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Abstract
Purpose Care of older persons in their own homes has in recent years received much attention in Ireland. The proponents of domiciliary care draw on both economic and quality of life arguments, many of which are identifiable in policy documents since the 1950s.  However, little detailed analysis of the evolution of the formal care services for older persons, and the shift in emphasis from institutional to domiciliary care, has been presented.
Methodology/approach Using archival, administrative and policy sources, we traced the changing nature of formal care policies in Ireland, and analysed changes in key organising principles and features, including subsidiarity, the role of the Church and the basis of entitlements (residual vs. universal).
Findings The first type of formal care to emerge was institutional, and did not adhere to the subsidiarity principle as it was mostly delivered by the State. Subsidiarity came to the fore more clearly with the establishment of the earliest home care services by religious and voluntary organisations.  The current trend towards cash-for-care (home care packages) is arguably a modern-day manifestation of the arm’s length attitude that the subsidiarity principle recommends the State take.
Research implications The fact that care services are increasingly delivered by private sector companies and informal carers operating in the grey market increases the complexity of the care regime and therefore makes the task of developing social care regime classifications more complicated; it also means that regulation of the care sector in Ireland is a particularly urgent task that is yet to be undertaken in a comprehensive manner.
Practical implications The policy challenges involved in attempts to regulate the complex care mix are considerable.
Originality/value of paper The article utilises both historical methods and policy analysis to highlight the changing meaning of key concepts such as subsidiarity.
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Introduction

A number of developments are widely interpreted as threatening the ability of the Irish care regime to provide the older population with the care and support that it needs. Firstly, the number of older persons is growing, and the growth is particularly fast in the 80+ category. Secondly, the number of older people living alone in Ireland is projected to increase dramatically in the next two decades with a doubling of the numbers between 2002 and 2021 for both males and females (Connell and Pringle, 2004).  Thirdly, the rapid increase in women’s labour market participation is often argued to restrict the supply of informal (family) care, the cornerstone of the Irish care regime (Timonen and McMenamin, 2002). The question of shifts away from informal family care towards formal services is a much broader one than the one we are striving to answer here, and would require information on family inputs over time (which is not currently available). [
]
The focus of this article lies in the evolution of the Irish care regime towards an emphasis on formal domiciliary care services for older persons, i.e. care provided by paid outsiders in older persons’ own home environment. Formal domiciliary care services have rapidly come to be perceived as a ‘solution’ to the challenges in providing care to the ageing population of Ireland. The lack of adequate community care is currently leading to the use of acute hospital facilities to care for many older persons who are unable to move back home after hospital discharge, a practice that has negative implications for the health service as a whole and is also expensive to the exchequer (Health Service Executive 2005; O’ Brien 2005; Houston 2003).  The Commission on Financial Management and Control Systems in Health Services (2003) cite research which found that as many as 20 per cent of acute care beds in Dublin were occupied at all times by ‘delayed discharge’ patients. Over half of the large county hospitals and smaller urban hospitals reported seven per cent or more of beds occupied by delayed discharge patients. Research by the Health Service Executive (2002)  found that delayed discharge is strongly age-related. Drawing from the findings of the Mercer report (2002),  Hughes, Williams and Blackwell (2004) estimate that the demand for domiciliary care will increase by 100 to 215 per cent by the year 2051, and there is growing recognition of the fact that this increase in demand will in many cases not be met by family carers.

It is frequently asserted that home care as opposed to institutional care is the preferred choice of most older people in Ireland, and there is evidence that this is indeed the case (Garavan, Winder and McGee 2001; McGee et al. 2005; O'Hanlon et al. 2005). However, it appears that roughly equal proportions of older persons find informal (family) and formal (provided by the state, the voluntary or the private sector) care acceptable: this contradicts the cherished myth that all older persons only want their own relatives to care for them. The importance of enabling older persons with care needs to remain living in their own homes, even in the absence of a supportive informal carer network, has recently been strongly emphasized in Irish social policy. One of the earliest policy documents focusing on the older population, the Care of the Aged report, stressed the desirability of domiciliary or ‘community’ care, both from the point of view of older persons’ well-being and from a costs perspective (i.e. the direct costs to the public purse, not necessarily the opportunity and other costs incurred by informal carers): “it is better, and probably much cheaper, to help the aged live in the community than to provide for them in hospitals or other institutions” (Inter-Departmental Committee on the Care of the Aged 1968, p. 10).

Despite this growing emphasis on domiciliary care (especially the current attention on home care packages), it is important to recognize that the movement in policy terms away from an emphasis on institutional care is relatively recent in Ireland. This article analyses the emergence of this focus on home care; the different forms that key policies around the care of older persons have taken; and the most significant recent changes in the principles underlying home care policy and provision. It will highlight how three central features of Irish home care policy have undergone major changes namely, the practical interpretation of the subsidiarity principle, the shift in emphasis on institutional to domiciliary care, and the balance between residual and universal entitlements. The bulk of the discussion is devoted to examining the transition from the overwhelming emphasis on institutional care delivered by the state and by religious and voluntary organisations, to an increasing emphasis on domiciliary care delivered by a wider range of (public, private and non-profit sector) providers. The article will conclude by arguing that while the current care regime in Ireland is arguable more faithful to the subsidiarity principle than in the past, it needs to be modified in important ways in order to adhere to the monitoring and control roles that the subsidiarity principle demands the state to fulfil. 
From the Monastery to the Workhouse

O’ Connor (1995) outlines how a strong tradition of caring for the sick and poor predominated in pre-conquest Ireland. The Christianization of Ireland saw the care of sick and old coming under the religious orders. Reformation in the sixteenth century saw the dissolution of the monasteries in Ireland. For the next three centuries care for the old and poor was sporadic, wholly inadequate and often a reflection of the “charitably disposed rich people” in the environs (O’ Connor 1995, p. 36). 

The earliest forms of publicly provided care for the aged in Ireland under British administration were institutional, and were not specifically designed for older persons but rather the poor, the sick and various categories of people who were deemed deviant “sturdy beggars, disordely women and orphan children” (O’ Connor 1995, p. 32). The 1703 Act of Irish Parliment  provided for the setting up of a House of Industry in Dublin; subsequent Acts in 1735  resulted in the construction of similar Houses of Industry in Cork and Belfast (O’ Connor 1995). The Poor Relief Act of 1838  led to the establishment of these institutions on a larger scale. While this act was modelled on the English Poor Act of 1834, O’ Connor (1995, p. 66) notes that “there was one notable ommission – the absence of a legal or statutory right for the Irish poor to be provided with relief, whereas in England every destitute person had such a right”. From the start, workhouses operated on a residual principle i.e. they were reserved for the poorest, and indeed were purposefully designed to be so austere as to ‘attract’ only those who had nowhere else to go. The passing of The Poor Relief (Ireland) Act 1862 re-introduced the notion of outdoor relief (albeit on a minimal scale) which had been prohibited under the Act of 1847. Shortly hereafter the religious orders including the Sisters of Mercy were empowered to deliver care within the workhouses that remained State-controlled (O’ Connor 1995).
The Report of the Vice-Regal Commission on Poor Law Reform (1906) recommended the establishment of County Alms Houses in order to better cater for the aged and the infirm, whose needs were poorly looked after in the workhouses that combined a large array of individuals with very diverse needs. While the recommendations of this commission were not followed, the workhouses were in many areas gradually consolidated into a single ‘county home’, with the intention that these would become more focused on the aged and infirm destitute. In practice, however, poor provision for other groups in need of shelter and assistance meant that county homes continued to cater for a very mixed population. Before the introduction, in 1909, of the non-contributory old age pension  (a means-tested payment for persons aged 70 or over), destitute older persons without relatives or friends usually had no choice but to enter a workhouse or county home. The Pensions Act of 1908 may indeed have given a considerable boost to the care of older persons in their own or a relative’s home as the income that the family derived from the pension was a considerable boon and therefore created an incentive to keep the older person at home (Budd and Guinnane 1991, pp. 497-517; Ó Gráda 2002). In the course of the foundation of the Irish Free State and subsequent Irish Civil War “many workhouses underwent military occupation and were damaged or burnt down” (O’ Connor 1995, p. 199). Of those that remained, 33 became county homes offering relief to the elderly and chronic invalids, 32 became District Fever Hospitals and nine became County Hospitals (Higginbotham 2003, mimeo).  Despite attempts to improve conditions in county homes in the post-Second-World-war period, the range of inhabitants remained wide, including people with intellectual disabilities and even children, in addition to the chronically ill, most of whom were aged 65 or over (Inter-Departmental Committee on the Care of the Aged 1968).

The early stages of public provision for older persons in Ireland are therefore focused on institutional care for the very poorest: in other words, historically formal care for the aged in Ireland was institutional and residual (means-tested) in character. Help and support for older persons living in their own homes developed much later. The logical explanation for this delay in the development of domiciliary care lies in the fact that all care and help in the private sphere of a home was assumed to originate in the kin and neighbourhood network. [
]
Care in The Irish Free State: The Church and the Voluntary Sector

The notion of subsidiary is an elementary principle of the Catholic Church’s social teaching.  The principle of subsidiarity was developed in an encyclical by Pope Leo XIII (1891, § 10) “the domestic household is antecedent, as well in idea as in fact, to the gathering of men into a community”.   The “fundamental”, “unshaken” and “unchangeable” [Catholic] principle of subsidiarity was further elaborated by Pope Pius XI  (1931, § 79, 80) as follows:
[I]t is an injustice, a great evil and a disturbance of right order, for a large and higher association to arrogate to itself functions which can be performed efficiently by smaller and lower societies …The State … should leave to smaller groups the settlement of business of minor importance, which otherwise would greatly distract it; it will thus carry out with greater freedom, power and success the tasks belonging to it alone, because it alone can effectively accomplish these: directing, watching, stimulating, restraining, as circumstances suggest and necessity demands. 
A logical application of the subsidiarity principle to the context of social care dictates that care should be provided, whenever possible, by the social unit closest to the person in need of care. In the first instance, this means the family and other informal carers, and following them the church and (religious) voluntary organisatons. Only when these organsiations have reached their limits should the state intervene. As Convery (2001, p. 83) writes: “Traditionally, the family has taken most responsibility for the care of frail older people in Ireland, and this is still the expectation. Although adults are not legally obliged to care for their parents or other elderly relatives, there is an implied moral obligation placed on them to do so, whenever possible”. This tendency to rely on the family as the primary provider of care for older people has formed, Convery (2001) argues, the foundation of government policy leading to “the gross underdevelopment of [formal] community services for older people living at home”. As the discussion above has shown, the principle of subsidiarity was not adhered to during the early phase in the development of care services for older persons in Ireland: the institutional care that was originally the only option available to older persons in need of formal care services was dominated by the State both in the financer and provider roles (e.g. most County Homes were state-run).
The role of the Church and the voluntary sector in the development of care services in Ireland increased considerably after the foundation of the Irish Free State. Home nursing services developed earlier than ‘home care’ (the latter referring to non-medical help with activities of daily living such as washing, eating and dressing, or instrumental activities of daily living such as cleaning and cooking). Voluntary home nursing services were set up at the beginning of the twentieth century by the Queen’s Institute of District Nursing in Ireland and the Lady Dudley Nursing Scheme. As well as delivering services under the Maternity and Child Welfare and Tuberculosis Scehemes, they delivered care to the “chronic sick and other sick persons”. Local committees helped to inform the nurses of potential clients. The Queen’s Institute of Nursing established itself by first creating small area committees who collected funds to cover the expenses of a nurse in the community. Nurses were subsequently furnished with a house or lodgings and in some instances a car. The Superintendent  of the Queen’s Insitute monitored their work in the various districts (Department of Health Files 1937-1963a).  
The Lady Dudley service, another voluntary group, was established to service the areas which the Queen’s Insititue had failed to cover, namely poorer areas, including Cork, Kerry, Galway, Mayo, Sligo and Donegal. Once again local fund-raising committees were created to finance the placement of the nurses. Supervision of the Lady Dudley nurses was also undertaken by the Queen’s Institute. In 1951 there were 161 nurses employed by the Queen’s Institute and 48 employed by the Lady Dudley nursing scheme. In total,  these voluntary organisations covered approximately one-third of the entire country (ibid.) 
Archival records from the Department of Health suggest that voluntary non-nursing domiciliary care services were first offered sometime in the late 1930’s or early 1940’s. Two religious orders that  played a particularly prominent role in setting up the first organised community care services in Dublin were the Little Sisters of the Poor and the Little Sisters of the Assumption. [
 ]  The Congregation of the Little Sisters of the Assumption, based at the Convent of the Assumption in Camden street (established in 1891) “devoted themselves exclusively to the nursing of the Sick Poor in their homes”. Similar work looking after the sick poor was carried out from another convent in York Road, Dun Laoghaire (established in 1897), extending to the areas of Glasthule, Blackrock and Monkstown (Irish Catholic Directory and Almanac, 1954).
The Social Workers’ Handbook, published in Dublin in the mid-1940s, refers to the “nursing of the sick poor in their own homes ... without restriction of age or sex”  carried out by the Little Sisters of the Assumption from their bases in Camden Street and Dun Laoghaire (Society of St Vincent de Paul 1942 p. 82).  The entry in this handbook also states that “no payment is accepted” for this service. However, it specifies that “[c]hronic cases are not accepted but ordinary illness, even if long continued, is looked after”: it is possible that this proviso excluded many older clients (ibid.).  Other congregations that are listed as offering home nursing include the Sisters of Bon Secours (Westland Row), Brothers of St Vincent de Paul Society, Legionarioes of Mary, Members of the Solidarity of Our Lady and the Sisters of Mercy. 

Voluntary and religious community care provision was diverse and fragmented in the post-war period. This is evident from the following description included in the Care of the Aged Report (Inter-Departmental Committee on the Care of the Aged 1968, pp. 43-4): 

In addition to providing hospitals and homes a number of voluntary organisations, including religious bodies, provide non-institutional services for the aged ... some deal only with limited services, e.g. the supply of meals, others provide a variety of services; some operate on a national basis, others operate only in certain areas; some operate on their own, some in conjunction with other bodies ... It would be impossible within the limits of this report to give a full picture of the range and variety of the work of every organisation ...

Appendix 1 of the Care of the Aged report lists 28 voluntary organisations that were ‘national’ i.e. providing community care services in different locations throughout the country: these include, inter alia, the Catholic Women’s Federation, Irish Countrywomen’s Association, Irish Sisters of Charity, Little Sisters of the Assumption, Little Sisters of the Poor, National Association of the Aged, Presentation Sisters, Sisters of Bon Secours, Sisters of Charity of St. Vincent de Paul, Sisters of the Little Company of Mary, Sisters of Mercy, and Society of St Vincent de Paul.

Another example of one such voluntary organisation delivering home care to older people was St. Brendan’s Ladies After-Care Committee (Legion of Mary). This Committee was established in 1938. Members of the organisation were recruited from friends and contacts of the Commitee. In 1960 it was reported that 90 per cent of the Committee were employed at various occupations including offices, shops and the Civil Service. Clients referrals were supplied by the St Brendan’s Hospital Medical staff who met with the Committee every Wedneday evening to discuss  the particulars of prospective clients. Frequently houses had to be cleaned in advance of a person’s discharge from hospital. In one such instance “a two-roomed cottage in Co Dublin had to get a complete overhaul which was carried out by members of the Committee giving up two successive Saturday afternoons to work”. The number of visits a client received depended on the client’s living arrangements and health. Older people living alone were given most attention and when ill were visisted twice daily, often for long periods. Care given included domestic cleaning, food preparation and laundry, assistance with filling out entitlement forms and relaying information on entitlements was also regarded  as being of prime importance. An annual grant of £12 rising to £18 in 1956 was paid by the Department of Health to this committee to cover out-of pocket expenses incurred by the volunteers (Department of Health Files 1937-1963b).  
State Intervention in the Provision of Home Care

The Health Act of 1947, Section 102 empowered but did not oblige the health authorities to make arrangements for the  provision of home nurses. The activities of the Queen’s Institute and the Lady Dudley Scheme were phased out and gradually integrated with the services of the statutory authorities coinciding with the introduction of the new position of  ‘public health nurse’ or formerly ‘district nurse’ in 1958. The role of the public health nurse became the subject of debate, culminating in a ministerial circular in 1966 specifying their responsibilities, which, among many others, included domiciliary nursing (The Commission on Nursing 1998).
While the relationship between the hospitals and the state developed from the 1930s it was not until 1953 that other healthcare and social voluntary domiciliary care services were granted special privileges (Donoghue 2001). Under the 1953 Health Act, Section 65, a health authority, (with the approval of the Minister), was permitted to give assistance “to any body which provides a service similar or ancillary to a service which the health authority may provide”. This assistance would include contributions to the expenses incurred by the organization; the supply of fuel, light, food, water and other commodities; and permit the organization to use premises maintained by the health authority, including the supply of furniture and subsequent maintenance. It has been argued that these Section 65 grants lacked clarity and consistency, with longer established organizations being more successful in securing them (Duffy 2003). Donoghue, Anheiser, and Salamon (1999) note that these grants are made on a discretionary basis by service level agreements as opposed to contractual agreements which are more formal and binding. In the absence of stable long-term funding the viability of many of these organizations becomes uncertain.  According to Goodwin (1997) this relationship of uncertainty requiring annual applications for funding placed considerable strain on the organizations and in some instances resulted in services being closed for periods. A number of organizations reacting to such cut-backs increased charges to recipients.

While technically the health authorites were empowered to provide home nursing, demand for such services was not  adequately catered for. The need for a ‘home help’ who would provide domestic care (cleaning, cooking, running errands and so on) was also beginning to be recognised. In his Annual Report for the year 1960, the County Medical Officer of Health [Galway] under the heading of Nursing in the Home stated:

Most of the nurses employed wholly or partly by the County Council are in the Connemara area. Their work of necessity must deal with sick, expectant mothers and children, and no time is available for attendance to the aged ... Such old people need some domestic help, and I suggest that if such was given it would reduce the demand of this age group on the hospital and County Home .... [t]he appointment of a district home help to give twice weekly attention to such persons, to do their washing, clean their houses, cook a meal, would go to make life tolerable for such aged group. Ten or twelve such houses could be catered for by one such home help with much less cost than would be incurred by mainteanance in an institution (Department of Health Files 1961a).  
A departure from subsidiarity strictu sensu had clearly taken place at the central policy-making level by the time the 1968 Care of the Aged report  was published. This report recommended that “[H]ealth authorities should arrange for a home help service. Where the service is operated by voluntary bodies, health authorities should contribute towards the cost involved” (Inter-Departmental Committee on the Care of the Aged 1968, p. 15). This sentence implies that services could in principle be directly provided by the state (health authorities). Nonetheless, the report  urged health authorities to “encourage and ... support, financially, voluntary bodies providing services for the aged”.

The passing of the 1970 Health Act was of significant importance to the future of home care. While making provision of home nursing mandatory, provision of (non-medical/nursing) home care services was at the discretion of the newly established health boards. The 1970 Health Act established the system of health boards; these new health boards were also given responsibility of the Section 65 grants. Explicit reference to the provision of home help was contained in this Act. Section 61 entitled ‘Home Help Service’ empowered a health board to make arrangements to assist in the maintenance at home of “a sick or infirm person or dependant of such a person … and a person who, but for provision of a service under this section would require to be maintained otherwise than home”. The chief executive officer of the board would determine whether eligibility would be granted, “without charge or at such a charge as he considers appropriate”.  Section 26 empowered health boards to make arrangements with bodies (including voluntary) to provide services under the Health Act of 1947 and 1970 to eligible persons, while Section 60 of the same act obliged the health board to offer home nursing services to eligible persons and such other categories of persons specified by the minister.

From the late seventies the provision of home care funded through the health boards, while not obligatory, expanded. Between 1978 and 1993 there was an increase of 252 per cent in the number of home care recipients (Brady 1994). Between 1980 and 1993 expenditure on home help services almost doubled, with the number of home helps increasing from 5,000 in 1978 to more than 10,500 in 1993 (ibid.) The Years Ahead report  (The Working Party on Services for the Elderly 1988) stated that half of the home helps provided care via the voluntary organisations with funding from health boards: the remaining home helps were employed directly by the health board. However, the balance of this varied across the different health boards. 

In 1980 an Addendum to the 1968 Care of the Aged report was published. This report recommended that monitoring of home help services should be practiced when health payments are given (Inter-Departmental Committee on the Care of the Aged 1980). The preferable method of payment for home help services was also considered. In essence the Committee was advocating payment of cash benefits, whereby the older person “should himself be put in possession of funds to use as he chooses, so that he could himself pay the home help organised by the Board or make other private arrangements (ibid.) This can be seen as a precursor of the home care packages, the Irish cash-for-care programmes that were first launched in 2001 (Timonen, 2004). The Committee also advocated the introduction of a supplementary payment in the upper limit of £50 a week. Such courageous action it was argued would “tilt the balance of need away from institutional service toward community service.”
The Years Ahead report stated that the health boards should be obliged to provide or make arrangements to maintain persons at home, and that expansion of the home help service to include evening and weekend work was required (The Working Party on Services for the Elderly 1988).  In addition it recommended that neighbours providing care should be entitled to payment by the health boards. A review of the implementation of the report’s recommendations was commissioned by the National Council on Ageing and Older People, a statutory agency that had been established to advise the government in matters relating to the older population. According to the review, there was “considerable uncertainty over the future course of the home nursing and home help services” (Ruddle, Donoghue and Mulvihill 1997). The view was that the “role of the Public Health Nurses and Home Helps may also change significantly in the future following reviews presently being carried out by the Department of Health”(ibid.)  The Council, eager to safeguard the future of the home help service, recommended that the legislative basis for the home help service be amended to make it the mandatory responsibility of the health board to provide or have this service provided to designated categories of old people (Ruddle, Donoghue and Mulvihill 1997, reference no. 60).  The Council also recommended that the home help service should be available to older people whether an informal carer was available or not (Ruddle, Donoghue and Mulvihill 1997, reference no. 63). 
The 1990’s and Beyond: the Changing ‘Care Mix’

As the care regime in Ireland started to gradually shift towards community-based solutions, the subsidiarity principle became more visible in practice. While the primacy of family care remains unchanged in Ireland, the other practical applications of the subsidiarity principle have not been ‘unchangeable’ but rather have changed radically over time.  Originally, voluntary organizations provided care services largely unaided by the government (i.e. genuinely ‘voluntarily’).  Subsequently the state started to support them financially, and more recently government regulations are turning the workers in this sector, (originally volunteers, then very badly paid workers), into something approximating a public sector worker. For this reason, it is now more accurate to refer to this sector as ‘non-profit’ rather than ‘voluntary’ as virtually all workers therein are paid (Timonen and Doyle 2006).

The fragmented structure of non-profit home help provision across the country was raised by Lündström and McKeown in 1994. According to their report, there were six delivery models of the home help services, the most common model being the employment of a home help organiser by the health board, who subsequently recruits and places home helpers with clients. [
 ] Delivery of services also varied depending on location, with home helps in four of the health boards performing substantial amounts of personal care, something not practiced in the other six health boards. Eligibility to home help was also found to vary depending on location. In some areas the medical card determined eligibility, in others the medical card plus means determined eligibility, while in others areas the community welfare officer determined eligibility with the completion of an overall means test. The practice of charging clients also varied, in some health boards clients were encouraged to make a contribution, in others it was mandatory with the payment either given to the home helper directly or collected by the home helper on behalf of the health board. Recent research (Timonen and Doyle 2007) has found that this fragmented system of domiciliary care provision in the non-profit sector persists to this day.
Many non-profit home help organizations still have religious on their boards, but they exercise less power than in the past.  Moreover, many non-profit organizations that now compete with the emerging private sector seem to be evolving into limited companies with more professional boards and management structures. This, in combination with the rather static nature of the non-profit sector in comparison with the rapidly expanding private sector, means that the role of the religious orders and their representatives is shrinking and can now be characterized as rather marginal in the Irish care services regime.
The establishment of the health care assistant role in the early-mid 1990s was of great significance since it was the first time that publicly financed and publicly provided (non-medical) home care services were introduced in Ireland. The function of the health care assistants was originally specified as providing intensive (non-medical) personal care and support at home following discharge from hospital, but the current eligibility criteria does not assume a prior hospital stay. [
]
The history of formal service provision for older persons in Ireland was until recently characterized by residual (means-tested) entitlements reserved for the poorest. As a result of the extension of medical cards to all aged 70 and over in 2001, all residents in this cohort are in principle entitled to both public nursing home care and publicly-provided homecare services (personal care delivered by health care assistants) for free (O’Dell, 2006).  However, the scarcity of services means that they are in practice typically entitled to 1-2 hours per week in many areas. Furthermore, the medical card has created the impression among many older people and families, that the services delivered by non-profit organizations (home help) are also free.  In practice, our research has shown that many organizations ask for contributions that can amount to as much as half of the costs of delivering the service (Timonen and Doyle 2007). As with health care assistant services, home help is typically restricted to an hour or two per day, which is clearly not sufficient for individuals with extensive care needs. As a result, the role of families remains prominent, and the role of privately financed services is getting stronger.

The most recent development in the Irish care mix is the emergence of private sector agencies and the delivery of their services financed by state.  The so-called cash-for-care model (where the state continues to adopt an arm’s length approach by financing rather than providing care) has recently been adopted and is set for a rapid expansion (for the first detailed study of the emergence and development of the private home care industry in Ireland, see Doyle (2006). The rise of the private home care sector over the last decade is a highly significant development that has its origins both in the limited funding made available to the public and non-profit sectors and in the increased emphasis on cash-for-care where public funds are used to purchase home care services from private companies (for a comparative analysis of cash-for-care in four European countries, see Timonen, Convery and Cahill (2006). The channelling of public funds to private companies is therefore the newest and still evolving manifestation of the subsidiarity principle, and arguably one that has new and different implications from the point of view of monitoring and quality controls.

Discussion: Implications of the Current Situation
Despite the fact that formal domiciliary care does continue to occupy secondary position (after informal care), it is beyond any doubt that this sector has come to constitute an increasingly important part of any strategy to enable continued residence at home of older persons with care needs. While the (rhetorical) emphasis on formal care in the community has existed for several decades, it has become particularly strong in the last couple of years. 
This attention to home care, while brought about first and foremost because of concerns about the escalating costs of hospital and other forms of institutional care, is naturally welcome, as long as formal community care is of high quality and the option of residential care remains open, where deemed more appropriate by the older person. However, there are good grounds for arguing that policy making, and in particular quality assurance and regulation, in the area of home care services continue to lag behind institutional care. Two recent initiatives in the area of long-term care financing and regulation are focused on institutional care to the neglect of home-based care: in a system that places such strong rhetoric emphasis on domiciliary care, it is extremely surprising and disheartening that all major new policies and pieces of legislation continue to be so focused on institutional care. The proposed new system for financing long-term care (Department of Health and Children 2007) concerns itself exclusively with the costs of institutional care; the current Health Bill (2006) seeks to put in place guidelines and procedures for assuring and monitoring standards primarily in institutional care. Clearly, domiciliary care has remained the poor relation in terms of policy-making and quality assurance. The implicit assumption is that domiciliary care either cannot or should not be regulated: only time will tell whether the noble aspirations towards more home-based care will be backed by legislation that would seek to make home care as safe as institutional care.

Despite the lack of comprehensive regulation of the home care sector, it would be erroneous to take an exclusively pessimistic view of the state of policy-making in this area. The shift in the Irish domiciliary care system towards reliance on a cash-for-care system where the state finances care that is provided by an increasingly diverse mix of public, private and non-profit sector providers is a significant departure from a model that used to rely on the twin pillars of unpaid family care and (also largely unpaid) care delivered by voluntary (mostly religious) organisations. The new cash-for –care arrangement (called home care packages) does undeniably represent an expansion of formal domiciliary care financing and provision, and as such must be viewed as a broadly positive step. However, the fact remains that while the ‘old’ system relied on the values of neighbourliness, filial duty and charity and operated in the absence of regulation and quality controls, the ‘new’ and considerably more complex care regime calls for increased regulation, monitoring, co-ordination of different providers and quality controls in the interest of attaining the aspiration of high-quality care for all those who wish to remain living in their own homes.

Increased regulation of the non-profit and for-profit sector would have substantial financial ramifications in the form of e.g. the costs of mandatory training and supervision. The rise of the private home care sector over the last decade is a highly significant development that has its origins both in the limited funding made available to the public and non-profit sectors and in the increased emphasis on cash-for-care (Timonen, Convery and Cahill 2006). The channelling of public funds to private companies is therefore the newest and still evolving manifestation of the State’s role in the delivery of domiciliary care services and arguably one that has extensive implications from the point of view of monitoring and quality controls. Increased role of private care companies is not necessarily the antithesis of integration and control of social care. While the current signs are not especially promising, it is to be hoped that a more integrated and better controlled system of home care will emerge from the current highly complex and unregulated system.

From the discussion above, it is evident that despite acknowledgments of the increasing importance of formal domiciliary care, the Irish care regime is yet to make the transition to a state of joined-up thinking about the different components of this regime. Formal and informal care are still viewed as opposites, rather than complementary areas that should be able to interact in a manner that eases the transitions between the home and institutional care for the older persons in need of care. Informal carers are still taken for granted, and provided with little monetary recognition of their work: the carer’s allowance retains its safety-net and residual character as it is means-tested rather than paid out to all who undertake informal care work (Timonen and McMenamin 2002). State legislative efforts remain focused on institutional care, and it is arguable that the most important reason for this lies in the implicit assumption that home care is still largely a private matter that the State should not interfere with: in other words, the echoes of Catholic social thinking, and the subsidiarity principle play a role in bringing about a bifurcated system where institutional care is increasingly regulated but formal home care remains the poor relation that is left unregulated in the mistaken belief that the ‘traditional’ channels and networks of family and community are still in position to perform effectively the role of ‘regulator’ in the new and more complex world where private, public and voluntary sector providers are working alongside family carers.

Conclusion
As this article has discussed, the earliest type of formal care for older persons in Ireland was institutional, and did not adhere to the subsidiarity principle as this was mostly delivered by the State. Somewhat paradoxically, it appears that as Ireland becomes less characterised by the Catholic Church and faith (see e.g. Ferriter 2004), the principle of subsidiarity comes to the fore more clearly.  The current trend towards cash-for-care (home care packages) is arguably an example of the arm’s length attitude that the subsidiarity principle recommends the State take. However, one important component of the subsidiarity principle, namely the duty of the State to monitor the quality of care, is yet to be realised in Ireland.
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Endnotes
� The Irish Census has since 2001 collected information on the number of informal/family carers, but these are not broken down by the ‘client group’ and as a result it is not possible to establish what proportion care for children or adults with disabilities as opposed to older persons. However, it is defensible to conjecture that at least two-thirds of the persons receiving informal care are aged 65 or over. 66.7 per cent of the ‘heavy-duty’ carers (providing care for 43+ hours per week) are women, but once again we cannot be sure what proportion of them care for older adults: an educated guess is two-thirds, yielding nearly 27,000 full-time informal carers looking after older people in Ireland. Hughes, Williams and Blackwell (2004) estimate that 15 per cent or 64,350 persons over 65 years in Ireland receive moderate, high or continous care in the home, in the majority of cases delivered by family carers. 





� The Poor Relief Act of 1847 made provisions for ‘outdoor relief’, but this took the form of material assistance in-kind and for this reason can not be construed as an early form of ‘community care’. ‘Home Assistance’ for the aged and infirm became available at a later stage, and in addition to monetary aid consisted of extra allowances for fuel during the winter months, clothing and footwear, spectacles, artificial limbs and so on (Society of St Vincent de Paul, 1942). Home Assistance was the precursor of the modern ‘free schemes’ (television licence, telephone rental, electricity allowance, travel passes) that are now available to older persons in Ireland on an universal basis.





� However, these congregations were also involved in the institutional care of older persons, and usually started out in the institutional sphere and subsequently branched out into the earliest form of community care. For instance, the Congregation of the Little Sisters of the Poor had founded a care institution for ‘respectable poor aged people, male and female’, in 1881 in Kilmainham. In the mid-1950, there were 320 people resident in this home (The Irish Catholic Directory and Almanac, 1954). This order also operated a ‘home for poor aged people, male and female’, founded in 1944 and housing 150 persons in the mid-1950s. 





� Sixty five per cent of home care recipients were reported as receiving their home help services directly from the health board. Voluntary organisations predominated in the Eastern Health Board, North Western Health Board and Mid-Western Health Board.





� Information gained from interviews with senior HSE personnel.
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