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SUMMARY

The demand for home-based long-term care Is expected to grow as our population 

ages. This thesis aimed to address current knowledge deficits related to the 

distribution and determinants of home-based social care utilisation In older adults In 

Ireland. Three interrelated studies, cross-sectional in design, were conducted using 

data from two population based ageing studies; the Survey of Health Ageing and 

Retirement in Europe (SHARE) and The Irish Longitudinal Study on Ageing (TILDA). 

The behavioural model of health services use provided the conceptual framework for 

the research (Aday and Andersen, 1974).

The first study, based on SHARE data, compared the utilisation of home care In the 

disabled population across 13 European countries including Ireland. The prevalence 

of disability, defined as a difficulty with an Activity of Daily Living (ADL) or an 

Instrumental Activity of Daily Living (lADL) was 20% in those aged 50 years and over. 

The disability prevalence In Ireland was above the European average in the younger 

age group (50-64 years) but was close to the average in those aged 65 years and 

over. Of those with a disability, 62% received home care of some kind, 54% received 

informal care from unpaid family or friends and 27% received formal care from paid or 

professional carers. While informal care was the dominant component of total care 

utilised, large variation was found in the balance between formal and Informal care 

across participating countries. Formal care utilisation in Ireland was slightly below the 

European average. Need factors were the most significant predictors of both formal 

and Informal home care across Europe. This study provided a broad overview of 

home care utilisation in the disabled population. It highlighted the need to examine 

different population, welfare and care contexts to explain differences between 

countries in relation to home-based long-term care utilisation.

The different population, welfare and care contexts in Ireland and Sweden set the 

scene for the second study, which compared the utilisation of publicly financed formal 

home care in these two countries, based on data from SHARE. Publicly financed 

formal care was utilised by similar proportions of older people (age 65 years and



over) in both countries. The utilisation of personal and or nursing care was found to 

be significantly higher in Ireland compared to Sweden, whereas domestic care 

utilisation was similar in both countries. Domestic help was the dominant component 

of publicly provided home care in Ireland. The findings were surprising given the 

extensive history of formal care provision in Sweden and the high level of expenditure 

on long-term care for older people in that country. The findings may be explained by 

the recent retrenchment of services in Sweden and system differences which include 

quality standards, regulation and alternative community based support services.

The third study, based on TILDA data, focused in-depth on the distribution and 

determinants of formal home care in Ireland. This study found that home help and or 

personal care was utilised by 8.3% of those aged 65 years and over. The strongest 

determinant of home care utilisation was self-reported disability, followed by older age 

and living alone. Although disability was the strongest determinant of home care, 

almost half of those utilising home help and or personal care were found not to have a 

self-reported disability. Other predisposing, enabling and need factors associated with 

home care utilisation were found in the non-disabled group. This suggests that 

assessment criteria used in targeting home care in Ireland are broad.

These three studies contribute to our understanding of the nature, composition and 

determinants of home-based social care for older people in Ireland. The large size of 

the informal care sector and the interrelationship between informal and formal care 

utilisation warrant an integrated support structure for informal carers and 

management of the interrelationship between informal and formal care. Standardised 

assessment procedures are recommended across all long-term care sectors in order 

to monitor service use, and to demonstrate the link between the needs of older 

people and their informal carers and the type and intensity of service provided. The 

major determinants of formal care utilisation identified in this thesis, disability, older 

age and living alone, require further investigation to determine their impact on 

demand for formal care and to identify potential interventions which may reduce the 

demand for formal home-based care in the future.
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Introduction C hapter 1

1.1 Introduction

Population ageing will create many social and economic challenges in the years 

ahead. An increase in demand for care for older people will occur as our population 

ages. Responding to this challenge requires a multifaceted response incorporating a 

wide spectrum of long-term care options. This thesis is focused on long-term care 

provided in the home. The supply of family carers is expected to diminish in the 

future, therefore increasing the demand for home care services provided by 

professional or paid carers. In order to address this increase in demand, current 

patterns of service utilisation must be examined and considered within the wider 

context of long-term care. This chapter provides the rationale for undertaking an 

investigation of this topic area and places the subject of investigation into the wider 

ageing and long-term care context. This is followed by the aims and objectives of the 

component studies and an outline of the chapters which make up this thesis.

1.2 Background

The European block of countries is ageing rapidly due to a combination of widespread 

fertility decline, large cohorts entering older age and an increase in life expectancy. 

The most recent census of population in Ireland revealed that 12% of the Irish 

population is now aged 65 years and older, an increase of 1% since the previous 

census in 2006 (Central Statistics Office, 2011b). Ireland has the lowest proportion of 

older people among EU countries, with the EU 27 average at 17.4% (Eurostat, 2011) 

It is projected that the population aged 65 years and over in Ireland will increase from 

462,000 in 2006 to 1.4 million in 2041 based on a range of fertility, mortality, migration 

and labour force projections (Central Statistics Office, 2008c). A larger increase is 

expected in those aged 85 years and over. This group is expected to increase from 

1.1% of the population in 2006 to between 3.6 and 5% of the population by 2041. This 

reflects an increase in absolute numbers from 47,800 in 2006 to between 248,200 

and 258,000 by 2041. This growth in absolute numbers of older people, especially the 

very old will have a significant impact on all sectors in our society. Ageing research 

plays a key role in developing our understanding of the implications of an ageing 

population in the future.
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Introduction C hapter 1

In the past the focus of research on ageing has been dominated by the gerontological 

literature with a focus on health and social care. Although these issues are important, 

the debates and focus of research on ageing have expanded well beyond these 

issues to incorporate a wide range of multidisciplinary research which aims to 

positively focus on the global ageing population and to ensure that our societies are 

sufficiently age attuned for the future. The broad economic implications of population 

ageing have been the cause of some concern, especially in relation to increasing age 

dependency ratios. The view of an ageing society as a burden has been termed 

apocalyptic demography (Martin et al., 2009 ). An alternative view highlights the need 

to view population ageing in a more positive light and view increasing longevity as a 

cause for celebration (Lloyd-Sherlock et al., 2012).

Where ageing has been taking place gradually public policy has had time to adapt to 

the increasing age of the population in an incremental fashion. The pace of ageing in 

some countries has been relatively slow, happening over a long number of years 

compared to the rapid pace of ageing currently taking place in countries such as 

Brazil and Mexico (Jackson et al., 2010). Preparedness for an ageing population 

therefore varies considerably across the globe. The Global Aging Preparedness index 

(GAP) has been used to compare the progress countries (developed and developing) 

have made across a range of indicators in order to prepare for global ageing (Jackson 

et al., 2010). The GAP index identifies a range of strategies which can be adopted to 

prepare for an ageing population. The fiscal sustainability component of the index 

tracks the burden that public spending on older people (defined as aged 60 years and 

over) will have on younger people. The income adequacy component of the index 

tracks the standard of living of older people relative to younger cohorts. Expenditure 

on and consumption of long-term care by older people is just one component of this 

broad ranging Index. Older people are identified as consuming ten times more long

term care than younger people with the result that many countries have already 

started to cut back on benefits in this category (Jackson et al., 2010).

3



Introduction Chapter 1

The dominant approach to ageing research in recent years is a developmental 

approach which focuses on the engagement of older people in the economic and 

social fabric of society. The second world assembly on ageing which took place in 

Madrid in 2002 was instrumental in shifting the focus of ageing from a welfare 

approach to a developmental approach (United Nations, 2002). Ireland was one of 

156 countries which signed up to The Madrid International Action Plan on Ageing 

(MIPAA). Ireland has yet to implement the action plan despite earlier progress and 

widespread consultation towards developing a positive ageing strategy in 2009-2010. 

However, the current programme for government in Ireland includes a commitment to 

complete and implement the National Positive Ageing strategy in order to enable 

older people in Ireland to live independent full lives (Fine Gael and Labour, 2011). 

The importance of providing enabling and supportive environments for older people is 

one of the three key priority areas under MIPAA. The action plan recognises the 

central role of care givers and the importance of supporting their role. It recognises 

the importance of planning care services in the context of an increasing older 

population and providing quality care to older people.

The majority of older people will live independently as they age. A small minority will 

require long-term care, either at home or in a residential facility. Publicly provided 

long-term care services for older people have historically developed in an incremental 

fashion, beginning with the development of residential care. This was followed by the 

provision of social support in the home and more recently home-based health care. A 

shift has been underway internationally, to provide an increasing proportion of 

services to older people in their homes, in response to the stated preference of older 

people to remain living in their own homes and in an effort to reduce the costs 

associated with long-term residential care and acute care. Home care is increasingly 

viewed as the most appropriate option for providing health and social care for many 

conditions that are associated with older age, disability and chronic diseases. It is 

therefore likely to become an integral part of health systems development in the years 

ahead.

4
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It is estimated that approximately 80% of home care provided to older people is 

provided by unpaid family and friends (OECD, 2005). This type of care is referred to 

as informal care. Home care provided by professional or paid carers is referred to as 

formal care and forms a much smaller component of total home care.

This thesis arose from an interest in why some older people with extensive care 

needs remain “under the radar” of formal health and social care services. 

Occasionally, as a result of opportunistic contact within the community, these 

individuals become known to the health and social care services. Others become 

known to the services only when a health or social care crisis occurs. This led to the 

current enquiry into how formal home-based social care services are distributed and 

what individual characteristics determine service utilisation.

The patterns and determinants of home care utilisation by older people in Ireland are 

unknown at a population level. Information regarding the numbers in receipt of formal 

care has been limited to health service estimates and regional population studies of 

health and social care utilisation (O'Hanlon et al., 2005, Garavan et al., 2001). The 

determinants of home care utilisation in Ireland have not previously been examined 

due to sample size constraints in previous studies.

This investigation is important from a health services perspective in that it provides, 

for the first time, empirical evidence of the distribution and determinants of home care 

from both an Irish and a comparative perspective using population based data. The 

results provide an initial basis for understanding how well formal home care services 

in Ireland are targeted and a baseline for monitoring implementation of policy in 

relation to formal home care utilisation in the future. It is anticipated that this 

information will be used to stimulate the debate about the distribution and targeting of 

the home care resource and to inform policy and practice in relation to the 

organisation and delivery of home care services.
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1.3 Aim and objectives

The overall aim of this thesis was to investigate the distribution of home care 

utilisation in a population of community living older adults and to identify the 

determinants of home care utilisation. Two approaches were taken to achieve the 

overall aim: a comparative approach and an in-depth focus on Ireland. Ethical 

approval for the studies was obtained from the Health Policy and Management/Centre 

for Global Health Research Ethics Committee at Trinity College (Appendix A).

The research was facilitated by the availability of two rich data sources which 

provided the platform for this thesis. The comparative studies utilised data from the 

Survey of Health Ageing and Retirement in Europe (SHARE). The SHARE project is a 

multidisciplinary study of the health, social and economic situation of adults over 50 

years across continental Europe. SHARE was modelled on the Health and 

Retirement Study (HRS) in the United States and the English Longitudinal Study on 

Ageing (ELSA). The baseline for this longitudinal survey was conducted in 2004-2005 

across 11 countries including Austria, Belgium, Denmark, France, Germany, Greece, 

Italy, The Netherlands, Spain, Sweden and Switzerland. The second wave of data 

was collected between 2006 and 2007 across the original 11 countries plus three new 

countries to the project, Ireland, Poland and the Czech Republic. Data from the 

second wave are analysed in the studies presented in this thesis. The third wave of 

the SHARE collected data on the life histories of the respondents. Standardisation of 

the SHARE survey methodology, data collection instruments and procedures across 

participating countries has enabled comparative research to be conducted on a range 

of issues including home care.

The in-depth focus on Ireland is achieved through utilisation of data from the first 

wave of the Irish Longitudinal Study on Ageing (TILDA). TILDA is a multidisciplinary 

study incorporating information on the health, social and economic situation of a 

nationally representative sample of adults aged 50 years and older along with their 

partners/spouses. Similar to the SHARE study, TILDA was designed to maximize 

comparability with other well-established international longitudinal studies including
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SHARE, the Health and Retirement Survey (HRS) in the US and the English 

Longitudinal Study on Ageing (ELSA). TILDA has provided a comprehensive dataset 

for in-depth Investigation of the lives of older people in Ireland for the first time.

Three cross-sectional, interrelated studies make up the body of the work, (Figure 1) 

each study examines the topic from a different perspective. The first study provides a 

broad international context within which to view the distribution and determinants of 

home care in those with a disability. In the second study, Ireland is compared to 

Sweden in relation to publicly financed home care. Sweden was chosen for this 

comparison as a result of large differences between the home care policy context in 

both countries and due to its ageing population and well developed social care 

system compared to Ireland’s relatively young population and underdeveloped care 

system. The final study examined the distribution and determinants of home care 

utilisation by older adults in Ireland. This complete body of work provides a unique 

insight into home care utilisation by older people in Ireland in a comparative as well 

as an in-depth perspective.
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The specific objectives of each study are as follows.

Study 1

A cross-European comparative study of the relationship between disability and the

utilisation of formal and informal home care by older people.

Objectives

• To estimate the prevalence of disability in community living older adults across 

thirteen European countries

• To examine the relationship between disability and the utilisation of formal and 

informal home care

• To identify the determinants of home care utilisation in older adults with a 

disability

Study 2

A comparative study of the utilisation of publicly financed formal home care by older

adults in Ireland and Sweden.

Objectives

• To compare the utilisation of publicly financed home care between older adults 

in Ireland and Sweden in the context of different welfare and care regimes

• To examine the differences in volume and intensity of publicly financed 

personal/nursing and domestic care services utilised in both Ireland and 

Sweden

• To establish the individual characteristics which determine the receipt of 

publicly financed personal/nursing and domestic care services in each country
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Study 3

A study of the distribution and determinants of formal home care utilisation in 

community living older adults in Ireland.

Objectives

• To provide population based estimates of the utilisation of home-based social 

care in older Irish adults

• To identify the determinants of those in receipt of formal domestic and or 

personal care at home

• To investigate the relationship between disability and home care in an Irish 

context
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How is home care 
utilised and what 

determines utilisation in 
community living older 

adults?

Survey of Health Ageing 
and Retirement in 
Europe (SHARE) 

2006-2007

j:
Study 1: Disability and home 

care utilisation among 
community living older 
people: comparisons 

across Europe 
n=30,972

1
Study 2: The utilisation of 

publicly financed home 
care by community living 

older adults: a comparative 
study of Ireland and Sweden: 

Ireland n=482, 
Sweden n=1400  

Total n=1882

The Irish Longitudinal 
Study on Ageing 

(TILDA) 
2009-2011

Study 3: Distribution and 
determinants of home care 

utilisation in community living 
older adults in Ireland 

n=8178

Figure 1 Overview of the thesis projects
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1.4 Thesis outline

This thesis is divided into six chapters including this introduction. In Chapter 2 a 

review of the substantive literature on home care is carried out. Home care is placed 

in the context of long-term care as a whole, the international and Irish context are 

reviewed and factors impacting on the future demand for home-based long-term care 

in Ireland are discussed.

Chapter 3 focuses on the theoretical orientation of the thesis which is based on 

Andersen and Newman’s behavioural model of health service utilisation.

Chapter 4 provides an introduction to the two studies based on the SHARE project 

including a common SHARE methodology section. Both the comparative European 

study and the Swedish-lrish comparison are reported on and discussed in Chapter 4.

Chapter 5 examines the distribution and determinants of formal home-based care in 

Ireland based on the TILDA project.

The thesis is summarised in Chapter 6. The results of the three studies raise a 

number of policy challenges. Recommendations for policy and implications for future 

research are identified in this final chapter.
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CHAPTER 2. LITERATURE REVIEW
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2.1 Introduction

This chapter provides an overview of the literature relating to the home care of older 

people. The chapter begins by locating home-based social care for older people in 

the wider context of long-term care. This includes a review of residential care and the 

tension at the interface between home-based and residential care related to the most 

appropriate location for the care of older people with varying levels of dependency. 

The focus then shifts to home care provision and the interrelationship between the 

different providers of home care. The funding of long-term care and mechanisms 

employed to develop sustainable funding in the future are discussed. The 

responsibility that Government or families take for the provision of home care for older 

people varies widely across countries. Typologies of welfare and care regimes are 

discussed in an international context. The final sections of the literature review focus 

on the current policy and structure of home care services in Ireland and the factors 

which impact on future demand for home care services.

The literature review on home-based social care for older people involved a review of 

papers in peer reviewed journals, books and book chapters, policy documents, OECD 

and Irish Government reports. Literature searches were performed in MEDLINE, 

PUBMED, CINAHL, Scopus, Web of Science and Web of Knowledge. Key phrases 

used were “home care”, "home-based care”, “domiciliary care” “social care”, “social 

services”, “support services”, “community care”, “personal care”, “home help” and 

“domestic help”. These were combined with terms referring to older people including 

“older people”, “older adults”, “seniors”, “elders”, “elderly”, “old old” and “aged”. A 

wider search of the literature was conducted using terms such as “community health 

services”, “community social services”, “health service utilisation” in combination with 

the key terms for older people above. Abstracts were screened for relevance with a 

focus on community dwelling older adults. References lists were screened to identify 

further literature of relevance. Several separate literatures intersected in relation to 

this topic. These included literature with a focus on the type of care provided and the 

providers of care, the recipients of care, the financing of care, legislative aspects of
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care, the social policy context, the labour market context and a feminist literature on 

the role of women in care was also identified.

2.2 Long-term care for older people
Exploring the literature on long-term care for older people raises many definitional 

issues, the first of which is how to define old. Differences exist in relation to how the 

term “older people" is defined and there is no common agreement on when a person 

becomes old. This is not surprising given the wide variation in life expectancy within 

and between countries throughout the world. The conventional definition of old age 

uses chronological age, with the age of 65 years forming the usual lower bound. This 

is associated with the cut-off point for pension rights and is widely acknowledged as 

an arbitrary point which obscures physiological, psychological and social diversity in 

older people (Bowling et al., 2005). Older people form a large and heterogeneous 

group which has led to further differentiation and classification of old age into “young 

old” (65-74 yrs), “old” (75-84yrs) and “old old” or “very old” (85+ yrs) (Bayer, 2011, 

Armi et al., 2008, Mac Auley, 2007, Robine et al., 2007). Despite reservations about 

categorisation on the basis of chronological age, research on ageing has continued to 

use chronological age for comparative purposes in the absence of an agreed 

alternative form of categorisation.

As individual’s age, the need for care is influenced by a combination of factors 

including a change in functional and cognitive ability and the interaction with the 

environment. Environmental changes may also impact on the type of care required, 

for example the loss of an informal carer may impact on the need for formal care. The 

ability to predict the need for long-term care and the type of care required is 

complicated by the fact that changes in functional capacity and the ability of the 

individual to cope within their environment vary widely (World Health Organization, 

2000). Long-term care therefore brings together a range of health and social services 

that are tailored to meet the needs of people who rely, for an extended period of time, 

on the help of others for basic activities of daily living due to chronic disease or other 

causes of disability, including dementia and other mental health reasons (Marin et al., 

2009). Long-term care is an integral component of the health and social care system.
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The goal of long-term care is to ensure that an individual who is not fully capable of 

self-care can maintain the best possible quality of life, with the greatest possible 

degree of independence, autonomy, participation, personal fulfilment and human 

dignity (World Health Organization, 2000). A continuum of long-term care exists with 

residential care on one end of the spectrum and home-based care on the opposite 

end, with various forms of supportive and sheltered accommodation in between the 

two.

2.2.1 Residential care

Residential long-term care is defined as the provision of care to three or more 

unrelated individuals at the same location. Care services are available 24 hours per 

day and the institutional setting is considered the usual residence of the older person. 

Residential care does not include short-term stays such as respite care. In OECD 

countries in the late 1990s, the share of the population over 65 years in residential 

care ranged from a low of 2.9% in Spain to 8.8% in the Netherlands, the proportion in 

Ireland was 5% (Jacobzone, 1999). By 2006, the Irish census revealed that this 

proportion had risen to 5.5% (Central Statistics Office, 2007a). More recently the 

proportion of older people in residential care in Ireland has fallen to 4.7% of those 

over 65 years (N=22,000) (Department of Health and Children, 2008). This is in line 

with a Government target of 4% residential care occupancy for those over 65 years 

by 2016 (Department of Health and Children, 2010a). However, the Mercer Report 

(2002) estimated that the proportion of older people in long-term residential care in 

Ireland would increase to 5.4% by 2051. This was based on the projected increase in 

the older population and the assumption that the age-related probability of entering 

residential care would remain static into the future.

There is an increasing trend towards an older age profile in residential care with more 

that 65% of residents over the age of 80 years (Department of Health and Children, 

2009b). Large variation can be seen by age group, with utilisation rates ranging from 

0.8% in those aged 65-69 years to 33.7% in those aged 95 years and over (Wren, 

2009). The dependency level of those currently in residential care in Ireland is 

classified as low for 10.2% and medium for 23.2%. The remainder of the residential 

care population are classified as high dependency (Department of Health and
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Children, 2009c). These figures are consistent with the findings of Wallace et al. 

(2007) in a comparison of Irish and U.S. statistics. Their findings indicate that 52% of 

the nursing home population in the U.S. require assistance with five for more activities 

of daily living, compared with only 32% of the Irish nursing home population. These 

figures suggest that there may be scope to reduce the reliance on long-term 

residential care in Ireland by increasing the support and range of home care services 

available for older people with lower levels of dependency. In the past public 

resources for long-term care were almost exclusively concentrated in the residential 

care sector. This resulted in limited availability of home-based care for older people 

who could no longer live independently. This balance is now shifting with an 

increasing share of financial resources devoted to home-based long-term care 

(OECD 2005b).

2.2.2 Home care

Home care comprises a wide range of health and social care activities in the home 

which can be performed by paid professionals or by family and friends. Home care 

has been described as a multidimensional concept as it comprises a wide range of 

activities including primary, secondary and tertiary prevention which cannot be 

described as one concept. A review of the literature identified the objective of home 

care was to improve or maintain quality of life, to maintain independence and to 

promote functional ability, in order to make it possible for individuals to remain at 

home (Thome, 2003).

The definition of “Home” in the context of home care refers to the residential setting in 

which care is provided. It may refer to private dwellings or sheltered/supported 

housing where medical services are not provided as part of the housing component. 

The individual’s living space is viewed as their home where they can expect to 

receive individualised care, to exercise control, to maintain privacy and to experience 

normal lifestyles (Kane, 1995). Qualitative research on the meaning of “home” to 

individuals reveals that home is seen as a place to which one is attached, feels 

comfortable and secure and has the experience of dwelling. Home is viewed as the 

“centre” of many older people’s lives, it is not a public but a “private” arena in which 

care may be delivered (Gillsjo and Schwartz-Barcott, 2010).
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The focus in this thesis is on home-based social care which usually refers to 

assistance with domestic tasks and personal care. Domestic tasks may Include 

housework, laundry, preparation of meals and shopping. Personal care includes 

assistance with intimate body care such as dressing, bathing, eating, assistance 

getting into and out of bed and toileting. Care in this context is best defined by 

Bubeck (2004) as an activity specifically meeting the needs of one person by another 

person where face-to-face interaction between the carer and cared for person is an 

essential elem ent of the activity and where the need for care is such that the cared for 

person cannot meet the need independently. A distinction has been made between 

social care at home and social care from home. The latter incorporates meal centres, 

day centres and respite centres to which individuals may travel from their home 

(Higgins, 1989). In this thesis the focus is on social care at home which does not 

include sheltered or supported housing.

There is some debate within the literature on the use of the term “care” as opposed to 

“help”, with some authors favouring the use of the term “help" for domestic activities 

and “care” for personal activities (Glendinning, 2002). In this thesis the term “care” 

covers both concepts, as personal care and domestic help are often provided by a 

single carer.

Home health care is a term which refers to interventions by health care professionals, 

most commonly medical or nursing personnel. The interface between home-based  

health and social care is a recurring theme in the literature as boundary issues create 

difficulties for professional carers and funders of services. Although this thesis aims to 

focus on social care only, health care components, specifically nursing care must also 

be considered at certain junctures where nursing care was conflated with personal 

care during data collection (Forward reference section 5.4.1).

As health and social care systems develop, there is a tendency to segregate care 

focused on social needs from care based on health needs (World Health 

Organization, 2000). This results in a clear divide between health and social care
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provision and funding, a separation not always seen as helpful (Blackman et al., 

2001). In the U.K. adult social care is provided by local councils and stringent means 

testing and eligibility criteria apply, whereas health care is available free of charge 

through the National Health Service (NHS). This division has been found to create a 

number of structural barriers to providing an integrated service (Allen and Glasby, 

2009). These barriers include staff working in different organisational structures with 

different professional cultures as well as financial and legal constraints. Often older 

people get caught between the two systems with each system trying to keep costs 

down. It has been reported that older people with extensive social care needs are 

being discharged quicker and sicker from the NHS acute hospital service placing 

additional pressure on social care systems. At the same time, increasingly tight 

eligibility criteria for social care results in some older people being left unsupported 

until either residential care is required or a health crisis results in admission to 

hospital (Allen and Glasby, 2009). This contrasts to the universal availability of health 

and social care in Scotland where the Scottish Executive introduced free personal 

care in 2002. Although the services are provided by two different systems, this 

change in funding has been found to have a positive impact on joint working between 

health boards and local authorities in Scotland. Another positive outcome is that it has 

shifted the balance of care away from long-stay hospitals towards care at home (Bell 

and Bowes, 2006). In Ireland there is currently no segregation of the provision or the 

funding of health and social care. The Department of Health and Children fund the 

Health Service Executive to provide health and social care services. Despite this 

single source of funding and provision, issues with boundaries still arise between 

health and social care (Pierce, 2006). These issues reflect tensions between medical 

and social models of care and the dominance of the medical model in the Irish health 

and social care system.

A consultation with older people in Ireland found that the majority want to continue 

living in their own homes, with their family or friends as their main caregivers, when or 

if care is required (however, a preference for professional carers to perform intimate 

personal care tasks as opposed to domestic care tasks was noted). Older people 

perceive the role of Health and Social Services to be one of support for them and
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their carers to realise their aspirations (Garavan et al., 2001). This preference to 

remain living at home, with a preference for family care, was found to increase 

between the first and second waves of the Health and Social Services for Older 

People studies (O'Hanlon et al., 2005). International evidence supports these Irish 

findings. Studies repeatedly find that older people have a preference to remain in their 

own homes when care is required, with many emphasising the personal nature of this 

type of care, continuity of care and proximity to family as important issues (Henderson 

and Caplan, 2008, King and Farmer, 2009)

Wherever home care is discussed, a clear distinction is made based on who provides 

care and whether or not the helper is paid (Litwak, 1985). Home care is therefore 

categorized into informal and formal care. Informal care refers to care provided by 

family, friends, neighbours or acquaintances with no direct monetary gain. In all 

countries families have been, and continue to be, the major providers of home care 

(World Health Organization, 2000). It is estimated that in the range of 80% plus hours 

of care are provided by informal carers (OECD, 2005). Health care systems therefore 

depend heavily of the informal carers, predominantly women, who provide the 

majority of care in this sector. Formal care refers to care provided by paid or 

professional care staff. In general there are three identifiable formal care sectors; the 

public sector, the non-profit private sector and the for-profit private sector.

2.2.3 Understanding the relationship between formal and informal care

Home care may be provided exclusively by informal carers, formal carers or a 

combination of both. Understanding the relationship between informal and formal care 

is important in order to provide the best quality and quantity of care to older people 

given resource constraints. Theories regarding the relationship between formal and 

informal care and research evidence to support or refute these theories are discussed 

below. Interpretation of this research is complicated by the fact that the type and 

extent of formal care available in different countries and within different welfare 

systems is different. As a result, the findings in one policy and practice context may 

not easily transfer to another context.
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The first theory describes formal care as “crowding out” informal care thus creating a 

substitution or replacement effect. Cantors’ hierarchical-compensatory model (1979) 

suggested that family are the main providers of home care to older people. Her 

studies, conducted in New York, found that formal care substituted for informal care 

when either family were no longer able to continue to care or where no informal care 

was available. In more recent years formal care has been found to substitute for 

informal care that is provided from outside the carer’s own household but not that 

which is provided within the household (Sundstrom et al., 2011, Viitanen, 2007). The 

local or regional availability of formal care services is a factor which needs to be 

considered when investigating the relationship between formal and informal care. 

Sundstrom (2011) suggests that in countries where coverage rates for formal home 

care are low, family care and public services more often substitute for each other. 

This complements the findings of a comparative study of five countries with different 

welfare and family traditions. Findings revealed that countries with more generous 

welfare services do not “crowd out” the family but they reduce the dependence on the 

family (Daatland and Lowenstein, 2005).

While much of the discussion above is focused on the replacement of informal care 

with formal care, substitution has also been found to operate in the opposite direction 

with informal care substituting for formal care. This effect is closely aligned with 

female labour force participation. Countries with low levels of female labour force 

participation have a larger pool of informal carers which results in less demand for 

formal care services. As the proportion of women in the labour force increase this 

drives the development of formal long-term care alternatives (Wren, 2011). In both 

the USA and in Europe, informal care by adult children was found to substitute for 

formal care (Bolin et al., 2008, Van Houtven and Norton, 2004). Geerlings (2005), 

using data from the Longitudinal Ageing Study Amsterdam (LASA), also found 

evidence that informal care substitutes for formal care and further revealed that 

informal care facilitates formal care creating a bridging effect which is consistent with 

earlier research from the USA (Logan and Spitz, 1994, Sussman, 1976).
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Another form of substitution termed “reverse substitution” has emerged as a result of 

economic pressure to reduce service provision. Johansson illustrated how the 

reduction in public provision of home care in the 1990s in Sweden has resulted in a 

corresponding increase in informal care (Johansson et al., 2003). These findings are 

confirmed by Larsson (2006) in a study of older Swedish women who lived alone. Her 

findings indicate that as the proportion of older people in receipt of formal care 

decreased, informal care was found to substitute for formal care.

Another theory on the relationship describes formal care as “crowding in” informal 

care thus stimulating informal care and creating a complementary relationship. In a 

study of community dwelling octogenarians in Switzerland, the amount of informal 

care received was found to increase significantly as the frequency of formal care 

increased, indicating that the two systems were complementary in the majority of 

cases (Armi et al., 2008). The interaction between care and level of need has been 

identified as a key component of complementary relationships between formal and 

informal care. In a comparative study of Israel and France, formal and informal care 

were found to be complementary and mixed provision of formal and informal care was 

found in those with greatest need (Litwin and Attias-Donfut, 2009). Bonsang (2009) 

investigated informal care by adult children for older people in Europe using data from 

the first wave of SHARE. Informal care was found to substitute for formal care where 

care need was low and unskilled care was required. However, the substitution effect 

disappeared once the level of disability increased and the relationship changed to a 

complementary one (Bonsang, 2009).

The stability of the relationship between formal and informal care may also impact on 

care outcomes such as admission to residential long-term care. Lyons (2000) 

investigated the impact of the interrelationship on caregiver stress and long-term care 

outcomes over time. Stability of formal and informal care arrangements over time was 

found to be protective against long-term residential care admission. Unstable care 

arrangements over time appeared to indicate a search for care arrangements to suit 

the changing levels of dependency at the individual level.
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From a policy perspective, there is a need to understand the relationship between 

formal and informal care. Relationships that substitute for each other are problematic 

and are to be avoided where possible (Patsios and Davey, 2005). The evidence 

suggests that formal care substitutes for informal care where the individual level of 

need is low and unskilled care is required. This supports a policy environment where 

informal care is encouraged at the lower level of need. However, the evidence is also 

clear that as individual need for care grows, the relationship between formal and 

informal care changes and becomes more complementary. The management of this 

more complex relationship and the stabilization of care arrangements between formal 

and informal care are essential components of long-term care policy which aims to 

reduce the dependence on residential long-term care and enable older people to 

remain living in their own homes.

2.2.4 Financing long-term care

As the numbers of older people increase, the need to have a dedicated source of 

funding for long-term care becomes more apparent. Expenditure on long-term care in 

OECD countries ranges from 0.2% to 3% of Gross Domestic Product (GDP) with 

most countries spending less than 1.5% (OECD 2005b). Spending on long-term care 

as a proportion of GDP has been shown to rise across the OECD countries as the 

proportion of the population over 80 years old increases (Fujisawa and Colombo, 

2009). Total expenditure on long-term care in Ireland is low by comparison to many 

other countries, estimated at 0.6% of GDP (Huber et al., 2009).

Although the majority of older people are cared for at home, funding schemes across 

Europe are skewed towards residential care services. The expenditure on the home 

care component is estimated at 30% of total long-term care expenditure (Rodrigues 

and Schmidt, 2010). This includes direct support to the individuals in need of home 

care and indirect support via carer allowances and carer leave arrangements. In 

Ireland, expenditure on home care is estimated at 40% of total long-term care 

expenditure with the remaining 60% spent on residential care (caring for 4.7% of 

older people, ref section 2.2.1) (Huber et al., 2009). Ireland is not unique in spending 

heavily on residential care. A similar pattern can be seen in most other European 

countries and in the USA where long-term care spending by Medicaid in 2000 was
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split 72.5% for institutional care and 27.5% for community-based services (Cox, 

2005).

Funding for residential care in Ireland is provided under the Nursing Home Support 

Scheme, also known as the “Fair deal”. This provides funding for long-term care in 

public, voluntary and approved private nursing homes throughout the country. This 

relatively new funding structure was introduced in 2009. Under this scheme the 

amount an individual contributes to their care is calculated based on a national 

standardised financial assessment. The total long-term residential care budget was 

€979 million in 2010 and the current expenditure limit for 2011 is €1.011 billion (Reilly, 

2011). Over 22,000 older people were receiving support through the scheme by May 

of 2011 when a serious shortfall in available funds became publicly known. The 

ongoing sustainability of this funding mechanism must now be addressed. 

Undoubtedly, this will draw attention to the continued imbalance between the funding 

of residential long-term care services and home-based care services.

Financing long-term care for older people in the future is of concern in a global 

context. A range of financing mechanisms exist, these include public, private and a 

combination of public and private finance. Public systems include taxes and social 

insurance contributions while private financing includes individual resources and 

voluntary insurance. Social insurance is identified as the best fit for addressing the 

risks associated with long-term care (Barr, 2010). Barr suggests that private 

insurance is badly suited to the risks involved in long-term care, for reasons largely 

related to information failures in insurance markets. Tax payer finance is considered 

implausible due to the competing demands connected with population ageing, most 

notably rising spending pressures for pensions and health care. Across Europe, 

countries differ in relation to the financing of long-term care, however, many have 

adopted a long-term care financing model similar to that which is used for financing 

general health care (Mercer Ltd., 2002). The Netherlands was the first country to 

introduce a universal mandatory long-term care insurance scheme in 1986 (Schut 

and Van Den Berg, 2010). Other countries have moved towards contributory social 

insurance for long-term care including Germany in 1995 (Rothgang, 2010) and
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Luxembourg in 1999. These are universal programmes which cover most or all of the 

population, where benefits are provided on the basis of assessed need due to 

disability without a means test. Further afield countries such as Japan (2000) and 

Korea (2006) have introduced similar systems of long-term care social insurance. The 

Scandinavian countries operate a social-democratic model of financing long-term 

care whereby costs are covered by general taxation and universal benefits accrue. 

This contrasts sharply with the means tested systems which operate in the U.S.A. 

and New Zealand (Gibson, 2006).

In Ireland and the UK, long-term care is financed from general taxation and out of 

pocket expenditure. The systems can be characterised as residual systems where 

care is means tested and only individuals with income and assets below a predefined 

level are eligible for benefits. Access to care is targeted at those with the highest 

levels of need and with poor or no informal care (Comas-Herrera et al., 2010). The 

long-tem sustainability of funding for long-term care is therefore of concern. In 2004, 

the Department of Social and Family Affairs in Ireland commissioned research on the 

attitude of the Irish public towards funding long-term care for older people (Williams et 

al., 2004). Over 2000 randomly selected adults took part in a telephone survey. The 

responcents were asked to consider a range of payment options, including re

mortgaging of the home or other forms of equity release, increase in income tax and 

pay related social insurance (PRSI), increases in value added tax (VAT) and the 

purchase of private insurance policies. The majority of respondents did not consider 

that those requiring long-term care should have to sell their home to pay for their 

care. Over 40% of respondents opted for an increase in income tax and/or PRSI to 

pay for ong-term care compared to 25% who favoured an increase in VAT. Of those 

preferring an increase in income tax and/or PRSI, almost two-thirds preferred an 

increase in PRSI. However, those favouring this option in principle were opposed to 

the policy when it was suggested that an increase in the order of €8 per week would 

be requ red to facilitate such a policy. The findings suggest that a considerable public 

education campaign would be required before an insurance based approach to 

financing long-term care could be adopted (Williams et al., 2004). No changes have
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been made to the Irish system in the intervening years and there are no imminent 

reforms proposed.

The debate regarding financing of long-term care in England has been gaining 

momentum since the publication of the Wanless Social Care Review which argued for 

a partnership approach to funding personal care whereby the costs would be shared 

partly by the State and partly by individuals in need of care (Wanless et al., 2006). An 

independent commission on funding of care and support was set up in July 2010 to 

identify how best to reform care funding. Council funded home care and residential 

care places are currently only available to those with assessed means under the 

threshold of £23,250. This has resulted in older people “spending down” their assets 

in order to qualify for care funding. The commission has recommended moving 

towards a partnership model of support in which individuals above a new means 

threshold of €100,000 would take responsibility for funding the first tranche of their 

care up to a cap of €35,000. Additional expenditure on care beyond this cap would be 

funded by the State under the new system. For individuals below the means 

threshold, all care would be funded by the State (Dilnot et al., 2011). There is an 

expectation built into this model that the insurance industry would develop products 

aimed at those above the means threshold to cover care costs up to the cap of 

€35,000. These proposals would require significant additional expenditure on long

term care by the Government and are already generating extensive debate. In 

contrast to the Irish situation, these proposals represent a serious effort to stabilize 

long-term care funding in the future.

2.3 The International context 

2.3.1 Welfare and care regimes

The provision of long-term care across countries varies according to the labour 

market and welfare state regimes. Esping-Anderson (1990) outlined a typology of 

welfare regimes based on the principles of de-commodification, social stratification 

and the public-private mix. Three types of welfare regime were identified: liberal, 

conservative and social-democratic. Liberal welfare regimes were found to provide 

minimal welfare benefits which were means tested. Ireland, the U.K., Canada and
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Australia were identified in this category. Conservative regimes were found to provide 

income related welfare benefits and the role of the family was emphasised. Germany, 

France, Switzerland and Italy were included here. Finally, social-democratic regimes 

were found to provide universal and generous entitlements with promotion of equality 

a key feature. Sweden, Austria, the Netherlands, Belgium and Denmark were 

classified in this group. This categorization has received much criticism based on the 

range of countries examined, the absence of a gender focus and the lack of inclusion 

of service delivery (health, education, social care) in the construction of the typology 

(Bambra, 2007).

Social care services are a major component of the welfare state and substantial 

differences emerge between countries with regard to the allocation of responsibility 

for providing care for older people and for young children. Key differences arise in the 

weight of responsibility placed on the family, the market or the public sector. A 

typology of welfare regimes developed on the basis of social care service delivery 

differs significantly from those based on the labour market above. Anttonen and Sipila 

(1996) in a study of childcare and elder care in 14 European countries in the late 

1980s identified a distinct Scandinavian social care model and a southern European 

family care model. A large body of literature is devoted to defining typologies of care, 

however, the location of a country in any typology depends on the indicators 

considered in the analysis. In general, three types of care regime are now 

distinguished: the Scandinavian model in which formal care is high, the Continental 

model with mixed formal and informal care and the Mediterranean model with high 

levels of informal care and a relative lack of public services (Pommer et al., 2007). 

Using this typology the role of the government is greatest where the responsibility lies 

with the individual, the role is reduced in the continental model where the 

responsibility lies with the nuclear family and the role is least in the Mediterranean 

model where the responsibility lies with the extended family (Pommer et al., 2007). 

Ireland has been classified as fitting the Mediterranean typology according to Bettio 

and Pantenga (2004), however the scoring system used is adversely affected by the 

poor provision of services for children in Ireland.
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The categorization of any country is a dynamic issue. It has been suggested by 

Sundstrom and Johannson (2005) that Sweden has shifted from the Scandinavian 

model of care to a continental model. This has resulted from a change in the policy 

environment in the last 20 years which includes a reduction in home care and greater 

reliance on family and private care. Further evidence of countries shifting from one 

model to another is presented by Pommer et. a! (2007). Their analysis reveals that 

Italy and Spain are shifting from the extended family-based Mediterranean model 

towards the Continental type model. Rauch (2007) investigating the continued 

relevance of the Scandinavian model found no evidence that it was distinctly different 

from other countries and that Denmark was the only country that still conformed to the 

characteristics of the Scandinavian model as originally proposed. Increasing 

universalism in the Netherlands and France has resulted in less distinct typologies 

than was the case in the past.

Comparative research on social care continues to be hampered by different 

institutional and legal frameworks and conceptual difficulties (Bettio and Plantenga, 

2004). This creates problems in drawing together internationally comparative 

knowledge on basic indicators and data concerning the demand for long-term care as 

the organisation and supply of long-term care is currently fragmented (Huber et al., 

2009).

2.3.2 International trends in home care

International trends in home care include the formalisation of informal care, a shift 

towards privatisation and a trend towards intensive rehabilitation and re-ablement of 

older people. Each of these trends is discussed in this section.

Formalisation of informal care

The formalisation of informal care has taken place in the context of decreasing formal 

care provision due to budgetary constraints and a desire to develop alternatives to 

formal care. It has been argued that the formalisation of informal care is indicative of 

strong institutional recognition of the role of women. The degree to which this takes 

place is determined by the degree to which welfare states support gender equality 

and the labour market integration of women (Pavolini and Rand, 2008). The trend
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has been termed the “commodification” of care (Ungerson, 2004). It does not imply a 

simple shift back to the dependence on housewives to provide the care but operates 

on a more formal footing in the form of payments. There are two main payments: 

cash for care allowances paid to the recipients of care and care allowances paid to 

informal carers.

The payment of cash for care allowances has been the most popular method in the 

formalisation of informal care with an increasing number of countries adopting this 

model from the 1990s onwards (Huber et al., 2009, Ungerson and Yeandle, 2007). A 

variety of terms are used to describe the payments including “direct payments” 

“personal budgets” and “consumer directed care” to name a few. Substantial inter 

country variation exists in relation to how these systems operate. Care recipients may 

receive cash only or have a choice between cash or the equivalent value in home 

care services provided. Alternatively, they may receive vouchers which they can use 

to purchase a care service of their choosing. The cash may be used to pay carers 

and is therefore sometimes referred to as “routed wages” with the care recipient 

acting as the employer (Simonazzi, 2009, Ungerson, 2004). These schemes aim to 

promote choice and autonomy (Stevens et al., 2011), to plug gaps in care provision, 

to create employment and to promote efficiency and cost savings in home care 

(Timonen et al., 2006a). The outcomes of cash for care programmes vary across 

countries depending on the regulatory framework surrounding the employment of 

care workers, whether or not the payment of relatives is permitted and the type of 

labour market accessible. Although outcomes are largely positive, barriers to the use 

of such schemes includes lack of information and the hassles for the care recipient of 

becoming an employer (Arksey and Kemp, 2008). The most extreme example of the 

impact of cash for care comes from Italy where there is no restriction placed on how 

the cash is spent. The absence of regulation, combined with high need and limited 

access to formal care has encouraged the development of a “grey market”. Care 

recipients use their cash grants to purchase care from mostly illegal female migrant 

workers. The extent to which this has become embedded in the Italian system of care 

is such that the Italian model of home care has been referred to as the “foreign 

minder” model of care (Bettio et al., 2006) and foreign workers are estimated to
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account for approximately 90% of home caregivers in Italy (Chaloff, 2008). While 

cash for care schemes are seen to empower the recipients of care, the poor working 

conditions of migrant workers has generated calls for caution and the need to identify 

the impact of these schemes on the empowerment and independence of both the 

recipients of care and the carers (Ungerson, 2004). The large size of the migrant care 

sector has impacted negatively on the development of the more expensive formal 

care sector and the absence of regulation prohibits monitoring of the quality of care 

provided. Finally, this model is seen to provide an unstable labour supply and 

presents a risk that the flow of migrant workers may cease at some time in the future 

when other eastern European economies improve (Bettio et al., 2006).

Cash for care schemes have been used to a limited extent in Ireland. Timonen 

(2006a) argued that their introduction reflected a reluctance to expand direct service 

provision and a desire to increase the role of private providers. Cash for care grants 

are dispensed through the home care package scheme. The Department of Health 

and Children commissioned an evaluation of the delivery of home care packages 

between 2006 and 2008 (PA Consulting Group, 2009). The evaluation involved a 

review of nationally available data and in-depth analysis of a sample of package 

recipients (n=999) from a total of 8,990 recipients. A review of client files was 

undertaken in eight of the thirty-two Local Health Offices (LHO) throughout the 

country. The evaluation identified that 18.7% of home care package recipients were in 

receipt of cash grants. In the areas of Laois/Offaly, Dublin North and Dublin North 

Central no cash grants were dispensed. Where grants were provided, there was 

confusion regarding the legal basis for the grants and the responsibilities they 

generate for the LHO and the recipient. The absence of a regulatory framework was 

identified as a deterrent to their utilisation (PA Consulting Group, 2009). The most 

recent guidelines for home care packages available from the HSE have 

recommended the phasing out of cash grants. The rationale for this decision is not 

clearly articulated in this document (Health Service Executive, 2010a).

The payment of care allowances to informal carers is another method of formalising 

informal care but is not as widespread as cash for care systems. Ireland and England
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have the highest number of beneficiaries. Care allowances are paid to informal carers 

directly and are usually low when compared to the wage level of the economy (Huber 

et al., 2009). The Nordic countries operate a different type of care allowance where 

the relationship between the carer and the State is more akin to an employment 

relationship. Although care allowances are part of an overall trend towards 

formalisation of informal care, it is not a popular mechanism for the continental 

European countries. Care allowances are seen to impact negatively on informal 

carers especially women entering the labour market and runs counter to strategies 

which target increasing employment of women. Detailed information on care 

allowances in Ireland is presented in Chapter 5.

Privatisation o f care

A second identifiable trend is the shift towards privatisation of care in countries wi:h 

high public provision of formal care services (Simonazzi, 2009). The UK has 

progressed towards privatisation at a rapid pace following an explicit policy decision 

in favour of privatisation. This shift is designed to enhance the role of the market, 'o 

improve efficiency and enhance competition between public and private providers of 

care (Pavolini and Ranci, 2008). In Ireland a large increase in private sector provision 

occurred following the introduction of home care packages, whereby the HSE 

outsourced care to for-profit private providers. However, the absence of regulation n 

the sector is an increasing cause for concern. This issue has recently been 

highlighted in the media in Ireland with concerns raised about governance and the 

quality of care provided as well as the level of training and employment conditions of 

staff (Burke-Kennedy, 2010).

Intensive rehabilitation or re-ablement sen/ices

A third trend transforming home care services is the provision of intensive short-term 

rehabilitation or re-ablement services in order to restore functioning and reduce the 

need for long-term care. This is happening in the U.K. with positive outcomes (Rabie9 

and Glendinning, 2011). In Germany, disincentives to rehabilitation were identified, 

whereby successful rehabilitation of older clients exposed care providers to the ris< 

that the dependency level of a client would be downgraded thus impacting negativey
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on income for the provider. This problem was addressed in the reforms of 2008. A 

bonus payment is now made to the providers of care when clients are re-assessed 

and deemed to need a lower level of care due to successful rehabilitation (Rothgang, 

2010).

2.4 The Irish Context

This section provides an overview of home care in an Irish context. The shift in policy 

emphasis away from residential care towards home care is traced. The financing of 

home care and the distribution of the home care resource including formal and 

informal care are then discussed. The final section examines the mixed economy of 

care and the weak regulatory framework surrounding the sector.

2.4.1 Policy and strategy

In the past in Ireland, it was expected that virtually all care of older people would take 

place within the family (Blackman et al., 2001). The policy focus for older people with 

either no informal support or with high dependency needs was on a medical model of 

care emphasising the central role of State-funded secondary and continuing care 

mainly in institutions. There was minimal emphasis on primary health care or home- 

based social care.

A shift in the policy position came about in the late 1960s when the “Care of the 

Aged” report recommended that the basic objective of policy should be to enable and 

support older people to live in their own homes for as long as possible (Inter

departmental committee, 1968). The Health Act of 1970 subsequently empowered the 

Irish health authorities to provide a home help service (Government of Ireland, 1970). 

There was no legal obligation to provide the service and so, the service provided 

remained at the discretion of each local health board, a situation which still exists in 

2011. In the mid 1980s in a consultative statement on health policy, the Government 

signalled their intent to move primary care into a central position. This was not 

confined to medical care but included health promotion, rehabilitation and personal 

social services (Department of Health, 1986). Towards the end of the 1980s a further 

policy document “The Years Ahead” was released, which again emphasised the need
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for home care. This document also addressed the need for both educational and 

financial support for informal carers (Working Party on Services for the Elderly, 1988). 

“The Years Ahead” was adopted as official Government policy in 1994 (Department of 

Health, 1994). Subsequent health policy has focused on the need to redeploy 

resources towards developing home care for older people and to reduce the demand 

on more expensive acute and long-stay hospital services (Department of Health and 

Children, 2001). Despite this emphasis, home care for older people in Ireland was 

considered the poor relation to secondary and institutional care services and 

remained relatively underdeveloped (Timonen and Doyle, 2008, O'Neill and O'Keeffe, 

2003). The National Economic and Social Forum found that for many older people, 

“inappropriate or unnecessary admission to acute or long-stay residential care could 

have been avoided or delayed by greater development of community services” 

(2005). The report called for a rebalancing of care supports and an end to the 

situation whereby older people could receive financial support (subventions) for 

residential care but not for home care. It further recommended a bias towards 

financial supports for community living, particularly for those on the margins between 

community and residential care. The authors proposed that the core role of informal 

carers be formally recognised through the development of a national strategy for 

carers. Some of these recommendations were adopted. The Government initially 

gave a commitment to developing a National Carers Strategy (Department of the 

Taoiseach, 2006) and a public consultation process was conducted. However, the 

commitment to publish the strategy was withdrawn in 2009 as the economic crisis 

deepened (Department of Social and Family Affairs, 2009). Current policy in Ireland 

continues to focus on maintaining independence in the home under the partnership 

agreement “Towards 2016” (Department of the Taoiseach, 2006).

2.4.2 Financial support for home care

Despite the policy emphasis on home care over a long time period discussed above, 

the level of expenditure in formal home care for older people did not increase 

significantly until the mid 2000s. The primary motivation for increasing financial 

support for home care at that time is unclear. The lack of residential care places and 

adequate home support was having a knock on effect on the acute care sector. Many 

older people remained in acute care beds when they were medically fit for discharge.
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This absorbed bed capacity in the hospitals and created bacl<logs in the accident and 

emergency departments, thus pushing the item onto the political agenda. Evidence 

from other countries on the role of home care in avoiding hospitalisation and 

supporting timely discharge was compelling (Martin et al., 2007). New intensive 

packages of home care were piloted which prioritised older people who were 

medically fit for discharge from acute hospitals and those who were at risk of 

admission to long-term care. In the 2006 National Development Plan the Government 

committed to spending €9.7 billion on a programme for older people (Government of 

Ireland, 2006b). This programme was divided into two sub programmes: one for older 

people living at home and one for those in residential care. The living at home sub 

programme is due to receive €4.7 billion over the period 2006-2013 to provide 

assistance to older people to live independently in their own homes. Additional 

services including Home Care Packages which have now been adopted nationally are 

currently being funded under this plan.

Apart from direct expenditure on formal home-based long-term care, a range of 

payments are made to informal carers who provide full time care. These include the 

carer’s allowance, carer’s benefit and respite care grant. These are discussed in 

detail in Chapter 5. Additional welfare benefits are also available for older people in 

Ireland which are aimed at supporting independence and alleviating financial 

hardship. The main support is the State pension which is paid to those aged 66 years 

and older and varies in amount depending on social insurance contributions paid. 

Other supports include the entitlement to travel free on all public transport services 

within the Republic of Ireland. However, this benefit is only of value to those who can 

access public transport and is of lesser value in remote rural areas. Other benefits 

provided by the State include a winter fuel allowance paid to those dependent on 

long-term social welfare. The allowance is paid per household for a 32 week period 

from September to April each year. Finally, a household benefits package which 

includes an allowance for electricity or gas, a telephone allowance and a free 

television licence is also available to those over 70 years and to others that satisfy a 

range of eligibility criteria.
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2.4.3 The home care resource in Ireland

Care provided by informal carers forms the major component of home care in Ireland 

as in other countries. Estimates of the size of the informal and formal care sectors are 

presented below. Additional detail on both is available in Chapter 5.

Various estimates on the size of the informal sector in Ireland are available. The most 

recent census of population took place in April 2011, information on carers from this 

census has not been released yet. In the previous Census of population in 2006, 

160,917 persons (4.8% of the population over 15 years) identified themselves as 

carers, 63% were female and 38% male. The highest percentage of carers was found 

in the 45-54 year age group (Central Statistics Office, 2007b). This age structure of 

carers in Ireland is similar to many other European countries where the age group 

with the largest share of informal carers is in the 45-65 year group (Huber et al., 

2009). This group sometimes referred to as the “sandwich generation” is likely to 

provide care to both older people and children or young adults. In the census 

insufficient data are available to determine the proportion of carers caring for older 

people. In 2009, using an expanded definition of informal care, it was estimated that 

there were 274,000 informal carers over 15 years of age in Ireland. Approximately 

one-fifth of these said they provided more than 57 hours of care per week and 69% 

said they were caring for an older person (Central Statistics Office, 2010a).

Formal home care has also been the subject of investigation. Population studies have 

highlighted the low levels of formal home care service provision in Ireland. In 1993, 

3.3% of the older population used home help (Lundstrom and McKeown, 1994). 

Garavan et al (2001) found that 5% of their sample received home help, 1% received 

meals-on-wheels and 1 % received care from a personal care attendant. By 2004, a 

further population study estimated that home help was received by 9% of older 

people in the Eastern Regional Health Authority and 5% of those in the Western 

Health Board (O'Hanlon et al., 2005). A recent report based on health service 

estimates suggests that 12% of the over 65 population are now in receipt of home 

care (this includes recipients of home help and home care packages). This report 

estimates that the demand for home care will increase in absolute terms from almost
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58,000 in 2010 to 96,000 by 2021 (PA Consulting Group, 2010). The estimates of 

utilisation of home care services discussed in this paragraph and current health 

services estimates are discussed in greater detail in the discussion section of the 

TILDA study (Section 5.4.1).

2.4.4 A mixed economy of formal home care

A mixed economy of formal home care is in existence in Ireland with the State, the 

non-profit and the for-profit private sector providing services. There are two main 

types of home care service provided in Ireland. The first is often described as the 

“mainstream” home help service which may include domestic assistance (typically 

including household chores, laundry, help with shopping and food preparation) and 

personal care (including intimate bodily care such as bathing, washing and assistance 

with toileting). The second is a “home care package” service which is provided to 

those who need more intensive care than is available through the mainstream service 

and for whom multidisciplinary care is required.

Prior to the late 1990s, home care in the form of home help and personal care was 

provided mainly by the public sector in Ireland with a strong voluntary sector (mostly 

religious) operating at local level. Professionalization of the voluntary sector has taken 

place in recent years. Workers are now waged as opposed to volunteers and the role 

of the religious communities is minimal in running these organisations (Timonen and 

Doyle, 2007). As a result, it is now more accurate to describe this sector as “non

profit” as opposed to “voluntary”. Examples of non-profit organisations operating in 

Ireland are the Irish Wheelchair Association and the Alzheimer Society of Ireland with 

many smaller organisations operating at community level. The non-profit sector carry 

out fundraising activities in addition to receiving State funding on an annual basis 

through Section 39 grants (PA Consulting Group, 2010). This sector provides both 

mainstream home care services and home care packages on behalf of the State. The 

first for-profit private home care organisation was established in Ireland in the 1980s 

(Timonen and Doyle, 2007). The expansion of home care services in the mid 2000s 

and the introduction of home care packages in particular resulted in a rapid expansion 

of the for-profit private sector. In 2009, an estimated 128 private providers were 

operating in Ireland (PA Consulting Group, 2010). This estimate had increased to 138
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by the end of 2010 (Brady, 2010b). Examples of for-profit private organisations are 

Home Instead, Comfort Keepers and Communcare. This sector provides some 

services on behalf of the State and the remainder for paying private clients. Services 

provided on behalf of the State are limited to the enhanced level of service provision 

under the home care package scheme. There appears to be a reluctance to provide 

the for-profit sector with access to the mainstream home help scheme which is 

dominated by the public and non-profit sectors (PA Consulting Group, 2010).

A recent analysis of the home care market conducted on behalf of the Irish Private 

Home Care Association (PA Consulting Group, 2010) estimated that total home care 

expenditure was €340.27 million in 2009. Of this, 97% was publicly funded through 

the HSE and the remaining 3% privately funded. When it comes to the provision of 

care, the HSE has a 70% share of the market, the non-profit sector 23% and the 

private for-profit sector 7%.

2.4.5 Regulation of home care

In recent years there have been policy developments related to the financing and 

regulation of quality of care for those requiring residential care (Government of 

Ireland, 2009, Health Information and Quality Authority, 2009). However, the 

regulation does not extend to the home care sector. While there is no statutory basis 

for regulation and inspection of home care services, the HSE (which provides the 

majority of home care services) supervises its own staff. The HSE provides training 

and induction programmes and Garda clearance is obtained for all new home help 

employees. Supervision is provided by the home help organisers and local Public 

Health Nurses (PHN) on an ongoing basis (Health Service Executive, 2009). Although 

the HSE has service level agreements with for-profit and non-profit agencies to 

provide home care on its behalf, there is no statutory basis for monitoring standards 

in these agencies. National quality guidelines for home care support are under 

development and due to be implemented in the near future (Health Service Executive, 

2009). However, the absence of a statutory basis for regulation of home care is an 

ongoing cause for concern given the potential for abuse in this sector.
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2.5 Future demand for formal home care services

The demand for home care services in the future is driven by demographic changes 

resulting in larger numbers and proportions of old and very old people (Section 1.2). 

Additional demographic changes in combination with social changes and shifting 

availability of informal carers will also impact on the future demand for formal care 

services. These issues is discussed in the following sections.

2.5.1 Demographic changes

Improvements in life expectancy have occurred as a result of decreases in mortality, 

in particular infant mortality. In Ireland life expectancy for women at birth stood at 81.6 

years in 2006 compared to 76.8 years for men at birth (Central Statistics Office, 

2009). This has resulted in there being only 47 males for every 100 females in the 85 

years and older age group (Central Statistics Office, 2010b). This increase in 

longevity for women currently adds a gendered dimension to care in later life. Further 

improvements in life expectancy are projected as mortality rates are assumed to 

continue to decrease. However, the gap between female and male life expectancy at 

birth has started to decrease. The gap was widest in 1986 at 5.7 years, this has 

decreased to 4.8 years in 2002 and is expected to decrease further (Figure 2). Life 

expectancy at birth is projected to increase to 88.2 years for females and 86.5 years 

for males in 2041 (Central Statistics Office, 2008c). If these projections are realised 

this would narrow the gap to 1.7 years. This change will reduce the demand for formal 

home care services as it will increase the availability of informal care by 

spouses/partners in the home.
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Figure 2 Male and female life expectancy at birth in Ireland
Source: (Central Statistics Office, 2010b)

Migration has had a dominant influence on the profile of the Irish population with net 

migration varying from an average annual outflow of over 40,000 in the 1950s to 

average annual inflow of approximately 48,000 in the early 2000s. A sharp increase in 

inward migration took place between 2005 and 2007 as a result of labour migration 

following the accession of the 10 new member states to the European Union in 2004 

(Central Statistics Office, 2008c). Non-Irish nationals made up 10% of the usually 

resident population on census night in 2006 (Central Statistics Office, 2006a). The 

most recent census, taken in April 2011, indicates a changing pattern of migration in 

the inter-censal period with net inward migration up to 2008 followed by a switch to 

net outward migration up to 2011 (Central Statistics Office, 2011a). Changes in 

migration patterns may impact on care in two ways. Those that have migrated to 

Ireland and age here will present challenges to service providers in relation to ethnic 

diversity in care preferences, needs and expectations (Fisher Drake et al., 2004). 

Secondly, the current wave of emigration may impact negatively on the availability of 

informal carers in the future as many of those who emigrate may not return.

2.5.2 Disability status

Given the increases in life expectancy, many older people can expect to live longer 

than those of previous generations. A number of theories have been discussed in the 

literature on the impact of this longevity on morbidity and disability. The first theory 

suggests that while mortality is deferred, the period of chronic disease and disability is
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prolonged leading to an expansion of morbidity. The second theory suggests that 

increases in life expectancy are nearing a biological limit, but that delays in the onset 

of disease and/or disability, due to primary prevention, results in the compression of 

morbidity (Fries, 1983). This appears consistent with a downward trend in disability 

prevalence in older people in the USA (Manton et al., 2006, Manton, 2001) and 

across OECD countries (OECD, 2007). A third theory suggests life expectancy will 

increase in combination with deferred onset of disability leading to deferral of 

morbidity (Howse, 2006). Evidence suggests that deferred morbidity is the most 

plausible theory. However, the extent to which this will impact on the need for care is 

still not clear.

There are gaps in information regarding disability and older people in Ireland. 

Disability data tends to be collected on young cohorts with an emphasis on the 

interrelationship between the labour market and disability. For example, the National 

Physical and Sensory database excludes adults over 66 years old. In an Irish context 

there is a dearth of population-based systems and registers to generate information 

on older people with disabilities (National Council on Ageing and Older People and 

the National Disability Authority, 2006).

The Central Statistics Office collected data on disability in the Irish population for the 

first time in the Census of 2002. This was repeated in 2006 and 2011. In 2006, 9.3% 

of the population (393,785 individuals) said they suffered from some form of long 

lasting health problem or disability. This represented an increase of 1.1% on the 

previous census in 2002 (Central Statistics Office, 2004a, Central Statistics Office, 

2007b). While the overall rate of disability increased and the rate increased with age, 

it is notable that in each 5 year age category in the 70 plus age group the levels of 

disability decreased between 2002 and 2006 (Figure 3). Disability in the over 70s 

accounted for 35% of total disability in 2002. This dropped to 28% in 2006.

39



Literature review Chapter 2

80

70

60

50
■ 2002 

□  2006
Percent 40

30

20

10

0
50-54  55-59  60-64  65-69  70-74  75-79  80-84  85-89  90 +

Age group

Figure 3 Disability by age group in Census 2002 and 2006
Source: (Central Statistics Office, 2004b, Central Statistics Office, 2007b)

A National Disability Survey (NDS) was conducted for the first time in the autumn of 

2006. The purposes of the survey were to establish the prevalence, severity and 

impact of disability. The main NDS sample was selected based on responses to the 

disability questions in the census of 2006. Individuals who indicated that they had a 

disability in the census and were enumerated at their usual residence were invited to 

participate (n=14,518). A second sample of people who indicated that they did not 

have a disability in the census was also taken from the general population (n=1,551). 

The questionnaires were based on a social model of disability and were divided into 

two parts. The first part collected data on nine disability types and the second part 

focused on activity and participation. Although the census of 2006 indicated that 9.3% 

of the population stated that they had a disability, the NDS, which was based on a 

formal interview, estimated that 18.5% of the population had a disability. This should 

be interpreted as an indicative prevalence rate as the sample size from the general 

population was small. This indicative prevalence is similar to the disability prevalence 

in a number of other countries including USA 19.3%, Canada 16% and New Zealand 

20% (Central Statistics Office, 2008b).

Among those classified as disabled in the NDS, the most frequently occurring 

disability type was mobility and dexterity (56%) followed by pain (47%). Mobility and 

dexterity was also the most frequently reported disability type for older age groups

4 0



Literature review Chapter 2

with 83% of those aged 75 and older and 70% of those aged 65-74 years reporting 

this type of disability. The rate of disability is relatively stable in younger age groups 

but is seen to rise sharply with age. Among the total disabled population 22% were 

found to be aged 75 years and older and 14% were aged 65-74 years (Central 

Statistics Office, 2008b).

Disability is widely used as an indicator of need for long-term care. The literature on 

disability status demonstrates a widening of the concept from an initial focus on 

individual impairment to a focus on the individual in their environmental and social 

context. Nagi’s (1976) disablement model distinguishes between pathology, 

impairment, functional limitation and disability. Pathology refers to a disruption of 

normal bodily processes. Impairment is an anatomical, physiological, intellectual or 

emotional abnormality or loss. Functional limitation refers to limitation at the level of 

the whole organism and disability refers to an inability or limitation in performing 

social roles and activities. Verbrugge and Jette (1994) further developed Nagi’s 

concept of disability and clarified sub divisions of social roles which included activities 

of daily living, instrumental activities of daily living, paid and unpaid role activities, 

social activities and leisure activities. Disability is therefore seen not as a personal 

characteristic but as a gap between personal capacity and environmental demand. In 

this thesis, disability is defined as difficulty carrying out activities of daily living (ADL) 

or instrumental activities of daily living (lADL) due to a health or memory problem.

ADL and lADL rating scales are frequently used to capture dependency levels of 

community dwelling older adult populations. ADLs are considered to be basic self 

maintenance skills which are required in order to live independently. The ADL scale 

originally developed by Katz in the 1960s for use in hospitalized patients has been 

adapted for use in community dwelling older people and is widely used (Katz et al., 

1963). It includes basic activities which are used to determine whether an individual 

needs assistance, including eating, bathing, dressing, using the toilet, maintaining 

continence and transferring from bed to chair. In contrast to this, the lADL scale 

measures cognitive as well as physical capacity. As a result, it provides a more 

comprehensive assessment of the individual and their ability to carry out more
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complex tasks. Lawton and Brody developed the lADL scale in an attempt to assess 

everyday functional competence. The original 8 item scale included using the 

telephone, shopping, food preparation, housekeeping, laundry, transportation, taking 

medications and managing finances (Lawton and Brody, 1969). A wide range of ADL 

and lADL instruments have been developed in the intervening years to measure 

functional status (Cox, 2005, Feinstein, 1986).

Estimates of population prevalence of ADL and lADL disability vary depending on the 

instruments used and how questions are posed. Estimates can vary depending on 

whether individuals are asked about the degree and duration of difficulty they have 

with each activity and whether assistance is required (Wiener et al., 1990). In the 

USA, deficits in activities of daily living (ADLs) and instrumental activities of daily 

living (lADLs) are commonly used to determine eligibility for long-term care in the 

public service programmes (Cox, 2005, Wiener et al., 1990, Stone, 2000). This is 

similar to the situation in Europe where strict criteria regarding ADL deficits are 

applied before long-term care insurance can be accessed to pay for care (OECD, 

2005, Rothgang and Comas-Herrera, 2003). The literature on long-term care clearly 

identifies a strong association between disability in the form of ADL or lADL deficit in 

a way that you could have been in a day in the end and a and long-term care 

utilisation.

2.5.3 Care supply

The availability of informal carers in the future, including spouses and children, will 

impact on the demand for formal home care services. The literature identifies factors 

which will result in a reduction as well as an increase in availability of informal carers.

In general, ageing of the population is seen to represent a new source of long-term 

care demand. However, it has also been shown to represent a new source of care 

supply, where care may be produced in the household rather than the market 

(Lakdawalla and Philipson, 2002). The extent to which older people currently provide 

informal care has already been documented in Ireland. Two separate studies have 

demonstrated that approximately 8% of those aged 65 years and older are providers
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of informal care for another person (Central Statistics Office, 2010a, McGee et al., 

2008). As the number of older people in the population increases the number of older 

people providing informal care will also increase.

Family composition and structure have changed substantially in Ireland in recent 

years. In the early 1990s, 23% of the population aged over 65 years was unmarried, 

the largest such proportion in any western country (Fahey and Fitzgerald, 1997). This 

came about due to the low marriage rates in Ireland in the 1930s, 1940s and 1950s. 

The consequence of this was that many older people lived alone. In the 1960s and 

1970s, marriage rates rose with the consequence that fewer people aged 65 years 

and older (16.5%) classified themselves as single in the 2006 census (Central 

Statistics Office, 2006b). This change in family structure will potentially result in a 

larger pool of informal carers (spouses and children) compared to earlier generations. 

At the same time an increase in divorce and separation rates has occurred. In 2006, 

8.7% of those who were ever married classified themselves as either separated or 

divorced, this had increased from 7.5% in the 2002 census (Central Statistics Office, 

2006a). This development may impact negatively on the availability of informal care 

from a spouse/partner. However, remarriage or new partnership formation is likely to 

mitigate some of the negative consequences from a care perspective.

The availability of informal care within the home is expected to decrease in the future. 

At the time of the 2006 census in Ireland, nearly 29% of those aged 65 years and 

older in private households were living alone (Central Statistics Office, 2006d). This 

rose to 33% of those over 75 years (Central Statistics Office, 2006c). The numbers of 

older people living alone is expected to increase substantially in line with the overall 

increase in absolute numbers of older people. Despite the change in marital status 

discussed above, the number of older people aged 65 years and older living alone is 

expected to increase from 114,000 in 2002 to 211,000 in 2021 (Connell and Pringle, 

2004). This signifies a reduction in the availability of informal carers in the home and 

greater reliance on carers from outside the home, including formal carers.
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Informal care, predominantly provided by women of working age, may become less 

available as labour market policies attract women into paid employment. There have 

been major increases in the labour force participation of women in recent years. In 

the nine year period from 1998 to 2007, female participation in the labour force in 

Ireland increased from 57% to 67% (Russell et a!., 2009). The Impact of the current 

economic recession has reversed some of this trend as the unemployment rate has 

grown to 14% (Central Statistics Office, 2011c). While there have been substantial 

increases in the participation of married women overall, it was expected that there 

would be further increases in labour force participation for young (25-49 years) 

married females (Central Statistics Office, 2008c). In general, female labour force 

participation results in fewer informal carers in the home and is a significant upward 

driver of long-term care utilisation (Wren, 2011). The current economic situation is 

likely to result in increased availability of informal carers in the short-term.

Evidence from cross-sectional studies has identified that where demands are high on 

caregivers this predicts the use of formal service utilisation by older adults (Bookwala 

et al., 2004). As a result, many countries including the UK, Canada and Sweden have 

moved to formally recognise the work carried out by informal carers and address their 

need for support (Keefe et al., 2008, Armstrong-Esther et al., 2005, Guberman et al., 

2003, Grunfeld et al., 1997). Research on caregiver strain (Robinson, 1983) and the 

development of valid and reliable tools to assess the needs of informal carers has 

been ongoing for a number of years. Evidence of the impact of utilising these carer 

assessment tools in practice has been documented and is encouraging (Keefe et al., 

2008). To date, there is no formal assessment of carer’s needs carried out in Ireland.

In summary, the availability of informal care in the future is expected to decrease 

overall resulting in a need to develop the formal home care sector. Direct long-term 

care work has been associated with low wages, demeaned role and risk of economic 

exploitation with limited opportunity for career progression (Browne and Braun, 2008). 

In many countries the low status of long-term care work is evident in the high turn 

over of workers who are attracted to other jobs and by the vacancy rates for long-term 

care positions (Fujisawa and Colombo, 2009). Within the home care sector in Ireland
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different terms and conditions of employment exist between the public, non-profit and 

for-profit private sector. Less favourable working conditions were found in the for- 

profit private sector in Ireland and the presence of migrant care workers was notable 

in the private home care sector and the grey home care market (Timonen et al., 

2006b).

2.6 Summary
This literature review has situated home care within the long-term care continuum for 

older adults. The literature identified informal care as the dominant component of 

home care compared to formal care and identified the need to understand the 

interrelationship between these two forms of home care. Long-term care regimes are 

structured and financed differently across countries depending on the prevailing 

welfare regime, culture and value systems. Consequently, the relative emphasis on 

informal or formal home care varies. Current policy in Ireland aims to allow older 

people to remain living in their own homes for as long as possible and to reduce 

recourse to residential care. The Irish system relies heavily on the care provided by 

informal carers. Prevailing policy implies a shift in emphasis to providing more support 

to informal carers and more formal home care to those with higher dependency needs 

living at home.

A gap in knowledge exists in relation to how formal home care is currently utilised by 

older people in Ireland. Individual factors which drive the utilisation of various types of 

care are currently unknown. Knowledge of the determinants of home care utilisation 

will have implications for both policy and practice. The current financial crisis in 

Ireland makes it imperative that information is available in relation to how the 

resource is distributed and that implications for future policy are understood. This 

thesis will address this gap in knowledge, firstly by comparing home care utilisation in 

Ireland with other European countries and subsequently focusing on the determinants 

of home care utilisation in Ireland.
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3.11ntroduction
The behavioural model of health services use, originally developed by Andersen 

and Newman (1973) and subsequently developed by Aday and Andersen (1974), 

provides the conceptual framework for this thesis. This framework structures the 

identification of individual characteristics which explain the utilisation of home care 

services and provides a guide for selecting and organising the variables to include 

in the analysis. The following section provides a rationale for the choice of this 

model, an overview of the historical development of the framework and finally the 

application of the framework to research on the utilisation of home care services.

In the initial stages of this investigation a number of theoretical models were 

explored in order to identify the most appropriate model for this investigation. From 

a health services perspective the targeting of social care at clients “in need” is 

considered a process issue. Donabedian noted that in order to determine quality of 

care, three sources of evidence are required; these are structure, process and 

outcome (Donabedian, 1966). Although this linear model was designed for 

assessing medical care in a hospitalised environment it has successfully been 

used for assessing the quality of care in community development (Chen et al., 

2007), nursing homes and in the home (Chiou and Hwang, 2005). The absence of 

data at a population level on locally available home care resources (structure) and 

on the changes that can be attributed to home care interventions (outcome) 

rendered this model unsuitable for use in this thesis.

Factors which determine the utilisation of home care may include the availability of 

informal carers, personal choice, access to other community based services, 

personal indicators of need and assessment of need procedures among others. 

Models of home care utilisation draw heavily on models of health care utilisation, 

with adaptations made in relation to the different service types. Young’s choice 

making model (Young and Garro, 1982) and Andersen and Newman’s behavioural 

model of health services use (Andersen and Newman, 1973) were identified as 

potentially suitable models to investigate service utilisation.

Young’s choice making model was initially developed to determine physician 

utilisation in rural communities. This model was deemed unsuitable for the current
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investigation of home care utilisation on the basis that it was rooted in lay illness 

beliefs and their impact on the utilisation of services (Young and Garro, 1982). 

Similar to the consideration of Donabedian’s model, this data was not available at 

a population level in Ireland.

The model most frequently used to identify characteristics of home care utilisatiDn 

is Andersen and Newman’s behavioural model of health services utilisation. This 

was Ultimately chosen as the most appropriate framework for this analysis based 

on the data available in the SHARE and TILDA studies.

3.2 History of the framework

The behavioural model of health services use was originally developed Dy 

Andersen in 1968 to enhance understanding of why families use health services, 

to define and measure equitable access to health care and to assist in developing 

policies that promote equitable access (Andersen, 1995). The model suggests that 

the use of health services by families is a function of a) their predisposition to use 

services b) factors which enable health service use and c) their need for care, ts 

purpose was to discover conditions that either facilitate or impede utilisation of 

health care services. The original model was refined by Andersen and Newman in 

1973. The unit of analysis shifted from the family to the individual as a result of 

difficulties encountered in developing measures at the family level to account fDr 

heterogeneity of family members (Andersen and Newman, 1973).

In the 1970s, Aday and Andersen (1974) developed an epidemiologic 

interpretation of the framework for the study of access to medical care. 

Epidemiological research on health services sought to explain utilisation at the 

group level as opposed to the individual level. The characteristics of the population 

at risk were identical to the individual determinants of utilisation described by 

Andersen and Newman (1973), i.e. predisposing, enabling and need components. 

An addition to this version of the model was that the health system was included 

as an important determinant of the population’s use of services. Characteristics Df 

health service utilisation were identified by type (hospital, nursing home, physicsn 

etc), purpose (prevention, treatment, rehabilitation) and unit of analysis (contact, 

volume, episodic care) involved. An explicit focus on the outcome of heal:h 

services use was also included in the form of consumer satisfaction (Andersen,
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1995). Andersen recognised that the use of some health care services may be a 

means to other ends and outcomes (Andersen, 1995). In an Irish context, health 

and social care are closely intertwined and administered by the same organisation 

(Section 2.2.2) and there is evidence that previous contact with the health care 

services facilitates access to home care (PA Consulting Group, 2009). The 

availability of data on health service contacts in both the SHARE and TILDA 

datasets facilitated the use of this version of the model.

Further refinements and extensions to the original model were made in the 1980s, 

1990s and 2000s. These include the acknowledgement of the external 

environment as a determinant of health service use including physical, political 

and economic components. Additional health outcomes (perceived and evaluated 

health status) were added to consumer satisfaction, thus providing additional data 

on effectiveness and efficiency of access to health services. More recently, 

feedback loops have been included in the model which emphasize the dynamic 

nature of health services use, its impact on health status and the subsequent 

effect this has on predisposing, enabling and need factors which determine the 

need for subsequent use of services (Andersen, 1995).

The framework has been used extensively to explain or predict the use of medical 

and health care services as well as placement in long-term residential care 

(Akamigbo and Wolinsky, 2006). Although it has been used less frequently to 

explain or predict the use of home care services, the factors which have been 

found to determine home care service use are discussed below.

3.3 Characteristics of the population likely to use home 

care services

The characteristics of the population at risk or likely to use home care services 

include predisposing, enabling and need factors. Factors which have been 

identified as determinants of home care in previous research are discussed below 

under these three headings. All of these factors have strong correlations with 

home care utilisation when assessed in isolation. However, the studies outlined 

have determined the unique contribution of each factor in explaining the variability 

in the outcome, using multivariable regression. In general, the contribution of
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predisposing and enabling factors have been more limited in predicting use of 

home care services than have need/illness factors (Chou, 2010, Larsson, 2006, 

Meinow et al., 2005, Litwin, 2004, Stoddart et al., 2002). However, some studies 

have demonstrated that enabling variables are at least as important as need 

variables in predicting the use of home care, especially in older adults with 

dementia (Toseland et al., 2002).

3.3.1 Predisposing factors

Predisposing factors describe the “propensity” of individuals to use services and 

these characteristics exist prior to service utilisation (Aday and Andersen, 1974). 

Predisposing factors may include demographic factors and social characteristics. 

The evidence in relation to the impact of age, gender and co-residence in 

explaining home care utilisation are discussed.

Age: The influence of increasing age on the use of home care has been frequently 

investigated. As expected, a strong association was found between increasing age 

and the use of home care services (Blomgren et al., 2008, Larsson et al., 2006, 

Davin et al., 2005, Litwin, 2004, Stoddart et al., 2002). Age has been shown to 

have a positive effect on receiving both formal care and informal care from 

relatives within the household (Pommer et al., 2007).

Gender: Many studies have found an association between gender and the use of 

formal and informal home care services. However, the results are mixed. Katz 

(2000) using data from the first wave of the Asset and Health Dynamics among the 

Oldest Old (AHEAD) study found that disabled older women received less informal 

care but slightly more formal care than their male counterparts. In Israel, older 

women were found to make greater use of formal home care compared to men 

(Litwin, 2004). Whereas, Stoddart (2002) in a UK study found that the use of 

statutory home care services did not differ by gender. Finally, in both Swedish and 

Finnish studies, men had substantially higher odds of receiving formal care 

compared to women. This gender difference was found to disappear, when co

residence was adjusted for (Blomgren et al., 2008, Larsson and Thorslund, 2002).

Living arrangement: The effect of living arrangement on the likelihood of receiving 

both formal and informal care has been the focus of research for some time. The
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Structural characteristic of living with someone has consistently been 

demonstrated to be more important than marital status in explaining utilisation of 

home care (Chappell, 1991). Research has revealed that living alone is a 

consistent predictor of greater utilisation of home care compared to those who live 

in households with more than one occupant (Larsson et al., 2006, Meinow et a!., 

2005, Grundy, 2001, Thorslund et al., 1991, Tennstedt et al., 1990). Retrenchment 

of home help services in Sweden resulted in an expectation that older husbands 

and wives would help spouses with the result that very few older couples living 

together were receiving home help at the end of the 1990s (Larsson et al., 2006, 

Szebehely, 1998). In addition to receiving home care, those living alone have been 

found to receive a significantly higher number of hours of care compared to those 

living with one or more other people (Meinow et al., 2005). When intensity of need 

increases it is those that live alone that have the highest odds of admission to a 

nursing home indicating the protective effect of having an informal caregiver in the 

home (McCann et al., 2011).

3.3.2 Enabling factors

Enabling factors refer to the “means” individuals have available to them which may 

enable them to secure access to care. At an individual level this may include 

socio-economic status and insurance coverage, or it may include community 

attributes such as urban/rural location or geographical region. The evidence in 

relation to the impact of socio-economic status, availability of informal care and 

geographic location are discussed.

Income: Using a large representative sample of older people in France, Davin et 

al. (2005) identified that needing assistance with at least one activity of daily living 

is associated with lower levels of disposable income. In contrast, no association 

was found between home care utilisation and older people’s income in an Israeli 

study where 15% of the population was found to utilise home care (Litwin, 2004).

Education: The findings in relation to the effect of education on home care 

utilisation are mixed. Older age on leaving full time education was found to be 

positively associated with private home care utilisation but not with public home 

care in a study of older British adults (Stoddart et al., 2002). No association 

between home care utilisation and education was found in a study of older Israeli
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adults (Litwin, 2004). Lower educational status was found to be associated with 

need fDr home care assistance in a representative sample of older French people 

(Davinet al., 2005).

Insurance coverage: In a review of 13 studies ambiguous results were found for 

the effect of insurance on professional home care utilisation in the United States. 

However, in some studies having insurance was a predictor of specific types of 

home care (Algera et al., 2004). Recent research in the United States has 

identified that for those with moderate levels of disability, having long-term care 

insurance makes it more likely that they can remain at home and receive home 

care services instead of going to a nursing home (Li and Jensen, 2011).

Social networks: There is some debate about the effect of family networks on 

formal care utilisation; some suggest that those with strong networks use more 

formal care as a result of advocacy by the network members on behalf of the older 

person (Logan and Spitz, 1994). The alternative view is that those with strong 

networks use less formal care as they have access to informal assistance (Litwin, 

2004, Forbes and Janzen, 2004, Stoddart et al., 2002). Litwin (2004) found that 

older people embedded in weak social network structures tended to make greater 

use of formal public support. The weaker networks included restricted networks 

and those which were neighbour focused. It would appear that the weaker 

networks had less capacity to provide ongoing informal care and thus required 

formal care support. Stoddart (2002) found an association between small social 

networks and limited social support and the use of statutory home care services. 

However, this association was not present when the researchers controlled for 

demographic factors.

Informal care from children: Opposing effects of the availability of informal carers 

especially adult children on the receipt of formal care have been found in the 

literature. Having children and frequent contact with friends was found to halve the 

probability of receiving formal home help in one study of community dwelling older 

people (aged 81-100 years) in Sweden (Larsson et al., 2006). Szebehely (1998) 

also found that older people with children living in the vicinity were less likely to 

receive home help than those without children or with children living further away. 

In contrast to this, a Finnish study found that the more frequently children helped,
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the larger the odds were of receiving formal home-based help (Blomgren et al., 

2008). Similar findings have emerged for American studies. Langa et al. (2001) 

suggest that having adult children enhances access to formal care, possibly as a 

result of their advocacy role and ability to navigate complex access structures.

Geographic location: Many studies have documented a relationship between 

geographic location and receipt of formal home care. In a study which describes 

municipal variation in home care services for older people in Sweden, Trydegard 

and Thorslund (2001) conclude that municipal disparity constitutes a greater threat 

to the principle of equality in care of older people than gender and socio-economic 

differences. Classification of service users into rural and urban categories is often 

used as an imprecise proxy for supply of service or access to a service (Phillips et 

al., 1998). In general, urbanization is considered an enabling factor for home care 

utilisation. However, in Canada no difference was found between rural and urban 

residents in relation to home care utilisation (Miedema and de Jong, 2005). This 

finding was echoed by Forbes and Janzen (2004) who found that similar 

proportions of rural and urban older people received home care. However, rural 

respondents were less likely than their urban counterparts to receive personal care 

assistance.

3.3.3 Need factors

Need/illness factors refer to the need perceived by the individual, or evaluated by 

professionals within the health care system (Aday and Andersen, 1974). Need has 

been found to be the strongest predictor of home care utilisation in community 

living older people (Allan et al., 2011). The most commonly used measure of need 

for home care utilisation relates to disability.

Disability: Those with the highest levels of physical impairment as measured by 

difficulty with activities of daily living and instrumental activities of daily living have 

been found to receive the highest levels of home care (Blomgren et al., 2008, 

Larsson et al., 2006, Meinow et al., 2005, Litwin, 2004, Stoddart et al., 2002, 

Grabbe et al., 1995). The combination of physical impairment and living alone 

strongly determine home care utilisation. Tennstedt et al (1990) found that it was 

only in older people living alone that the physical factor of level of frailty predicted 

reliance on formal services. In a multivariate analysis aimed at identifying the
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determinants of formal home help in Sweden, the factors which were most 

significant in explaining home care utilisation were living alone and difficulty with 

instrumental activities of daily living (Thorslund et al., 1991).

Cognitive impairment. Swedish research has documented the strength of the 

relationship between cognitive impairment and intensity of home care service 

(Meinow et al., 2005). This is especially true of those living alone, where dementia 

has been found to strongly predict the use of home help services (Larsson et al., 

2006). In a review of the home care package scheme in Ireland, almost a quarter 

of individuals in receipt of this enhanced level of home care were found to have a 

cognitive impairment (PA Consulting Group, 2009).

Depression: Depression has been found to be a predictor of home care service 

use. In a small scale study in the U.S.A., Badger (1998) found that older adults 

with mild and severe depression used more medical and home help services than 

those who were not depressed. Similar results have been obtained from larger 

scale studies. Results from the Longitudinal Ageing Study Amsterdam (LASA) 

show a significant association between enduring use of professional long-term 

care and depressive symptoms (Pot et al., 2005).

Loneliness: Loneliness was found to be significantly related to both formal and 

informal care utilisation in a Canadian-Swedish comparison of older people in their 

80s (Miedema and de Jong, 2005) but it was not found to discriminate between 

users and non-users of professional home care services in the Netherlands 

(Kempen and Suurmeijer, 1991).

Other need factors identified in the literature as associated with a higher level of 

home care utilisation include urinary incontinence (Sorbye et al., 2009, Stoddart et 

al., 2002) and pain (Sorbye et al., 2009).

3.4 Conclusion

This chapter has provided an overview of the Andersen and Newman behavioural 

model of health services use and its application to home care utilisation in older 

adults. Complex long-term care regimes in different countries, with associated
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variation in formal care service provision, result in mixed findings in relation to the 

determinants of formal care utilisation.

This thesis aims to explain the distribution and determinants of home care 

utilisation in the population at risk of care in Ireland. This focus on the population’s 

service utilisation as opposed to the individual’s utilisation behaviour renders Aday 

and Andersen’s adaptation of the original model as the most appropriate 

framework for use in this thesis (Aday and Andersen, 1974). Later versions of the 

model which include a range of external environmental components were deemed 

unsuitable to use as it is currently not feasible to link data on the external 

components to individual cases.

The availability of data in both the SHARE and TILDA studies provides an 

opportunity to investigate the determinants of home care in both a comparative 

and an Irish perspective. The model provides a framework for organising the 

variables to be included in the analysis (Figure 4). From a policy perspective, 

identification of the characteristics of those that access home care will provide an 

overview of the factors which influence the targeting of formal home care services 

in Ireland. The impact of variables that are mutable and therefore amenable to 

intervention will be of particular interest.
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Characteristics of the Utilisation of home care
population at risk

Predisposing factors
Age 

Gender 
Living arrangement

Formal home 
care only

Home help 
Personal care 

Meals-on-wheels 
Nursing care

Informal and 
Formal home

Enabling factors
Education

Income _____________ .

care

Health insurance 
Geographical location Informal home 

care only

Need/Illness factors
Disability 

Health Status 
Health care utilisation

No home care

Figure 4 Conceptual framework for investigating the determinants of home-based social 
care utilisation in older adults
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4.1 Introduction to the SHARE studies

This chapter begins the process of investigating how home care is utilised by older 

adults. The determinants of home care were examined in a comparative context 

using cross-sectional data from the Survey of Health Ageing and Retirement in 

Europe (SHARE). Two separate studies are based on SHARE data. The first study 

investigates the relationship between disability and formal and informal home care 

utilisation across 13 European countries. The second study compares the 

utilisation of publicly financed formal home care by older adults in Ireland and 

Sweden.

Disability has been identified as the primary indicator of need for care. Disabilty in 

this context is defined as having an activity of daily living (ADL) or an instrumental 

activity of daily living (lADL) deficit (Section 2.5.2). The initial question posed was, 

to what extent are older adults with disabilities receiving care at home? The study 

identified the prevalence of disability in the older adult population and compared 

this across 13 European countries including Ireland. This was followed by an 

examination of formal and informal care utilisation in this population and the 

interrelationship between the two forms of care. Finally, determinants of formal 

and informal care were examined across the participating countries.

During the course of the first investigation, the author became familiar with the 

SHARE dataset and its potential to answer a range of additional research 

questions in relation to home care utilisation. A major strength of the dataset is the 

ability to make comparisons across a wide range of countries, each with different 

health and social care systems. However, it is limited by the small sample size in 

some countries. A decision was taken to focus in greater detail on those aged 65 

years and older and to focus on formal home care only in the form of domestic, 

personal and or nursing care and meals services.

A comparative study which examines the determinants of home care in the context 

of different health and social care systems was proposed. A preliminary view of 

the data revealed small numbers of personal/nursing care in three of the 13 

countries (The Czech Republic, Switzerland and Greece). This reduced the 

number of potential countries for the comparative study to 10. Although typologies
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of home care regimes are less distinct than in the past, the three typologies of 

Mediterranean, Continental and Scandinavian are still referred to frequently in the 

literature (Section 2.3.1). As Ireland has been classified as fitting the 

Mediterranean model (Bettio and Plantenga, 2004) where the role of government 

is lowest in the provision of formal care, it was decided to compare Ireland with a 

country fitting the Scandinavian model where the role of government is greatest. 

This narrowed down the comparison to Sweden or Denmark. The Swedish 

population is one of the oldest in the world and the country has a long history of 

universal public home care provision. As a result, extensive research has been 

conducted on the long-term care sector and comprehensive official statistics are 

available on all aspects of ageing and care. At that time, an opportunity arose to 

undertake an international placement at the University of Lund in Sweden as part 

of the PhD programme in Health Services Research. This combination of factors 

led to a decision to conduct a two way study comparing Ireland with Sweden. 

Given the vastly different demographic, service and policy contexts in Ireland and 

Sweden the question posed was, does the utilisation of publicly financed home 

care differ between Ireland and Sweden? and what are the individual 

characteristics which determine the receipt of publicly financed domestic and 

personal care in each country?

The SHARE methodology which is common to both studies is discussed in the 

next section of this chapter, followed by the two studies as outlined above.

4.2 SHARE methodology

The SHARE project is a multidisciplinary study of the health, social and economic 

situation of adults over 50 years across continental Europe. SHARE was modelled 

on the Health and Retirement Study (HRS) in the United States and the English 

Longitudinal Study on Ageing (ELSA). The baseline survey was conducted in 

2004-2005 across 11 countries including Austria, Belgium, Denmark, France, 

Germany, Greece, Italy, The Netherlands, Spain, Sweden and Switzerland. The 

second wave of data was collected between 2006 and 2007 across the original 11 

countries plus three new countries to the project, Ireland, Poland and the Czech 

Republic. The third wave of the study is currently in the field collecting data on the 

life histories of the respondents.
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4.2.1 SHARE design and sample

The SHARE study is longitudinal in design. However, as Ireland has only taken 

part in one wave, the studies included in this thesis are cross-sectional in design. 

Cross-national comparison is facilitated by the use of a common survey 

instrument, harmonization of interviewing and fieldwork procedures and the use of 

a cross-nationally comparable sampling scheme. The questionnaire was 

developed by 11 cross-national working groups and subsequently translated and 

implemented in eleven countries. A balance was required between relevant 

questions to include and questionnaire length (maximum time 80 minutes). All 

questions were required to be of interest to more than one field (multidisciplinary) 

and to be applicable to all participating countries (cross-national). In addition to 

this, each question had to make sense in a long-term panel (longitudinal) (Borsch- 

Supan and Jurges, 2005).

Sampling methods varied, depending on the availability of national registers in 

each participating country. A variety of methods were used, ranging from simple 

random sampling from national population registers to multistage sampling using 

regional/local population registers to single or multistage sampling using telephone 

directories (Borsch-Supan et al., 2008b). Simple random sampling was conducted 

in Sweden, Denmark and Poland with Sweden using the population register 

NAVET of the Swedish tax authority (Skatteverket). The most common sampling 

design however was two-stage sampling using geographical areas as primary 

sampling units and households or individuals as secondary sampling units. Two- 

stage sampling was conducted in Belgium, Spain, Germany, France, Switzerand 

and Ireland. In Ireland, a national random sample of addresses was obtained in a 

two-stage probability sample involving a sift of addresses. Three-stage sampling 

was conducted in Austria, the Czech Republic, Greece and Italy (Borsch-Sipan 

and Jurges, 2005).

The target population of SHARE wave two consisted of individuals born in 1956 or 

earlier, who were required to speak the official language of the country. 

Respondents could not be living abroad or in an institution, such as a prison, 

during the fieldwork period. Eligible adults included all household members, aged 

50 years and above, plus spouses irrespective of their age.
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4.2.2 SHARE data collection

Data collection in Ireland was co-ordinated by the Irish SHARE team at the Geary 

Institute in UCD. Data were collected from February to December 2007. In other 

countries data collection took place between 2006 and 2007.

In order to achieve high data quality, professional survey agencies were engaged 

in all survey countries. Common protocols and basic fieldwork procedures, 

designed by the SHARE coordinating team, were followed in each country. An 

electronic sample management system (SMS) was employed to manage fieldwork 

procedures. Advance letters were sent to each household to encourage 

participation and follow-up letters were sent to those reluctant to participate. A 

variety of incentives were used in the different countries to encourage 

participation, ranging from small gifts to cash. On completion of interviews, thank 

you letters were sent to participants. These measures were employed in order to 

increase the response rate and to reduce the possibility of non-response bias.

Data were collected via face-to-face, computer-aided personal interviews (CAPI). 

CAPI involves converting the questionnaire into an electronic format which makes 

it easier and quicker to administer. Interviewers enter data directly into a laptop 

computer. CAPI handles routing by taking interviewers automatically to the next 

appropriate question, thus avoiding the interviewer having to interpret complex 

routing instructions. In addition, if a set of questions has to be asked a number of 

times, the computer will automatically repeat the questions the correct number of 

times and then move on. There are two main advantages to using CAPI over 

paper and pencil techniques. Firstly, the possibility of errors due to interviewers 

failing to follow routing instructions is eliminated as they cannot follow a wrong 

route and ask inappropriate questions. Nor can they inadvertently skip over 

questions. Secondly, the interview flows more smoothly since the interviewer does 

not have to keep referring to earlier answers to establish the correct route through 

the questionnaire. Interviewing is made easier by the 'customising' of questions. 

The computer program can recall a piece of data from its memory, such as a 

name or a date and insert it in the appropriate place in a question. It can also 

conduct mathematical calculations and check for inadmissible or inconsistent 

responses. The use of CAPI reduces both the possibility of interviewer
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measurement error at the time of the interview and post survey error caused by 

manually uploading survey responses.

The household response rate across all countries in the second wave of SH^RE 

was 61.6%.

4.2.3 SHARE data access and acknowledgements

Permission was sought to access and utilise publicly released SHARE data. 

Formal registration was carried out through the SHARE data centre at the 

University of Mannheim, Germany. This data file was kept on a laptop and secured 

using encryption software “TrueCrypt”.

The studies included in this thesis use data from SHARE release 2.3.0, as of 

November 2009. SHARE data collection in 2004-2007 was primarily funded by the 

European Commission through its 5th and 6th framework programmes (project 

numbers QLK6-CT-2001- 00360; RII-CT- 2006-062193; CIT5-CT-2005-028E57). 

Additional funding by the US National Institute on Aging (grant numbers U01 

AG09740-13S2; P01 AG005842; P01 AG08291; P30 AG12815; Y1-AG-4553-01; 

OGHA 04-064; R21 AG025169) as well as by various national sources is gratefully 

acknowledged (see http://www.share-proiect.org for a full list of funding 

institutions).
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SHARE study 1: Disability and home care utilisation 
among community living older people: comparisons 
across Europe. 

4.3 Introduction

The initial investigation undertaken for this thesis set out to examine the 

relationship between disability and home care utilisation in a comparative context. 

From a policy perspective a shift has been underway to provide an increasing 

proportion of services to older people in their homes. To inform policy, additional 

evidence is required about the relationship between disability and care in the 

home. The research question posed is: To what extent are older adults with 

disabilities receiving care at home? The study objectives were: to estimate the 

prevalence of disability among community living older adults across 13 European 

countries including Ireland, to examine the relationship between disability and the 

receipt of different types of home care across Europe and to identify the 

determinants of home care utilisation in the disabled population.

4.4 Methods

4.4.1 Design and sample

This study is cross-sectional in design using secondary data from the second 

wave of SHARE (Section 4.2).

The population of interest was limited to adults aged 50 years and over and not 

permanently residing in a nursing home. The decision regarding these inclusion 

criteria was taken based on the small sample sizes in some countries aged 65 

years and over. Respondents from 13 countries were included in the analysis (n= 

30,972). Poland was excluded due to the absence of data on formal home care. 

The sample size in each country is provided in Table 4.

4.4.2 Measurements

SHARE includes data on 21 modules. Data were extracted from modules outlined 

in Table 1 Overview of SHARE modules. Additional generated variables provided 

by SHARE were also used. These included an educational variable based on
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International Standard Classification of Education 1997 (ISCED) and a depression 

variable based on the EURO-D scale.

Table 1 Overview of SHARE modules
Module Name Variables included in the analysis
CV H Coverscreen-household level
CV R Coverscreen-individual level
DN Demographics Age, Sex, Marital Status, Living 

arrangement
PH Physical health ADL, lADL, Mobility, Self-reported Health, 

Self-reported long-term illness. Self- 
reported limitations in activity. Evaluated 
health status

BR Behavioural risk
OF Cognitive function Orientation,

Numeracy
MH Mental health
HC Health care Formal home care

Hospital admission in the last year
EP Employment and pensions
GS Grip strength
WS Walking speed
CH Children Child living within 25 km
SP Social support Informal care within the household, 

Informal care from outside the household
FT Financial transfers
HO Housing
HH Household income
CO Consumption
AS Assets
AC Activities
EX Expectations
IV Interviewer observations

Dependent variable

The outcome variable was the receipt of home care. Home care comprised two 

types of care: informal and formal care. Each of these is comprised of two 

elements as follows.

Informal home care

1) Informal care within the household: Respondents who were living with at least 

one other person and who had a difficulty with one of a number of every day 

activities were asked if someone living in the household regularly helped them with 

personal care such as washing, getting out of bed or dressing in the last twelve 

months.

2) Informal care from outside the household: Where couples were interviewed, one 

person was designated as the family respondent to answer on behalf of the
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couple. The family respondent was asked, if in the last twelve months, any family 

member from outside the household or any friend or neighbour had given the 

respondent or their husband/wife/partner any help with personal care, practical 

household help or help with paperwork.

Formal home care

1) Publicly financed home care; The use of publicly financed home care was 

assessed through asking if, in the last 12 months, respondents had received home 

care of the following three types in their own home a) Professional or paid nursing 

or personal care, b) Professional or paid home help for domestic tasks that 

respondents could not perform themselves due to health problems or c) Meals-on- 

wheels.

2) Privately financed home care; Respondents were asked if, in the last 12 

months, they had received a) home help or b) home care from a private provider 

which they paid for themselves or through private insurance because they had 

waited too long or could not get the service needed through the National Health 

System.

Independent variables

Demographic variables included age group (50-64, 65+), sex, household size 

(alone, two persons, three or more persons) and whether the respondent was 

married or had a partner. Socio-economic variables included education, which was 

grouped into two categories, differentiating between those with primary level of 

education only and those with higher levels of education (1-8 years, 9+ years) and 

household nnonthly income which was grouped into two categories based on the 

mean (<€1,245, >€1,245).

Respondents were asked if they had any difficulty because of a physical, mental, 

emotional or memory problem with six ADL and seven lADL activities. They were 

asked to exclude any difficulty expected to last less than three months. ADL 

activities included 1) dressing, including putting on shoes and socks, 2) walking 

across a room, 3) bathing or showering, 4) eating, such as cutting up food, 5) 

getting in or out of bed and 6) using the toilet, including getting up or down. lADL 

activities included 1) Using a map to figure out how to get around in a strange 

place, 2) preparing a hot meal, 3) shopping for groceries, 4) making telephone
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calls, 5) taking medications, 6) doing work around the house or garden and 7) 

managing money such as paying bills and keeping track of expenses.

Other need variables used included the presence or absence of a chronic or long

term health problem and the degree of limitation in usual activities because of a 

health problem (Not limited, limited but not severely, severely limited).

Inclusion criteria

Informal care received from within the home which forms one component of the 

dependent variable was limited by a pre-condition. The question was only asked of 

those with a previously identified difficulty with an every day activity (Appendix B). 

Amongst those with an ADL or lADL deficit and living with others, 6% had not 

previously indicated a difficulty in every day activity; therefore this small group 

were never asked this question.

4.4.3 Statistical analysis

Continuous variables were summarized with descriptive statistics including the 

mean, standard deviation, range and median. Categorical data were summarized 

using frequency counts and percentage of participants in each category.

Pearson’s test was used to test the relationship between categorical variables. 

For continuous variables, student’s t-test was used to compare the means of 

different groups. For all tests a p-value below 0.05 was considered significant

Logistic regression analyses

The focus in this thesis is on identification of the variables which are most effective 

in determining service utilisation. Logistic regression models were developed to 

determine the predictor variables. The initial selection of variables was guided by 

the conceptual framework developed by Aday and Andersen (1974), which has 

already been described in Chapter 3. Care was taken to include independent 

variables known to be associated with the outcome in order to construct an 

unbiased model. A possibility remains that independent variables not selected 

could be useful in predicting home care. The aim in building the model was to build 

the simplest parsimonious model with independent variables that could predict the
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dependent variable reasonably well (Norusis, 2008). A range of techniques were 

used to identify a subset of independent variables which would be good 

determinants of home care.

The first step in each regression analysis was to examine the relationship between 

each independent variable and the dependent variable (bi-variate analysis). This is 

reported on as crude odds ratios (OR) with 95% confidence intervals and p-values. 

Variables which were significant on bi-variate analysis or variables which were 

deemed of importance were then assessed for multicoHinearity.

Multicollinearity occurs when two or more of the independent variables in the 

model are correlated. This results in redundant information about the outcome 

variable and hinders the ability to interpret the results. It also decreases reliability 

by increasing the standard error of the estimates for beta. Where independent 

variables are almost linear combinations of each other, some of them must be 

removed from the model. In order to avoid these problems, multicollinearity 

diagnostics were conducted using linear regression to assess for collinearity of the 

independent variables. Tolerance and variance inflation factors were assessed for 

each variable. Tolerance is a proportion, with values ranging from 0 to 1. It 

explains the proportion of variability of the independent variable that is not 

explained by its linear relationship with other independent variables. A value close 

to zero indicates that the variable is almost a linear combination of the other 

independent variables in the model (multicollinear). The variance inflation factor 

(VIF) is 1/Tolerance. A VIF greater than 2.5 or a Tolerance below .4 have been 

identified as cut-off points for detecting multicollinearity and excluding variables 

from the model. In this study no variables exceeded either threshold for exclusion.

The second step in building the models involved selecting variables based solely 

on statistical criteria using a stepwise method. The method used was the 

backward Wald method. In this method the variables are entered into the model 

together and are tested for removal one by one based on the significance of the 

Wald statistic. The default probability of 0.1 was used to test whether a variable 

should remain in the model or be removed. Stepwise removal of variables followed 

until no further variables met the removal criteria (Greenland, 1989).
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Variables which remained significant at the end of this process were entered into 

the final model using the “ENTER” method. The results of these analyses are 

reported on as adjusted odds ratios with 95% confidence intervals and p-values. 

Where ordinal variables were used, dummy variables were created. The reference 

categories are identified in the tables.

Goodness of fit statistics were used to measure how well the explanatory 

regression models accounted for the outcome. The Hosmer and Lemeshow’s 

statistic was used to compare the estimated likelihood of outcome to the observed 

likelihood of outcome. In a well fitting model, the observed and estimated 

likelihood are similar. Nagelkerkes which ranges in value from 0-1 was used to 

estimate the proportion of variance in the outcome which was attributed to the 

independent variables in the model.

Listwise deletion of missing values was carried out whereby a missing value for 

any vahable in the logistic regression model resulted in the entire case being 

excluded from the analysis.

The Statistical package SPSS Version 17 was used to estimate parameters of the 

model and to compute the test statistics.

4.4.4 Statistical weights

In the SHARE survey each household had an equal probability of selection. 

However, as in most population surveys some individuals provided no information, 

as a result of non-contact or refusal to respond to the survey. This has the 

potential to introduce a bias between estimates obtained from the sample and the 

true population estimate. Non-response weighting was used to reduce bias and to 

ensure that statistics computed from the data were representative of the 

population (Brick and Montaquila, 2009).

Calibrated cross-sectional weights for individual respondents were used in 

SHARE. The weights compensate for problems of non-response and sample 

attrition to the extent that the problems were correlated with the weighting 

variables. The weights were calculated using known totals of the target population 

in each country. In general, eight calibration margins were used for the size of the
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target population across gender and age group (50-59, 60-69, 70-79, 80+ years). 

In most of the SHARE countries, information for the calibration margins came from 

a different source than the sampling frame such as a national population census. 

An additional calibration margin for home ownership was used in France and for 

geographical area was used in Italy and Denmark (Klevmarken et al., 2005).

Statistical weights supplied by SHARE were applied to the data for all countries 

except Ireland. The Irish data were first publicly released in November 2009 

(Release 2.3.0) by the coordinating centre at the University of Mannheim. Three 

further releases of data took place in August 2010 (Release 2.3.1), March 2011 

(Release 2.4.0) and May 2011 (Release 2.5.0). However, the Irish data remained 

un-weighted. As a result, weights were constructed for the Irish data in a manner 

designed to match the methods used by SHARE and to reflect the socio-economic 

gradient in the Irish sample.

The Irish weights were constructed using data from the 2006 census of population 

in Ireland (Central Statistics Office, 2006f). Preliminary review of the data revealed 

that the SHARE sample for Ireland was skewed towards those with higher 

education levels compared to the general population. This can clearly be seen in 

the two tables outlining the proportion of the Irish population and the proportion of 

the SHARE sample in each age, sex and education category (Table 2 and Table 

3). Twenty four calibration margins were used for weighting the Irish data in order 

to adjust for discrepancies between the sample and the population, in terms of 

age, gender and education. Irish weights were calculated based on the ratio of the 

population in a cell to the number of respondents in that cell. A single weight 

variable was then constructed which included the SHARE weights for each country 

provided by SHARE and the constructed weights for Ireland.
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Table 2 Percentage of Irish population aged 50 and older, by age, sex and education
Primary 

education 
ISCED 1

Secondary 
education 

ISCED 2&3

Tertiary 
education 

ISCED 4,5,6

Total

Males 50-59 6.2 10.4 4.7 21.3
60-69 6.8 5.3 2.4 14.5
70-79 5.0 2.5 1.1 8.6
80+ 2.3 0.9 0.4 3.6

Females 50-59 5.3 10.8 4.7 20.8
60-69 5.6 6.5 2.4 14.5
70-79 5.1 3,9 1.2 10.2
80+ 3.8 2.1 0.6 6.5

Total 40.1 42.4 17.5 100
Source: Census 2006 (Central Statistics Office, 2006e)

Table 3 Percentage of SHARE sample aged 50 and older, by age, sex and education
Primary 

education 
ISCED 1

Secondary 
education 

ISCED 2&3

Tertiary 
education 

ISCED 4,5,6

Total

Males 50-59 2.9 5.1 8.7 16.6
60-69 4.6 3.5 7.5 15.6
70-79 4.4 2.0 3.9 10.3
80+ 1.9 0.4 1.3 3.6

Females 50-59 3.4 4.2 11.8 19.4
60-69 5.3 4.5 8.1 17,9
70-79 3.4 2.4 5.2 11
80+ 2.2 0.6 2.7 5,5

Total 28.1 22.7 49.2 100
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4.5 Results
The results are presented in three sections. Firstly, descriptive statistics on the 

prevalence of disability are presented for the 13 countries in this study. In the 

second section, the utilisation of home care by persons with a disability is 

documented. Finally, the association between home care utilisation and predictor 

variables is presented.

Disability prevalence across Europe

Disability in this study is defined as difficulty with one or more limitations in basic 

ADLs (6 items) or difficulty with one or more limitations in lADLs (7 items). A 

consistent pattern of ADL and lADL disability in those over 50 years was found 

across Europe (Table 4). A combined measure is used to indicate individuals who 

have either an ADL or lADL difficulty or both. This ranged from a high of 24% in 

Austria to a low of 14% in Switzerland.

Table 4 Prevalence of disability across Europe in those aged 50 and older
Country ADL

disability
(%)

lADL
disability

(%)

ADL/IADL
disability

(%)

Sample
Size

(n=30,972)
Austria* 12 21 24 1320
Spain 13 20 23 2176
Belgium 13 19 23 3082
Italy 12 20 22 2925
Ireland 13 18 22 1099
Greece 8 19 21 3028
Germany 13 16 20 2520
France 10 16 19 2843
Denmark 10 16 19 2526
Sweden 9 14 18 2694
Netherlands 8 16 18 2609
Czech Republic 8 16 18 2726
Switzerland 7 10 14 1424
13 Country average 12 17 20
* Rank ordered by total (ADL/IADL) disability, from most to least disabled.

The prevalence of disability is strongly related to age with higher prevalence 

amongst those aged 65 years and older (Table 5). The younger age group in 

Ireland were found to have a higher prevalence of both ADL and lADL disability 

than the 13 country average. In the older age group, disability levels in Ireland 

were close to the average.
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Table 5 Prevalence of disability by age group across Europe
ADL disability (%)

50-64yrs 65+
lADL disability (%)

50-64 yrs 65+
ADL/IADL disability (%)
50-64 yrs 65+

Austria* 7 16 13 29 16 32
Spain 5 20 7 31 10 34
Belgium 7 20 10 29 13 34
Italy 5 18 7 30 9 33
Ireland 9 19 11 27 16 31
Greece 3 12 7 31 8 32
Germany 5 20 6 25 9 29
France 6 17 7 27 10 30
Denmark 5 15 9 25 11 28
Sweden 6 13 8 20 11 25
Netherlands 4 13 10 24 11 27
Czech Republic 5 12 9 24 12 27
Switzerland 5 9 6 15 9 19
13 Country 
average

5 18 7 27 10 31
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Utilisation of home care by persons with a disability

In this study 20% (n=5821) of the population had a disability which was defined as 

having either an ADL or lADL difficulty or both. Within this group 62% received 

care of some kind in the home (Table 6). The home care received was categorised 

as informal and formal.

Informal care comprised care from within the household and from outside the 

household. Of those with a disability, 54% were in receipt of informal care (Table 

6). Informal care from within the household was received by 19% of those with a 

disability. Eligibility to answer this question was restricted to those with a mobility 

difficulty and living in a household with a size greater than one. The results 

presented relate to the proportion within the disabled group, in order to be 

comparable with other results in the table. The two countries with the highest level 

of informal care within the household were Spain (28%) and Italy (26%). These 

two countries also had the highest percentage of households with two or more 

people, 74% in Spain and 71% in Italy. Informal help from outside the household 

was received by 42% of those with a disability. This formed the largest component 

of home care received and varied from 31% in Spain to 60% in the Czech 

Republic.

Formal care comprised publicly financed home care and privately financed home 

care. Formal home care was received by 27% of those with a disability (Table 6). 

The vast bulk of this was publicly financed home care. Three types of publicly 

financed care were identified (not shown in the table). Professional or paid home 

help for domestic tasks was received by 17% making it the largest component of 

publicly financed care. This ranged from a low of 1% in the Czech Republic to a 

high of 34% in Denmark. Professional or paid nursing or personal care was 

received by 14%, ranging from 2% in the Czech Republic to 30% in France. 

Finally, meals-on-wheels were received by 5%, ranging from <1% in Spain to 14% 

in Denmark. Overall, levels of publicly financed care were highest in France, 

Denmark, Belgium and the Netherlands and lowest in Greece. Privately financed 

home care formed the smallest component of home care and was received by only 

2% of respondents with a disability. Almost all of those privately financing home 

care (92%) were also in receipt of publicly financed home care.
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Table 6 Type of home care received by persons with a disability in those aged 50 and older
Informal Home Care (%) Formal Home Care (%) Total Home 

Care (%)
From 

within the 
household

From
outside

the
household

Total
Informal

Publicly
financed

Privately
financed

Total
Formal

Czech Rep. 18 60 69 13 0 13 70
Denmark 13 46 52 40 4 41 68
Germany 18 51 61 28 1 28 67
Belgium 15 47 57 39 3 39 67
Netherlands 7 47 50 38 4 39 64
Austria 17 43 52 24 3 24 62
France 13 34 44 46 4 46 61
Ireland 19 40 53 23 3 23 59
Italy 26 37 57 18 3 18 59
Spain 28 31 51 18 1 18 57
Sweden 6 44 48 23 2 23 56
Greece 16 43 51 9 3 10 54
Switzerland 12 42 47 12 6 17 51
13 Country 
average

19 42 54 27 2 27 62

Rank ordered by Total Home Care from most to least
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Overall, it is estimated that just over 62% of those aged over 50 years with a 

disability received home care of some kind. This percentage ranged from a high of 

70% in the Czech Republic to a low of 51% in Switzerland. This relatively constant 

figure masked substantial variation between countries in relation to the type of 

care received i.e. formal and informal, with appreciable numbers receiving both 

types of home care. Large variation was seen across countries in the extent to 

which individuals relied on informal care only, formal care only or a combination of 

both types of home care. Reliance on informal care only was especially marked in 

the Czech Republic and Greece, the two countries with the lowest levels of formal 

care (Figure 5).

■ Formal home care only

0  Formal and Informal home 
care

El Informal home care only

Figure 5 Type of home care received by adults with a disability across Europe in those aged 
50 and older

Association between home care utilisation and predictor variables

Bi-variate investigation of the association between the predisposing, enabling and 

need variables selected and receipt of home care revealed a statistically 

significant relationship between the independent variables and the receipt of home 

care of each kind (Table 7).
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The variables most strongly associated with home care utilisation included 

disability, limitations in usual activities and household size. Persons in lower 

income households were more likely to receive home care of all types compared 

to those in higher income households. This difference was statistically significant 

but a large amount of data was missing in relation to this variable (44%). As a 

result, the income variable was excluded from the regression model.
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Table 7 Bi-variate analysis of the relationship between independent variables and type of home care utilised in persons with a disability aged 50 
and o l d e r ___________________________________________________________

Variables Category Informal HC Formal HC Total home care
OR 95% Cl P value OR 95% Cl P value OR 95% Cl P value

Age group 50-64 (Ref) - - -
65+ 2.1 2.14-2.15 <.001 2.8 2.82-2.84 <.001 2.0 2.60-2.61 <.001

Sex Male (Ref) - - -
Female .95 .94-.95 <.001 1.4 1.47-1.47 <.001 1.1 1.13-1.13 <.001

Married/has partner No 2.4 2.3-24 <.001 2.4 2.3-24 <.001 2.1 2.1-2.1 <.001
Yes (Ref) - - -

Household size 3 or more (Ref) - - -
2 1.0 1.05-1.05 <.001 2.1 2.17-2.19 <.001 1.2 1.24-1.24 <.001
Alone 1.4 1.42-1.42 <.001 5.2 5.24-5.27 <.001 2.2 2.24-2.26 <.001

Education group 0-8yrs 1.0 1.01-1.01 <.001 .75 .75-.75 <.001 .97 .97-.97 <.001
9+ yrs (Ref) - - -

Household monthly Lower half 1.0 1.01-1.02 <.001 1.3 1.31-1.32 <.001 1.2 1.27-1.27 <.001
income* Upper half (Ref) - - -
ADL7IADL disability 1-3 (Ref) - - -

4-8 3.3 3.2-3.3 <.001 3.4 3.4-3.4 <.001 3.9 3.9-3.9 <001
9-13 4.2 4.2-42 <.001 3.1 3.1-3.1 <.001 5.8 5.8-58 <.001

Long-term illness No (Ref) - - -
Yes 1.9 1.98-1.99 <.001 1.4 1.3-1.4 <.001 1.9 1.9-1.9 <.001

Limited activities Not limited (Ref) - -
Limited not severely 1.8 1.8-1.8 <001 1.7 1.7-1.7 <.001 1.9 1.98-1.99 <.001
Severely limited 4.0 4.0-4.05 <001 4.3 4.3-4.3 <.001 4.8 4.8-48 <.001

Chi-Square Test 
‘ Missing data 44%
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As the severity of ADL7IADL disability increased the odds of receiving home care 

of all types was also found to increase (Figure 6). Despite the direction of the 

association between disability and receipt of home care, 13% of those with the 

highest level of disability (9-13 ADL/IADL deficits) did not receive any kind of home 

care (formal or informal) and therefore appear to have unmet needs. The 

distribution of this group across Europe is illustrated in Figure 6. Further 

Investigation into those with the highest level of disability (n=432) revealed that 

those not receiving care were more likely to be single, female and living alone and 

to describe themselves as having no long-term Illness and not limited in actvity 

compared to those receiving home care. Although the figure shows that all 

individuals with severe disability in Ireland received home care, the number of 

cases with severe disability in the Irish sample was small (n=11) and the majority

□ Home care recel\«d

■ No home care of any 
kind

Figure 6 The utilisation of home care in severely disabled respondents aged 50 plus years

Multivariate analysis using binary logistic regression was used to evaluate the 

Independent contribution of the predictor variables to receipt of home care of any 

kind, formal home care and informal home care (Table 8).

The most significant predictors of utilisation of home care of any kind were 

variables associated with need. An incremental effect can be seen in relation to 

the level of ADL/IADL disability and use of home care. Respondents with a high 

level of disability were three times more likely to receive home care than those
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with lower levels of disability. Individuals that identified themselves as severely 

limited in performing usual activities were significantly more likely to receive home 

care than those who classified themselves as not limited in activities. Those with a 

long-term illness were also significantly more likely to use home care than those 

with no long-term illness. Respondents who were 65 years and over were almost 

twice as likely to receive home care as were those in the 50-64 year age group. 

Being married or having a partner was negatively associated with receipt of home 

care. Having a higher level of education (9 or more years) resulted in a greater 

likelihood of receiving home care compared to those having less years of 

education. The power of the independent variables in predicting the different types 

of care in these models is relatively weak as can be seen by the Nagelkerke R̂ .
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Table 8 Logistic regression models of factors associated with the receipt of informal home care, formal home care and total home care in adults 
with a disability aged 50 and older across Europe

Variables Categories Informal HC Formal HC Total home care
P Adj OR 

(95% Cl)
P Adj OR 

(95% Cl)
P AdjOR  

(95% Cl)
Age group 50-64 (Ref) - - - - - -

65+ .39*** 1.4 (1.3-1.6) .58*** 17(1.5-2.1) .56*** 1 7 (1 5 -1 9 )
Sex Male (Ref) - -

Female .17* 1.1 (1.0-1.3)
Married/has partner No (Ref) - - - - - -

Yes -.51*** .59 ( 53-.67) -.36** .69 ( 53-.89) -.78*** .45 (.4- 5)
Household size 3 or more (Ref) - -

2 .55*** 1.7(13-2.2)
1 1.0*** 2.7 (2.0-3.6)

Education group 0-8 years (Ref) - - - -

9+ years .29*** 13 (1.1-15) .12* 1.1 (1.0-12)
ADL/IADL disability 1-3 (Ref) - - - - - -

4-8 2.5(2.1-30) .67*** 19(1.6-2.3) 1.0*** 2.7(2.2-33)
9-13 >1 * * ■ * 3.0 (2.3-S.9) .86*** 2.3(18-3.0) 3.1 (23-4.3)

Long-term illness No (Ref) - - - -

Yes .21** 1.2 (1.0-1.4) .14* 11(0.9-13)
Limited in usual Not Limited (Ref) - - - - - -

activities due to a Limited not severely .51*** 1.6 (1.4-1.9) .51** 1.6(13-2.0) .62*** 18(15-2 .2)
health problem Severely limited .91*** 2.4 (2.0-2.9) «| ^  * * * 3.2 (2.5-4.0) ^  ^  * * * 3.1 (2.5-3.7)
Naglekerke R'‘ .17 .19 .22

Included in the analysis n=5647
Significance levels: *p<0.05, **p<0.01, ***p<0.001
Adj OR: Adjusted Odds Ratio

Variables entered on step 1, Age, Sex, Married/had partner. Household size. Education group. Limited Activities, AD U IA D L disability. Long-term illness. 
Informal HC: 4 steps: Education group removed on step 2, Household size removed on step 3, Sex removed on step 4.
Formal HC: 2 steps: Long-term illness removed on step 2.
Total HC: 3 steps: Sex removed on step 2, Household size removed on step 3.
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4.6 Discussion
This cross-country comparative study revealed a range of disability in community 

dwelling older adults aged 50 years and over, across 13 countries participating in 

SHARE and the associated utilisation of formal and informal care.

The cross-country average for ADL and or lADL disability in those aged 50 years 

and over was 20%, this increased to 31% in those over 65 years. This is higher 

than Manton and Gu’s (2001) observations from the National Long-Term Care 

Survey (NTLCS) that 20% of the US population over 65 years are disabled. The 

majority of ageing studies incorporate disability measures such as ADL and lADL. 

It is well documented that estimates of prevalence of disability in national surveys 

differ substantially depending on how questions are phrased, the age profile of 

respondents and methodological issues (Wiener et al., 1990). While Manton and 

Gu identify that their definition of disability is based on ADLs and lADLs which are 

chronic in nature (last more than 90 days), they do not specify the number of ADLs 

or lADLs or how the questions were phrased (Manton, 2001). Disability is widely 

used as an indicator of need for home care in the United States (Stone, 2000, 

Cox, 2005, Wiener et al., 1990). A downward trend in disability prevalence in older 

people has emerged in the 1990s which is welcome news at a time when 

expenditure on long-term care is rising steadily. While the cause of the decline is 

multifactorial, contributing factors include the improvement in medical treatments, 

improvements in surgery and technologies as well as behavioural changes (Cutler. 

2001). In the USA prevalence of chronically disabled older people declined from 

1989 onwards and this decline accelerated in the late 1990s when it was 

accompanied by a large relative and absolute drop in institutional use (Manton, 

2001). Further evidence of a decrease in ADL limitation was identified in the 

National Long-term Care Survey (NLTCS) which found a decrease in prevalence 

between 1999 and 2004 from 17.9% to 16.6% (Manton et al., 2006). Other studies 

have shown some inconsistencies especially in relation to severe disability. In a 

systematic review by Freedman et al., (2002), an overall reduction in prevalence of 

any disability was found but there was a lack of consensus on trends in severe 

personal disability. There is evidence of a decline in disability in older people in 

five of twelve OECD countries (Denmark, Finland, Italy, the Netherlands and the 

United States), three countries show an increase in the rate of severe disability
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(Belgium, Japan and Sweden), two countries report a stable rate of disability 

(Australia and Canada) and two countries (France and United Kingdom) show 

inconsistent estimates of severe disability across different surveys (OECD, 2007). 

Although Ireland is not included in the above analyses of severe disability, the 

current study reveals that overall disability prevalence in Ireland is close to the 

average across 13 European countries.

Home care was utilised by 62% of adults with a disability across Europe. 

Utilisation in Ireland was close to this 13 country average. While total amount of 

home care received is remarkably similar across countries, the contribution of 

formal and informal care to total home care varies considerably. In France, 

Denmark, the Netherlands and Belgium, formal care was a large contributor of 

total home care. France was the only country in this study where formal home care 

as a proportion of total home care exceeded informal home care. These four 

northern European countries have well developed welfare state traditions where 

there is a tendency not to wait until family capacity is exhausted before providing 

formal care. Informal care was the dominant component of total home care in the 

southern European countries. Ireland was more closely aligned with this group of 

countries, especially Spain and Italy in this respect.

An interesting feature of this research is the number of individuals who received 

home care from both formal and informal sources. The literature review 

demonstrated the extensive debate on the interrelationship between formal and 

informal care and the evidence to suggest that formal care “substitutes for” or 

“complements” informal care (Kohli, 1999, Kunemund and Rein, 1999, Daatland 

and Lowenstein, 2005, Van Houtven and Norton, 2004). In this study, the level of 

informal home care was relatively stable across countries. However, as the level of 

formal care increased the level of combined formal and informal care was also 

seen to increase. This supports the position that formal care complements informal 

care. This may arise as a result of formal care services alleviating the caring 

burden on informal carers and allowing them to concentrate on less burdensome 

tasks or alternatively that the formal care services add skills and competencies not 

available within the informal care sector.
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Predisposing, enabling and need factors all played a part in explaining utilisation of 

home care (formal, informal and total home care) in this cross-European study. 

Need factors however, were dominant in all three models, with higher levels of 

disability and limitations in usual activities significantly related to the utilisation of 

home care. Predisposing and enabling factors explained more of the variance in 

formal home care than in informal care. Being female, living alone and having a 

higher level of education increased the odds of receiving formal care. Having a 

spouse or partner was negatively associated with the receipt of care of any kind. 

This may reflect subjective definitions of care when given by a spouse or partner.

A small number of individuals with unmet needs were identified; they had high 

levels of disability and were not in receipt of any kind of home care. This group 

with unmet needs was more likely to live alone and have no partner than were 

persons with high levels of disability who were receiving care. They may be 

socially isolated with limited opportunities for either formal or informal care. If the 

negative consequences of unmet need are to be avoided, more precise targeting 

of formal long-term care will be required. Further research is warranted in relation 

to this high need group. The final investigation in this thesis addresses this need 

for additional research and examines the characteristics of a similar group who do 

not access formal home care in the TILDA study (Forward reference Figure 19 and 

Table 31)

A major strength of the SHARE project is the ability to make comparisons across 

the participating European countries due to standardisation of instruments and 

methodology. A limitation of this cross-sectional analysis is that the measure of 

disability used does not distinguish between chronic and short-term disability. Gill 

et al. (2002) have demonstrated the dynamic nature of disability and suggest that 

point estimates may substantially underestimate the prevalence of disability in 

community living older people. A potential limitation is the possibility of selection 

bias as persons with a disability may have declined to participate in the study and 

therefore are underrepresented. This is only a problem to the extent that failure to 

participate varies by disability across participating countries. The problem is 

alleviated by the application of individual calibrated weights at the analysis stage, if 

disability status is correlated with the weighting variables.
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Four research-related issues were identified which limit the quality of information 

on home care in the SHARE dataset. Firstly, informal home care within the 

household was limited by a precondition related to previous disclosure of a 

difficulty with an everyday activity (Section 4.4.2). The impact of this on the 

analysis is likely to result in a slight underestimation of the level of informal care 

within the household.

Secondly, informal care from outside the household was documented at the level 

of the couple as opposed to the individual utilising care. As a result, where care 

was received from outside the household it could not be attributed to the intended 

recipient. No conflict arises when the individual lives alone or lives with others as a 

single person or where care is directed at both members of the couple. Even when 

the care is mainly targeted at one member of the couple, there will be benefits to 

the other partner. Therefore, in this study a decision was taken to attribute the care 

to both members of the couple. This may result in a slight overestimation of 

informal care provision from outside the household.

Thirdly, information on formal home care combines health and social care. Data 

gathered on professional or paid nursing and personal care are asked in the same 

question and cannot be separated. Nursing care may be preventative, curative, 

rehabilitative or palliative in focus, whereas personal care is predominantly 

associated with limitations in activities of daily living and is focused on support and 

maintenance of independent living. Combining personal and nursing care creates 

an undesirable overlap and causes difficulty in understanding the relationship 

between formal and informal care (Section 5.4.1). As the population ages, there 

will be an increase in demand for an expanded range of health services including 

acute services in the home with nurses being primary providers of this type of 

service. It is therefore essential that data are gathered which can discriminate 

between the different types of care particularly between health and social care. 

Such data will facilitate analysis of the trends in availability and utilisation of a 

range of health and social care services in the home. Where care is provided in 

the home, boundaries between health and social care are frequently blurred which 

limit the ability of service users to distinguish between different service types. This 

makes it imperative that good quality provider studies are conducted on a regular
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basis to accurately reflect the change in type, access and availability of home 

care.

Lastly, the inclusion of questions to determine self-identified, unmet need in the 

SHARE questionnaire would provide additional information on the impact of care 

on the individual and the level of perceived unmet need in the population. There is 

evidence to suggest that those who express unmet need are at risk of adverse 

outcomes, including the ability to manage chronic health conditions (Allen and 

Mor, 1997). W here individuals indicate that they have a disability and are in receipt 

of home care, they could be asked if the care received is adequate to meet their 

needs. Those who are not in receipt of home care could be asked if they perceive 

a need for home care which is not being addressed.

This study found that the prevalence of disability in Ireland was close to the 

European average. Informal care was the dominant component of total care used 

by adults with a disability in Ireland, formal care was used to a lesser extent. The 

balance between formal and informal care utilisation varied widely across 

participating countries. Factors related to need were found to be the strongest 

determinants of home care utilisation in the disabled respondents across the 13 

countries. While this study provides a broad overview of home care utilisation in 

the disabled population, it masks a large amount of variation at individual country 

level. This variation includes population and system differences which impact on 

utilisation rates. The second study in this thesis will focus on the distribution and 

determinants of formal home care utilisation. This will be explored in the context of 

two countries, Ireland and Sweden, with contrasting population and social care 

systems.
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SHARE study 2: Utilisation of publicly financed home 
care by community living older adults: a comparative 
study of Ireland and Sweden

4.7 Introduction

The second study in this thesis shifts the focus from broad formal, informal care 

categories to a more in-depth focus on formal home care types. This study 

examines the distribution and determinants of formal home care utilisation in 

Ireland and Sweden. This two way comparison facilitates exploration of service 

utilisation in the context of different social care systems and demography. This 

study compares the distribution of publicly financed formal care in the Republic of 

Ireland and Sweden with a particular focus on the determinants of publicly 

financed home-based domestic help and personal./nursing care.

Ireland and Sweden differ in many respects, (Table 9) not least in relation to 

decision making regarding the care of older people and the financing mechanisms 

for long-term care. Three levels of government are responsible for the 

management and planning of public care for older people in Sweden. Central 

government sets out policy aims and directives by means of legislation and 

financial control measures. At regional level, 18 county councils and 2 regions are 

responsible for the provision of health and medical care. At local level, 290 

municipalities are responsible for social service and the housing needs of older 

people (Fransson et al., 2010). Municipalities are autonomous with the power to 

make local decisions in relation to the level of funding provided for the care of 

older people. Evidence of variations in the level and extent of care provided to 

older people was found between the municipalities leading to the conclusion that it 

is more appropriate to talk about a multitude of ‘Welfare Municipalities’ as opposed 

to a single welfare state in Sweden (Trydegard and Thorslund, 2001). More recent 

research has demonstrated that the coverage of formal home care in Sweden is 

reducing and that the municipalities are increasingly adjusting to the national 

average, thereby showing signs of stronger centralisation (Trydegard and 

Thorslund, 2010). Municipalities’ expenditures are predominantly funded by taxes 

levied on the local population, state subsidies based on an equalisation scheme 

which ensures equitable resources for providing services, and co-payments from
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consumers which account for 5-6% of costs (Fransson et al., 2010, 

Socialstyrelsen, 2009). In 2002, an upper limit on the consumer’s contribution to 

public care was introduced. A nationally set maximum charge of approximately 

€175 is now in place. Around a third of the care recipients with low incomes pay no 

charges (Fransson et al., 2010).

Table 9 Background table comparing Ireland and Sweden
Ireland Sweden

Total Population^ 4,239,848 9,256,347
Number of persons 65 years and above^ 467,926 1,645,081
Persons 65 years and above in % of total population^ 11% 17.8%
Number of persons 80 years and above^ 112,912 493,113
Persons 80 years and above in % of total population^ 2.6% 5.3%
Life expectancy of males at birth^ 76.8 yrs 79.1 yrs
Life expectancy of females at birth^ 81.6 yrs 83.1 yrs
GDP per capita for 2008 ^ $60,510 $52,180
Old age dependency ratio 15.5 26.7
Formal home help
% aged 65+ who receive formal long-term care 
services®

10.1 15.7

% aged 65+ who received formal home care® 6.5 9.7
% aged 65+ who receive institutional care® 3.6 6.0
Public Expenditure on Long-term Care
Total public expenditure on long-term care® 0.6% GDP 3.9% GDP
Expenditure on institutional older person care® 0.4% GDP 2.3% GDP
Expenditure on In-Kind home care® 0.2% GDP 1.5% GDP

1. Ireland: Central Statistics Office Principal demographic results 2006, Sweden: Official Statistics of Sweden 2008
2. Ireland: Central Statistics Office 2009, Sweden: Statistics Sweden, population unit
3. G DP per capita is G D P  divided by mid year population Source: (International Monetary Fund, 2010)
4. Old age dependency ratio: those aged over 65 years as a proportion of those aged 15-64 years (Eurostat, 2010)
5. European centre for social welfare policy and research (Huber et al., 2009)

In Ireland long-term care is financed mainly from general taxation and private out 

of pocket expenditure (Mercer Ltd., 2002), with allocation of funds made centrally. 

The Health Service Executive currently allocates funds to its 4 regions which 

include 32 Local Health Offices (LHOs). There is no systematic approach to 

allocation of resources between different care groups at LHO level (Staines, 

2010). It is therefore unsurprising to find evidence of considerable variability in the 

levels of home support services available to older people across regional and LHO 

boundaries (PA Consulting Group, 2009, O'Shea, 2003).

The Swedish social-democratic, welfare state with its emphasis on equity has for 

decades aimed to guarantee financial security, good housing and care according 

to need (Socialstyrelsen, 2009). The system of long-term care in Sweden has
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been described as a services led model due to the high level of publicly financed 

help available to older people (Pavolini and Rand, 2008). This contrasts with the 

Irish liberal welfare regime, where long-term care has predominantly functioned as 

a model based mainly on informal care, with delegation to the family a key feature.

The two countries differ in relation to older people’s right to receive care. The 

Social Services Act of 1982 gave older people in Sweden the legal right to claim 

help and support if “their needs cannot be met in any other way”. Allocation of 

services follows an assessment by municipality officials and service is seldom 

denied (Fransson et al., 2010). No such right exists in the Irish context; Section 60 

and 61 of the Health Act 1970 empowers the Irish health authorities to provide a 

nursing and home help service (Government of Ireland, 1970). As a result, the 

receipt of service is on a discretionary basis (National Economic and Social 

Forum, 2005). Consequently, there is no access to a formal remedy if an individual 

is dissatisfied with a decision regarding access to care, apart from a complaint to 

the Health Service Executive. This contrasts with the Swedish system in which 

older people can formally appeal decisions to an administrative court.

In the 1990s, services for older people in Sweden went through a period of 

restructuring in order to achieve better outcomes from existing expenditure. This 

coincided with a period of slow economic growth in Sweden combined with an 

increasing older population. The key reform was the Adel reform in 1992, which 

aimed to create a clear divide between the responsibilities of the county councils in 

relation to health and medical care and responsibilities of the municipalities 

regarding social service, nursing and housing needs. An important component of 

this reform was the transfer of financial responsibility from regional/county council 

level to municipal level for older people whose medical care in hospital was 

complete, thus reducing the incentive to delay discharge from secondary care 

services. Some blurring of boundaries still persist with only half of the 

municipalities taking responsibility for home nursing from the county councils 

(Fransson et al., 2010). The overall effect of restructuring is that the concept of 

need for public social care support has been redefined and informal care has been 

found to be substituting for formal care services which have been reduced and 

withdrawn (Larsson et al., 2006, Johansson et al., 2003). Services have been 

rationed and targeted, with formal care now concentrated on a smaller number of
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older people with extensive care needs (Szebehely, 2005, Trydegard, 2004, 

Sundstrom et al., 2002). This contrasts with the situation in Ireland where the 

underdeveloped nature of home-based formal care has resulted in limited options 

outside residential care for those with extensive need, as well as extending length 

of stay in the acute care sector (Department of Health and Children, 2010b, 

Timonen et al., 2006b). Currently one-third of the residential care population is 

deemed to have low to medium level of need (Department of Health and Children, 

2009c). The period of economic growth in Ireland in the mid 2000s corresponded 

with a period of renewed emphasis on funding home care for older people. The 

total number of home help hours available increased from 9.1 million to 11.9 

million hours following a 33% increase in funding between 2005 and 2007 (Health 

Service Executive, 2008a). In addition, new initiatives including individualized 

home care packages received developmental and ongoing funding rising from €55 

million in 2006 to €120 million in 2009 (PA Consulting Group, 2009) and €138 

million in 2011 (Brady, 2010a).

The aim of this cross-sectional study is to compare the utilisation of home-based 

services in Ireland and Sweden using population based data. This two-way 

comparison highlights the contextual issues which impact on formal home care 

provision that must be considered in making cross-country comparisons. This 

comparison was chosen as Sweden is much further along the demography of 

ageing trajectory than Ireland. The two countries differ with regard to the history 

and structure of services, the financing of services, and the legal basis for service 

provision as already discussed. The following research questions were posed: 

Does the utilisation of publicly financed home care differ between Ireland and 

Sweden? What are the individual characteristics which determine the receipt of 

publicly financed domestic home help and personal/nursing care in each country? 

The behavioural model of health services use discussed in Chapter 3 provides the 

analytical framework for this study (Andersen and Newman, 1973, Aday and 

Andersen, 1974). The framework enables identification of characteristics of the 

population at risk of using publicly financed home-based services including 

predisposing, enabling and need factors. This research will contribute to our 

understanding of the relative contribution of different factors in predicting the 

utilisation of publicly financed home-based services in each country.
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4.8 Methods

4.8.1 Design and sample

This study is cross-sectional in design using secondary data from the second 

wave of SHARE (Section 4.2). In this study the population of interest is limited to 

Irish and Swedish adults aged 65 years and over who were not permanently 

residing in a nursing home. A total of 1882 persons were included in the study, 

482 from Ireland and 1400 from Sweden.

4.8.2 Measurements

Publicly financed formal home care was operationalised in SHARE by asking 

respondents if, in the last 12 months, they had received home care of the following 

types in their own home a) professional or paid personal/nursing care b) 

professional or paid home help for domestic tasks that respondents could not 

perform themselves due to health problems and c) meals-on-wheels. SHARE 

combined personal with nursing care but omitted any reference to other home 

health care professionals such as physiotherapists or occupational therapists. 

Informal care comprised two types of care 1) Informal care within the household: 

Respondents living with at least one other person and experiencing a mobility 

difficulty were asked if someone in the household regularly helped with personal 

care and 2) Informal care from outside the household: Respondents were asked if, 

in the last twelve months, any family member from outside the household or any 

friend or neighbour had given the respondent or their husband/wife/partner any 

help with personal care, practical household help or help with paperwork. In the 

case of couples, the person designated as the family respondent answered this 

question on behalf of the couple. As the care was documented at the level of the 

couple, a decision was taken in this study to attribute the care to both the family 

respondent and their partner if a partner took part in the study.

Dependent variable

Two binary outcome variables, domestic help and personal/nursing care were 

used in the analysis.

90



SHARE Chapter 4

Independent Variables

The Andersen and Newman health care utilisation model was used as a guiding 

framework. The probability that a person in either country utilised publicly financed 

domestic home help or personal/nursing care was modelled as a function of the 

following explanatory variables.

Predisposing factors.' Variables included demographic information on age, gender 

and education (International Standard Classification of Education 1997).

Enabling factors: Variables included the availability of informal home care, 

cohabitation and having a child living within 25 km.

Need factors: Perceived health status included self-reported health, self-reported 

long-term Illness and self-reported limitations in usual activity. Evaluated health 

status was defined as having one or more of 17 conditions diagnosed by a doctor 

and for which the individual was receiving treatment, or bothered by symptoms, 

assessment of depression using the EURO-D scale (Prince et al., 1999), 

assessment of orientation to date, month, year and day of the week, and 

numeracy assessment. Functional status included the presence of difficulty with 

seven Instrumental Activities of Daily Living (lADL) (Lawton and Brody, 1969) and 

the presence of difficulty with six Activities of Daily Living (ADL) (Katz et al., 1963), 

which respondents expected to last more than three months. Health system 

utilisation included hospitalisation for at least one night in the previous year.

Excluded variables

Privately financed home care/help was considered as a possible independent 

variable. However, the number of older people privately financing these services 

was too low to consider (n=5 in Ireland and n=12 in Sweden).

4.8.2 Statistical analysis 

Logistic regression analysis

Four logistic regression models were fitted to estimate the probability of utilising 

publicly financed domestic home help or personal/nursing care in both Ireland and 

Sweden. The models controlled for predisposing, enabling and need factors. The
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selection of independent variables in the final model was based on the steps 

outlined in section 4.4.3.

The final domestic home help model was fitted using 8 independent variables and 

the final personal/nursing care model was fitted using 6 independent variables. 

Hosmer and Lemeshows goodness-of-fit test and Negelkerkes were used to 

estimate the goodness of fit of the final regression models.

Data from the two countries were merged and a dummy variable for country was 

created in order to assess the independent effect of country (Ireland or Sweden) 

on the dependent variable in the two separate models. Results are presented as 

adjusted odds ratios with 95% confidence intervals.

Lorenz curves

An examination of the number of home care hours used by recipients of care 

provides an insight into the distribution of the resource and the intensity of 

utilisation. A Lorenz curve is used to assess the degree of inequality in the 

distribution of formal care hours (Figure 7). It is used to measure the degree to 

which care is relatively evenly distributed across recipients or whether care hours 

are concentrated on a small number of high need individuals while the bulk of the 

recipients receive only a small amount of care. The use of this curve allows direct 

comparison of the equality of formal care distribution in Ireland and Sweden. The 

Gini coefficient (G) is a summary measure of the deviation in the Lorenze curve. It 

is equal to the area between the line of perfect equality and the curve divided by 

the entire area below the 45% line.

G =.5*Z Ixi-yil

Caution is required in interpreting the Gini coefficient for different countries as 

similar coefficients may mask differences in distribution which can be seen by 

observing the shape of the curve.
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Figure 7 Lorenze curve representing tlie proportionality of a distribution

Statistical weights were applied to the data in accordance with the methodology 

outlined in section 4.4.4.

4.9 Results

The results are presented in three sections. These include a comparison of the 

two countries in relation to the utilisation of different types of home care, the 

characteristics of those who use publicly financed home care and the intensity of 

publicly financed home care utilisation.

Characteristics of the Irish and Swedish respondents and differences between the 

two groups are presented in Table 10. Statistically significant differences between 

the two sets of respondents are highlighted in grey. It Is Interesting to note that a 

significantly larger proportion of the Swedish respondents self-report their health, 

long-term illness and limitations in activity at a lower level than the Irish 

respondents. However, the Irish respondents rate their ADL and lADL difficulties at 

a higher level compared to their Swedish counterparts despite their younger age 

profile.
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Table 10 Characteristics of the Irish and Swedish respondents aged 65 and older
Irish

(n=482)
Swedish
(n=1400)

p-value

Predisposing factors
Age Mean (SD)’ 74.4 (6.6) 75.3 (7.4) .011
Female (%) 53.5 55.7 .405
Living alone (%)^ 33.4 44.6 <.001

Enabling factors
Primary education (ISCED1) only (%)^ 53.3 51.6 .508
Child living within 25km (%)^ 63.5 64.6 .647

Need factors
Self-reported fair/poor health (%)’ 30.8 36.0 .039
Self-reported long-term illness (%)^ 43.8 60.9 <.001
Self-reported limitations in activity (%)’ 43.5 50.3 .010
Evaluated conditions (%)̂ 80,8 78.1 .208
Orientation-poor {%f 3.3 3.8 .607
Numeracy-poor (%) 33.5 18.6 <.001
Depression 20.3 18.3 .342
1 + difficulties with IADL(%)^ 27.5 20.3 .001
1 + difficulties with ADL(%)’ 18.8 12.7 .001
In hospital in the last year (%)^ 19.5 18.4 .590
a= Student’s f-test 
b= x^Test
1= Missing/unknown 0-.9%  
2= Missing/unknown 1-4%

Utilisation of home care

The two countries were found to be remarkably similar in relation to the utilisation 

of home care. The majority of older people (aged 65 years and older) did not 

receive any home care and around a third received home care of some kind. Two 

types of home care were identified in this analysis; publicly financed formal care 

provided by individuals who are paid to provide a service and informal care 

provided by family and friends (Table 11).
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Table 11 Type of home care utilised by Irish and Swedish respondents a{jed 65 and older
Type of home care Ireland

(%)
(n=482)

Sweden
(%)

(n=1400)

p-value

Publicly financed formal care
Personal/Nursing 5.4 2.8 .007
Domestic 9.1 8.1 .501
Meals-on-wheels 1.7 2.3 .411
Total 12.0 9.4 .102

Informal home care
Informal within the household * 22.0 7.5 <.001
Informal from outside the household 24.1 29.1 .032
Total 29.5 30.3 .733

Home care of any kind 33.8 34.3 .852

Chi-Square Test

* Eligibility to answer the question on informal care within the household was restricted to those living in a household with at 
least one other person and having a mobility difficulty (n=179 in Ireland, n=501 in Sweden).

The most striking feature was the dominance of informal care in both countries. 

Where publicly financed formal care was received, it was largely provided in 

combination with informal care in both countries (Figure 8).

40

30

Percent 20
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□ Informal he only

a  Publicly financed and 
informal he

■ Publicly financed he only

Ireland Sweden

Figure 8 Composition of care received in those aged 65 plus years

Three types of publicly financed formal care were identified: professional or paid 

personal/nursing care, professional or paid home help for domestic tasks, and 

meals-on-wheels. The percentage of respondents who received personal/nursing 

care in Ireland was significantly higher than that found in the Swedish sample 

(Table 11). No significant difference was found between the countries in relation to 

the proportions in receipt of domestic help or meals-on-wheels. Publicly financed
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formal care was found to increase with age, 24.8% of those over 80 years in 

Ireland and 20.7% of those over 80 years in Sweden received this type of care

Informal home care comprised care from within the household and from outside 

the household. Informal care from within the household was documented for those 

who lived with at least one other person and had a mobility difficulty, 

(approximately half of those who lived with others had a mobility difficulty in both 

countries) and was received by a significantly higher proportion of respondents in 

Ireland compared to Sweden. Informal care from outside the household forme6 the 

largest component of informal home care in both countries. Informal care was 

found to rise steeply with age; 44.6% of those over 80 years in Ireland and 41.2% 

of those over 80 years in Sweden received informal care.

Characteristics of those using pubiiciy financed home care

Multivariable logistic regression models were fitted with utilisation of domestic help 

and personal/nursing care as the respective dependent variables.

Domestic help

In the final model, the most significant predictor of domestic help in Ireland was 

having a difficulty with an instrumental activity of daily living (Adj OR 13.7), while 

the second strongest predictive factor was living alone (Adj OR 3.0). In Sweden, 

being over 80 years was the factor with the most predictive power (Adj OR 5.3) 

followed by having an instrumental activity of daily living difficulty (Adj OR 3.3) 

(Table 12). In both countries, when other variables were controlled for, receipt of 

domestic help was found to be less likely in those with a lower level of education. 

However, this did not reach a level of significance in Ireland. The independent 

effect of country on the receipt of domestic help in the model was non-significant 

(Table 13).

Personal/nursing care

Hospitalization in the previous year was a strong predictor of personal/nursing 

care utilisation in both Ireland (Adj OR 7.3) and Sweden (Adj OR 5.3), holding all 

other variables constant. In Sweden, the strongest predictor was difficulty with an 

lADL (Adj OR 7.5) which did not reach a level of significance in Ireland. In Ireland, 

those with lower educational attainment were found to be three times more likely
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to receive publicly financed personal/nursing care compared to those with higher 

educational attainment (Table 14). The odds of receiving personal care were 1.6 

times greater in Ireland than in Sweden in the model, but this did not reach a level 

of significance (Table 15)
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Table 12 Logistic regression showing variables associated with the receipt of publicly financed domestic home help

Independent variables Ireland (n=467) Sweden (n=1CISO)
Adj OR 95% Cl p-value Adj OR 95% Cl p-value

Predisposing factors
Age (80+=1, <80=0) 2.586 1.084-6.170 .032 5.317 3.046-9.281 <.001
Cohabitation (alone=1, with others=0) 3.096 1.253-7.647 .014 2.989 1.739-5.135 <.001
Enabling factors
Education (ISCED1=1, ISCED 2-6=0) .907 .342-2.406 .844 .514 .299-.884 .016
Informal home care (yes=1, no=0) 2.623 1.036-6.640 .042 1.821 1.079-3.073 .025
Need factors
Hospitalized in last year (yes=1, no=0) 2.562 1.033-6.354 .042 2.831 1.672-4.792 <.001
lADL difficulties (1+=1, none=0) 13.749 4.220-44.798 <.001 3.329 1.919-5.775 <.001
Self-reported health(fair/poor=1 ,good=0) 1.051 .422-2.616 .916 2.371 1.359-4.136 .002
Numeracy (poor=1, good=0) .656 .245-1.752 .400 1.247 .697-2.233 .457
Nagelkerke’s r̂ .407 .375
Hosmer & Lemeshow goodness of fit y^=2.500, df=7, p=.927 X^=7.455, df=8, p=.488

Variables entered into the regression analysis for each country at the variable selection stage (16 Variables): Age, gender, cohabitation, child living within 25km , education, evaluated conditions, 
in hospital in the last year, depression, lADL difficulties, ADL difficulties, self-reported health, self-reported limitations in activity, self-reported long-term illness, orientation, numeracy, infonnal 
care.

Variables entered into the final regression model (8 Variables): All reported on above.

Adj OR=Adjusted Odds Ratio 
95%  C l=95%  Confidence Interval



Table 13 Logistic regression showing the independent effect of country on receipt of publicly financed domestic home help

Independent variables Adj OR 95% Cl p-value
Age (80+=1, <80=0) 4.205 2.661-6.646 <001
Cohabitation (alone=1, with others=0) 3.077 1.951-4.855 <.001
Education (ISCED1=1, ISCED 2-6=0) .581 ,364-.928 .023
Informal home care (yes=1, no=0) 1.989 1.268-3.119 .003
Hospitalized in last year (yes=1, no=0) 2.843 1.814-4.454 <.001
lADL difficulties (1+=1, none=0) 4.677 2.885-7.584 <.001
Self-reported health(fair/poor=1 ,good=0) 1.878 1.1753-002 .008
Numeracy (poor=1, good=0) 1.087 .664-1.779 .740
Country (Ireland =1, Sweden=0) .871 .527-1.438 .589
Nagelkerke’s r̂ .370
Hosmer & Lemeshow goodness of fit r  =9.721, df=8,p=.285

Irish and Swedish data combined (n=1847)
Variables entered into the final regression model (9 Variables): All reported on above.

Adj OR=Adjusted Odds Ratio 
95% Cl=95% Confidence Interval
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Table 14 Logistic regression showing variables associated with the receipt of publicly financed personal/nursing care

Independent variables Ireland (n=470 ) Sweden (n=1398)
Adj OR 95% 01 p-value Adj OR 95% Cl p-value

Predisposing factors
Age (80+=1, <80=0) 1.516 .5324.324 .436 2.137 .908-5.030 .082
Cohabitation (alone=1, with others=0) .861 .304-2.440 .779 2.052 .879-4.792 .097
Enabling factors
Education (ISCED1=1, ISCED 2-6=0) 3.059 1.077-8.686 .036 .573 .252-1.303 .184
Informal home care (yes=1, no=0) 1.738 .576-5.244 .327 3.407 1.408-8.246 .007
Need factors
Hospitalized in last year (yes=1, no=0) 7.301 2.536-21.021 <.001 5.3974 2.698-13.230 <.001
lADL difficulties (1+=1, none=0) 2.255 .718-7.083 .164 7.565 3.023-18.933 <.001
Nagelkerke’s r̂ .274 .346
Hosmer & Lemeshow goodness of fit y^=5.150, df=7, p=.642 yM -857 , df=6, p=.562

Variables entered into the regression analysis for each country at the variable selection stage (16 Variables): Age, gender, cohabitation, child living within 25km, education, evaluated conditions, 
in hospital in the last year, depression, lADL difficulties, ADL difficulties, self-reported health, self-reported limitations in activity, self-reported long-term illness, orientation, numeracy, informal 
care.

Variables entered into the final regression model (6 Variables): All reported on above.

Adj OR=Adjusted Odds Ratio 
95% Cl=95% Confidence Interval



Table 15 Logistic regression showing the independent effect of country on receipt of publicly financed personal/nursing care

Independent variables Adj OR 95% Cl p-value
Age (80+=1, <80=0) 1.892 .998-3.589 .051
Cohabitation (alone=1, witii others=0) 1.459 .779-2.734 .238
Education (ISCED1=1, ISCED 2-6=0) 1.115 .591-2.102 .737
Informal home care (yes=1, no=0) 2.553 1.317-4.950 .006
Hospitalized in last year (yes=1, no=0) 6.337 3.391-11.843 <.001
lADL difficulties (1+=1, none=0) 4.732 2.368-9.455 <.001
Country (Ireland =1, Sweden=0) 1.675 .887-3.164 .112
Nagelkerke’s r̂ .300
Hosmer & Lemeshow goodness of fit 7^=6.680, df=7,p=.463

Irish and Swedish data combined (n=1868)
Variables entered into the regression model (7 Variables): All reported on above.

Adj OR=Adjusted Odds Ratio 
95% Cl=95% Confidence Interval
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Intensity of publicly financed home care utilisation

Intensity of care, as measured by the hours of care received, was compared 

amongst those who utilised publicly financed formal home care in each country 

(Table 16). An attempt was made to model the factors which determine intensity of 

formal care, using the independent variables discussed previously. Linear 

regression modelling was attempted. However, the skewed nature of the 

distributions resulted in a large number of outliers. When these outliers were 

removed an insufficient number of cases remained to proceed.

Table 16 Intensity of care hours in the recipients of publicly financed home care

Type of formal home care received Ireland Sweden p-value
Mean SD Mean SD

Personal/nursing care

Personal/nursing care weeks in last year 22.7 22.1 23.7 21.2 .858

Personal/nursing care hours per week 9.9 16.9 11.0 25.4 .845

Total personal/nursing care hours last year 273.5 671.1 408.5 1268.2 .628

Domestic help
Domestic help weeks in last year 37.4 21.0 24.2 19.4 <.001

Domestic help hours per week 7.6 12.9 3.7 4.1 .009

Total domestic help hours last year 220.8 414.5 99.4 186.6 .019

Meals-on-wheels
Meals-on-wheels weeks in last year 9.8 11.5 28.8 23.0 .032
Student’s t-test

Domestic help

A similar proportion of respondents received domestic help in Ireland and in 

Sweden (Table 11). However, a significant difference was found between the two 

countries in relation to the intensity of domestic help received. In the previous 

year, the Irish recipients received significantly more weeks of domestic help, more 

hours of domestic help per week, and more total hours of domestic help than their 

Swedish counterparts (Table 16).

The difference in intensity of domestic care weeks, hours per week and total 

domestic care hours was confirmed by comparing the median values using non- 

parametric tests. The null hypothesis that the countries had the same medians 

was rejected.
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The skewed nature of the domestic help distribution is demonstrated using a 

Lorenze curve (Figure 9). A small proportion of recipients received a large 

proportion of the domestic help hours available indicating the focus of resources 

on those with higher levels of need. A similar shaped curve is seen in both 

countries, with significant departure from the line of absolute equality. The Gini 

coefficient calculated from the Lorenz curve for domestic help was 74.3 for Ireland 

and 80.6 for Sweden.
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Figure 9 Distribution of domestic help hours in care recipients

Personal/nursing care

A significantly higher proportion of respondents in Ireland received 

personal/nursing care compared to respondents in Sweden (Table 11). No 

evidence was found to indicate that there was a significant difference between 

Ireland and Sweden in relation to the number of weeks of personal/nursing care 

received in the last year, the number of hours of care per week, or the total 

number of care hours received (Table 16).

The median values for personal/nursing care weeks, hours per week and total 

personal/nursing care hours were compared across the two countries using non- 

parametric tests. Non-significant results led to failure to reject the null hypothesis,
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leading to the conclusion that the two countries had the same intensity of 

personal/nursing care.

Similar to the findings in relation to domestic help, a small proportion of recipients 

was found to receive a large proportion of total personal/nursing care hours 

(Figure 10). The Gini coefficient calculated from the Lorenz curve was 91.0 for 

Ireland and 93.7 for Sweden.
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Figure 10 Distribution of personal/nursing care hours in care recipients 

Meals-on-wheels

Very small numbers of respondents received meals-on-wheels in the previous 

year, 1.7% (n=8) in Ireland and 2.3% (n=32) in Sweden. Amongst those who 

received meals-on-wheels, there was weak evidence to suggest that intensity of 

service provision was significantly higher in Sweden (Table 16).

Intensity of domestic help and personal/nursing care in the previous year was also 

compared across all Irish and Swedish respondents (Table 17). In Ireland publicly 

financed domestic help formed the dominant component of formal home care 

provision. The ratio of domestic help hours to personal care hours amongst all 

respondents in Ireland was 1:0.73 compared to a ratio of 1:1.5 in Sweden.
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Table 17 Intensity of care in the Irish and Swedish respondents

Type of formal home care received Ireland 
(n=482 )

Sweden 
(n= 1400)

p-value

Mean SD Mean SD
Personal/nursing care
Personal/nursing care weeks in last year 1.2 7.2 .64 5,1 .055
Personal/nursing care hours per week .53 4,4 .27 4,3 .255
Total personal/nursing care hours last year 14,7 165.0 10.1 209,4 .659

Domestic help
Domestic help weeks in last year 3.4 12.5 1.7 8,1 .001
Domestic help hours per week ,70 4.4 .25 1,4 .001
Total domestic help hours last year 20.1 243.4 6.6 54,1 .003

Meals-on-wheels
Meals-on-wheels weeks in last year .16 1.8 .52 4,9 .121
Student’s t-test

4.10 Discussion

This cross-sectional study reveals similar proportions of formal and informal home 

care amongst adults over 65 years in Sweden and Ireland. Differences were 

identified in relation to publicly financed personal/nursing care which was more 

prevalent in Ireland but for those in receipt of this service the intensity of care was 

similar in both countries. The proportion in receipt of publicly financed domestic 

help was similar in both countries but differences emerged in relation to the 

intensity of care received, with Irish respondents receiving more care hours than 

their Swedish counterparts.

In Ireland and in Sweden, the majority of adults in this population based study 

were independent and self caring. Informal care formed the largest component of 

care and the proportion in receipt of informal care was found to be similar in both 

countries. The dominant role of informal care in the home care sector is widely 

acknowledged (Timonen and Doyle, 2008, Trydegard and Szebehely, 2008, 

OECD, 2005). In Ireland, the low level of formal home care provision has 

historically resulted in a reliance on family carers. Evidence from Sweden indicates 

that the proportion of care received from informal carers is on the increase as a 

result of retrenchment of services (Sundstrom et al., 2002). Publicly financed 

home care utilisation was also found to be similar in both countries with more than
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half of recipients of publicly financed care concurrently receiving informal care. 

The high level of dependency on informal care requires an explicit policy focus on 

sustaining and developing this resource into the future.

Domestic help provision has been severely curtailed in Sweden in recent years 

due to budgetary constraints, during the same period, the expenditure on home 

care in Ireland increased. The proportion of those aged 65 years and over in 

receipt of publicly financed domestic help in each country was similar. However, 

this population based estimate is less than the 10.8% over 65 years deemed to be 

receiving home help according to Irish health service estimates (Department of 

Health and Children, 2009a). The intensity of domestic help provision was 

significantly higher in Ireland than in Sweden, which is consistent with previous 

findings on intensity of home help in Sweden and Ireland (Lundstrbm and 

McKeown, 1994). The ratio of domestic help hours to personal/nursing care in 

Ireland suggests a prioritization of domestic help over personal/nursing care.

Differences between the two countries were noted in relation to publicly financed, 

personal/nursing care. Irish respondents were twice as likely to receive this type of 

care compared to the Swedish respondents. However, the recipients in Sweden 

received more hours of personal/nursing care although this difference was not 

statistically significant. Restructuring in the Swedish system and the concentration 

on provision of home care to older people with higher dependency needs led to an 

expectation that the intensity of personal care would be higher in Sweden 

compared to Ireland. Comparing the findings to existing data on personal and 

nursing care service provision in Ireland suffers from comparability difficulties as 

data on these two forms of care are not collated jointly. The findings are not 

consistent with known population based estimates of home-based nursing in 

Ireland which range from 7% in the 65-69 year age group to 19% in the 70+ age 

group (Central Statistics Office, 2008a). This suggests some definitional confusion 

in the interpretation of the question on personal and nursing care.

Predisposing, enabling and need factors (Andersen and Newman, 1973) were 

each found to predict the utilisation of publicly financed domestic help in Ireland 

and Sweden in this study. Targeting on the basis of lADL difficulty, older age and 

living alone is consistent with previous findings (Meinow et al., 2005, Stoddart et

106



SHARE Chapter 4

al., 2002, Larsson and Thorslund, 2002). The strength of older age as a predictor 

of domestic help utilisation in Sweden is likely to reflect a care system which has 

adapted to the older demography in Sweden. Swedish respondents aged 80 years 

and above were more than 5 times more likely to utilise domestic help than were 

respondents aged 65-79 years (Section 4.9 Table 12) . This suggests an entry 

point to the system at age 80 or above in Sweden. Disability in the form of lADL 

difficulty was the strongest predictor of domestic help utilisation in Ireland. 

Although it was significant in Sweden the strength of the effect was not so strong. 

This finding may be explained by differences in care systems which have adapted 

to the needs of an older population. Other services including housing and 

environmental services, day care, respite, rehabilitation, physiotherapy and the 

availability of aids and appliances have not been considered in this analysis. The 

availability of such services may reduce or eliminate the need to provide domestic 

care services in the home. Research evidence suggests that these allied services 

provide an inexpensive substitute for full home care support (Sundstrom et al., 

2011). If such services are available to a greater extent in Sweden this may partly 

explain the differences in intensity of utilisation of domestic care in the two 

countries. The availability of informal care was another determinant of domestic 

help in both countries. This may be indicative of the formal care system supporting 

the informal care network or supporting individuals with high levels of need 

(Chappell and Blandford, 1991). Alternatively it may indicate the advocacy function 

of the informal carer and their ability to negotiate access to formal care services 

(Langa et al., 2001).

Predictors of the utilisation of publicly financed personal/nursing care in Ireland 

provide evidence that individuals already within the health care system and 

individuals of lower socio-economic status have greater access to 

personal/nursing care at home than do individuals outside the health care system 

or individuals of higher socio-economic status. This is an expected finding given 

that access to personal home care services is mainly through the community 

nursing service or hospital based social workers. The findings are consistent with 

previous Irish research which revealed that services were more difficult to access 

for those not linked into the local health care system (PA Consulting Group, 2009).
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A large gap exists between Ireland and Sweden in relation to public expenditure 

on long-term care (Table 9). Both countries have similar profiles in relation to the 

proportion of long-term care expenditure on institutional care (60%) (Huber et al., 

2009). Although cross-country comparisons of the amount spent on long-term care 

are generally made using gross domestic product (GDP), the presence of a large 

number of US multinationals operating in Ireland renders the use of gross national 

product (GNP) a more appropriate measure in the Irish context. The figure of 0.6% 

GDP is equivalent to 0.72% of GNP in Ireland which narrows the gap slightly. The 

older demographic profile of Sweden, especially the higher proportion over 80 

years, is likely to account for some of the variation in the amount spent on long

term care between the two countries. However, other factors which contribute to 

these differences include variations in programme design such as the generosity 

of funding and the level of cost-sharing, quality of services and the way in which 

services are targeted at those with high level need or spread widely across those 

with lower level need (OECD, 2005).

The universal entitlement to long-term care according to need in Sweden is likely 

to make costs higher than in Ireland where means testing applies and cost sharing 

occurs on an ad hoc basis benefiting those with lower means. By comparison, a 

modest maximum monthly fee set by the central Swedish government limits the 

amount the user is required to contribute to their care. The ability to monitor 

service quality is at such an advanced stage in Sweden that the information is 

available to older people in all municipalities in the form of an Elderly Guide 

(Socialstyrelsen, 2009). By comparison, quality standards for home care in Ireland 

have yet to be developed and a large number of for-profit private companies have 

begun to operate in the sector in the absence of regulation.

The cost of delayed discharge of older people from acute care facilities due to the 

lack of home care services or long-term residential care is fully borne by the health 

care sector in Ireland, unlike Sweden where the costs must be borne by the 

municipality responsible for home care. At the end of 2008, a total of 702 

individuals were classified as delayed in being discharged from the Irish acute 

care system (Health Service Executive, 2010c). This figure had dropped to 629 by 

May of 2011. However, almost three quarters of these were waiting for their 

applications for nursing home support to be processed (Lynch, 2011). The
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sustainability of long-term care financing is a challenge for the future, both in 

Sweden and Ireland. As the demand for care increases, the pressure on both the 

central taxation model in Ireland and local taxation in Sweden will become more 

severe. In this context, the merits of voluntary and compulsory elder care 

insurance have been debated (Edebalk, 2010).

A strength of this population based study is that it enables direct comparison with 

other countries in relation to home-based services for older people. In Ireland, 

service level data provided by the Health Service Executive, non-profit agencies 

and for-profit private agencies is the main source of data on service provision 

together with regional studies. This dearth of Irish data at a population level is 

currently being addressed with the commencement of the Irish Longitudinal Study 

on Ageing (TILDA). These data issues do not exist in a Swedish context, where a 

range of longitudinal studies are already in place and unique identifiers enable 

extensive data collection on each individual in receipt of a home care service.

This study may be limited by non-response bias as individuals with extensive care 

needs may have felt that participation in the survey was too burdensome. Such 

bias is likely to be distributed equally across the two countries participating. 

Misclassification bias is another potential limitation where an individual received 

domestic help and personal care from a single source and classified the 

assistance under the dominant function. Two other limitations previously identified 

(Section 4.6) include the potential for over estimation of the prevalence of informal 

care from outside the household due to the attribution of this type of care to the 

family respondent and the conflation of nursing and personal care. This issue is 

further explored in Section 5.4.1.

The findings have implications for policy in relation to the dependency on the 

informal care sector. Previous studies have found that household composition 

influences the allocation of formal care (Grundy, 2001) which is consistent with this 

study. The volume of older people providing informal care is already substantial 

(McGee et al., 2008), and this number is expected to rise as the population ages. 

The need to support informal carers, especially older carers, requires an 

immediate policy focus. Since July 2009, the Swedish municipalities are 

responsible for offering support to family caregivers who care for older persons,
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chronically sick persons or persons with functional disabilities (Socialstyrelsen, 

2009). The needs of carers are currently not addressed in a systematic way in 

Ireland. These findings also support a policy response that ensures an identifiable 

access point through which all individuals in need of formal care can self-refer and 

directly access home care services. While designated needs assessors operate in 

each municipality in Sweden, there is no standard access point in Ireland. As a 

result, the process can require negotiating through a network of health care 

professionals depending on geographical location. The assessment process is 

standardised in Sweden; this is still not the case in Ireland. Standardisation of 

assessment is an essential requirement in the future to ensure the most efficient 

and effective distribution of the home care resource.

In this two way comparative study, informal care in the home was the predominant 

form of home care for those aged 65 years and over in both Ireland and Sweden. 

The focus in this study was narrowed to examine the distribution and determinants 

of formal home care. Despite vastly different population and policy contexts, no 

significant difference was found between Sweden and Ireland in relation to the 

proportion of older people who utilised publicly financed formal care. Differences 

emerged between the two countries in relation to the type and intensity of care 

utilised. Predisposing, enabling and need factors all played a role in determining 

domestic care utilisation, whereas need factors were the dominant predictors of 

personal/nursing care utilisation. The third study in this thesis will continue the 

investigation of the distribution and determinants of home care utilisation by 

focusing on home care utilisation in Ireland only. The topic will be examined In 

greater depth, using data from The Irish Longitudinal Study on Ageing (TILDA).
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CHAPTER 5. FORMAL HOME CARE UTILISATION IN 
IRELAND: THE IRISH LONGITUDINAL STUDY ON AGEING
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5.1 1ntroduction
This Chapter will argue that the current state of knowledge in relation to formal 

home care of older people in Ireland at a population level is weak. Estimates of 

home care service utilisation by older people in Ireland have relied on health 

service estimates and regional studies. Formal home care is utilised by a small 

proportion of older people yielding small numbers of service users. Investigation of 

these users requires population based data in order to provide sufficient numbers 

for analysis. The availability of data from the first wave of the longitudinal study on 

ageing in Ireland (TILDA) provides, for the first time, sufficient data to conduct 

such a study. This study will focus on home care provision in Ireland; specifically 

on State provided formal home care in the form of home help and personal care.

An understanding of the architecture of care is imperative in a context where the 

population is ageing, life expectancy is lengthening, resources are limited and 

policy priority is aimed at supporting older people to remain living in their own 

homes and communities for as long as possible. Formal home care is part of a 

continuum of long-term care which cannot be viewed in isolation. This section 

identifies a typology of home care which is specific to the Irish context and 

provides an overview of the complexity of long-term care provision. This is 

followed by a review of current evidence in relation to informal carers in Ireland 

and formal supports both to informal carers and in the form of formal service 

provision.

Older people who require home care are not a homogeneous group. They differ in 

relation to need, preference and access to informal and formal support networks. 

Where care is provided, an interaction occurs between the person providing the 

care (the carer) and the recipient of the care. A carer may provide care to one or 

more care recipients and a care recipient may receive care from one or more 

carers. The two groups are not mutually exclusive; a person in receipt of one type 

of care may be the provider of a different type of care to another person, thus 

rendering them a carer and a care recipient at the same time. The nature of the 

care provided or received can change over time as the needs and abilities of the 

carer and the care recipient change thus altering the caring dynamic. Research on 

care tends to focus on either end of the dyad, i.e. on the carers or the care
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recipient. Furthernnore, differing definitions of care result in inconsistent estimates 

of the numbers providing and receiving care.

The interrelationships between care provision and care funding become more 

complex as care systems develop. The boundaries between paid and unpaid work 

have become blurred as care regimes develop different models of supporting 

informal carers. Ungerson (2002) identified five types of payments used 

internationally to support informal carers: care allowances, ‘proper’ wages, routed 

wages, symbolic payments and paid volunteering. Three of these, i.e. care 

allowances, symbolic payments and paid volunteering are common in Ireland. 

However, routed wages are uncommon and ‘proper’ wages are not available. 

Routed wages involve a cash payment to the care recipient who can then 

purchase their own care. These systems may provide the care recipient with 

greater autonomy in selecting their care provider and are becoming more common 

internationally (Ungerson, 2004), although they are limited in an Irish context (PA 

Consulting Group, 2009, Timonen et al., 2006a). ‘Proper’ wages are most common 

in the Nordic countries. Informal carers in Denmark can earn ‘proper’ wages 

whereby carers are compensated for the wages they could otherwise earn if they 

were not providing care. In Sweden the informal carer can become an employee of 

the State earning the equivalent wage of a home helper. Such systems of ‘proper’ 

wages are not available in Ireland.

Building on Ungerson’s (2002) work in relation to informal carers, a graphic 

representation of the complexity of home care in Ireland was developed which 

incorporates formal and informal providers of care and a range of care funders 

(Figure 11). Where informal care is provided, the relationship between the carer 

and the care recipient and the co-residency status of the carer are important 

considerations. Where care is provided by paid or professional carers a wide 

range of providers including the State, for-profit private organisations and non

profit organisations enter the frame. The objective in constructing the typology was 

to reflect all possible combinations of interaction between a carer and care 

recipient in an Irish context. Each interaction can be located in one or more of the 

21 numbered segments (Light blue).
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1 3 5 12 14
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2 4 6 13 15
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provider

Ad Hoc care 
provider 
(Grey market)

7 16

Non-profit care 
provider

8 10 11 17 19

Private care 
provider

9 18 20

Public care 
provider (State)

21

There can be an overlap of categories e.g. the State may pay a non-profit organisation to provide care (Box 19) and the non-profit organisation may also fund additional hours of care for the same 
individual (Box 11) or an informal carer may receive carer’s allovi(ance (Box 12) and also receive a symbolic payment from the care recipient (Box 3).

Figure 11 Graphic representation of the complex interrelationship between care provision and care funding in Ireland
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The dominance of the informal care sector (Section 2.2.2) has stimulated an 

extensive range of research on caring which had focused on informal carers and 

their needs, including both quantitative and qualitative methodologies. Formal care 

comprises a much smaller component of overall home care. Although the State 

and non-profit organisations have traditionally provided formal care, an increasing 

share of home care is now provided by private for-profit organisations which have 

rapidly increased in number in Ireland in the last decade (Timonen et al., 2006b, 

Timonen and Doyle, 2007). Despite the range of service providers. State, non

profit and private providers, the vast majority (97%) of formal care in Ireland is still 

financed by the State (PA Consulting Group, 2010). The following paragraphs 

provide an outline of research conducted on informal and formal care in Ireland.

Population based estimates of the number of informal carers in Ireland have been 

obtained by the Central Statistics Office (CSO) in the last two censuses of 

population and in the Quarterly National Household Survey (QNHS) of 2009. 

Informal carers provide care in 10 of the segments identified in Figure 11 

(Segments 1-6 and 12-15). Information about recipients of care was not collected 

in either census. Therefore, it is not possible to determine the proportion of carers 

who care for older people from these census surveys. Furthermore, a carer may 

provide care to more than one person. Therefore, the number of carers does not 

provide an estimate of the number of people being cared for at any one time. In 

the two censuses of population carried out in 2002 and 2006, 4.8% of the 

population aged 15 years or older identified themselves as a carer if they provided 

“regular unpaid personal help for a friend or family member with a long-term 

illness, health problem or disability, including problems due to old age.” Personal 

help included help with basic tasks such as feeding and dressing (Central 

Statistics Office, 2004a, Central Statistics Office, 2007b). While the proportion that 

identified themselves as carers remained static in 2002 and 2006, the number of 

carers rose from 149,000 to 161,000 due to an increase in the population in the 

intervening period. In 2006, approximately a quarter of carers provided 43 hours or 

more (full time) of unpaid personal care per week. Using the census data from 

both time periods, Foley (2008) examined spatial patterns of informal care in 

Ireland. Rates of caring were found to be higher in rural than in urban areas with 

the West and the Midlands showing up as caring ‘hotspots’.
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In order to obtain an in-depth view of informal carers, the CSO conducted a survey 

on carers in quarter three (Juiy-September) of 2009 (Central Statistics Office, 

2010a). The report predominantly focuses on the carers and not on those in 

receipt of care. The definition of a carer in the QNHS was broader than the 

definition of regular unpaid personal help used in the census. Respondents aged 

15 years or older were asked, “Is there anyone living with you/not living with you 

who is sick, disabled or elderly whom you look after or give special help to, other 

than in a professional or paid capacity?” Using this expanded definition a higher 

proportion of adults over 15 years (8%, n=274,000) indicated that they were a 

carer compared to the previous census data. The proportion of adults who were 

carers was highest for those aged 45-64 years at 13%, compared to 8% of those 

aged 65 years and over. Overall, 69% of carers were looking after someone aged 

65 years or older; this yields a new estimate of approximately 189,000 informal 

carers caring for older people. If this figure of 69% is applied to the census data 

(2006) with its slightly different definition, it would yield a new estimate of 

approximately 111,000 informal carers caring for older people. The proportion 

looking after older people in the QNHS study differed depending on co-residence. 

Where carers lived in the same household as the person they were caring for, 

45% looked after someone aged 65 years or older compared to 84% where the 

carer and care recipient lived in separate households. A fifth of carers (21%) said 

they provided care for more than 57 hours per week (Central Statistics Office, 

2010a). The impact of providing care on the caregiver was assessed using the 

Caregiver Strain Index (Robinson, 1983). Over 25% of carers scored the threshold 

of 7 or higher on this index. Where informal care was provided for less than 15 

hours per week, 9% scored above 7. However, in those providing 57 hours of care 

or more, the percentage scoring above the threshold rose to 59%. This survey 

provides evidence of the considerable strain that providing care places on informal 

carers in Ireland.

Further evidence of caregiver strain is frequently cited in the international 

literature. Caregiver strain was found to depend on a number of contextual factors 

including gender, family type and location of care in a Canadian study (Stadnyk et 

al., 2011). The impact of emotional strain was also identified as a significant 

predictor of the mental health of the informal carers in this study. In a UK based 

study of female working carers, Lyonette and Yardley (2006) found that being
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employed in a demanding and stressful job in addition to providing informal care 

was detrimental to the mental health of the carer. However, Hoffman and 

Rodrigues (2010) identified a positive side to maintaining participation in the labour 

force in conjunction with providing informal care. Employment was seen to provide 

an income and pension rights to the informal carer as well as enhancing social 

networks and self esteem. Hoffman and Rodrigues (2010) further noted the 

negative impact of caring on the health of informal carers as they were found to 

neglect their own health and to avoid engagement in preventative health 

measures. In a population based UK study, more than half of older informal carers 

(>85 years) provided care for at least 50 hours per week. Of these heavily 

burdened older carers, one third rated their own health as “not good” (Doran et al., 

2003). This reflects a considerable caregiver strain on older carers.

Research on carers has revealed the extent to which older people are not simply 

recipients of care but providers of care to others. In a cross-sectional survey of 

community based older people conducted in Northern Ireland and in two regions in 

the Republic of Ireland, respondents were asked, “In the past 12 months, have you 

been the main person providing care for anyone else?" Based on this definition 

12% of the respondents aged 65 years and over identified themselves as informal 

caregivers, 8% in the Republic of Ireland and 17% in Northern Ireland (McGee et 

a!., 2008, McGee, 2005). The figure for the Republic of Ireland is higher than that 

found in the census of 2006 where 3.9% of those aged 65 years and above 

confirmed that they provide regular unpaid personal care (Central Statistics Office, 

2007a). It is consistent, however, with the QNHS findings in 2009 where 8% of 

those aged 65 years and above indicated that they provide unpaid informal care 

(Central Statistics Office, 2010a).

A range of publicly funded financial supports are available to informal carers in 

Ireland through the Department of Social Protection. Income support for full time 

informal carers was introduced in 1990, the informal carers supported may be 

looking after a care recipient of any age. The supports which include Carer’s 

Allowance, Carer’s Benefit and a Respite Care Grant will cost the Department of 

Social Protection €658,000,000 in 2011 (Department of Social Protection, 2011). 

These supports relate to segments 12 and 13 in Figure 11. The carer’s allowance 

is a means tested social assistance type payment for carers primarily aimed at
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those on low income who live with, and look after a person in need of full time 

care. An eligible carer under 66 years of age, caring for one person is entitled to 

an allowance of €204 per week plus €29.80 per week for each dependent child in 

2011. A half-rate carer’s allowance has become available since 2005 for carers 

already in receipt of another social welfare payment. Carers over the age of 65 

years and already in receipt of a State pension may be eligible for this half-rate 

carer’s allowance depending on a means test. In 2009, 48,223 carers were in 

receipt of carer’s allowance at a cost to the State of €502,469,000 (Department of 

Social Protection, 2010). This number has increased to 51,000 people in 2011, of 

whom 21,000 receive the half-rate carer’s allowance (Department of Social 

Protection, 2011). Information obtained from the Department of Social Protection 

revealed that 9% of the carers on carer’s allowance look after two people. The 

total number of care recipients is 54,781. Of this total, only 30% (16,445) are aged 

65 years and older (Murphy, 2011).

The second type of income support is carer’s benefit. This is a social insurance 

payment for persons who leave the workforce for up to 2 years to care for a 

person in need of full-time care. An eligible carer, looking after one person is 

entitled to a benefit of €205 per week and €29.80 per week for each dependent 

child, in 2011. In 2009, almost 2,000 carers received this payment at a cost to the 

State of €30,204,000 (Department of Social Protection, 2010). Approximately half 

of carer’s benefit recipients are caring for someone over the age of 65 years 

(Murphy, 2010). The third payment for carers is the Respite Care Grant which is a 

social assistance type of annual payment (€1,700) for those who look after people 

in need of full-time care. Recipients of carer’s allowance and carer’s benefit are 

automatically entitled to this grant as well as other carers providing full time care. 

The payment is not means tested but it is subject to certain conditions, and 

recipients must confirm on an annual basis that their caring role is continuing. The 

number of recipients of this grant in 2011 is 70,000 at a cost to the State of 

€130,000,000 (Department of Social Protection, 2011). The proportion of this grant 

paid in respect of older care recipients has not been possible to obtain.

Qualitative research on carers was conducted by O’Sullivan (2008) in which 10% 

of the recipients of the Carer’s Allowance were surveyed to examine the 

relationship between caring and health and wellbeing. A response rate of 50%
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(n=1411) was achieved. More than half of the carers were looking after someone 

over 60 years of age and 40% were experiencing stress/nervous tension. Quality 

of life was lower in those with no support compared to those who were supported 

in their caring role. Further qualitative research was conducted by O’Brien (2009). 

The aim of this study was to obtain an accurate reflection of what carer’s 

experience, to identify issues, concerns and support required by carers and to 

inform future planning of service delivery to carers. The survey was conducted on 

a random sample of carers on the Carers Association national database and a 

response rate of 20% (n=1990) was achieved. The findings revealed that carers 

need better and more flexible back-up support services especially home help and 

respite care in order to give them a break. Most had never received training for 

their role and they wanted more financial and psychological support. Given the 

sampling frame used and the low response rate, it is likely that the findings are 

subject to response bias. It is likely that those with the heaviest caring load 

responded and the findings are applicable to this specific group.

Based on the available research on informal carers above, it is clear that home 

care for older people in Ireland is heavily reliant on informal carers who provide a 

considerable amount of help and care with and without financial support or formal 

social care support. Formal social care consists of home help, personal care 

assistance and the provision of meals in the home. Formal care is provided in 11 

of the segments represented in Figure 11 (7-11 and 16-21). The home help 

service which first became available from the State in 1972, is primarily aimed at 

older people who need additional support to remain living in their own homes, but 

is also available to younger people who experience physical or mental difficulties 

and to families under stress. Individual assessments of older people are 

conducted by frontline HSE staff and are targeted at those with high levels of 

dependency (Health Service Executive, 2008c). However, information on the 

dependency levels of recipients is not available. The HSE provides the service 

under Section 61 of the 1970 Health Act, which states that “A health board may 

make arrangements to assist in the maintenance at home of a sick or infirm 

person or a dependant of such a person.” As the Act states “may”, there is no legal 

obligation on the HSE to provide this sen/ice and it is therefore discretionary 

(Health Service Executive, 2008b). Home help is provided free to those with a 

medical card and to those with a health amendment act card, i.e. those who
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contracted Hepatitis C from blood products. A more intimate type of personal care 

is provided to individuals who have difficulty with activities of daily living. This may 

include dressing, bathing or showering, toileting, assisting into or out of bed and 

eating. Home help and personal care may be provided by one individual, thus 

ensuring continuity of care or they may be separately delivered.

Evidence of the distribution of home care utilisation comes mainly from service 

estimates provided by the Health Service Executive (HSE). Population based 

estimates have been provided by regional studies (Caravan et al., 2001, O'Hanlon 

et al., 2005) and national studies (McGee, 2005). These studies are discussed in 

greater detail in the discussion section of this chapter. Recent service information 

reveals that almost 54,000 older people received almost 12,000,000 home help 

hours (home help in this context includes domestic and personal care) in 2009 

(Health Service Executive, 2010c). This is equivalent to 11% of the over 65 years 

population in Ireland. This estimate is an increase on the 2005 population based 

estimate of 7% in receipt of home help (McGee, 2005). An additional 12,100 older 

people received an enhanced level of home care in the form of a home care 

package in 2009 (Department of Health and Children, 2010a). It is estimated that 

funding of home help and home care packages cost the HSE approximately 

€330,000,000 in 2008 (PA Consulting Group, 2010).

The meals-on-wheels sen/ice is another component of social care which provides 

support for older people to remain independent and living in their own home. It is 

considered important in improving older people’s nutritional status, health and 

quality of life. Meals-on-wheels funding is dependent on subventions from the HSE 

and other public bodies, as well as fundraising and contributions/charges levied on 

clients. Non capital expenditure on meals-on-wheels services in 2006 was 

€12,454,000 (Department of Health and Children, 2007). Most of the organisations 

providing the service are voluntary or registered charities with a limited number of 

statutory services (O'Dwyer, 2008). Limited data on meals-on-wheels service 

uptake in the past is most likely due to the ad hoc development of the service and 

disparate nature of organisations involved in service delivery. The HSE has 

committed itself to addressing this deficit and established a reporting mechanism 

for meals-on-wheels in the national service plan for 2008 (Health Service 

Executive, 2007b). The most recent report on the role and future development of
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the Meals-on-Wheels service for older people in Ireland estimates that between 

10,000 and 12,000 people in Ireland are in receipt of the service (O'Dwyer, 2008).

While service estimates of the distribution of home help/personal care and meals- 

on-wheels are available, there is no systematic collection of data on the 

determinants of home care. This creates a gap in knowledge about the 

characteristics of individuals currently in receipt of formal home care. It also 

creates a gap in understanding the extent of dependency that the formal home 

care sector caters for in contrast to the dependency levels in residential care which 

have previously been discussed in the literature review section (Section 2.2.1).

The aim of this study is to provide a population based estimate of the utilisation of 

formal home care by older Irish adults and to identify the principal characteristics 

of those utilising home care. Specific objectives include the identification of the 

determinants of domestic/personal home care utilisation and the investigation of 

the relationship between dependency/disability and home care utilisation in older 

Irish adults. The behavioural model of health services use provides the analytical 

framework for this study (Chapter 3) (Andersen and Newman, 1973, Aday and 

Andersen, 1974). The framework enables identification of characteristics of the 

population at risk of using publicly financed home-based services, including 

predisposing, enabling and need factors. Predisposing factors describe the 

“propensity” of individuals to use services and mostly relate to socio-demographic 

characteristics. Factors which enable or hinder access to services include family 

and community resources. Need factors refer to the illness level of the individual, 

which may include illness or need perceived by the individual, or evaluated by 

professionals. This research will contribute to our understanding of the relative 

contribution of different factors in explaining the utilisation of formal home-based 

care services in Ireland.
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5.2 Methods

5.2.1 The Irish Longitudinal Study on Ageing

The Irish longitudinal Study on Ageing (TILDA) is a major inter-institutional 

initiative led by Trinity College Dublin which aims to provide quality research data 

relating to older people and ageing in the Republic of Ireland. TILDA was designed 

to maximize comparability with other well-established international longitudinal 

studies, including the Health and Retirement Survey (HRS) in the US, the Survey 

of Health Ageing and Retirement in Europe (SHARE) and the English Longitudinal 

Study on Ageing (ELSA). TILDA is funded by, Atlantic Philanthropies, Irish Life 

and the Department of Health and Children.

The study is multidisciplinary, collecting information on the health, social and 

economic situation of adults aged 50 years and older and their partners. First 

wave data were collected mainly through Computer-Aided Personal Interviews 

conducted in the home. Additional information of a sensitive nature was collected 

through a Self-Completion Questionnaire (SCQ) which respondents completed in 

their own time and in privacy following the interview. Additional objective health 

data were collected either in the respondent’s home or in a health assessment 

centre based in Dublin or Cork. In this first wave of TILDA, all respondents were 

resident in the community and capable of providing informed consent. It is 

anticipated that data will be collected at 2 yearly intervals, thus enabling follow-up 

of those older people who move into residential care or become cognitively 

impaired over time. The first wave of TILDA was completed in 2011, the second 

wave of data collection commenced in 2012.

TILDA now provides the most comprehensive set of data on older people in the 

Republic of Ireland. The purpose of TILDA was to bring about a change in the 

quality, quantity and prominence of information and research about ageing in 

Ireland (Barrett et al., 2011). The quality of the data will facilitate innovative 

multidisciplinary research across the health, economic and social dimensions and 

enable international comparative research. It is anticipated that the high quality of 

the data generated from the large representative sample will enhance capacity in
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ageing research in Ireland and provide extensive evidence from which to inform 

policy making in the future.

5.2.2 TILDA design and sample

This study is cross-sectional in design using data (File No. 1.0.1) from the first 

wave of the Irish Longitudinal Study on Ageing (TILDA).

The sampling frame used was the RANSAM system based on the Geodirectory 

which was developed by the Economic and Social Research Institute (ESRI) of 

Ireland (Whelan, 1979). The system is based on a listing of all residential 

addresses in Ireland and is kept under constant review by the national postal 

service (An Post) and the Ordnance Survey of Ireland. Two pilot studies were 

conducted in 2008 and 2009. These provided evidence of the likely levels of non

eligibility and response rates. About half of the addresses listed did not contain a 

person aged 50 years or over which led to a high level of screening by the 

interviewers. Statistical and resource factors determined the minimum required 

sample size at 8,000 persons to provide a national representation for the TILDA 

baseline (The Irish Longitudinal Study on Ageing, 2010). The target response rate 

was 60% of eligible households. The overall household response rate achieved 

was 62% (Appendix C). The sample consists of 8,178 people aged 50 years or 

older belonging to 6,282 households.

The sample design involved multi-stage selection incorporating stratification and 

clustering. In the first stage, RANSAM grouped residential addresses into clusters 

ranging in size from 500-1,180 addresses. The clusters were stratified by three 

socio-economic groups and by geography. Clusters were selected randomly with a 

probability of selection proportional to the estimated number of persons aged 50 or 

over in each cluster. 640 clusters were selected from the total of 3,155 clusters. In 

the second stage, a probability sample of 40 addresses within each cluster was 

selected, yielding a total of 25,600 addresses. The resulting sample is self

weighting except for biases caused by non-random variations in response rates. 

These biases were dealt with at the analysis stage by means of calibration 

weights.
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5.2.3 TILDA recruitment and data collection

The target population for this first baseline TILDA survey was the population of 

persons aged 50 years or over, living in residential addresses in the Republic of 

Ireland and their spouses or partners of any age.

Prior to data collection, a national information campaign was conducted which 

included advertising of the TILDA study on national television and national radio. 

Local approaches were also undertaken, including advertising on local radio and in 

local newspapers and newsletters. Letters were sent to each address, in advance 

of an interviewer calling, inviting residents to take part in the survey and an 

incentive of €20 was offered for participation.

An exact geocode was provided for each address which facilitated interviewers in 

locating the selected addresses using satellite navigation devices. An interviewer 

called to each address on the sample list to invite residents aged 50 years and 

over and their spouse or partner to participate. Only those capable of providing 

informed consent were deemed eligible to participate. If no contact was made or if 

eligible adults declined to participate in the study the interviewers followed a series 

of protocols designed to establish contact or to encourage participation.

Face-to-face interviews were conducted using computer-aided personal interview 

(CAPI) software (Chapter 4 Section 4.2.2). Interview data were collected all over 

Ireland over a seventeen month period from October 2009 to February 2011. 

Eligible adults included all household members aged 50 years and over plus 

spouses or partners independent of their age. Following the interview, participants 

were invited to participate in a health assessment in one of two centres in Dublin 

or Cork or in the participant’s own home. They were also provided with a 

questionnaire to complete and return.

This study is limited to data obtained during the interview (CAPI) and to 

participants aged 50 years or older.
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5.2.4 TILDA questionnaire development

A key feature of the TILDA project is that data are internationally comparable. 

Decision making with regard to variables included in the questionnaire was heavily 

influenced by the availability of comparable measures in other longitudinal studies 

such as the Survey of Health Ageing and Retirement in Europe (SHARE), the 

English Longitudinal Study on Ageing (ELSA), the European Statistics on Living 

and Income (EU-SILC) project and the Health and Retirement Study in the United 

States (HRS).

As part of the HRB PhD programme in Health Services Research, the author of 

this thesis undertook a ten week placement with the TILDA research team. The 

placement took place during the questionnaire development phase of the project. 

The questionnaire was reviewed with an emphasis on home-based social care for 

older adults. A review of measurement scales was conducted to identify their 

suitability for identifying the determinants of home care utilisation. Feedback was 

provided at formal team meetings. The author identified gaps in the questionnaire 

related to community based health and social care services. Additional questions 

were recommended for inclusion based on these findings. Some of these 

recommendations were included in the final version of the questionnaire for wave 

one.
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5.2.5 Measurements 

Dependent variable

The outcome variables of interest included a range of State services utilised. 

Respondents were asked if they had received any of the following State services 

in the last 12 months: home help, personal care attendant, meals-on-wheels or 

public health or community nursing. They were asked to exclude any services for 

which they had paid anything, other than a token or nominal amount. The primary 

focus was on the utilisation of home help and personal care services.

Independent variables

The Andersen and Newman model of health service utilisation was used as a 

framework for the analysis. The following independent variables grouped as 

predisposing, enabling and need factors were selected for inclusion in the 

analysis. The logic for their inclusion has already been discussed (Chapter 3). 

Detailed information on how each variable was constructed from the dataset is 

provided in Appendix D.

Predisposing factors

Predisposing factors included age, gender, marital status and living arrangement. 

Age was used either as a continuous variable or categorized into the following 

groups, 50-64 years, 65-74 years and 75+ years. Living arrangement was 

constructed using a combination of marital status and household size. Marital 

status was categorized as married, never married, separated/divorced or widowed. 

Living arrangement was categorized into living alone, living with others (not 

spouse/partner) and living with a spouse/partner with or without others living in the 

household.

Enabling factors

Socio-economic status: Education was used as an indicator of socio-economic 

status. Respondents were asked to indicate the highest level of education that 

they had completed and this was classified into primary, secondary and tertiary 

level. Primary includes those who did not complete primary education and those 

with only primary education. Secondary includes those who completed the junior
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certificate or leaving certificate or alternative equivalent level. Tertiary education 

includes those who completed a diploma, first degree or higher degree.

Other indicators of socio-economic status included;

Medical card /GP visit card status: respondents holding a medical card or GP visit 

card were coded 1 and those without were coded 0.

Private health insurance status: respondents with private health insurance were 

coded 1 and those without were coded 0.

Residential location was categorized into Dublin city or county, a city or town 

outside Dublin and a rural location.

Informal help from outside the household: Family respondents were asked if in the 

last \SN0  years they or their spouse/partner had received any help from non 

resident children or grandchildren, other relatives or neighbours and friends. The 

type of help specified was practical household help (home repairs, gardening, 

transportation, shopping and household chores) and help with paperwork (form 

filling and settling financial or legal matters). Where the family respondent had a 

spouse/partner, the response was also assigned to the spouse/partner.

Need factors

Four categories of need for home care were identified from the literature. The first 

relates to disability status, the second to how the individual perceives their health 

status, the third relates to health service utilisation and the fourth relates to 

conditions experienced by the individual.

Disability status was measured using the Activities of Daily Living (ADL) index 

(Katz et al., 1963) and the Instrumental Activities of Daily Living Scale (Lawton and 

Brody, 1969). The ADL index assesses difficulty in performing activities related to 

personal care including dressing, walking across a room, bathing, eating, getting 

into or out of bed and using the toilet. The sum of ADL difficulties ranged from 0-6. 

In this study ADL difficulty was classified as having one or more self-reported ADL 

difficulties. The lADL scale assesses difficulty in relation to carrying out household 

activity. The difficulties assessed included activities related to preparing a meal, 

doing household chores, shopping for groceries, making telephone calls, taking
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medications and managing money. The sum of lADL difficulties ranged from 0-6. 

In this study lADL difficulty was classified as having one or more self-reported 

lADL difficulties. Internal consistency testing of the ADL and lADL scales produced 

Cronbach’s alphas of .97 and .79 respectively, thus indicating a high level of 

internal consistency and good reliability of the scale with this sample.

Perceived health status was assessed using three variables. Firstly, respondents 

were asked to rate their health relative to others of the same age. Response 

options were excellent, very good, good, fair and poor. Responses were recoded 

into two groups with fair and poor coded as 1 and good to excellent coded as 0. 

Secondly, respondents were asked to rate their emotional or mental health. 

Response options mirrored those for self-rated health above, and responses were 

recoded in an identical fashion. The third variable used to measure perceived 

health status involved asking if respondents experienced limitations due to a long

term health problem, illness, disability or infirmity. This was coded 1 and no 

limitations coded 0.

Health service utilisation: Respondents indicated whether or not they had been 

admitted overnight to a hospital or a nursing home in the previous 12 months. An 

overnight admission was coded 1 and no admission coded 0 for each type of 

service.

Other conditions experienced: Depressive symptoms were assessed using the 

Centre for Epidemiologic Studies Depression Scale (CES_D). This 20 item self- 

report scale was developed to measure depressive symptomatology in large scale 

epidemiologic studies. The scale assesses both positive and negative affect. 

These are grouped into four factors: depressed affect, positive affect, somatic and 

interpersonal relations. The scale has been found to have high internal 

consistency and adequate test/re-test repeatability (Radloff, 1977). Respondents 

were asked to rate the frequency of a range of symptoms experienced over the 

previous week. A score of 16 or higher was used as the cut-off point for severe 

depressive symptoms, as validated by Myers and Weissman (1980). Beekman et 

al. (1997) found that sensitivity for major depression was 100% and specificity was 

88% when this cut-off was used.
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Cognitive function was assessed using measures of memory and executive 

function. Memory was assessed using orientation to time, verbal learning and 

recall and prospective memory. Orientation to time was assessed using four 

standard questions from the Mini-mental State Examination on the day, month, 

year and date (MMSE) (Folstein et al., 1975). Verbal learning and recall was 

assessed using a list of 10 common words which respondents listened to either on 

the computer or read out by the interviewer. Respondents were asked to repeat 

back the words immediately and after a delay in which other questions were 

asked. Where two members of a household took part in the study, different word 

lists were used. Prospective memory relates to memory for future actions. Early in 

the cognitive test series, respondents were asked to remember to carry out two 

tasks at a later stage in the interview without being prompted to do so. The first 

task was to write their initials on the top left hand corner of a page when handed 

the page. The second task was to remind the interviewer to record the time when 

the interviewer says, “That is the end of the memory and concentration tasks.” In 

both cases, the respondent needed to successfully complete the task without 

being prompted to action. A memory index based on the memory tests was 

constructed (Huppert, 2006). The scores for orientation (0-4), verbal learning and 

immediate recall (0-10), delayed recall (0-10) and prospective memory (0-2) were 

summed to create the index ranging from 0-26. A cut-off point of one standard 

deviation below the mean (score of 12) was selected to identify those with poor 

memory.

Executive function was assessed using verbal fluency whereby respondents were 

asked to name as many animals as possible in one minute. This activity requires 

self-initiated activity, organisation, mental flexibility and abstraction. Scores ranged 

from 0-50 with a mean of 19.6 and a standard deviation of 10.9. A cut-off point one 

standard deviation below the mean (score of 9) was selected to identify those with 

poor executive function.

Urinary incontinence: Where respondents limited their activities due to urinary 

incontinence, this was coded as 1.

Pain: Where respondents experienced pain which made it difficult for them to do 

usual activities such as household chores or work, this was coded as 1.
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Loneliness: Respondents were asked how often they felt lonely in the past week. 

Rare or occasional loneliness was coded as 0, loneliness experienced a moderate 

amount to all of the time (between 3-7 days in the last week) was coded as 1.

Poly-pharmacy: Respondents on five or more medications were coded as 1 and 0 

if on less medication.

Excluded variables

Informal help with ADL difficulties received from individuals both within the home 

and outside was considered as an independent variable in the analysis. However, 

multicollinearity with lADL difficulty was detected and this variable was removed 

from the analysis.

Other variables were considered during this analysis; some of these were 

excluded due to the high proportion of missing data on the variables at the time of 

the analysis e.g socioeconomic status, wealth assets, total household income and 

social connectedness. More variables were excluded from the analysis on the 

basis that health assessment data were incomplete. Components of frailty and 

cognitive impairment (Mini Mental State Examination and Montreal Cognitive 

Assessment) were embedded in the objective health assessment data (Section 

5.2.1) which were not complete at the time that this study was carried out.

5.2.6 Statistical analysis

Summaries

Continuous variables were summarized with descriptive statistics including the 

mean, standard deviation, range and median. Categorical data were summarized 

using frequency counts and percentage of participants in each category.

Group comparisons

Pearson’s chi-square test was used to compare proportions in independent groups 

of categorical data. For continuous variables student’s t-test was used to compare 

the means of two independent groups. A p-value below 0.05 was considered 

significant.
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Regression analyses

Multivariable logistic regression analysis was performed using utilisation of home 

help and or personal care as the dependent variable. The probability of service 

utilisation was modelled as a function of the independent variables. The process 

described in section 4.4.3 for assessing and selecting the independent variables 

for inclusion in the model was followed. The reference categories for each 

independent variable are identified in Table 18.

Hierarchical entry of independent variables based on the conceptual framework 

was also conducted in order to Identify the proportion of variance in the model 

accounted for by grouped predisposing, enabling or need factors.

131



TILDA Chapter 5

Table 18 Reference categories for logistic regression analyses
Predisposing Factors Reference category

1 Age Youngest age group
2 Gender Male
3 Living arrangement Lives with spouse/partner

Enabling Factors
4 Education Tertiary level
5 Residential location Dublin City or County
6 Medical/GP card Does not hold a medical card or GP visit card
7 Private health insurance Has no private health insurance

Need Factors
8 ADL>1 No ADL difficulty
9 lADL >1 No lADL difficulty
10 Self-reported fair/poor health Self-reported good-excellent health
11 Self-reported fair/poor mental health Self-reported good-excellent mental health
12 Self-reported long-term illness or disability Self-reported no long-term illness or disability
13 Admitted to hospital in the last year Not admitted to hospital in the last year
14 Admitted to a nursing home in the last Not admitted to a nursing home in the last

year year
15 Severe depressive symptoms CES_D score <16
16 Urinary incontinence limits activity Urinary incontinence does not limit activity
17 Pain limits activity Pain does not limit activity
18 Lonely moderate amount to all the time Rarely lonely
19 Poor memory Memory score >12
20 Poor executive function Executive function score >9

Chi-square automatic interaction detection analysis (CHAID)

CHAID was used in this study to graphically display the multivariable relationships 

in the logistic regression model for home help/personal care. CHAID is a technique 

that repeatedly partitions a population into sub-populations or segments, such that 

the variation of the dependent variable is minimized within the segments and 

maximised among the segments. After the initial splitting of the population into two 

or more nodes, the splitting process is again repeated on these nodes until 

stopping rules are met (Ratner, 2003). The technique rejects insignificant cross

tabulations and focuses attention on the potentially useful subdivisions in the data 

(Kass, 1980).

The classification tree depicts the independent variables that make the greatest 

difference in the outcome at each level. The model was validated using the split 

sample method. This technique generates the model using a training sample 

comprised of 70% of the total sample and then tests it on the remaining 30% of the 

sample. Results generated are based on the test tree. Bonferroni adjustment was 

used to control the type I error rate.
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Statistical weights

Statistical weights were applied to the sample to adjust for non-response. 

Individual weights calibrated against the Irish population were supplied by TILDA 

(CAP! weights). The characteristics used for calibration were age (50-64, 65-74, 

75+), sex and education (primary, secondary, tertiary). The source for the weights 

was the Quarterly National Household Survey 2010 compiled by the Irish Central 

Statistics Office (Savva, 2011).

Missing data

Where data were missing for individual questions, these cases were not included 

in the analysis. The face-to-face nature of the CAP! interview resulted in a very 

small amount of missing data. The maximum amount of data missing for any 

independent variable in this analysis was 2.7%. Where respondents refused to 

answer or were uncertain regarding the answer, these cases were also treated as 

missing data.

Software

The statistical package SPSS version 18 was used to conduct the analysis.

5.2.6 Data access and acknowledgements

Permission was sought and granted to register as a user of the TILDA dataset 

prior to archiving the data for public use. Access to the data was provided in a 

secure location on site at the TILDA offices.

5.3 Results

The results are presented in four sections. Firstly, the predisposing, enabling and 

need characteristics of the sample are identified across different age categories 

(Table 19). Secondly, the distribution of State provided community based services 

including home care services is identified in those aged 65 years and over. In the 

third section, the focus is on identification of the determinants of State provided 

home care services. Finally, the relationship between disability and home care 

utilisation is explored.
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5.3.1 Sample characteristics

Table 19 Characteristics of the TILDA sample by age
Variables and categories Total 

population 
S50 yrs 
n=8178 

(% )

Total 
Population 

>65 yrs 
n=3510 

{%)

Total 
Populaton 

s75 yrs 
n=1347 

(%)
Age group in yrs 50-64 58.4

O)c 65-74 23,4 56.2
COo >=75 18.2 43.8
& (1 Gender Female 52.1 55 60.1

1
42 Living Alone 22.9 34.3 44.5

Q- arrangement Lives with others not spouse 9.5 10.4 14.6
Lives with spouse/partner 67.7 55.3 40.9

Education Primary 38.3 56.6 65.9
Secondary 43.2 31.1 24.8

2. Tertiary 18.5 12.3 9.2
Location In Dublin city or county 22.4 22.9 22.0

Cn In a city or town not Dublin 28.1 27.9 26.4
•Q In a rural area 49.4 49.2 51.5
(tJ
C Health Insurance Med/GP card 52.4 79.4 94.8
Uj Status Private health insurance 52.7 46.5 38

Informal help Domestic or paperwork help 42.9 49.3 55.8
Disability status ADL one plus 9.0 13.6 18.7

lADL one plus 8.1 13 21.1
ADL/IADL Disability 12.9 19.5 28.3

Perceived health Self-reported fair/poor health 16.6 18.0 19.2
status compared to others

Self-reported fair/poor emotional 10.7 10.1 11.0
mental health
Self-reported limiting long-term 23.7 27.5 31

5 illness or disability
o
■P Health Service Admitted to hospital in last year 12.9 15.9 16.3
•Q use Admitted to a nursing home in the 0.5 1.0 1.6
<D last year
< Conditions Severe depressive symptoms 10® 9.0“ 00 C

O o

experienced Urinary incontinence limits 3.1 4.0 4.8
activity
Pain limits activity 21.5 23.1 25,8
Lonely: moderate to all the time 7.5 8.9 10.9
Poly-pharmacy 21.2® 34.1® 40,9'=
Poor memory 18.3 32.7 48,6
Poor executive function 4.6 7.6 11,2

Missing data 0-1%  except for a=1-2% , b=2-3%
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5.3.2 Distribution of State provided community based services

Utilisation and satisfaction with a broad range of connmunity services was 

examined. Placing home care services within this broader range of community 

services provides an overview of the utilisation and satisfaction across the 

spectrum of service provision in the community. Where services were not utilised, 

the expressed need for each service was investigated. This section also presents 

results regarding how older people access information about State services.

Service utilisation

Community based State services were utilised by a small proportion of older 

people (Table 20). More than half of those aged 65 years or older (56.3%, 95% Cl 

54.1-58.5%) used none of the services listed. Optician services were the most 

frequently utilised at 18%, which equates to approximately 90,000 service users, 

compared to the service with the lowest level of utilisation Speech and Language 

Therapy which was used by 0.3%, equating to approximately 1,400 service users 

nationally. The service utilisation data relates to contact with each service in the 12 

months prior to interview. It does not contain information on frequency or location 

of contact.

Satisfaction with services

Satisfaction with State services was high amongst service users ranging from 85% 

to 100%. This high level of satisfaction is consistent with previous research on 

consumer satisfaction within the HSE (2007a). Respite services received the 

lowest satisfaction rating of 85%.

Dissatisfaction with services was categorized as dissatisfied because 1) the 

service is not frequent enough 2) the service is hard to access or 3) dissatisfied for 

another reason. The main component of dissatisfaction was that services were not 

supplied frequently enough; this applied especially to respite services, 

physiotherapy, occupational therapy and nursing services. Dissatisfaction in 

relation to access to services was generally low with the exception of speech and 

language therapy (12.5%). However, this is affected by the small number of cases 

(n=10). Amongst the remaining services, dissatisfaction was highest in relation to 

access to respite services (2.4%). Dissatisfaction with State services amongst
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service users for reasons other than frequency or access ranged from 0-8%. The 

reasons for dissatisfaction categorized as, “for another reason” were not recorded. 

However, it is likely that at least some of this dissatisfaction is related to service 

quality. Dissatisfaction for another reason was highest for hearing services (8%) 

followed by meals-on-wheels (7.1%) and dental services (6.5%).
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Table 20 Utilisation of community based State services by those aged 65 and over

Utilisation of 
service 

(%) (95% Cl)

Do not use 
but need 

service (%)

Satisfaction with services utilised (%)

Satisfied
with

service
received

Dissatisfied 
service is not 

frequent 
enough

Dissatisfied 
service is 

hard to 
access

Dissatisfied 
for other 
reason

Optician Services 18.0 (16.5-19.7) 5.4 95.4 0.5 0.5 3.6
Public Health or Community nurse 12.1 (10.8-13.5) 0.9 90.4 7.1 1.2 1.3
Dental Services 11.7 (10.4-13.1) 5.5 92.8 0.6 0.1 6.5
Chiropody Services 9.0 (7.8-10.4) 7.3 91.8 5.0 0 3.2
Home Help 7.5 (6.5-8.7) 2.8 93.4 3.5 0 3.1
Physiotherapy 6.3 (5.5-7.2) 3.5 87.4 7.8 0.4 4.4
Hearing Services 3.1 (2.5-3.8) 3.8 87.5 3.4 1.2 8.0
Day Centre Services 2.4 (1.9-3.1) 0.2 95.9 0 0 4.1
Occupational Therapy 2.1 (1.6-2.7) 0.5 90.4 7.3 1.6 0.7
Meals-on-wheels 1.9 (1.4-2.6) 0.8 92.9 0 0 7.1
Dietician Services 1.8 (1.4-2.3) 0.8 91.8 6.4 0 1.8
Personal Care Attendant 1.2 (0.8-1.8) 0.4 94 3.9 0 2.1
Respite Services 0.7 (0.5-1.2) 0.3 85.1 8.2 2.4 4.3
Psychological/Counseling Services 0.5 (0.3-0.7) 0.3 96.7 0 0 3.3
Social Work Services 0.3 (0.1-0.5) 0.1 100 0 0 0
Speech and Language Therapy 0.3 (0.2-0.5) 0.2 87.5 0 12.5 0
n=3510
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Requirement for services

In this study, the population requiring a service was considered to comprise 

those currently utilising a sen/ice and those not utilising but expressing a need 

for a service. Expressed need in those not utilising services ranged from 0.1% 

for Social Work services to 7.3% for Chiropody (Table 20).

In Figure 12, each bar represents the total population requiring each service. 

The relative proportions of utilisation and expressed need are identified, with 

accompanying population numbers. The use of population numbers in 

conjunction with proportions in this figure provides a better understanding of 

the relative size of each sector. Hearing services have the highest ratio of 

expressed need to utilisation and nursing and day centre services have the 

lowest ratios.

Information regarding State services

Respondents were asked how they would go about finding out about any of 

the State services listed in Table 20. Approximately half would ask their doctor 

(GP) and one-fifth would contact the HSE. Accessing information through 

social contacts was found to increase with age, with 10% of those aged 65-74 

saying they would ask relatives friends or neighbours compared to 16% of 

those over 75 years. Using technology to access information was low overall 

with 1.7% of those aged 65-74 and only 0.4% of those over 75 years 

accessing information on State services online.
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Hearing services 15,310 1 ^8,571 j

Chiropody 45,177 1 33,007 1

Psychological/counselling services 2,379 1 1,640 1

Speech and language therapy 1,423 1 806 1

Physiotherapy 31,439 1 16,426 1

Dietician services 9,045 1 4,150 1

Dental services 58,425 1 24,438 1

Respite services 3,746 1 1,535 1

Meals-on-wheels 9,749 1 3,753 1

Home help 37,761 1 13,083 1

Personal care attendant 6,101 1 1,805 1

Optician service 90,241 1 22,278 1

Occupational Therapy 10,370 1 2,217 1

Social work services 1,305 1 295 1

Day centre services 12,052 i 1,196 1

Public health or community nurse 60,539 |4,004j

0% 10% 20% 30% 40% 50% 60% 70% 80% 90% 100%

Total population requiring service

Figure 12 Utilisation and need for service as a proportion of the total population requiring service

□  utilize service

□  Do not utilize but need 
service
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5.3.3 Determinants of formal care utilisation

The proportion of the population utilising formal home care of different types is 

outlined in Table 21. This section on determinants of formal care utilisation will 

mainly relate to those aged 65 years and over unless specified otherwise. Due to 

the relatively small numbers involved and the desire to identify determinants of 

formal care, the two categories of home help and personal care attendant were 

combined. This combination has practical relevance as health service data 

combines these two forms of care under the umbrella term of home help.

A second combination of personal care and nursing care was also identified in 

Table 21. While nursing care is not examined in detail, it has been included in 

order to discuss comparisons between TILDA and SHARE data with regard to 

personal care. This combination of personal and nursing care will be discussed 

later in section 5.4.1.

Table 21 Utilisation of formal home care service by age________________________________
Service type S50 yrs 265 yrs s75 yrs

n=8178 n=3510 n=1347
% n % n % n

a Home help 3.5 287 7.5 265 13.7 184
b Personal care .6 48 1.2 43 2.4 32
c Meals-on-wheels .9 75 1.9 68 3.2 43
d PHN or community nurse 6.6 539 12.1 425 19.9 268

a+b Home help and or personal care 3.9 316 8.3 290 15.2 205
(HH/PCA)_____________________________________________________________________

b+d Personal care and or PHN or 6.8 556 12.6 441 20.8 280
 community nurse_______________________________________________________________

Meals-on-wheels

The number of older people over 65 years utilising a meals-on-wheels service in 

this study was small (n=68). Predisposing and enabling factors which were 

significantly associated with utilisation of meals-on-wheels service on bi-variate 

analysis included being older, living alone or with a person other than a spouse or 

partner and having a medical card (Table 22). Women were found to be less likely 

to receive a service but this was not statistically significant on bi-variate analysis. A 

large number of need factors were significantly associated with utilising meals-on- 

wheels. These included having an lADL disability, self-reported fair/poor health 

and having a poor memory.
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Table 22 Bi-variate relationship between independent variables and meals-on-wheels
Independent variables Bi-variate analysis

Un-adjusted
OR

95% Cl p-value

PREDISPOSING FACTORS
Age group in years 65-74(Ref) _ _ .

>=75 3.3 1.9-5.6 <001

Gender Female .76 .47-1.2 .272

Living arrangement Alone 5.5 2.9-10.5 <001
Lives with others not spouse 5.6 2.5-12.3 <.001
Lives with spouse/ partner (Ref) - - -

ENABLING FACTORS
Education Primary 3.3 1.1-10.2 .032

Secondary 1.6 .49-5.4 .414
Tertiary (Ref) - - -

Location In Dublin city or county (Ref) - - _

In a city or town not Dublin .81 .45-1.4 .503
In a rural area .43 24-.79 .006

Health insurance status Med/GP card 9.7 2.2-42.5 .003
Private health insurance .26 .14-48 <001

Informal help Domestic or paperwork help 1.8 1.1-3.0 .017
NEED FACTORS
Disability status ADL one plus 2.5 1.4-4.3 .001

lADL one plus 5.1 3.1-8.3 <•001

Perceived health status Self-reported fair/poor health compared to 4.1 2.5-68 <.001
others
Self-reported fair/poor emotional mental 2.5 1.4-4.6 .001
health
Self-reported limiting long-tenn illness or 2.1 1.3-3.5 .002

Health service use

disability

Admitted to hospital in last year 1.3 .71-2.3 .385
Admitted to a nursing home in the last year 4.1 1.4-14.9 .030

Conditions experienced Severe depressive symptoms 1.3 .60-2.8 .478
Urinary incontinence limits activity 2.9 1.3-6.5 .007
Pain limits activity 1.5 .91-2.5 .106
Lonely moderate amount to all the time 2.6 1.4-4.8 .001
Poly-pharmacy 2.9 1.7-4.8 <001
Poor memory 4.6 2.7-7.7 <.001
Poor executive function 2.9 1.5-5.4 .001

OR=Odds Ratio 
CI=Confidence Interval

A reduced logistic regression model (Appendix E) revealed a significant difference 

in meals service utilisation based on age, sex, living arrangement, geographical 

location and disability status. Controlling for these factors, men were significantly 

more likely (Adj OR=2.4, p=.001) to receive meals-on-wheels compared to 

women. Those living in Dublin city or county were 2.6 times more likely to receive 

meals-on-wheels service compared to those living in a rural area. Those living in a 

town or city outside Dublin were almost twice as likely to receive a service 

compared to those in a rural area. Those aged 75 years plus were twice as likely 

to receive meals-on-wheels compared to those aged 65-74 years and those living 

alone were almost 5 times more likely to receive service than were those living 

with a spouse or partner.
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Home help and or personal care utilisation

A combination of home help and or personal care (HH/PCA) was utilised by 8.3% 

(n=290) of those aged 65 years and older. This overall figure masks the 

distribution of the resource across the age groups and within the age groups. Of 

the total HH/PCA utilised, almost 75% was utilised by those aged between 75 

years and 89 years (Figure 13).

X 20

o 15

g 10

HH/PCA

65-69 70-74 75-79 80-84 85-89 90+

Figure 13 Total home help/personal care utilisation across age groups in TILDA

Of the total number of individuals in each age category, the proportion utilising 

HH/PCA increased gradually with age from 1.7% of those in the 65-69 year age 

category to 32.8% of those aged 90 years and older (Figure 14).

100%

cVifo
Q.

80%

60%

40%

20%

0% m
□ No HH/PCA 

■ HH/PCA

65-69 70-74 75-79 80-84 85-89 90+

Figure 14 Home help/personal care utilisation by age group in TILDA
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The effect of selected independent variables on the probability of utilisation of 

HH/PCA was assessed using bi-variate analysis (Table 23). Independent variables 

which were significant on bi-variate analysis were included in the initial logistic 

regression model. Significant predictors of home care utilisation in the initial model 

were included in the final model (11 variables in total). The final model for HH/PCA 

in those aged 65 years and older is also presented in (Table 23). The results for 

each of the 11 independent variables in the model are presented. Need factors 

and predisposing factors feature as major determinants of home care in Ireland. 

lADL status, older age and living alone are the three strongest factors determining 

the use of home care (Table 23).

Hierarchical entry of these 11 independent variables was conducted to identify 

which group of variables (predisposing, enabling or need) was most effective in 

predicting service use. Need factors were found to account for the largest 

proportion of variance (13.5%) compared to predisposing factors (7.8%) and 

enabling factors (1.6%).
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Table 23 Bi-variate and multivariable relationships between independent variables and 
home help/personal care in those aged 65 and over_____________ __________________

Independent variables Bi-variate analysis Final multivariable logistic 
regression model

OR 95% Cl P-
value

Adj
OR

95%
Cl

P-
value

PREDISPOSING FACTORS
Age group in years 65-74(Ref) - - - - - -

>=75 6.1 4.5-8.3 <001 3.5 2.5-5.0 <.001
Gender Female 2.1 1.6-2.7 <001
Living arrangement Alone 4.9 3.7-66 <•001 2.9 2.0-4.0 <.001

Lives w/ith others not spouse 2.8 1.8-4.3 <001 1.1 0.6-1.8 .667
Lives with spouse/partner (Ref) - - - - - -

ENABLING FACTORS
Education Primary 3.0 1.8-5.2 <001

Secondary 1.8 1.0-3.2 .029
Tertiary (Ref) - - -

Location In Dublin city or county (Ref) - - -
In a city or town not Dublin 1.2 0.8-1.8 .176
In a rural area 1.3 0.9-1.8 .088

Health insurance Med/GP card 6.7 3.7-12.2 <001 1.9 1.0-3.7 .037
status

Private health insurance 0.48 0.3-0.6 <.001
Informal Domestic or paperwork help 3.1 2.3-4.0 <.001 2.0 1.5-2.8 <001
NEED FACTORS
Disability status ADL one plus 4.7 3.6-6.1 <001

lADL one plus 8.7 6.7-11.3 <001 3.4 2.5-4.7 <001
Perceived health Self-reported fair/poor health 3.3 2.5-4.2 <001 1.6 1.1-2.2 003
status compared to others

Self-reported fair/poor emotional 2.6 1.9-3.6 <001
mental health
Self-reported limiting long-term 3.3 2.6-4.2 <001
illness or disability

Health service use Admitted to hospital in last year 1.9 1.5-2.6 <.001 1.3 0.9-1.9 .070
Admitted to a nursing home in 9.9 5.0-19.4 <001 3,2 1.4-7.3 .004
the last year

Conditions Severe depressive symptoms 2.7 1.9-3.8 <001
experienced

Urinary incontinence limits 4.3 2.9-64 <.001
activity
Pain limits activity 3.2 2.5-4.1 <.001 1.6 1.2-2.3 .001
Lonely moderate amount to all 3.0 2.2-4.1 <001
the time
Poly-pharmacy 3.2 2.5-4.1 <•001 1.7 1.3-2.3 <001
Poor memory 3.2 2,5-4.1 <001
Poor executive function 4.1 3.0-5.6 <•001 2.0 1.3-3.0 <.001

Naglekerke's R'' .336
Hosmer & =5.3 df=8, p=.715
Lemeshow
n=3510
OR=Odds Ratio, Adj OR=Adjusted Odds Ratio, 95% Cl=95% Confidence Interval

Variables entered into the final logistic regression model (11 in total): Age, living arrangement, med/GP card. Informal 
domestic or paperw/ork help, lADL one plus, self-rated health, admission to hospital, admission to nursing home, limited b) 
pain, poly-pharmacy and poor executive function.

Logistic regression models were constructed to examine the determinants of 

HH/PCA in the younger old (65-74 years) and the older age group (75 years and 

older). Independent variables which were significant in the final models are 

displayed in Table 24.
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Table 24 Logistic regression models showing variables associated with the utilisation of 
home help/personal care in different age groups_____________________ __________________
Independent variables Age 65-74 years 

(n=2155)
Age 75+ years 

(n=1308)
Adj
OR

95% Cl P-
value

Adj
OR

95%
Cl

P-
value

PREDISPOSING FACTORS
Living arrangement Alone 3.5 1.7-7.2 .001 2.4 1.6-3.5 <.001

Lives with others not spouse 3.5 1.3-9.3 ,009 0.71 .38-1.3 .711
Lives with spouse/partner (Ref) - - - - - -

ENABLING FACTORS
Hea/frt insurance status Med/GP card 3.2 1.1-9.0 .024

Private health insurance 0.33 .16-68 .003 1.4 1.0-2.1 .043
Informal Domestic or paperwork help 2.6 1.3-5.3 .006 1.9 1.3-2.7 .001
NEED FACTORS
Disability status ADL one plus 1.5 .98-2.3 .058

lADL one plus 6.8 3.2-14.2 <.001 2.4 1.5-3.6 <.001
Health service use Admitted to hospital in last year 1.5 1.0-2.3 .032

Admitted to a nursing home in the 16.7 3.3-84.2 .001
last year

Conditions experienced Urinary incontinence limits activity 2.1 1.1-3.9 .014
Pain limits activity 1.4 1.0-2.1 .047
Lonely moderate amount to all the 2.9 1.3-6.3 .005
time
Poly-pharmacy 1.7 1.2-2.5 .001
Poor executive function 1.9 1.2-3.0 .006

Naglekerke's R^ .401 .244
Hosmer & Lemeshow goodness of fit X =5 3, df=8, p= 715 X =7.6, df=8, p=.465
Adj OR=Adjusted Odds Ratio 
CI=Confidence Interval

Age 65-74 variables entered into the final model (12 in total): Living arrangement, education, med/GP card, private health 
insurance, informal domestic or paperwork help, lADL one plus, self-reported fair/poor health, self-reported fair/poor 
emotional or mental health, self-reported limiting long-term illness or disability, admitted to a nursing home in the last year, 
pain limits activity, lonely a moderate amount to all the time.

Age S75 variables entered into the final model (10 in total): Living arrangement, private health insurance, infonnal domestic 
or paperwork help, ADL one plus, lADL one plus, admitted to hospital in the last year, incontinence limits activity, pain limits 
activity, poly-pharmacy, poor executive function.

The model explains more of the variance in Home help/personal care utilisation in 

the younger age groups (40% ) compared to the older age group (24% ). Many of 

the independent variables which determined use of HH/PCA by those over 65 

years are seen to be significant in both the younger and older age groups. It is 

interesting to note that ADL status is a significant determinant of HH/PCA only in 

the older age group. Another interesting feature is that having private health 

insurance was negatively associated with HH/PCA in the younger age group, 

whereas it is positively associated with assistance in the older age group.
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Classification tree for home care utilisation

CHAID was used as an exploratory tool to examine and graphically represent the 

complex relationships between the many independent variables and the 

dependent variable (Home help/personal care) In those aged 65 years and older. 

The classification tree automatically constructs many cross tabulations and works 

out the statistical significance of the proportions. Twenty predictor variables were 

tested. The classification tree focuses attention on useful subdivisions in the data 

and it identifies the Independent variable that makes the greatest difference in the 

outcome at each level

The model was trained using 70%  of the data. The classification tree presented in 

Figure 15 Is the test tree based on the remaining 30% of the data. The first split on 

the tree Is due to difference in lADL difficulty. Of all the predictor variables, lADL 

had the strongest relationship with utilisation of home help/personal care (Adj p- 

value=<.001, chi-square 309, df=1). Of those with an lADL difficulty, 27.5%  utilised 

home help/personal care compared to 5.1% of those with no lADL difficulty.

On the second level of the tree, the branches are again split based on the 

strongest predictors of home help/personal care utilisation. For those with an lADL 

difficulty, living arrangement was the strongest predictor (Adj p-value=0.001, chi- 

square=14, df=1). Of those living alone, 40.3%  utilised home care compared to 

17.4% of those living with others. For those with no lADL difficulties, age was the 

most significant predictor of home help/personal care utilisation (Adj p- 

value=<.001, chi-square=96, df=1). Of those aged 75 years or older, 9.8%  

received home care compared to 1.9% of those aged 65-74.
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Home help/personal care

Node 0
Categorv % n

■ 0.000 92.1 1102
■ 1.000 7.9 95

Total 100.0 1197

lADL one plus 
Adj. P-value=0.000, Chi-square=309. 

192, df=1

I------------------------1

1 ■ 0.000 I 
I ■ 1.000 I 
I I

0.000

Node 1
Categ ory % n

■ 0.000 94.9 991
■ 1.000 5.1 53

Total 87.2 1044

Age at interview 
Adj. P-value=0.000, Chi-square=96. 

875, df=1

>=75 65-74

Node 4
Categ ory % n

■ 0.000 98.1 614
■ 1.000 1.9 12

Total 52.3 626

Node 3
Categ ory % n

■ 0.000 90.2 377
■ 1.000 9.8 41

Total 34.9 418

1.000

Node 2
Categ ory % n

■ 0.000 72.5 111
■ 1.000 27.5 42

T otal 12.8 153

B
Living arrangem ent three groups 

Adj. P -value=0.001, Chi-square=14. 
160, df=1

1.000 3 .000 :2 .000

Node 6
Categ ory % n

■ 0.000 82.6 71
■ 1.000 17.4 15

Total 7.2 86

Node 5
Categ ory % n

■ 0.000 59.7 40
■ 1.000 40.3 27

Total 5.6 67

Figure 15 CHAID classification tree for home help/personal care utilisation in TILDA
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5.3.4 Relationship between disability and home care utilisation

Prevalence ofADL and lADL disability

The prevalence of ADL disability (6 items) in those aged 65 years and older was 

13.6% (Table 25). The ADL difficulties most commonly experienced were those 

associated with dressing and bathing/showering. The prevalence of lADL disability 

(6 items) was 13%. Shopping for groceries, doing work around the house and 

preparing a hot meal were the most frequently experienced difficulties.

Table 25 Prevalence of ADL and lADL disability by age
Difficulties experienced >65 years (%) 

n=3510
>75years (%) 

n=1347
Dressing including putting on shoes and socks 9.5 12.1
Bathing or showering 6.7 10.9
Getting in or out of bed 2.4 3.2
Walking across a room 2.1 3.6

_i Using the toilet including getting up or down 1.7 2.9
<  Eating such as cutting up food 1.2 1.8

Cronbach’s alpha .974 .944
Mean number of ADL difficulties (SD) .24 (.74) .35 (.89)
>1 ADL difficulties 13.6 18.7
Doing work around the house 8.5 13.6
Shopping for groceries 7.9 13.6
Preparing a hot meal 5,4 9.4
Managing money paying bills 2.8 4.6

J  Taking medications 2.2 4.0
<  Making phone calls 1.7 2.9

Cronbach’s alpha .797 .807
Mean number of lADL difficulties (SD) .29 (.89) .48 (1.1)
> lADL difficulties 13 21.1
ADL/IADL 19.5 28.3

These scales are the most frequently used measures of the need for long-ternn 

care in a home care context. A combined ADL/IADL measure was used which 

included individuals with an ADL and or an lADL disability, 19.5% of those over 65 

years were found to be disabled. This measure will be used later in this chapter to 

explore the relationship between disability and the utilisation of home help and or 

personal care services in Ireland.
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The prevalence of disability was found to increase strongly with age. Figure 16 

depicts a large increase in the proportion of individuals experiencing difficulty with 

each activity between the younger age group 65-74 years and those aged 75 

years and over. The largest Increases occur in those activities which most 

commonly caused difficulty in the younger age group.

Q<

Dressing 

Bathing or show ering 

Walking across a room 

Getting in or out o f bed 

Using the toilet 

Eating

Q<

Shopping fo r groceries

Household chores —  

Preparing a hot meal —  

Managing nxiney 

Taking medications 

Making telephone calls

0

■ >=75 
□ 65-74

12 16

Figure 16 ADL and lADL disability by age group

Home care utilisation and disability

The relationship between disability and home care (home help and or personal 

care) is explored in this section. From a service perspective it is useful to combine 

these two types of care as both types are reported on jointly in Ireland by the HSE. 

In the TILDA survey, questions on service utilisation were asked in isolation to the 

questions on disability. This facilitates an exploration of home care in relation to 

disability.
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Figure 17 depicts the relationship between increasing levels of disability and the 

utilisation of home help and or personal care (HH/PCA). Service utilisation is 

higher for those with lADL difficulties compared to those with ADL difficulties. 

There is little relationship between increasing level of difficulty and home care 

utilisation except at the higher levels of difficulty.

100

0  80 -
Q.1 
I
O) 60 -

' n

couk.V
Q.

2 3 5 61 4

-ADL 

• lADL

Number of difficulties

Figure 17 Home help/personal care utilisation by increasing levels of ADL/IADL disability

The data revealed that almost half of those utilising formal State care had 

indicated that they have no disability based on the previously reviewed ADL and 

lADL scales (Table 26).

Disabled Not Disabled Total
Home help/personal care 157 (54.1%) 133 (45.9%) 290 (100%)

Table 27 compares the characteristics of disabled and non-disabled recipients of 

HH/PCA. The two groups had similar profiles in terms of predisposing and 

enabling factors. However, differences emerged between the groups in relation to 

need factors with significantly higher proportions of the disabled group displaying 

characteristics of need.
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Table 27 Comparison of the characteristics of disabled and non-disabled recipients of home 
help/personal care______________________________________ _________________________

Independent variables HH/PCA
Total

n=290

Disabled
recipients

n=157

Non
disabled
recipients

n=133

P value

P
re

di
sp

os
in

g
fa

ct
or

s

Age group in years 

Gender

Living arrangement

65-74
>=75

Female

Alone
Lives with others not spouse 
Lives with spouse/partner

19.3
80.7

71

64.7
11.8 
23.5

19.7
80.3

75.8

63.1
15.3 
21.7

18.8
81.2

65.4

66.7 
7.6

25.8

.838

.052

.118

En
ab

lin
g 

fa
ct

or
s

Education

Location

Health insurance status 

Informal

Primary
Secondary
Tertiary

In Dublin city or county 
In a city or town not Dublin 
In a rural area

Med/GP card 
Private health insurance

Domestic or paperworl< help

70.3 
24.5

5.2

19
29

52.1

96.2 
30.9

73.4

72
23.6 
4.5

19.1
31.2
49.7

97.5
27.8

73.9

68.4
25.6 

6.0

18.8
26.3
54.9

94.7 
34.6

72.9

.747

.614

.228

.215

.855
Perceived health status Self-reported fair/poor health 39.1 46.8 29.8 .003

compared to others
Self-reported fair/poor 21.0 24.2 17.3 .150
emotional mental health
Self-reported limiting long-term 52.8 68.8 33.8 <001
illness or disability

Health service use Admitted to hospital in last year 26.1 24.7 27.8 .544
i2 Admitted to a nursing home in 5.9 7.0 4.5 .367
§
•*?

the last year

T3
(U Conditions experienced Severe depressive symptoms 19.6 22.8 15.7 .140
z (CES_D2:16)

Urinary incontinence limits 12.7 20.3 3.8 <001
activity
Pain limits activity 46.6 56.1 34.6 <001
Lonely; moderate amount to all 20.4 21.8 18.8 .529
the time
Poly-pharmacy 60.2 66.2 53.1 .026
Poor memory 58.4 68.4 46.6 <.001
Poor executive function 21.5 27.7 14.3 .006

Chi-Square test
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The focus now turns to the disabled and non-disabled respondents. A comparison 

is made between the characteristics of those who utilise and do not utilise home 

care in each group. Disability was experienced by 19.5% of respondents aged 65 

years and older (Figure 18). Over a fifth of respondents in the disabled group 

utilised home help/personal care, compared to almost 5% in the non-disabled 

group (HH/PCA).

Disabled 
n=685 (19.5%)

Non-disabled 
n=2825 (80.5%)

Home help/personal care 
n=133 (4.7%)

Home help/ personal care 
n=157 (22.9%)

Total sample 
>65, n=3510

Figure 18 Home help/personal care utilisation by disability in those aged 65 and over
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Amongst those with a disability (n=685), the group that utilised home help/personal 

care was significantly more likely to be older, female, living alone and eligible for a 

medical card than were those that did not utilise these services. A number of 

significant differences were found between users and non-users of home care in 

relation to characteristics of need. The home care service users had a higher 

mean number of ADL and lADL difficulties. There were also significant differences 

between the two groups in relation to poor memory, poor executive function and 

limitations due to incontinence with a higher proportion of the home care group 

exhibiting these characteristics of need (Table 28).

Table 28 Home help/personal care utilisation in those with a disability aged 65 and over
Disabled HH/PCA No P value

Independent variables Group HH/PCA
n=685 n=157 n=528

Age group in years 65-74 365 19.7 41.4 <001
O)c >=75 63.5 80.4 58.6
« U)
oQ . O

Gender Female 61.9 75.9 57.8 <001
m tS 
■o S Living arrangement Alone 40.4 63.1 33.7 <.001

Q . Lives with others not spouse 16.2 15.3 16.5
Lives with spouse partner 43.4 21.7 49.5

Education Primary 69.2 72 68.3 .152
Secondary 22.7 23.6 22.4

(A

O Tertiary 8.2 4.5 9.3
t3
>!2 Location In Dublin city or county 23.2 19.1 24.5 .270
O) In a city or town not Dublin 27.3 31.2 26.2

In a rural area 49.4 49.7 49.3TO
C
UJ Heaitti insurance status Med/GP card 89.8 97.5 87.5 <001

Private health insurance 31.9 27.8 33.1 .215

infonval Domestic or paperwork help 60.3 73.9 56.3 <001
Disability status ADL mean number (SD) 1.2 (1.2) 1.5 (1.6) 1.1 (1.1)

oOO

lADL mean number (SD) 1.4 (1.5) 2.3 (1.6) 1.2 (1.3) <.001"
Perceived health status Self-reported fair/poor health 

compared to others
39.6 46.8 37.4 .034

Self-reported fair/poor 22.7 24.2 22.2 .599
emotional mental health
Self-reported limiting long-temn 62 68.8 60 .047
illness or disability

o Health service use Admitted to hospital in last year 22.6 24.7 22 .481
13
(0 Admitted to a nursing home in 3.4 6.7 2.3 .004

>♦-
■ o the last year
0)
0) Conditions experienced Severe depressive symptoms 20.7 22.8 20.1 .474
z Urinary incontinence limits 

activity
11.4 20.3 8.7 <.001

Pain limits activity 50.3 56.1 48.6 .100
Lonely moderate amount to all 17.7 21.8 16.5 .126
the time
Poly-pharmacy 56.5 66.2 53.7 .006
Poor memory 52.8 68.4 48.1 <001
Poor executive function 16.2 27.8 12.8 <001

Chi-Square test 
b= t-test
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Amongst those without a disability (n=2825), the group utilising home 

help/personal care was significantly different to those not utilising the service in 

relation to almost all of the predisposing, enabling and need characteristics 

examined (Table 29). A strong socio-economic difference was noted in relation to 

users and non-users of formal care services in this non-disabled group.

Table 29 Home help/personal care utilisation in those without a disability aged 65 and over
Independent variables Non

disabled
HH/PCA No

HH/PCA
P
value

n=2825 n=133 n=2692
Age group in years 65-74 61 18.8 63.1 <001

O)c >=75 39 81.2 36.9
<0 </) 
R o Gender Female 53.4 65.4 52.8 .004

Living arrangement Alone 32.9 66.7 31.2 <.001
OJ

£ Lives with others not spouse 9.0 7.6 9.1
Lives v\/ith spouse partner 58.1 25.8 59.7

Education Primary 53.6 68.4 52.8 .001
Secondary 33.2 25.6 33.5

o Tertiary 13.3 6.0 13.6

3 Location In Dublin city or county 22.9 18.8 23.1 .347

c In a city or town not Dublin 28.1 26.3 28.2
5 In a rural area 49.1 54.9 48.8
CD
C

UJ Health insurance status Med/GP card 76.9 94.7 76.0 <.001
Private health insurance 50.1 34.6 50.8 <001

Informal help Domestic or paperwork help 46.6 72.9 45.3 <001
Perceived health status Self-reported fair/poor health 12.8 29.8 12.0 <.001

compared to others 
Self-reported fair/poor 
emotional mental health

7.1 17.3 6.6 <.001

Health sen/ice use

Self-reported limiting long-term 
illness or disability 
Admitted to hospital in last year

19.1

14.2

33.8

27.8

18.4

13.6

<.001

<.001
Admitted to a nursing home in 0.4 4.5 .3 <.001

■ § the last year
<u Conditions experienced Severe depressive symptoms 6.2 15.7 5.7 <.001
0 )
(U Urinary incontinence limits 2.2 3.8 2.1 .207

Z activity
Pain limits activity 16.4 34.6 15.5 <.001
Lonely moderate amount to all 6.7 18.8 6.1 <.001
the time
Poly-pharmacy 28.7 53.1 27.6 <.001
Poor memory 27.8 46.6 26.8 <•001
Poor executive function 5.5 14.3 5.1 <.001

Chi-Square test
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Logistic regression models for home care in disabled and non-disabled groups

Logistic regression models were constructed to identify the determinants of 

HH/PCA utilisation in the disabled and non-disabled groups (Table 30). Only 

variables which were statistically significant in the final models are presented.

Home help and or personal care in those with a disability

The explanatory model for HH/PCA in those with a disability accounts for 28% of 

variation in service utilisation in this group. Individuals who lived alone were almost 

3 times more likely to utilise HH/PCA than were those living with a spouse or 

partner (Table 30). On bi-variate analysis, the group who utilised HH/PCA had a 

significantly higher proportion of women compared to the group that did not 

receive home care (Table 28). The effect of gender remained significant in the final 

model controlling for other independent variables. As regards need factors, higher 

levels of disability had the most significant effect on care utilisation with lADL 

disability having a stronger effect than ADL disability. Apart from disability level, 

the only other need factor that remained significant in the final model was limitation 

in activity due to incontinence

Home help and of personal care in those without a disability 

The most significant predictors of HH/PCA service utilisation in those without a 

disability were increasing age, living alone, admission to hospital in the last year 

and receipt of informal domestic and paperwork help (Table 30). Need factors 

played a more prominent role in explaining home care utilisation in this non

disabled group than was the case for those that were disabled. On bi-variate 

analysis, the group who utilised HH/PCA had a significantly higher proportion of 

women compared to the group that did not receive care (Table 29). This effect was 

not significant when other variables were controlled for in the model and it was not 

included in the final model (Table 30).

While the explanatory power of the logistic regression models (Table 30) is low 

(Disabled group NR^=.287, Non-disabled group NR^=.313), there are a number of 

similarities between both groups in relation to the characteristics of those in receipt 

of home help/personal care. In both groups, home care was more likely to be 

provided to those that were older, living alone and to those in receipt of informal
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domestic or paperwork help from outside the household from children, 

grandchildren, relatives, friends and neighbours.
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Table 30 Logistic regression models of the determinants of home help/personal care utilisation by disability status

Independent variables

HH/PCA in disabled group 
(n=665)

HH/PCA in non-disabled group 
(n=2768)

AdjOR 95% Cl for 
OR

P value Adj OR 95% Cl for 
OR

P value

PREDISPOSING FACTORS
Age Age In years 1.0 1.0-1.06 .019 1.1 1.1-1.2 <.001

Sex Female 1.6 1.0-2.7 .035

Living arrangement Alone
Lives with others not spouse 
Lives with spouse/partner (Ref)

2.7
.69

1.6-4.6 
.33-1.4

<001
.313

2.2
.96

1.4-3.5 
.43-2.1

<.001
.929

ENABLING FACTORS
Informal Domestic or paperwork help 1.6 1.0-2.6 .027 2.3 1.5-3.6 <.001
NEED FACTORS
Disability status Number of ADL difficulties 

Number of lADL difficulties
1.1
1.4

.995-1.3 
1.2-1.7

.058
<001

Perceived healtti Self-reported fair/poor health compared to others 
Self-reported fair/poor emotional mental health

2.2
1.8

1.3-3.7 
.99-3.3

.001

.052

Health service use Admitted to hospital in last year 2.2 1.4-3.6 <.001

Conditions Urinary incontinence limits activity 
Pain limits activity
Lonely moderate amount to all the time 
Poly-pharmacy

1.9 1.2-3.4 .018
1.9
1.8
1.7

1.2-3.1
1.0-3.3
1.1-2.5

.003

.039

.009
Naglekerke R‘'
Hosmer and Lemeshow X^=95,

.287 
df=8, p=.302

.313
X^=8.3, df=8, p=.401

Disabled group: Dependent variable HH/PCA, 8 independent variables entered into the final model: Age in years, sex, living arrangement, receipt of informal domestic or 
paperwork help, number of ADL difficulties, number of lADL difficulties, limited activity due to incontinence and poiy-phannacy.

Non-disabled group: Dependent variable HH/PCA, 9 independent variables entered into the final model: Age, living arrangement, receipt of infomnal domestic or paperwork 
help, self-reported fair/poor health compared to others, self-reported fair/poor emotional mental health, admitted to a hospital in the last year, activity limited by pain, lonely 
a moderate amount to all of the time, poly-phanmacy.
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Moderate to high disability and home care utilisation

Home care utilisation was investigated in those with moderate to high level of 

disability, defined here as 2 or more ADL difficulties. The prevalence of moderate to 

high disability was 5.2% (n=184). Of these only 30.3% (n=56) utilised HH/PCA 

(Figure 19).

Less than 2 ADL 
n=3326 (94.8%)

HH/PCA 
n=235 (7.1%)

ADL 2+ 
n=184 (5.2%)

HH/PCA 
n=56 (30.3%)

Total sample 
n=3510

Figure 19 Home help/personal care utilisation in those with a moderate to high level of disability

Those who received HH/PCA in the moderate to high disability group were 

significantly more likely to have a higher mean number of ADL and lADL difficulties, 

compared to those who did not receive formal care (Table 31). They were also more 

likely to be female, to live alone, to hold a medical/GP card and to receive informal 

domestic or paperwork help from outside the house, compared to those who did not 

receive formal care. The difference between users of service and non-users 

approached significance in relation to admission to hospital in the last year. It appears 

that those utilising home care were less likely to be admitted to hospital in the last 

year compared to those not using the service.

Logistic regression was not performed due to the small number of cases of the 

dependent variable.
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Table 31 Characteristics of those with moderate to high level of disability by home 
help/personal care utilisation (> 2 ADL)_____________________ ___________________

Independent variables 2+ADL

n=184

HH/PCA

n=56

No
HH/PCA
n=128

P
value

/ ig e  group in years 65-74 31.5 25 34.4 .208
O)c >=75 68.5 75 65.6

°  ^ n O Gender Female 58.9 71.4 53.5 .023
S'ts Living arrangement Alone 35.9 46.4 31.3 .041
£
CL Lives with others not spouse 23.9 26.8 22.7

Lives w/ith spouse partner 40.2 26.8 46.1
Education Primary 71.4 67.9 73 .772

Secondary 22 25 20.6

o Tertiary 6.6 7.1 6.3
*5
S Location In Dublin city or county 21.3 21.4 21.3 .681
O)c In a city or town not Dublin 24.6 28.6 22.8
z In a rural area 54.1 50 55.9
c
m Health insurance status Med/GP card 92.9 98.2 90.6 .065

Private health insurance 27.6 30.4 26.4 .576

Informal Domestic or paperwork help 60.3 71.4 55.5 .042
Disability status ADL mean number (SD) 2.9 (1.1) 3.2 (1.4) 2.7 (1.0) .010

lADL mean number (SD) 2.1 (1.8) 3.2 (1.6) 1 7(1.7) <.001
Perceived health status Self-reported fair/poor health 

compared to others
59.4 62.5 58.1 .575

Self-reported fair/poor 30.6 32.7 29.7 .682
emotional mental health
Self-reporled limiting long-temi 76.6 80.4 75 .429

2o
illness or disability

Health service use Admitted to hospital In last year 30.1 21.4 33.9 .091
T3 Admitted to a nursing home in 4.9 3.6 5.4 .606
T3 the last year
<u
V Conditions experienced Severe depressive symptoms 29.2 26.5 30.3 .622
Z Urinary incontinence limits 

activity
16.4 16.4 16.4 .994

Pain limits activity 63 62.5 63.3 .920
Lonely moderate amount to all 24.7 29.6 22.7 .309
the time
Poly-pharmacy 66.3 71.4 64 .328
Poor memory 57.8 62.5 55.8 .398
Poor executive function 19.9 25.9 17.3 .185

Chi-Square test
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5.4 Discussion

The discussion section is divided into four sections. The prevalence of utilisation of 

formal home care services In those aged 65 years and over is the focus in the first 

part of the discussion. This is followed by a discussion of the determinants of care 

utilisation. The third section focuses on the relationship between disability and home 

care utilisation and the final section identifies a number of limitations of this research.

5.4.1 Distribution of home care utilisation

This section will discuss the distribution of four formal home care services in Ireland. 

These include home help, personal care, meals-on-wheels and public 

health/community nursing. The perceptions of need for the services and access to 

information about the services are also discussed in this section.

Distribution of home care service utilisation in TILDA will be compared to population 

based estimates from previous research studies and official service estimates from 

the Health Service Executive (HSE) and the Department of Health and Children 

(DoHC). Previous research studies include the Health and Social Services for Older 

People studies (HeSSOP I and II), the Healthy Ageing Research Programme (HARP), 

the Survey of Health Ageing and Retirement in Europe (SHARE) and the Quarterly 

National Household Survey (QNHS) conducted by the Central Statistics Office.

The HeSSOP I and II studies were carried out in 2000 and 2004 on representative 

samples of older people (>65 years) in the Eastern Regional Health Authority (ERHA) 

and in the Western Health Board (WHB) in Ireland (Caravan et al., 2001, O'Hanlon et 

al., 2005). The HARP study recruited the 2004 HeSSOP II sample and the 

longitudinal HeSSOP I sample to form a Republic of Ireland dataset in order to 

compare health and social service use by community-dwelling older people in the 

Republic of Ireland (ROI) and Northern Ireland (Nl) (McGee, 2005). In 2007, Ireland 

took part for the first time in the second wave of SHARE which is a cross European 

survey involving 15 countries (Borsch-Supan et al., 2008a, Delaney et al., 2009). A 

nationally representative sample of over 1,000 older people, aged 50 years plus, was
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interviewed as part of the Irish element of this cross-sectional study. The final survey 

used for comparison with TILDA is the QNHS on Health Status and Health Service 

Utilisation (Central Statistics Office, 2008a).

Home help

Home help services are predominantly provided to older people. In the past it was 

estimated that approximately 80% of home help recipients were aged 65 years or 

older (Haslett et al., 1998). However, recent data from the HSE reveal that the 

proportion of total home help used by older people has increased to 85% (Health 

Service Executive, 2011).

The number of older people in receipt of home help was found to have increased 

gradually from 5,653 in 1978, to 14,073 in 1993, with a prevalence of 3.3% in 1991 

(Lundstrom and McKeown, 1994). By 2004, it was estimated that home help was 

received by 9% of older people in the ERHA and 5% in the WHB (O'Hanlon et al., 

2005). TILDA results reveal that 7.5% of respondents aged 65 years plus received 

publicly provided home help. These findings are closely aligned to the HeSSOP II 

findings in relation to the increased use of home help with age. In HeSSOP II, 9% of 

those aged 76-84 years and 27% of those aged 85 years and over availed of home 

help services (O'Hanlon et al., 2005). This compares to 11.6% and 26.7% in the same 

age groups respectively in TILDA.

The HARP study (McGee, 2005), found a significant difference between the Republic 

of Ireland (ROI) and Northern Ireland (Nl) with 7% availing of home help in the ROI 

compared to 17% in Nl (McGee, 2005). A low level of utilisation of home help 

amongst those aged 65 years and over was again found in the SHARE study in 2007 

(9.1 % see chapter 4). The current TILDA estimate of 7.5% (95% Cl 6.5-8.7) based 

on a much larger sample size, indicates a relatively stagnant level of utilisation of 

home help by older people in Ireland since the middle of the decade.

The stagnant level of home help utilisation is unexpected given the significant 

expenditure by the DoHC on home help services since 2006. The home help budget 

allocation increased from €156 million in 2005 to €207 million in 2007, representing
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an increase of almost 33%  In a two year period In revenue and development funding 

(Health Service Executive, 2008a, Health Service Executive, 2008c). The service has 

become more professional in recent years with the implementation of a national home 

help agreement. This has yielded greater flexibility in service delivery and improved 

service quality due to training (Health Service Executive, 2008c). Subsequent annual 

output reports (Table 32) reveal that there was an Increase of 10.8%  (11.97- 

10.80=1.17/10.80=10.8% ) In home help hours provided between 2006  and 2009 and 

an increase of 9%  (54 ,000-49 ,500=4,500/49,500=9 .0% ) in the number of recipients of 

home help in the same time period.

Table 32 Official service estimates of home help utilisation in those aged 65 and over
Year Total home help hours No. of recipients Hours/week/recipient
2006® 10,800,000 49,500 4,20
2007^ 12,351,000 55,000 4.32
2008" 11,960,000 55,366 4.15
2009“ 11,970,000 54,000 4.26

a (Health Service Executive, 2008a) 
b (Department of Health and Children, 2008) 
c (Department of Health and Children, 2009a) 
d (Department of Health and Children, 2010a)

Based on the proportion of respondents reporting home help utilisation in TILDA it is 

estimated that 37,761 (Cl 32,068-43 ,454) Individuals 65 years and older received 

home help from the State in the 12 months prior to the survey. This figure is lower 

than the official estimate of 54 ,000  individuals aged 65 years plus reported to have 

received home help either directly or Indirectly on behalf of the HSE in 2009  

(Department of Health and Children, 2010a).

Following clarification from the DoHC, it was established that official home help 

figures Include both home help in the form of domestic help and personal care which 

may be provided by a personal care attendant. In order to compare like with like, 

home help and personal care attendant utilisation In TILDA were combined to yield a 

new estimate of 41,351 (Table 33). This narrows the gap between TILDA and the 

DoHC estimate of 54,000.
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Table 33 Population based estimates of home help and or personal care utilisation
Home care type Estimate 95% Cl Interval

Lower Upper
Home help 37,761 32,068 43,454
Personal care attendant 6,101 3,871 8,331
Home help and or personal care 41,351 35,345 47,358

CI=Confidence Interval

However, another source of divergence in the estimates arises from the fact that the 

TILDA figure includes those who receive home help as part of a multidisciplinary 

home care package, whereas the official figures do not include this group. In 2009, 

12,100 people benefitted from a home care package (Department of Health and 

Children, 2010a). Previous research revealed that 41% of home care package 

recipients received home help as part of their package of service (PA Consulting 

Group, 2009). Based on these figures approximately 4,961 people receive home help 

as part of a home care package, if this number is added to the DoHC estimate, the 

official figure goes up to 58,961, further widening the gap between the official 

estimate and the TILDA estimate.

There are three possible explanations for the discrepancy between the TILDA and 

official estimates. Firstly, respondents may have confirmed utilisation of home help 

where it was clear to them that it was provided by the State. However, there may 

have been some misclassification where home help was provided by private or non

profit organisations but financed by the State. This would result in an underestimation 

of services provided by the State in TILDA. Secondly, there may have been some 

non-response bias in the TILDA survey whereby individuals with high levels of 

dependency, and therefore more likely to be utilising home help and personal care 

services, were amongst the non responders. The third possible explanation is that the 

DoHC figures do not relate to those over 65 years only but to the total population of 

home help clients. This possibility arises from the discrepency between the DoHC 

data and that supplied by the HSE for the year 2009. The HSE state that their total 

number of home help clients was 53,791 for the year, 85% of whom are over 65 years 

(45,622). This HSE figure which includes those over and under age 65 years (53,791) 

is almost identical to that provided by the DoHC for those over 65 in 2009 (54,000).
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Personal care

The distribution of personal care utilisation identified in TILDA cannot be compared 

with service estimates as the HSE do not publish data on this service in isolation but 

combine home help and personal care under the umbrella term “home help” which 

has been discussed in the previous section.

The distribution estimates obtained can be placed in context in relation to previous 

population based studies. Utilisation of a personal care attendant in the 12 months 

prior to participation in TILDA (1.2%) was similar to utilisation found in the HeSSOP 

study (ERHA 1% and the WHB <0.5%) in 2000 (Garavan et al., 2001), and to 

subsequent utilisation found in the second HeSSOP study (ERHA 1% and the WHB 

2%) in 2004 (O'Hanlon et al., 2005).

The TILDA estimate is also similar to that found for the Republic of Ireland six years 

ago in the HARP study (McGee, 2005). At that time, a significant difference was 

found between the 1% of participants in the ROI and 6% in N1 that availed of the 

services of a personal care attendant. The low level of personal care utilisation in 

TILDA is surprising given the expansion of the home care package programme (HCP) 

since 2006.

Home care packages are packages of care, tailored to the needs of individuals whose 

needs cannot be met by mainstream Primary, Community and Continuing Care 

(PCCC). In 2009, home care packages were used by 12,100 people over 65 years 

old (Department of Health and Children, 2010a). An evaluation of home care 

packages revealed that the dependency profile of clients in receipt of home care 

packages is weighted towards personal care services. Approximately 14% of home 

care package recipients were found to utilise the services of a “home care attendant” 

which includes personal care assistance with the activities of daily living such as 

dressing and washing (14% of 12,100=1694 which is about 0.3% of those over 65). 

“Home help” was also utilised by 41 % of HCP recipients. However, a review of client 

files as part of that evaluation revealed a shift away from the traditional understanding 

of “home help” towards a mix of personal care, social support and domestic services
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provided by one carer (PA Consulting Group, 2009). If the traditional home helper is 

now providing personal care in a dual role, this suggests that the proportion of home 

care package clients in receipt of personal care is actually higher than the initial 

estimates based on home care attendants would suggest. It also raises the possibility 

that a similar shift in emphasis from domestic help to personal care assistance is 

happening in mainstream home help services.

Information on personal care utilisation in the SHARE survey conducted from 2007- 

2008 was collected in combination with nursing care. Respondents were asked if they 

had received “professional or paid nursing or personal care” in the previous 12 

months. The distribution for personal care in combination with nursing care was 5.4% 

for Ireland. In TILDA individuals were asked 2 separate questions about receipt of 

“public health or community nursing” and “personal care attendant” services. A 

variable was created which combined nursing and personal care attendant utilisation 

in TILDA in order to compare with the SHARE survey. This revealed a utilisation 

estimate of 12.6% (Table 21). The large discrepancy between personal and nursing 

care in SHARE and TILDA is most likely related to the way in which the questions 

were asked in the different surveys. The combination of personal and nursing care in 

one variable may have created a degree of confusion. It is plausible that some 

respondents interpreted the question in relation to either personal care or nursing 

care but not both.

Meals-on-wheels

The provision of a meals-on-wheels service is considered a key service in supporting 

older people to remain independent and living in their own homes. It is considered 

important in improving older people’s nutritional status, health and quality of life. The 

findings from this study indicate that the proportion in receipt of meals-on-wheels has 

remained relatively constant over the last number of years. The TILDA estimate of 

1.9% aged 65 years and older is similar to the estimate of 2.2% provided by the 

Minister of Health in 1980 (Dai! Eireann, 1980) and the estimate of 2.8% provided by 

Finucane (1994) based on health service data from 1990. Finucane estimated that 

there was one older recipient of meals-on-wheels for every 35 older people. This ratio
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was found to vary widely across the health board areas with a ratio of 1:20 in the 

Eastern region compared to a ratio of 1:238 in the Mid-Western region.

Moving fonward into 2000, HeSSOP I found that 2% of those over 65 years in the 

ERHA and 1% of those in the WHB received a meals-on-wheels service (Garavan et 

al., 2001). Four years later, HeSSOP II found a significant difference in the use of 

meals-on-wheels between the two health board areas with 4% of older people in the 

ERHA and 1% of older people in the WHB availing of the service (O'Hanlon et al., 

2005). The current estimate of the proportion receiving meals-on-wheels aged 65 

years and older in the TILDA study (1.9%) is consistent with the estimate for the 

Republic of Ireland in the HARP study (2%) (McGee, 2005). At that time, a significant 

difference was revealed between the Republic of Ireland and Northern Ireland where 

6% were in receipt of meals-on-wheels.

The TILDA findings are also similar to those found in the more recent SHARE survey 

(Chapter 4). Respondents in SHARE were asked if they had received meals-on- 

wheels in their own home in the previous 12 months. 1.7% of Irish respondents aged 

65 years and older received the service.

The most recent report on the role and future development of the meals-on-wheels 

service for older people in Ireland, estimated that between 10,000 and 12,000 people 

in Ireland were in receipt of meals-on-wheels. This figure was based on an estimated 

number of services in operation (n=305) with an average of 41 clients per service 

(O'Dwyer, 2008). The TILDA population estimate for meals-on-wheels is 9,749 (95% 

Cl 6,739-12,758), which is consistent with the findings of O’Dwyer above. The 

majority of services providing meals-on-wheels are voluntary organisations and 

registered charities which received an average of €1.28-€1.47 per meal in funding 

from the HSE in 2006 (O'Dwyer, 2008). The reliance on voluntary organisations in 

select locations, limited funding, and the reliance on unpaid volunteers, creates an 

environment in which equity of access and quality of the meals service may be 

compromised.
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Overall, there appears to be a stagnation of service provision in relation to meals-on- 

wheels with little change in utilisation by older people in Ireland over the years. This 

stagnation is interesting given that recent research places emphasis on the 

importance of minor services including meals, transport and alarm systems which 

may be used as less expensive substitutes for home care. Minor services are seen to 

reach a greater number of people than home help services and are thought to have a 

significant preventative function (Sundstrom et al., 2011).

Public Health Nursing or Community Nursing

In the past in Ireland, nursing care in the home was provided by public health nurses 

(PHNs). Nursing services in the home have expanded to include nurses with a 

qualification in general, mental health and intellectual disability nursing as well as 

nurses working as part of specialist community intervention and palliative care teams.

In 1990, there were 1,358 whole time equivalent PHNs yielding a ratio of 1 PHN for 

every 291 older people. Wide variation was found within the health board structure of 

the time with 1 PHN:353 older people (>65years) in the southern health board area 

compared to 1:251 in the western health board area (Finucane et al., 1994). Fourteen 

years later in 2004, official figures reveal that 1,614 PHNs were employed in the 

Health Service (Government of Ireland, 2006a). Since 2005, official employment 

figures are compiled on the numbers of different types of nurses employed by the 

HSE, but there is no breakdown in terms of the numbers working in the community as 

opposed to acute or long-term care. However, 2,378 PHNs are registered as active 

on the register of the nursing board in 2008 (An Bord Altranais, 2009).

The estimate for public health or community nursing utilisation by older people 

provided by TILDA (12.1%,95% Cl 10.8%-13.5%) is broadly in line with earlier 

studies. In the first HeSSOP study conducted in 2000, 15% of those over 65 years in 

the ERHA and 14% of those in the WHB had availed of PHN/district nurse services in 

the previous year. Almost half of these had seen the nurse once or twice in the year, 

while over a quarter were visited regularly, i.e. weekly or monthly (Garavan et al., 

2001). Four years later, the HeSSOP II study found similar levels of PHN/district
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nurse utilisation of 14% in the ERHA and 13% in the WHB (O'Hanlon et a!., 2005). 

The HARP study found no differences in nursing utilisation between the Republic of 

Ireland (13%) and Northern Ireland (13%) (McGee, 2005).

Nursing utilisation at different age groups in the TILDA survey is also similar to that 

found in the Quarterly National Household Survey of 2007 on Health status and 

Health Service Utilisation in Ireland (Central Statistics Office, 2008a). Using a sample 

size of 21,253, the CSO found that 4% of those aged 55-64 years, 7% of those aged 

65-69 years and 19% of those aged 70 + had one or more consultations with a 

community nurse in the previous 12 months. This compares with 3% of those aged 

55-64 years, 3.8% of those aged 65-69 years and 15.9% of those aged 70 and over 

in the TILDA survey receiving a PHN or Community Nursing service in the previous 

12 months. The term “community nurse” was used by the CSO and “public health or 

community nurse” was used by TILDA, despite this slight difference it is reasonable to 

expect that the questions would capture similar information. The same cannot be said 

about the SHARE survey where information on nursing was combined with personal 

care thus yielding an estimate which cannot be compared to nursing service 

utilisation in TILDA. This issue has been discussed earlier, under the heading of 

personal care.

Need for services and access to information about services

In general, State services with higher levels of utilisation were the ones that 

respondents felt they needed most. In the case of hearing services the proportion 

indicating a need was actually higher than the proportion in receipt of a service. A 

range of factors besides need are likely to impact on demand for a service including 

knowledge of what a service provides, accessibility, eligibility criteria and the local 

availability of the service.

The PHN or community nurse service stands out as an exception, as perceived need 

was low at 0.9%, despite a utilisation level of 12.1%. The PHN service has previously 

been identified as a major source of referral to other community services (Health
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Service Executive, 2010b, PA Consulting Group, 2009, O 'Dwyer, 2008). The nurse’s 

role in identification of unmet need and referral to other members of the 

multidisciplinary team  is likely to be unrecognized by potential service users. The  

public health nursing service unlike many other community based services is also 

openly accessible to self-referral by the community and there is no waiting list in 

operation (Byrne et al., 2007). As a result, those that feel a need for the service can 

openly access it thereby reducing pent up demand. An alternative interpretation is 

that the low level of need may be an indicator that the community nursing service 

which has a designated nurse for every locality in the country is reaching those in 

need of the service.

Access to information

The availability of information regarding health and social services is a key issue In 

relation to access to service. This study demonstrates that older people seek 

information predominantly from their GP. This suggests a strong pathway of access to 

social care through the medical care system In the absence of a pathway of direct 

access to social care. The internet has become the most commonly updated location 

for Information in all sectors. The low level of internet usage by older people to access 

information suggests a potential communication gulf between the HSE and their 

target audience in relation to social care information. This is similar to the findings of 

Baxter and Glendlnning (2011) where older people were found to rarely use the 

internet except were family members conducted searches on their behalf. Their study 

found that multiple sources of information were desirable and that leaflets and 

brochures w ere a particularly useful source of information for older people.
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5.4.2 Determinants of home care utilisation

The behavioural model of health service utilisation provided a tool for organising the 

variables thought to explain the utilisation of home care in this study (Aday and 

Andersen, 1974). This section is focused on the individual determinants of home help 

and or personal (HH/PCA) utilisation in those aged 65 years and older.

Determinants of home care by age group

This study provides evidence that the determinants of home care utilisation change 

across the age groups. In young old age (65-74years) the most significant factors 

which explain home help and personal care utilisation v\/ere recent admission to a 

nursing home, lADL difficulty, and living arrangement. Although medical cards were 

common in this age group (67.3% of 65-74 year olds had a medical/GP card) card 

holders were significantly more likely to utilise home care than were those without 

medical cards.

At older ages (aged 75+) the most highly significant predictors of home help and 

personal care utilisation were living alone, having a difficulty with an lADL, and 

receiving informal help with domestic chores and paperwork. Interestingly those with 

private health insurance over aged 75 years were significantly more likely to receive 

service than those without private insurance.

The model constructed accounted for 40% of the variance in service utilisation at 65- 

74 years and only 24% at 75 plus years. This would appear to indicate that targeting 

of home care service in relation to the independent variables is weaker in the older 

age group. It suggests that being over 75 years in itself is a powerful predictor of 

service utilisation. This finding is significant from a policy perspective as the numbers 

of older people in this older age category are set to increase. Two interpretations of 

this finding are put forward here. The first is that age (beyond 75 years) becomes a 

need factor in its own right. This perception of vulnerability and potential risk at older 

ages then becomes an access pathway to home care. Saliba et al (2001) have 

previously identified the importance of age in identifying those vulnerable to functional
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decline and death over a 2 year period. The second interpretation is that defined need 

criteria for entry to the system beyond a certain age carry less weight in the overall 

distribution of care. This raises questions about the sustainability of the model for the 

future and the ability to resource home care. It suggests that close monitoring of need 

factors in combination with old age is required. This would allow the service to be 

tailored to meet the changing needs of older individuals thus providing more flexibility 

and efficiency in the system.

Determinants of home care in those aged 65 years and older

This research clearly identifies that a combination of predisposing, enabling and need 

factors including disability, age and living arrangement are the key determinants of 

formal home care.

lADL disability is a strong determinant of home care in both the bi-variate analysis 

and in the multivariable model. This was not the case for ADL disability, although 

significant in the bi-variate analysis, ADL disability was not found to be a significant 

determinant of home care when controlling for other variables. The need for 

assistance with domestic help appears to drive the provision of home care as 

opposed to the need for personal care assistance. This conflicts with recent Swedish 

findings in which lADL was not found to be a significant predictor of home help, it was 

suggested that budgetary restrictions had raised the threshold for assistance and 

needing domestic help was no longer considered to be grounds for receiving home 

help (Larsson et al., 2006). The finding in the TILDA study should be a matter of 

concern at a policy level as it suggests that moving personal care centre stage in a 

field where domestic help has traditionally dominated will be a challenge (Section 

6.2.4).

The research identifies older age as a strong determinant of home care with the 

majority of care provided to those over age 75 years. This is consistent with other 

studies on the determinants of home care (Larsson et al., 2006, Litwin, 2004, 

Stoddart et al., 2002). While the strength of the association between age and home 

care suggests that care is being targeted at the oldest individuals this is a 

predisposing factor which is not amenable to intervention. The strength of the
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association between age and home care in the multivariable model is similar to that 

between disability and home care.

Living alone compared to living with a spouse or partner also explains a significant 

proportion of home care utilisation in the model. This is consistent with international 

research on care which identifies living alone as a major determinant of home care 

utilisation (Larsson et al., 2006, Meinow et al., 2005). This is another predisposing 

factor which is not amenable to intervention. These two factors (age and living 

arrangement) carry weight in explaining the allocation of home care in Ireland 

providing evidence that predisposing factors are stronger determinants of home care 

than need factors.

Despite this a number of need factors remained significant in the multivariable model 

providing some evidence that the home care resource is responsive to a wide range 

of need. For example, those who tested poorly for executive function were 

significantly more likely to receive home care than were those with good executive 

function. In addition, medical need in the form of recent hospital admissions and poly

pharmacy were significant determinants of service use.

5.4.3 The relationship between disability and home care utilisation

The literature on home care is predominantly based on the assumption that disability 

is a key determinant of home care utilisation. This section discusses the TILDA 

findings in relation to those with a disability as defined by the presence of an ADL and 

or an lADL deficit.

ADL/IADL disability and home care utilisation

One of the most striking features in relation to disability in older people in the TILDA 

data is the low level of disability in those over 65 years. In this community living 

population 80.5% had no difficulties with ADL or lADL. This group represents the vast 

majority of older people who are independent and for the most part self caring. The
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rerraining 19.5% who experience ADL/IADL disability are the focus of this part of the 

discussion.

The literature on formal care has a strong emphasis on dependency/disability as 

defined by a difficulty or needing help with an ADL or lADL. Many studies on formal 

care focus only on those with an ADL or lADL dependency or disability (Kemper, 

2003, Davin et al., 2005, Langa et al., 2001, Katz et al., 2000). In many countries 

strict eligibility criteria for public long-term care benefit is assessed by disability level, 

for example, in Germany, help with 2 ADLs for 90 minutes per day for an expected 

period of six months is required in order to access long-term care insurance 

(Rothgang and Comas-Herrera, 2003). In Luxembourg assessment is based on a 

sliding scale of the number of hours of care needed with ADLs and in Japan 

individuals are assessed on the amount of time needed with ADLs and lADLs (OECD, 

2005). Furthermore ADL/IADL dependency/disability criteria are increasingly used to 

model entitlement to care and to project expenditures on care (Pickard et al., 2007).

Inter-country comparisons of ADL and lADL disability are problematic due to 

differences in study design and to differences in how questions are asked and the 

scales used (Wiener et al., 1990). ADL disability in TILDA can be compared directly 

with the SHARE study as the 6 item ADL scale used is identical in both studies. 

Prevalence of ADL disability in community living older people age 65 years and older 

in TILDA was 13.6% compared to 19% in the Irish SHARE sample. The TILDA figure 

was also lower that the 13 country average of 18% found in the cross-European 

study, where ADL disability ranged from 9 to 20%.

The measurement of lADL differs between TILDA and SHARE. Six items were 

included in the lADL scale used by TILDA and seven items in the scale used by 

SHARE. The additional item in SHARE was “Using a map to figure out how to get 

around in a strange place”. A second difference which effects comparability relates to 

the SHARE question about difficulty with “doing work around the house or garden”, 

the equivalent question in TILDA asked about “doing household chores (laundry, 

clearing)” with no reference to gardening. lADL was compared in SHARE and TILDA
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using 6 items only and excluding the map reading item. Using this altered 

measurement the prevalence of lADL disability in community living older people aged 

65 years and older in TILDA was 13% compared to 21% in the Irish SHARE sample. 

The 13 country average in the cross-European study was 23% ranging from 12% in 

Switzerland to 26% in Belgium.

The lower prevalence of both ADL and lADL in TILDA may be related to the fact that 

only those capable of giving informed consent to the study were included in this first 

wave. It is likely that the true prevalence in the population is higher as individuals not 

capable of consenting to the study are likely to have higher levels of disability. The 

difference in wording related to household and gardening chores is also likely to have 

contributed to the higher prevalence found for lADL in the SHARE survey.

As expected a higher proportion of older people with a disability utilised HH/PCA than 

those without a disability. Within the disability group 22.9% received home care and 

this group were found to exhibit higher levels of need than the remainder of the . 

disability group.

In this study the group without a disability are interesting to focus on in order to 

explain the factors which drive the provision of home care in these respondents. 

Based on eligibility criteria from a number of countries this is a group that would not 

be deemed eligible for formal care due to the absence of a disability. It might be 

suggested that this group are in receipt of inappropriate care. This investigation 

challenges that viewpoint and demonstrates that those receiving care are significantly 

different to the rest of the sample across almost all of the characteristics examined. It 

appears from these findings that targeting of services at local level in Ireland although 

not standardised is comprehensive and holistic. The criteria for eligibility for home 

care has a strong focus on disability as can be seen from the classification tree 

however a second set of criteria are also operating and it appears that the system is 

indeed providing service to a group with a significant amount of need.
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Disability is a highly dynamic process which can be reversible and recurrent (Gill and 

Kurland, 2003). Longitudinal studies have been found to distinguish poorly between  

chronic and short-term disability (Gill et al., 2002). Som e of those without a disability 

and utilising home care in this study may have been assessed as having a disability 

at the point of initiation of home care service and now no longer classify themselves 

as such. Individuals with recurrent episodes of disability will no doubt continue to 

require ongoing formal home care. However, it is important that individuals with short

term disability should be identified during home care system review processes in 

order to confirm ongoing need for the service.

The most significant factors explaining home care utilisation In this non-disabled 

group are now considered. Older age (mean age is 80 years) is the strongest factor 

explaining home care in this group and two-thirds live alone. This finding is consistent 

with the pattern of home care already found In the population as a whole and there is 

some indication that eligibility criteria which focus on need are relaxed at older ages. 

This non-disabled group receiving home care were significantly more likely to have 

had a health system contact in the previous 12 months than were those not receiving 

care. As the health system provides a gate keeping role in relation to social care 

these findings suggest two possibilities, one related to the Individual and one to the 

system. The first is that medical need Is higher in the home care group which Is likely 

given that poly-pharmacy, limitations due to pain and a self perception that health is 

fair to poor are also significant in the model. The second possibility is that pressure to 

free up acute care beds may trigger home-based social care. As this study is cross- 

sectional it is not possible to determine whether care was initiated during a hospital 

stay or in the community but it does raise the possibility that assessment in a hospital 

context with the added pressure to free up beds is less stringent than that used in the 

community context. Almost a fifth of this group experienced loneliness a moderate 

amount of the time to all of the time indicating that the home care provided may be an 

attempt to provide companionship and human contact. Finally receiving Informal care 

from outside the household was a significant factor In explaining receipt of formal 

home care. Again a cross-sectional study cannot tease out whether informal carers 

assisted individuals In negotiating access to home care or whether this finding may
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simply be confirming that those receiving home care are targeted according to need 

of care as evidenced by the fact that their informal support network is also working at 

a higher level.

Moderate to high disability and home care utilisation

In those with a moderate to high level of disability almost a third receives formal home 

care. The service appears to be targeted at those with higher disability levels. A large 

disparity exists between the living arrangements of those who do and do not receive 

care, with the care services focusing on those who live alone. These findings support 

a view that the couple relationship is the main source of care for moderate to highly 

dependent people with the State providing support where this relationship does not 

exist. It raises questions about the capacity of spouses and partners to adequately 

meet the needs of dependent older people and the support available to them to 

continue caring.

Individuals with moderate to severe levels of disability who utilise home care services 

were slightly less likely to be admitted to hospital than those who do not receive home 

care. Several studies have demonstrated an increase in medical care utilisation in the 

time period preceding a decision to initiate long-term care (Kristensson et al., 2007) 

and a reduction in medical care utilisation following admission to long-term care 

(Condelius, 2009). It is not possible in this cross-sectional study to determine whether 

the home care provided is related to a reduction in hospital admission. However, 

intuitively it appears logical that the continuity of care provided by home care staff 

provides an opportunity to identify deterioration in health status which can then be 

referred to the relevant health service personnel in a timely manner, thus reducing the 

need for admission to hospital. This finding raises the question “does home care 

impact on the use of secondary care services?”

5.4.4 Strengths and limitations of the research

The strengths of the TILDA project as a whole are many including the large sample 

size, sampling method and CAPl interview technique. However, a number of 

limitations have been identified in relation to the current study.
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The response rate to the TILDA survey at a household level was 62%. This raises the 

possibility that the non responders were systematically different to the respondents. If 

such a bias were in operation it would result in an underestimate in the proportion 

utilising home care services. This limitation is offset by the application of individual 

weights to the CAPI data based on the age, sex and education profile of the Irish 

population.

No systematic variation in the frequency of home care utilisation by geographic region 

was identified, with the location variable proving non-significant in all analyses. 

However, other factors associated with home care utilisation including the availability 

of day care, respite and long-term residential care were outside the scope of this 

study and could therefore be considered a limitation.

It may also be the case that health system organization, assessment methods and 

professional practice are stronger predictors of service utilisation than are the 

individual characteristics of the service users. Andersen and Newman’s more recent 

models of service utilisation which include environmental and system characteristics 

could be employed to investigate this issue in the future (Andersen, 1995). It is 

anticipated that variables indicating proximity to health and social care facilities will be 

attached to individual TILDA case files in the future which will assist in this form of 

analysis. This would enable the assessment of contextual information in conjunction 

with individual characteristics of the service recipients. Furthermore, the availability of 

additional information particularly regarding the socio-economic status of respondents 

may shift the overall balance of determinants away from need factors towards 

enabling factors especially in the younger individuals in receipt of care.

The extent to which cognitive impairment can be examined as a determinant of home 

care is limited in this first wave data. The requirement to provide informed consent in 

this first round is likely to have resulted in a sample with less cognitive impairment 

than would otherwise be expected. In subsequent rounds this is less likely to be a 

limitation as individuals who consented to participate in the first wave will be eligible 

to participate even if they have developed diminished cognitive capacity.
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The complexity of home care service provision and funding which has already been 

discussed (Figure 11) raises some concern regarding the respondents understanding 

of who provides home care service and who funds the service. Th is study assumes 

that respondents can differentiate between services funded by thte State and those 

that are paid for privately or by non-profit agencies. Respondent’s f<amiliarity with titles 

such as “personal care attendant” in the TILDA questionnaire is assumed and may 

have resulted in a smaller proportion saying that they utilised persjonal care services 

where the respondent was more familiar with an alternative title for personal care 

services.

Finally a limitation of this study is the cross-sectional design which allows the 

interpretation of associations but does not allow causal relationshiips. In determining 

the factors which predict utilisation of services it is not possible in) a cross-sectional 

study to identify whether the factor was present prior to home care utilisation or 

whether it occurred after home care was initiated.

5.5 Recommendations
The section below makes recommendations based on the discussion regarding home 

care distribution, determinants and the relationship between disabiliity and home care. 

Recommendations are discussed in relation to policy, practice and rresearch.

5.5.1 Policy

Policy direction in Ireland is clearly directed towards enabling and supporting older 

people to continue to live as long as possible in their own homes. H owever, there is 

no entitlement to care and no statutory entitlement to a comprehensjive assessment of 

need as there is in the UK (Convery, 2001). This research provides; evidence that the 

formal care provided by the State is targeted at vulnerable individluals, however the 

vulnerability identified is not consistent with the international literatiure which focuses 

on disability as a criteria for care. In the absence of clear entitlejment criteria or a 

standardised framework of assessment it appears that frontline s'.taff are allocating 

resources based on factors which may include experience, the avaiilability of informal
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carers, the social and environmental context, the local context and the availability of 

resources. The examination of the characteristics of those utilising care indicate that 

the care is targeted at very old and vulnerable individuals. However, the system as a 

whole lacks coherence. It would appear therefore that the direction of home care 

services is being steered by those at the coal face of service provision and not by any 

coherent policy direction. Explicit policy direction with built in monitoring and 

evaluation components are required in relation to the future direction of home care 

services in Ireland.

While there is no right to home care in Ireland there is an assumption that the State 

has a residual obligation to provide care where informal care is absent, where care 

needs are high and where carers are under stress. Living alone was found to be a 

significant predictor of formal home care utilisation in this study. Although it is widely 

acknowledged that informal care is the main component of care in the home this 

finding suggests that where couples live together spouses and partners are a 

significant source of care for older people. As longevity increases and older couples 

live together for a longer period of time, this source of informal care will increasingly 

come under stress as the care-givers themselves age. From a policy perspective this 

requires a focus on carers, specifically older carers and the assessment of their 

needs.

The strength of association between older age and home care has implications for 

policy related to the allocation of resources for home care at local level. Whilst a 

range of factors may be taken into consideration in allocating the financial resource, 

allocation based on the numbers of people aged 65 years and older is too simplistic. 

Consideration should be taken of the proportion of older people in each area using 

either 5 year or 10 year age bands with higher weights attached to the older age 

categories.

5.5.2 Practice

In many countries restructuring of home care services has taken place as a result of 

financial constraints and an increase in the older population. This has resulted in a
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shift in emphasis from domestic care to personal care in order to provide a realistic 

home care alternative to institutional care for those with extensive personal care 

needs (Szebehely, 2005). This shift in emphasis is also taking place in Ireland with 

the introduction of home care packages. These packages of care provide a 

multidisciplinary service which is beyond the capacity of the mainstream community 

services for individuals with personal care needs. This type of service however is 

currently only available to a relatively small number of older people. It would be 

expected that a shift in emphasis from domestic support to personal care support is 

also taking place in mainstream services; the TILDA data, however, do not provide 

evidence of such a shift in emphasis. The picture painted is one in which domestic 

help is more commonly utilised than personal care assistance. Furthermore difficulty 

with an lADL was significantly related to home care utilisation whereas ADL difficulty 

did not reach a level of significance when other variables are controlled for in the 

model. In the absence of service level estimates which distinguish between personal 

care services and domestic help there is no evidence to suggest that the mainstream 

services are reorienting to enhance personal care service provision in the community. 

The HSE currently monitors domestic care and personal care provision as a single 

entity. This provides a crude measure of home care provision overall If services are 

to be reoriented to support those currently in institutional care to enable them to live 

at home the service must provide more personal care and demonstrate this by 

monitoring the type of care provided, the intensity of care and the characteristics of 

those in receipt of care.

As the population ages there is a need to monitor the characteristics of those utilising 

home-based care and the volume of care utilised. From a practice perspective a 

recommendation from this study would be that standardised assessment instruments 

be introduced throughout the country in order to ensure equity of access to formal 

care. Standardised tools for home assessment are already used in many countries. It 

is recommended that data from the assessments be collated centrally thus providing 

a comprehensive picture of the determinants of service provision. This would also 

provide a baseline for deriving thresholds of initiating and decreasing care provision 

thus increasing the efficiency and flexibility of the care system. The findings in this
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Study highlight the need for assessment to be holistic incorporating measures of 

disability as well as other characteristics of need. While a set of core guidelines 

should apply across the country, care should be taken in order to ensure that 

eligibility criteria are not too rigid as this could inhibit the flexibility which is currently 

available at a local level to adapt to complex individual circumstances.

It cannot be established from this study whether some individuals without a disability 

and utilising care are inappropriately receiving care. It is recommended that once 

home care is initiated there should be clear guidelines in relation to reassessment 

intervals in order to ascertain the ongoing need for care. This would ensure that those 

who require assistance for a limited period of time, for example those with an acute 

medical episode or short-term disability, would receive care for a limited time period 

only. Regular review of recipients would enhance the flexibility of the resource and 

ensure that it is available to those with the greatest need. Furthermore it would 

enhance the responsiveness of the system as problems in relation to the service 

provided can be identified at an early stage by the care recipients.

This research has also demonstrated the lack of a dedicated information point for 

individuals seeking information about health and social care in Ireland. Half of 

respondents said they would seek information from their GP suggesting a strong gate 

keeping role in relation to social care services. Wider availability of information on 

services available would reduce consultations with health service personnel and 

enable self-referral when social care is required. An information strategy which cuts 

across a range of media and provides up to date information in a standardised format 

is required in order to ensure equal access to information about services available. 

The current difficulty accessing information is exacerbated by the fact that there is no 

dedicated social work service for older people in the community in Ireland. This issue 

has previously been highlighted by Convery (2001). Providing information on home- 

based services would likely increase demand in the short term as individuals 

familiarize themselves with the services available.
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A range of predisposing, enabling and need factors were identified as determinants of 

formal care utilisation in this study. Based on the variables investigated, need factors 

as a group contributed the most in predicting service utilisation. While predisposing 

and enabling factors are for the most part not amenable to intervention, this is not the 

case for many of the need factors identified. Although there is evidence of declining 

rates of disability in older populations (Manton, 2001), disability is still the most 

important determinant of formal home care in Ireland. This is one area where action 

could be taken to impact on the need for home care in the future. It is recommended 

that evidence based interventions aimed at promoting physical activity and reducing 

disability across the life span are supported in order to modify a major determinant of 

home care utilisation. The effect of interventions to increase physical activity levels in 

older people have been found to increase where social support is provided by either a 

partner or significant other (Gellert et al., 2011). There is some evidence in this study 

that loneliness impacts on formal care utilisation. Interventions aimed at alleviating 

loneliness and preventing social isolation and promoting inclusion of older people in 

their local community should be supported. This includes a wide range of activities 

from active ageing groups to the Gaelic Athletic Association’s (GAA) social initiative, 

which is predominantly aimed at older men. There is evidence emerging that 

diversification of care services including services such as transport may suit the 

needs of older people more effectively than home help and may promote individual 

autonomy (Sundstrom et al., 2011). Alternative models of loneliness alleviation 

including the role of social housing should also be explored. Another need factor 

related to home care utilisation was limitation due to incontinence. There is a body of 

evidence on interventions to promote continence. Continence promotion specialists 

are currently available in many community care areas however these services may 

not be visible to those that need them most

5.5.3 Research

This research highlights the need to improve data collection with regard to home care 

in TILDA. A large proportion of total home help/personal care was found to be utilised 

by non-disabled individuals. There is an assumption inherent in the design of the 

study that assistance is predominantly provided to those with a disability. As a result, 

information regarding intensity of care and payment for care is conditioned on having
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a disability. It is recommended that future waves of TILDA capture intensity and 

financing of care in this non-disabled group. Recommended changes to the 

questionnaire were submitted to TILDA (Appendix F). These questions now appear in 

the questionnaire for wave two.

In order to ensure clarity with regard to service type it is recommended that future 

waves of TILDA should provide a clear definition of what constitutes home help and 

personal care. Suggested change of wording to the questionnaire is as follows

I n  the last 12 months, did you receive any of the following State services (this 

includes services provided by a person employed by the State or services

provided by another agency on behalf of the State)?”

Personal care: this includes help with dressing, bathing/showering, eating, 

getting into or out of bed, using the toilet or help moving around within the 

home.

Home help: this includes help with activities such as shopping, meal 

preparation or cleaning around the home.

Data currently available from TILDA on formal home care incorporates mainstream

services and enhanced service utilisation. Ideally future waves could identify 

respondents in receipt of an enhanced level of service, i.e. home care package. 

However, previous evidence would suggest that many recipients of home care 

packages are not aware that they are receiving such an enhanced package of care 

(PA Consulting Group, 2009). As a result, such a question although desirable is 

unlikely to yield useful information.

Wave one in TILDA identifies those with an ADL or lADL difficulty. The level of 

difficulty is not graded. It is recommended that future waves capture a gradient of 

disability by ascertaining whether individuals are fully independent, partly dependent 

or dependent in each activity thus providing an enhanced profile of the perceived 

dependency level. This type of information would be useful in assessing how well the 

formal care services are targeted at those in greater need.
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Wave two of TILDA commenced in 2012, thus creating the opportunity to conduct 

longitudinal research. This thesis can provide a baseline from which to follow up 

service utilisation in specific cohorts identified in this study. A small group of 

individuals aged 50-64 years were found utilising home care in this study. Although 

this group represents a small proportion of total users they are potentially large 

consumers of total care hours. This group should be followed over time to identify the 

volume of care consumed and the length of time over which care is consumed. 

Another cohort which requires longitudinal follow up includes those with moderate to 

high levels of disability. Outcomes including transitions to formal home care, 

residential long-term care and mortality in the inter wave period could be investigated 

in the two groups (users of home care and non-users). The limitation previously 

discussed, in relation to inclusion of those with a cognitive impairment, is also likely to 

be overcome in future waves of TILDA, enabling research on the utilisation of home- 

based and residential long-term care in this group of individuals.

Further research is recommended in order to identify how individuals gain access to 

home-based social care in Ireland. Although respondents in this study state that they 

would access information regarding services primarily though the primary care 

network and the HSE, the relationship between service utilisation and admission to 

secondary care is not clear. As health care systems shift the balance of care from the 

acute sector to the community sector, home care is initially driven by a need to 

reduce pressure on the acute and long-term residential sector (PA Consulting Group, 

2010). This need is reflected in 3 of the 5 policy objectives of the home care 

packages scheme which aims to “facilitate timely discharge of older people from 

acute hospitals”, “reduce inappropriate admission of older people to acute care or 

residential care” and “reduce pressures on A&E departments” (Health Service 

Executive, 2010a). In this study there is an association between home help and 

admission to hospital from age 65 years onwards. This suggests that referral for 

home help may originate from acute care services or during periods of crisis 

indicating a health system in the early stages of reform. As this is a cross-sectional 

study it is not possible to establish whether individuals were already in receipt of

1 84



TILDA Study Chapter 5

home help at the time of their hospitalisation or whether access was established as a 

result of contact with the health care system. Longitudinal analysis of patterns of 

Initiation of home help would provide some clarity on this issue. Additional research 

on access to the service could be conducted in partnership with the HSE to identify 

access routes and factors which hinder or facilitate access to the service including 

issues related to information and the advocacy role of family members.

W ave one of TILDA contains objective measures of health status for individuals who 

completed the health assessment in the home or in one of the designated health 

assessment centres. When the health assessment data is complete, further research 

can be conducted to cross-examine objective measures against self-reports and 

outcomes in terms of service utilisation. These findings can then be compared to the 

findings in this thesis.

Finally, weak evidence from this study indicates a lower level of hospital care 

utilisation in those with moderate to high levels of disability who are receiving formal 

home care compared to those with similar disability levels not receiving formal care. 

Further research is recommended, in partnership with the HSE, in order to identify 

whether utilisation of home-based long-term care services has an impact on hospital 

admission rates.

5.6 Conclusion

This study has identified that a very small proportion of older people utilise formal 

domestic help or personal care assistance in Ireland. The most important factor 

identified in the allocation of care was disability followed by older age and living alone. 

Although disability was a predictor of care, almost half of all formal home care 

provided by the State was provided to non-disabled individuals. However, within both 

the disabled and non-disabled groups, care was found to be targeted at those with 

higher levels of need across a range of variables. This targeting has been carried out 

by front line staff in the health services in the absence of a nationwide framework to 

determine eligibility or to standardise assessment criteria. The absence of centrally
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collated data on the characteristics of individuals in receipt of care, the type of care 

provided, the amount of care provided and the mechanisms to review care at a 

service level is hard to comprehend given the multimillion euro budget allocated to 

formal home care each year. From a health services perspective, the current situation 

is not sustainable into the future. This first wave of TILDA provides a population 

based estimate of the distribution and determinants of home care utilisation. This 

study of determinants is the first of its kind in Ireland and provides important 

information on the factors which drive utilisation of home care services.
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6.1 Summary of findings

The studies contained within this thesis contribute towards our understanding of 

the nature, composition and determinants of home-based social care for older 

people in Ireland. Investigation of the determinants of home care arose from a 

desire to identify why some older people remain outside the formal long-term care 

system, despite having a need for service. This led to the current study which set 

out to examine the distribution and determinants of home-based social care 

utilisation using data from two longitudinal studies on ageing, SHARE and TILDA. 

Three cross-sectional studies were conducted to achieve this aim. The objectives 

for each study (Chapter 1) were achieved, as identified in the findings outlined 

below.

The cross-European study revealed that

• Among community living adults (age 50 years and over) in 13 European 

countries, 20% had an ADL and or an lADL disability.

• The prevalence of disability in Ireland was above the European average in 

the younger (50-64 years) age group but close to average for the older age 

group (65 years and over).

• Informal home care was the most common type of home care received by 

those with a disability, 54% received informal care and 27% received formal 

care. The receipt of formal and informal care in combination increased as 

the proportion in receipt of formal care increased.

• The utilisation of informal care by those with a disability in Ireland was close 

to the European average whereas the utilisation of formal care was below 

average.

• Need factors, including increasing levels of disability, v\/ere the strongest 

predictors of both formal and informal home care utilisation across all 

participating countries.

The Irish-Swedish comparative study revealed that

• Despite vastly different welfare and care contexts in the two countries, 

similar proportions of older adults utilised publicly financed home care in 

Ireland and Sweden.
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• Personal/nursing care utilisation was higher in Ireland than in Sweden. 

However, the intensity of care as measured by the hours of care received, 

was similar in both countries. Domestic care utilisation was similar in both 

countries but the intensity of care was higher in Ireland.

• Need factors which included disability, and predisposing factors which 

included older age were the strongest predictors of domestic care 

utilisation.

• Need factors which included disability, and recent hospitalization were the 

strongest predictors of personal/nursing care utilisation.

The TILDA study revealed that

• Formal home-based domestic and or personal care was utilised by 8.3% of 

those aged 65 years and over in Ireland.

• The three main determinants of domestic and or personal care were 

disability, older age and living alone.

• Although formal home care was targeted at those with higher levels of 

disability, almost half of those in receipt of domestic and or personal home 

care were found not to have a self-reported disability. These individuals 

were significantly different to other non-disabled older people on the basis 

of predisposing, enabling and need factors associated with home care 

utilisation. These findings suggest that although disability is the primary 

determinant of home care utilisation, additional criteria are used in targeting 

home care in Ireland.

6.2 Recommendations

The literature review identified a growing demand for formal long-term care as our 

population ages and the supply of informal carers diminishes. The literature on 

home care is fragmented, often focusing on informal carers, care recipients or 

formal care services in isolation from one another. The concept of home-based 

long-term care is complex. It requires an understanding of informal care from 

within and outside the home, and formal care of different types from a range of 

service providers. It also requires knowledge of the financial support for the 

component parts (Chapter 5). The web of interrelationships across the system 

means that changes in any part can have implications across the system. If policy
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makers are to create a robust long-term care system, one of the major challenges 

is to have a clear vision of the entire spectrum of long-term care. The challenge is 

to integrate the design and delivery of informal carer support and formal care 

services. A number of key recommendations for policy and practice have been 

identified during the conduct of this research.

6.2.1 Improve the support for informal carers of older people

The key role that informal carers play was identified in the literature review. The 

findings in the cross-European study and in the Irish-Swedish study confirm the 

major role that informal care plays in the home care sector in Ireland and in other 

countries. Formal home care by comparison plays a relatively minor role. A long

term care model which is predominantly based on the care supplied by informal 

carers requires explicit recognition of carers by Government and flexible, tailored 

support for the care they provide. Formalisation of informal care which includes the 

provision of financial support is one way of supporting informal carers (Section 

2.3.2). In Ireland, this support is provided to eligible carers below a means 

threshold. Informal carers above this threshold are excluded from receiving 

financial support.

In a national household survey on carers, 69% of Irish carers said they were 

caring for someone aged 65 years and over (Central Statistics Office, 2010a). It 

was therefore surprising to find that only 30% of the care recipients under the 

carer’s allowance scheme were aged 65 years and older (Section 5.1). When the 

support provided to the informal carer is linked to the older care recipient it 

completely alters the perception that the carer’s allowance is used to financially 

support the informal carers of older people. The care recipient appears to be 

invisible in the system, once the initial assessment for financial support has been 

completed. Indeed, it suggests a system of informal support that is systematically 

weighted against the informal carers of older people.

The ability to support the informal carers of older care recipients is hampered by a 

lack of knowledge about the size of the sector and the extent and intensity of the 

care supplied. Conflicting estimates about the number of informal carers have 

been demonstrated, depending on the definition of care used (Section 5.1). Given 

that few of the informal carers of older people are accessing financial support and
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that many are themselves known to be older, it is probable that many depend on 

formal care services in the absence of informal carer support. Consideration 

should be given to the specific needs of older carers and appropriate interventions 

developed to support the specific needs of this group of carers.

6.2.2 Actively manage the interrelationship between formal and 

informal home care

The formal home care sector involves a complex mix of funders and providers, 

demonstrated graphically in Figure 11. Despite the emerging array of home care 

providers, the State continues to fund the majority of services in this sector. The 

two SHARE studies revealed that where formal care is provided, it is mostly 

provided in combination with informal care (Figure 5 and Figure 8). Only a small 

proportion of formal care is provided in the absence of an informal carer. The 

literature review demonstrated that where formal and informal care are provided in 

combination, there is a need to understand the interrelationship between the two 

forms of care in order to avoid formal care substituting for or “crowding out” 

informal care. A deeper understanding of the complementary or supplementary 

nature of the relationship between formal and informal care will be required in 

order to effectively manage the interface between informal and formal care (Litwin 

and Attias-Donfut, 2009, Patsios and Davey, 2005). Where both sectors are 

providing care, the challenge is to make the most efficient use of resources in 

each sector in consultation with the individual on whom care is focused. Ensuring 

the stability of this relationship has also been found to protect against residential 

long-term care admission (Lyons et al., 2000). Interventions to manage and 

stabilize the relationship might include; formal communication regarding the 

assessed need of the care recipient and informal carer and a formal service 

contract with agreed review schedules to monitor any change in need, either in the 

care recipient or the informal carer. Other interventions include developing a wider 

range of allied services to support informal carers, thus alleviating the need for 

formal home care.

6.2.3 Improve data collection on service utilisation and intensity of 

care

Recently released census data reveal that 12% of the Irish population is now aged 

65 years and older (N=524,100) (Central Statistics Office, 2011b). Official
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estimates for the numbers of older people utilising home help service in the last 

year in Ireland stand at 10.8%. This figure includes domestic help and personal 

care. This research reveals a lower estimate of domestic and or personal care 

utilisation of 8.3%. The methodology and sample size used in TILDA yields a 

precise estimate, however the possibility of non-response bias may have resulted 

in a slight underestimate of the true proportion which is likely to be somewhere 

between these two estimates. This compares with an EU average of 7.6% in the 

mid 2000s (Huber et al., 2009). These figures however mask a large amount of 

variation within countries and across countries in terms of the type and intensity of 

care provided, the quality of that care and availability of allied services to address 

need.

Service estimates of the numbers of older people in receipt of care and the total 

number of hours of care provided are crude measures of the home care resource. 

They provide no measure of how intensely the resource is spread across 

recipients. The analysis of intensity of care provision in the Swedish-lrish study 

revealed that a small group of recipients of care utilise the majority of care hours 

available. More robust data collection systems are required in order to map the 

recipients need for care to service hours utilised. This would demonstrate how well 

intensity of care is targeted at those with higher needs and identify gaps and 

unequal service provision at local, regional and national level.

6.2.4 Gain an understanding of how care needs and care provided 

intersect across tlie entire spectrum of long-term care

During the course of this research it became clear that at least four different types 

of assessment are carried out on older people to determine their need for long

term care in Ireland. These are carried out by different professionals in different 

care settings or departments. The Department of Social Protection carries out 

assessments in order to process the payment of care allowances to informal 

carers. Within the HSE, home help organisers conduct assessments for 

mainstream home help services. Home care package co-ordinators complete a 

third type of assessment and a fourth type of assessment is carried out when an 

older person is assessed for residential care. Recently, guidelines for the 

standardised implementation of the home care package scheme recommended 

use of the common summary assessment report (CSAR) currently used for
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residential care assessment (Health Service Executive, 2010a). The use of 

multiple assessment procedures hampers the ability to compare on an equal 

footing, the dependency levels in older people and changes in dependency over 

time. It is recommended that a single core assessment be used by all departments 

and services. In addition, where care recipients are assessed there should be a 

simultaneous assessment of informal carer needs, if an informal carer is providing 

care. Having a consistent assessment process across all long-term care sectors 

will enable the cross-over point from one type of care to another to be clearly 

identified. The development of such a system would require a long-term care 

working group which can cross the boundaries of different government 

departments and provider agencies.

The Government’s aim to reduce the proportion of older people in residential care 

in Ireland will create a demand for formal home care for individuals with moderate 

to high levels of need. This will create a demand for personal care services of high 

intensity. It is thought that mainstream home help services in Ireland are currently 

reorienting towards a mix of personal care and domestic help and that the 

dependency profile of care recipients is weighted towards personal care services. 

The home care package service is oriented towards personal care services for 

those with high level need. Despite these shifts towards personal care provision, 

the evidence from SHARE and TILDA provided in this thesis identifies domestic 

care as the dominant component of home care provision, with a lesser emphasis 

on personal care. This finding is concerning from a policy perspective as it 

suggests a home care system with a greater capacity to provide domestic home 

help, but with much less capacity to address personal care, which is associated 

with higher levels of need in the recipient and more intense service provision on 

the part of the service provider.

6.2.5 Examine the determinants of home-based formal care and 

consider their relevance to future demand for care

The determinants of home care utilisation in Ireland have been identified in so far 

as relevant factors have been included using the conceptual framework. The three 

major factors identified in these studies indicate that disability is the main driver of 

home care utilisation in Ireland followed by increasing age and living alone.
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Disability

Disability was the need factor which most strongly predicted home care utilisation 

in these studies. Formal home care was found to be targeted at those with high 

levels of disability. Disability prevalence in Ireland was found to be above average 

for those aged 50-64 years and close to average in those aged 65 years and older 

compared to the cross-European average in SHARE. A policy focus aimed at 

reducing disability can make a difference to the demand for home care in the 

years ahead. Prevention of disability in older age requires a range of preventative 

activities including a whole population approach to improving socio-economic and 

environmental conditions and promoting healthy ageing policies. Primary 

prevention includes a health promotion approach which targets health related 

behaviours associated with disability and the prevention of physical and mental 

illness. Secondary prevention includes the early detection and treatment of acute 

and chronic physical and mental ill health as well as the promotion of self care for 

chronic illness, where appropriate. Finally, tertiary prevention of severe disability is 

required, for example the improvement in the treatment and rehabilitation of 

people after cardiac events and stroke.

Age

The evidence suggests that age plays a key role in determining the utilisation of 

home care independently of other factors. The heterogeneity of service use in 

older people has been demonstrated in this thesis (Figure 13, Figure 14). The 

impact of increasing age on home care utilisation and the difference in utilisation 

rates between the young old and the older old serve to highlight the deficiencies 

inherent in using an arbitrary cut off point such as 65 years to define old age. As 

growth in the older age cohort increases, the demand for home-based care is set 

to increase. The census of 2011 shows an increase of 12,000 in the number of 

people over 85 years between 2006 and 2011 (Central Statistics Office, 2011b). 

The increase in numbers at this older age will have a more significant impact on 

the need for home care than a larger increase in the number of people in the 65- 

70 year age bracket would have. The findings in relation to demand for care at 

different ages have implications for projecting the demand for home-based long

term care in the future. Projections should be based on the projected population in 

small age categories in order to account for the variation in service use across the 

age groups.
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Living alone

Living alone was a strong determinant of home care utilisation independent of 

need characteristics in all three studies. The content of care provided to those 

living alone requires investigation to determine how much of the care provided is 

for social or supervisory reasons to monitor risk. Where the predominant need is 

for social interaction the use of community based resources may be an 

appropriate alternative to more expensive formal home-based care. Enhanced use 

of information and communications technology may also provide an appropriate 

mechanism for monitoring the risk posed to some older people who live alone. 

This could reduce the demand for continuous formal care and allow flexibility to 

receive formal care when required. These alternatives to formal care may be most 

appropriate in rural areas where the cost of providing services is usually higher 

than in urban centres. If home care continues to be targeted at those who live 

alone regardless of need level, this may disadvantage older people who live with 

others, yet experience a high level of unmet need despite the presence of family. 

This highlights the importance of standardised assessment of need as previously 

discussed.

6.3 Implications for research

This thesis has implications for research on home care utilisation in the future. In 

this section issues of measurement in relation to home care are discussed and the 

need to focus on the carer/care recipient dyad as a single unit is identified. 

Opportunities to exploit existing datasets are identified and a number of potential 

research projects are outlined.

6.3.1 Measurement issues

The uncertainty generated by measuring concepts in different ways has been 

demonstrated in these studies. Measurement issues are not simply confined to 

different studies and different countries but sometimes different definitions are 

used by a single organisation. Taking informal care as an example, this concept is 

measured differently by the CSO in the census of 2006 and the QNHS in 2009, 

each providing different estimates. Informal care received from outside the home 

was also found to be measured differently in different surveys. The SHARE survey 

included questions on personal, domestic and paperwork help from outside the
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home, whereas TILDA included questions on domestic and paperwork help with 

limited information on personal care from outside the home. Differences in the 

measurement of formal personal care were found with SHARE combining health 

and social care, whereas TILDA measured these separately.

Problems with measurement extend to well known and used scales. Estimates of 

disability based on activity of daily living (ADL) and instrumental activity of daily 

living (lADL) scales are fraught with inconsistencies and should be interpreted with 

caution. In comparing like with like, it is essential to identify the number and type of 

ADL and lADL difficulties included and the length of time the problem is expected 

to last. For example, lADL questions in SHARE include the ability to use a map to 

figure out how to get around in a strange place, whereas in TILDA this is not 

included. Another SHARE question includes difficulty with house and garden work 

while the equivalent question in TILDA only refers to housework. These questions 

result in very different estimates of lADL difficulty between the two surveys if these 

differences are not accounted for.

It is acknowledged internationally that measurement of disability is a key driver of 

long-term care utilisation, whether at home or in an institutional setting. The TILDA 

study provides evidence of the need to identify a wider set of assessment criteria 

which are specifically relevant to this policy and practice area. This finding has 

implications for the appropriateness of routing survey questions related to care 

through questions on ADL and lADL disability, as formal care was utilised by 

individuals who are non-disabled in this conventional sense.

6.3.2 Research opportunities

A large dataset on older recipients of care and their informal carers is available 

within the Department of Social Protection. This is primarily used to manage 

payments of State funded care allowances. If permission were granted these data 

could be used to answer a number of research questions related to the financial 

support of informal carers and the people they care for.

As the HSE works towards standardising assessment procedures for long-term 

care it is important that the same indicators or proxy indicators are available in the
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TILDA dataset. This will ensure that TILDA contributes to policy development and 

implementation by monitoring change at a population level.

Cross-sectional designs are limited in the contribution they can make to fully 

understanding the interrelationship between older individuals and their utilisation of 

home care. The temporal relationship between individual characteristics and the 

utilisation of home care cannot be fully understood using cross-sectional data. This 

arises from a lack of knowledge on whether certain factors preceded long-term 

care utilisation or not. Longitudinal studies will overcome this limitation as they will 

facilitate monitoring the variations in individual service use over time. Longitudinal 

waves of both SHARE and TILDA will be available in the future.

A significant amount of research has been conducted on informal carers and on 

recipients of care. Where research focuses exclusively on either side of this caring 

dyad, valuable information is lost in relation to the carer or care recipient. In the 

future, when information is being collected on either end of the dyad, information 

on the characteristics of the individuals on the opposite end of the dyad should be 

collected simultaneously.

6.4 Conclusion

This piece of health services research identified the distribution and determinants 

of home-based social care utilisation by community living older adults at a point in 

time. Home care utilisation changes over time in response to changes in the 

individual’s need for service and the availability of informal and formal care. It is 

widely acknowledged that the demand for long-term care in the future will increase 

as our population ages. Older people have a preference for care in their home and 

long-term care policy has shifted focus from institutional care provision to home 

care where possible. This research demonstrated the dominance of informal home 

care provision compared to formal care provision in Ireland and makes 

recommendations on managing the interrelationship between these two forms of 

care in the future. The research identified key individual characteristics which 

determine the utilisation of formal care services. This information provides a 

valuable insight for policy and practice regarding the current access and 

assessment processes used in the health and social care sector. This body of
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work provides a base line for future monitoring of policy implementation at a 

population level.

198



References

REFERENCES

ADAY, L. A. & ANDERSEN, R. (1974) A framework for the study of access to 
medical care. Health Services Research, 9, 208-220.

AKAMIGBO, A. B. & WOLINSKY, F. D. (2006) Reported Expectations for Nursing 
Home Placement Among Older Adults and Their Role as Risk Factors for 
Nursing Home Admissions. The Gerontologist, 46, 464-473.

ALGERA, M„ FRANCKE, A. L., KERKSTRA, A. & VAN DER ZEE, J. (2004) Home 
care needs of patients with long-term conditions: literature review. Journal 
of Advanced Nursing, 46, 417-429.

ALLAN. D., FUNK, L , REID, R. & CLOUTIER-FISHER, D. (2011) Exploring the 
Influence of Income and Geography on Access to Services for Older Adults 
in British Columbia: A Multivariate Analysis Using the Canadian Community 
Health Survey (Cycle 3.1). Canadian Journal on Aging, 30, 69.

ALLEN, K. & GLASBY, J. (2009) Governance and Finance: English National 
Report. Birmingham, Health Services Management Centre.

ALLEN, S. M. & MOR, V. (1997) The Prevalence and Consequences of Unmet 
Need: Contrasts between Older and Younger Adults with Disability. Medical 
Care, 35, 1132-1148.

AN BORD ALTRANAIS (2009) Annual Report 2008. Dublin, An Bord Altranais.
ANDERSEN, R. & NEWMAN, J. F. (1973) Societal and Individual Determinants of 

Medical Care Utilization in the United States. The Milbank Quarterly, 51, 95- 
124.

ANDERSEN, R. M. (1995) Revisiting the behavioral model and access to medical 
care: Does it matter? Journal of Health and Social Behavior, 36,1-10.

ANTTONEN, A. & SIPILA, J. (1996) European Social Care Services: Is It Possible 
To Identify Models ? Journal of European Social Policy, 6, 87-100.

ARKSEY, H. & KEMP, P. A. (2008) Dimensions of Choice: A narrative review of 
cash-for-care schemes. Working paper No DHP 2250. Social Policy 
Research Unit, University of York.

ARMI, F., GUILLEY, E. & LAVINE D'EPINAY, C. J. (2008) The interface between 
formal and informal support in advanced old age: a ten-year study. 
International Journal of Ageing and Later Life, 3, 5-19.

ARMSTRONG-ESTHER, C„ HAGEN, B„ SANDILANDS, M., WILLIAMS, R. & 
SMITH, C. (2005) A longitudinal study of home care clients and their 
informal carers. British Journal of Community Nursing, 10, 284-291.

BAMBRA, C. (2007) Going beyond The three worlds of welfare capitalism: regime 
theory and public health research. Journal of Epidemiology and Community 
Health, 61, 1098-1102.

BARR, N. (2010) Long-term Care: A Suitable Case for Social Insurance. Social 
Policy & Administration, 44, 359-374.

BARRETT, A., SAWA, G., TIMONEN, V. & KENNY, R. A. (Eds.) (2011) Fifty Plus 
in Ireland 2011: First results from the Irish Longitudinal Study on Ageing 
(TILDA), Dublin The Irish Longitudinal Study on Ageing.

BAXTER, K. & GLENDINNING, C. (2011) Making choices about support services: 
disabled adults' and older people's use of information. Health & Social Care 
in the Community, 19, 272-279.

BAYER, A. (2011) Clinical issues in old age - the challenges of geriatric medicine. 
Quality in Ageing & Older Adults, 12, 44-49.

BEEKMAN, A. T. F., DEEG, D. J. H., VAN LIMBEEK, J., BRAAM, A. W., DE 
VRIES, M. Z. & VAN TILBURG, W. (1997) Criterion validity of the Center for

199



References

Epidemiologic Studies Depression scale (CES-D); results from a 
community-based sample of older subjects in the Netherlands. 
Psychological Medicine, 27, 231-235.

BELL, D. & BOWES, A. (2006) Financial Care Models in Scotland and the UK. 
Stirling, The Joseph Rowntree Foundation.

BETTIO, F. & PLANTENGA, J. (2004) Comparing care regimes in Europe. 
Feminist Economics, 10, 85-113.

BETTIO, F„ SIMONAZZI, A. & VILLA, P. (2006) Change in care regimes and 
female migration: the 'care drain' in the Mediterranean. Journal of European 
Social Policy, 16, 271-285.

BLACKMAN, T „ BRODHURST, S. & CONVERY, J. (Eds.) (2001) Social Care and 
Social Exclusion: A Comparative Study of Older People's Care in Europe, 
Basingstoke and New York, Palgrave.

BLOMGREN, J., MARTIKAINEN, P., MARTELIN, T, & KOSKINEN, S. (2008) 
Determinants of home-based formal help in community-dwelling older 
people in Finland. European Journal of Ageing, 5, 335-347.

BOLIN, K., LINDGREN, B. & LUNDBORG, P. (2008) Informal and formal care 
among single-living elderly in Europe. Health Economics, 17, 393-409.

BONSANG, E. (2009) Does informal care from children to their elderly parents 
substitute for formal care in Europe? Journal of Health Economics, 28, 143- 
154.

BOOKWALA, J., ZDANIUK, B., BURTON, L, LIND, B., JACKSON, S. & SCHULZ, 
R. (2004) Concurrent and Long-Term Predictors of Older Adults' Use of 
Community-Based Long-Term Care Services: The Caregiver Health Effects 
Study. J Aging Health, 16, 88-115.

BORSCH-SUPAN, a ., BRUGIAVINI, a ., JURGES, H., k a p t e y n , a ., 
MACKENBACH, J., SIEGRIST, J. & WEBER, G. (2008a) First results from 
the Survey on Health, Aging and Retirement in Europe (2004-2007): 
Starting the Longitudinal Dimension. Mannheim, Mannheim Research 
Institute for the Economics of Ageing (MEA).

BORSCH-SUPAN, a ., h a n k , K., JURGES, H. & MATHIS, S. (2008b) Longitudinal 
Data Collection in Continental Europe: Experiences from the Survey of 
Health, Ageing and Retirement in Europe (SHARE). Mannheim, Mannheim 
Research Institute for the Economics of Aging.

BORSCH-SUPAN, A. & JURGES, H. (2005) The Survey of Health, Ageing and 
Retirement in Europe: Methodology. Mannheim, Mannheim Institute for the 
Economics of Ageing.

BOWLING, A., SEE-TAI, S., EBRAHIM, S., GABRIEL, Z. & SOLANKI, P. (2005) 
Attributes of age-identity. Ageing & Society, 25, 479-500.

BRADY, A. (2010a) Minister Aine Brady welcomes Budget 2011 initiatives to 
enhance services for older people. Press Release. Dublin, Office for Older 
People.

BRADY, A. (2010b) Statement by Minister for Older People Aine Brady T.D. on 
home care services. Press Release 13/12/10. Dublin, Office for Older 
People.

BRICK, A. & MONTAQUILA, J. M. (2009) Chapter 8: Nonresponse and Weighting. 
IN PFEFFERMANN, D. & RAO, C. R. (Eds.) Handbook of Statistics Volume 
29A. Sample Sun/eys: Design, Methods and Applications. Oxford, Elsevier.

BROWNE, C. V. & BRAUN, K. L. (2008) Globalization, Women's Migration, and 
the Long-Term-Care Workforce. The Gerontologist, 48, 16-24.

BUBECK, D. (2004) Care, Gender, and Justice, Oxford, Clarendon Press.

2 0 0



References

BURKE-KENNEDY, E. (2010) Concern raised over home care sector. The Irish 
Times. Dublin.

BYRNE, G., BRADY, A.-M., HORAN, P., MACGREGOR, C. & BEGLEY, C. (2007) 
Assessment of dependency levels of older people in the community and 
measurement of nursing workload. Journal of Advanced Nursing, 60, 39-49.

CANTOR, M. H. (1979) Neighbors and friends: an overlooked resource in the 
informal support system. Research on Aging, 1, 434-463.

CENTRAL STATISTICS OFFICE (2004a) Census 2002 Volume 10-Disability and 
Carers. Dublin Central Statistics Office.

CENTRAL STATISTICS OFFICE (2004b) Census 2002 Volume 10 Disability and 
Carers. Dublin, Central Statistics Office.

CENTRAL STATISTICS OFFICE (2006a) Census 2006, Principal Demographic 
Results. Dublin, Stationery Office.

CENTRAL STATISTICS OFFICE (2006b) Census 2006, Volume 2: Ages and 
Marital Status. Interactive Table No. 08. Males and Females at or over each 
year of age classified by marital status,2006. Dublin, CSO.

CENTRAL STATISTICS OFFICE (2006c) Census 2006, Volume 3 Household 
composition, family units and fertility. Interactive Table No. 15. Persons, 
males and females aged 70 years and over in each province, county and 
city , distinguising the number and percentage living alone in private 
households, 2006. Dublin, CSO.

CENTRAL STATISTICS OFFICE (2006d) Census 2006, Volume 3: Household 
composition, family units and fertility. Interactive Table No. 14. Persons, 
males and females aged 65 years and over in each province, county and 
city , distinguising the number and percentage living alone in private 
households, 2006. Dublin, CSO.

CENTRAL STATISTICS OFFICE (2006e) Census 2006, Volume 10: Education 
and Qualifications, Interactive table No 01. Persons, males and females 
aged 15 years and over in each age group, classified by highest level of 
education completed. Dublin, CSO,

CENTRAL STATISTICS OFFICE (2006f) Census of Population 2006. Dublin, 
Central Statistics Office.

CENTRAL STATISTICS OFFICE (2007a) Ageing in Ireland. Dublin, Stationery 
Office.

CENTRAL STATISTICS OFFICE (2007b) Census 2006 Volume 11- Disability, 
Carers and Voluntary Activities. Dublin, Central Statistics Office.

CENTRAL STATISTICS OFFICE (2008a) Health Status and Health Service 
Utilisation Quarterly National Household Survey Quarter 3 2007. Dublin, 
Central Statistics Office.

CENTRAL STATISTICS OFFICE (2008b) National Disability Survey 2006-First 
Results. Dublin, Stationery Office.

CENTRAL STATISTICS OFFICE (2008c) Population and Labour Force 
Projections 2011-2041. Dublin, Stationery Office.

CENTRAL STATISTICS OFFICE (2009) Women and Men in Ireland 2009. Dublin, 
Stationery Office.

CENTRAL STATISTICS OFFICE (2010a) Quarterly National Household Survey, 
Carers, Quarter 3, 2009. Dublin, CSO.

CENTRAL STATISTICS OFFICE (2010b) Women and men in Ireland. Dublin, 
Stationery Office.

CENTRAL STATISTICS OFFICE (2011a) Census of Population 2011: Preliminary 
results. Dublin, Central Statistics Office.

201



References

CENTRAL STATISTICS OFFICE (2011b) Population and migration estimates, 
April 2011. Dublin, Central Statistics Office.

CENTRAL STATISTICS OFFICE (2011c) Quarterly National Household Survey, 
01 2011. Dublin, Central Statistics Office.

CHALOFF, J. (2008) Mismatches in the formal sector, expansion of the informal 
sector: Immigration of helath professionals to Italy. Health Working Paper 
No. 34. OECD.

CHAPPELL, N. & BLANDFORD, A. (1991) Informal Care and Formal Care: 
Exploring the Complementarity. Ageing and Society, 11, 299-317.

CHAPPELL, N. L. (1991) Living arrangements and sources of caregiving. Journal 
of Gerontology, 46, S1-8.

CHEN, C., HONG, M. & HSU, Y. (2007) Administrator self-ratings of organization 
capacity and performance of healthy community development projects in 
Taiwan. Public Health Nursing, 24, 343-354.

CHIOU, C. & HWANG, Y. (2005) Perspectives in evaluating quality of home care. 
Journal of Nursing, 52, 11-16.

CHOU, C. Y. (2010) Home care service use by family caregivers in Taiwan and 
their perceived nursing care needs. University of Minnesota.

COMAS-HERRERA, A., WITTENBERG, R. & PICKARD, L. (2010) The Long Road 
to Universalism? Recent Developments in the Financing of Long-term Care 
in England. Social Policy & Administration, 44, 375-391.

CONDELIUS, A. (2009) Utilization of medical healthcare among older people. 
Department of Health Sciences, Faculty of Medicine, Lund University, 
Sweden. Lund, Lund University.

CONNELL, P. & PRINGLE, D. (2004) Population Ageing in Ireland: Projections 
2002-2021. Report No.81. Dublin, National Council on Ageing and Older 
People.

CONVERY, J. (2001) Ireland. IN BLACKMAN, T., BRODHURST, S. & CONVERY, 
J. (Eds.) Social Care and Social Exclusion: A Comparative Study of Older 
People's Care in Europe. Basingstoke and New York, Palgrave.

COX, C. (2005) Community Care for an Aging Society, Issues, Policies and 
Sen/ices, New York, Springer Publishing Company.

CUTLER, D. M. (2001) The reduction in disability among the elderly. Proceedings 
of the National Academy of Sciences 98, 6546-6547.

DAATLAND, S. O. & LOWENSTEIN, A. (2005) Intergenerational solidarity and the 
family-welfare state balance. European Journal of Ageing, 2, 174-182.

DAIL EIREANN (1980) Written Answers Volume 318 March 1980. Dublin, Dail 
Eireann.

DAVIN, B„ PARAPONARIS, A. & VERGER, P. (2005) Demographic and 
socioeconomic factors associated with needs for home assistance among 
community -dwelling elderly: A study from the French Home Survey 
Handicaps-Disabilities-Dependence. Revue Epidemiologie De Sante 
Publique, 53, 509-524.

DELANEY, L., HARMON, C„ KELLEHER, C., KENNEDY, J., GANNON, B. & O’ 
SHEA, E. (2009) SHARE Wave 1 Results. UCD Geary Institute and Irish 
Centre for Social Gerontology NUIG.

DEPARTMENT OF HEALTH 0986) Health the Wider Dimensions-Consultative 
Statement on Health Policy. Dublin, Government Publications.

DEPARTMENT OF HEALTH (1994) Shaping a Healthier Future: A Strategy for 
Effective Healthcare in the 1990s. Dublin, Stationery Office.

DEPARTMENT OF HEALTH AND CHILDREN (2001) Quality and Fairness: A 
Health System for You. Dublin, The Stationery Office.

202



References

DEPARTMENT OF HEALTH AND CHILDREN (2007) Health in Ireland: Key 
Trends 2007. Dublin, Department of Health and Children.

DEPARTMENT OF HEALTH AND CHILDREN (2008) Annual Output Statement
2008 for Health Group Votes. Dublin, Department of Health and Children. 

DEPARTMENT OF HEALTH AND CHILDREN (2009a) Annual Output Statement
2009 for Health Group Votes. Dublin, Department of Health and Children. 

DEPARTMENT OF HEALTH AND CHILDREN (2009b) Health in Ireland Key
Trends 2009. Dublin, Department of Health and Children.

DEPARTMENT OF HEALTH AND CHILDREN (2009c) Long Stay Activity 
Statistics 2008. Dublin, Department of Health and Children.

DEPARTMENT OF HEALTH AND CHILDREN (2010a) Annual Output Statement
2010 for Health Group Votes. Dublin, Department of Health and Children. 

DEPARTMENT OF HEALTH AND CHILDREN (2010b) Report of the Expert Group
on Resource Allocation and Financing in the Health Care Sector. Dublin, 
Government Publications.

DEPARTMENT OF SOCIAL AND FAMILY AFFAIRS (2009) Government not 
preceeding with publication of a National Carer's Strategy. Press Release. 
Dublin, Department of Social and Family Affairs.

DEPARTMENT OF SOCIAL PROTECTION (2010) Statistical Information on 
Social Welfare Services 2009. Dublin, Department of Social Protection. 

DEPARTMENT OF SOCIAL PROTECTION (2011) Almost 70,000 carers to 
receive Respite Care Grant this year-€658 million will be spent on schemes 
to support carers in 2011. Press Release. Dublin, Department of Social 
Protection.

DEPARTMENT OF THE TAOISEACH (2006) Towards 2016 Ten-Year Framework 
Social Partnership Agreement 2006-2015. Dublin, Department of the 
Taoiseach.

DILNOT, A., WARNER, N. & WILLIAMS, J. (2011) Fairer Care Funding: The 
Report of the Commission on Funding of Care and Support. London. 

DONABEDIAN, A. (1966) Evaluating the quality of medical care. Milbank 
Quarterly, 44, 166-203.

DORAN, T „ DREVER, F. & WHITEHEAD, M. (2003) Health of young and elderly 
informal carers: analysis of UK Census data. British Medical Journal, 327, 
1388.

EDEBALK, P. G. (2010) Chapter 5: Ways of Funding and Organising Elderly Care 
in Sweden. IN BENGTSSON, T. (Ed.) Population Ageing-A Threat to the 
Swedish Welfare State? The Case of Sweden. Heidelberg, Max-Planck 
Institute.

ESPING-ANDERSON, G. (1990) The Three Worlds of Welfare Capitalism, 
Cambridge, Polity Press.

EUROSTAT (2010) Old age dependency ratio tables 
http://epp.eurostat.ec.europa.eu/tqm/table.do?tab=table&init=1&lanquaqe= 
en&pluqin=1 &pcode=tsdde510 
Accessed 1/8/2010.

EUROSTAT (2011) Demography Report 2010: Older, more numerous and diverse 
Europeans. Luxembourg, Publication Office of the European Union.

F/^HEY, T. & FITZGERALD, J. (1997) Chapter 6: Population Ageing-The Elderly. 
Welfare Implications of Demographic Trends. Dublin, Combat Poberty 
Agency.

FEINSTEIN, A. R. (1986) Scientific and Clinical Problems in Indexes of Functional 
Disability. Annals of Internal Medicine, 105, 413-420.

FINE GAEL & LABOUR (2011) Programme for government.

203



References

FINUCANE, P., TIEMAN, J. & MOANE, G. (1994) Support Services for Carers of 
Elderly People Living at Home. Dublin, National Council for the Elderly.

FISHER DRAKE, B„ LADITKA, J. & LADITKA, S. (2004) Differences in use of 
home and community based services associated with gender, race and 
ethnicity. The Gerontologist, 44, 294.

FOLEY, R. (2008) Geographies of informal care in Ireland. Irish Geography, 41, 
261-278.

FOLSTEIN, M. F„ FOLSTEIN, S. E. & MCHUGH, P. R. (1975) "Mini-mental state": 
a practical method for grading the cognitive state of patients for the 
clinician. Journal o f Psychiatric Research, 12, 189-198.

FORBES, D. A. & JANZEN, B. L. (2004) Comparison of rural and urban users and 
non-users of home care in Canada. Canadian Journal o f Rural Medicine, 9, 
227-235.

FRANSSON, U„ HALLBERG, D. & LAGERGREN, M. (2010) The Demand for Old 
Age Care, Chapter 11. IN KLEVMARKEN, A. & LINDGREN, B. (Eds.) 
Simulating an Ageing Population: A Microsimulation Approach Applied to 
Sweden. Bingley, Emerald Group Publishing Limited.

FREEDMAN, V., MARTIN, L. & SCHOENI, R. (2002) Recent Trends in Disability 
and Functioning Among Older Adults in the United States: A Systematic 
Review. Journal o f the American Medical Association, 288, 3137-3146.

FRIES, J. F. (1983) The Compression of Morbidity. The Milbank Memorial Fund 
Quarterly, 61, 397-419.

FUJISAWA, R. & COLOMBO, F. (2009) The Long-Term Care Workforce: 
Overview and Strategies to Adapt Supply to a Growing Demand. OECD 
Health Working Papers, No.44. OECD Publishing.

GARAVAN, R., WINDER, R. & MCGEE, H. (2001) Health and Social Services for 
Older People (HeSSOP) Consulting older people on health and social 
services: A survey of service use, experiences and needs. Dublin, National 
Council on Ageing and Older People.

GEERLINGS, S., POT, A. M., TWISK, J. W. R. & DEEG, D. J. H. (2005) Predicting 
transitions in the use of informal and professional care by older adults. 
Ageing and Society, 25, 111-130.

GELLERT, P., ZIEGELMANN, J., WARNER, L. & SCHWARZER, R. (2011) 
Physical activity intervention in older adults: does a participating partner 
make a difference? European Journal o f Ageing, 1-9.

GIBSON, M. J. (2006) International perspectives on long-term care. American 
Association of Retired Persons Policy Institute.

GILL, T. & KURLAND, B. (2003) The Burden and Patterns of Disability in Activities 
of Daily Living Among Community-living Older Persons. The Journals o f 
Gerontology, 58A, 70-75.

GILL, T. M., HARDY, S. E. & WILLIAMS, C. S. (2002) Underestimation of 
Disability in Community-Living Older Persons. Journal o f the American 
Geriatrics Society, 50, 1492-1497.

GILLSJO, C. & SCHWARTZ-BARCOTT, D. (2010) A concept analysis of home 
and its meaning in the lives of three older adults. International Journal o f 
Older People Nursing, 6, 4-12.

GLENDINNING, C. (2002) European policies on home care services compared. IN 
BYTHEWAY, B., BACIGALUPO, V., BORNAT, J., JOHNSON, J. & SPURR, 
S. (Eds.) Understanding care, welfare and community. London, Ruthledge.

GOVERNMENT OF IRELAND (1970) Health Act 1970. 1 of 1970. Dublin, Office of 
the Attorney General.

204



References

GOVERNMENT OF IRELAND (2006a) Health Statistics 2005. Dublin, Stationery 
Office.

GOVERNMENT OF IRELAND (2006b) National Development Plan 2007-2013: 
Transforming Ireland A Better Quality of Life for All. Dublin, Government of 
Ireland.

GOVERNMENT OF IRELAND (2009) Health Act 2009 (Care and Welfare of 
Residents in Designated Centres for Older People) Regulations 2009.

GRABBE, L., DEMI, A. S., WHITTINGTON, F„ JONES, J. M„ BRANCH, L. G. & 
LAMBERT, R. (1995) Functional Status and the Use of Formal Home Care 
in the Year before Death. Journal of Aging and Health, 7, 339-364.

GREENLAND, S. (1989) Modeling and Variable Selection in Epidemiologic 
Analysis. American Journal of Public Health, 79, 340-349.

GRUNDY, E. (2001) Ageing and Vulnerable Elderly People in Europe. Ageing, 
Intergenerational Solidarity and Age-Specific Vulnerability. 20-21 April, 
Solicited Papers and Country Reports, Volume 1 . Rome.

GRUNFELD, E., GLOSSOP, R., MCDOWELL, I. & DANBROOK, C. (1997) Caring 
for elderly people at home: the consequences to caregivers. CMAJ, 157, 
1101-1105.

GUBERMAN, N., NICHOLAS, E„ NOLAN, M„ REMBICKI, D., LUNDH, U. & 
KEEFE, J. (2003) Impacts on practitioners of using research-based carer 
assessment tools: experiences from the UK, Canada and Sweden, with 
insights from Australia. Health & Social Care in the Community, 11, 345- 
355.

HASLETT, D„ RUDDLE, H. & HENNESSY, G. (1998) The Future Organization of 
the Home Help Service in Ireland. Dublin, National Council of Aging and 
Older People.

HEALTH INFORMATION AND QUALITY AUTHORITY (2009) National Quality 
Standards for Residential Care Settings for Older People in Ireland. Dublin, 
Health Information and Quality Authority.

HEALTH SERVICE EXECUTIVE (2007a) Insight 07: Health and Social Services in 
Ireland-A Survey of Consumer Satisfaction. Dublin, Health Service 
Executive.

HEALTH SERVICE EXECUTIVE (2007b) National Service Plan 2008. Dublin, 
Health Service Executive.

HEALTH SERVICE EXECUTIVE (2008a) Response to Parliamentary Question 
22533/08 & 22549/08 from James Reilly on Home Help Hours. Dublin, 
Health Service Executive.

HEALTH SERVICE EXECUTIVE (2008b) Response to Parliamentary Question 
34556/08 from Finian McGrath on Home Support Workers. Dublin, Health 
Service Executive.

HEALTH SERVICE EXECUTIVE (2008c) Response to Parliamentary Question 
40646/08 from Deputy Joan Burton. Dublin, Health Service Executive.

HEALTH SERVICE EXECUTIVE (2009) Health Service Executive Response to 
Report on Home Care Services.
http://www. hse. ie/enci/sen/ices/newscentre/2010archive/feb2010/homecare. 
html.

HEALTH SERVICE EXECUTIVE (2010a) National Guidelines and Procedures for 
Standardised Implementation of the Home Care Package Scheme. Dublin, 
Health Service Executive.

HEALTH SERVICE EXECUTIVE (2010b) Open Your Eyes, HSE Elder Abuse 
Services 2009. Dublin, Health Service Executive.

205



References

HEALTH SERVICE EXECUTIVE (2010c) Performance Report December 2009. 
Dublin, Health Service Executive.

HEALTH SERVICE EXECUTIVE (2011) Personal communication: Age breakdown 
for home help and home care package 2009 and 2010. IN MURPHY, C. 
(Ed.).

HENDERSON, E. J. & CAPLAN, G. A. (2008) Home sweet home? Community 
care for older people in Australia. Journal of Americal Medical Directors 
Association, 9, 88-94.

HIGGINS, J. (1989) Defining community care: realities and myths. Social Policy 
and Administration, 23, 3-16.

HOFFMANN, F. & RODRIGUES, R. (2010) Informal Carers: Who Takes Care of 
Them? Policy Briefs. Vienna, European Centre for Social Welfare Policy 
and Research.

HOWSE, K. (2006) Increasing life expectancy and the compression of morbidity: A 
critical review of the debate. Working paper No. 6. Oxford, Oxford Institute of 
Ageing.

HUBER, M., RODRIGUES, R., HOFFMANN, F., GASIOR, K. & MARIN, B. (2009) 
Facts and Figures on Long-Term Care, Europe and North America. Vienna, 
European Centre for Social Welfare Policy and Research.

HUPPERT, F. A., GARDNER, E., MCWILLIAMS, B., (2006) Cognitive Function. IN 
BANKS, J., BREEZE, E., LESSOF, C., NAZAROO, J., (Ed.) Retirement, 
health and relationships of the older population in England: The 2004 
English Longitudinal Study of Ageing (Wave 2). London, The Institute for 
Fiscal Studies.

INTER-DEPARTMENTAL COMMITTEE (1968) The Care of the Aged. Dublin, 
Stationery Office.

INTERNATIONAL MONETARY FUND (2010) World Economic Outlook Database. 
IMF.

JACKSON, R., HOWE, N. & NAKASHIMA, K. (2010) The global aging 
preparedness index. Washington, Center for Strategic International Studies.

JACOBZONE, S. (1999) Ageing and Care for Frail Elderly Persons: An Overview 
of International Perspectives. Paris, OECD Labour Market and Social 
Policy-Occasional Paper No:38.

JOHANSSON. L., SUNDSTROM, G. & HASSING, L. B. (2003) State provision 
down, offspring's up: The reverse substitution of old-age care in Sweden. 
Ageing and Society, 23, 269.

KANE, R. A. (1995) Expanding the Home Care Concept: Blurring Distinctions 
among Home Care, Institutional Care and Other Long-Term Care Services. 
Milbank Quarterly, 73, 161-186.

KASS, G. V. (1980) An Exploratory Technique for Investigating Large Quantities of 
Categorical Data. Journal of the Royal Statistical Society. Series C (Applied 
Statistics), 29, 119-127.

KATZ, S., FORD, A. B., MOSKOWITZ, R. W „ JACKSON, B. A. & JAFFE, M. W. 
(1963) Studies of Illness in the Aged: The Index of ADL: A Standarized 
Measure of Biological and Psychosocial Function. Journal of the American 
Medical Association, 185, 914-919.

KATZ, S. J., KABETO, M. & LANGA, K. M. (2000) Gender Disparities in the 
Receipt of Home Care for Elderly People With Disability in the United 
States. JAMA, 284, 3022-3027.

KEEFE, J., GUBERMAN, N., FANCEY, P., BARYLAK, L. & NAHMIASH, D. (2008) 
Caregivers' Aspirations, Realities, and Expectations: The CARE Tool. 
Journal of Applied Gerontology, 27, 286-308.

206



References

KEMPEN, G. I. J. M. & SUURMEIJER, T. P. B. M. (1991) Factors influencing 
professional home care utilization among the elderly. Social Science & 
Medicine, 32, 77-81.

KEMPER. P., WEAVER, F„ FARLEY SHORT, P., SHEA, D„ KANG, H„ 
(2008) Meeting the Need for Personal Care among the Elderly; Does 
Medicaid Home Care Spending Matter? Health Services Research, 43, 
344-362.

KING, G. & FARMER, J. (2009) What older people want: evidence from a study of 
remote Scottish communities. Remote Rural Health, 9, 1166-1174.

KLEVMARKEN, N. A., SWENSSON, B. & HESSELIUS, P. (2005) Chapter 5 The 
SHARE Sampling Procedures and Calibrated Design Weights. IN 
BORSCH-SUPAN, A. & JURGES, H. (Eds.) The Survey of Health Aging 
and Retirement in Europe-Methodology. Mannheim, Mannheim Research 
Institute for the Economics of Aging.

KOHLI, M. (1999) Private and public transfers betv\/een generations: linking the 
family and the state. European Societies, 1.

KRISTENSSON, J., HALLBERG, I. R. & JAKOBSSON, U. (2007) Healthcare 
consumption in men and women aged 65 and above in the two years 
preceding decision about long-term municipal care. Health & Social Care in 
the Community, 15, 474-485.

KUNEMUND, H. & REIN, M. (1999) There is more to receiving than needing: 
theoretical arguments and empirical explorations of crowding in and 
crowding out. Ageing & Society, 19, 93-121.

LAKDAWALLA, D. & PHILIPSON, T. (2002) The Rise in Old-Age Longevity and 
the Market for Long-Term Care. The American Economic Review, 92, 296- 
306.

LANGA, K., CHERNEW, M., KABETO, M. & KATZ, S. (2001) The Explosion in 
Paid Home Health Care in the 1990s. Who Received the Additional 
Services? Medical Care, 39, 147-157.

LARSSON, K. (2006) Care needs and home-help services for older people in 
Sweden: does improved functioning account for the reduction in public 
care? Ageing and Society, 26, 413.

LARSSON, K. & THORSLUND, M. (2002) Does Gender Matter?: Differences in 
Patterns of Informal Support and Formal Services in a Swedish Urban 
Elderly Population. Research on Aging, 24, 308-336.

LARSSON, K., THORSLUND, M. & KAREHOLT, I. (2006) Are public care and 
services for older people targeted according to need? Applying the 
behavioural model on longitudinal data of a Swedish urban older population 
European Journal of Ageing, 1, 22-33.

LAWTON, M. P. & BRODY, E. M. (1969) Assessment of Older People: Self- 
Maintaining and Instrumental Activities of Daily Living. Gerontologist, 9, 
179-186.

LI, Y. & JENSEN, G. A. (2011) The impact of private long-term care insurance on 
the use of long-term care. Inquiry, 48, 34-50.

LITWAK, E. (1985) Helping the Elderly: The Complementary Roles of Informal 
Networks and Formal Systems, New York, Guilford Press.

LITWIN, H. (2004) Social networks, ethnicity and public home-care utilization. 
Ageing & Society, 24, 921-939.

LITWIN, H. & ATTIAS-DONFUT, C. (2009) The inter-relationship between formal 
and informal care: a study in France and Israel. Ageing and Society, 29, 71.

LLOYD-SHERLOCK, P., MCKEE, M., EBRAHIM, S., GORMAN, M., 
GREENGROSS, S., GUTMAN, G„ KIRKWOOD, T„ O’NEILL, D.,

207



References

FERRUCCI, L„ KRITCHEVSKY, S. & VELLAS, B. (2012) Polulation ageing 
and health. Lancet, 379, 1295-1296.

LOGAN, J. R. & SPITZ, G. (1994) Infornnal Support and the Use of Formal 
Services by Older Americans. Journal of Gerontology: Social Sciences, 49, 
S25-S34.

LUNDSTROM, F. & MCKEOWN, K. (1994) Home Help Services for Elderly People 
in Ireland. Dublin, National Council for the Elderly, Report No.36.

LYNCH, K. (2011) Dail Eireann Debate, Vol 733, No 2. Written answers: Nursing 
Home Support Scheme. Dublin, Dail Eireann.

LYONETTE, C. & YARDLEY, L. (2006) Predicting mental health outcomes in 
female v\/orking carers; a longitudinal analysis. Aging & Mental Health, 10, 
368-377.

LYONS, K. S., ZARIT, S. H. & TOWNSEND, A. L. (2000) Families and formal 
service usage: stability and change in patterns of interface. Aging & Mental 
Health, 4, 234-243.

MAC AULEY, D. (2007) Caring for the oldest old. British Medical Journal, 334, 
546-547.

MANTON, K. G., GU, X. & LAMB, V. L. (2006) Change in chronic disability from 
1982 to 2004/2005 as measured by long-term changes in function and 
health in the U.S. elderly population. Proceedings of the National Academy 
of Sciences of the United States of America, 103.

MANTON, K. G., GU, X., (2001) Changes in the prevalence of chronic disability in 
the United States black and nonblack population above age 65 from 1982- 
1999. Proceedings of the National Academy of Sciences of the United 
States of America.

MARIN, B., LEICHSENRING, K„ RODRIFUES, R. & HUBER, M. (2009) Who 
Cares? Care coordination and cooperation to enhance quality in elderly 
care in the European Union. Conference on Healthy and Dignihed Ageing. 
Stockholm 15-16 September European Centre for Social Welfare Policy 
and Research.

MARTIN, G. P., HEWITT, G. J., FAULKNER, T. A. & PARKER, H. (2007) The 
organisation, form and function of intermediate care services and systems 
in England: results from a national survey. Health & Social Care in the 
Community, 15, 146-154.

MARTIN, R., WILLIAMS, C. & O'NEILL, D. (2009 ) Retrospective analysis of 
attitudes to ageing in the Economist: apocalyptic demography for opinion 
formers. British Medical Journal, 339:64914.

MCCANN, M., DONNELLY, M. & O'REILLY, D. (2011) Living arrangements, 
relationship to people in the household and admission to care homes for 
older people. Age & Ageing, 40, 358-363.

MCGEE, H„ O'HANLON, A., BARKER, M„ HICKEY, A., GARAVAN, R., 
CONROY, R., LAYTE, R„ SHELLEY, E„ HORGAN, F., CRAW (2005) One 
Island-Two Systems, A comparison of health status and health and social 
service use by community-dwelling older people in the Republic of Ireland 
and Northern Ireland. Dublin, The Institute of Public Health in Ireland.

MCGEE, H. M., MOLLOY, G., O’HANLON, A., LAYTE, R. & HICKEY, A. (2008) 
Older people - recipients but also providers of informal care: an analysis 
among community samples in the Republic of Ireland and Northern Ireland. 
Health & Social Care in the Community, 16, 548-553.

MEINOW, B., KAREHOLT, I. & LAGERGREN, M. (2005) According to need? 
Predicting the amount of municipal home help allocated to elderly recipients

2 0 8



References

in an urban area of Sweden. Health & Social Care in the Community, 13, 
366-377.

MERCER LTD. (2002) Study to Examine the Future Financing of Long-Term Care 
in Ireland. Dublin, Government of Ireland.

MIEDEMA, B. & DE JONG, J. (2005) Support for very old people in Sweden and 
Canada: the pitfalls of cross-cultural studies; same words, different 
concepts? Health & Social Care in the Community, 13, 231-238.

MURPHY, C. (2010) Personal email communication with the Department of Social 
Protection, date 15/9/10.

MURPHY, C. (2011) Personal email communication with the Department of Social 
Protection, date 21/7/11.

MYERS, J. K. & WEISSMAN, M. M. (1980) Use of a self-report symptom scale to 
detect depression in a community sample. American Journal of Psychiatry, 
137, 1081-1084.

NAGI, S. Z. (1976) An Epidemiology of Disability among Adults in the United 
States. The Milbank Memorial Fund Quarterly, 54, 439-467.

NATIONAL COUNCIL ON AGEING AND OLDER PEOPLE AND THE NATIONAL 
DISABILITY AUTHORITY (2006) Ageing and Disability: A Discussion 
Paper. Dublin, National Council on Ageing and Older People and the 
National Disability Authority.

NATIONAL ECONOMIC AND SOCIAL FORUM (2005) Care For Older People. 
Dublin, National Economic and Social Forum.

NORUSiS, M. J. (2008) SPSS 16.0 Guide to Data Analysis, Chicago, Prentice 
Hall.

O'BRIEN, F. (2009) Family Carers Health Survey. Dublin, The Carers Association.
O'DWYER, C., TIMONEN, V., (2008) The Role and Future Development of the 

Meals-on-Wheels Service for Older People in Ireland. Dublin, National 
Council on Ageing and Older People.

O'HANLON, A., MCGEE, H., BARKER, M., GARAVAN, R., HICKEY, A., 
CONROY, R. & O'NEILL, D. (2005) Health and Social Services for Older 
People II (HeSSOP II) Changing Profiles from 2000-2004. Dublin, National 
Council on Ageing and Older People.

O'NEILL, D. & O'KEEFFE, S. (2003) Health Care for Older People in Ireland. 
Journal of the American Geriatrics Society, 51, 1280-1286.

O'SHEA, E. (2003) Review of the Nursing Home Subvention Scheme. Dublin, The 
Stationery Office.

O'SULLIVAN, L. (2008) Health and Well-being of Family Carers in Ireland: Results 
of a survey of recipients of the Carer's Allowance. Research Working Paper 
2008/11. Dublin, Care Alliance Ireland.

OECD (2005) Long-Term Care for Older People. Paris, OECD.
OECD (2007) Trends in Severe Disability Among Elderly People: Assessing the 

Evidence in 12 OECD Countries and the Future Implications, Health 
Working Paper 26. Paris, OECD.

PA CONSULTING GROUP (2009) Evaluation of Home Care Packages. Dublin, 
Department of Health and Children.

PA CONSULTING GROUP (2010) Analysis of Irish Home Care Market. Dublin, 
Irish Private Home Care Association.

PATSIOS, D. & DAVEY, A. (2005) Formal and Informal Community Care for Older 
Adults. IN JOHNSON, M., BENGTSON, V., COLEMAN, P. & KIRKWOOD, 
T. (Eds.) The Cambridge handbook of age and ageing. Cambridge, 
Cambridge University Press.

209



References

PAVOLINI, E. & RANCI, C. (2008) Restructuring the welfare state: reforms in long
term care in Western European countries. Journal of European Social 
Policy, 18, 246-259.

PHILLIPS, K. A., MORRISON, K. R., ANDERSEN, R. & ADAY, L. A. (1998) 
Understanding the context of health care utilization: Assessing
environmental and provider related variables in the behavioral model of 
utilization. Health Sen/ices Research, 33, 571-596.

PICKARD, L , COMAS-HERRERA, A., COSTA-FONT, J., GORI, C., Dl MAIO, A., 
PATXOT, C„ POZZI, A., ROTHGANG, H. & WITTENBERG, R. (2007) 
Modelling an entitlement to long-term care services for older people In 
Europe: projections for long-term care expenditure to 2050. Journal of 
European Social Policy, 17, 33-48.

PIERCE, M. (2006) Older People and Social Care. IN FANNING, B. & RUSH, M. 
(Eds.) Care and Social Change in the Irish Welfare Economy. Dublin, 
University College Dublin Press.

POMMER, E., WOITTIEZ, I. & STEVENS, J. (2007) Comparing Care: The Care of 
the Elderly in Ten EU-Countries. The Hague, The Netherlands Institute for 
Social Research.

POT, A. M„ DEEG, D. J. H., TWISK, J. W. R.. BEEKMAN, A. T. F. & ZARIT, S. H. 
(2005) The Longitudinal Relationship Between the Use of Long-Term Care 
and Depressive Symptoms in Older Adults. The Gerontologist, 45, 359-369.

PRINCE, M. J., REISCHIES, F., BEEKMAN, A. T „ FUHRER, R., JONKER, C., 
KIVEU\, S. L., LAWLOR, B. A., LOBO, A., MAGNUSSON, H„ FICHTER, 
M., VAN OYEN, H., ROELANDS, M., SKOOG, I., TURRINA, C. & 
COPELAND, J. R. (1999) Development of the EURO-D scale~a European, 
Union initiative to compare symptoms of depression in 14 European 
centres. The British Journal of Psychiatry, 174, 330-338.

RABIEE, P. & GLENDINNING, C. (2011) Organisation and delivery of home care 
re-ablement: what makes a difference? Health & Social Care in the 
Community, 19,495-503.

RADLOFF, L. S. (1977) The CES-D Scale: A Self-Report Depression Scale for 
Research in the General Population Applied Psychological Measurement, 
1, 385-401.

RATNER, B. (2003) Chapter 5 CHAID for Interpreting a Logistic Regression 
Model. Statistical Modeling and Analysis for Database Marketing. Boca 
Raton, Chapman and Hall/CRC.

RAUCH, D. (2007) Is There Really a Scandinavian Social Service Model?: A 
comparison of Childcare and Elderlycare in Six European Countries. Acta 
Sociologica, 50, 249-269.

REILLY, J. (2011) Fair deal scheme: Statements to the Dail.
ROBINE, J.-M., MICHEL, J.-P. & HERRMANN, F. R. (2007) Who will care for the 

oldest people in our ageing society? British Medical Journal, 334, 570-571.
ROBINSON, B. (1983) Validation of a Caregiver Strain Index. Journal of 

Gerontology, 38, 344-348.
RODRIGUES, R. & SCHMIDT, A. (2010) Paying for Long-term Care-Policy Brief. 

Vienna, European Centre for Social Welfare Policy and Research.
ROTHGANG, H. (2010) Social Insurance for Long-term Care: An Evaluation of the 

German Model. Social Policy & Administration, 44, 436-460.
ROTHGANG, H. & COMAS-HERRERA, A. (2003) Chapter 14: Dependency Rates 

and Health Expectancy. IN COMAS-HERRERA, A. & WITTENBERG, R. 
(Eds.) European study of long-term care expenditure. London, London 
School of Economics.

2 1 0



References

RUSSELL, H„ MCGINNITY, F„ CALLAN, T. & KEANE, C. (2009) A woman’s 
place: Female participation In the Irish labour market. Equality Research 
Series. Dublin, Equality Authority.

SALIBA, D„ ELLIOTT, M., RUBENSTEIN, L. Z., SOLOMON, D. H„ YOUNG, R. 
T., KAMBERG, C. J., CAROL ROTH, R. N., MACLEAN, C. H., SHEKELLE, 
P. G „ SLOSS, E. M. & WENGER, N. S. (2001) The Vulnerable Elders 
Survey: A Tool for Identifying Vulnerable Older People in the Community. 
Journal of the American Geriatrics Society, 49, 1691-1699.

SAWA, G. (2011) Chapter 11 Methodology. IN BARRETT. A., SAWA, G., 
TIMONEN.V. & KENNY, R. A. (Eds.) Fifty Plus in Ireland 2011: First results 
from The Irish Longitudinal Study on Ageing. Dublin, The Irish Longitudinal 
Study on Ageing.

SCHUT, F. T. & VAN DEN BERG, B. (2010) Sustainability of Comprehensive 
Universal Long-term Care Insurance in the Netherlands. Social Policy & 
Administration, 44, 411-435.

SIMONAZZI, A. (2009) Care regimes and national employment models. 
Cambridge Journal of Economics, 33, 211-232.

SOCIALSTYRELSEN (2009) Care of older people in Sweden 2008. Stockholm, 
National Board of Health and Welfare.

S0RBYE, L. W., GARMS-HOMOLOVA, V., HENRARD, J.-C., JONSSON, P. V., 
FIALOVA, D., TOPINKOVA, E. & GAMBASSI, G. (2009) Shaping home 
care in Europe: The contribution of the Aged in Home Care project. 
Maturitas, 62, 235-242.

STADNYK, R. L„ DUXBURY, L., HIGGINS, C. & SMART, R. (2011) Elder care 
and the impact of caregiver strain on the health of employed caregivers. 
Work, 40, 29-40.

STAINES, A. (2010) Towards the development of a resource allocation model for 
primary, continuing and community care in the health services, Dublin, 
Dublin City University.

STEVENS, M., GLENDINNING, C., JACOBS, S., MORAN, N., CHALLIS, D., 
MANTHORPE, J., FERNANCEZ, J., JONES, K., KNAPP, M., NETTEN, A. 
& WILBERFORCE, M. (2011) Assessing the Role of Increasing Choice in 
English Social Care Services. Journal o f Social Policy, 40, 257-274.

STODDART, H., WHITLEY, E., HARVEY, I. & SHARP, D. (2002) What determines 
the use of home care services by elderly people? Health & Social Care in 
the Community, 10, 348-360.

STONE, R. (2000) Long-Term Care for the Elderly with Disabilities: Current Policy, 
Emerging Trends, and Implications for the Twenty-First Century. Milbank 
Memorial Fund.

SUNDSTROM, G., HERLOFSON, K., DAATLAND, S., BOLL HANSEN, E., 
JOHANSSON, L , MALMBERG, B., GONZALES, M. & TORTOSA, M. 
(2011) Diversification of old-age care services for older people: Trade-offs 
between coverage diversification and targeting in European countries. 
Journal o f Care Sen/ices Management, 5, 35-42.

SUNDSTROM, G. & JOHANSSON, L. (2005) The changing balance of 
government and family in care for the elderly in Sweden and other 
European countries. Australasian Journal on Ageing, 24, S5-S11.

SUNDSTROM, G„ JOHANSSON, L. & HASSING, L. B. (2002) The Shifting 
Balance of Long-Term Care in Sweden. The Gerontologist, 42, 350-355.

SUNDSTROM G., HERLOFSON, K., DAATLAND, S., BOLL HANSEN, E„ 
JOHANSSON, L„ MALMBERG, B., GONZALES, M. & TORTOSA, M. 
(2011) Diversification of old-age care services for older people: Trade-offs

211



References

between coverage diversification and targeting in European countries. 
Journal of Care Services Management, 5, 35-42.

SUSSMAN, M. (1976) The family life of old people. IN BINSTOCK, R. & SHANAS, 
E. (Eds.) Handbook of Aging and the Social Sciences. New York, Van 
Nostrand Reinhold.

SZEBEHELY, M. (1998) Changing divisions of care-work: Caring for children and 
frail elderly people in Sweden. IN LEWIS, J. (Ed.) Gender, Social Care and 
Welfare State Restructuring in Europe. Aldershot, Ashgate Publishing Ltd.

SZEBEHELY, M. (2005) Care as employment and welfare provision: child care 
and elder care in Sweden at the dawn of the 21st century. IN DAHL, H. M., 
ERIKSEN, T.R. (Ed.) Dilemmas of Care in the Nordic Welfare State: 
Continuity and Change. Aldershot, Ashgate.

TENNSTEDT, S. L„ SULLIVAN, L. M„ MCKINLAY, J. B. & D'AGOSTINO, R. B. 
(1990) How Important is Functional Status as a Predictor of Service Use by 
Older People? Journal of Aging and Health, 2, 439-461.

THE IRISH LONGITUDINAL STUDY ON AGEING (2010) The Design of the Irish 
Longitudinal Study on Ageing. Dublin, Trinity College Dublin.

THOME, B., DYKES, A.N., HALLBERG, I.R., (2003) Home care with regard to 
definition, care recipients, content and outcome: systematic literature 
review. Journal of Clinical Nursing, 12, 860-872.

THORSLUND, M., NORSTROM, T. & WERNBERG, K. (1991) The Utilization of 
Home Help in Sweden: A Multivariate Analysis. The Gerontologist, 31, 116- 
119.

TIMONEN, V., CONVERY, J. & CAHILL, S. (2006a) Care revolutions in the 
making? A comparison of cash-for-care programmes in four European 
countries. Ageing & Society, 26, 455-474.

TIMONEN, V. & DOYLE, M. (2007) Worlds apart? Public, private and non-profit 
sector providers of domiciliary care for older persons in Ireland. Journal of 
Aging Studies, 21, 255-265.

TIMONEN, V. & DOYLE, M. (2008) From the workhouse to the home: evolution of 
care policy for older people in Ireland. The International Journal of 
Sociology and Social Policy, 28, 76.

TIMONEN, V., DOYLE, M. & PRENGERGAST, D. (2006b) No Place Like Home. 
Domiciliary Care Sen/ices for Older People in Ireland, Dublin, The Liffey 
Press.

TOSELAND, R. W., MCCALLION, P., GERBER, T. & BANKS, S. (2002) 
Predictors of health and human services use by persons with dementia and 
their family caregivers. Social Science & Medicine, 55, 1255-1266.

TRYDEGARD, G.-B. (2004) Welfare services for the Elderly in Sweden at the 
Beginning of the 21st Century-Still in Line with the Nordic Welfare State 
Model? Paper presented at conference "Social Policy as if People Matter". 
Adelphi University, New York.

TRYDEGARD, G.-B. & SZEBEHELY, M. (2008) Care services for older and 
disabled persons in Sweden. A comparison from the perspectives of care 
recipients, families and care workers. Conference Title: Transforming 
elderly care at local, national and transnational levels. Copenhagen June 
26-28.

TRYDEGARD, G.-B. & THORSLUND, M. (2001) Inequality in the welfare state? 
Local variation in care of the elderly-the case of Sweden. International 
Journal of Social Welfare, 10, 174-184.

2 1 2



References

TRYDEGARD, G.-B. & THORSLUND, M. (2010) One Uniform Welfare State or a 
Multitude of Welfare Municipalities? The Evolution of Local Variation in 
Swedish Elder Care. Social Policy & Administration, 44, 495-511.

UNGERSON, C. (2002) Care as a Commodity. IN BYTHEWAY, B„ 
BACIGALUPO, V., BORNAT, J., JOHNSON, J. & SPURR, S. (Eds.) 
Understanding Care, Welfare and Community. London, Routledge/The 
Open University.

UNGERSON, C. (2004) Whose empowerment and independence? A cross
national perspective on schemes. Ageing & Society, 24, 189-212.

UNGERSON, C. & YEANDLE, S. (2007) Chapter 9: Conclusion: Dilemmas, 
Coontradictions and Change. IN UNGERSON, C. & YEANDLE, S. (Eds.) 
Cash for Care in Developed Welfare States. Basingstoke, Palgrave 
Macmillan.

UNITED NATIONS (2002) Political Declaration and Madrid International Plan of 
Action on Ageing: Second World Assembly on Ageing 2002. New York, 
United Nations.

VAN HOUTVEN, C. H. & NORTON, E. C. (2004) Informal care and health care 
use of older adults. Journal of Health Economics, 23, 1159-1180.

VERBRUGGE, L. M., JETTE, A (1994) The disablement process. Social Science 
and Medicine, 38, 1-14.

VIITANEN, T. K. (2007) Informal and formal care in Europe. Discussion paper 
no.2648. Bonn, The Institute for the Study of Labor.

WALLACE, M., MURPHY, K„ COONEY, A. & O'SHEA, E. (2007) A profile of Irish 
and U.S. nursing homes: evidence for change. Applied Nursing Research, 
20, 158-160.

WANLESS, D„ FORDER, J., FERNANDEZ, J., POOLE, T., BEESLEY, L„ 
HENWOOD, M. & MOSCONE, F. (2006) Securing good Care for Older 
People: Taking a Long-Term View. London, Personal Social Services 
Research Unit, London School of Economics.

WHELAN, B. J. (1979) RANSAM: A national random sampling design for Ireland. 
The Economic and Social Review, 10.

WIENER, J. M., HANLEY, R. J., CLARK, R. & VAN NOSTRAND, J. F. (1990) 
Measuring the Activities of Daily Living: Comparisons Across National 
Surveys. Journal of Gerontology, 45, S229.

WILLIAMS, J., HUGHES, G. & BLACKWELL, S. (2004) Attitudes towards Funding 
of Long-term Care of the Elderly. Dublin, Economic and Social Research 
Institute.

WORKING PARTY ON SERVICES FOR THE ELDERLY (1988) The Years 
Ahead: A Policy for the Elderly. Dublin, Stationery Office.

WORLD HEALTH ORGANIZATION (2000) Home-Based Long-Term Care. WHO 
Technical Report Series. Geneva, World Health Organization.

WREN, M. A. (2009) Long-Term Health and Social Care. Chapter 6. IN LAYTE, R. 
(Ed.) Projecting the impact of demographic change on the demand for and 
delivery o f healthcare in Ireland. Dublin, Economic and Social Research 
Centre.

WREN, M. A. (2011) PhD Thesis. Ageing and the Balance of Care: An 
Investigation into the Relationship between and Determinants of Acute 
Hospital Bed and Long-Term Care Utilization. Trinity College Dublin.

YOUNG, J. C. & GARRO, L. Y. (1982) Variation in the choice of treatment in two 
Mexican communities. Social Science &amp; Medicine, 16, 1453-1465.

213



Appendices

APPENDICES

214



Appendices

Appendix A: Ethical approval

UNIVERSITY OF DUBLIN
TRINITY COLLEGE

Telephone; +353 1 896 2201 
Fax: +353 1 677 4956
Email; hsmsec@tcd.ie

Health Policy and Management 
3-4 Foster Place 
Trinity College 

Dublin 2 
Ireland

Catriona M urphy 
48 W oodv iew  Heights 
Lucan 
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Re: "D oes honne c a re  im pac t  on  th e  quality  of  life of  o ld e r  Irish adu lts?" ,  Application 
1 9 /2 0 1 0 /0 1  a n d  "The util ization o f  h o m e  based  long t e r m  c a re  in c o m m u n i ty  living 
o ld e r  adu lts :  com p ar iso n s  across  Europe",  Application 2 5 /2 0 1 0 /1 0

Dear Catriona,

Thank you for your submission of th e  above  proposals to  th e  HPM/CGH REC.

The REC has given ethical approval to  th e  p roposed  s tud ies  pending  t h e  fulfillment of 
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1. The REC requires  th e  use of da ta  encryption
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Please  c o n tac t  t h e  Secretary  to  th e  REC, Sheenn Cleary, with th e s e  clarifications a t  your 
ear l iest  convenience .

Yours sincerelv.

Prof Charles Norm and 
Chair o f t h e  HPM/CGH REC
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Appendix B: SHARE questions on everyday activities

PH048: Please tell me whether you have any difficulty doing each of the everyday 
activities on card 9. Exclude any difficulties that you expect to last less than three 
months. (Because of a health problem do you have difficulty doing any of the 
activities on this card?)

1. Walking 100 meters
2. Sitting for about two hours
3. Getting up from a chair after sitting for long periods
4. Climbing several flights of stairs without resting
5. Climbing one flight of stairs without resting
6. Stooping, kneeling or crouching
7. Reaching or extending your arms above shoulder level
8. Pulling or pushing large objects like a living room chair
9. Lifting or carrying weights over 101bs/5kg, like a heavy bag of groceries
10. Picking up a small coin from a table
96. None of these
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Appendix C: TILDA household response rate

n Total
Households selected 25,600
Ineligible address 3,279 22,321
Non-contact 684 21,637
Age ineligible household 11,819 9,818

Eligible households
Based on households in which eligibility was determined it is estimated that 310.4 
of the non-contact households were also eligible 
(9818/(9818+11819)*684=310.4)

Eligible households=9,818+310.4=10,128.4

Response rate
The response rate=number of households where a successful interview was 
obtained divided by the number of eligible households.

Households where a successful interview was obtained=6,282

Household response rate=6,282 / 10,128.4=62%
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Appendix D: TILDA variable map
Based on TILDA file 1.0.1
Predisposing Enabling Need/Illness

Age (age3)
<50, 50-64,65-74, 75+ groups 

Age
Continuous

Education, highest level completed (edu3)
1. Primary/none
2. Secondary
3. Third/higher

ADL (ADL one plus)
RECODE DISdisab4 (0=0) (1=0) (2 thru 3=1) INTO ADL oneplus. 
VARIABLE LABELS ADL oneplus 'ADL one plus'.
EXECUTE.

0 No ADL
1 ADL one or more

Gender (sex)
1 Male
2 Female

Medical card status (MC_GPcard)
•Recode medical card huO d.
RECODE medicalcard (0=0) (1=1) (2=1) 
(SYSMIS=SYSMIS) INTO MC GPcard.
VARIABLE LABELS MC GPcard ’Med/G Pcard holder'. 
EXECUTE.

0 No medical card
1 Medical card or GP card

lADL (lADL one plus)
RECODE DISdisab4 (0=0) (1=1) (2=0) (3=1) INTO IADL_oneplus. 
VARIABLE LABELS lADL oneplus 'lADL one plus'.
EXECUTE.

0 No lADL
1 lADL one or more

Living arrangement (Liv_arr3)
'recode csOOS marital and Socliveswith3 
•compute living arrangement into three 
groups.

1 Lives alone
2 Lives with others not spouse
3 Lives with spouse/partner

Private health insurance status (Private_h_ins)
•recode private health insurance.
RECODE hu002 (1=1) (2=1) (3=1) (5=0) (98=SYSMIS) 
(99=SYSMIS) INTO Private h ins.
VARIABLE LABELS Private_h_ins 'Private health 
insurance'.
EXECUTE.

0 No private health insurance
1 Private health insurance

Self-reported health compared to others of came age (srh2)
0 Fair, poor
1 Excellent, very good, good

Originates from PH009 with 5 responses Excellent, Very good, good, fair 
and poor.

Location of household (local3)
1. Dublin City or county
2. Another town or city
3. A rural area

Self-reported emotional/mental health (srMH2)

RECODE ph002 (1=1) (2=1) (3=1) (4=2) (5=2) (98=SYSMIS) (99=SYSMIS) 
INTO srMH2.
VARIABLE LABELS srMH2 'self-reported mental emotional health'. 
EXECUTE.

0 Fair, poor
1 Excellent, very good, good



Predisposing Enabling Need/Illness

Informal care (domestic paperwork) from outside the household 
(lnformal_helpoutside).
* TC section, help from outside given by non resident child or grandchild.
SORT CASES BY Serial(A).
IF (Serial = LAG(Serial) & TILDA_SERIAL = LAG(TILDA_SERIAL_PARTNER)) 

Attribtc021_spouse=LAG(tc021).
VARIABLE LABELS Attribtc021 spouse 'Attribute tc021 to spouse'.
EXECUTE.
COUNT lnformal_help_child=Attribtc021_spouse tc021(1).
VARIABLE LABELS lnformal_help_child 'Informal domestic or paperwork help 
from child grandchild'. EXECUTE.

*Help from outside given by relatives.
SORT CASES BY Serial(A).
IF (Serial = LAG(Serial) & TILDA_SERIAL = LAG(TILDA_SERIAL_PARTNER)) 

Attribtc023_spouse=LAG(tc023).
VARIABLE LABELS Attribtc023 spouse 'Attribute tc023 to spouse'.
EXECUTE.
COUNT Infonnal_help_relatives=tc023 Attribtc023_spouse(1).
VARIABLE LABELS lnformal_help_relatives 'Infomial domestic or paperwork 
help from relatives'. EXECUTE.

*Help from outside received from neighbours and friends.
IF (Serial = LAG(Serial) & TILDA_SERIAL = LAG(TILDA_SERIAL_PARTNER)) 

Attribtc027_spouse=LAG(tc027).
VARIABLE LABELS Attribtc027 spouse 'Attribute tc027 to spouse'.
EXECUTE.
COUNT Informal_help_neighfriend=tc027 Attribtc027_spouse(1).
VARIABLE LABELS lnformal_help_neighfriend 'Informal domestic or paperwork 
help from neigh/friend'. EXECUTE.

‘ combine the three informal help variables to create a single variable for informal 
help from outside the household.
IF (lnformal_help_child = 1 | Informal_help_relatives = 1 | 
lnformal_help_neighfriend = 1) 

lnformal_helpoutside=1.
VARIABLE LABELS lnfonmal_helpoutside 'Informal help from outside the 
home'.
EXECUTE.
RECODE lnfonmal_helpoutside (1=1) (SYSMIS=0). EXECUTE.

Cognitive function : Memory (Poor_memory)

'orientation in time count correct values.
COUNT Orientation=ph121 ph122 ph123 ph124(1).
VARIABLE LABELS Orientation 'Orientation in time'.
EXECUTE.

'cognitive impairment, summary memory index includes immediate and 
delayed recall (10 items each) orientation (score 0-4) 
and prospective memory task 1 and 2 (Ph 714 and 419 generated as 
prosmemi and 2).

DATASET ACTIVATE DataSetl.
COMPUTE Cog_memory=SUM(prosmem1,prosmem2,Orientation, 
COGimmediaterecalll, COGdelayedrecall).
EXECUTE.

*Cog_memory is nonnally distributed with mean of 16.8 and SO 4.3, 12 used 
as the cut-off point for poor memory.
RECODE Cog_memory (0 thru 12=1) (13 thru Highest=0) INTO 
Poor_memory.
VARIABLE LABELS Poor memory 'Poor memory'.
EXECUTE.

Cognitive function: executive function (poor_exefxn)

'executive function PH 125 mean is 19.6 and SD 10.9, recode using 9 as the 
cut-off for poor executive fxn.
RECODE ph125 (-99=SYSMIS) (-98=1) (0 thru 9=1) (10 thru 50=0) INTO 
Poor_execfxn.
VARIABLE LABELS Poor execfxn 'Poor executive function'.
EXECUTE.
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Predisposing Enabling Need/Illness

Informal adl help (lnfonnaladl_help)

IF (DlSspouse = 1 | DISchild = 1 | DISotherrel = 1) lnformaladl_help=1. 
VARIABLE LABELS lnformaladl_help 'Informal adl help from spouse child 
relative'.
EXECUTE.

RECODE InfomialadI help (1=1) (SYSMIS=0).
EXECUTE.

Self-reported limiting long-tenn Illness (sr_chronlcill_limit)

DlSlongtenn composed of ph003 and ph004
RECODE DlSlongtenn (0=0) (1=0) (2=1) (SYSMIS=SYSMIS) INTO
sr_chronicill_llmit.
VARIABLE LABELS sr chronicill limit 'Self-reported limiting long-term illness'. 
EXECUTE

0 No limitations due to chronic illness or disability
1 Limitations due to chronic illness or disability

Hospital admission overnight In last 12 months (Adm hosp)
RECODE huOlO (-98=SYSM1S) (-99=SYSMIS) (0=0) (1 thru Highest=1) INTO 
Adm_hosp.
VARIABLE LABELS Adm hosp 'Admitted to hospital overnnight'.
EXECUTE.

0 No overnight admission to a hospital in the last 12 months
1 One night or more in a hospital in the last 12 months

Admitted to a nursing home overnight in the last 12 months (Adm nurs) 
RECODE hu032 (99=SYSMIS) (98=SYSMIS) (1=0) (2 thru 6=1) INTO 
Adm_nursinghome.
VARIABLE LABELS Adm_nursinghome 'Admitted to a nursing home 
overnight'.
EXECUTE.

0 No night in a nursing home in the last 12 months
1 One night or more in a nursing home in the last 12 months

Depressive Symptoms (MHdep2)

MHdep3 recoded from MHcesd capi into three categories (0/7=0) (8/15=1) 
(16/70=2)

RECODE MHdepS (0=0) (1=0) (2=1) INTO MHdep2.
VARIABLE LABELS MHdep2 'Severe depressive symptoms'.
EXECUTE.

0 none, mild, moderate symptoms
1 severe depressive symptoms



Predisposing Enabling Need/lilness

Urinary incontinence limits activities (CHRIncontinencelilmits) 
Originates from Ph601 and PH 604 

ONo
1 Urinary incontinence limits activity

Pain limits usual activities (CHRPainlimits) 
Originates from PH501 and PH504

0 No
1 Pain limits activity

Frequency of loneliness (Lonely_modtoall)
'Recode loneliness into tv\/o groups.
RECODE MHcapiJoneliness (1=0) (2=0) (3=1) (4=1) (SYSMIS=SYSMIS) 
INTO Lonely_modtoall.
VARIABLE LABELS Lonely modtoall 'Lonely moderate to all the time'. 
EXECUTE.

0 lonely rarely to some of the time
1 lonely moderate amount of time to all the time

MHcapiJoneliness derived from MH014

Polypharmacy (MDpolypharmacy)
0 Less than five medications
1 Five or more medications
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Appendix E: Determinants of meals service utilisation

Meals-on-wheels were received by 1.9% (n=68) of respondents > 65 years.

Note the change in coding of the independent variables in this regression analysis 

(shaded in grey). Rural area is the reference category in the location of household 

independent variable, Female is the reference category in the sex variable.

Logistic regression model showing variables associated with the utilisation 

of meals-on-wheels.
LOGISTIC REGRESSION VARIABLES hu015_10 /METHOD=ENTER local3 ageS sex 
IADL_oneplus Liv_arr3 /CONTRAST (local3)=Indicator /CONTRAST
(age3)=Indicator(1) /CONTRAST (sex)=Indicator /CONTRAST 
(IADL_oneplus)=Indicator(1) /CONTRAST (Liv_arr3)=Indicator 
/PRINT=GOODFIT C l (95) /CRITERIA=PIN(0.05) POUT(O.IO) ITERATE(20)
C U T (0.5) .

Case Processing Summary

Unweighted Cases® N Percent

Selected Cases Included in Analysis 3504 99.8

Missing Cases 6 .2

Total 3510 100.0

Unselected Cases 0 .0

Total 3510 100.0

a. If weight is in effect, see classification table for the total number of cases.

Dependent Variable Encoding

Original Value Internal Value

NOT Meals-on-Wheels 0

Meals-on-Wheels 1
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Categorical Variables Codings

Frequency

Parameter coding

(1) (2)

Living arrangement 1,00 1134 1.000 .000

three groups 2.00 319 .000 1.000

3.00 2051 .000 .000

Location of household - Dublin city or county 860 1.000 .000

Dublin/Urban/Rural Another town or city 1001 .000 1.000

A rural area 1643 .000 .000

lADL one plus .00 3114 .000

1.00 390 1.000

Age at interview 65-74 2158 .000

>=75 1346 1 000

Gender Male 1663 1.000

Female 1841 .000

Model Summary

Step -2 Log likelihood Cox & Snell R Square Nagelkerke R Square

1 581.803® .026 .148

a. Estimation terminated at iteration number 8 because parameter estimates 

changed by less than .001.

Hosmer and Lemeshow Test

Step Chi-square df Sig.

1 8.534 8 .383
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Variables in the Equation

B S.E. Wald df Sig. Exp(B)

95% C.I.for EXP(B)

Lower Upper

Step local3 10.738 2 .005

local3(1) .987 .308 10.267 1 .001 2.683 1.467 4.907

local3(2) .676 .306 4.877 1 .027 1.966 1.079 3.583

age3(1) .726 .288 6.364 1 .012 2.066 1.176 3.632

sex(1) .910 .263 11.980 1 .001 2.485 1.484 4.160

IADL_oneplus(1) 1.363 .269 25.732 1 .000 3.910 2.309 6.621

Liv_arr3 22.990 2 .000

Liv_arr3(1) 1.592 .337 22.376 1 .000 4.914 2.541 9.504

Liv_arr3(2) 1.530 .421 13.195 1 .000 4.616 2.022 10.537

Constant -6.632 .438 229.625 1 .000 .001

a. Variable(s) entered on step 1: local3, ageS, sex, IADL_oneplus, Liv_arr3.
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Appendix F: Changes recommended for TILDA wave two 
questionnaire

HU015_A In the last 12 months, did you receive any of the following State 
services?

Home help (a person employed by State to help you with household chores such 
as cleaning and cooking) HU015_A1 through HU015_A3
Personal care attendant (a person employed by the State to assist you with 
bathing, showering, bodily care etc.) HU015_B1 through HU015_B3
Meals-on-Wheels HU015_C1 through HU015_C2

HU015_A1: Let's think for a moment about the home help you received. During the 
last month, on about how many days did you receive home help?

0... 31

98. RF

99. DK

HU015_A2: On the days when you received home help, for about how many hours 
per day did you receive help?

1...24

2. 98. DK

3. 99. RF

HU015_A3; Not counting costs paid by the HSE/health board, about how much did 
you (and your [husband/wife/partner]) pay for this home help in the last month? 
(May be zero)

€0 ... € 10,000

98. DK

99. RF
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HU015_B1: Let's think for a moment about the help you received from a personal 
care attendant. During the last month, on about how many days did you receive 
this service?

0... 31

98. RF

99. DK

HU015_B2: On the days when you received help from a personal care attendant, 
for about how many hours per day did you receive help?

1...24

2. 98. DK

3. 99. RF

HU015_B3: Not counting costs paid by the HSE/health board, about how much did 
you (and your [husband/wife/partner]) pay this personal care attendant in the last 
month? (May be zero)

€0 . . .  € 10,000

98. DK

99. RF

HU015_C1: Let's think for a moment about Meals-on-Wheels you received. During 
the last month, on about how many days did you received Meals-on-Wheels?

0... 31

98. RF

99. DK

HU015_C2; Not counting costs paid by the HSE/health board, about how much did 
you (and your [husband/wife/partner]) pay for Meals-on-Wheels in the last month?

€0 ... € 10,000

98. DK

99. RF
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