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A Model of the Impact of Immigration on Health and
Social Service Expenditures for the Elderly

Haim Factor and Jack Habib*

Abstract

Immigration, primarilyfromthe former Soviet Union, has swelled the population
ofIsrael by ]0<7c between 1990 and 1993 andtotal population growth by the endofthe
decade is expected to be over 309c The research presented here represents part of a
larger effort to project needs and costsfor the entirepopulation in order to assist health
and social welfare sendees in planning and resource allocation. Thepaper presents an
overviewofthe currentdemographic situation in Israel, a theoreticalmodelfor estimat
ing the growth in needs, and estimatesof needs and costs forsen'ices for the elderly
population based upon this model.

I. Introduction

Israel is in a histoirc peirod in its economic and social development. It has been
undergoing a peirod of significant structural change accompanied by continued rapid
demographic growth. These processes have all been accelerated, transformed and
modified by the initiation of massive immigration from the former Soviet Union, with
the population having increased by about lOtf over the twoyear peirod from 1990
1992. In this paper, we present an analysis of the implications of immigration for health
and social service needs, with a particular emphasis on the implications of the percent
age of immigrants who are elderly. We begin by providing a basic picture of the existing
demographic structure of Israel. We then descirbe the methodology that will be required
to project the expected health and social services which will be required in Israel over
the next ten years. Finally we present the estimates of the social service implications
airsing from the current surge of immigration in Israel and the share of the elderly in
total service needs.

* JDCBrookdale Instituteof Gerontology, and Human Development, Jerusalem, Israel.

On the RoleofBudgetary Policy Duirng Demographic Changes, edited by Barbara L. Wolfe, Proceed
ings of the 48th Congress of the International Institute of Public Finance/Institut International de Finances
Publiques, Seoul 1992, Supplement to PublicFinance/Finances Publiques, Vol. 48 (1993), pp. 147177.
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The research which is presented here was part of a broader study on projections of
needs and costs for the health and social services for the entire Israeli population. The
study was conducted in an effort to contribute to the planning process for future health
and social services necessitated by the massive immigration to Israel from the CIS
(former Soviet Union).

II. Sociodemographic Characteristics of the Israeli and Immigrant Populations:
19902000

The Situation in 1990

The population of Israel was 4.8 million at the end of 1990 (see Table 1). Duirng
1990, nearly 200,000 new immigrants arirved in Israel, mostly from the Soviet Union.

Table 1

The Population of Israel by Population
Group, Age, Sex, and Origin, 31.12.1990

Total Thereof:
Population Immigrants

During
1990 ~

Total (thousands) 4.822 200
Percentages 100.0 100.0
Age
014 31.0 23.1
1524 17.5 12.9
2544 27.7 34.5
4554 7.9 8.4
5564 6.8 9.2
6574' 5.3 7.9
75+ 3.S 4.0

Sex
Males 49.8 47.1
Females 50.2 52.9

CountryofBirth
Israel
Asia/Africa 3.0
Europe/Ameirca 97.0

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

The population by the end of 1991 is estimated to have increased by an additional
240,000, including about 170,000 additional immigrants (CBS, 1991a; CBS 1991b;
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Bureauof the Finance Minister, 1992). From July 1989 until December 1991, 350,000
immigrants from the Soviet Union alone arirved in Israel.

Age Structure

The age distirbution differs for the veteran and the immigrant populations (Table
1). The percentage of children and youth (024) is low among the immigrants (269c
compared to 499c for the veteran population), while the percentage of elderly is higher
{129c, as compared with 99c among veterans).1 The population of working age (2564)
is also higher among the immigrant population (52'7c, compared to42^c among veter
ans).

Family Status by Age and Sex

Mairtal status by age and sex provides an important indication of the family
structure of the population. For men there is little difference between veteran Israeli and
immigrant populations. For women there are, however, significant differences. Among
the immigrants the percentage of nonmarired is considerably higher for women above

Table 2

Percentageof Marired among the Population Aged 15+
by Age Group and Sex

Jewish Population Immigrants Duirng
1989* 1990**

Age Males Females Males Females
Total Aged 15+ 64 61 74 63

1524 5 17 16 35
2544 79 83 86 82
4554 93 84 91 74
5564 91 75 92 65
65+ 81 44 79 35

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

age 44. For example among women 4554, 84^ among veterans are marired and only
749c among the immigrant population. Among the immigrants the percentage marired
drops to 65'^ in the 5564 age group and 35<£ among women age 65+, compared with
75'$< and 449c among the veteran population (see Table 2). As a result, one finds a much
higher percentage of oneparent families among the immigrants and elderly at irsk of
social isolation than among the veteran population.
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Projectionsfor the Years 1 995 and 2000

Projections that were recently prepared by the Central Bureau of Statistics are
based on two assumptions regarding the number of expected immigrants from the
Soviet Union between 19911995. One projection assumes 500,000 immigrants, while
the other assumes 800,000 immigrants during this peirod. We have used the higher
estimate of 800,000 immigrants from the Soviet Union during these four years  i.e.
about a million immigrants from the Soviet Union between 1990 and 1995. The
projections related to the immigrants were based on the age and sex structure of the
reservoir of potential Jewish immigrants registered at the Israeli Embassy in the former
Soviet Union. This entire reservoir of 1 ,000.000 immigrants is expected to have immi
grated to Israel by 1995.

Based on these assumptions, the population of Israel is expected to increase by
297c between 1990 and 1995, and will number some 6 million persons in 1995 (see
Table 3). By the end of the century the Israeli population will reach 6.3 million  an

Table 3

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

Percent Increase
1995 2000 19901995 19902000

Total 5.991.66.29S. 7 29* 36<£
(thousands)

Percentages
Age 100.0 100.0
014 28.7 27.8 Wk 209c
1524 17.1 17.0 25'cf 30"7o

2544 27.4 26.9 29'£ 33'$
4554 9.7 11.5 59* 999c
5564 7.1 6.8 37* 409'c
6574 6.1 5.7 50tf 499c
75+ 4.0 4.4 33* 537c

Sex 100.0 100.0
Males 49.4 49.5 28tf 159c
Females 50.6 50.5 317c 37<7c

Source: Projectionsof the Central Bureau of Statistics, Jerusalem, 1991.
* End of Year  Based on projection of 800,000 immigrants from USSR

between 19911995.

increaseof 319cf from the beginning of the decade (1990). The assumption underlying
this projection is that from 1996 onwards, the wave of immigration will drop off
suddenly to a level of 10,000 immigrants a year. Therefore, most of the increase in the
population (about 807c) is assumed to take place during the years 1990 to 1995 (CBS,
199 le(.
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Age Structure

We now turn to the analysis of the contirbution of immigration to the population
growth. Between the beginning of 1990 and 1995 the overall population is expected to
grow by 299c. Seventy percent of this growth is expected to be due to immigration.
Among the elderly the impact of the immigration is greater. The elderly population is
expected to grow in those five years by 439c, with 81'7rof the growth due to immigra
tion. The working age population (ages 2564) is also expected to grow faster than the
average. Up to 1995 it will grow by 369c, with 7070 of the growth due to immigration.
On the other hand, the children and youth groups (024) will increase by only 217c. The
impact of immigration is somewhat lower for this group than for the other age groups,
68$. As a resultof this differential rateof growth, the percentageof children and youth
will decline to 469c and the working age and the elderly will increase slightly to 449c
and 109c, respectively. As of 2000, no further significant changes are expected in the
age structure of the population.

Another way of looking at the demographic changes expected in the coming years
is through the "dependency ratio" (see Table 4). This ratio reflects the ratio of the

Table 4
Total Dependency Ratio and Elderly Dependency

Ratio by Population Groups, 19902000*
Total Population Immigrants

1990
Total Dependency Ratio 0.91 0.68
Elderly Dependency Ratio 0.1S 0.20

!995
Total Dependency Ratio 0.S4 0.71
Elderly Dependency Ratio 0.18 0.26

2000
Total Dependency Ratio 0.8 1 0.73
Elderly Dependency Ratio 0.18 0.28

n . (018)+(65 + ). Total Dependency Ratio =  jr~

Elderly Dependency Ratio = 
Source. Data and Projections of the Central Bureau of Statistics,

Jerusalem, 1991.

dependent population  children (018) and the elderly (65+)  to those of workingage
(1964). The decline in the proportion of children contirbutes to a decrease in the overall
dependency ratio, which is expected to decrease from 91 dependents to every hundred
persons of working age, to 81 in the year 2000. The decline in the dependency ratio is
due pirmairly to the much lower dependency ratios within the immigrant population.
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The dependency ratio of the elderly remains constant (18 dependents to every 100 of
working age). Thus some relief in the costs per worker of financing services for the
dependent population is expected by the end of the century. However, in the short run,
the large cost of resettling the immigrants and high unemployment rates will increase
the dependency burden. The dependency ratio among the immigrants remains lower
through the year 2000, although there is somewhat of an increase, particularly in the
elderly dependency ratio from 0.20 to 0.28.

Labor Force

Table 5 descirbes the characteirsticsof the civilian labor force in Israel. The labor
force is defined to include all people over 15 who were either "employed" or "unem

Table 5

The Civilian Labor Force by PopulationGroup (15+): 1990 and 1995 (thousands)
Population Civilian Labor Civilian Labor Force
Age 1 5+ Force

Employed Unemployed
Absolute Vc Absolute <7e

Average 1990
Total 3.201.6 1.649.9 51.59c 1,491.9 158.0 9.6'7c
Population

Men 1.573.0 979.9 613^ 897.7 82 נ. 8.4>7C

Women 1.628.1 669.5 41.19c 593.8 75.7 11 j<7f

Russian Immigrants who arrived in JanJune 1990*
Total 37.5 21.1 56.3?r 14.9 6.2 29.4<7f

Men 17.2 11.6 £67.4 9.1 2.5 י 1.6^
Women 20.3 9.5 46.89c 5.9 3.7 38.9<7C
By time in Israel
68 months 10.6 5.5 51.9'X 3.8 1.7 31.6<£
911 months 18.9 10.9 57.4<* 7.5 3.3 30.7"£
12+ months 7.9 4.7 59.3^: 3.6 /./ 23.7<7C

Projectionfor 1995**
Total
Population 2,189.1 1.892.0 297.1 13.6<*
Thereof:
Immigrants 419.4 299.2120 2 28.69c

Source: Data of the Central Bureau of Statistics, Jerusalem, 1991.
* According to survey "Employment of Immigrants from the USSR who arrived in Israel in January

June 1990", Central Bureau of Statistics. Employment status of immigrants relates to Apirl 1991.
*. According to projectionsof the National Insurance Institute.

ployed" (people who were not working but were actively looking for work). The Table
shows that about half of those aged 15 and over are in the labor force. This percentage
is not the same among men and women: nearly twothirds of the men (629c) and only
4\9cof the women.
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The average unemployment rate in 1990 was 9.69c. Studies conducted by the Bank
of Israel indicate that an inlfux of 1,000,000 immigrants will have an impact on
unemployment rates at least over the next five years (Bank of Israel, 1990, 1991) and
projections by the National Insurance Institute indicate that the overall rate of unem
ployed is expected to rise continuously. The fact that among the immigrants a high
percentage are of working age ensures that their labor force participation will be
especially high. Moreover, the immigrants speciifc age/gender labor force participation
rates for 1 992 are similar to those for the Soviet Union and are higher than those for
veteran Israelis. The average unemployment rate rose to \\.69c in the first quarter of
1992 (CBS, 199 If)■ It may rise as high as 157c in 1993 and is then expected to begin to
decline to about 147cof the labor force in 1995. The percentage unemployed among ihe
immigrants was three times as high as among the total population  about 309c (some
229c among men and 199c among women) as of April 1991. Among those immigrants
who have been in Israel for over a year, the proportion of unemployed is smaller  about
249c, and among men it declines to as low as 14.590. The rates of employment do not,
of course, say anything about whether the immigrants are employed in their professions
orin jobs appropriate to their skills.

According to present rates of labor force participation, the total numberof persons
in the labor force (working or looking for work) will increase from 1.65 millionto2. 19
million. representing an increase of 540.000 jobs that will have to be created between
1990 and 1995. From January 1990 to December 1991, 150.000 jobs were added to the
Israeli economy, 122,000of these in 1991(Ministryof Finance. 19921.

Economic factors in Israel and in the Soviet Union could inlfuence the future rates
of immigration and change the age structureof the immigrant population. As indicated
above. unemployment rates in Israel may cause a decline in levels of immigration and,
in fact. in 1992 the numberof immigrants declined by 407c.If this pattern continues, the
number of immigrants is expected to reach 800,000 rather than one million by 1995.
However, further immigration is expected from the Soviet Union up to 1998. Political
changes or change in economic policies such as those related to pension schemes in the
Soviet Union could also have an impact on the rate of immigration and its age structure.

III. Methodological Issues

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

1 .A distinction should be made between a spurt of growth in the population and a
change in its rateof growth. For example, the arrival of 1 ,000,000 immigrants between
'09O1995 will affect the total sizeof the population and ih^^u^c us rateof growth for
those years.If immigration continues at this pace for several years, the rate of growth 01'

the population will remain high. Conversely,if this proves to have been an isolated spurt
of immigration, the rate of growth of the population will return 10 what it had been
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previously. In eitlicr case, however, there will be an absolute change in needs resulting
from the growth of the population base.

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

3. A distinction should be made between the implications of immigration for the
costs of developing as opposed to operating the new services. The time pattern of these
costs is quite different and the options for ifnance as well. In this regard, a critical issue
is the question of development on the basis of private as opposed to public resources.

4. A distinction should be made between the immediate and longterm budgetary
impacts. Demographic change within the immigrant population (particularly aging) and
the processof absorption of immigrants into the labor force will impact on the nature of
needs and the divisionof responsibility among different governmental agencies, as well
as on the financing possibilities.

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

The services that were included in the projections are:
a. Health services, including: general hospitalization and rehabilitation services,

ambulatory care, mental health and preventive services provided by the sick funds and
the Ministry of Health.

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

c. Income maintenance, including:
 The basic resettlement basket awarded to each immigrant, intended to cover initial
expenditures, including living expenses for 12 months, rent and household maintenance
for six months, and the expense of attending Hebrew classes.
 Beneifts provided by the National Insurance Institute, such as old age and survivors'
benefits, benefits for the handicapped and disabled, maternity and child allowances,
minimal income maintenance and unemployment benefits.

The key methodological issue is how to relate the characteristics of the immigrants
to social service needs. Efforts to link demographic change and social service needs are
based on establishing a link between demographic characteirstics of the population and
the need for services. The following steps are involved in establishing these links:
defining the dimensions of need; identifying possible indicators; identifying a database
with data on both the indicators and needs; connecting indicators to needs; estimating
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the parameters that link indicators to needs; and, ifnally, translating the needs into "nits
of service and costs.

In general, the data base in Israel, as in most countries needed to make such
estimates is very limited. Very often unit cost data for services is not readily available
and data on the variation of needs and costs with various demographic factors is even
more limited. The present paper builds on efforts that have been made over the years in
Israel to develop a better basis for projecting needs (elderly: Factor and Habib, 1986;
Factor and Primak, 1990; Habib et al., 1986; health: Report of tlie Subcommittee to
Examine the Allocation of Employer's Tax among the Sick Funds, 1990). In addition.
special efforts were made to complement the availability of such data in a number of
areas.

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

In this paper we for the most part focus on the projection of needs as expressed in
terms of units of service and costs although in selected areas we provide some of the
background estimates on the needs as expressed in terms of the underlying problems,
such as the numbers of disabled elderly. For the most part we focused on actual
utilization as opposed to needs as the basis for the projections. In using data on
utilization, we are implicitly assuming the continuation of the existing degree of unmet
needs as well as the existing way in which needs are being met, such as the present mix
of institutional versus community solutions for the disabled. In selected areas we did
make an effort to project also the full needs, which include an estimate of unmet needs.

The simplest forecast uses average utilization data and accounts for overall popula
tion growth without consideration of the more speciifc population characteristics. With
respect to some services, this approach had to be used. Even so, such data were not
available for all the services that we had wanted to include. For other services such as
health we were able to take into account age differences. The most detailed analysis was
done for services for the disabled elderly, where we had at our disposal service models
that linked the extent of need to age, sex and ethnic background (sec the Appendix for
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more elaboration of the differential data bases for the different services.) These charac
teristics were found to have predictive power, as service needs rise sharply with age1 are
greater for women than for men, and are greater for those of Asian/Afircan as opposed
to European/American backgrounds. The proportion of women among the elderly is
higher among the immigrant population; the propotrion of those from Asia/Africa js
lower (from Asian republics of the former Soviet Union); and the proportion of the
"oldold" among the immigrant elderly is lower.

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

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

Another key factor as mentioned is the assumption about employment rates. In this
paper, it was assumed that for the ifrst year of immigration the immigrants do not work
at all. Following the assumptions of the National Insurance Institute, we assumed that
the average unemployment rate among the immigrants as of 1995 will be 29<7c and for
the overall population, 1490.

All the estimates of health service needs and most of the social service needs
(institutional and community care for the aged and handicapped) relate to individuals.
Data on the need for income maintenance services, such as welfare allowances and
oldage pensions, are based on household structure and utilized estimates made by the
National Insurance Institute.

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

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

The cost of social services is obviously affected by the nature of the entitlements.
We birefly outline the entitlements as reflected in Israeli policy toward immicrants. The
entitlements are based on the levelof entitlements in effect as of December 1990.

Every immigrant arirving is entitled to vairous benefits and services: some address
the immigrant's unique needs duirng the initial absorption process, and some are
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services provided to the Israeli population as a whole, though (he requirements for
immigrants are less irgid.

Key beneifts and services for immigrants include:
1. The Basic Absorption Basket intended to cover initial expenditures, including

living expenses for 12 months, rent .t.<1 household maintenance for 6 months, and the
expense of attending Hebrew classes.

2. Health Insurance: Every immigrant is entitled to become a member in oneof the
sick funds, regardless ofhis health upon arirval. This insurance includes hospitalization,
rehabilitation services, ambulatory care, and medicines. Expenditures relating to mental
health are covered directly by the government. The immigrant's membership in the sick
fund for the ifrst six months is covered by the government.
1 3. Housing: An immigrant is given a rental allowance for ifve years, on a declining
scale. In addition, the immigrant is entitled to a subsidized mortgage in order to
purchase an apartment.

4. Old Age and Survivor Pension: Every immigrant arriving after the age of 65 for
males and 60 for females is entitled to a minimum public pension.

5. Child Allowance: Immigrants arriving with children under 18 are awarded a
child allowance for each child.

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

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

V. Summary of Estimates

We examined the impact of immigration on the health and social services from
various perspectives. These include onetime absorption costs versus ongoing long
term costs; capital versus operational costs; the vairations in growth by type of service
and the share of the elderly in total service costs.

1 . Onetime absorption costs versus ongoing longterm costs
The overall increase in costs due to immigration can be divided into two groups:

shortterm costs related to the special needs of immigrants and tlie longterm costs of
regular services provided to immigrants within the framework of the service system
which serves the total population.

The government provides the immigrants with the basic needs in the ifrst year
including subsistence allowances, the cost of initial absorption, apartment rental and
maintenance and cost of attending Hebrew classes. The overall cost to provide this
minimum basket of services for one million immigrants is estimated at $3.5 billion,
averaging $700 million per year.
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The total operational costs for services provided to the immigrants on an ongoing
basis are estimated to reach $1.6 billion per year after the arrival of 1,000,000 immi
grants, i.e. by 1995 (see Table 6), and thus are far more significant.

Table 6

Operating Costs of Selected Social and Health Services:
Russian Immigrants 1990 and 1995 (US dollars, millions)

1990 1995 Increase
19901995

Total Operational Costs 501.5 1,999.3 1,497.8

Health Services 100.0 569.0 469.0
Hospitalization Services 50.0 288.0 238.0
Pirmary Ambulatory Services 41.0 233.0 1920
Mental Health Services 9.0 48.0 39.0

Social Services 11.4 132.3 120.9
SERVICES FOR THE ELDERLY
LTC Institutionad Beds 0.0 64.2 542
Community Services 7.7 49.8 42.1

SERVICES FOR PHYSICALLY
HANDICAPPED
Outof home 0.2 0.8 0.6
Day Care 0.0 0.1 0.1

SERVICES FOR RETARDED
Outof Home 3.1 15.6 12.5
Community Services 0.4 1.8 1.4

Income Maintenance 37.9 945.8 907.9
Old Age and Survivors 26.6 390.2 363.6
General Disability 0.6 65.0 64.4
Work Injury 0.3 18.6 18.3
Maternity 1.8 19.6 17.8
Child Allowance 7.3 753 67.9
Unemployment 0.9 2034 202.5
Welfare Allowance 0.0 173.8 173.8

ResettlementAllowance 352.2 352.2

2. Capital versus Operational Costs
The annual operating costs of services for the overall population are estimated to

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

Table 7

Operating Costs of Selected Social and Health Services: Veterans 1990
and Overall Population 1995 (US dollars, millions)

Veterans Overall Per cent
1990 Population Increase

1995
Total Operational Costs 6,221 8,740 40*
Health Sen'ices 2,179 2,946 359cf

Hospitalization Services 1,107 1,493 35*
Primary Ambulatory Services 896 1,209 35*
Mental Health Services 176 244 32*

Social Services 496 692 39*
SERVICES FOR THE ELDERLY
LTC Institutionad Beds 217 312 44*
Community Services 183 257 40*

SERVICES FOR PHYSICALLY
HANDICAPPED
Outof home 5 6 23*
Day Care 1 1 25*

SERVICES FOR RETARDED
Outof Home 82 105 29*
Community Services 9 II 30*

Income Maintenance 3,546 4,750 34*
Old Age and Survivors 1,522 2,013 329'
General Disability 414 524 27*
Work Injury 242 303 25*
Maternity 202 273 36*
Child Allowance 786 800 2*
Unemployment 255 506 98*
Welfare Allowance 126 331 164*

ResettlementAllowance 0 352

3. The Growth of Cost by Type of Service
As noted above, annual operating costs will increase by 409& by 1995, compared to

a population growth of 2970. This difference is due to the differences in age composition
and the higher rates of unemployment over ihe ifrst ifve years. The increase is not
uniform among the various services, due to differential growth by age group and labor
market conditions which influence the eligibility for some income maintenance ser
vices.
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Health services will increase by 3570, social services for the elderly, retarded and
physically handicapped by 3970 and income maintenance beneifts will increase by 4490,
including the initial absorption basket. A particularly dramatic increase is expected in

Table 8

Development Costs of Selected Social and Health Services:
Overall Population for the Period 19901995

(US dollars, millions)
Total DevelopmentCosts 705.6

Health Services 218.0
Hospitalizalion Services (general) 148.0
Mental Health Hospitals 57.0
Mental Health Day Care 13.0

Servicesfor the Elderly 412.9
Beds for SemiIndependent Elderly 103.3
Beds for Frail Elderly 102.9
Beds for Severely Disabled Elderly 206.8

Servicesfor the Handicapped and Retarded 74.7
Handicapped 4. 1

Retarded 70.6

Table 9
Development Costs of Selected Social and Health Services:

Russian Immigrants for the Period 19901995
Total Development Costs 527. I

Health Services 194.0
Hospilalization Services (general) 137.0
Mental Health Hospitals . 46.0
Mental Health Day Care 10.0

Sen'icesfor the Elderly 284.3
Beds for SemiIndependent Elderly 97.0
Beds for Frail Elderly 67.2
Beds for Severely Disabled Elderly 120. 1

Senicesfor the Handicapped and Retarded 49.8
Handicapped 2.8
Retarded 47.0

welfare and unemployment benefits, which will increase by 164<cf and 989cf, respective
ly, duirng this period. Most of the unemployed and those entitled to welfare allowances
are expected to be new immigrants (see Table 7). In the future we expect a decline in
unemployment and, as a consequence, also a reduction in unemployment and welfare
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allowances.If the unemployment rate were to stabilize at the same level as in 1990, the
annual operating cost of these benefits will decline rfom $837 million to $487 million.

Table 10
Operational Costs of Social and Health Selected Services for the Elderly:

Veterans and Overall Population 19901995 (US dollars, millions)
Veterans Overall Percentage
1990 Population of

1995 Increase
Total Operational Costs 2,623 3,629 38'cf

Health Senices 701 995 42*
HospitalizatioD Services 365 518 42<cf

Pirmary Ambulatory Services 296 420 42<cf

Mental Health Services 40 57 439i

SocialServices 400 568 42'cf
LTC Institutional Beds 271 312 449cf

Community Services 183 257 40*

Income Maintenance 1,522 2,066 3696
Old Age and Survivors 1,522 2,013 32<cf

Absorption Basket 0 53

Table 11

Operational Costs of Social and Health Selected Services for the Elderly:
Immigrants 1990 and 1995 (US dollars,mimons)

1990 1995 Increase
1990
1995

Total Operational Costs 123 793 670

Health Services 36 236 , 200
Hospitalization Services 19 123 104
Primary Ambulatory Services 15 100 85
Mental Health Services 2 13 11

SocialServices 8 114 106
LTC Institutional Beds 0 64 64
Community Services 8 50 42

Income Maintenance 80 443 363
Old Age and Survivors 27 390 363
Absorption Basket 53 53 0

4. The Impact of the Elderly on Overall Costs
By 1995 the elderly will represent \Soh of the immigrants. However, they will

account for40(cfof all services (operating costs) required by immigrants and 68'^ofthe
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total required capital expenditures of the immigrants. In other words, their share in
expenditures will be 2.5 to 4.5 times their share in the population (see Tables 612).

Among the elderly about 8O9S> of the growth in operational costs and 739cf of the
growth in capital expenditures between 1990 and 1995 will be attirbutable to immigra
tion.

Table 12

Development Costs of Selected Social and Health Services for
the Elderly for the Period 1990 1 995 (US dollars, millions)

TotalOf these:
Elderly Immigrants
Population

Total Operational Costs 494 362

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

SocialServices 413 284
Beds for SemiIndependent Elderly 103 97
Beds forFrail Elderly 103 67
Beds for Severely Disabled Elderly 207 120

In the Appendix we present more detailed explanations and illustrations of the
methodology used to estimate the cost of services for the elderly and their share in total
services. We also provide a more detailed setof estimatesofthe need for services by the
elderly.

Estimatesofthe immigrants' payments to internal revenue and social secuirty were
made by the Bank of Israel (1990) and the National Insurance Institute (Tamir, 1991).
These estimates were based on the immigrants' average income level and rates of labor
force participation. For example, the National Insurance Institute estimates that if after
two years in Israel, immigrants' wages are equal to the average market wage and their
unemployment rates identical to those of the veteran population, immigrants' total
social secuirty payments will surpass the total benefits they are expected to receive
(Tamir, 1991). This is a result of the low dependency ratio of immigrants.

VI. Concluding Remarks

This report has descirbed the magnitude of the demographic changes expected in
Israel over the decadeof the 1990s. The assumptionof one million immigrants over five
years may prove to be somewhat optimistic (although it could also rum out to be
pessimistic). However, the assumptions about a very minimal level of immigration
duirng the last ifve years of the decade could prove to be too low. Thus it may be that
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the same numberoftotal immigrants may arirve by 2000 but at a slower average annual
rate.

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

It should further be emphasized that the estimates presented here were based on the
assumption that the immigrants' needs and utilizationof services will be similar to those
of veterans, This assumption should be tested against reality in studies that examine the
actual needs of the immigrants and their patterns of service utilization,

Appendix

Health and Social Servicesfor the Elderly:
Data Sources and Estimates

In this section we provide more detail on the projection of need for the elderly in
each major area. We compare the needs in 1990 of the veteran population with the total
needs in 1995. Estimates for the year 2000 are also presented in selected areas.

Health Senices

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

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

The availability of data relating patterns of health service utilization to population
characteirstics differs according to the type of service. For acute, rehabilitative, and
psychiatirc hospital services, there are data according to age, but these are not upto
date. For ambulatory (nonhospital) services, data are not systematically collected.
Assessments of the patterns of utilization of these services must therefore draw on
special surveys.
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a. General and Rehabilitative Hospital Services

The rate of admission to hospital wards and annual hospitalization days per 1,000
residents by age were used to assess the need for general hospital services.

The most recent data on hospitalization days by age for all the hospitals in Israel
were published by the Central Bureau of Statistics for 1983 (CBS 1990). Therefore, the
ratesof admission and hospitalization days by age were calculated according to the data
for 1983 and adjusted for total hospitalization days in 1988 (The Ministry of Health,

Table Al:
The Needs for Selected Health Services 19902000:

Veterans and Total Elderly Population
Veterans Total Total

1990 1995 2000
Hospitalization Services (General
andRehabilitaiton)
Hospitalization Days (thousands) 1,418 2,006 2,146
NumberofBeds (thousands) 4,605 6,196 6,626
External Clinics  Visits 794 1,132 1,200
(thousands)

Ambulatory Services
Physician Visits (thousands) 7,564 10,859 11,460
Nurse Visits (thousands) 1,445 2,110 2,209
Emergency Room Visits (thousands) 228 326 347
Laboratory Tests (thousands) 1,260 1,821 1,917
XRay (thousands) 391 557 585

Mental HealthServices
Psychiatirc Hospitals
Patients 1,811 2,612 2,756
Hospitalization Days (thousands) 589 849 896
Numberof Beds 1,016 1,465 1,546

Day Care 18 27 28
Visits (thousands)
Numberof beds 73 104 110

Ambulatory Care
Visits (thousands) 57 83 86
Patients per week 840 1,229 1,279

Hospital Institutions and DayCare Units in Israel, 1989). The results were applied to
the expected distribution of elderly immigrants by age, in order to estimate the total
number of expected annual hospital days. Thus we implicitly assume that the immi
grants' rates of illness and hospitalization are identical to those of the veteran popula
tion.
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According to these esitmates, the total numberof hospital days wiU increase from
1.4 million in 1990, to 2.0 million in 1995, to 2.1 million in the year 2000 (see Table
Al). Approximately 70'^ofthis increase over the tenyear period is due to immigration. 

The number of general and rehabilitative beds that will be needed to meet these
needs was calculated according to the current raitoofbeds tohospital days. In 1988, this
raito was one bed for every 300 hospital days. It will thus be necessary to construct
2,021 beds in general and rehabilitaitve hospitals.

Table A2:
Operaitng Costs of Selected Health Services 19902000

(US dollars, millions)
1990 1995 2000

TOTAL POPULATION 737 995 1,080

Hospitalimtion Services (general 384 518 563
andrehabilitation)
Hospitalization Days 314 423 452
External Ginics Visits 70 95 101

AmbulatoryServices 311 420 456

MentalHealth Senices 42 57 61
Psychiatric Hospitals 41 55 59
Day Care 1 1 1

Ambulatory Care 11}

RUSSIAN IMMIGRANTS 36 236 249

Hospitalization Services (general 19 123 130
andrehabilitation)
Hospitalization Days 15 100 106
External Clinics Visits 4 23 24

AmbulatorySenices 15 100 105

MentalHealth Services 2 13 14
Psychiatric Hospitals 2 13 14
Day Care0 0 0
Ambulatory Care0 0 0

The numberofbeds needed for the elderly in general and rehabilitaiton hospitals is
expected to increase by 44'70 from 4,605 in 1990 to 6,196 in 1995 and to 6,626 in 2000.
Approximately 80^ of the needed increase in beds among the elderly is due to immi
gration (see Table 12). The elderly account for 43*^of all new beds required.

Outpatient clinics are considered part of general hospital services. Data on visits to
outpatient clinics by age are available for government hospitals for 1988/89 (about half
of the hospital beds). The rate of visits by age was then applied to the distribution of
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immigrants by age.The number ofvisits per year will increase from 794,000 in 1990 to
1.1 million in 1995 and to 1.2 million in 2000. Seventy percent of this increase will be
due to immigration.

In 1990, the fee for one day of hospitalization was $211. This rate reflects the
average real costof hospital services and serves as the basis for reimbursement. This fee
was multiplied by the expected number of hospitalization days to estimate the cost of
hospital services required to meet the needs. The total cost for hospital days is estimated
to increase from $299 million/year for the veteran elderly population before immigra
tion to $452 million in the year 2000.

Data from the Ministry of Health indicate that expenditures for visits to outpatient
clinics represent onefourthof all government hospital expenditures. According to this
distribution, the average cost of a visit to an outpatient clinic was calculated to be $84.
The annual cost for visits to outpatient clinics will increase from $60 million for the
veteran elderly population in 1990 to $101 million in 2000 (see Table A2).

Sixty percent of the total costs for hospitalization services for the elderly up to the
year 2000 will be attributable to immigration.

b. Ambulatory Services (Primary Care)

There is no systematic collection of data on the rates of ambulatory health service
utilization by age. It was therefore necessary to rely on past community surveys. The
last comprehensive survey of the use of health services was conducted by the Central
Bureau of Statistics and the Ministry of Health in 1981.

On the basis of this survey, the rate of utilization was calculated for the following
components of ambulatory service: visits to a physician (general physician or specialist,
house calls, and clinic visits); visits to a nurse; visits to a hospital emergency room; and
laboratory and xray tests. The survey did not include data on the utilization of medica
tions, paramedical care, or preventive medical services.

The rates of utilization by age were applied to the distirbution of the elderly
population over time to estimate the units of ambulator)' service for each peirod. Table
Al shows the expected increase for the vairous components of ambulatory care as listed
above. For example, the number of physicians' visits, which serve as an indicator of
overall utilization of primary health ambulatory services, is expected to grow from 7.5
million/year in 1990for veterans to 10.9 in 1995 and 1 1.5in the year 2000 for the entire
elderly population. A similar rate of growth is expected for the other ambulatory
services. The elderly account for 279cf of the total increase in ambulatory care.

It was not possible to estimate the cost of pirmary care directly. Instead, data from
the national accounts were used. In 1986/87, expenditures for ambulatory health ser
vices (not including preventive medicine) were NIS (Israeli currency) 897 millions (in
pirces for that year). Duirng the same peirod, expenditures for hospital services were
NIS 1,104 million. According to these data, expenditures for ambulatory services
represented 819& of hospital expenditures. Assuming this percentage would remain
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stable, the cost of ambulatory services was calculated as 819cf of the total cost of
expected hospitalization days. It was also assumed that the ratio of age and gender to
cost of ambulatory services was identical to the ratio of age and gender to cost of
hospitalization.

The estimated cost of ambulatory services for the elderly will grow from $296
million for the veteran population in 1990 to $420 million in 1995 and $456 in the year
2000. Eighty percent of the growth in ambulatory care from 1990 to 1995 is due to
immigration.

c. Mental Health Services

There are three main typesof mental health service: psychiatric hospitals; day care
services; and ambulatory care in the community.

The rate of annual admissions for every 1 ,000 residents by age and gender was used
to estimate the need for hospitalization in psychiatirc hospitals. Data on admissions by
age and gender for 1988 were available from the National System for Information on
Mental Healthofthe Ministry of Health. We used the average length of stayof all those
hospitalized to calculate total hospitalization days.

Hospitalization days will increase from 589,000 in 1990 for veteran elderly to
896,000 in 2000, with 707cof the increase due to immigration.

The number of beds that will be required in psychiatirc hospitals was calculated
according to the ratioof beds to hospitalization days. In 1988, this ratio was one bed for
every 325 hospitalization days. The number of required beds will increase from 1,016
in 1990 to 1,546 in the year 2000. Of these, 369 are required for elderly immigrants.

There are no data on visits to mental health day care services by age. The only data
available are for the total number of care days and the number of places in day care
settings. Since day care is considered an alternative to hospitalization, it was assumed
that distirbution by age and gender was identical for day care and hospitalization. Based
on this assumption, the rates of visit days were calculated for every 1 ,000 individuals by
age and gender. In 1991, the number of day care visits was estimated at 18,000, using
73 beds, and this will increase to 28,000, using 110 beds, by 2000.

The expected cost of meeting the needsof immigrants for psychiatric hospitaliza
tion and day care was estimated on the basis of Ministry of Health fees: $65 per
hospitalization day, and $33 for one day of day care. The annual cost of continuous
maintenance of the elderly veteran population in psychiatric hospitals was estimated at
$39 million in 1990 and $0.7 million for day care (Table A2). By the year 2000 these
costs will increase, to $59 million and $0.9 million, respectively.

It will cost $16.0 million to construct 450 additional beds in psychiatirc hospitals,
and $1 million to add 31 places in day care settings.

In order to calculate the cost of ambulatory care in mental health clinics, the total
budget for this item for 1990 was divided into the numberof care days in the govern
ment sector (approximately half of all care days in the system). According to this
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calculation, the cost of one treatment was estimated at $9. The cost of ambulatory care
is estimated to increase from $0.5 million in 1990 to $0.8 million in 2000.

Social Services

In this section we relate to a broad range of institutional and community services
for the elderly, with an emphasis on those for the disabled.

a. Institutional Services

In Israel longterm care institutional services are provided in various types of
settings: old age homes, hospitals for the chronically ill and nursing wards in general
hospitals. The patients are divided into four categories of wards, according to their
functional and mental status: semiindependent (independent in activitiesof daily living
(ADL), and usually limited in homemaking capacity); frail (partially limited in ADL
and suffeirng from mobility dififculties); severely dependent (who need help with most
ADL activities, are not mobile, and are usually incontinent); and mentally frail (cogni
tively impaired mobile elderly and/or with severe behavioral problems, and usually
partially limited in ADL).

The actual use of institutional services is not determined solely by the functional
status of the elderly individual; rather, it is also influenced by the availability of support
services in the community and assistance from the family, and by the preferences of the
elderly individual and his family. As a result, it is dififcult to estimate the need for
institutional services. We estimate the need for these services on the basis of actual
pattenrsof utilization by age, gender, and oirgin (Bergman et al., 1986; Beer and Factor,
1990). Data on waiting lists for receipt of service were used to estimate the gap between
needs and actual utilization.

The data on patterns of utilization by age, gender, and oirgin are based on a census
of institution and sheltered housing residents mat was conducted in 1990. The census
provides data on the type of bed and on the functional and demographic characteristics
ofeach resident. As in other areas, it was assumed that immigrants' rates of institution
alization would be identical to thoseof the veteran population.

A calculation of the numberof elderly immigrants expected to be institutionalized
was made by applying rates of utilization by type of bed to the composition of the
immigrant population.

The numberof bedsofeach type necessary to meet needs was calculated according
to the number of elderly expected to be institutionalized, with an addition of 129£'. This
was meant to account for both structural nonoccupancy and the institutionalization of
adults under age 65 in institutions for the elderly.

It was assumed that some immigrants needing institutionalization would not imme
diately enter institutions, but would be added to existing waiting lists. The number of
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immigarnts on waiting lists was calculated for each typeofbed according to the existing
ratioofresidents to those on waiting lists for the veteran population.

In 1990 there were 19,041 beds for the elderly in longterm care instituitons. Of
these, 7,658 are for the severely dependent and mentally frail elderly, 4,577 for the frail,
and 6,806 for semiindependent, By the end of the decade, 30,900 beds will be needed,'
an increase of almost 12,000 beds. Almost onehalf of these will be required for
severely dependent and mentally frail.

The need for longterm care beds for immigrants is estimated to be 5,700 by 1995
and 8,000 by 2000. This represents twothirds of the addiitonal beds required by the
year 2000 to meet the needs of the elderly (see Table A3).

It is possible that the need for beds as detailed above will not be translated
immediately into actual demand. This could happen ifseverely disabled elderly who are

Table A3:
The Need for LongTerm Care Beds for the Elderly: 19902000

Actual 1995 2000
1990

Overall Population 19,041 27,299 30,875
Semiindependent 6,806 8,871 9[962
F™"1 4,577 6,634 7,545
Seveerly Dependent/Mentally Faril 7,658 11,794 13,368

Israeli Population 19,041 21,614 22,858
Semiindependent 6,806 6,931 7220
FraU 4,577 5,291 5^591
Severely Dependent/Mentally Frail 7,658 9,392 10,047

Russian Immigrants 0 5,685 gO17
Semiindependent  l,9AQ 2 742

FraiI  1!343 U954
Seveerly Dependent/Mentally Frail  2,402 332]

currently institutionalized in the Soviet Union do not immigrate to Israel. in such a case>
the monthly rate of admissions to institutions duirng the ifrst year following immigra
iton will be parallel to the natural incidence rate, and not to the prevalence ofinsittuiton
alizaiton as a percentage of the populaiton. Since the life expectancy of the severely
dependent elderly in insittuitons is approximately one year, and that of the frail is three
years, the percentageof immigrants insittuitonalized per month (incidence) will be 1/12
of the exisitng prevalence for severely dependent elderly and 1/36 of that ofr frail
elderly. It should therefore be expected to take one and a half years for insittuitonaliza
tion levels to reach the esitmates presented here. Indeed, it was found that asof January
1992, when the number of clueiiy immigrants had reached 42,800, only 230 elderly
(mostof them severely dependent) had been instituitonalized. This number is in accord
with the assumpiton that the rateof new insittutionalizations per month is 1/12of the
existing prevalence. It is thus possible that those needing immediate insittutionalization
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did not arirve with this group of immigrants. This matches the rate esitmated according
to the incidence ratesof the veteran population. These developments were not taken into
account in this study.If taken into account, it is possible that the estimates for 1995 will
need to be adjusted by one half year.

The cost of maintaining elderly individuals in insittutions varies according to the
funcitonal levelofthe elderly individual and the type and ownershipof the instituiton in
which he has been hospitalized. The average monthly fees for maintaining an elderly
individual in an insittuiton to which he has been referred by the government, with full

Table A4:
Operaitng Costs of LongTerm Care Beds 19902000:

(US dollars, millions)
Actual 1995 2000
1990

Overall Populaiton 216.9 311.7 352.9
Semiindependent 37.8 53.8 60.4
Faril 41.1 59.2 67.3
Seveerly Dependent/Mentally Frail 138.0 198.7 225.3

Israeli Population 216.9 247.4 262.9
Semiindependent 37.8 42.0 43.8
Frail 41.1 47.2 49.8
Seveerly Dependent/Mentally Frail 138.0 158.3 169.3

Russian Immigrants 0.0 64.2 90.0
Semiindependent 0.0 11.8 16.6
Frail 0.0 12.0 17.4
Seveerly Dependent/Mentally Frail 0.0 40.5 56.0

or partial subsidy are: for semiindependent, $556; for frail, $818; and for severely
dependent and mentally frail, $1,546.

Based on these fee levels the operaitng costs for all beds were $217 million in 1990
and are expected to increase to $353 million by the end of the decade (Table A4).

In Israel there are two ways to enter an insittution: by selfreferral, in which the cost
is bome by the elderly and his family; or by referral from a governmental agency, in
which case the government paritcipates fully or paritally in financing the operating
costs. In any case, all elderly must contribute a minimum payment equivalent to Wy/a of
the oldage pension to which they are enittled to under social security. In 1990, $92
million (out of a totalof $217) were financed by public funds. By the endof the decade,
the contribuiton of public financing will double, if we assume that all the elderly
immigrants will be referred by governmental agencies (see Table A4).

The cost of constructing a bed in a new instituiton (or building) was esitmated by
the Ministries of Health and Social Affairs to be $40,000, based on the accepted
standards of the Ministry. The cost of construction is identical for all types of beds in
insittuitons. The cost of building the needed beds in new instituitons is esitmated at
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$413 million up to 1995 (see Table 12). In light of the expected needs resulting from
immigration, suggestions have been made to lower standards temporarily, at least for
those beds that will be built with public subsidies. However, this possibility was not
considered in the estimates presented here.

Table A5:
Public Financed Operating Costs of LongTerm Care Beds:

19902000 (US dollars, millions)
Actual 1995 2000
1990

Overall Population 91.6 I5S.6 182.8
Semiindependent /.P 9.2 122
Frail 13.1 23.8 28.6
Severely Dependent/Mentally Frail 76.6 122.6 142.0

Israeli Population 91.6 105.0 112.0
Semiindependent 1.9 2.1 2.2
Faril 13.1 1S.0 15.9
Severely Dependent/Mentally Frail 76.6 87.g94 0

Russian Immigrants 0.0 50.6 70.8
Semiindependent 0.0 ■ 7.1 10.0
Faril 0.0 8.8 137
Severely Dependent/Mentally Frail 0.0 34.7 48.0

b. Community Services

These services include services provided in the homeof the elderly individual (help
with personal care, homecare, mealsonwheels) and services provided in the com
munity (day care centers, senior social clubs).

The estimate of the need for community services was made in two stages. In the
first stage, the degree of disability of the elderly by demographic characteristics was
estimated. In the second stage, the need for home care services.

In the ifrst stage, the numberof disabled elderly was calculated using speciifc rates
of disability by age, gender, and origin among those needing personal care and home
making. Estimatesof disability were made using multivariate models constructed on the
basis of data from a national survey of individuals age 60 and over, living in the
community, which was conducted by the Central Bureau of Statistics in 1985 (Factor
and Primak, 1990). The number and demographic compositionof elderly immigrants in
the community was calculated by subtracting the estimated number of elderly in

institutions by demographic composition from the distribution of the total elderly. The
number of disabled elderly needing personal care and homemaking was estimated by
applying the disability rates to the distribution of elderly immigrants expected to reside
in the community.
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During the second stage of the estimate, need for each specific service was deter
mined by multiplying the numberof disabled (by characteristic) by the numberof hours
of assistance required. In addition, an estimate of the expected distribution of service
provision between family and formal services was made, based on currently acceptable
standards (for a detailed explanation of the methodological approach to this issue, see
Factor and Habib, 1986).

The costs of community services were calculated according to prices and fees
prevailing in the public sector, as follows: $6.50 for an hour of assistance in personal

Table A6:

Number and Percent of Elderly Disabled in Activities of Daily
Living and Homemaking, Living in the Community: 19902000

1990 1995 2000
Overall Population
Disabled in ADL  Number 41,462 55.030 62,026

 Percent 9.890 9.690 10.370
Disabled in Homemaking  Number 170,133 231,291 249,253

 Percent 40.170 40.270 41.39'

Israeli Population
Disabled in ADL  Number 39,938 45,262 50.780

 Percent 9.99cf 10.470 H.0%
Disabled in Homemaking  Number 162,220 179,469 193.784

 Percent 40.39i> 41.370 42.070

Russian Immigrants
Disabled in ADL  Number 1,524 9,768 11,246

 Percent 7.170 6.970 7.970
Disabled in Momemaking  Number 7,913 51.822 55,469

 Percent 36.770 36.870 39.070

care; $5.00 for an hour of assistance in homemaking (public cost $4.50); $2.00 for a
meal brought to the home of an elderly individual (public cost $1.00); $17.50 for one
dayof day care (publiccost $16.00); and $1.50 for a visit to a senior social club.

In 1990, the numberof elderly disabled in activitiesof daily living (ADL) (those in
need of assistance in bathing, dressing and eating) was 40,000, representing 9.89^ of the
elderly living in the community. By 1995, the number disabled in ADL will be 55,000,
representing 9.67c of the elderly living in the community. By the end of the decade, this
number will increase to 62,000 ( 10.370). Of these, 11,250 will be from among the new
immigrant population (see Tables A6A8). The relatively low estimate of disability in

ADL among elderly immigrants (770) is due to their being relatively younger than the
veteran elderly. The cost of providing personal care to this group is estimated at $I 34
million in 1990 and will increaseto $184 million by 1995. Of this, an estimated $98
million in 1990 and $170 million in 1995 will be provided by the National Insurance
Institute under the Community LongTerm Care Insurance Law on a universal basis and
the remainder will need to be provided by other organizations on a discretionary basis.



HAIM FACTOR AND JACK HA.BIB 173

Another group of disabled elderly are those who need assistance in homemaking
(cleaning, cooking, laundry and shopping), because there is no one who can provide
these activities in the household. The numberof disabled in this category is estimated at
162,000 and is expected to grow to 231,000 in 1995 and to 250,000 by the endof 2000
{4190 of the elderly). In 1990, only 9,200 elderly received formal services, and if the

Table A7:

Elderly in Need of Selected Community LongTerm Care Services:
19902000

1990 1995 2000
OVERALL POPULATION
Personal Care 41,462 55,030 62,026
Homemaking  all formal needs 106,828 169,868 182,833

 actual utilization 9,614 15,288 16,455
Meals on Wheels 18,231 24,760 25,936
Day Caer Center  actual utilizations* 4,240 5,758 6,032

29cfofpopulation.* 8,480 11,516 12,063
Senior Social Clubs 86,125 118,218 123,568

ISRAELI POPULATION
Personal Care 39,938 45.262 50,780
Homemaking  all formal needs 102,080 138,775 149,552

 actual utilization 9,187 12,490 13,460
Meals on Wheels 17,303 18,708 19,821
Day Care Center  actual utilization 4,024 4,351 4,609

27cof population 8,048 8,701 9,219
Senior Social Clubs 81,767 88,972 94,171

RUSSIAN IMMIGRANTS
Personal Care 1,524 9,768 11,246
Homemaking  all formal needs 4,748 31,093 33,281

 actual utilization 427 2,798 2,995
Meals on Wheels 928 6,052 6,115
Day Care Center  actual utilization 216 1,407 1,422

29£ofpopulation 432 2,815 2,844
Senior Social Clubs 4,358 29,245 29,397

* Three visits per week
** Four visits per week

provision patterns remain the same 15,300 will receive them by 1995 and 16,500 at the
end of the decade.

The proportionof elderly needing mealsonwheels and assistance in homemaking
was determined through a mulitvariate analysis based on the CBS national survey. An
estimate of the need for formal services in these areas was made based on the ideal
distirbution of service provision between families and formal agencies, revealed in local
surveys and in a survey of service recipients (Zilberstein, 1981; Habib et al., 1986). In
1990 the numberof elderly in needof mealsonwheels was estimated at 17,300 and the
number will grow to 24,800 in 1995 and to 26,000 by the endof the decade.
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Assessments of the need for day care centers for the disabled were made according
to actual ratesof utilizationofall day care settings in Israel. The assessments were based
on data in a database compiled by the JDCBrookdale Institule, as well as on alternative
assumptions about the desired level of utilization of day care centers. At present, 1 Jc of
the elderly living in the community visit day care centers an average of three times a

Table A8:

The Cost of Selected Community LongTenn Care Services for the 1
Elderly (million US dollars)

1990 1995 2<)00
OVHRALLPOPULATION
Personal Care 138.8 184.2 207.6
Homcmaking  all formal needs 96.3 153.0 104.7

 actual utilization 6.9| 1.0 II. 9
Meals on Wheels 13.1 17.8 18.7
Day Care Center actual utilization* 11.5 15.6 16.3

2'70of population** 30.6 415 43.5
Senior Social Clubs 20.4 28.0 29.3

ISRAELI POPULATION
Personal Care 133.7 1515 169.9
Homcmaking  all formal needs 92.0 125.0 134.7

 actual utilization 6.6 9.0 9.7
Meals on Wheels 125 13.5 14.3
Day Care Center  actual utilization 10.9 11.8I 25

2'*of population 29.0 31.4 33.2
Senior Social Clubs 19.4 21.1 22.3

RUSSIAN IMMIGRANTS
Personal Care 5.1 . 32.7 37.6
domemaking  all formal needs 4.3 28.0 30.0

 actual utilization 0.3 2.0 2.2
Meals on Wheels 0.7 4.4 4.4
Day Care Center  actual utilization 0.6 3.8 3.8

2'*of population 1.6 10.1 10.3
Senior Social Clubs 1.0 6.9 70

* Three visits per week
** l:our visits per week

week. On the basis of these rales, it was estimated that 100 immigrants would visit day
care centers three times a week  that is I 5,600 visits per year. Since day care center
services are relatively new, there is still no consensus about the ideal levelof utilization.
Some claim that the current percentage should be doubled, at the very least.

While ilisubled elderly may receive socialrecreational services through day care
centers, 1110 independent elderly can receive these services through senior social clubs.
Data on patterns of utilization, by age and gender,of senior social clubs was taken from
the CBS national survey. Today 4,(X)0 elderly visit day care centers three times per
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week. If the same pattern of utilization continues, the number of visits will increase to
5,750 in 1995 and 6,000 by the year 2000.

On the assumption that the proportion of immigrant service recipients would be
similar to that of the veteran population, it was estimated that the annual cost of these
community services for elderly immigrants would beS3.3 million, according to the
following breakdown: personal care $2.1 million; assistance with homemaking
$137,000; mealsonwheels $309,000; senior social clubs $480,000; day care centers
$270,000 (see Table A8).

The Resettlement Allowance

The resettlement allowance that is given to every immigrant is meant to cover
initial expenditures, living expenses for six months, rental and maintenance of an
apartment for one year, basic household equipment and the expenses associated with the
tuition for and transportation to Hebrew language classes. Elderly individuals who
receive oldage and survivors' pensions from the National Insurance Institute upon
arirval in Israel are not eligible for living expenses.

The resettlement allowance provided to an elderly immigrant couple in 1990 was
$4,250 and $2,815 for a single person. The overall cost to provide this minimum income
maintenance for the elderly among the one million immigrants is $352 million.

Notes

1. Up to March 1992, the percentage of elderly among all the immigrants who had arrived from the
Soviet Union increased to 129c (CBS, unpublished data).
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