and how it must be
addressed in terms of ifnancing and coverage.
A further feature is that an entitlement programme is most likely to
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favour the preservation of benefits where there is a general cutback in
government expenditure, which may be applied automatically to all dis
cretionary, nonentitlement items. The main reason is that actual decisions
about the programme have to be made within a legislative setting. While
all government budgets must be formally approved each year by a legisla
tive body, the legislature does not necessarily dwell upon each item.
Proposed changes in entitlements would have to become the direct focus of
legislative decision making. This also affects the dynamics of the process,
and depends on the nature of the legislative system and the orientation of
the legislature. In Israel, for example, it is often claimed that the legisla
ture will generally tend to favour increases in ifnance rather than reduc
tions in social benefits. By contrast, in the case of a budgeted system, a
proposal to increase the budget would not be submitted to the legislature
without the prior approval of the Finance ministry, which might exercise a
veto. It would thus not even come before the legislature unless there was a
forceful initiative by one of the advocates of the programme.
On the other hand, where a change is required and advocated in a

programme, such as a proposal to raise beneifts or modify requirements,
legislative procedures would slow down and complicate the process,
whereas the regular, budgetary means could be more convenient for im
plementing change.
Given the dual system that has emerged for ifnancing home care, where

some provisions are based on entitlement and some are not, a further
question arises. What happens to the nonentitlement component in such a
system? Does it tend to be forgotten or neglected; or docs it tend to be
even more vigilantly preserved as a way of avoiding further expansion of
the entitlement programme?
As mentioned earlier, in Israel the immediate response of the system to

CLTCI was a cutback in provisions within other programmes. This re
sponse, rather than being to protect and preserve existing programmes,
was, of course, due to budgetary pressures. It was also probably due to the

". tendency of other ministries that are partners in the implementation of the
new law to welcome an alternative source of ifnancing rather than con
sidering CLTCI a threat to existing responsibility and control. However, it

■ will be important for future research to examine whether funds 1saved' in
: other programmes as a result of these cutbacks will be reabsorbed into

general reserves or will be reallocated to provide better coverage for social
services and populations not entitled to benefits under CLTCI.

5.5. Cash versus benefits in kind

Against the background of debate as to whether cash or inkind benefits
should be provided, CLTCI is a clear statement in favour of inkind
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benefits. Offering a cash beneift as a viable option in a lfexible programme
was seen by its proponents as a means of compensating family caregivers
for services, and of enabling elderly people to make independent choices in
their acquisition of services. Cash beneifts would allow individuals more
variety in the services they could choose and the option of hiring persons
not afifliated to an agency, or would simply be an additional source of
income in place of services (which could then be provided by a family
member).
However, as stated earlier, CLTCI speciifes that eligibility for cash

benefits is restricted to those cases where services are unavailable and
where there is a family caregiver living with the eligible persons. Eligible
persons living alone cannot receive a cash beneift; however, these persons
receive ifrst priority in access to institutions. Cash beneifts are only pro
vided temporarily until appropriate services can be developed in a given
community.
The underlying assumption of CLTCI is that services are more effective

than cash beneifts in reducing the real burden of care by sharing caring
functions with the informal caregivers. It was also thought that in the long
term the provision of services in kind would have a greater impact on
stimulating the availability of services, as has in fact occurred. However,
when coupled with the stipulation that payments be made only to certified
providers, providing home help through agencies means considerable,
labourrelated, 'overhead' administrative costs, making the service more
expensive than it might be if it were provided by privately hired indi
viduals, and perhaps allowing fewer service hours than an individual could
obtain on a less formal basis.

5.6. Eligibility assessment

We now turn to issues concerning the organizational structure of CLTCI.
There are a numberof organizational issues that accompanied the develop
ment of home care both outside and within the new law. One issue of
interest is who should make the functional assessments that are the basis of
determining eligibility. In Israel there is a strong tradition that functional
assessment is done by nurses. It would even be considered professionally
inappropriate, for example, for a social worker to undertake these evalua
tions. Therefore, the Ministry of Social Welfare relies on functional assess
ments by nurses from other organizations in order to allocate the funds
available for home care. Correspondingly there is a general tendency to
recognize that social assessments are within the professional realm of social
workers. This division obviously has broad implications. One is that a
comprehensive assessment of an elderly person, almost by definition, re
quires assessment both by a nurse and by a social worker. Its advantage is
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in encouraging a comprehensive, team approach, where both these assess
ments are required, but there are organizational complications and extra
input of professional manpower.
A further aspect of this issue was whether the functional assessment

should rely primarily on selfreporting by the elderly client and a review of
the medical documentation for verification, or whether it should be based
on a systematic examination of the elderly person by the nurse. Regula
tions for CLTCI require an actual examination in the home, according to a
manual, where the elderly person is speciifcally requested, if possible, to
attempt to dress, to eat, to get in and out of the shower or bath, and to
move around the house. The nurse is expected to look for evidence of
incontinence, such as a plastic sheet in the bed or packages of absorbent
undergarments. These demands are somewhat controversial and it is not
clear to what extent the nurses adhere to them.
A third issue relates to the place in the system of the personnel who

would carry out the assessments. There was a major discussion as to
whether those involved in providing direct care for the elderly should also
make the assessments, or whether independent, publichealth nurses, not
directly involved in ongoing care should do so. The concern was that those
involved in direct care would tend to be too liberal in their assessments of
eligibility and would be subject to more intensive pressure from the elderly
person and their families. On the other hand, the publichealth nurses base
their assessments on one visit and do not have the advantageof sequential
observation of the elderly client. In the end, this issue was resolved in
favour of using the publichealth nurses. The resolution of this issue was
also related to the degree of centralized responsibility in administering the
programme, as discussed below in Section 5.8.

5.7. Translating disability into benefit level and service needs

A particular pattern of dependency in ADL and IADL does not directly
translate into the kind and amount of services required by the individual.
This kind ofdecision is generally left open to the discretion of professionals.
It involves a number of elements, including practical considerations, such
as how much time it takes to bathe a person; value considerations how
often should a person be bathed; and environmental factors, such as the
type of bathing facilities in the home. It is also influenced by a range of
factors that concern how the service is organized. Is it possible, for ex
ample, for a home helper to make frequent short visits, or is there a
required minimum time for a home visit? Are there different providers of
care with strict role divisions so that more visits are required and more
travelling time is lost (see Habib and Naon 1987 for an analysis of these
various factors and an attempt to address them in the Israeli context(?
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In relation to these dififculties, it has been frequently reported that
professionals tend to use various rules for service delivery that do not
necessarily adapt a speciifc care plan to the individual's situation. This is
particularly the case when the resources available are very limited in
relation to total needs.
A programme based on entitlement according to consistent and univer

sal criteria of eligibility must therefore come to terms with this aspect of the
decisionmaking process. In CLTCI, a scoring system was developed that is
supposed consistently to translate disability into eligibility. The determina
tion of whether one is disabled enough to be eligible for beneifts, and the
division between the two levels of care, are based on the score allocated.
Appendix 9 contains the actual functional assessment, and the scoring
system and levels of eligibility. This scoring system is certainly a unique
effort and achievement in introducing a high degreeof consistency in assess
ment. The rigidity of this type of approach is in the strict categorization of
the levels of eligibility, which allows for only three broad categories rather
than some continuous indication of the care required. This means that
people in different circumstances will receive the same level of support.
The development of this kind of instrument is an attempt to accept the

challenge of how to make decision making more effective and how to
achieve greater consistency and equity. In CLTCI, having such a deifned
scale was considered crucial in meeting the need to defend decisions about
eligibility within the judicial system.

5.8. Centralization versus decentralization of service provision

A basic issue faced by the homecare system is the extent of reliance on
locally available nurses and social workers rather than on more regional
and centralized professionals. Within the social service system, the local
professional has always served as the key ifgure in assessment and care
planning, his or her decisions requiring approval by a supervisor at a higher
level. In the health system, the situation was more complex in that the
Ministry of Health administered the service in district health ofifces; in the
General Sick Fund both local nurses and regional extendedcare units
could initiate assessment and care planning, although the regional ofifces
had to approve the ifnal allocations in all cases. Within the health and
social services there has been a strong tendency towards providing auton
omy in decision making at the local level.
Within CLTCI, the issue of decentralization took on other dimensions.

Because it is a statutory programme of social insurance, there is a very
strong emphasis on principles of uniformity and equity, because these are
part of the ideology of social insurance and because all decisions made
within such systems of entitlement are subject to judicial review in Israel.
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There is, in Israel, a very strong tradition of access to appeals, which is part
of social insurance legislation, and much use is made of appeals by appli
cants and beneficiaries in cases such as involve disability insurance.
Because rights are subject to legal review, assessments of eligibility must

be based on criteria that will be defendable in that review, and this was a
major concern to the National Insurance Institute during planning. As
mentioned earlier, this concern influenced the nature of the eligibility
criteria themselves, but beyond that there was also a concern that once
appropriate criteria had been adopted they would be implemented in the
most consistent way possible and with full respect 10 due process. This led
to concern that if assessments were widely dispersed among a large number
of local professionals, there was likely to be a much greater variation in the
quality of these assessments, both because of the numbers of people
involved and because it would be more difficult to provide what is con
sidered to be appropriate training for such a large number of people. It
would also be more difficult to be selective and to exert quality control over
how well a particular professional was qualified to make these assessments,
and to ensure administrative followup and control. These were some of
the considerations in favour of having assessments done by a smaller
number of nurses from the Department of Health only. Similar factors
influenced the decision to have a relatively small number of units respons
ible for care planning, reporting, and service delivery, at a regional rather
than a local level. One must keep in mind. of course, that Israel is a small
country to begin with, so we arc talking about small regions. In the end,
the country was divided into 35 major regions, within which the average
number of elderly people was about 6(XK), and an additional, 2(K), smaller
regions.
On the other hand, because the new law provided not cash beneifts but

services in kind, and because direct payments were to be made to providers
rather than to the family or to the elderly person, who would then purchase
services and provide receipts, the law required that a specific plan should
be worked out for how the funds were to be used, in cooperation with
professionals. Given this stipulation, it became clear to those planning the
law that these regional committees, which would not be staffed by those
directly in contact with the elderly client, could not assume the role of
direct care planners in most cases. Therefore, an informal responsibility
was placed on the frontline practitioners, through the interdisciplinary
teams that were being developed at the local level, to collect the informa
tion needed for planning, to prepare the plan, and to bring the recommen
dations to the regional committee. Once the care plan has been approved,
either the nurse or the social worker from the interdisciplinary team,
depending on the nature of the case, is also given formal responsibility for
following up the implementation of the plan.
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As a result, although the law refers only to regional committees, the
interdisciplinary teams were given unofficial recognition within the pro
cedures that were adopted to accompany the law, and as a matter of fact
provided a strong impetus to the development of these multidisciplinary
units. In some instances, however, there are no frontline practitioners
able to deal with the needs of the elderly. The regional committee then
assumes this responsibility directly and serves as an important backup to
this function.
This set of arrangements reflects the interrelationship between central

izcd and more localized administration, and some of the considerations
involved on both sides. Also involved is the basic autonomy of the front
line professional and the degree to which it is felt that his or her decisions
should be subject to review at higher levels.

6. SUMMARY

In this chapter we have briefly reviewed some of the main features of the
provision of home care in Israel, and some of the main issues that have
been addresed in the development of the system. As we noted, one critical
characteristic influencing the system has been the extentof need for personal
care among the elderly living in the community, and the attempt of the
system to respond to this and not only to homemaking needs.
We have attempted to illustrate how there are a number of critical

dimensions in the design of homecare systems that have important ele
ments of interaction. The adoption of an entitlement approach had a
strong inlfuence on other decisions that were made about coverage, the
level of care that can be provided, centralization and decentralization, the
nature of eligibility criteria, the choice between lfexibility and uniformity in
assessment for eligibility, the emphasis on preventive care or maintenance,
and the choice between concentrating large amounts of care on a small
group having unmet needs or a small amount on a large, more diversiifed
group. Israel has made a unique set of choices, as it has included a com
ponent of entitlement within the homecare system and, for the ifrst time,
includes entitlement to a service beneift within the social security system.
The dual system that has been created may be seen as only a step in the

direction of developing a full entitlement system, or as a desirable com
promise between conlficting concerns. It is clear that not only have the
levels of support changed dramatically as a result of the adoption of
CLTCI, but also that the dynamics of the system have been radically
altered. There is no doubt that there also are dififcult issues of coordina
tion within this dual system that will need to be addressed if the present
compromise is to be fully and effectively implemented.
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NOTES

' The rate of poverty is deifned as the proportion of persons belonging to families
with an adjustable, disposable income below half the median for all families.
2 For a single elderly person the basic pension is equal to 25 per cent of the national
average wage.
י Income taken into consideration is that of the elderly person and spouse. For a

couple, the income test is 2.25 times the average wage.
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Appendix 8: Background data from Israel

Table 1. Developments in the compositionof the elderly population of Israel, 19701999. (Source: Statistical Abstract
of Israel Central Bureau of Statistics (19711988).)

Population (in thousands) Percentage of growth

1970 1980 1988 1989 1990 1995 1999 19701979 19801989 19901999

TOTAL 202.7 338.2 395.0 402.4 409.7 434.4 462.3 67 21 13

Age group (years)
6574 144.7 229.7 234.9 237.5 240.0 260.9 264.3 59 4 10
65_69 83.2 126.7 129.4 134.7 140.0 137.7 141.3 52 10 1

7074 61.5 103.0 105.5 102.8 100.0 123.2 123.0 67 3 23
75+ 58.2 108.5 160.1 164.9 169.7 173.5 198.0 87 56 17

Sex
Men 100.1 159.3 179.9 182.2 184.4 192.0 204.4 59 16 11
Women 102.6 178.9 215.1 220.1 225.1 242.2 257.8 74 25 15

Ethnic origin
AsiaAfrica 53.2 75.5 102.4 106.3 110.2 131.8 159.5 42 46 45
EuropeAmerica 132.3 242.5 267.5 270.4 273.2 270.6 263.6 83 13 4
NonJews 17.2 20.2 25.1 25.7 26.2 31.8 39.2 17 30 50



Table 2. Estimates of disability among the elderly population of Israel, 19802000

Population (in thousands) Percentage of growth

1980 1988 1989 1990 1995 2000 19882000 19881995

Number of disabled in ADL]
TOTAL 31.5 42.4 43.6 44.8 49.3 55.9 32 16

In the community2 25.6 33.6 34.5 35.4 39.1 44.6 33 16
In longterm care institutions1 5.9 8.8 9.1 9.3 10.2 11.3 28 16

Number of persons requiring
help with homemaking (in the
community)4 122.7 150.8 153.9 157.0 169.7 184.7 22 13

9c disabled inADL* 9.3 10.7 10.8 10.9 11.3 12.1 Of
In the community6 7.8 8.8 8.9 9.0 9.4 10.1 rv
In longterm care institutions5 1.7 2.2 2.3 2.3 2.3 2.4 05

0/o disabled in homemaking6 37.5 39.7 39.8 39.9 40.7 41.7 §
■■ a.

' Including persons requiring assistance with at least one of the following basic ADL functions: bathing, eating. dressing, continence control. §.
f Based on constant disability rate by age, sex and ethnic oirgin. S
Distribution between institutions and community based on the assumption that current institutionalization rates by age, sex. and ethnic origin are ^>

constant. O
Including persons requiring at least one hour per week of assistance in basic household tasks an</ there is no other person in the household able to **

perform these tasks. eg'
 Percentage of disabled out of total number of elderly people in community and institutions. ja
Percentage of disabled in the community out of total number of elderly people in the community. .

8
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Table 3. Extent of personalcare services in Israel by source of ifnancing,
19811989

198889
s ■ 
f First Full

implementation implementation
1981 1984 stage stage

Numberof recipients*
> TOTal 3043 4874 7444 16246

National Insurance
Institute    13 "734

Ministry of Labor and
Social Affairs 645 1399 1754 1782

Ministry of Health 520 945
General Sick Fund 1878 25305 690 1730

Percentage of recipients
of total population
aged 65+ in the
community 0.9 1.4 2.0 4.2

A verage weekly hours per recipient
TOTAL 4.2 5.6 8.8 93
National Insurance
Institute  103

Ministry of Labor and
Social Affairs 5.5 3.8 2.8 29

Ministry of Health 5.9 66
General Sick Fund 2.6 6.2 ל10 6^

' Total number of recipients does not include selfreferral elderly to Matav Association (see
Table 5) and other private agencies. ,. . .

2 Those who receive both personalcare and homemaking services aer 11sted here as
personalcare recipients. rrn . .

* In addition approximately 150 are receiving cash beneifts; a fufher 650 Persons recelved
care in day centres for the elderly, some of whom also received some personal caer at home.
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Table 4. Extent of homemaking and prepared meals services, Israel,
19811989

198889

First Full
implementation implementation

1981 1984 stage stage

Homemaking
Total number of
recipients 8002 10138 10304 74I81

Ministry of Labor
and Social Affairs 8002 10138 10304 7418

Percentage of recipients
of total population
aged 65+ in the
community 2.5 2.9 2.7 1,9

Average weekly hours
per recipient  1 .0 2.5 2.8

Prepared meals
Number of recipients 3155 3500 3500 3500
Percentage of recipients 1.0 1.0 0.9 0.9

' This ifgure is biased downward because homemaking services are provided to recipients of
personal care under CLTCI who are not reported as a separate service by the National
Insurance Institute and therefore could not be included in this table.

Table 5. Extent of personalcare services by source of financing since the
full implementation of the CLTCI law, 1989

Hours of Monthlyw k.
Recipients care/month cost . y

Absolute Absolute per
numbers "/o numbers "/<> S' "/<> recipient

total1 17074 100 714040 100 3968 100 9.4
Ministry of Labour
and Social Affairs 1782 10 23156 3 1)4 3 2 9

General Sick Fund 730 4 20012 3 90 2 s.2
National Insurance
Institute 137342 80 629529 88 3524 8910 3

Selfreferral
to Matav Association 828 5 41343 6 240 611 3

' The total number of recipients does not include the personal care provided to selfreferrals
by private providers (not Matav).
' See footnote I in Table 3.
י In thousand US$.
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Table 6. Extent of personal care provided by the Matav Association by
source of financing, 1989

';. Hours of Monthly Weekly
Recipients care/month cost yfours

J Absolute Absolute per
s numbers 7o numbers 0/o $' 70 recipient

total1 7020 100 283712 100 1771 100 971

Ministry of Labor
and Social Affairs 1223 17 14672 5 79 4 27

General Sick Fund 448 6 11497 4 62 4 5.8
National Insurance
Institute 4521 64 2162m 76 1390 78 10.8

Selfreferral
to Matav Association 828 12 41343 15 240 14 113

' In thousands $.

Table 7. Recipients of CLTCI lawby age.
(Source: Morgenstin et al. 1989.)

Age (years) 0/o

6064 "4

6569 11
7074 16
7579 25
8084 22
85+ 22 .

^ Table 8. Homemaking services financed by the Ministry of Labor and
 Social Affairs, March 1989

~ Recipients Number
as 0/o of Number of weekly

Number of elderly in the of hours per Monthly
District recipients community hours recipient cost ($)

total 74I81 /J 90657 278 377025
Jerusalem 679 1.9 8639 2.9 36516
North 1078 2.7 12684 2.7 53101
Haifa 1064 1.6 11894 2.5 49626
Central 1631 2.2 21613 3.0 88314
Tel Aviv 1665 1.2 21638 2.9 90233
South 1 301 4.1 14189 2.5 59235

' These elderly people live in 6005 households.
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Table 9. Professional homenursing visits provided by the General Sick
Fund (1988)

Elderly
recipients as Number of

Number of 0/o of the home visits
elderly elderly in the Number of per elderly

District recipients community home visits recipient

total 10739 2.8 43051 4.0
Jerusalem 638 1.8 2469 3.9
North 1339 3.4 4724 3.5
Haifa 1998 3.1 8120 4.1
Central 2675 3.7 M244 4.2
Tel Aviv 2736 2.0 11287 4.1
South 1353 4.4 5207 3.8

Table 10. The development of the professional home nursing by the
General Sick Fund, 198188

Growth
between
198188

Year 1981* 1985 1988 (X)

Number of elderly
recipients 7424 9961 10739 45

Elderly recipients
as percentage of
the elderly in
the community 2.3 2.7 2.8 22

Number of home visits 38 943 42431 43 05 | II
Number of monthly
home visits per
elderly recipient 5.2 4.3 4.0 23

* Based on estimates.

1
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Table 11. Comparison between needs and existing personalcare services
for 19801988, prior to the implementation of CLTCI law

1980 1983 1988 י

Thousands "/0' Thousands י0/0 Thousands "/0'

Total disabled in ADL
"' in the community2 25.6 7.8 28.4 8.1 33.6 8.8
"* Disabled in the

community: require
formal services3 10.8 3.3 11.9 3.4 14.4 38

Recipients of
formal services4 3.3 1.0 5.1 1.5 9.1 2.4

Percentage coverage of
unmet needs for
formal services 31 43 63

Percentage of recipients
out of total disabled
population 13 18 27

' Percentages of those aged 65+ in the community.
2 Including persons requiring assistance with at least one of the following basic ADL
functions: bathing, eating, dressing, continence control.

י Including persons requiring at least one hour per week of assistance in basic household
tasks, with no other person in the household able to perform these tasks.
* Recipients of formal services include elderly referred by public agencies and selfreferrals
to Matav Association.
י For two years before the complete implementation of CLTCI, funds were transferred
under CLTCI to the Ministry of Health and Social Affairs and to the General Sick Fund וזו
order to expand the network of services until final implementation of personal beneifts in
April 1988. Thus comparison of coverage before and after CLTCI should be made with 1983.

Table 12. Comparison between needs and existing personalcare services
after the full implementation of the CLTCI law 1989

Thousands Percentage'

Total disabled in ADL in the community 34.5 89
Total recipients: 17.1 4.4
Financed by the National Insurance Institute 13.7 3.5
Financed by others 3.4 09

Percentage of recipients among the total
disabled population 50

' Out of those aged 65+ in the community.
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Table 13. Public expenditure in Israel on institutional
care and home care, 1988. (Source: Beer and Factor
1989.)

Monthly public
expenditure ' "/o

Total expenditure 13186 100
Institutional care 8743 66
Home care 44432 34

' In thousand US$.
2 Includes only the expenditure on the two main services provided:
personal care and homemaking.
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| | Multidisciplinary team

; g4 1 | Formal caregiver

V go  Y///A Informal caregiver
86 I

* /~y 82
^ 80  I I
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'':; 8 I I

c i^ma 53

150  ■ n /7
I 42J■43 ^ 41 4d~

Semiindependent Moderately Mentally (rail Severely
disabled disabled
inADL inADL

Fig. 1. Elderly people on approved waitinglists for institutionnlization who could
remain in the community, by type of informant; in the two righthand columns the
opinions of the elderly people arc not presented because functional or mental
incapacity prevented many from being interviewed (after Habib and Naon 1987,
sec Chapter 7 references, p. 187).
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תקציר

כמו בישראל בית טיפול שירותי של העיקריים מהמאפ>ינים כמה סוקרת זו עבודה
נכנס אשר סיעוד, ביטוח חוק זו. מערכת בפיתוח יהח"חסות עבור^הסיגיי00"זיכי בית טיפול שירותי במערכת משמעותיים לשינויים הביא ב1988, לתוקפו
חלוקת ושל השירותים קשת של מלא תיאור מביאה זו עבודה מוגבלים. קשישים

בכיסוי הן שחלו השינויים את מתארת היא כן, כמו להספקתם. הארגונית הסיעודהאחריות חוק מהפעלת הנובעים בית טיפול שירותי על הלאומיות בהוצאות והן
החדש. החוק במסגרת מסופקים שאינם השירותים ובכללם

הזכאות גישת אימוץ בית. לטיפול מערכות של אחדים היבטים לתאר באה זו עבודה
המסופק הטיפול רמת כיסוי, לגבי החלטות על רבות השפיע הסיעוד חוק במסגרת

בקביעת ואחידות גמישות בין והבחירה לזכאות הקריטריונים אופי וביזור, מרכוז
מערכת בחוד זכאות של מרכיב כולל הכרעות, שורת עשתה אכן ישראל הזכאות.
בחוד כספית לגמלה ולא לשירותים זכאות כללה ולראשונה בית, טיפול הסוציאלי.שירותי הביטחון מערכת

רחבה זכאות מערכת פיתוח לקראת ראשון צעד אחד, מצד להיות, יכולה זו מערכת
המסופקים השירותים סל מבחינת והן הזכאית האוכלוסייה מבחינת הן יותר

של העקרון לפי הניתנים שירותים בין שהשילוב להיות יכול שני, מצד והיקפו.
פשרה היא ותקציביים מקצועיים דעת שיקולי לפי שניתנים שירותים לבין ביטוח
שרמות רק לא סיעוד, ביטוח חוק מהפעלת כתוצאה נוגדים. שיקולים בין רצויה

המערכת של והמבנה הדינמיקה לחלוטין שונו אף אלא מוחלט, שינוי שונו התמיכה
של מורכבות לסוגיות להתייחס צורך יש יעיל, באופן תפעל הנוכחית שהמערכת כדי

השונים. מרכיביה בין תיאום


