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THE INSTITUTE
is a national center devoted to research, experimentation and education in
gerontology and adult human development. It was founded and is funded by the
American Jewish Joint Distribution Committee (AJDC) with the assistance of the
Brookdale Foundation and the support of the Government of the State of Israel.
Its research is policy and programoriented, multidisciplinary and, primarily, of
an applied nature.

The Institute tries to identify socially relevant problems and to recommend
alternative solutions to problems of the health and social services and policies. It
attempts to bring together academic and governmental experts and other public

. officials and citizens in order to link research findings with their implementation.
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Abstract
The longterm care system in Israel encompasses a diversity of

service providers, funding sources, eligibility criteria, and tvPes of
services. in recent years, much gerontological research has been
directed towards the organizational structure of LTC services. This
results from a recognition of the fact that the care of the elderly 18

not determined only by their needs, but also by the system's
organizational and administrative structure.

Following the implementation of the new Nursing Care Insurance
Law, Israel is today facing farreaching changes in the allocation of
resources to home care services. This law allows for farreaching
changes in the system's organizational structure as well. The study,
funded by the National insurance Institute, is part of an attempt to
prepare an information base for the planning of these changes.

The study examines case management techniques employed by field
staff dealing with disabled elderly, based on staff interviews 3nd on

an examination of client files. It was conducted in four cities 

Jerusalem, Tel Aviv, Haifa, and Beersheba, and covered the activities
of Social Service Offices, Health Offices, Kupat Holim Continuing Care

Units, and hospitals.
In the professional care areas  medical, nursing, and social care

 there is a clear division of responsibility between these four
organizations. However, there are many problems regarding the
allocation of responsibility and service delivery arrangements in the
realm of nonprofessional care.

Although the organizations function within a clearly defined
division of financial responsibility, based on the type of service and



the functional status of the elderly client, there is a need to
transfer clients among organizations when there are changes in their
condition. if coordination is inadequate, this transfer is detrimenta]
to the continuity of care. Further, the classification criteria tnat
determine organizational responsiblity are not clearcut.

In spite of these divisions, the staff perceive themselves as
responsible for caring for the elderly over and above the services
provided by their own organization, particularly social services and

Kupat Holim workers. However, this overall responsibility is not
anchored in an agreement accepted by the whole system, and this leads
to conflicts of interest and duplication of effort. A further
complexity derives from the mutual dependency of the organizations in
needs assessment of the elderly and in implementation of care plans,
Thus, no organization can fully carry out its responsibility
independently. in order that such a system may function efficiently,
great deal of coordination is required.

Despite the problems of coordination and information transfer
between organizations, a fair amount of cooperation can be found,
However, this cooperation is usually the result of personal initiative
and goodwill, and is not anchored in official agreements.

when the field staff were asked to offer recommendations for
organizational improvements, some recommended a complete amalgamation
of all services. The main recommendation, however, was to enhance

coordination by establishing interorganizational multiprofessional
teams. Such an arrangement was developed as a followup to the studY

and is now being nationally implemented.



THE ORGANIZATION OF
LONGTERM CARE SERVICES IN ISRAEL 

AN EVALUATION

by Jenny Brodsky, Marc Cohen, Dr. Jack Habib and Tamar Heron*

L Introduction

Most longterm care systems are characterized by a division of responsibility
among a variety of service providers who have different funding sources,
eligibility criteria and types of service.

The system of longterm care for the elderly in Israel is no exception.
Today elderly clients may receive services from a variety of agencies that
operate according to a clear division of financial responsibility. The elderly
are classified by disability level: The semiindependent, who are independent
in the area of personal care but need homemaking help or supportive social
services; frail elderly need partial help in personal care as well as homemaking
assistance; nursing elderly need help in bathing, dressing and eating, and of
course homemaking assistance; a fourth group is composed of the mentally
frail elderly who are confused and disoriented but ambulatory and need help
in personal care and homemaking services, depending on the severity of their
condition.

Care provision is divided among the various agencies on the basisof the
elderlys' functional status and the type of assistance required:

The Social Services Bureau is responsible for financing homemaking
services for all disabled elderly and for financing personal care assistance
(help in bathing, dressing and mobility) and institutionalization for semi
independent and frail elderly. The Bureau also finances other services such as
transportation, home equipment, home repairs for those lacking in means,
and day centers.

Kupat Holim (Sick Fund) is responsible for financing personal care
services for nursing elderly who are fully insured Kupat Holim members. It
participates in the cost of medical equipment, and finances institutionaliza
tion for rehabilitation and complex nursing cases requiring a medically
oriented setting.

* The Brookdale Institute of Gerontology and Adult Human Development, Jerusalem.
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The Health Bureau is responsible for financing personal care assistance
for nursing elderly who are not fully insured Kupat Holim members. It
supplies medical equipment, and finances institutionalization for nursing and
mentally frail elderly.

In addition. there are other agencies that service a more limited popula
tion or specific need mostly on a volunteer basis, such as "Yad Sarah" which
provides medical equipment.

A number of problems may emerge from the fragmentation of the sys
tenr of care provision and finance.

In most systems. agency responsibility is limited to specific problems and
focuses on providing solutions to these problems. As a result, the client's
problems and needs are not seen as part of a comprehensive picture. Some
times, because this overall picture is lacking, clients are not referred to other
agencies for supplementary services. Other researchers cite the absence of
established procedures for transferring information between the different
agencies as a major problem in the process of service delivery and organiza
tion. This leads not only to a lack of uniformity in the treatment of clients
with similar problems. but also to the implementation of inappropriate care
plans (Sherwood, Morris <cf Bernhart, 1975; Gottesman, 1980; Willemain,
1979). Furthermore. this division creates a discontinuity in the provision of
care. if and when there is a change in the client's condition. The lack of
clearcut procedures for dividing responsibility among the agencies can result
in situations where the elderly "fall between the cracks" and are overlooked
by all the agencies (Beatrice, 1979; Greenberg et al., 1980; Habib Sc Pakes,
1982; Raymond <cf Carter, 1983). Another result of the division of responsibil
ity for service provision is wasted resources  assessments for the same client
are duplicated by different agencies and there is no coordination in the
implementation of care and followup plans (Morgenstein et al., 1982;
Mueller <ef Hopp. 1979; Steinberg 8l Carter, 1983). The clients themselves find
it difficult to find their way in so complex a system; and are often unaware of
the options available to them.

In Israel there has recently been a new impetus given to improving the
organizational system following the passage of the new Home Care Services
Insurance Law which will introduce major changes in resource allocation for
home care services for the elderly. This Law opens the way for farreaching
changes in the systems' organizational structure.

This paper** presents the principal findings of a study designed to exam

.* This article is based on the findings of a comprehensive study conducted by the Brookdale Institute
u/t/1 ajoim funding01 the National Insurance Institute.Our thanks to the study'ssteering committee
who provided many constructive comments throughout the project: Yissachar Ben Haim. Batya
Vashiiz. Shlomo Cohen. and especially. Brenda Morgenstin. In this article we also used data from
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ine in detail the way the system functions in providing care to the elderly. The
study attempted to identify the dominant patterns as well as the major differ
ences within the agencies, among the agencies, and between different areas in
Israel. The aimof the study was to create an information base to facilitate the
planning of these changes.

2. The Conceptual Framework

In recent years, increasing attention has been directed toward the organiza
tional structure of services as awareness has grown that the care of the
elderly is determined not only by an objective assessment of their needs, but
also by the system's organizational and administrative structure. Various
organizational models have been developed in an attempt to address the
problems described above.

To create interagency links, there must be coordination on three levels:
the ministerial level, the managerial level and the field level.

One of the approaches to coordination at the field level is based on the
development of the role of case manager. Case management is a technique
designed to: (a) assure accessibility to services and provide information
through a central address; (b) assure overall responsibility for implementa
tion of the care plan; (c) ensure adequate followup and provide an address
for solving problems that may arise during the care process; (d) document the
care process in a standard and systematic manner to create an information
base for service planning.

This paper will focus on the process of case management as practiced in
Israel considering each of the specific tasks facing case managers on the
individual level. These tasks are, in fact, stages in the course followed by any
individual entering the system, as described in the figure. below:

Stages in the Care Process

[outreach and referral 1 ■ .

] intake 'Assessment | | Development of care plan]

1 I 1 I ' .

1 Implementatlion of care pl_an] |_Fojlowup andreassessment |

the study "Disabled Elderly in the Community: Development of Appropriate Community Sen/ccs
and Their Implications for the Need for Institutional Services." (J. Habib. H. Factor. D Naon. J■
Brodsky and T. Dolev. 1986) which was funded by ESHEI..
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For each of these stages, we will describe how professionals in the field
perceive their responsibility, how this responsibility is implemented in prac
tice, and the problems that arise during implementation. We will also exam
ine interorganizational links: The frequency and typeof contact among the
various service organizations; staff perceptions of the most common prob
lems in interagency coordination, as well as their recommendations for
improving coordination.

3. Methodology

Elderly clients receiving longterm services (community services or insti
tutional services) enter the system through a number of agencies: the Social
Services Bureaus, the Health Bureaus, and general and rehabilitation hospi
tals, the Kupat Holim Continuing Care Units and clinics. Kupat Holim's
clinic staff provide acute care for all its elderly members at the clinics or in the
elderly's home. With respect to the chronically ill elderly, Kupat Holim estab
lished a special unit: The Continuing Care Unit. The staff of the unit are seen
as specialists and they advise and train the nurses from the clinics in the areas
of assessment in how to provide special treatments such as catheter, colos
tomy, etc. In addition the staff of the unit is directly involved or responsible
for the care of some of the cases. The staff of the unit are also the decision
making body with respect to special services to the elderly such as personal
care, medical equipment and paramedical treatments. It was decided to
examine the case management techniques used in each of these 4 settings. The
study was conducted in four areas: Jerusalem, Tel Aviv, Beersheba and
Haifa.

Two complementary methods were employed: (1) Interviews with the
social workers and nurses on the staff of the major agencies providing servi
ces for the elderly. The interviews included a description of work procedures
in each stepof the case management process, the main implementation prob
lems, and recommendations for improvements; (2) Data on the actual care of
clients was collected from their files. Information that did not appear in the
files was supplemented through staff interviews.

The professionals interviewed included:

1. All the social workers who work with the elderly and their supervisors
from the Social Services Bureaus (a total of 97).

2. Care teams in the Kupat Holim Continuing Care Units (a total of 10).
3. Social workers and head nurses in geriatric, internal, surgical and ortho

pedic wards in hospitals serving the areas included in the study: Hadassah
Ein Kerem, HadassahMt. Scopus, Shaarei Zedek, Tel Hashomer,
Ichilov, Asaf Harofeh, Hasharon, Rambam, Rothchild and Soroka. The
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heads of the geriatric wards in the Shaarei Zedek and Mt. Scopus hospi
tals were interviewed as well. Also interviewed were social workers and
head nurses in rehabilitation hospitals in the areas included in the study: Ezrat Nashim, Beit Rivka, Shmuel Harofe and Fleeman, as well as the
rehabilitation ward in Hadassah Scopus (a total of 109). Altogether 220
staff members were interviewed. The data was collected between May and
September, 1983.

Analysis of the files was based on the following populations:

1. All elderly clients on waiting lists for longterm institutional placement
(including semiindependent, frail, mentally frail and nursing elderly)
through the Health Bureaus and Social Services Bureaus in Jerusalem on
15.6.83, in Beersheba on 10.10.83, and in Tel Aviv on 1.184.

2. A sample of elderly who received personal care or homemaking help (or
both) financed partially or completely by the Ministry of Labor and
Social Affairs, the Ministry of Health and Kupat Holim Klalit, and were
not on waiting lists for longterm institutionalization. The sample was
based on clients who received these services in Jerusalem in April 1983, in
Beersheba in September 1983, and in Tel Aviv in December 1983.

Analysis was based on 663 elderly clients awaiting institutional place
ment and 2,289 not on waitng lists, for a total study population of 2,952
elderly.

The data, as gathered from staff descriptions of their work procedures
and perceptions were integrated and compared with the data taken from the
clients' files.

4. Stages in the Care Process

As stated in the Introduction, the care of the elderly can be divided into a
number of basic stages. This chapter will describe how each of these stages is
carried out. The findings will be presented for each of the major organiza
tions. The primary differences in the care process among the four areas
studied will also be presented.

(a) Referral and Entry
One of the most common problems preventing many elderly from receiving
the services they are entitled to, is the absence of established referral proce
dures among the vairous agencies.

In most cases, elderly clients approach the Health Bureaus and Social
Services Bureaus on their own initiative. However, they are usually referred
to the Continuing Care Units by some other agency, primarily the Kupat
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Holim clinics. Among the careproviding agencies, the Family Health Station
received the lowest rating as a referring agency. This relfects the as yet limited
involvement by public health nurses with the elderly.

(b) Intake and Assessment
Intake. During this stage, the basic data on the client's condition are

collected. and the client's compatibility to the services offered by the agency
approached are examined.

In the literature there is some disagreement over the question of who is
the most suitable person to carry out this first assessment. Some claim that
this preliminary screening does not require a highly skilled professional, and
that it is therefore possible to separate screening from the more professional
aspects of care management and care (Gottesman, 1980). The main advan
tageof this division is that it eases the work loadof the professional caregiver.
However, the disadvantage is that the information received through direct
impressions, which is difficult to "translate" onto forms, is lost. Another
disadvantage is the resulting lack of continuity between the client and care
giver. Therefore, there are those who claim (for example, Donabedian) that
the screening stage is critical, and should be carried out by the most highly
skilled professionals.

In Israel. intake and screening are carried out by all staffmembersof the
Social Services and Health Bureaus. There is a social worker on duty at the
Social Services Bureau, and a nurse on duty in the Health Bureau. They
usually receive new clients and refer them to the staff member responsible for
their catchment area. In some areas (for example, in Beersheba) there is a
permanent staff member, called an "Intake Worker", who is responsible for
receiving clients, carrying out a preliminary assessment of their condition.
and referring them to another staff member for the continuation of care. It
appears, therefore, that generally there is no continuity in the clientcaregiver
relationship although professionals do generally undertake initial screening.

Assessment. After intake, the staff member assigned to the case proceeds
with a more indepth assessment. The assessment is aimed at defining the
client's status and needs, and determining which resources are needed to meet
these needs.

Assessment may be carried out by a single professional, who consults, as
necessary, with other professionals, or by a multiprofessional team.
Researchers differ in their opinions as to the most efficient method of carry
ing outan assessment. Beatrice recommends using a multiprofessional team
composed of a nurse and a social worker, in order to create a balance between
the social assessment model and the medicalnursing assessment model (see
Beatrice. 1979). Gottesman claims that the multiprofessional team method is
expensive and not always efficient (Gottesman, 1980). There is, of course, the
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possibility of employing a multiprofessional team for only part of the
population.

Data on assessments in the four areas examined are presented below.
Table 1 presents the percentage of staff members participating in assessment
teams.

In the health agencies, most assessments are carried out by teams. In
fact, almost all the staff members interviewed in the Health Bureau and
hospitals reported that assessments for the majorityof clients are carried out
by teams. By contrast, in the Kupat Holim Continuing Care Units, 22 percent
of the staff reported that in most cases they do not carry out team assess
ments. These staff members claimed that the assessment and decision regard
ing service provision are carried out at times by a single person and at times
by a team, depending on the complexityof the case and the services required.
The Social Services Bureaus require teamassessments for all cases, as speci
fied in the Regulations. These regulations also specify the compositionof the
team: A social worker from the Bureau, a nurse, andif possible  a physician
from the local health services. But it turns out that 339rf of the respondents
never participated in team assessments, and that 139£> only participated with
regard to a small number of cases under their care.

The composition of the assessment teams differs according to agency. In
the Health Bureau, the team is usually composed of a social worker, nurse,
and geriatric physician; in hospitals the team included a physician, a nurse, a
social worker and often a physiotherapist; in the Kupat Holim Continuing
Care Units the team was composed of a social worker, a physician, a nurse, a
physiotherapist, an occupational therapist and the clinic nurse.

The multiprofessional team in the Social Services Bureaus is of special

Table 1. Participation in Assessment Teams (Percentages)

Care Agency

Assessment Health Social Services Continuing
Team Bureau Bureaus Hospitals Care Units

Team discussions of
all cases 89 20 74 44

Team discussions of
most cases II 33 || 33

Team discussions of
a minority of cases  13 3 22

No team discussions 33 13
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interest because it includes staff members from other organizations, which
calls for a high level of coordination. Eightysix percent of the teams included
a Kupat Holim nurse, and 65<70 included a public health nurse. Twentynine
percent of the teams included both nurses. There were some differences by
area. It seems that a high proportion of the Tel Aviv and Beersheba Social
Service workers do not participate in teams, while in Jerusalem and Haifa 70
percent of the staff take part in team deliberations regarding most of their
cases. There were also differences by area in the composition of the teams.
The public health nurse always participated in the Beersheba teams, and /n
8690 of the Haifa teams. In fact. in Haifa the public health nurses and the
Kupat Holim nurses participated equally. Forty percent of the Social Servi
ces staff in Haifa reach decisions regarding assessment of the client's condi
tion as part of a team which includes both types of nurses. In Jerusalem and
Tel Aviv, on the other hand, 8590 of the social workers reported that Kupat
Holim nurses mostly participate.

The findings regarding the composition of the teams are consistent with
the findings on existing interagency arrangements. The Social Services
Bureaus in Haifa and Beersheba maintain closer contacts with the Family
Health Stations than in Jerusalem and Tel Aviv. The Bureaus in Jerusalem
and Tel Aviv maintain close contacts with the Kupat Holim clinics. while the
Haifa Bureau maintains close contact both with the clinics and the Family
Health Stations.

Problems in the Assessment Process. The assessments rely on informa
tion from clients, the client's family, and other care agencies who know the
client. Interagency transfer of information is most important because it
allows staff members to carry out more comprehensive assessments and redu
ces duplication.

Transfer of information on clients may be done formally (by filing in
forms) or less formally (by telephone or informal conversation). Table 2
summarizes the main problems related to obtaining information as reported
by the staff.

Seventy percent of the workers mentioned at least one problem /n
obtaining information from other care agencies. Staff in various agencies
who are responsible for intake of clients referred from the Social Services
Bureaus, reported difficulties in contacting the Bureau staff. AnQther fre
quent problem is delays in receiving information. Fortyfour Percent of a11
the staff members in the system said that information received from KuPat
Holim is frequently incomplete.

Problems in client Classification. In the Israeli system the classification
of the elderly by disability level is very important, because the amount of
services provided, as well as the agency responsible for financing them. are
determined by this classification. The classification stage is problematic,
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Table 2. Problems in Obtaining Information from Referral Sources
(Percentage of Respondents in Each Agency who Cited this Problem)

Problem

Delays in Difficulty in Difficulty in
No Obtaining Reading Incomplete contacting

Referral Source Problems Information Handwriting Information staff

Kupat Holim 36 22 28 44 28

Hospitals 39 26 26 32 21

Health Bureau 58 17 4 7 28

Social Services Bureaus 33 32 7 20 53

Family Health Station 72 12 5 14 11

because many clients do not exactly fit the criteria (See Table 3). Ninety
percent of the caregivers reported having problems classifying clients who
are, in their opinion, in need of institutionalization; eightysix percent
reported having problems classifying clients in need of community services.

These difficulties may cause delays in service provision, shuffling of
clients back and forth between agencies, and clients being overlooked (clients
"falling between the cracks"). A change in a client's functional status which
entails a change in the client's classification, may require that the client be
transferred from one organization to another, potentially disrupting the con
tinuity of care. To ensure continuity, close cooperation and coordination
among the different agencies is required.

Recommendationsfor improving the assessmentprocess. Staff members
were presented with the question: How, in their opinion, could the assessment
process be improved? Twenty percent of the staff of all the agencies, with the
exception of the Kupat Holim Continuing Care Units, recommended having

Table 3. Percentage of Staff who Have Problems in Client Classification

Kupa!
Health Social Hospitals Holim Total

For clients needing services 89 90 86 65 gd

For clients needing 100 94 88 83 90
institutionalization
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formal links with other organizations. The intention was to establish and
maintain regular contacts, including regular meetings where staff could
report on specific cases. The Continuing Care Units staff recommended that
information be transferred in writing at the time of referral (at present much
more information is transferred by phone).

(c) Development of Care Plans
Theoretically, it is possible to differentiate between the care plan devel
opment stage and the assessment stage. In fact, however, in most cases, the
care plan is developed during the assessment process. The care plan, which is
constructed jointly by the client and the caregiver, is aimed at determining,
first, the client's problems and needs, and then, the assistance needed to meet
these needs (Gottesman, 1980).

Some researchers recommend developing assessment instruments that
directly link the functional assessment (i.e., the collection of information)
with the determination of disability level and the decision about service allo
cation). Others (Kutz, 1979) claim that assessment instruments are a stand
ardized and structured datacollection method for ensuring that all the rele
vant information is available to the careplanner, but that the decision
regarding type of care and service allocation must be left to the professional.

One of the difficulties in translating disability level into practical assist
ance is the lack of agreement over the meaning of "need". Actually, the
definitionof "need" is a question of policy. Studies have shown that there is
no consensus among various professionals treating elderly clients about the
level of required care and the extent of services (Sager, 1980)

The assessment instruments used in Israel do not determine the level of
disability according to a disability scale, and do not translate the disability
into the need for practical assistance. Thus the professionals are left consider
able discretion in deciding the extent of assistance and the services to be
provided.

Another point for consideration is who should do the care planning.
Gottesman, for example. recommends that the same person carry out the
assessment and care planning (Gottesman, 1980) in order to avoid duplica
tion (for example. home visits by both the assessor and the care planner, since
designing a care plan requires direct client contact).

Differences were found among the agencies in this regard. In the Health
Bureau. the nurse frequently relies on the functional assessments done by
nurses in other agencies. In the Social Services Bureaus, the social workers
who carry out the social assessments also work out the care plans. However.
these plans are submitted for authorization to their supervisor, who can
introduce changes. When a functional assessment is required, the social
worker relies on the assessment done by the Kupat Holim nurse or the
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Ministry of Health nurse. In the Kupat Holim Continuing Care Units, both
patterns are practiced. Sometimes the nurse uses assessments carried out by
the clinic nurse; at other times, the Unit's nurse herself carries out home visits,
makes an assessment and establishes a care plan.

Another key question is whether care planning is comprehensive. In
other words: Do the staff at the differen agencies perceive their responsibility
as comprehensive, and do the plans cover all the services that the client might
need, or only those services that their agency can provide.

An analysis of the types of services recommended by the different agen
cies shows that the Health Bureau staff recommend only those services which
they supply. On the other hand, staff in other organizations recommend
services that are not provided by their own agency. It is possible to say, then,
that staff members in the Social Services Bureaus, in Kupat Holim and in the
hospitals perceive their role as addressing the needs of the clients in a com
prehensive manner.

Analysis of client files bears out the caregivers' reports. It was found that
the caregivers at the Social Services Bureaus were involved in obtaining
services from other agencies for 50 percent of their clients, as opposed to 40
percent at Kupat Holim and 25 percent at the Health Bureau. It is interesting
to note, that in their general report the Health Bureau staff said that they do
not recommend other services; however, in the analysis of specific cases, it
was found that they assisted about a quarter of their clients to obtain services ♦

outside the Bureau. The questionof comprehensive responsibility will emerge
later in the discussionof the followup of care plan implementation when we
consider whether caregivers follow up only those services supplied by their
agency or services supplied by other organizations as well.

It has been hypothesized that caregivers try harder to obtain services
provided by other agencies for clients who have no family who can assume
this role. Most caregivers agreed but an examination of client files failed to
confirm this. On the contrary, there was almost no difference in this respect
between clients with families and clients without families, and if there was a
difference, it was in favorof those with families. Apparently, family pressure
on the caregiver may considerably affect the efforts made by professionals.
Proof of the positive effect of family on service utilization was also found in
Norway (see Daatland, 1983).

)d) Family Involvement in the Development of Care Plans
Family involvement  or informal support  is a primary factor in en
suring adequate care to the elderly client. Professionals need to take into
consideration the family's ability and willingness to help. The process of
developing a care plan involves negotiation with the family to determine how
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the assistance that the client will receive should be divided among the various
possible providers.

The case analysis reveals that the Health Bureau staff have contact with
3590 of their clients' families; Social Services Bureaus, with 5390 and Kupat
Holim staff with 7090 (these data include only clients who have families).

Both the Social Services Bureaus staff and the Health Bureau staff main
tain contacts with family membersof clients on waiting lists for institutionali
zation more than with families of clients who are not on waiting lists.

Among other variables that were found to be related to the existence of
or lackof contact between caregivers and families, are problems related to the
provisionof care by the family. When, in the caregiver's opinion, caring for the
client causes stress in the family, or when care constitutes a heavy physical or
mental burden on family members, there is a greater tendency among care
givers to maintain contacts with the family.

Twothirdsof the respondents reported that they consult with the family
frequently about the care plans. A small number of staff in all agencies
reported that they never consult with the family. The various organizations
differ from each other in the extent of consultations with the family. In the
Social Services Bureaus the rate of staff who consult with the families on a
regular basis is relatively low.

A further question that was examined was staff attitudes toward the
balance between formal and informal services. We examined to what extent
staff members are willing to withhold provision of a certain service to clients
whose families are able, but unwilling, to help (Table 4).

It appears that the staff do not usually prevent service delivery to clients
whose families refuse to help. Thirty percent of the staff are prepared. at
times, to withhold services, but only 590 consistently refuse services to clients
whose families refused to help. The rate of staff members in the Health
Bureau who are prepared to withhold service provision is even lower. How
ever, 9090 of the caregivers reported that they try harder to obtain services for
clients whose families show a greater willingness to provide care.

Table 4. Responses to the Question "Do You Provide Services to a
Client Whose Family is Able but Unwilling to Help?"

Care Providing Agency

Health Social Services Kupat Holim
Provides Help General Bureaus Bureaus Units

Yes 70 87 65 72
Not always 25 13 32 28
No5 0 3 0
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With regard to the assistance provided families, we asked "What pre
vents families from providing more help to their elderly?" The staff pointed to
the many problems facing the families. About 80 percent of the staff cited
poor relationships between family and client, and almost threequarters men
tioned family members' health problems.

Many studies in Israel and abroad have shown that it is the families,
rather than the formal services, who provide most of the help to the elderly
(Silberstein. 1981: Sussman, Shanas, 1981; Cantor, 1980). Reports of family
burden, and of the need for services to ease their burden are frequent.

Most caregivers suggested that the family's burden could be lightened by
adding personal care and homemaking services. A considerable percentage
thought that additional emotional support and guidance would also be
helpful.

(e) Implementationofthe Care Plan
Implementation of the care plan requires contact with service providers.
negotiating the delivery of the required services to the client and followup, to
ensure that the services have indeed been provided.

The implementation stage is highly complex, especially in a fragmented
system. We asked the professionals to address the problems that arise in care
plan implementations.

Problems in the Provisionof Community Services. There is a connection
between the services that are actually available and the care planning process.
When there are problems in obtaining certain services, the planners will avoid
recommending them. even if they think that the client needs them. Cumber
some organizational procedures may also cause implementation problems.
Finally, it is possible that the family or the client may not be interested in the
services recommended by the caregiver.

We examined staff attitudes with regard to the quality of eleven different
community services. The staff were asked to specify the problems which arise
in each service.

Table 5 presents the main problems which arise in each service in each of
the four areas. In addition to budgetary problems which preclude the provi
sion of services, qualitative and organizational problems were also found.

Difficulties of finding suitable manpower is a central problem for per
sonal (care) services, homemaking services and paramedical services. In the
area of home care, a flexible approach to the needs of the elderly is required.
Elderly clients need assistance throughout the day, and not necessarily during
the morning hours when this service is generally provided. Bureaucratic diffi
culties are especially acute with respect to home repairs and apartment adap
tations. With regard to mental health services, a high rate of staff members
noted problems in the way this service is provided. This service has virtually
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no home visits, so that elderly clients who are unable to reach the service on
their own are generally prevented from utilizing this service.

There are also those elderly who do not want a service. This is an
important factor with respect to meals and clubs. It is important to examine
whether these services are sufficiently adapted to meeting the requirements of
the potential clients. It was found that a large proportion of the hospitals'
staff are unaware of the problems in most of the services, due to the lack of
contact with the community services.

Problems in Institutionalization. There are cases when the need for insti
tutionalization arises.

There are a number of problems that may arise and hamper staff in
arranging for institutional placement. Staff members were asked whether,
and to what extent, they come across one or more of the problems listed in
Table 6.

Almost all the staff members reported a shortage of beds. Staff in the
health agencies, even more than in the social services agencies, said that the
pressure exerted by the family has a great effect on the client's admission to
an institution.

Table 6. Problems in Institutionalization by Type of Problem and Care Agency

Care Agency

Social Continuing
Health Services Care

Problems General Bureau Bureaus Hospitals Units

Limited number of beds or
institutions 92 80 89 95 89

Lack of interagency
coordination, causing clients
to "fall between the cracks" 33 30 30 3! 56

Those who make the final
decision about admission to
institutions do not participate
in the assessment process and
are not sufficiently familiar
with the cases 27 0 27 33 5

Institutional placement as
a result of client or family
pressure, and not because of
the client's objective condition 32 30 18 42 44
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Staff were asked to assess the quality of the institutions. Most staff
members assessed the quality of institutions as mediocre, and only a minority
as either very good or very poor. The institutions were divided according to
ownership: State, public or private. Significant differences between the var
ious institutions were found instaff assessments. Twenty percentof the care
givers thought that the quality of public and state institutions was high,
compared to 790 who responded that the private institutions were of high
quality. Relatively few professionals considered the state institutions to be of
poor quality (10 percent). On the other hand, a high proportion of staff
members said that the private institutions were of poor quality. In Haifa and
Tel Aviv, where there are many private institutions, more than 4096 stated
that the quality of the institutions was poor.

The caregivers were asked how many clients they referred to institutions
during the past year, and how many cases they would have referred if:
(1) There was no limitation on the availability of beds;
(2) The qualityof the institutions was improved;
(3) The qualityof community services were improved.

Twentyfour percent of the caregivers said that had there been no shor
tage of beds, they would have referred more clients to institutions. Fortytwo
percent reported that if the quality of the institutions had been better they
would have referred more clients to institutions. Sixtyfour percent of the
staff claimed that if the quality of the community services were improved,
they would refer fewer clients to the institutions.

The differences found between the various cities are of interest: In Beer
sheba, the bed shortage has the greatest effect: 4390of the staff there said that
if there were more beds they would refer more clients to institutions, as
opposed to only 1590 in Haifa. It is interesting to note that the quality of
institutions affects mainly the staff in Tel Aviv and Haifa: More than 5090 of
the staff in both these areas said thatif the quality were improved, they would
refer more clients to institutions. These findings are consistent with the fact
that the caregivers in Haifa and Tel Aviv believe the qualityof the institutions
to be poor.

(f) Followup and Reassessment
The care of the elderly client does not end with the implementation of the care
plan. Followup of the client after the client has received the services pres
cribed by the care plan is sometimes important. Such followup is not an
integral partof the service setup, and this undermines the effectivenessof the
care (Gottesman, 1981).

Followup includes: (1) An examination of the extent to which the
recommended services were indeed provided; (2) followupof the changes in
the client's social, health and functional status, to determine the effectiveness
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of the services and to what extent the client still needs them; (3) supervision of
the service providers, to examine whether the service is provided as recom
mended and agreedupon, with regard to the number of hours, range of
services and quality of care.

In general, most staff members reported that there is followup of the
way the services are provided. The Health Bureau follows up only the per
sonal care services that it supplies. But the Social Services Bureaus and Kupat
Holim staff members said that they also followup on services which they do
not fund.

Staff in the Social Services Bureaus usually divide their clients into three
categories: Intensive cases, regular cases and followup cases. Table 7 pres
ents the distribution by category in the four areas.

The total numberof cases handled by each caregiver varies from place to
place. It ranges from an average of 152 in Beersheba to 105 in Haifa. We
examined the standards for followup by category, and found some variation:

Intensive cases: Frequency of contact ranges from more than once a
week to once every two weeks; the most common is weekly.

Regular cases: Frequency of contact ranges from once every two weeks
to once in three months; the most common is monthly.

Followup cases: Frequency of contact ranges from once a month to
once in more than three months. The most common is once every three
months.

The frequencyof contact for the sampleof disabled elderly revealed that
in the Social Services Bureaus and in Kupat Holim, the staff maintain more
frequent contact with their clients than in the Health Bureau. In these two
agencies, staff members are in contact with their clients not only for the
preliminary assessment, but for ongoing care as well (Table 8).

Table 7. Average Number of Cases Assigned to Each Staff Member
By Categories of Care

Jerusalem Tel Aviv Beersheba Haifa Total Average

Category No. <\ No. <7C No. We No. 9c No. 'r

Intensive 30 22 28 25 7 4 20 19 26 21

Regular 39 28 52 47 21 14 31 30 40 32

Followup 69 50 30 27 124 82 54 51 59 47

Total 138 100 110 100 152 100 105 100 125 100
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Table 8. Frequency of Contact Between Caregivers and Clients
(Percentages)

Social
Health Services Kupat
Bureau Bureau Holim

Total number of clients 693 1,822 436
In percentages 100 100 100
Less than once a month 72 31 35
Once a month . 12 30 29
More than once a month (23 times) 5 19 17
At least once a week 6 12 י |4
Unknown 5 8 3

There is a connection between the frequency of contact with the client
and his condition. In all three agencies contacts are more frequent with
elderly who have a high disability level or need constant supervision (during
the day or night). Unexpectedly, staff members do not have more frequent
contact with clients who live alone; on the contrary, there is a tendency to
maintain more frequent contacts with those clients who live with a spouse or
children. It was also found that both in the Health Bureaus and the Social
Services Bureaus, more frequent contacts are maintained with clients who are
on waiting lists for institutional placement.

Followup in hospitals was examined through interviews with nurses and
social workers in the different wards. It was found that about 6090 of these
caregivers conduct followups after the patients are released from the hospi
tal; 709c of the caregivers conduct the followup by contacting the staff treat
ing the patient in the community or in the institution they were referred to;
about half also contact the patient or the patient's family directly.

A comparison of the hospitals in the four areas shows that in the Haifa
and Tel Aviv hospitals, relatively few caregivers tend to maintain contact
with the patients after their release. In Beersheba and Jerusalem there is more
followup after release from the hospital. In Beersheba the staff usually con
tact the community caregivers (nurses or social workers) rather than the
patients or their families.

5.InterAgency Links

)a) Extent and TypeofInterAgency Coordination
Coordination between agencies is required at several levels: On the

general policy level at which the various agencies define their responsibilities
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for provisionof care; at the levelof routine work procedures used by the field
staff in performing their jobs.

We have examined the problemof coordination as reflected in the prob
lems reported by the staff in each of the stages of the case management
process. We now attempt to achieve a broken overview of the degree of
coordination.

Interagency coordination within the service system is necessary for
many reasons: For purposesof assessment. The Social Services Bureaus that
are dependent on information from the health agencies in order to carry out
medicalfunctional assessments. To ensure that clients assigned services from
various agencies will receive them. To maintain the continuity of care for
clients who, becauseof changes in their medicalfunctional status and in their
health condition, are transferred from one agency to another.

In order to understand the extent of interagency coordination. staff
were asked how often they have contact with other agencies, and to describe
the type of contact. These contacts could take the form of an exchange of
information about specific clients, including followup reports, or of
regularlyheld meetings to coordinate activities on a more general level.

Throughout the years, various types of interagency links have been
established by the different agencies. Oneof the most common are the regular
visits by social workers to Kupat Holim clinics treating their elderly clients.
Another established link is regular meetings at the hospitals by a Kupat
Holim nurse. who is given documents, requests and recommendations for the
continuation of care in the community for an elderly patient about to be
released.

Most of the staff in the four care agencies (Health Bureau, Social Servi
ces Bureau, hospitals and Continuing Care Units) reported frequent contacts
with each other, with the exception of hospital and the Social Services
Bureau staff. Links with other service provider agencies, such as rehabilita
tion hospitals, daycare units, clubs, mental health stations and the Family
Health Station, were also reported.

The findings reveal that the most common interagency link is exchange
of information on specific clients. Relatively few staff members reported
holding regular meetings for policy coordination.

Most staff in the Kupat Holim Continuing Care Units reported that they
maintained contacts with all the other agencies for purposes of information
exchange. Most said that they do not have regular meetings with any agency.

Most of the Health Bureau staff reported holding regular meetings with
the staff in other health organizations: General hospitals, Kupat Holim and
rehabilitation institutions. This finding correlates with reports by the Health
Bureau staff on their outreach activities to locate elderly persons.

Interagency contacts are a result of the particular practices followed by
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each agency, and are also affected by the unique characteristics of the area
they serve. The most notable differences in the interagency links in the four
areas are described below.

The Health Bureau. The Health Bureau staff in Jerusalem and Beer
sheba reported more frequent contacts with tl e general hospitals than did the
staffs in Tel Aviv and Haifa. In all areas. except for Tel Aviv, there are
regular meetings between the hospital and Bureau staffs. With regard to the
links between the Health Bureau and the Social Services Bureaus it was
found that the Haifa staff, unlike those in othe areas, do not hold regular
meetings but only meet when the need arises. The differences in the frequency
of contact between the Health Bureaus and the Mental Health Stations in the
four cities are notable: In Jerusalem and Beersheba, Health Bureau staff
reported maintaining frequent links with the Station. In Tel Aviv the staff
said that they seldom have contact with the Station, and in Haifa they have
no contact.

Social Services Bureaus. The frequency of contact between the Social
Services Bureaus and the Health Bureau is lower in Haifa than in the other
areas. However, staff of the Haifa Social Services Bureaus reported having
very frequent contacts with the Family Health Station, including regular
meetings with its staff  a practice that was not reported anywhere else. In
Beersheba, too, social Services Bureaus staff have fairly frequent contacts
with the Station, but not regular meetings. Most Social Services staff in all
locations, with the exception of Jerusalem. maintain regular links with the
volunteer organizations. The staff of the Social Services Bureaus in Jerusa
lem, Haifa and Tel Aviv hold regular meetings with the Kupat Holim staff.
This finding coorelates with the report on participation in assessment teams
which include social workers and Kupat Holim nurses.

The Kupat Holim Continuing Care Units. The patterns of links between
the Units and the other agencies are similar in all the areas. The one exception
is the link between the Units and the Mental Health Stations. In Haifa, unlike
the other areas, most staff members said that they had no contact with the
Station. The most frequent contacts between the Unit and Station were in
Beersheba. In Jerusalem and Beersheba, Unit staff maintain contacts with the
Social Services Bureaus, but do not hold meetings with them on a regular
basis. On the other hand, Unit staff members in Tel Aviv (mainly those in the
Jaffa Unit) and in Haifa hold regular meetings with the Social Services staff
and with hospital staff.

The patterns of hospital links did not reveal any outstanding differences.

(b) Problems in Coordination
Lack of coordination between the staff of the different agencies provid

ing care for elderly clients derives from a number of sources. The problems
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were divided into two groups: (a) Policy level problems, such as the lack of
defined procedures and policy, or problems in division of responsibility in
providing care for the elderly; (b) Problems at the field level, such as: Man
power shortages, lack of staff initiative to create contacts with staff members
from other agencies; shortcomings in transfer of information regarding servi
ces provided by these agencies; and extra work due to excessive paperwork
and forms.

The staff were asked to cite which problems hinder interagency coordi
nation. Their responses are summarized in Table 9.

Almost all the staff members reported problems stemming from both
levels.

A large proportion of the Social Services Bureaus staff (659rf) emphas
zied problems related to the division of responsibility. In the hospitals, SWc
of the staff mentioned bureaucratic problems. This was as expected, since

Table 9. Proportion of Respondents Who Mentioned Problems in Service Coordination
. . by Care Agency

Care Agency

Social Continuing
: Health Services Care

Problems Genera! Bureau Bureaus Hospitals Units

No Problems 8 0 10 7 11

I. Problems in division of
care responsibility 50 50 65 36 50

2. Sometimes there is no
agency that is willing to
take responsibility for
service provision 35403036 50

3. Lack of coordination for
policy setting on service
developments for the
elderly41504039 44

4. Complicated procedures and
bureaucratic problems 7040 6581 50

5. Shortcomings in transfer
of information about
services that clients are
receiving from other
agencies 31 20 28 37 17
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hospitals are a transition point, from which clients are referred to continuing
care in the community or to an institution.

In the Health Bureaus 40'#< of the staff complained that at times no
agency is willing to take responsibility for elderly clients, and 50^0 of the staff
point to a lack of coordination with respect to service development.

We compared the prevalence of interorganizational problems reported
by the staff of each agency in the different areas of the country.

With regard to problems of coordination between hospital staff and
other agencies, no significant differences were found among the different
areas. however, differnces were found in the extent of interorganizational
problems reported by the social service staff in the different aeras. A higher
proportion of staff members in the Haifa Social Services Bureau rePorted
problems in the division of responsibility than did Social Services staff from
the other areas. Fiftyfive percent of the staff also said that at times no
organization is willing to assume responsibility for providing the required
services to the elderly. The proportion of staff in Haifa that mentioned Prob
lems of transfer of information about services received by clients from otner
agencies is twice as large as in the other bureaus, and three times as large as in
Beersheba. This is surprising as in Haifa there is the highest degree of partici
pation in assessment teams, and close links with other agencies. This indicates
that the existence of interagency links does not necessarily prevent coordina
tion problems. On the other hand, it is possible that the attempt to create
comprehensive care plans in cooperation with other agencies brings out and
illuminates the problems deriving from a fragmented system, and that there
fore more problems are reported.

Differences were also found in the extent of problems reported by the
staff of the Continuing Care Units in the different areas. The fewest com
plaints are reported by the Tel Aviv and Yaffo staff. In Beersheba all the
workers complained that there are problemsof divisionof responsibility, and
that at times no agency is willing to take responsibility for elderly clients. //1
Haifa, a large proportion of the Continuing Care Unit (750/c) staff emphas
ized that there is a lack of coordination with respect to service development.
)C) Recommendations for Improving InterAgency Coordination

The caregivers were asked to recommend ways of improving the
coordination among themselves and the staff of other organizations in their
area. The recommendations, given in response to an open question, were
divided into three main groups:

1. Recommendations related to structural changes within the system: creat
ing a single agency that would coordinate the care of the elderly at att
levels;

2. Recommendations for formalizing existing procedures without changing
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Table 10. Proportion of Staff in Each Care Agency
by Type of Recommendation

Care Agency

Social Continuing
Health Services Caer

Recommendation Bureau Bureaus Hospitals Units

No recommendations 10: 24 25 11

Single care agency 30 8 7 II

Strengthen existing links 80 52 56 83

More information0 4 7 5

the basic structure of the system: holding joint meetings of the care
providing agencies, employing interagency coordinating personnel.

3. Recommendations for improving the methods of transferring information
and enhancing knowledge and awareness.

The findings are presented in Table 10.
A significant percentage of the staff in all the care agencies viewed a

single care agency as the best solution for the coordination problems. How
ever, the majority, between 50 to 85 percent, believe the solution lies in
strengthening the links between the agencies through frequent and regular
meetingsof the professionals employed in the different agencies. These meet
ings are needed to coordinate activities in general and for discussion of spe
cific cases. Only a small proportion of the staff in all the organizations
recommended enhancing knowledge and information through seminars and
training sessions.

Table 11 presents the precentage of staff by type of recommendation in
each area.

Table 11. Proportion of Staff in Each Area
by Type of Recommendation

General Jerusalem Tel Aviv Beersheba Haifa

Singlecare agency 23 29 l5 33 20

Strengthen existing links 68 67 65 67 73

Improve information transfers94200 7
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Twothirds of the staff in all the areas recommended strengthening exist
ing interagency links. However, the percentage of staff in Tel Aviv who
recommended improving the transfer of information is particularly high
while onethird of the Beersheba staff recommended centralizing the care of
the elderly at one address.

6. Discussion

One of the significant findings of this report is the considerable variabil ;
ity in case management methods across organizations, geographic areas and
even among workers in the same organizations and area. The differences
among staff may be due to differnces in time pressure and work loads, and
not necessarily to different views of appropriate care.

Another issue examined was the quality of community services as per
ceived by the staff. We found a great deal of dissatisfaction. Alongside
numerous complaints about insufficient funds and manpower recruitment
problems, there were complaints about the procedures for accessing the servi
ces as reflected among other things in delays in service provision.

The differences in practices and attitudes could be a useful starting point
for training field staff in order to arrive at a more uniform approach, not only
within a given agency but within a broader, interagency context.

One central question we raised was with respect to how the different
agencies perceive their responsibilities toward their clients. Today, clients can
receive services from a number of organizations, which operate according to
a clear division of financial responsibility. However, this division of responsi
bility entails the transfer of clients from one agency to the other when there is
a change in their condition. If coordination is less than perfect, the continuity
of care is disrupted during the transfer. The situation is complicated even
further by the fact that the criteria for classifying clients, which determines
agency responsibility, are also not clearcut. In some cases, it is unclear which
organization is responsible for providing care to the client.

It was found that the staff in several of the agencies feel responsible for
providing care to their clients beyond the contextof the services provided by
their agency. The staff in Kupat Holim, Social Services Bureaus, and hospi
tals carry out a comprehensive assessment of their clients5 needs, and also
recommend services not supplied or financed by their organization, in order
to give a complete response to their clients5 needs. They also follow up on
services provided by other agencies.

It would seem that this willingness to accept a broader responsibility,
and the comprehensive approach to client assessment which characterize
most of the agencies, would contribute to more adequate care for the elderly.
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However, unlike the clear division of responsibility in the financial sphere,
there is no clear division of this broader responsibility and of the case man
agement functions among the organizations, and this can cause conflict or
duplication. It can also cause some staff members to wrongly assume that
other caregivers have assumed responsibility, and as a result clients may "fall
between the cracks", i.e., be overlooked and not receive any services at all.

The complexity of interagency links is also affected by the fact that the
agencies are dependent on each other for assessments and for implementation
of care plans. For example, the social workers in the Social Services Bureau
are dependent on the nurses from other organizations for functional asess
ments. The Ministry of Social Affair's regulations recommend the convening
of a multiprofessional team for assessment purposes, the intention being that
a nurse from one of the health organizations takes part in the Bureau's
evaluation team. The converse is true for the Continuing Care Units and the
Kupat Holim clinics, who do not employ enough social workers to meet the
needs for evaluation and followup of all the clients in their area, and there
fore need the assistance of the Social Services Bureaus staff. Another exam
pie is the hospital'sstaff dependence on community or institutional agencies,
in order to transfer the care of patients about to be released. In addition. all
of the agencies, of course, depend on other agencies to approve their recom
mendations for provision of services which are outside their sphere of finan
cial responsibility.

It appears, then, that no one agency can really implement a commitment
to comprehensive care. For the system to realize this goal, a great deal of
interagency coordination is required.

The problems caused by the network of existing links are reflected in
reports about various difficulties related to exchanging information between
agencies. Twothirdsof the staff reported problems in this area. However, the
fact that a thirdof the staff did not report such problems indicates that some
of the caregivers are capable of creating for themselves the necessary arran
gements with the other agencies. Furthermore, about half of the staff menti
oned problems in the division of responsibility for care (in some places the
rate was higher, for example: 8O'?6 of the staff of the Haifa Social Services
Bureaus and 10096 of the Beersheba Continuing Care Unit), and 7O9cf

reported bureaucratic organizational procedures.
Despite these difficulties, a great deal of interagency coordination was

found, but this coordination is heavily dependent on the initiatives of field
staff and is not anchored in formal arrangements. This may explain the great
diversity in the extent and type of interagency links maintained by different
staff members in different areas. Against this background many staff
members mentioned the need to formalize and strengthen interagency links.

Some of the caregivers recommend pooling entitlements and creating a
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single agency. Undoubtedly, any reduction of the present fragmentation
would simplify the problem of coordination. However, the main recommen
dation was to strengthen the existing coordination mechanisms by establish
ing multiprofessioanl teams composed of a Kupat Holim nurse and a Social
Services Bureau social worker who would work in cooperation witn the
public health nurses. As the findings indicate, this arrangement already exists
in some places.

7. Postscript
Subsequent to the publication of the original research report major strides
have been made toward resolving the problems identified by the study.
A working group developed a national plan for a system of compre
hensive health and social care based on the interorganizational nursesocial
worker teams recommended by the professionals interviewed in the study. ' A
prototype of the scheme was tested in Jerusalem and the scheme was adopted
as national policy by both the Ministry of Labor and Social Affairs and
Kupat Holim.

The teams called TZOMET (intersection) are now being established
throughout the country. In 5 areas the introduction of the teams will be
carried out as a demonstration project sponsored by ESHEL and the Brook
dale Institute in order to perfect the system and to evaluate its implementa
tion and contribution.

The interministerial committee planning the implementation of the
Nursing Law has designated the teams as the primary care planning entity
under the Law. Thus, the system in Israel is in the process of implementing a
more coordinated system reflecting very much the recommendations of pro
fessionals in the field as they emerge from this study.
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המכון
נוסד הוא וחברה. אדם והתפתחות בגרונטולוגיה ולחינוך לניסוי למחקר, ארצי מכון הוא
בעזרתן אמריקה), יהודי של המאוחד הסיוע (ועד האמריקאי הגיוינט במסגרת ופועל ב974ו

ישראל. וממשלת בניויורק ברוקדייל קרן של

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

למעשה. הלכה מחקר מסקנות מימוש
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תקציר

מקורות שירותים, ספקי של ממיגוון מורכבת בישראל הממושך הטיפול מערכת
מחקרים עסקו האחרונות בשנים שירותים. וסוגי לזכאות קריטריונים מימון,

נבער. זו מגמה הממושך. הטיפול מערכת של הארגוני במבנה רבים גרונטולוגיה
גם מושפע הוא אלא צרכיו עלידי רק נקבע אינו בזקן שהטיפול הכרה, מתוך

המערכת. של והמנהלי הארגוני מהמבנה

בפני ישראל מדינת היום עומדת החדש סיעוד ביטוח חוק של החלתו בעקבות
גם מחייב זה חוק בית. טיפול לשירותי משאבים בהקצאת לכת מרחיקי שינויים
שנעשה זה, מחקר הקיימת. המערכת של הארגוני במבנה מקיפים שינויים עריכת
מידע בסיס להקמת מתכנית חלק הינו לאומי, לביטוח המוסד של הכספי בסיועו

אלה. שינויים ייערכו פיו שעל

בזקנים ממושך בטיפול הנהוגות הטיפול ניהול שיטות את בוחן זה דו"ח
פונים. של בתיקים עיון ועל עוברישרה עם ראיונות על מתבסס המחקר מוגבלים.

לגבי  ובארשבע חיפה תלאביב, ירושלים,  ערים בארבע נאספו הנתונים
להמשך היחייית הבריאות, לשכות הרווחה, לשכות ארגונים: ארבעה של פעילותם

כללים. חולים ובתי קופתחולים של טיפול

של ברורה חלוקה נמצאה  ורווחה סיעוד בריאות,  הרפואי הטיפול בתחום 1

רבות בעיות התגלו הלארפואי בתחום זאת לעומת הארגונים. ארבעת בין האחריות
האחריות. וחלוקת השירותים מתן לארגון באשר

ברור באופן מזה זר. נבדלים השונים הארגונים של המימון שמקורות למרות
את לטלטל צורך יש הקשיש, של התפקודי ולמצבו השירות לסוג בהתאם ביותר,
בין נאות תיאום שאין במקרה במצבו. שינוי חל כאשר למשנהו מארגון הפונה
כן, על יתר הטיפול. המשך לגבי גורלית להיות עלולה זו העברה הארגונים,
אינם הארגונית, האחריות נקבעת שעלפיהם הקשיש, של לסיווגו הקריטריונים

ים. חדמשמעי

מעבר גם בקשיש לטיפול אחראים עצמם את רואים העובדים זו, חלוקה אף על
במיוחד אופיינית זו גיסה עובדים. הם שבו בארגון הניתנים השירותים למסגרת
בהסכם מעוגנת אינה מקפת אחריות נטילת אולם, וקופתחולים. הרווחה לעובדי

1



במתן ולכפילויות אינטרסים לניגודי קורא והדבר המערכת, כלל על המקובל
שירותים.

ע1ל צרכיו בהערכת הוא הארגונים, של ההדדית מהתלות הנובע נוסף, סיבוך
ארגון שום של באפשרותו אין זו מתלות כתוצאה הטיפול. תכנית ובמימוש הקשיש

ביעילות, לתפקד תוכל כזו שמערכת וכדי עצמאי באופן במלואה אחריותו את לממש

תיאום. של רבה במידה צורך יעי

של רבה מידה קיימת הארגונים בין מידע ובהחלפת בתיאום הקשיים למרות

עצמם העובדים של מיוזמתם כתוצאה בעיקר הוא זה תיאום אולם ביניהם. תיאום

רשמיים. הסדרים מכוח ולא אישיים בקשרים ומשימוש

המליצו ארגוניים, שיפורים להשגת דרכים להציע העובדים נתבקשו כאשר

את לחזק היו ההמלצות רוב אולם הארגונים. כל של מלא איחוד על מהם כמה

הסדר ים. י נ וביןארגו רבמקצועיים צוותים באמצעות הקיימים התיאום מנגנוני

צומת". "תכנית בשם , <*7ft יישום בתהליך ונמצא למחקר, בהמשך פותח כבר כזה


