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In attempting to plan and develop policies for the years ahead we

are limited by the lack of a clear consensus as to where we stand, a lack

of a clear concensus as to the way in which needs will develop, and a

lack of a clear concensus as to where we want to be. This meeting will

hopefully help to carve out areas of agreement and of disagreement. It
may serve to identify differences in values or basic assumptions that lie

behind the different points of view. It will hopefully also begin a

process by which we can identify areas for common effort.

Why do we not know more than we do? There are several reasons:

1. Much of what we need to know is not easily ascertained.
2. There has not been enough policyoriented applied research. The

research that has been done has not been sufficiently brought to bear
on daytoday policy issues.

3. We suffer from a lack of expertise in many of the areas with which we

are dealing, reflecting the facts that this is a small country and

that the development of Gerontology as an area of academic

specialization in Israel is still in an incipient state.
4. There is no system for receiving ongoing feedback from the services

themselves on the adequacy of our efforts and their success.

I shall try to indicate some of the basic questions that we need

answers to, to indicate some of the things we know and do not know and,

in the process, illustrate the general theme that we need to intensify
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the efforts to obtain more satisfactory answers.

The theme for this meeting was defined as longterm care for the

aged. There are problems here of terminology and of definition. The

intent is a broad one. On the one hand we refer to the lQ20% of the

aged who are in need of some degree of continuous care. They may receive

it in institutions, in the community or in some form of intermediate

arrangements. From a different perspective, longterm care defines a

set of services that cater to these needs  homes for the aged, home care

programs, sheltered housing facilities.
When we talk about longterm care policy there are several

dimensions that should be distinguished clearly. One dimension relates
to the organized supply or availability of services, such as decisions

to organize services under public or semipublic auspices, decisions to
facilitate private entrepreneurship, or to enforce minimum standards and

promote patterns of care.

A second dimension of policy concerns the cost of the service to

the recipient and the economic barriers to service access; in sum, the

policies that affect the price of these services to the public. The

policies. range from free provision to a price that reflects the full
cost of providing the service. The cost may be borne by users at the

time of usage, be financed by some form of prepaid contributory

insurance or be financed through general revenues,

This refers to the aged population at any point in time. The
percentage that will need these services at some point in their life
span is much higher. See: Vicente et^.£l_. "The Risk of
Institutionalization Before Death." The Gerontologist, 19 (1979)
14:365367, for a recent attempt to make estimates of this kind.
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We often fail to carefully distinguish these two dimensions when

talking about the need to develop services or in describing actual

developments. For example, in evaluating the present state of home care

or institutional services we have to specify whether the problem is one

of the availability of services or of an inability to afford the

available services. Thus we frequently hear expressions of intent to

develop home care services, but it is not clear as to whether the

emphasis is on organizing the supply or on increasing the participation
in their finance or both in combination. Another example of this lack of

clarity is the recent initiative for the financing of nursing care

through a special branch of National Insurance. Does the perceived need

for additional revenues reflect a concernwith the resources available

to build institutions or to invest in the training of professionals? Or,

does it reflect a concern with the ability of persons to afford existing

services and will the funds therefore be used to reduce their price to

the user? Does it reflect a commitment to services provided on a pre
paid basis with minimal or no charge for users?

Together with the decisions about supply and price there is yet

another set of decisions which condition access. In general, access to

longterm care services is limited not only by availability and price,

but also by some normative concept of need. These criteria may be used

to deny access to public longterm care services, which are sometimes of

a higher quality than private alternatives, even to those who are

willing to pay. More commonly, we tend to use these criteria to determine

who will have access on a subsidized basis to the available services.
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These criteria for (or barriers to) access, reflect fundamental views

concerning who should be in an institution vs. the community. Who should

be left to manage on their own and who has a valid claim on publicly

organized or financed support?

This third dimension of public policy leads us to another general

point. There are three sets of decision makers with an important say on

the question of the appropriate allocation of institutional and community

services. At one level there are the senior officials in government

ministries and public organizations setting overall policy. At a second

level there are the professionals who make the decisions with respect to

the individual aged person and who operate in the context of general

guidelines that leave wide room for discretion. In exercising that

discretion they are making social policy no less than the senior

officials. Their use of discretion can be more liberal or more strict and

can vary considerably among professionals. As a result the aged will face

a different policy depending on the specific area or agency to which they

apply. Moreover, the thrust of the professionals' decisions may differ

considerably from the intent of those making overall policy,

Finally, there is a third set of policymakers who have their own

views of institutional vs. community life and of the appropriate role of

the family in caring for the aged. These policymakers are, of course,

the aged and their families, Their views may differ considerably from

those of national policymakers and professionals, Thus, even a system

which appropriately matches supply to the normative concept of needs may

experience considerable pressure from clients from which a sense of
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scarcity could easilyemerge .

I want to emphasize the link between the national policy decisions
that affect the supply and price of services, the decisions made by

professionals in rationing services, and those of the aged in demanding

them.

Clearly, the decisions by the aged will be affected by the price of

services, as well as by their quality, Thus reductions in price can not only

ease the financial burden on the aged, but can also influence the extent of

their demands. For example, a program that simultaneously expands supply

and reduces prices may not necessarily ease the pressure of demand on

supply. Or, more concretely, a shift from a system where consumers pay a

large portion of the price, as is presently the case with institutional
care, to one of general prepaid insurance, will increase the demand.

Moreover, increased demand for longterm care services may signify a

shift of responsibility from the family to the state rather than any

improvement in the availability or quality of care. While this trend is
noticeable in many social services, it would appear particularly true for
longterm care.

The decisions of professionals are also influenced by conditions

of supply and price. Somewhat paradoxically, the higher the price to the

consumer and the lower to the state, the more readily it appears that
professionals make services available. This reinforces the tendency of

lower prices to increase the demand for services. The relationship
between supply and normative needs or demands further influences the

decisions of professionals. When supply is tight, eligibility decisions
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become more restrictive and when supply expands they become more liberal.
As a result, it is difficult to rely on waiting lists or on indicators of

unfulfilled capacity in assessing the adequacy of existing services.

.On the basis of this discussion we can recognize three types of

scarcity. The first is a situation in which supply is inadequate in

relation to a normative evaluation of need. In the second, supply is

adequate but the price of the services limits the demand by those deemed

in need. The last is where the actual demand exceeds the supply

established on the basis of normative concepts of need.

If we keep in mind these dimensions of policy, sets of decision

makers, and concepts of supply and scarcity, then we will have an easier
time in assessing where we are and where we must go.

Institutional Care

We now have at our disposal an overall picture of the availability
of beds in longterm care institutions. The picture that emerges is of a

ratio of 40.1 beds per 1,000 elderly (Tables 1 and 2). Of these, 32* are

nursing beds (12.7 per 1,000) and SO1* are independent (20.1 per 1,000).

Taking only public beds, there are only 27.6 beds per 1,000 elderly. Of

these, 25icf are nursing C6.7) and 57$ are independent (15.6). The

commercial sector provides 30% of all beds and 47% of nursing beds, In

addition there are 3,500 beds in sheltered housing units (10.8).

This estimate includes commercial nursing beds not officialy
recognized by the Ministry of Health, but it does not include beds in
familyoperated frameworks. See: Shimon Bergman, Jack Habib and
Adrian Tomer, Manpower in Services for the Aged in Israel. Discussion
Paper D4580. Jerusalem: Brookdale Institute, 1980.
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There are geographical discrepancies. Most significant is that the
ratio in the other areas of the country is 3 to 4 times that of the South.

Another point that stands out is the lower rate of nursing beds in

Jerusalem, particularly in relation to the population over age 75 .

A number of questions arise in evaluating these patterns. Is there

an overall sufficiency of beds and of the various types needed? Are there
sufficient beds in the different areas of the country; or, *'hat is the

relative adequacy of beds in different parts of the country?

Further, are there certain groups within the population that do not

have sufficient access to institutional beds because of restrictions
arising from eligibility criteria? These groups may be defined in terms

of ethnic status or by their economic status and ability to afford

institutional care.

The answer as to the overall adequacy of beds is related to the

evaluation of the extent of need. One approach to the issue is to compare

the Israeli bed ratios with the standards or actual situations found

abroad. The recommended standards in other countries tend to vary between

46 beds per 100 aged.3 Of these beds, the recommended percentage for

nursing beds is generally about a third. Eshel*at one point suggested a

3 Abraham Doron. SocialServices for the Aged in Eight Countries. A
rnmparative study. Jerusalem: Brookdale Institute, 1979 

Amiram Gonen, Miriam Shtarkshal, and Israel Kimchi, Supportive M ,

Communal Housing for the Elderly (Sheltered Housing and Homes)> Number
of Places and Lots for the Jewish Population in Jerusalem 191T^)99^'
Discussion paper D22VV, Jerusalem: Brookdale institute, jy// (.Hebrew)

Department of Health and Social Security, Priorities for Health a"d
Personal social Services in England  a ConsulativeDocument . London:
HMSO, 1976.

* The Association for the Planning and Development of Services for the
Aged in Israel.
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a standard of 3.2 beds overall and of these, 2.0 for independent and 1.2
4nursing beds. More recently, their recommended percentage of nursing

beds has been raised, By these standards the actual rate of beds in

Israel tends to be on the low end of the scale of recommendations and the

percentage of nusing beds a bit less than the recommended. Yet,

considering the overall beds situation, Eshels's standards are largely
being met.

There are many problems in making international comparisons, of
which two points should be noted particularly. The above rates relate to

the elderly population over age 65. The relative needs of this group in
various countries will be heavily influenced by differences in

composition and the percentage of oldold, The percentage over age 75

tends to vary between SO40% of the aged in developed countries . It is
especially high in the U.S. and Canada and these countries tend to have

correspondingly high rates of actual and recommended institutionalization.

In Canada the recommended rate is 6.5 and the percentage over age 75 is
at the high end of the international scale. In Israel the percentage

over age 75 is at the low end of the scale, about 30^ However, it will
rise by the end of the decade to 4(A and become one of the highest in the

world. We shall pursue this point later on when we consider the growth in

needs over this decade.

A second point is that the standard for institutionalization is in

4 Guidelines for Services Needed for the Aged 19751980, Jerusalem:
Eshel (Association for the Planning and Development of Services for
the Aged in Israel), November 1974, (Hebrew).

Doron, op.cit.
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many countries accompanied by a defined standard for sheltered housing.

This standard is set at 2.5 in England, 34 in Germany and reaches as

high as 10 in the U.S.6 These standards ?ar exceed the existing rate in

Israel and there would seem to be little doubt that a great deal of the

pressure on institutions is generated by this deficiency. In the Weihl

study of persons on the waiting list for old age homes, a significant
percentage listed problems in the areas of housing or social isolation as

their reasons for application. Only 501s cited a medical complaint of some

kind. There have been several attempts to raise the issue of sheltered
housing, but the situation has not changed significantly.

A similar point is that the required rates of institutionalization
are also related to the extent of community services. Here comparisons

are much more difficult to make and data is not currently available f0r
Israel on the extent of these services.

We shall subsequently turn to an analysis of the adequacy of

community services and particularly home care. At this point it is worth

noting that in most discussions in Israel of these issues, one hears two

points of view: the first is that if we had more home care and community

services we could reduce the rate of institutionalization, and the second

is that these possibilities are very limited. It may be that the

U.S. Department of Housing and Urban Development and the Gerontological
Society, Community Planning for the Elderly. Washington D C 1975
The high rate in the U.S. reflects the fact that there are apparently
not many homes for the aged for persons not requiring skilled or
intermediate nursing care.

Hanna Weihl and Ayala Biber, Reasons for Applying to Homes for the
Independent Elderly. Discussion Paper D2478, Jerusalem: Brookdale
Institute, 1978. [Hebrew)
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different views relate in part to different groups among the aged, Some

percentage of those in beds for independents may be capable of life in
the community, while the situation with respect to nursing beds might

even be the opposite. There are those who argue that many in need of

institutional nursing care are left in the community because of a lack of
places.

Up to now I have dealt with the adequacy of beds viewed as a whole.

These include both public beds, such as those of Eshel, the Ministries

and Mishan, and private beds. These frameworks differ along four

important dimensions: quality, price, openness, and admission criteria.
It is commonly argued that a significant percentage of the nursing

beds in the commercial sector is of substandard quality, A number of beds

in the old age homes are also viewed as problematic. At the same time

there are large variations in the quality of care in the public and

voluntary sectors, One indicator of the quality of care is the manpower

ratio. For example, among chronic hospitals the overall ratio varies

between 46 in commercial institutions to 108 in governmental units. In

voluntary institutions the ratio is only 54, so that the disadvantage of

the commercial sector is not as great. By contrast, among old age homes

the commercial sector is not generally less staffed, A notable exception

are the geriatric centers, where the ratio, even after adjusting for the

composition of beds, is well above that of other homes. An issue that
arises from these large variations is the role of the government in

promoting such large inequalities in staffing ratios across institutions,
In one calculation made by Eshel, almost 4,000 beds in chronic
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hospitals and homes for the aged were discounted, at least half because
of low quality. Is their evaluation that the quality of care is below

minimum standards a correct 071^ If so, is the appropriate response to

disregard them or is it to make a concerted effort to raise standards

within these institutions?

Let us now consider the second dimension, the price of the service.
At least some of the institutions, particularly the commercial

institutions, are very highly priced. This argument was used by Eshel to

justify excluding a number of additional beds in commercial institutions
in its calculations. However, we really do not have an adequate

picture of the distribution of beds by the price of access to them. This

is another gap in our data that needs to be met. Highpriced institutions
may play an important role in meeting part of the demand of that portion
of the population that can afford high quality care. In this way their
existence does reduce the need for other beds, generally provided by the
public.

This dilemma leads to the third dimension  eligibility criteria.
The ability to uniquely relate available beds to needs presupposes two

conditions: a single set of criteria defining need for

institutionalization, and the filling of all available places using

these criteria.

These conditions are not generally filled. General guidelines have

been laid down by the Ministries of Health and Social Welfare, however

they allow for a great deal of discretion. Whether there should be more

or less discretion is an open and complex question. There have been
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various attempts to develop objective criteria that will reduce

discretion. As we noted in our introduction, discretion implies that

concepts of need peculiar to the professionals in the field play a role

in determining who is defined as needy. Moreover, there are a range of

subsystems that have their own criteria. As a result, any attempt to

measure the need for beds first has to deal with the question of whose

standards of need should be used, whether those of Mishan, the commercial

sector or the voluntary organizations.

There will be difficulties in imposing unitary standards on all
organizations. If in any case they will be largely discretionary, then a

wide margin of error would have to be included. Thus, the actual number

of required beds would have to exceed the strict estimates of needs

because some of the beds would be filled by persons who do not meet the

criteria. The key element is how wide a margin. If, for example, half of

the beds are misallocated, we would need a parallel 50^ extra in order to

meet the need. This factor could be smaller if some eligible persons are

excluded.

To use Eshel's calculation as an example, about 1,500 additional

beds are discounted on the basis of the argument that they are open to

persons who should not be offered admission. In other words, given the

concept of need underlying the recommendat ion of an overall rate of

institutionalization of between 3.2  3.^ these persons should not be

admitted. If such assumptions about misallocated beds are accepted,
o

For a recent summary of various attempts, see: JeanPierre Bendel,
Policy Issues and Data Collection Instruments for LongTerm Care.
Brookdale Institute, 1980, unpublished working draft.
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there is a double significance. On the one hand, it suggests that we are

further from our goals than it would seem. Indeed, on the basis of the

Eshel calculation, the overall ratio is about 2.2 and the ratio for

nursing beds drops to only .6. On the other hand, the existence of so

called 'misal located beds' raises the prospect of meeting a portion of

our future needs by redirecting available beds rather than by creating
new ones,

Finally, there is a fourth dimension that distinguishes the various

institutions and that aggravates the need for beds: openness or the

degree to which the access is limited by criteria other than need. These

criteria include ethnic origin, area of residence and organizational

affiliation, One can argue, for example, that those of AsianAfrican

origin are more difficult to place because a significant portion of beds

are closed to them either by formal criteria or by the traditional ethnic
patterns that have emerged in various institutions. The questions that
arise relate to both facts and policy. What is the extent of such

barriers and how do they increase the overall need for beds? What should

our future policy be with respect to the encouragement or discouragement

of institutions with such barriers?

The question 0f regional balance is also difficult to ascertain. On

the surface the South is relatively the worst off, yet some argue that

the interest in institutionalization is lower because of the high

proportion of persons of Oriental background. This issue is the subject
of heated debate.
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Projections of Needs and Existing Plans

The aged population in Israel will grow at a rate that is only

slightly above the predicted rate of overall population growth. By

contrast the population over age 75 will increase by almost 4tn by 1985

and 60*^ by 1990,

On the basis of this growth and the present agespecific rates of

institutionalization we project a need for 3,600 more beds by the end of

1985 and 6,200 beds by the end of 1990. In other words, the ratio of

beds to 1,000 persons over age 65 would rise to 44.9 by 1985. This

estimate is not meant as a recommendation , It represents the need for
additional beds if other measures to meet the need for longterm care

services are not developed. It represents one yardstick against which to

measure the programs for the next five years.

On an annual basis this projection implies a rate of about 600700
9

new beds per year up to 1985. This figure contrasts with a few hundred

beds in total that are provided for in Eshel's five year plan. However,

this does not necessarily reflect the sum of beds that may be added. There

are initiatives on the part of other sectors. The most important are

clearly those of Mishan, which reportedly plans to build 1,000 beds within

the next five years. Yet despite these additional beds we find that rather
than an increase in the ratio of beds as required, the rates decline,

)Tables 1 and 2). Thus construction will not even match population growth

let alone the rise in the oldold.

The situation is even more unclear with respect to bed type and

geographic area. Our projections of need do not provide a reliable basis

9
See: Bergman, Habib and Tomer, op. cit.



Table 1: Number of Beds in LongTerm Care Institutions by Type
ofBeds* , Auspices, and Region, in 1930 and iaaS

Mentally Infirm Nursing Infirm Independent Total
i ' I Public [ Total | Public | Total ] Public j Total | Public Total Public Total

1980

Tel Aviv f, Center 243 . 265 1247 2481 603 990 2931 4048 5024 7820

Haifa 6 North2 88 88 597 1244 547 723 1291 1502 2523 3557

Jerusalem 36 36 241 311 128 152 749 859 1154 13581

South 22 22 74 74 54 54 58 58 208 208

Total 389 411 2159 4110 1332 1919 5029 6503 8909 12943

1985

Tel Aviv <f Center 243 265 1689 2923 753 1140 3335 4488 6020 8816

Haifa 6 North 88 88 663 1310 547 723 1411 1622 2709 3747

Jerusalem 36 36 241 311 128 152 749 859 U54 1358

South 34 34 87 87 67 67 58 58 246 246

Total 401 423 2680 4631 1495 2082 5553 7027 10129 14163

Notes:

1. Includes a hospital in Sanhadria to be opened shortly and now in last stages of construction.

2. Additional beds are planned  26 nursing and 12 day care (opening date unknown) at the Fliman hospital

* Excluding "other".



Table 2:Beds* in Institutions for LongTerm Care per Thousand
Inhabitants age 65+, in Years 1980 and 1985

■ ■. , 11 '■ ■ 1

Mentally Infirm Nursing Infirm Independent Total
[ Public | Total | Public Total Public Total Public Total Public Total

1980

Tel Aviv 6 Center 1.4 1.5 7.0 14.0 3.4 5.6 16.6 23.1 28.4 44.2

Haifa § North 0.96 0.96 6.5 13.5 5.9 7.9 14.0 16.3 27.4 38.7

Jerusalem1 1.2 1.2 7.8 10.0 4.1 4.9 24.2 27.7 37.2 43.8

South 0.96 0.96 3.2 3.2 2.5 2.5 2.5 2.5 9.0 9.0

Total 1.2 1.3 6.7 12.7 4.1 5.9 15.6 20.1 27.6 40.1

1985

Tel Aviv S Center 1.2 1.3 8.3 14.4 3.7 5.6 16.4 22.1 29.7 43.4

Haifa § North 0.8 0.8 6.3 12.5 5.2 6.9 13.4 15.4 25.8 35.6

Jerusalem 1.0 1.0 6.7 8.6 3.6 4.2 20.8 23.9 32.1 37.7

South . 1.3 1.3 3.3 3.3 2.6 2.6 2.2 2.2 9.5 9.5

Total 1.1 1.1 7.2 ■ 12.5 4.0 5.6 15.0 19.0 27.4 38.3

Notes:

1. Includes a hospital in Sanhadria to be opened shortly and now in last stages of construction.

* Excluding "other".
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for determining the required composition of the additional beds. If we

use the assumption that the present composition will be maintained, then

the requirements will be an additional 1,300 beds for nursing care and

2,000 for nursing beds and the infirm elderly. These figures are quoted in

a Ministry of Health background paper. However, this estimate does not

allow for the particularly large increase of the population over age 75.

As we do not have information as to how the required mix of beds changes

with age, no forecasting adjustments of this kind can be made. It is

clear from Table 2 that the trend in planned construction only slightly
favors beds for nursing care.

The gap between planned beds and the growth in needs will be very

great during the next five to ten years, with the implication that there
is going to be a great deal more pressure on community services. The much

tighter situation with respect to beds in relation to needs will require

far more selectivity in allocating institutional places. We have to make

sure that those kept out are the ones most easily absorbed in the

community and those that enter are most in need.

How can this be done in practice? It will not be easy but several

suggestions can be made. On a different occasion, Shimon Bergman has

proposed a moratorium on all construction except for nursing beds. This

approach emphasized the supply side control. A more drastic step would

be to try to change the allocation of existing beds, such as by ensuring

that all beds available as a result of turnover are filled by relatively
more severe cases. Without the introduction of more objectively defined

criteria, it would appear difficult to move the system towards greater

Shimon Bergman. "Confrontation or Continuum?  Institutional Care
Versus Community Care." A lecture given at the "A Century of
Institutional Care of the Elderly in Eretz Yisrael, 18791979.", a
conference held at the Brookdale Institute, Jerusalem, 1979. (Hebrew(
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severity in its entrance requirements. Adrian Tomer estimated that, on the

basis of agespecific mortality rates within institutions, almost 5(^ of

the beds will be vacated within five years, Still more drastic would be

to return residents to the community, as indeed has been done in the

past. Hanna Weihl.has proposed efforts to promote shorter lengths of stay

and more turnover so as to make entrance into an institution a temporary

rather than necessarily permanent arrangement,

Home Care and Other Community Services

Various steps have been taken within the last year to expand

communitybased home care services and I shall try to deal here with the

current situation. It will be helpful if we first establish a common

terminology concerning the different components of home care. Using

largely the division of the Fischer Conrmittee one can distinguish the

components of medical and nursing home care, personal care, domestic

care, nutrition and transportation.
One of the defining characteristics of the system is the division

of responsibility between the health and welfare subsystems. The

health subsystem has responsibility for those aged who are nursing

U Hanna Weihl "Institutional Care of the Elderly in Israel  A Critique
of the Present State." A lecture given at the "A Century of
Institutional Care of the Elderly in Eretz Yisrael, 18791979.", a
conference held at the Brookdale Institute, Jerusalem, 1979. (Hebrew)

Report of A Committee for Determining Criteria for Home Care (The
Fischer Committee), Ministry of Health, Division for Chronic
Diseases and Old Age, October 1979. (Hebrew)

Distribution of Roles among the Ministry of Health and Ministry of
Welfare, Welfare Regulations No.4.5, Ministry of Labor and Welfare,
April 1973. (Hebrew)
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patients. In general terms, its criterion seems to be confinement either
to bed or the house. For the nursing aged the health subsystem has

responsibility for the first two areas of care, (medical and nursing

care, and personal care), while the other areas remain the responsibility
of the Ministry of Welfare. The Ministry also has full responsibility for

those elderly who are not homebound. In addition, home care programs

continue to be operated out of several general hospitals and are found in

various homes and chronic hospitals,

Responsibility in the health subsystem is divided between Kupat

Cholim and the Ministry of Health on the basis of a welldefined
14

agreement. Kupat Cholim is the agent responsible for providing care.

One is tempted to conclude that the system today is adequate to

meet the needs of all the aged, at least in its coverage of the different
aged and areas of need. Indeed, there are various expressions of this
view, On the other hand, one also finds expressions of the need to give

priority to the further development of home care services for the

elderly and of dissatisfaction with present arrangements.

I want to raise several specific questions regarding the adequacy

of present arrangements.

1. Problems could arise from the division of responsibility and the

need of the aged to approach more than one address. The basis for

assigning persons to the various categories is vague and leaves room for

needy persons to be denied eligibility by both subsystems .

Agreement of Kupat Cholim and The Ministry of Health and the
Participation of Kupat Cholim in Payments for Home Care, Kupat Cholim
Circular No. 3/80. (Hebrew)
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2. A further defining characteristic is that the responsibility of the

Health and Welfare Ministries does not extend to fully guaranteeing the

supply of these services, but rather focuses on financial support in

their purchase. For example, while the health care network appears to

take full responsibility for the supply of the medical and nursing

components (most clearly for those insured in Kupat Cholim), the supply

of personal assistance is left either to the voluntary Matav organization
or to unorganized agents within the community. These are valid sourCes,

but they are not necessarily available in all areas or for all the
elderly. Thus, despite the provision of financial support, supply

limitations could limit actual access to these services. The same is true
for the services of the Ministry of Welfare.

It should be emphasized that even the availability of nursing and

medical home care could be subject to supply limitations, as in the final
analysis it depends on the judgement, commitment and schedules of the

personnel. Shavit reports large variations in the hours of home visits
among the various extended care units. He raises the question as t0

whether these reflect differences in need or orientation, but does not
answer his own question.15

J. A third defining characteristic of the system is that the

responsibility of both the Ministries of Health and Welfare are limited

by the available budget. In the Ministry of Welfare this is a function of

each local agency's budgetary situation. This seems different from the

^eJ0 Shavit. A Review of Home Care in Medical Economics. Tel Aviv
Kupat Cholim Publication No. 79, March 1979. (Hebrew)
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situation with respect to institutions, where there is budgetary

responsibility to provide a place for all those deemed in need, or at
least a spot on the waiting list. The consequence is that not all those
deemed in need will necessarily receive support and we can not longer

equate the existence of a program with the fulfillment of needs.
Is the failure to define budgetary responsibility to all those

meeting the need criteria justified? There is one argument that it may

have in its favor. It enables the Ministries to exercise some degree of

fiscal control over the total costs of these services, It is my guess

that this control is particularly important inasmuch as other means of

control have not as yet been developed, The development of rigorous and

standardized eligibility criteria is thus a partial substitute for

budgetary control. The welfare subsystem has strictly defined the maximum

amount of support and the requirements for participation by the aged

person in meeting the costs. The welfare subsystem has not as yet

defined definite criteria for assessing need, although there is an

interest in doing so.

Criteria have been defined in the health subsystem for the extent

of personal aid and those who should receive it. What have not been

defined are the conditions for the financial participation which is in

theory required. This reflects the reluctance of Kupat Cholim to apply

For a detailing of the services given by the Ministry of Welfare
through the local agencies, see: Welfare Regulation No. 4.8, October
1979. (Hebrew)

Home Care  Criteria for Personal Nursing Care. Jerusalem, Ministry of
Health, Division of Chronic Diseases and Old Age, September 1979. CHebrew)
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meanstested users charges. As a result of the special arrangements

between Kupat Cholim and the Ministry of Health, the larger part of this
cost is passed on to the Ministry,

This state of affairs raises several questions and implications.

One implication is that as budgetary limitations increase, fewer persons

will be able to receive services if there is no financial self

participation. A second and longer range consideration is that this
reflects a trend toward the free provision of home care services. This is

a very serious policy decision that, as we have noted at several points,
may have serious implications for the demand for such services. The issue

cannot be approached on the basis of ideology alone and longterm care

services by their very nature, cannot be viewed in the same manner as

acute and primary health care.

I want to end this section with several thoughts on the relative
cost of home care and institutional care. In evaluating these coats one

must distinguish between public budgeting costs and real social costs.
We focus here on budgetary costs. It should be clear that the decision

with respect to how much of the financial burden is borne by the aged

person or by family efforts affects the relative budgeting cost of home

care and institutional services. This divison of responsibility is also

reflected in the criteria defining access to these services. Thus, even

if the service is provided free, access itself is restricted,

For clarification of these concepts, see: Burton Weisbrod. A Guide to
BenefitCost Analysis. as Seen Through A Controlled Experiment in
Treating the Mentally 111. University of Wisconsin, Madison, August 1979.



 21 

Consider the criteria for support from Kupat Cholim and the

Ministry of Health as described in Table 3. The amount of support is

presented in terms of both the quota of hours of care and the cost. These

amounts are not insignificant in either set of terms and yet they are in

many cases not sufficient to maintain the aged person in the community

unless additional help is available. This is generally provided by family

members. A shift from the institution to the community imposes burdens

on the family, even in the best of circumstances.

In all discussions of this kind one returns to the key issue of how

to distribute this burden between the family and the state. The more the

state takes upon itself, the greater the cost of choosing community care

and the less attractive it is from a budgetary perspective.

The figures in Table 3 represent only a small part of the cost of

community care. A person eligible for personal care could also receive a

monthly allotment for domestic care and for meals on wheels. Once the

costs for a full range of services are totaled it is not so clear whether

institutional care is much more expensive. The answer to this question of

relative costs will vary with individual circumstances. Thus if we are

concerned with costs, we need some way to incorporate these calculations

into the case management process. Given the fragmentation in the decision

making processes with respect to institutionalization and the various

components of home care services, there is no incentive at present for
calculations of this kind.

i



Table 3: Personal Home Care in the Health System for
Those Who Are BedRidden or HomeBound1

Family Able to Help Family Unable to Help

Cost per Maximum ,. Cost per Maximum
aronth hours per month hours

month per month

Light Care 2,600 20 3,900 30

Medium Care 4,680 36 6,240 48

Intensive Care 11,700 90 11,700 90

Note:

1. Assuming IL 130 per hour for the Matav (caregiver to the aged) and
not allowing for a general subsidy to the Matav organization.

Source: Kupat Cholim, Central Bureau, Division of Organization and
Administration, Department of Organization, Composite Circular
No. 3/80, 18.1.80.
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Conclusions

We have raised questions relating to .community care, institutional
care, and the links between the two. Yet we have said very little about

how we can answer these questions,

This is a meeting of academicians and people directly involved in

the planning and delivery of services. One response is to argue that we

should turn to academics and researchers for the answers. We need to do

this, but given the complexity of the issues and the state of the art, no

study can provide us with the correct rate of beds or the correct rate of

utilization of community services.

Where do we turn? I think that the key to making further progress

is to take advantage of the feedback potential inherent in the operation

of the services themselves. In a sense, that is what we are doing today

informally  trying to learn from the impressions of those who are close

to the problems. However, our capacity for evaluation would be infinitely
enhanced if we had before us the latest report showing who is gaining

admittance to institutions and who is being denied. Who is on the waiting

list and for how long? Who are we maintaining in the community with home

care services and to whom are such services refused? If such data could

be gathered in a comparative format with common measures of family

status, social background, health and functional status, the nature of

our discussion today would be radically different. We could then begin

to argue about our professional views of whether what we are doing is
appropriate rather than struggling in the dark to figure out what it is
that we are doing. It would provide us with some basis for comparing the
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pattern of decisions in different areas of the country and different
organizational contexts so that we might evaluate both areas of relative
scarcity and the nature of the deviation in implementation.

This feedback system would not, however, be some kind of alien body

imposed upon the service network and the overworked professional and

clinical staff. It would be designed to serve as an integral tool for

case management and the proper channelling of the individual through the

longterm care system. It would serve to facilitate, simplify and

standardize the information basis on which professionals make decisions
regarding the needs of the aged.

Obviously such a system takes time to develop and has its costs.
The question is not whether we can afford to do it but whether we can

afford not to do it. It may be an indispensible tool to improve

utilization of the limited resources available to meet the needs of the

aged. It may be indispensible if we are to meet what will be a growing

necessity to substantiate the case for a proper share of the diminishing

national pie.
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המכון
נוסד הוא וחברה. אדם והתוותחות בגרונטולוגיה ולדוינור לניסוי למחקר, ארצי מכון הוא
בעזרתן אמריקה), יהודי של המאוחד הסיוע (וער האמריקאי הג'וינט במסגרת ופועל ב1974

ישראל. וממשלת בניויורק ברוקדייל קת של

בשירותי חילופייס פתרונות להן ולהציב חברתיות בעיות לזהות המכון מנסה בפעולתו
של הפעולה שיתוח להגביר הוא מיעדיו אחד בכללם. הסוציאליים והשירותים הבריאות
לבין מחקר ביו לגשר כדי בקהילה ופעילים ציבור עובדי והממשלה, מהאקדמיות מומחים

למעשה. הלכה מחקר מסקנות מימוש

את ליצג כוונה וללא המחברים או המחבר של הם המיצגים והמסקנות המימצאים
למכון. הקשורים אחרים ונופים פרטים של או המכון של אלה
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לטיפול שירותים של הבא העשור לקראת

בישראל קשישים עבור ממושך

חביב גיק

במכון שנערך בסמינר שניתנה הרצאה

הממושך. הטיפול בנושא ברוקדי*ל

.1980 ביולי 3 ירושלים,

יי) הספריה ך



ןתקציר

פעולה קווי ולהתוות ממושך לטיפול השירותים מצב את להעריך בנסיון
מרכזיות. הבחנות מספר על שמירה תוך שאלות למספר תשובות להציע יש לעתיד

היצע וזמינות ארגון .1 מדינית!: לקביעת שונים מיםדיס שלושה א.

צורכי של נורמטיבי מושג .3 השירות; למקבל והמחיר השירות מימון .2 השירותים;

הקשיש.

בדרגים מדיניות וקובעי פקידים למעשה: משתתפים החלטות בקבלת ב.

השירות. מקבלי והקשישים בשטח, מקצועיים עובדים ומקומיים, ממשלתיים
הערכה במונחי הולם לא מהיצע .1 לנבוע: יכול בשירותים מחסור ג.

ביותר; לנזקקימ הביקזש את המגביל במחיר חולם מהיצע .2 צרכים; של נורמטיבית

צרכים, אומדן עלפי שנקבע ההיצע על ביקוש מעודף ,3

יש לעתיד והצרכים מוסדי לטיפול השירותים היצע הלימות את להעריך כדי

מימדים: למספר להתייחס
לכלל זמינותן מידת הגיאוגרפי, פיזורו הקיים, המיסות היצע א.

הגילים בהרכב בהתחשב להיקבע צריך לאוכלוסיה מיסות מספר בין היחס האוכלוסיה.
מכלל 403< כ 75+ בני יהוו הבא העשור סוף (עד 65+ בגיל האוכלוסיה של

קהילתיים שירותים 3.היצע מוגן; דיור שירותי היצע ,2 הקשישים); אוכלוסיית
למיסוד. החליפיים

השירותים. מחיר ב.

מימושם. על ושמירה אחידים זכאות קריטריוני קביעת ג.
צורכי מאשר אחרים קריטריונים עלידי המוגבלת לשירותים הנגישות ד.

וכוי). הכנסה, (מוצא, הקשיש

וכן המוסדי הטיפול בתחום קיימות ותכניות צרכים תחזית גם מביא המאמר

השירות; למתן האחריות פיצול .1 בית: לטיפול שירותים של בעיות מספר מעלה

קריטריונים היעדר .3 השירות; של ישירה אספקה ולא מימון למתן התחייבות .2
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שונים. גיאוגרפיים באיזורימ שירות סוכני ביו וההבדלים הטירות למתן אחידים

ופישוט לשיפור חוזר, והיזון מידע מערכת בפיתוח הצורר את מדגיש המאמר

לקשישים. השירותים לשיפור ובכר החלטות קבלת הליכי


