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Abstract

In this paper, social welfare strategies for addressing the needs of
the oldold and the disabled elderly are examined. Following a
discussion of the unique characteristics of the oldold , their
caregivers, and projected trends over time, key policy issues are
addressed.

First, what are the main approaches to family support and their
implications for the design of longterm care strategies? The paper
discusses the link between the different approaches and the choice
between cash and inkind strategy. It also examines the relative costs
of these alternative approaches, their effect on equity considerations,
and their expected impact on the quality of family care and
relationships.

A number of studies have addresssed the impact of providing formal
services to disabled elderly in the community. The research to date
has found that the introduction of formal services does not
substantially reduce the informal care provided. These findings are
analyzed in the light of several methodological and conceptual issues,
namely, variations and difficulties in measuring informal care, the
nature of the service system changes implemented, and the nature of the
populations studied.

The second half of the paper looks at the implications of including
longterm care benefits in social security systems or, alternatively,
in budgetary frameworks. Major structural differences between the two
types of programs are examined: the provision of legallydefined
entitlements versus benefit levels dependent on budget restrictions;
the different dynamics of adjustments in budget levels over time; the
greater involvement of legislative bodies in budget and program
adjustments and the opportunity to appeal to the judicial system in a
social security system; and the role of income tests and copayments in
nonsocial security budgetary frameworks.



A number of indirect consequences of the different systems are also
discussed: the impact of supply constraints on realization of benefit; ;

the attitude toward nontakeup of benefits; criteria for eligibilty
and the number of different levels of support; and the extent of
centralization in eligibility assessement and program administration.

The two systems also utilize different strategies for costcontainment:
social security systems must rely on limiting the level of entitlements
or the size of the eligible population, while budgetary frameworks can
limit the budget, introduce copayments, and introduce discretion in
allocating support. Public policy need not rely on one system
exclusively; rather, longterm care services may be designed through a
twotier strategy which provides, firstly, a universal entitlement, and
secondly, a complementary set of budgetrestricted benefits allocated
on a discretionary basis.
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INTRODUCTION

In this paper we discuss strategies for addressing the needs of the
disabled elderly and the oldold. We shall focus on several key issues:

What are the different approaches to family support and their implications
for the design of longterm care strategies; and how are they linked to
the choice between cash and inkind strategy;

What are the differences between a strategy that integrates these services
within a social security system and one that doesn't;

 What are some of the approaches to costcontainment within systems of
services for the elderly.

First, we present some data with respect to the nature of the problems of
the oldold and some of the differences between the oldold and younger
groups.

UNIQUE CHARACTERISTICS OF THE OLDOLD

A "umber of unique characteristics that have implications for service
planning have been identified in the literature. The differences in some other
characteristics are subject to conflicting influences and the age patterns are
unclear.

High percentage of women. The percentage female may be as high as 70 per
cent among those over age 80 (for example, in Austria, United Kingdom,
and Hong Kong) and is usually over 60 per cent. This percentage generally
rises by 1015 percentage points relative to the 6569 age group.
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High percentage nonmarired among men and women, and a much larger gap in
marriage rates between the sexes. The percentage widowed reaches 60 per
cent among those over age 75 in a number of countries, such as Singapore,
Japan, Poland, Hungary, and Italy. In most other countries it is over 50
per cent. This rate is generally 1520 percentage points higher than the
rate among the total population of those over age 65. In most countries
the percentage widowed has declined or remained constant between the
1970's and the 1980's.

The age gap between husbands and wives is higher due to a cohort effect of
the age gap at marriage.

Lower educational level, also related to a cohort effect.

High prevalence and incidence of bereavement.

Social network may be larger or smaller because there is both an aging and
cohort effect. The aging effect leads to a depletion of the network while
the cohort effect increases the size of the network as older cohorts come
from larger families and had larger families.

Percentage living alone may decrease because while there are fewer spouses
there may not be fewer children (see above), and more elderly move in with
children. Available evidence does suggest however that the percentage
living alone generally increases.

Highest rates of disability in terms of ADL (activities of daily living)
and IADL (instrumental ADL) but implications of disability in IADL may be
mitigated by living arrangements, i.e., if fewer disabled elderly live
alone. Data on disability rates among the aged, and the pattern by age,
are not generally available for most countries. This is particularly true
at the national level. Moreover, there have been few systematic attempts
to compare disability rates across countries. There is also considerable
variance in the way questions on disability are asked in various surveys
that makes comparability all the more difficult. Finally, an important
source of international variation can be the rate of institutionalisation
which can dramatically alter the pattern of disability in the community,
particularly in relation to activities of daily living. (See Habib et al.,
forthcoming, for an illustrative comparison of Israel and Sweden.) Those
few countries for which data are available clearly reveal a rapid increase
in disability rates by age.

Higher prevalence of mobility limitations which contribute to problems of
ADL and IADL, to social isolation, and to limitations on recreational
activities, and which influence access to services.

Highest rates of cognitive impairment which are a contributing factor to
problems in ADL and IADL and may create the need for constant supervision,
as well as cause many behavioral problems that considerably exacerbate the
problems of caregiving.
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Highest rates of acute hospitalisation but declines in the use of some
primary care services and contacts with health professionals. There are a
number of medical conditions that become particularly severe among the
oldold. These include a sharp rise in falls, incontinence, and
polypharmacy giving rise to iatrogenic problems. The WHO Eleven Country
Study (Heikkinen et al., 1983) was one attempt to apply a standard
instrument on across national basis. Full comparability was not achieved
because of variation in the nature of the sample, response rates and
related issues. Still the within country patterns are of interest. The
detailed patterns by age of a range of health indicators are presented and
indicate that the more objective systems tend to rise consistently with age
but subjective evaluation of one's health does not necessarily decline
among the oldest old.

Highest rates of longterm institutionalisation. Not only the prevalence is
high, but also the incidence. Since most of those who enter an institution
are over age 75, it is for this group that the question of preventing
institutionalisation is most relevant. There are some indications that the
increase in rates with age is particularly great for less intensive and
less medicallyoriented sheltered frameworks.

The oldold have lower average incomes even when adjusted for family size
differences. This is related to the general lower rate of accumulation of
pension rights, the inadequacy of linkage arrangements, the secular trend
in real wages and thus absolute pension level of retiring cohorts, and the
treatment of women and widowed women within pension systems.

CHARACTERISTICS OF THE CAREGIVERS OF THE OLDOLD

There are typical changes in the sources of caregiving and characteristics
of caregivers with the age of the elderly.

Decline in the number of spouses as caregivers in relation to children as
caregivers. Possible increase in the role of grandchildren.

 Within each caregiving group (spouses, children), caregivers are older. For
spouses this implies that they are more likely to have health problems
themselves and various functional limitations. For children it may also
imply a higher prevalence of health problems, but on the other hand it
implies that they are less likely to have obligations to other family
members and employment commitments.

 Overall availability of informal support may increase or decrease,
depending on the relative strength of aging and cohort effects in network
size and depending on the impact of changes in the characteristics of the
network on the ability and willingness to provide care.
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TRENDS OVER TIME IN THE STATUS OF THE OLDOLD

Aside from characteristics of the oldold during any particular period and
the differences with the youngold, there are trends over time within the
entire elderly population that can affect the nature of needs and the future
policymaking context. These include:

Declines in average family size.

Higher life expectancy for those with disabilities.

Higher percentage married due to declines in the age gap between husbands
and wives. Another factor in the decline in widowhood rates is the decline
in mortality rates. The decline has been largest for females in most
countries and this has particularly contributed to an increase in the
marriage rate among men.

Trend in agespecific disability and health status is unclear, but there
is some indication that there may be improvements over time.

Some countries have reported that education gaps among the age cohorts may
decline.

There are a number of additional factors that will affect the wellbeing
of the oldold, such as the rise in the labor force participation of
women, declines in smoking rates and more attention to proper nutrition in
successive cohorts. However, these may not affect the agerelated
differences in status.

DIFFERENT APPROACHES TO THE ROLE OF THE FAMILY AND
THE DEBATE ON CASH VS. SERVICES

A major feature that sets apart the discussion of longterm care services
from most other areas of services provision is the fact that informal sources,
primarily the family, are a major alternative to public services. This is
because the family is capable of providing these services  in contrast to a
medical operation or counselling for a delinquent youth. Moreover, the family
has been and remains in most societies the traditional source of the larger
part of such care. At the same time there have been persistent arguments that
families are less willing or capable of fulfilling this role, a trend which is
associated with smaller families, longer periods of disability, and more
potential women carers employed in the labor force. Public policy with respect
to longterm care must therefore address this additional dimension, which goes
beyond the usual questions of universal vs. selective approaches, or legal
entitlements vs. budgetrestricted programs.

A related issue that takes on special significance in light of the
family's role is that of cash vs. inkind benefits. In the context of income
maintenance programs this issue is primarily one of consumer sovereignty,
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freedom of choice, and enabling the client to achieve maximum benefit from a
given public cost. In the context of longterm care benefits the issue is more
complex. As there is confusion in the use of these terms, one needs to
distinguish between three forms of benefits.

Aninkind benefit in which the service is directly provided by the state
or the payment made directly to the provider.

Aninkind benefit in which the payment is made to the elderly but he can
only use the funds for purchase of services.

An unrestricted cash grant.

In this section we address the question of different approaches to family
care. We begin by raising the question: why are we concerned with the family's
role and what are our objectives? We then turn to an analysis of different
approaches to the role of the family and show how they interact with the
question of inkind versus cash benefits. We then turn to the question of the
actual impact of longterm care benefits on the family's role and review the
empirical evidence.

Interest in the family's role can arise from several disparate concerns.
The source of concern is a major factor in determining what is the appropriate
kind of analysis and data that we are interested in with respect to this
relationship. There are those who view family assistance primarily as a means
of reducing public expenditures; there are those who see it as a solution to
the problem of finding suitable and sufficient manpower to provide care; and
there are those who see the provision of assistance by the family as valuable
in and of itself because it is often the most preferable arrangement from the
viewpoint of the elderly and even the family.

An emphasis on the intrinsic value of family support can justify giving
incentives to families to provide care. Such incentives, as in all incentive
systems, would also reach families who would have provided assistance in any
case and so are likely to raise total public costs. However, those who
sufficiently value family care may be willing to bear this additional cost.
Moreover, if our interest is in family support per se, then we may be
concerned about the total level of such support and it may not concern us
whether the family reduces its efforts in producing certain basic care needs
such as personal care and homemaking and the formal system steps in there. On
the other hand, if we are interested in reductions in public budgets, then the
concern needs to be not so much with the total amount of support,' but with
support in specific areas.

APPROACHES TO THE ROLE OF THE FAMILY

It is Possible to classify the approaches to the family into three broad
categories that we have elsewhere referred to as the obligation, willingness
and compensation approaches (Habib, 1985; Habib and Factor, 1988(.
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Obligation principle

According to this principle the family is viewed as obligated to provide
care according to its capacity. This principle emerges from the premise that
the family has a primary responsibility to provide care. Against this
background the justification for supplementary formal support emerges from the
fact that not all elderly have families or have families that are not capable
of providing sufficient support for various reasons. To take this into
consideration, the obligation of the family must be ascertained on the basis
of a professional assessment of the family's capacity  the elderly would then
be entitled to the difference between assessed capacity and need.

The essence of the approach emerges when one considers what is done when a
family is not willing to provide the care it is deemed capable of providing.
What sanctions are to be applied? The obligation approach should lead to a
denial of all or part of the entitlement to formal care. Such stipulations are
not uncommon in other areas of social welfare such as income maintenance. The
most obvious difficulty is that the elderly are penalised for the lack of
family support.

Willingness principle

According to this principle, the state's role is to supplement the
assistance which the family is willing to provide. One of the important roles
of the professional working with the elderly and their families is to help
them define what they are willing and able to do by themselves. However, there
is no intention to impose tasks on the families. According to this approach, a
family which is willing and able to assist the elderly, will be given less
assistance from the state, but the state promises to increase assistance when
the family requires additional help.

Compensation principle

According to this approach, the state provides assistance irrespective of
the family's willingness to support the elderly and the assistance it actually
provides. Obviously, this approach means that cash assistance is given and not
inkind benefits. Only in this way is it possible to provide equal public
assistance to a family which provides the care and to a family which is
interested in formal care. ■This also explains why we chose the name
"compensation" approach  the cash compensates the family for the assistance
it provides. Some proponents of this approach justify it on the basis of
fairness  that a family should not be penalised because it provides
assistance, while others justify it as a way of encouraging families to assist
the elderly.

Beyond these approaches, there is another principle at work which
significantly affects the nature of the public obligation  the degree of
commitment to meet all the elderly person's needs. In the willingness
approach: is the state willing to provide the assistance required to meet all
the elderly person's needs when the family is either unable or unwilling to
provide care? In the compensation approach: Is the state willing to compensate
the family for all the assistance it gives? There are usually constraints in
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public systems with regard to the amount of assistance which have a great deal
of significance with respect to the principles described above. These
constraints introduce an element of coercion because the family must choose
between the provision of assistance to the elderly and the risk that the
elderly's needs will not be met.

In order to illustrate the difference between the willingness and
compensation approaches, we will present an example of three families (see
Table 1). In all three cases, a similar degree of care is required  some 30
hours of assistance per week. The difference among the three cases lies in the
families' willingness to provide assistance: the Levy family is not willing to
help at all; the Hazan family is willing to provide some 20 hours of
assistance; and the Cohen family is willing to provide all the assistance that
is needed. Table 1 presents the amount of public assistance the elderly will
receive under the willingness approach and the compensation approach according
to alternative degrees of public obligation to meet the needs  complete or
partial.

We see that the amount of assistance provided to the elderly is the same
in all three cases under the compensation approach, but changes under the
willingness approach in accordance with the family's willingness. Table 1 also
illustrates the possibility of partial treatment of needs by presenting an
option in which a maximum of 20 hours of assistance per week is allowed
(labeled partial needs). Due to the limits in the amount of assistance, not
all of Mr. Levy's needs will be met unless the family decides to provide the

Table 1. Alternative approaches to provision of formal support

Hours needs or provided per week
Levy Hazan Cohen

Needs 30 30 30
Family willingness 0 20 30

Formal assistance

Willingness approach
Full needs 30 10 0
Partial needs 20 10 q

Compensation approach
Full needs 30 30 30
Partial needs 20 20 20

missing assistance after all. In the cases of Mr. Hazan and Mr. Cohen, this
limitation does not have any effect under the willingness approach, as less
than 20 hours is required in any case. However, in the compensation approach,
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all three families lose. It will not be reflected in unmet needs iir the Hazan
and Cohen cases, but rather in partial compensation to the families for their
assistance.

Given these alternative approaches, we can next consider the question as to
their relative advantages and disadvantages. A full analysis of these
alternatives is beyond the scope of the current paper but we shall briefly
highlight several points of comparison.

COST CONSIDERATIONS

What are likely to be the relative costs of the alternative approaches? It
is often argued that cash payments will encourage family support and therefore
reduce program costs. As we have shown elsewhere, however, (Habib, 1985; Habib
and Factor, 1988), this is only valid on certain strictly defined assumptions.
In brief, necessary but not sufficient conditions for a cash approach to be
less costly are that:

It reduces institutionalisation relatively more than a service approach and
the alternative community care proves less costly.

The family care is compensated at a lower rate than hours of formal
provision.

Moreover, unless there are significant differences in the final
distribution of family care between cash and inkind approaches, cash
approaches can prove more costly.

Very limited evidence is available on these various factors. With respect
to institutionalisation, there is as yet no empirical concensus as to the
impact of service benefits and no evidence with respect to the impact of cash
benefits. Secondly, the evidence is also not very clear with respect to the
degree of takeup of service benefits in programs that offer generous support.
Will most families or only a small subgroup apply for support? Will they all
request the maximum possible amount of care?

Studies of existing homecare services in most countries have shown
considerable variation in the percentage receiving help and the amount of help
received by the elderly at given disability level. Yet, it cannot be said
whether this reflects the nature of demand or the nature of the rationing
process. One finding is that elderly who live with a spouse or with their
children tend to receive much less formal care. A number of demonstration
projects have offered more unlimited homecare. Unfortunately, these studies
have almost exclusively focused on the impact on institutionalisation and do
not generally report on the rates of takeup of the homecare benefits.

One further perspective is existing crossnational variation. Rates of
homecare provision vary between 130 per cent and cannot be explained by
variation in disability rates. The highest rates are found in the Scandinavian
countries, but it is not clear whether they say something about the likely
response to expanded entitlements in general or about norms of family care
specific to Scandinavia. Thus, we cannot at this point reach any conclusion
with respect to the likely takeup of homecare benefits.
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EQUITY CONSIDERATIONS

A second issue is that of the equity implications. The concept of equity
relates to the general stipulation that public programs should treat "equals on
an equal basis". The result is that equals remain equal after public
intervention. A corollary of this approach is that unequals should be treated
differently in proportion to the magnitude of the differences between them.

Equity considerations play a major role in tax systems in which they
provide one basis for a range of special tax exemptions such as work related
expenses, or children. The rationale is that without these exemptions tax rates
will not be applied equally to persons with equal tax capacity.

What equity standards apply in the distribution of public support for
disabled elderly? As noted, one argument that has been made is that a family
that is willing to provide more help should not receive less support or, in
other words, that the amount of support should be independent of the
willingness to provide help. We shall review this claim in the context of a
broader analysis of the equity issue.

The application of basic equity principles to the case of family care would
most directly lead to the stipulation that families with equal capacity for
caring should receive the same support. A system based on assessed obligations
that take capacity into account (obligation principle) does not violate this
equity principle. Systems based on the willingness principle that provide more
support to those equally capable but less willing would violate this equity
role. However, it is equally true that the compensation approach that provides
equal support independent of capacity or willingness violates this principle.
Families with unequal capacity would receive the same support. For example, an
elderly person with no family would receive the same support as an elderly
person with a family living close by that could easily render at least some of
the care. The latter family would be much better off after the public support
than the single elderly person who will have to use all his support to purchase
care.

It is also possible to offer a different interpretation to the appropriate
equity principle. It could be restated as: Equal access to, or assurance of,
public support when desired to those with equal capacity. By this principle a
family that opts to provide support itself is not viewed as being discriminated
against as it has the option of receiving support when it so desires. Indeed
this equity principle would seem to be implicit in many areas of public
intervention. Consider the example of national health insurance. Equally sick
individuals will not necessarily receive equal services as there are patient
specific patterns of demand for health services. Some individuals will frequent
medical services while others are more reluctant to make use of them. Various
Patterns of selfcare are indeed often encouraged by the medical services (e.g.
selfapplication of insulin shots). It is not necessarily felt that these
different patterns of utilisation create inequities or that those with below
average utilisation should be compensated. What is being guaranteed is equal
access when desired.
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Finally, we need to emphasise that the importance of any equity principle
depends on several factors. First of all, it depends upon the extent to which
violations are likely to arise in practice. Thus, for example, if most of the
variations in actual family support reflects variations in capacity, and
differences in willingness account for a small part of the variation, then in
fact the bulk of public support under a willingness approach will be
distributed on the basis of capacity and violations of equity will be minimal.
It is frequently reported that families tend to carry burdens that even exceed
what might be assessed as their capacity. If this is indeed the case, then the
role of a lack of willingness to bear a fair share may be minor. Indeed the
same argument has been made in favor of income maintenance systems that do not
impose workrelated sanctions, i.e. that most people want to work and will
work, even under a noncompulsory regime.

A second element in evaluating the importance of an equity principle is the
importance attached by individuals to its application in a particular context.
Any system of public support involves inequities. Addressing these inequities
almost always involves technical difficulties involved in identifying equals,
in appropriately targeting compensation to them, and in avoiding abuse.
Similarly the fulfillment of equity may conflict with goals of progressivity
and will almost invariably increase the costs of public programs, or conflict
with a desire to avoid undesirable incentive effects on behavior. It is
therefore important to devote resources where they are likely to address equity
concerns that are important to the populations involved.

In this context we can pose the questions: how important is it to families
that those less willing receive more support? Do families expect out of a
concern for equity to be compensated for the care they provide their parents?
If they are assured public supplementary care when they are in need or desire
it, will they really be concerned with either of these aspects?

Even if it were true that families do not want to care or do not view care
as their obligation it does not necessarily follow that they want to be paid
for the care that they do provide. Individuals take upon themselves voluntary
commitments in many areas and payment is not only not expected but may be
viewed as detracting from the meaning of their commitment. In a similar vein
payment could be viewed as somehow altering the significance of the assistance
families may want to extend to their parents out of feelings of kinship or
altruistic motives (Schorr, 1980). The introduction of payment could, from this
perspective, be viewed as the commercialisation of an altruistic bond (see
Titmus, 1971). As Arling and McAuley (1983) note:

"A financial payment system may change family values. Payment for care
formalises the family's obligations and its role in caregiving. Does this
change the nature of care? Do family members feel more accountable and
responsible, or do they become more detached or impersonal, separating
their emotional commitment from their "duties" as paid caregivers?"

In summary, both the willingness and the compensation approach violate the
simple equity notion of public support varying with capacity. The willingness
approach would be most consistent with an interpretation of equity as a
situation in which equal access to care is guaranteed whether or not it is
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actually requested. Moreover, there is no evidence that the extent of
violations of equity that are likely to arise, or the importance attached to
them by individuals, are likely to be significant.

FAMILY RELATIONSHIPS

The different approaches to linking formal and informal support have
implications for the structure of family relationships. This impact has several
dimensions:

 The normative expectations within the family with respect to caring;
 The actual pattern of care exchange provided within families;
 The quality of the care that is provided;
 The overall quality of family relationships as reflected in the absence of

negative manifestations and the existence of positive ones.

We have distinguished between the views that the family bears primary
responsibility, and that the state bears primary responsibility and caring by
family members should be left to individual discretion. Societies tend to
Aiiitr in their emphasis on these principles and there are different viewpoints
within each society. It would seem reasonable to expect that public programs
can mnuence individual norms depending on the ideology implicit in them. The
overall normative stance of a program may influence individual behavior as wen
as individual beliefs. In this section we want to address the more qualitative
aspects of family relationships. How might these be affected by public support
regimes?

The Quality of the care provided by families may be affected by many
factors. Quality of care is often said to have two components: the technical
and skill aspects, and the emotional or tender lovingcare dimension This
second aspect in particular is likely to be sensitive to the burdens and
stresses to which caregivers are subject. Thus enabling a caregiver to reduce
his burden or providing care during critical periods of external strain may
enhance the Quality of the care. Counseling and respite can have similar
Positive effects. By the same token, excessive encouragement of families to
assume burdens they are not prepared to handle may find expression in reduced
Quality and abuse. This is one of the major practical arguments in support of
an approach based on family willingness. Similarly, it is possible that cash
incentives which may increase the supply of care could have deleterious effects
on Quality. The main reason is that by definition the additional hours are
prompted more by feelings of economic gain than other incentives. The family
may thus be induced for economic reasons to overexert itself.

A number of authors have expressed concern along these lines Doty 1986
Schorr, 1980; Kosberg, 1985; Arling and McAuley, 1983. The latter write':

"The use of payments as an incentive presents the danger that families
might take on caregiving for economic gain when other factors such as
their coping skills and their sense of personal obligation, may not be
sufficiently strong to ensure highquality care. Furthermore, even the most
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powerful incentives for family care are unlikely to be of benefit to those
who live alone or who live with nonfamily. On the other hand, the promise
of financial compensation might lead families to continue care beyond a
tolerable level of stress. Informal caregivers may find themselves in a
situation of conflicting motives: Financial factors motivating them to
continue care, and psychological and physical strain undermining their
ability to give quality care or substantially reducing their own quality of
life." (p. 305).

On the other hand, one can also postulate certain positive effects if the
fact of payment enhances the sense of obligation or enables the provider to
release himself from some of the conflicting pressures on his time.

The possibility of misuse of the fact of payment also arises. Families have
an incentive to discourage the use of public services by the eldery parent so
as to receive more in terms of their own compensation. They may or may not
provide all of the promised support. The likelihood of abuse may be relevant
only in a small group of cases. However, it needs to be recognised that the
provision of financial incentives creates additional motivations that otherwise
would not exist.

Finally, there is the general influence of compensation programs on
relationships within the family. This could also be affected by whether the
assistance is provided as a cash grant, or directly to the family as payment
for services. In the case of cash grants the disposition of the funds can
become an issue of dispute between the elderly and the family, especially since
the status of these payments as compensation to the family is ambivalent In
the case of direct payments, conflict may focus on failure to provide services
promised, as mentioned above.

IMPACT OF PROVIDING FORMAL HOMECARE SERVICES
ON INFORMAL SUPPORT NETWORKS

In attempting to measure the impact of formal services on informal care, a
number of conceptual and methodological issues arise:

The measurement of informal care

One may look at the total amount of informalcare .given to the client, or
at specific types of aid. It is possible that informal caregivers may stop
providing specific kinds of services, even if they do not reduce the total help
that they provide. One may focus only on the primary caregiver or assess
program impacts on the total network of caregivers. In addition, it is
important to differentiate among different types of caregivers, particularly
between family and nonfamily supporters. Critical in this regard is whether
socialising is included in the measurement of total care, as it could easily
increase when instrumental aid declines.

Moreover, it is necessary to distinguish between changes in the informal
care at a given point in time, or over time. Thus, if the provision of home
care delays institutionalisation, the family may provide more care over time
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even if it reduces its effort at any point in time. Moreover, an increase in
the number of elderly remaining in the community can increase the total of
family care summed over all families even if each family provides less.

Some research looks only at the existence of an informal caregiver for the
client, while other studies quantify the provision in terms of hours of care or
number of visits. Who is interviewed for the data  client, caregiver, or case
manager  how the tasks are defined, how time is estimated and what is the
length of the recall period may all be critical in interpreting the data.

The nature of the sample population

Various characteristics of the sample population at the starting point
before the intervention began, may prove highly significant in affecting the
impact of the program  especially the extent and type of formal services which
were already available and provided before the program, the extent and type of
informal support which was already received by the elderly, and the extent of
unmet needs.

The nature of the change in the service system

Some programs emphasise a reorganisation of the service delivery system,
often through case management while others emphasise the expansion of available
services. The more significant the increase in service availability, the more
likely that there will be an impact on informal care.

MAIN FINDINGS

A number of studies have addressed the impact of formal services on
informal care, sometimes through crosssectional regression analysis (Greene,
1983; Moscovice et al., 1988), but mainly in the context of demonstration
Projects with randomised experimental or matched pairs quasiexperimental
designs geared to assess the effects of community care programs for disabled
elderly. Most programs involved casemanagement whereby professionals
individually or in a team, assessed the client's needs, formulated an
individualised care plan, and took responsibility for arranging and monitoring
service provision. The main services expanded were homemaker services and
personal care, but other services commonly provided where chore services,
companions, transportation, homedelivered meals, nursing. Some programs also
included adult day care, foster care, escort services, housing improvements,
respite care, medical equipment, mental health counseling, and prescription
drugs (Kemper et al., 1987).

One of the major evaluation studies from which we will especially draw data
in our analysis is the channeling demonstration project which was carried out
by Mathematica Policy Research at ten sites across the United States. It tested
two different interventions: The first, known as "the basic case management
model", tested the premise that difficulties in obtaining appropriate community
care are due mainly to lack of information. This intervention provided
heightened case management for arranging services under the existing system
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with only some slight additional funding. The second intervention, known as
"the financial control model", was similarly based on casemanagement, but in
addition substantially expanded public financing of formal services (Carcagno
and Kemper, 1988). The channelinc program far exceeded all other efforts to
evaluate the impact of community programs, both in terms of the funds invested
in the services, the large number of sites involved, the investment in design
and planning of the interventions, and the extensive evaluation efforts. It
therefore has a significance beyond other demonstration studies.

The rather consistent finding of the research is that the increased
provision of formal services to frail or disabled elderly residing in the
community does not substantially reduce the amount of informal care provided
)Among others: Friis, 1977; Talbott et al., 1982; Brown et al., 1985; Challis
and Davies, 1985, 1986; Department of Health and Rehabilitative Services, 1986;
Moscovice et al., 1988;Chris tianson, 1988; as well as summary review in Kemper
et al., 1987). It has been suggested that the provision of formal services may
cause family members to shift their efforts to other types of aid (Lewis et
al., 1980; Greene, 1983), but these studies used small samples and findings
were not replicated by the experimental demonstration project evaluations.

The San Diego LTC program (Pinkerton and Hill, 1984) and the financial
model channeling demonstration (Christianson, 1988) reported some decrease in
informal help with 1ADL tasks, but there was no decrease found in help with ADL
tasks (the effects found in channeling were statistically significant at the
6month followup but subsequently disappeared). Moreover, where help was
withdrawn, it seems to have occurred mainly among those least closely
associated with the client, namely friends and neighbors, and relatives other'
than spouses or children who do not live with the elderly person. Total number
of visits per week and total number of hours of care from all informal
caregivers were not affected, nor was the amount of help from the primary
caregiver (Christianson, 1988).

Furthermore, when the community care scheme succeeded in preventing
institutionalisation, as in the case of the South Carolina CLTC project (Brown
et al., 1985), then the additional formal services had the effect of even
increasing the amount of informal care provided in the community as a whole
since more clients were receiving informal care. However, most other programs
that were viewed failed to reduce the rate of institutionalisation.

Thus, the research to date has produced no evidence to support the concerns
of policymakers that the introduction of formal services would cause widespread
reductions in the informal care "naturally" provided. These findings are
puzzling. Given the very high prevalence of subjective stress and burden
reported by the caregivers of disabled elderly (Seelback, 1977; Fengler and
Goodrich, 1979; Arling and McAuley, 1983; Sangl, 1983; Doty, 1986), why don't
they choose to benefit from these programs by releasing themselves from care
chores? The absence of any substitution effect suggests that the programs are
failing to perform a respite function (Greene, 1983).

FACTORS WHICH MAY AFFECT THE IMPACT

In the following discussion, we will attempt to shed greater light on this
puzzle by analysing the data in terms of the various conceptual distinctions
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and methodological difficulties outlined in the introduction to this section.
We did not always have access to enough information to evaluate all of these
factors fully, but analysis points us in the direction of a deeper
understanding of the phenomenon at hand.

The existence of unmet needs

We would hypothesise a stronger substitution effect for populations which
had already been receiving an adequate level of care. In general, the sample
populations were characterised as having unmet needs for longterm care before
the intervention began. In the channeling programs, for example, a client had
to be assessed as having at least two unmet needs in ADL or IADL activities at
screening in order to be eligible for participation in the program (Applebaum,
1988). The unmet need criterion could also be met if the screener assessed that
the informal support system was in danger of collapse, indicating imminent
unmet needs, though this was only reported for 6 per cent of the cases.

Eight potential areas of unmet needs were examined in the channeling study:
Dressing, transfer, toileting, bathing, meal preparation, housekeeping,
transportation and medical treatments. At baseline, clients reported an average
of over three unmet needs. Specifically, 68 per cent of the channeling clients
reported unmet needs with housekeeping, 66 per cent with bathing, and 54 per
cent with meals (Applebaum, 1988). Eightyseven per cent of the clients
reported that a stressful life event had occurred during the year prior to
application (Applebaum, 1988) and this may be part of the explanation for the
high level of unmet needs in this population (Applebaum et al., 1988). A number
of other programs also used service need eligibility criteria.

The channeling demonstration found that unmet needs were reduced from an
average of 1.8 in the basic model programs and 1.8 in the financial model
programs to an average of 0.8 for the treatment groups, and 1.0 for the control
groups, at the end of one year although the differences were not always
statistically significant. Moreover, channeling also found increased client
satisfaction with arrangements for housecleaning, meals, laundry and shopping,
and increased confidence that they would receive the care they require
(Applebaum et al., 1988). The Georgia AHS program (reported in Kemper et al.,
1987) also found that in the treatment group more clients responded that they
were getting enough help.

However, even after receiving the services provided by the channeling
programs, unmet needs were still prevalent in the population. For example, at
the 12month followup the treatment groups averaged 0.8 unmet needs (Applebaum
et al., 1988). This, of course, further emphasises the unlikelihood of any
substitution effects. Thus, it seems that formal services went, first and
foremost, to filling the gap between what informal providers could do  and
were already doing  and what was, in fact, needed. Informal caregivers
continued to provide care at previous levels alongside the additional aid, with
the result that unmet needs declined.

The relief of caregiver burden

Although caregivers did not reduce care, an important and recurring outcome
of many programs has been the relief of subjective stress for the caregivers or
relief of some of the disruption in their lives caused by their caring
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responsibilities (GrossAndrews and Zimmer, 1977; Dunlop, 1980; Frankfather at
al., 1981; Challis and Davies, 1985, 1986; Kemper, 1988). The financial model
channeling demonstrations also found that the primary caregivers in the
treatment groups reported greater satisfaction with the care arrangements
(Applebaum, 1988) and both channeling models reported increased caregiver
satisfaction with life, particularly in the financial model. Thus, despite the
continued family care, the provision of formal services nevertheless seems to
serve the function of contributing to the wellbeing of caregivers. When
families are granted outside support, rather than forsaking their caring
duties, they continue them, but with lessened deleterious effects.

The amount of time that can be spent in meeting many care needs is not
strictly defined. For example, the number of times that a person bathes during
the week, or is taken out of the house, can vary extensively. For many of the
caring tasks, particularly housework, one can always find more things to do to
make the person or the living environment more confortable. However, if more
formal help is available, then the family  rather than spend less time in
helping  may perform its role in a more leisurely way. Family members may be
spending the same time, but doing less. Performing tasks on a more leisurely
basis could also contribute to the decline in the sense of burden.

Another important element of burden is the feeling of having sole
responsibility for care, of having to "always be there" when the help is
needed. The provision of formal support may enable the family members much more
flexibility in the timing of their support. Even if they continue to provide
the same amount of support, on the average, they will perhaps reduce their
support at certain times if other exigencies are present.

The extent of informal care provided to the client populations

The extent of informal care provided to the elderly in the studies was
usually considerable. At the sixmonth followup in the channeling study
approximately 85 per cent of the elderly in the community had an informal
caregiver providing care, informal caregivers visited sample members an average
of approximately three times a week; and the elderly received an average of
about 2.5 hours of care per day from the primary caregiver in basic model
channeling and approximately three hours of care per day from the primary
caregiver in the financial model channeling samples (Christianson, 1988). Thus
the lack of impact is not related to the existence of little informal help to
begin with.

Extensive prior service provision

Many of the demonstrations were carried out at locations where case
management and formal inhome services were already available, and even
extensive. For example, at the communities which participated in the channeling
program about two thirds of the population were already receiving formal
services at home (Applebaum, 1988). This proportion of clients receiving
services is far higher than that reported for the sample of frail elderly who
participated in the national longterm care survey: There it was only 34 per
cent, although the proportion receiving informal support was similar to that of
the channeling sample (Applebaum, 1988). The average amount of formal services
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per client was slightly over seven hours of care per week (Applebaum, 1988). As
the researchers of the channeling project wrote:

"It is clear from the control group means that channeling was tested in
environments in which substantial services were already available... That
channeling was added to an environment already characterised by substantial
formal community service use may have reduced channeling's potential to
have a major effect." (Corson et al., 1988, pp. 9495.)

Similarly, in the Community Care Scheme reported by Challis and Davies
(1985, 1986), 72 per cent of the sample were receiving home help before the
program began. Thus, we see that the demonstration evaluations may have been
measuring the effect of an only marginal increase in services. If we assume
that the prior service delivery system allocated services in a rational way, on
the basis of the severity of need and inability of the family to provide care,
then we may also propose that the major substitution effects had probably
already occurred.

The extent of additional formal inhome services provided

When the increase in formal services is not substantial, either in the
amount provided to each client, or in the proportion of clients receiving the
services, than it is less likely that they will substitute for existing care
activities. And, for example, we see that in the basic model channeling
demonstrations the amount of community services provided increased by only
about half a visit a week more than the control group average of 2.2 visits
(Kemper, 1988), an increase of approximately 23 per cent. Eight per cent more
of the treatment group clients received personal care services, 10 per cent
more received help with meal preparation, 12 per cent more received help with
housework and in all 11 per cent more received some form of inhome care
(Christianson, 1988), an increase of about 16 per cent over the percentages of
those receiving care in the control group. Similarly, the program studied by
Challis and Davies (1986) increased home help by only 8 per cent.

The financial model channeling demonstrations expanded formal services
somewhat more significantly. Under this intervention 25 per cent more of the
treatment group received personal care services, 22 per cent more received help
with meal preparation, 24 per cent more received help with housework, 13 per
cent more received aid through general supervision and in all 22 per cent more
received some, form of inhome care. Even more significantly, the number of
visits of formal caregivers increased by two more visits than the control group
average of 2.8 visits a week (Kemper, 1988).

Differential impact on family andnonfamily helpers

The findings emphasise that the informal support network cannot be analysed
without differentiating among the various subgroups. For example, the
channeling financial model found that only friends, neighbors and relatives
other than spouses and children stopped providing care when formal services
were increased. Close family members continued to put in the same effort as
before.
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Norms and roles in family relationships and the symbolic nature of helping
interactions

Within the context of family interactions and norms there are a number of
possible explanations, the strength of which no doubt vary crossculturally.
General societal norms supporting the role of the family which find expression
in a strong sense of filial obligation are still an important factor. Family
members may experience reluctance to leave care in the hands of "strangers" or
a concern that the care may be inadequate or even abusive. Since the period for
which care is required may be seen as not overly extensive, and since in the
case of disabled elderly it generally comes at the end of their life, family
members may be willing to shoulder an even extremely stressful burden for that
time.

Furthermore, we may achieve greater insight from a look at the unique
family dynamics which are formed under these situations: the relations and
mutual expectations which develop, stabilise and even become institutionalised
when a member of the family becomes permanently disabled and in need of care.
Once patterns of interaction and role performance have been established, they
may be difficult to change, and once a family has become accustomed to
providing care for its disabled relative the introduction of additional help
may not change routines which have become set to a considerable degree.

Moreover, for both caregiver and carereceiver, the activity of providing
care has important symbolic meaning in the context of their relationship, made
all the more potent by the occurrence of the need for care during the last
years or months of life. Thus, for example, a man may expect his wife or
daughter to continue to help him bathe and might feel hurt if she stopped; the
wife or daughter, in turn, doesn't want to bear the emotional, or symbolic,
cost of disappointing him.

Timely nature of personal care tasks

The essence of ADL tasks is that they simply MUST be performed by or for
each and every person, and at very specific times, or as close to those times
at possible. People need to get in and out of bed, dress and toilet early in
the morning and late at night, and of course on weekends as well  and these
are times when personal care workers employed from outside the home will
probably not always be able to come. Moreover, ADL tasks must be repeated
frequently over the course of the day, another obvious complication in
attempting to meet personal care needs through the formal service delivery
systems. It is furthermore important to note that many of the caregivers live
together with the elderly receiving care  for example, approximately 60 per
cent of the caregivers in the channeling demonstrations (Christianson, 1988).
Their availability in this way, and especially during the early morning,
evening, and night, makes it hard to replace them.

The accuracy of the measurement tools

The possibility also exists that few statistically significant results were
obtained because the measurement tools utilised were not refined or accurate
enough. The studies mainly collected information on informal caregiving by
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interviewing the caregivers, in person or by telephone, and requesting their
estimate of the amount of time spent providing the various types of aid (often
with a distinction made between help with ADL or IADL tasks). For example. the
channeling questionnaire asked caregivers who do not live with the client how
much time was spent on an average day, and then to estimate the proportion of
days a week that they come to provide it. When caregivers live with their
disabled relative it is particularly difficult for them to accurately estimate
how much of their time is especially devoted to providing care, and though
various questionnaires have attempted to deal with this issue directly,
reliability problems no doubt still exist to a considerable degree. We also
know that people's recall of their activities may not be accurate, especially
when powerful sources of motivational bias may be present, as in this case. It
may be that the "roughness" of these estimates, or any substantial degree of
over or underexageration which may be occurring among respondents in both
groups, is diluting and hiding real differences between the treatment and
control groups.

In sum, we can say that there is no evidence to substantiate a major
impact of public support on informal care. Yet at the same time the evidence to
the contrary is not convincing, particularly since most tests of the hypothesis
would seem to have been carried out in contexts that wereservice rich to begin
with.

Still another type of evidence that can be examined is the variation across
countries. In a forthcoming study comparing Sweden and Israel (Habib et aL,
forthcoming), one finds that not only is formal care much more prevalent in
Sweden, but informal care is also much less prevalent for the basic ADL and
IADL needs. These findings suggest that a process of substitution has taken
place, however, they are not fully conclusive. It could be that the decline in
informal support preceded the rise in formal support rather than the reverse.
Yet this interpretation implies that families would have been prepared to leave
their elderly with extensive unmet needs in the absence of formal assistance.

IMPLICATIONS OF INCLUDING LONGTERM CARE BENEFITS
IN SOCIAL SECURITY FRAMEWORKS

The different approaches to the provision of longterm care presented
earlier in this paper can be implemented in social security or in alternative
frameworks. The inclusion or noninclusion in social security affects a whole
range of design issues that follow from various aspects of social security
systems. We can distinguish two kinds of factors:

 Factors that are directly inherent in the differential structure of social
security and other contexts.

 Factors that are indirect consequences of these structural differences.

We shall briefly review some of the major differences beginning with those
directly inherent in the differential structures.
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ENTITLEMENTS VS. BUDGET RESTRICTED

Social security programs provide entitlements and all those eligible must
be served regardless of budgetary constraints. A budgetrestricted program can
deny support to some of those who are eligible. Yet a budgetrestricted program
can behave like entitlements if supplementary allocations are made. An example
is apparently the Manitoba homecare program.

DYNAMICS OF ADJUSTMENTS IN BUDGET LEVELS OVER TIME

Social security systems provide automatic adjustment of the funding base
for price and wage increases. Moreover, increases in needs are automatically
translated into increased benefits and a budget deficit that requires the
response of the system. By contrast, there are no automatic adjustments in
budgeted frameworks and increases in client needs will be translated into unmet
needs. Unless there is a defined waiting list that is maintained, these needs
may remain invisible. Budgetary adjustments will be more linked to the general
budgetary trend rather than to the specific needs of the clients for the
services, and adjustments will be less ongoing.

INVOLVEMENT OF LEGISLATIVE BODIES IN ADJUSTMENTS
OF THE BUDGET AND THE PROGRAM

As social security operates on the basis of legislation, the legislature
becomes a much more significant player relative to the government bureaucracy.
This, it is sometimes argued, creates an expansionary basis as legislatures are
more sensitive to meeting needs than to budgetary constraints. At the same
time, in some circumstances this could delay programmatic changes that could be
more quickly enacted through bureaucratic channels.

APPEAL TO THE JUDICIAL SYSTEM

The legal status of social security entitlements implies the ability to
append to the judicial system. This has several implications. It grants the
courts a role in the definition and interpretation of the program itself.
Judicial systems have not infrequently introduced significant changes into
social security programs. There seems moreover to be a tendency of judicial
systems to interpret the laws in favor of an expansion of benefits. A second
implication is that the norm of appeal and the utilisation of the appeal
process tends to be much greater within social security systems. The third
implication is eligibility criteria and processes must be designed to be
sufficiently objective and uniform to hold up in a court of law. This creates a
major difference between social security and budgeted frameworks with manifold
implications that we shall address below. Clearly, however, the importance of
this factor depends on the nature of the service. In cases in which the
definition of needs is inherently objective and simple (such as age for oldage
benefits) judicial review will have less of an impact.



Strategies /or addressing the needs of the very old ;97

ROLE OF INCOME TESTS AND USERS CHARGES (ORCO PAYMENTS)

Programs based on contributions are generally seen as inconsistent with
income tests. (When social security systems administer programs with income
tests, they are generally financed out of general revenues). Yet those who
emphasise the social rather than private nature of social insurance sometimes
favor _ income testing. In the same vein, the taxation of social insurance
benefits is not viewed as necessarily inconsistent and represents another form
of income grading.

Copayments are perhaps less inconsistent with social insurance principles.
The issue has hardly been addressed as it does not appear to be relevant to
programs focused on income support. Yet, it is highly relevant to programs
focused on service needs since it is a widespread feature of private, public
and semipublic service insurance programs. However, it would appear that there
would be more reluctance to adopt copayments within social security. The
introduction of copayments is often accompanied by a concern to vary these
rates by income level or at least exclude the lowincome groups. This can again
pose a Problem for social security systems unless the finance of the exemptions
of those with low incomes is from general revenues.

These five basic structural differences lead to a number of further
differences between social security and budgetary frameworks that are indirect
consequences of the structural differences and are of particular relevance with
respect to longterm care services.

IMPACT OF SUPPLY CONSTRAINTS ON TAKEUP OF THE ENTITLEMENT

One of the features that distinguishes service provision from cash benefits
is the role of supply, and not only budgetary constraints, on the provision of
service. The Question is to what extent does the provision of a service
entitlement through social security include the obligation to ensure that the
serv1ce is available. The obligation of private insurance frameworks is
generally limited to providing finance if the service is available and this
also characterises some of the public systems such as Medicare. The nature of
the obligation is more complex in systems in which the insurer and the provider
of services are one and the same (the HMO concept). In such systems there would
seem to be more of an obligation to ensure the supply. At the same time
defining the availability of the service is complex as the question of
legitimate waiting periods for various services must be addressed This issue
becomes particularly acute in the context of legal entitlement under soc1al
security. It is Possible to interpret such an entitlement as pertaining only t0
the possibility of fiance; it is also possible to impose responsibility for
assuring the supply on social security frameworks. Within budgetary frameworks
there is also concern with assuring availability, but there is no question of
obligation on the part of the program.

The Israeli Community LongTerm Care Insurance Law which provides homecare
benefits within social security, had to come to terms with these issues (see
Cohen, 1988; Morginstin and Shamai, 1988). The solution adopted was to define a
maximum delay of three months in making the service available. If it cannot be
Provided within that period, the elderly are to be eligible for an unrestricted



198 Habib and Cohen

cash grant. The entitlement to the grant was further limited by the stipulation ,,

that the elderly live with a family member who can care for him. This reflects
the fact that the grant was considered not only as a way to provide the
entitlement, but was further motivated by a concern to encourage family care in
the absence of formal services.

ATTITUDE TOWARD NONTAKEUP OF BENEFITS

Another distinction between income maintenance and service programs relates
to the attitude towards the takeup of benefits. There is generally a strong
interest in the takeup of those benefits that are not related to the behavior
of the client, such as oldage or child allowances. The evaluation of the
takeup of disability or minimum income benefits that is related to employment
behavior may be more complicated and ambiguous.

The takeup of service benefits is also a matter of concern, particularly
if it is felt that the client is foregoing services that are vital to the
maintenance of his physical or social welfare. Yet at the same time, there is
often a concern with overutilisation of nonessential use of services as is
reflected in an emphasis on constraints on utilisation and on selfcare efforts
to encourage the client and his family to care for themselves and reduce the
use of formal services.

In the area of longterm care, the issue of takeup is of particular
relevance as was made clear in our earlier discussion of the role of the
family. Thus there is generally a strong emphasis in the literature on the
family maintaining its role so as to limit the takeup of publicly offered
services. At the same time, there is also a concern that those families who are
overburdened and face a breakdown of the caregiving capacity be encouraged to
receive services.

Social security frameworks generally have a particular concern for and
emphasis on the takeup of benefits. Thus the inclusion of service
entitlements, and longterm care entitlements in particular, represents a
dilemma for social security systems. Should the same approach to takeup be
applied, or should the family be encouraged to provide care in lieu of the
receipt of public support? Whereas budgetrestricted programs will often be
implemented with a normative emphasis on limiting takeup, social security
programs are likely to encourage takeup. While there is no inherent conflict
between nontakeup of longterm care service benefits and social insurance
principles, there is likely to be the perception of a conflict in a system
permeated with the ethos of ensuring takeup.

A related dimension along which social security systems differ is in the
degree of emphasis on dissemination of information with respect to the
entitlement to benefits. Social security programs will make a major effort at
dissemination and include in this effort recourse to the mass media (TV, radio,
the press). Such efforts will be much more modest within budgetary frameworks.

CRITERIA FOR ELIGIBILITY

In allocating longterm care services it is possible to rely on several
possible considerations: the degree of disability, availability of family help,
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the degree of burden on the family. Such criteria are often applied in
budgetary frameworks. We have shown in an earlier section that even if one
adopts the willingness approach, under conditions of inadequate resources there
will be pressure to use discretion in focusing resources on those most in need
based on the family's situation. A striking example is the Manitoba program
which specifically stipulates that eligibility is contingent on the inability
of the family to provide support.

Within a social security framework it is unlikely that family burden, or
ability to provide support, would be recognised as relevant criteria. Anyone
meeting the disability criteria would be eligible and no discretion with
respect to the urgency of the need for formal care would be permissible. The
implication is that all those with equal disability levels would receive equal
services if they so desire. The reluctance to introduce criteria other than
disability reflects several considerations, including the fact that such
assessments are too subjective and nonuniform to be supportable in a court of
law. (In the case of the Israeli law, living alone also influences eligibility
though the amount of formal support allocated particularly in the area of
homemaking).

In budgetary frameworks, the degree of service that one is eligible for
generally varies continuously with the degree of disability. Here too social
security frameworks tend to differ and generally prefer a finite number of
levels of support in the interest of administrative simplicity and uniformity.
As a result individuals with different levels of need will receive the same
support.

DECENTRALISED VS. CENTRALISED
ADMINISTRATION AND ASSESSMENT

Social security frameworks tend to have a strong emphasis on a more
centralised administration as a way of assuring uniformity in assessments. More
centralised administration means that there are fewer personnel involved in
assessments so that it is easier to train the personnel and monitor uniformity.

By contrast. in the implementation of longterm care programs there tends
to be a trend toward more decentralisation, with frontline professionals
responsible for authorising services. The Kent Community Care Project is a
striking example. The major rationale is the close and ongoing knowledge of the
client which can facilitate better assessments and care planning. However, the
implication is that large numbers of professionals at the neighborhood level
are involved in service authorisation and maintaining uniformity is much more
difficult. In the case of the Israeli Law there was also a concern that the
front line professional with an ongoing relationship with the client would be
more prone to be too liberal in his assessments. In the case of a service
rather than cash approach to longterm care services, the issue is even more
complex as there are two phases to the assessment process: the determination of
disability level and the determination of the specific basket of services to be
authorised. The latter may particularly warrant a more decentralised approach,
as it is inherently nonuniform and basically reflects the wishes of the client
and his family.
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APPROACHES TO COST CONTAINMENT, APPROACHES
TO THE FAMILY AND THE INCLUSION OF LONGTERM
CARE IN SOCIAL SECURITY: A SYNTHESIS

One general implication of our earlier analysis is that the cost
differences between service and cash approaches will depend on the degree of
takeup of service benefits. The evidence on this point is rather scattered and
ambivalent as we have noted. Yet we would expect that in general takeup will
be greater when implemented within a social security system. This stems from a
number of earlier cited factors: The normative emphasis on takeup, the active
dissemination policy, the absence of stigma associated with alternative
frameworks, the sense of having paid for the benefits and having an earned
right that should be realised.

This hypothesis is borne out by the recent experience of the Israeli
Community LongTerm Care Insurance Law which primarily providesin kind home
care benefits. The takeup of benefits has exceeded the estimates of the
population with disability levels sufficient to meet the eligibility criteria.
Thus takeup is viewed as being almost universal. Moreover, the number of
applicants has been more than twice the number that have been deemed eligible 
a further indication of the large response to the program. The implication is
that the difference between cash and service approaches in terms of costs is
likely to be small, if any, within social security. The one remaining source of
cost advantage to a service approach, about which we do not have evidence, is
the possible impact of a cash offer on the efforts of clients to overstate
their disability levels.

In interpreting the Israeli experience, however, there are three factors
that should be kept in mind. The first is that the original level of service
provision was very low, and the second is that the law offers limited support.
Taken together, these factors suggest that the likelihood of extensive takeup
of the benefits will be high. If benefit levels were to be further expanded,
the takeup rate might be lower. A third factor is that the basket of
entitlements also includes diapers for the incontinent. Anyone in need of these
aides could be expected to takeup the benefits and this may have increased the
overall response to the Law.

If indeed a servicebased strategy does not limit demand and there is not a
budgetary constraint, then social security based systems will tend to rely on
limiting the hours of care or the eligible population to contain costs. It
would also be possible to impose some kind of copaymeott or to adopt a policy
of actively encouraging applicants to exhaust the opportunities for family
support before utilising the benefits. But as we have noted, these
possibilities are less likely to be adopted in social security contexts.

Within budgetary frameworks there are a wide range of options for limiting
costs. The most obvious is, of course, the budget itself. Moreover, natural
reluctance to receive services may find greater expression in a budgetary
framework, particularly when combined with a possibly greater stigma. In
budgetary frameworks it is possible to actively encourage families to meet care
needs on their own and to introduce copayments. Finally, providers can be
allowed to use discretion based on family capacity and family burden in
allocating support. It is therefore not as necessary to fall back on
restrictions of eligibility as the means of containing costs.
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Thus, as in many areas of social policy, there are different tradeoffs and
choices associated with the decision as to what we include within a social
insurance entitlement based framework, and what we provide within budget
restricted frameworks. The choice is likely to be between more limited benefit
levels widely utilised, and more generous benefit levels utilised by a smaller
group. The choice is likely to involve a more uniform and nondiscretionary
basis for allocating benefits versus a less uniform, more discretionary
allocation of benefits that attempts however to use a more complex concept of
relative social need reflecting factors such as family capacity and burden.

In light of these realities, it may be that the finance of longterm care
services in social security should be viewed as a complement, rather than as an
alternative to budget restricted programs. The most meaningful question may be
whether a social security based program should be a significant component in a
complex overall strategy that uses different instruments to balance competing
objectives and concerns. As in other areas, we may need to think of atwo tier
strategy:

Tier 1: A universal entitlement to linked support;
Tier 2: A complementary set of budget restricted benefits allocated on a

discretionary basis and with potentially high levels of support. The first tier
could be provided on a cash or service basis with the expected difference less
in terms of costs than in terms of the likelihood that the funds would be used
to address the needs of the elderly person in an effective way.

Indeed, it appears that a twotier strategy has developed in most countries
with cash attendance benefits existing alongside home care programs within the
health and social services. The problem is that entitlements and benefits have
generally not been woven into an overall comprehensive strategy, and hardly any
attempt has been made to coordinate between them. Indeed, the major
disadvantage of this mixed strategy is the difficulty in creating coordination
between programs operated in different administrative contexts at both the
policymaking and field implementation levels. The ability to coordinate
existing systems and those that we create remains a major issue that must
affect our policy choices. It should be addressed in advance rather than as an
afterthought. The twotier approach needs to compete with the alternative
approach of providing a single source of all homecare finance with high levels
of potential individual benefits but a strict budgetary cap.

We conclude with a few general remarks on the overall ability to finance
the present and future needs of the oldold. In the discussion of the nature of
the problem and of ways to address it, we have not had available the answer to
one essential question: What would be the total cost of financing the needs of
the disabled elderly through public resources? Without such an estimate it is
difficult to assess the ultimate dimensions of the problem we may face. This,
therefore, should be a focus of further research.

Moreover, our general evaluation of the implications of aging has tended to
be too onesided and a more balanced view is just beginning to emerge. We shall
conclude by briefly mentioning some of the components of a reevaluation (see
Habib, 1984, for a review).

 There has been an overemphasis on the oldage dependency ratio and a
failure to recognise the favorable, or at least much less negative, trend
in the total dependency ratio.
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Projections of the actual expenditure implications of future aging predict
relatively modest increases.

The burden of care can be radically altered by even modest increases in the
retirement age.

Several countries such as Sweden have already successfully come to terms
with large aged populations while maintaining particularly generous
benefits to the elderly.

The aging process is associated with lower population growth and thus major
savings in the investment required to maintain per capita output in the
health and social services and in the economy as a whole.

Any longterm improvement in growth rates and unemployment will also
significantly expand our ability to deal with the implications of aging as
indeed we dealt with the rapid aging that took place in the last forty
years.

We need to face the future with a hard view, not only of what are the
changing constraints, but also of what are the continuing and new
possibilities.
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קשישים ושל ישישים של צרכיהם עם לר,תמודדות איסטרטגיווו נבדקות זו בעבודה
אח ומציג תומכיהם, ואת הישישים את המייחדים כמאפיינים דן המאמר מוגבלים.
מדיניות סוגיות למספר המאמר מתייחס כן כמו זמן. עלפני החזויות המגמות

ההשלכות ומהן המשפחתית התמיכה לנושא העיקריות הגישות מהן ראשית, מרכזיות.
השונות הגישות שביו הקשר גם נרון ממושך? לטיפול האיסטרטגיות עיצוב לגבי

היחסיות העלויות נבדקות בנוסף, בעין. לתשלום במזומן תשלום בין הבחירה לבין
הצפויות והשלכותיהן השיוויון, נושא על השפעתן וכן אלה, חלופיות גישות של

המשפחה. בתוך היחסים מערכת ועל המשפחתי הטיפול איכות על

מוגבלים לקשישים פורמליים שירותים הספקת של ההשפעות את בדקו מחקרים מספר
שירותים שמתן בטענה התומכות הוכחות כל המחקרים העלו לא היום, עד כקהילה.
של ניתוח מובא הבלחיפורמלי. הטיפול במידת משמעותי לצמצום גורם פורמליים

שונויות כגון שונות, ומושגיות מתודולוגיות סוגיות לאור הללו הממצאים
השירותים, במערכת שנערכו השינויים מהות הלאפורמלי, הטיפול במרידת וקשיים

שנחקרו. האוכלוסיות ואופי

ממושך לטיפול ההטבות הכללת של ההשלכות נבדקות העבודה של השני בחלקה
ההבדלים נבדקים תקציביות. כמסגרות לחלופין, או, הלאומי, הביטוח במערכות
המעוגנות זכאויות הספקת הללו: התוכניות סוגי שני בין העיקריים המכניים

גובה התאמת של השונות הדינמיקות תקציב; במגבלות התלויות הטבות לעומת בחוק
התקציב בקביעת תחיקתיים גורמים של מעורבותם הרחבת זמן; פני על התקציב
הביטוח מערכת במסגרת המשפטית המערכת בפני לערער והאפשרות והתכניות,

שאינן תקציביות במסגרות בתשלום והשתתפות הכנסה מבחני של ומקומם הלאומי;
הלאומי. בביטוח קשורות

של ההשפעה השונות: המערכות מן הנובעות עקיפות חןצאות מספר נדונות כנוסף,
קריטריונים ההטבות; איניצול כלפי עמדות ההסבות; מימוש על האספקה מגבלות

הריכוזיות מידת ולבסוף השונות; התמיכה רמות של ומספרן זכאות לקביעת
התכניות. ובניהול הזכאות כהערכות

ביטוח מערכות הוצאות: לריסון שונות כאיסטרטגיות גם משתמשות השיטות שתי
ואילו הזכאית, האוכלוסייה גודל את או הזכאות רמת את להגביל נאלצות לאומי

הנזקקים של השתתפות להנהיג התקציב, את להגביל יכולות תקציביות מסגרות
שהמדיניות צורך אין התמיכה. הקצאת כעת דעת בשיקול ולהשתמש כתשלום,



יי *,

שירותי את לתכנן ניתן להפך, ויחידה; אחת מערכת על ורק אך תתבסס הציבורית
זכאות מספקת ראשית אשר דושכבחית, איסטרטגיה באמצעות הממושך הטיפול
אשר מוגבלותחקציב, הטבות של משלימה מערכת מציעה  ושנית אוניברסלית

דעת. שיקול לפי מוקצות
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