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Foreword

The National Council for the Elderly has long held the view - shared by many others in
the health and social services - that the Home Help service is a vital component in the

policy of community care. International research also testifies to the importance of this
service in helping frail elderly people to remain living in their own homes.

Although Home Help services in Ireland date back to before 1970, it was the Health Act
1970 and a subsequent Circular from the Department of Health which set the scene for
the service as we know it today. Since then much has changed and much has been learned
about the needs of older people. Yet, to date, no comprehensive investigation into the

workings of the Home Help service has been carried out.

The present study is intended to fill in this gap in our knowledge. The Home Help service
is an important focus for research for a number of reasons.

In the first place, it is important to examine the effectiveness of Home Help services
policy and the legislative basis of home care services in the context of a policy of

community care.

Secondly, because of the role of the voluntary sector in providing this service in several
areas, the study is also an extension of the Council’s examination of voluntary-statutory

partnership issues. In a previous study commissioned by the Council, Mulvihill (1993)
identified Home Help services and some other community services provided by voluntary
organisations as core services. Being services which are essential to the maintenance of
the dependent elderly in the community, such core services require defined, rather than

discretionary statutory support and funding.

Thirdly, the study follows a body of new research into the area of care provision for

dependent elderly people by their immediate family. This provides a context for
investigating the extent of complementarity between the Home Help service and the care
provided by relatives, and
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the co-ordination of the Home Help service with other community care services.

The focus of the study, and of the Council’s Comments and Recommendations, is on the
needs of older people and the adequacy of the Home Help service in meeting these needs.
The study will nonetheless shed some light on other issues concerning the service - such

as issues affecting personnel involved in the planning and delivery of the service.
Although the focus on clients is confined to elderly people we feel that this is justified
since over 80 per cent of clients are elderly and much of the information on the service is
also relevant to other client groups.

As Chairman of the Council I would like to express our thanks to the authors, Dr.
Francesca Lundström and Dr. Kieran McKeown for conducting a very thorough and

informative investigation on our behalf.

I would also like to thank all the members of the Council’s Consultative Committee on
Home Help Services, ably chaired by Dr. Rosaleen Corcoran. These were: Ms. Winifred

Bligh, Mr. Jim Cousins, Dr. Davida de la Harpe, Mrs. Aine Dillon, Mr. Martin Duffy, Sr.
Maria Flynn, Mrs. Angela Gurnett, Sr. Carmel Molloy, Ms. Anne O’Loughlin, Mr.
Ciaran Roche, Mr. Peter Sands and Mrs. Val Tuthill.

I would also like to thank our Secretariat for their support of the project. Particularly, I
thank Mr. Bob Carroll, Secretary and Mr. Joe Larragy, Research Officer for their role in
setting the research process in motion and for their input throughout. Also, I thank Ms.

Trish Whelan, Projects Officer, for supervising the publication of the report and Ms.
Celine Kinsella and Ms. Carol Waters for their secretarial assistance at all stages of the
work.

Michael White
Chairman

10



Comments and Recommendations by the
National Council for the Elderly on

Home Help Services for Elderly People
in Ireland

Introduction

The bedrock of policy on the care of the elderly for many years has been to enable older
people to continue living at home in their own locality for as long as they wish and are
able to do so. The publication of a study of Home Help Services for Elderly People is
intended to fill a gap in our knowledge about a service that is widely acknowledged - in

Ireland and internationally - to contribute to the maintenance and dignity of frail and
dependent older people at home. This service is prominent among the primary care
services such as home nursing, meals-on-wheels, domiciliary occupational therapy, day

care centres, special transport, housing repairs and others. It is not only judged to be
effective in supporting people at home but cost-effective in the management of scarce
resources devoted to the care of the dependent elderly population, particularly as
compared with institutional care. In the recently published Health Strategy, Shaping a

Healthier Future (Department of Health 1994), the role and potential of the Home Help
service in adding to ‘social gain’ is acknowledged. However, despite the fulsome praise it
deservedly receives, the Home Help service has in practice a very problematic and low
status among the spectrum of primary care services. It has received little attention from

researchers up to now and subsists in a grey area between informal and formal care.

It was particularly important to conduct this study given the continuing rise in the

numbers of people in old age, particularly the very old, and the increasing proportion of
these who are living alone or in households without younger adults present. This
demographic trend creates the need to make even greater efforts to provide community
based services: it is not
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merely a question of shifting resources from institutional to community but of coping

with greater levels of need in the home and neighbourhood setting. The present study is
important because the development of efficient, responsive support services for those
elderly people who are confined to home is an urgent necessity. Inequalities of access to
community-based and domiciliary services  whether due to their uneven development or

an absence of clearly defined service objectives, standard-setting or reliability   can place
elderly people at risk and must be eliminated.

Research generated by the Council and others has heightened awareness of the enormous

burdens on carers1 looking after frail and dependent elderly people at home (particularly
adult daughters who may be married or single, or spouses living with an ill, disabled
elderly person). This awareness obliges us to re-evaluate traditional expectations of the

family, and to redefine the role of other services in relation to what we expect of family
members. Moreover, this growing awareness of the role of the problems faced by carers
must be understood against a more general recognition of the inequalities traditionally
tolerated by women in the home and the workplace, but which are not any longer

acceptable in civilised societies.

This report is not an industrial relations study of the Home Help service nor is it intended
as a study of the position of women in society: our attention is focused on the needs of

older people and the potential role of the Home Help service in meeting those needs.
However, the Council considers that the issues raised in the study in relation to training
and work conditions of those who work in the Home Help service require detailed

consideration in the context of the future development of the service.

The Overall Objectives of the Home Help Service

One of the main reasons for introducing a formal legal provision for Home Help services
under the Health Act 1970 was to ensure that some of the people who might otherwise be
admitted to institutional care for social reasons could continue to live at home. However,

the service was to be allocated only in circumstances where other alternative forms of
support (from among families and neighbours) could not be marshalled.

1. The terms ‘carer’, ‘informal carer’ and ‘family carer’ are used interchangeably in this report to denote those,
Usually relatives, who provide significant amounts of care for dependent elderly people at home hut who are
not part of a formally organised service in the voluntary, private or statutory sectors. The extent of such care
for elderly people was first described in council reports (O’Connor et al l988a, 1988b)
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When a policy for the Home Help service was first defined in a key Circular from the
Secretary of the Department of Health in the early 1 970s there was an explicit reliance

on the principle of subsidiarity (Department of Health 1972) 2. From the outset important
limitations were built into the proposed service:

Firstly, under Section 61 of the Health Act 1970, the health boards were empowered,

not obliged, to provide Home Help for the categories of people mentioned.

• Secondly, the Home Help service was to be directly organised by the new health

boards only if voluntary organisations failed to succeed in organising the service
independently.

• Thirdly, the service was to be provided only where there were elderly people or other

client groups who ‘cannot have support made available to them by their families or
neighbours’.

Each of these guidelines serves to define the role of the Home Help service in a narrow
way, and will be returned to in detail below.

Mandatory or Discretionary?

The Home Help service is discretionary. Under Section 61 of the Health Act 1970 the

health boards were empowered, not obliged, to provide Home Help The present report
shows that of the three jurisdictions studied, other than the Republic of Ireland, none had
a legislative base for the Home Help service as loose or discretionary as this. Compared

with other services supplied by the health boards under the Health Act 1970, the
legislative provision for Home Help is also loosely framed: the provision of acute
hospital services, home nursing and general practitioner services is not an optional extra
but a recognised part of the core service provision. The same view was not taken of

Home Help services when first given recognition by policy makers. This remains
unchanged.

In practice, there is clearly a policy obligation on health boards to provide a Home Help

service. However, in the absence of a legal obligation to provide this service, it is
vulnerable to underfunding, restricted allocation and lack of investment in training and
the simple infrastructure needed to

2.Department of Health, 20 April 1972, Rome Help Service, circular 11/72, Dublin: Department of Health.
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develop it further. The personnel in the Home Help service - and the clients they serve -

are not assisted in any way by the absence of a clear legal mandate. They have to
compete for a share of the health budget against service providers who are guaranteed
funding because their service is mandated. Instead of making a definite commitment to
provide a certain level and type of support under definite conditions which are agreed

nationally (such as operates in relation to general practitioner services, for example), the
individual has to discover what arrangements, if any, can be made locally. The message
which this conveys to elderly people and their relatives is important in that it may
discourage family care.

The evolution of the Home Help service has been constrained by the absence of an
adequate legal basis. The signs of this are to be found in the wide-ranging approaches to

the organisation and delivery of the service3, the lack of inter- and intra-regional
consistency in the way assessments of need and eligibility are made, the varied levels of
client contributions and the bewildering range of methods that currently exist for
collecting contributions. The signs of strain in the service will be evident to readers of

this report.

The Council recommends that the legislative basis for the Home Help service should he
amended to make it the mandatory responsibility of the health hoards to provide or have

this service provided to designated categories in need. This recommendation is important
in underpinning the commitment made in various policy statements to supporting
community-based alternatives to institutional care of the frail or dependent elderly.

A Voluntary Sector Service?

The Home Help service, as conceived in the early 1970s, was to be directly organised by
the new health boards only if voluntary organisations failed to succeed in organising the
service independently. The promotion of a voluntary ethos for the new service made no
clear distinction between the voluntary (or optional) work and the concept of voluntary

organisations organising a service. Where the voluntary sector was involved, financing
of the new service was provided for under the

3.The study found at least six different models in operation (see chapter Three).
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existing Section 65 of the Health Act 1953 which covered discretionary funding of

voluntary bodies providing services which were similar or ancillary to a statutory health
service. The benefits of involving the voluntary sector, from the standpoint of health
boards, were that they had initiated such services as existed at the time, and the local
knowledge and credibility of voluntary organisations enabled them to recruit and match

Home Helps to clients and to convey the voluntary ethos of the service to the Home Help
recruits.

Today, the voluntary sector is involved principally in Dublin and other parts of the

Eastern Health Board, in Leitrim and Donegal in the North Western Health Board, in
County Clare and North Tipperary in the Mid-Western Health Board and to a lesser
extent elsewhere. In the rest of the country the health boards provide the service directly.

As the report points out, about two-thirds of the Home Help service is now provided
directly by health boards without the involvement of the voluntary sector. This compares
with two-fifths in the early 1980s when the numbers of Home Helps and clients were
much fewer. Where the voluntary sector is involved, the health boards provide the bulk of

the funding, covering the salaries of Home Help Organisers and wages for Home Helps.
Evidently, the potential of the voluntary sector to organise and provide this service
independently is limited.

Thus, despite the policy to have the voluntary sector take on the Home Help service it
soon became evident that in many areas this was unrealistic. Certain facets of the service
- cost, the fact that it needs to be provided in all parts of the country, requires detailed

local organisation linked to other community care services and needs to be of a
satisfactory basic standard - pointed to the need for greater statutory involvement than
might be the case for other local voluntary services. While Home Help services for a
majority of clients are now organised directly by health boards the position of the

voluntary organisations providing Home Help has been precarious to say the least. This is
due to absence of clear contractual arrangements or schemes for funding by the health
boards. In some boards there is a large number of very small organisations while in others
there is a relatively small number of large voluntary organisations (see Table 3.3, Chapter

Three). In the absence of clear guidelines for funding or contractual arrangements these
factors must affect the relative negotiating strength of the statutory and voluntary sides
with differential
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effects on the nature of the service provided and the conditions under which it is

delivered.

In the context of developing genuine voluntary-statutory partnerships -increasingly
recognised as necessary to the full development of the voluntary sector - the resource and

organisational imbalances between health boards and voluntary organisations might deter
rather than foster voluntary involvement. If the Home Help service overall has suffered
uneven development and limited resourcing this is doubly so, as the present study points
out, in the case of the voluntary sector Home Help service providers. It is quite apparent

that, due to existing financing arrangements, many voluntary organisations are so pre-
occupied with financial survival that they are unable to attend to such important questions
as the quality of the service they provide and the development of new services.

In view of the clearly shared objectives of the Home Help service, provided respectively
by statutory and voluntary organisations, the Council believes that every effort must be
made by the health boards to ensure that voluntary organisations are given the same level

of organisational support and resources as statutory providers. Some might suggest that
this would undermine the raison d’etre of the voluntary sector. To this we say, on the
contrary, if voluntary organisations know they will be given adequate support by the
health boards they will be more willing to give additional time and effort, and this will

foster rather than discourage voluntary effort.

The report points to the difficulties of providing this service from the voluntary sector. It

includes evidence from client surveys at two sites, one of which was an urban area served
by the voluntary sector. While generalisation to the whole voluntary sector is not advised
it was found that waiting periods were longer, intensity of service provision was less,
dissatisfaction with intensity of service provision was greater and financial contributions

by clients more likely in this area than in a rural area served by a statutory service. Even
if this site is not typical it is a matter of concern that local circumstances should dictate
such variations in practice. This finding need not necessarily lead to the conclusion that
adequate Home Help service can only be provided directly by statutory bodies. Rather it

raises the issue of how policy makers view the development of the voluntary sector.
16



The Council believes that the participation of the voluntary sector in providing the Home

Help service is a desirable objective of social policy; to be successful it requires active
development by policy makers and statutory personnel in the health boards in a spirit of
genuine partnership. For its part the voluntary sector must be able to provide services to

the same standard as the statutory sector4.

Home Help – A Core Service

The Council, in its Comments and Recommendations on the report Voluntary-Statutory

Partnership in Community Care of the Elderly, outlined the need to define core services
provided by the voluntary sector.

The Council believes that Home Help is a core service because it is essential to the basic
welfare and survival needs of the frail elderly in the community and enables them to
remain at home. The Home Help service should be provided in a comprehensive and
structured manner as it involves greater responsibility than other voluntary sector services

delivered on an occasional basis. Being integral to the whole set of health and social
services for elderly people living at home, voluntary sector Home Help services demand
considerable input from the health boards in funding, development, and involvement in
the design and implementation of structures.

The Council believes that in order to develop the voluntary provision of services
successfully there must be a statutory commitment to providing the resource inputs and

making the necessary arrangements with the voluntary agencies involved for integrating
them in the organisation of service planning and provision.

The Council recommends that the Home Help service be treated as a core service, for

which funding of voluntary sector involvement should be based on the following criteria:

clearly defined levels and methods of grant payment;

standardised grant application procedures;

4. In his report for the council, Voluntary-Statutory Partnership in community care of the Elderly, Mulvibill
(1993.’ 69) outlined several possible models of voluntary-statutory relationships in community care, each

with greater or lesser degrees of partnership with and encouragement of voluntary Sector initiative.
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an agreed methodology for calculating recoverable costs incurred by voluntary

bodies (e.g., costs of recruitment, administration, rent, travel, wages etc.);

an elimination of the practice of deficit funding of voluntary bodies;

clients receiving Home Help from the voluntary body should not be at a

disadvantage compared with their counterparts served by a statutory service;

staff employed by a voluntary body should be subject to the same pay and

conditions as their equivalents in statutory Home Help services.

Families, Carers and Home Helps

The principles which were to underlie the provision of the Home Help service in 1972
implied that it would be provided only to those elderly people who did not have a family

support system. This is and continues to be the most important constituent group covered
by the Home Help service. People living alone accounted for 67.8 per cent of survey
respondents in the present study which also found that the social networks of clients
living alone were weaker than those in other household types. The typical Home Help

client was single or widowed - single men and widowed women have a somewhat higher
probability of becoming Home Help clients while married men are least likely to be
clients.

These patterns seem to reflect the fact that this service is least often provided where a
carer (usually female, frequently a daughter or a spouse) can be identified. The survey
also confirms that the dependency profile of Home Help recipients, while varied, includes

high proportions having difficulties with the instrumental tasks of everyday living and
low proportions having some degree of difficulty with personal care. In other words, the
Home Help service has been targeted at the vulnerable elderly who lack support but who
in many cases can ‘get by’ with a small number of hours of help each week. The Home

Help plays little or no part in meeting the needs of the very dependent elderly who may
suffer from degrees of confusion, incontinence or immobility and require more constant
care or more frequent intervention such as overnight attendance,
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supervision or assistance with toileting, eating meals, washing, shaving etc. The

household profile of these older people is strikingly different:
they are either to be found in the care of a co-resident household member coping alone,
or in institutional care. The Home Help service, therefore, typically provides a lifeline for
very elderly people - usually in their early 80s - who are single or widowed and living

alone, or perhaps with another very elderly relative and who, for the want of small
amounts of help, care and personal contact over the week,  might  find  themselves
inappropriately placed in institutional care. In the case of Home Help clients, assistance
with instrumental tasks (housework, messages etc.) predominates while in the case of co-

resident informal carers, personal care is uppermost.

The Departmental guidelines, in Circular 11/72, tended by definition to exclude

households where a younger adult was co-residing. This was in turn embodied in the
philosophy of the health boards, which clearly did not consider the service as a
replacement for the ‘normal help of relatives and neighbours which should be regarded as

the first line of assistance’ (Mid-Western Health Board 1991)5. Indeed, based on this

principle, the existence of a relative in the locality, let alone in the household, could make
it difficult to obtain the service.

This policy takes no account of the fact that those people who provide care for relatives at

home are frequently providing considerably more than the ‘normal help of relatives and
neighbours’. Council research on carers during the 1 980s showed that 50 per cent of
some 51,000 carers who lived in the same household as their dependent elderly relative

provided between four and seven hours of care per day, while 35 per cent more provided
in excess of seven hours per day (O’Connor et al 1988b). Another study (Blackwell et al
1992) confirmed this, finding that an average of 47 hours per week was devoted to care
by co-residing carers of elderly people at home. The original conception of the Home

Help service ignored the inputs of carers and set it on a course for supporting those
elderly people who fell outside this system of informal care.

The fear which underlay the original conception of the Home Help service was that

families who otherwise would look after their own elderly

5. Mid-Western Health Board, 1991, Report of a Review Group on Home Help Services, Mid-Western Health
Hoard.
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relatives might pass on this responsibility to the health boards, and that the Home Help

service would replace informal care. However, the fact that Home Help clients on
average receive between five and ten hours per week, mainly from part time Home Helps,
while informal carers on average give 47 hours of care per week, is eloquent testimony to
the absence of any grounds for fear that the service is remotely capable of substituting for

and undermining the provision of home care by relatives. On the contrary, we can now
see that the potential of the Home Help service as a source of support to carers of the
more dependent elderly and as a buttress to family care at home was missed. Put another
way, Ireland, in common with several other European countries, provides an example of

how - far from undermining informal care - the provision of Home Help under very strict
conditions has the effect of stretching the informal care system further than may be

justified6.

Recent research has also shown that the stress levels of family carers was in many cases
extreme, and in the average case well above the level experienced among the general
adult population (Blackwell et al. 1992; O’Connor et al. 1988b). Without the provision of

support services directed at carers - as distinct from the elderly relatives they looked after
- their burden could become intolerable. The breakdown of such care through death,
illness or burnout of the carer might, in addition to the damage to the carers themselves,
contribute to premature or avoidable long-term institutional placement. During the health

service cut-backs of the late 1980s, the rationalisation of acute hospital beds placed
additional strains on families and helped to prime demand for nursing home care. The
fiscal origins of the pressure for these rationalisations, together with the discretionary

status of the Home Help service, meant that it suffered from the cut-backs and was in no
position to help alleviate the increasing pressure on informal carers.

In light of the research cited above there has been a growing acknowledgement of the

centrality of informal care of elderly people at home and the need to support it. In
Shaping a Healthier Future there is a welcome prioritising of the need for resources to
strengthen the Home Help service in ‘supporting older people and their carers who live at

6 See A. Jamiemn, Home care for Older People in Europe. A comparison of Policies and Practices, Oxford:
OUP 1991.
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home’ (Department of Health 1994: 67). The Years Ahead report - which forms the basis

for official policy since 1988 - set out a number of ways in which the Home Help service
could potentially assist carers. The measures recommended in The Years Ahead report
were a welcome official prompt to adapting the Home Help service towards carers and
included the call for ‘evening and weekend relief services for persons caring for elderly

relatives at home’ (Department of Health 1988: 97) 7. The present study reports that
these recommendations have as yet not been introduced to any notable extent. This may
be because the underlying rationale of the Home Help service as set out in the 1972
Circular – and the administrative culture which this has generated – remains deeply

embedded and largely unchallenged.

The Council believes that the objectives of the Home Help service must be re-defined

fundamentally to take account of the needs of informal carers. The service has potential
not just of providing temporary relief to corers, but also in assisting with many of the
tasks of home care such as the instrumental and personal care tasks of daily living. This
is particularly vital where carers are providing constant care for highly dependent

elderly people. The fact that so many Home Helps are already engaged to some extent in
the full range of instrumental and personal care tasks is ample proof of their further
potential in this area. In addition to its essentially practical role, the support of the Home
Help service is important also from a psychological point of view. Other research shows

the extent of isolation frequently suffered by carers (Blackwell et al 1992; O’Connor et
al. 1988b). The present report shows how welcome the Home Help is as a source of
social contact and companionship to elderly people. Similarly, in providing practical help

for carers it also has the potential to provide psychological support to them and the
elderly people they care for.

International research suggests that the key to further development of community care

rests on the principle of complementing informal care with formal support. West and his
colleagues (1984a; 1984b) found that the least desired regimes of care among a general
community sample were those involving either family care only or residential care. The
most

7 Working Party on Services for the Elderly, The Years Ahead - A Policy for the Elderly, Department of
Health, Dublin 1988.
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popular preference was for informal care where the carer received adequate formal

service backup8. The provision of some degree of regular support to carers of the
dependent elderly at home could help to ease their sense of isolation and stress. The
Home Help service has the potential to provide this type of support.

According to Twigg (1988)9, the concept of providing services for carers has only
recently begun to be examined seriously. In the past informal carers have been viewed as
a resource which, because they were uncomplaining and appeared to be sufficing, were
assumed by health authorities to be sufficient. More recently the carer has begun to be

perceived as a co-worker (or indeed a co-client with the elderly person), whose
limitations must be taken heed of if community care is to be successful. The
psychological and physical stress on carers, many of whom are themselves elderly, is a

much neglected but essential focus of formal service planning and provision in the home
and community setting.

The Scale and Intensity of the Service

The proportion of older people receiving Home Help in Ireland is lower than in any of the
other jurisdictions examined. Approximately 3.5 per cent of people aged 65 years or over

are Home Help clients, compared to 14 per cent in Northern Ireland and 19 per cent in
Sweden (Chapters One and Three). Home Help coverage also is quite limited compared
to an estimated 17 per cent of older Irish people depending on informal care. Indeed, as

we have seen, the service tends not to be provided to elderly people who are living with
an informal carer. In order to meet the needs of those who are now solely dependent on
carers a considerable expansion in coverage would be necessary.

The findings of the study are somewhat conflicting in relation to the intensity of service
provided (measured by the number of hours per client

8. West P. 1984a The Family, The Welfare State and community care: Political Rhetoric and Public Attitudes,

in Journal of Social Policy, 13, 4, pp.417-446.
West, P., IlIsley, R. and Kelman, H., 1984b. Public Preferences for the care of Dependency Groups, in Social
Science and Medicine, 18, 4, pp.287-295.

9. Twigg, J. Models or Carers:- How do Social Care Agencies conceptualise their Relationship with Informal

Carers? Jnl. Soc. Pal., 18, 1, 53-66, 1988.
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per week). Forty five per cent of clients nationally were estimated to be receiving

between six and ten hours of Home Help per week by health board representatives giving
a national average of 9~7 Home Help hours per week (Chapter One). The qualitative
study of clients produced a somewhat lower figure of 7~ 1 hours per week, while the
survey respondents reported an average of 6.4 hours per week (Chapter Six).

Nevertheless the report suggests that Ireland does not compare badly in terms of intensity
(an average of four hours in Northern Ireland and Sweden). Greater intensity in Ireland
may reflect the success of the Home Help service in providing help with personal care.
Nevertheless, the commonest complaint of Home Help clients in the present study was

that they required longer hours of care. This, together with the rising numbers of clients
and prospective clients, and the extension of the service to the needs of family carers,
implies that considerable additional resources will be required if the service is to have an

impact on the well-being of the more dependent elderly at home.

From Home Help to Long-Term Care at Home

In recent years the provision by health boards of personal care for dependent elderly
people has been organised in two ways. In four health board areas Care
Assistants/Attendants operating under the direction of the public health nursing service

have been developed to carry out personal care tasks. In other health boards this personal
care has remained the responsibility of the Home Help service. It is appropriate that the
public health nursing service and the Home Help service work in harmony in the area of

personal care provision for older people and that structures and mechanisms be put in
place for this purpose.

The growth of Home Help provision in Ireland has coincided with important changes in

the demographic and social profile of the elderly population. In the early 1970s the
priority for the Home Help service was to provide support for those elderly people who
might otherwise have been admitted to institutional care on ‘social grounds’, particularly
due to the absence of family or friends to look after them at home. Along with the

provision of social welfare reforms, housing improvements, sheltered housing and day
services the Home Help service has contributed towards enabling more older people to
live with dignity and relative independence and reduced recourse to long-stay hospitals

on social grounds alone. Since
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the early 1970s, there have been significant changes in the needs of older people living at

home. The number and proportion of all elderly people in very old age have increased
and the dependency threshold for admission to institutional care has been rising.
Correspondingly, the numbers who are living at home with some degree of disability
have also increased.

The Home Help service has evolved in response to rising demand due to these trends.
The present report cannot provide time series data on the changing needs and levels of
disability among elderly Home Help clients. However, it does provide a profile of levels

of dependency and information on the tasks performed by Home Helps for samples of
current clients. The profile of tasks performed by Home Helps does not exclusively
comprise instrumental tasks of daily living. For example, in the survey of Home Help

clients served by a statutory service in a rural area, the Home Help was frequently
reported to sometimes or always:
assist with bath or shower (36 per cent); help with using toilet (16 per cent); wash client’s
hair (36 per cent); assist with dressing (25 per cent); help walk indoors (12 per cent); help

sit or stand (22 per cent) and help eat (nine per cent). (For a full list of tasks, see Table
6.9, Chapter Six).

From the evidence provided by Home Help Organisers and Home Helps it often happens

that the Home Help gradually takes on extra tasks as the client becomes more ill or frail.
Thus personal care is integral to the role of the Home Help even though it may account
for a relatively small share of the Home Help’s time. Home Help Organisers and Home

Helps have expressed fears that the introduction of Home Care Attendants by health
boards might reinforce the already low status of the Home Help service by ignoring the
personal care role which Home Helps perform. It is notable too that the average duration
of Home Help provision reported in the survey of clients was 2.8 years in the rural and

four years in the urban setting. This, together with the fact that very few respondents
reported disruption because a Home Help resigned, illustrates the long-term nature of the
commitment made by the Home Help service to clients. In some areas, new grades of
Home Care Attendants under the supervision of a Public Health Nurse are connected with

district units which provide intensive care at home following early discharge from acute
hospital care, usually of a short duration (two to three months). Thus, in relation to long-
term home care, the Home Help service could successfully complement the role of Care

Attendants.
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The Home Help service should, in the Council’s view, be developed and extended to

incorporate a significant personal care dimension. This personal care dimension should
be provided not only for dependent older people living alone but also as a support to co-
resident family carers. This type of care can be provided as the need arises over a longer
term than might be provided by Care Attendants. Co-ordination and co-operation

between the Home Help Organiser and Public Health Nurse is the key to the success of
achieving complementarity between Home Help and other home care services.

Training of Organisers, Home Helps and Carers

We have pointed out above that there is a need to consciously acknowledge and build
upon the range of caring provided through the Home Help service. This cannot be

successful without paying sufficient attention to training needs. The present report shows
training within the Home Help service to be minimal. Indeed apprehension that there
might be too much training was found among some of the health board representatives
interviewed on the grounds that it would increase wages and ‘overqualify’ people.

However, we believe that the absence of such training contributes to the notion that the
work done by Home Helps is unskilled requiring no special knowledge. In fact providing
help and care to dependent elderly people is a multi-faceted, responsible and demanding

role. The Home Helps and Home Help Organisers interviewed for this study stressed the
need for training. This reflects the high level of commitment they appear to have to their
work and which is perceived by Home Help clients.

It is acknowledged that formal training may not be as important for some Home Helps as
it is for others, or as would be necessary for Organisers. Nevertheless, Home Helps
should be facilitated to carry out their work to a high standard, particularly in view of the

changing dependency profile of Home Help clients. Some formal process of induction,
preparation and training is therefore called for. This is also important for the sake of
Home Helps themselves in that it can be a means of acknowledging the worth of the
contribution which they make to society.

Training options for Home Helps need not necessarily be confined to Home Helps. The
relevant skills and subject areas are often similar to the
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skills needed by caring relatives of dependent older people at home and other groups of

caring personnel, including some of those working in nursing home environments. The
skills involved in personal care are not the same as those required for nursing. However,
carers require some training, an understanding of the ageing process and the problems
likely to be encountered. Therefore, training options are needed for all care workers who

fall outside the more conventional systems for training health professionals.

In the Council’s view, training for Home Help Organisers and Home Helps is a very
important issue. This is a core service which is still evolving and which is integral to the

success of any policy enabling older people to continue living at home. In order to
address the emerging needs of dependent older people at home we need to provide Home
Helps with practical caring skills, relevant listening and communications skills, and

basic knowledge about ageing and the needs of clients and their families.

Home Help Organisers perform a wide ranging role covering recruitment and deployment
of Home Helps, assessment of need, monitoring of service provision, consultation with

other professionals and relatives, administration of client contributions and wages of
Home Helps. They frequently only receive a brief induction to their role and those
interviewed typically refer to being ‘thrown in the deep end’.

The Council believes that more adequate provision must be made by health boards in
consultation with relevant educational establishments for training Home Help
Organisers in management skills, communications, information technology, tax and

social welfare, aspects of ageing and community care. Health board administrations
should ensure that Home Help Organisers are given every opportunity to participate in
interdisciplinary courses for staff Existing Home Help Organisers need to be provided
with in-service courses and newly appointed Organisers should be given a suitable

preparatory course.

Filling the Gaps: Service Provision

Clients of the Home Help service who were interviewed were very pleased with their
Home Helps. This is in line with international experience (Jamieson 1991). Most of the

complaints voiced were to do
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with the desire for more hours of care, and there was a preference among clients for the

service to be free. In addition:

• In some instances the client had to wait for some time before the service was

provided.

• Substitute Home Helps were not always to be found when a Home Help went

sick.

• Services which significant minorities of clients said they would like to have filled

by their Home Help included twilight, night and weekend services and we can
expect this need to increase in the years to come.

• Most areas have not sought to develop the Home Help service to provide

domiciliary respite for carers.

• An emergency service is still not provided in two health boards.

The Council recommends that these gaps in service provision, some of which were
already listed in The Years Ahead report, be fully addressed and that the health boards

agree national standard levels of provision and provide information to the public on the
new services provided.

Employment Potential in Social Care

High unemployment levels in Ireland and more generally in the European Union, and the
dangers of rising long-term unemployment, impose an obligation on policy makers to

identify new forms of sustainable employment. With the ever-improving technologies
available in today’s industries and services, and with ever-rising productivity levels, there
is a tendency for jobs to be lost in those sectors in which new technology or competitive

market conditions apply. The identification of potential areas for labour intensive goods
and services can be a positive boon in this context.

Against this background, the increasing and varied needs of dependent elderly people

living at home  and indeed of disabled people of all ages and their carers - provide a focus
for the expansion social care occupations, which are labour intensive as well as beneficial
in terms of social gain to the recipient.
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The Council wishes to highlight the potential that exists both in the statutory and non-

statutory (voluntary or private) sectors for the creation of employment through the
provision of community-based caring services.

Entitlement to the Service: Dependency, Social Conditions and Means

The report reveals that the assessment of means, dependency and social circumstances
varies from place to place both within and between health boards. In the interests of

equity it is important to harmonise assessment criteria and ensure that every older person
of similar need will have equal access to Home Helps wherever he or she lives.

The Council believes that if Home Help is to become a dependable core service
integrated with other community care services there must be clear and universal
guidelines for the assessment of eligibility, dependency, needs of carers and the level of
service which health boards will provide. These guidelines should be publicised in clear

and simple explanatory leaflets which the public will understand.

The Council believes that the Home Help service should be available to all who need it
on grounds of dependency and social circumstances. Clear guidelines on a methodology

for the definition of need and dependency level should be established at national level.

Should Clients Pay for the Service?

The study presents evidence on payment for the service. Most health boards favour client
contributions as a reminder to families that they must share the responsibility for

community care of the elderly and on the grounds that this service is a ‘good neighbour’
service for which the client should give a token of gratitude. But, again, practice is far
from uniform within and between health boards. This variability, firstly, puts a lot of
pressure on elderly people who are in some instances expected to come up with an

unspecified amount - whatever they can afford. Home Helps are also put in an invidious
position, having often to collect part of their own payment - which may be variable -
from their client. The client survey brought out differences between the voluntary sector

and the statutory
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sector, with more clients (85 per cent) of the voluntary sector paying a small contribution

(mean = £5.80 per month), while fewer clients (32 per cent) of the statutory agency were
paying relatively larger contributions (mean = £25.10). The Home Help clients in the
survey did not complain about paying for the service but when asked for their views on
payment 60 per cent felt they should not have to pay at all and almost 20 per cent felt

they should only have to pay a contribution if they could afford it.

We welcome the fact that Shaping a Healthier Future (Department of Health 1994)
contains a commitment to ‘consistency in determining entitlements and charging

arrangements’ and the introduction of ‘uniform rules for eligibility and charges across the
country’ in relation to all health and social services, and particularly in relation to
‘community paramedical services, home helps, meals on wheels and day care centres’.

We wish to highlight the need for such consistency and clear rules in the present context.

The Council believes the practice of asking for contributions from Home Help clients is
only justified if it is applied fairly and consistently across and within health boards and

not such as to deter elderly people from seeking the service. Therefore, the method of
assessment should be as simple as possible and should be made widely known and
understood by members of the public.

The most equitable and transparent method for assessing eligibility for free Home Help
service is the existing Medical Card. Only those not entitled to a Medical Card should be
asked to make a contribution. Means testing of families should be abolished.

The savings from means testing family members, in the Council’s view, are outweighed
by the benefits of adopting a positive, supportive approach to caring families, who are the
cornerstone of all community care. Informal care in Ireland is virtually unremunerated

and in need of practical support and can do without additional administrative or financial
disincentives from the health boards. On the contrary the health boards should take great
care to foster and protect this extensive informal care system through every feasible
method. Far from means testing relatives for a possible contribution, we believe that, in a

situation where a Home Help is provided to assist the carer of a very dependent elderly
person at home, the service should be free of charge. In this way the health board
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would be acknowledging that informal care of dependent elderly people at home is

financially costly to elderly people and their carers.

We also wish to caution against the practice of direct payments by clients to their Home
Helps. The good neighbour ethic and vocational commitment of Home Helps is evident

in the mutual respect between Home Helps and clients reported in this study and hardly
needs the spur of financial pressure on clients and their supporters to keep it alive. The
client’s contribution, if applicable, should be to the health board or voluntary organisation
contracted to provide the Home Help service, not the Home Help, and should not be

collected directly from the client by the home help.

Working Together: Co-Ordinating Home Help and Other Services

The low status and sense of marginalisation felt by Home Help Organisers and Home
Helps is evident in the findings of this report. Often, Organisers are left out of case

conferences, not adequately advised of when a hospital discharge is to take place, not
consulted on planning matters in their area and often not treated as equals by other health
staff. This situation, in all probability, reflects the ethos under which the Home Help
service was established in the early 1970s whereby it lacked a clear legal basis and Home

Help staff were perceived as stipended volunteers with no specialist skill requirements.
Also, the dominance of the medical model in the health and social services in Ireland
generally results in inadequate attention to the professional organisation of social services

for chronically ill and dependent elderly people in the community. There is a limited
understanding on the part of planners and providers of the necessity for co-ordination of
services for dependent elderly people living at home. In recent years this problem has
come increasingly to the fore. The Years Ahead report placed considerable stress on the

need for co-ordination at health board, community care area (CCA) and sub-CCA – or
district – level. The report called for the establishment of ‘District Teams for the Elderly,
representative of those with direct responsibility for providing services to the elderly’ to
support a District Liaison Nurse.

The Council published a detailed account of an independent evaluation of two
experiments in local area co-ordination (Browne 1992). This report
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also indicates that there are benefits to be had from the improvement of coordination at

district level in respect of such matters as consensus about domains of responsibility and
the breakdown of status differences between team members. In the context of an evolving
service such as Home Help the need for interdisciplinary teamwork between the Home
Help Organiser and the District Liaison Nurse would seem to be self-evident.

In the model as set out for District Teams in The Years Ahead report Home Help
Organisers are not included in the core membership, but are included in the list of those
who may be consulted as the need arises. We recommend, if and when District Teams are

established, that Home Help Organisers be included in their core membership. They have
much to offer and much to benefit through participation in local level planning and
organisation of co-ordinated service delivery. In the meantime structured consultations

between Home Help Organisers and other key community care professionals,
particularly Public Health Nurses, should take place in all districts.

Case Management

Internationally the concept of co-ordination of services has been gaining prominence. In
the USA and UK particularly, the focus has been on coordination at the level of the

individual through the concept of case, or care, management. There are various models of
case management but the principal feature is the appointment of a case manager to assess
need, arrange the package of services, ensure implementation of this package and monitor

its effectiveness in situations where a person is on the margins of institutional care. The
case manager might be a Social Worker or a Public Health Nurse. It is now widely held
that case management can assist more older people successfully to remain in their own
home for longer than would otherwise be possible. The basic idea is being taken up in

different forms adapted to local conditions in many countries. We believe that in this
country also it is necessary to begin to develop the concept of case management through
further discussion and pilot projects. The development of closer collaboration between
the Home Help service and other local services would seem to be an obvious way to

facilitate a move towards case management.
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Introduction

This report was prepared between June 1993 and June 1994. It is the first major study to
be carried out on Home Help services for the elderly in Ireland.

The objectives of the study, as agreed between the authors and the National Council for
the Elderly, are:

(i) to establish detailed data on:
• the nature and components of the Home Help services as they

currently operate
• the profile and requirements of current service recipients

• the impact of the service on the lives of service recipients

• gaps in existing provision.

(ii) to explore specific questions which affect the future of Home Help services,

including:

• the adaptation of services to provide support to informal carers

• the adaptation of services towards the support of increasingly dependent elderly

people at home

• the development of night-sitting, twilight and weekend services and emergency

services.

(iii) to examine issues in the context of mixed voluntary-statutory provision of Home
Help services in this country particularly the issues of developing the voluntary sector

and voluntary-statutory partnership.

(iv) to explore the operation of the Home Help services at local area level.

(v) to explore the adequacy of local co-ordination between Home Help and other services
(hospital, general practitioner, nursing, occupational therapy, physiotherapy, meals,
laundry, etc.) and the comprehensiveness of community care provision for Home Help

recipients.

(vi) to explore:

• the provision of funding and allocation of Home Help services
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• eligibility criteria

• use of means testing

• the application of standards of quality and

• the provision of training.

The data collected to meet the objectives of the study fall into six broad categories as

follows:

• a review of literature on Home Help services in Ireland and a comparison with the

Home Help service in three other administrations: Northern Ireland, Britain and

Sweden.

• a survey of policies and practices in each health board region in Ireland based on

in-depth interviews with 19 key personnel in the health boards

• in-depth interviews and discussions with 38 Home Help Organisers

• in-depth interviews and discussions with 38 Home Helps

• a survey of 195 Home Help clients

(i) a network study of 30 Home Help clients and 10 non-recipients.

The analysis of the data is presented in eight chapters. Chapter One contains the literature
review and a comparative analysis of some key aspects of the Home Help service in

Ireland. Chapter Two describes the methodology used to collect the data which is
analysed in the remaining chapters in the report. Chapter Three describes in detail how
the Home Help service is administered in Ireland and the variations in policy and practice
both within and between health board regions. Chapters Four and Five present overviews

of the Home Help services from the perspectives of Home Help Organisers and Home
Helps respectively and identify issues of concern to both groups. Chapter Six analyses the
results of a survey of Home Help clients, focusing particularly on their characteristics and
their experiences of the Home Help service. Chapter Seven describes the social and

support networks of elderly persons and the relevance of the Home Help service to those
networks. Finally, in Chapter Eight, there is a summary of the key findings and issues
emerging from the study.
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CHAPTER ONE

Overview of Home Help Services in the
Republic of Ireland in a Comparative

Context

1.1 Introduction

1.1(a) Structure of Chapter

This chapter gives an overview of the operation of the Home Help service in the Republic
of Ireland and compares it with similar services in Northern Ireland, Britain and Sweden.

The chapter is divided into eight sections as follows:

• Section 1.1 Introduction

•  Section 1.2 Republic of Ireland Literature on the Home Help Service

• Section 1.3 Social Policy and Legal Provision for Home Help Services

• Section 1.4 Financing and the Finances of Home Help Services

• Section 1.5  The Home Help Service Described

• Section 1.6 Home Help Service Staff

• Section 1.7 Clients

• Section 1.8 Conclusions

• Appendix Additional Tables

The main tables of data on the Republic of Ireland on which much of the chapter is based
are in the appendix to Chapter One, while tables showing national trends and comparative
tables for the Republic of Ireland,
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Northern Ireland, Britain and Sweden, are integrated into the body of the text.

1.1(b) Home Help Defined

The Oxford English Dictionary (1979:302) defines Home Help as:

A person who helps with housework etc., especially in a service organised by
local authorities.

Home Help is most often but not exclusively provided to elderly people. It can be
supplied by an informal (unpaid) or formal (paid) carer in order to assist the elderly
person in carrying out tasks such as household chores, errands, personal care (simple

hygiene) and social contact (letter writing, telephone calls).

1.1(c) Choice Of Jurisdictions for Comparative Review

Long-term care for people who need assistance in the activities of daily life in most [EU]
countries continues to be predominantly a family task’ (Alber, 1993:103). However, with
the declining care capacity of the family in most Western European countries the need for
other forms of societal support is increasing. In most EU countries there is a distinction

drawn between the medical and social services. The former are paid normally out of the
national sickness insurance fund, while the latter are financed by local authorities.
Denmark, Italy and the Netherlands are exceptions where financing for both service types

come out of the same budget. The provision of Home Help services in most EU states,
with the exception of Denmark, is usually heavily complemented by private for profit or
non-profit suppliers. Voluntary organisations are particularly strong in Germany,
Belgium and the Netherlands and similar religious-based voluntary organisations play

important roles in Greece, the Republic of Ireland, Italy, Portugal and Spain. In the UK
voluntary organisations are not as predominant as elsewhere in the EU (Nijkamp et al,
1991).

It would have been very interesting for comparative purposes to have chosen countries
within Europe with similar mixtures of statutory and voluntary Home Help service
provision to that of the Republic of Ireland. However; lack of familiarity with those

countries’ languages precluded us from doing so. We chose therefore our nearest
neighbours Northern
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Ireland and Britain because of our earlier shared history and because the Republic of

Ireland has inherited much of its legal and political structure from our combined past. It
will be interesting to discover where policies and practices have diverged. Sweden was
chosen because it has often been held up to us as an exemplary model of social policy,
giving its citizens cradle to grave care. In addition, Francesca Lundström is proficient in

the Swedish language. We will use these three jurisdictions as yardsticks to measure the
performance of the Home Help service for elderly people in the Republic of Ireland.
Alber (1993) has pointed out that comparisons like this can only be indicative of crude
patterns and trends and that extreme caution should be taken when it comes to

interpreting the data. We echo Alber’s reservations relevant to the interpretation of the
data in this chapter.

1.2 Republic of Ireland Literature on the Home Help Service

Literature on the Home Help service in the Republic of Ireland can be classified into

seven different types: (a) legal documents which make provision for the implementation
of the Home Help service, (b) departmental reports, (c) statistical reports, (d) studies and
documents specifically on the topic of Home Help services, (e) national studies
mentioning the Home Help service, often in the context of community care; (f) national

studies indicating national trends in the provision of community care especially
highlighting the needs of informal carers and (g) regional/local studies which mention
Home Help services. Table 1.1 gives a breakdown of this literature by type of document,

author, year of publication and title.

Legal Documents: The first category comprises two documents: (a) the 1970 Health Act
which contains the legislation empowering health boards to implement Home Help

services and (b) Circular 11/72 (1972) addressed to the Chief Executive Officer of each
health board, with its attached memorandum, recommending how the Act should be
implemented. We will be referring to these documents in section 1.3 of this chapter.

Departmental Reports: In this category there are two documents which have steered the
Republic of Ireland’s social policy in caring for our
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Table 1.1: Literature on Home Help services in the Republic of Ireland by
category, author, year of publication and title

Type of

Document Author Year Title

Legal Department of Health 1972 Circular 11172 Home Help Service
Department of Health 1970 The 1970 Health Act

Department Working Party on Services for 1968 The Years Ahead: A Policy for the
Reports the Elderly Elderly

Inter-Departmental Committee 1968 The Care of the Aged

Statistical Department of Health    annual Annual Reports
Reports Department of Health annual Home Help Service Statistical

Returns
National Council for the Aged 1968/89 Tables on the Home Help Service

Studies and Mid-Western Health Board 1991 Report of Review Group on Home
Documents Help Services
Specifically Dramin, A. 1989 Home Help Services for the Elderly
on Home in the Eastern Health Board Area,
Help Administration, 34, 4.

Services Towers, P. 1989 Home Help Schemes Potential for
Development

National Association of Home 1986 Submission to the Department of
Care Organisers Health for Services for People with

a Sensory or Physical Disability
Ad Hoc Home Help Committee 1985 The Development of the Home Help

Service in the Dublin Area
Deevy, L. 1983 Guide for Home Helps

National Mulvihill, R. 1993 Voluntary-Statutory Partnership in
Studies Community Care of the Elderly
Mentioning O’Shea, E. 1993 The Impact of Social and Economic
the Home Policies on Older People

Help Ruddle, H. & O’Connor, J. 1993 Caring Wfthout Limits?
Services Blackwell, J., O’Shea, E., 1992 Care Provision and Cost

Moane, G. & Murray, R Measurement Dependent Elderly at
Home and in Geriatric Hospitals

O’Shea, E. & Corcoran, R. 1989 The Placement of Elderly Persons:

A Logit Estimate, ESR, 20, 3.
O’Connor, J & Ruddle, H. 1988 Caring for the Elderly Part II
O’Connor, 5. 1987 Community Care Services: An

Overview

National Council for the Aged 1984 Report on its Three Year Term of
Office

National Council for the Aged 1983 Community Services for the Elderly
National Council for the Aged 1982 First Annual Report
Whelan, B..J. & Vaughan, R. N. 1982 The Economic and Social

Circumstances of the Elderly in
Ireland

Power, B. 1978 Old and Alone in Ireland
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Table 1.1: Literature on Home Help services in the Republic of Ireland by
category, author, year of publication and title - continued

Type of
Document Author Year Title

Other National Council for the Aged 1989 Report on its Second Term of Office
National O’Connor, J., Smyth, E. 1988 Caring for the Elderly Part I
Studies & Whelan, B.

National Council for the Aged 1985 Housing of the Elderly in Ireland

Regional/ O’Suilleabhain, E. & Cogan, R. 1991 Age of Opportunity
Local O’Connor, A. 1989 A Survey of the Elderly Living at
Studies Home in the North Western Health

Board

Carey, S. & Carroll, B. 1986 Patch Work
O’Mahony, A. 1986 The Elderly in the Community:

Transport and Access to Services in
Rural Areas

Lavan, A. 1981 Social Need and Community
Social Services

elderly population over the last three decades. The Inter-Departmental Committee Report,

The Care of the Aged (1968) recognised the need for support (including, in certain
circumstances, financial support) to family members and neighbours providing Home
Help to elderly people. The Working Party on Services for the Elderly Report, The Years
Ahead: A Policy for the Elderly (1988), considered a benchmark in policy for care of

elderly people in the Republic of Ireland, recognised the importance of the Home Help
service in supporting elderly people at home. These reports also documented the need for
input from statutory and voluntary bodies for formal and informal carers. The fabric of
services for elderly people is influenced by these documents and they are integral to all

that is written about the Republic of Ireland’s policy on caring for elderly people in this
chapter. In Chapter Three extensive use is made of The Years Ahead Report.

Statistical Reports: This category contains three sources of data on Home Help services;
two of them are Department of Health Annual Returns and one is a National Council for
the Aged document containing data on Home Help services in the Eastern Health Board
and some national data. The Department of Health Annual Returns are the source of the

data in the appendix to Chapter One. These and the other sources of data will figure
prominently in our description of the different facets of Home Help services in Sections
1.4, 1.6 and 1.7.
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In Chapter Three we will describe the piecemeal’ evolution of the Home Help service in

the Republic of Ireland. This evolution is reflected in the annual returns of the Home
Help service data available from the Department of Health and the eight health board
regions. We would therefore recommend that these data throughout the chapter should be
treated with extreme caution for the following reasons:

1. At Service Delivery Level: (a) data collection is difficult because the fluctuating
population of elderly people in receipt of Home Help (through death and
hospitalisation) can mean almost daily changes in numbers of clients and Home

Helps, (b) guidelines for data collection are non-existent and known anomalies
exist (e.g., the practice in some health boards of awarding Home Helps hours in
lieu’ of expenses can play havoc with local, regional and national statistics; see

Chapter Three), (c) data collection methods, to say the least, are primitive (e.g.,
many Home Help Organisers, especially those employed by voluntary
organisations, have not been provided with any equipment more sophisticated
than ballpoint pens and spiral notebooks.

2. At Community Care Area Level: In some areas there does not seem to be: (a) any
systematic method of collecting source data, (b) any staff dedicated to or trained
in data collection and entry procedures.

3. At Health Board Level: The same problem exists here as in point two above;

4. At Department of Health Level: (a) the ensuing result of points one to three above
is that at national level annual returns contain gaps and there are fluctuations and
anomalies in yearly trends, (b) there is considerable variability in averages over
years within and between health board regions and (c) we have discovered

discrepancies between some data we have received from health boards and those
received from or published by the Department of Health.

The problem of data collection is not unique to the Republic of Ireland’s Department of

Health, but is endemic in other government departments also (O’Mahony, 1993, criticises
Department of Justice data). Data collection on the Home Help service is also a problem
in Britain. Because
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of similar problems and concerns about data quality the British Department of Health and

Social Services has produced a document encouraging a standardised method of data
collection at service delivery level (DHSS[GB], 1990) which might be of value in the
Republic of Ireland situation.

In the absence of any other data we are constrained to use these statistics. However, even
if they are not correct to the nearest IR£, decimal place, or employee they do indicate
gross trends and they should be interpreted in this light taking into consideration the
above caveats.

Studies and Documents Specifically on Home Help Services: This category (six
documents) contains two regional studies; one based on the service in Dublin (Ad Hoc

Home Help Committee, 1985), the other based on the service in the Mid-Western Health
Board Region (Mid-Western Health Board, 1991) as well as one journal article (Dramin,
1986) which is based on research on the Home Help service in the Eastern Health Board.
The submission to the Department of Health for Services for People with a Sensory or

Physical Disability addressed issues and made recommendations pertaining to people
with disabilities including elderly people (National Association of Home Care
Organisers, 1986). The other two documents in this section are written by Home Help
Organisers. One gives an overview of the service from the point of view of a Home Help

Organiser working for a voluntary organisation (Towers, 1989) and the other is a booklet
designed as a guide for people engaged as Home Helps (Deevy, 1983). We will be
referring to some of these documents throughout this chapter and overall in our study.

National Studies Mentioning the Home Help Services: These 12 documents could be
divided further into those that allude to the Home Help service by: (a) quantitatively
reporting the prevalence of formal Home Help services for elderly persons (Whelan and

Vaughan, 1982; O’Shea, 1993; O’Shea and Corcoran, 1989; Power1, 1978); (b)
quantitatively reporting on the prevalence of support for carers of people with
Alzheimer’s Disease (Ruddle and O’Connor, 1993); (c) qualitatively reporting or
suggesting the need for support for informal carers (O’Connor and Ruddle, 1988;

O’Connor, 1987); (d) mention or

1. It should be mentioned that Power’s (1971) study is unique because it was conducted in the Republic of
Ireland and Northern Ireland.
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quantification of the importance of the voluntary-statutory partnership including Home

Help services in care of elderly people (Mulvihill, 1993; National Council for the Aged,
1984, 1983 and 1982). We will be drawing on these studies particularly, but not
exclusively, in Sections 1.3 and 1.6 and also for comparative purposes throughout our
study.

Other National Studies: The three documents in this category alluded to the needs of
informal carers and/or elderly people without specifically mentioning Home Help
services. O’Connor et al (1988) typified and quantified types of informal carers and the

tasks they perform. The topic of need for financial assistance for carers is mentioned in
National Council for the Aged Report on its Second Term of Office (1989). Housing of
the Elderly in Ireland (National Council for the Aged, 1985) suggested that the needs of

elderly people cannot be compartmentalised and recommended co-operation and co-
ordination from all involved in the delivery of care to elderly persons. These studies will
be particularly relevant in Chapter Seven describing elderly people’s support networks.

Regional/Local Studies: The five documents in this category refer to local studies on
community care and mention Home Help services. The studies were conducted in
Waterford (O’Suilleabhain and Cogan, 1991), three different parts of Dublin – the inner
city, the north suburbs and the southside (Carey and Carroll, 1986), the North Western

Health Board (O’Connor, 1989), rural regions of Galway (O’Mahony, 1986), and in
Tallaght (Lavan, 1981).

Two of the above-mentioned studies contain analyses which attempt to predict (a) factors
which allow elderly people to stay in their communities (O’Shea and Corcoran, 1989)
and (b) those which are associated with receipt of Home Help (O’Connor, 1989). O’Shea
and Corcoran’s study also estimated costs of the different services, including Home Help

and the many and varied costs of care to informal carers. Whelan and Vaughan’s (1982)
study and the National Council for the Aged Report (1989) both mention networks of
elderly people. We will be referring to these studies further in the chapter on networks
mentioned above.

Summary: The most serious flaw in the literature available to us concerning the Home
Help service in the Republic of Ireland is the poor quality of statistical data. This lack of

quality precludes any fine-tuned
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analysis to discover differences between health board regions and to predict trends by

performing longitudinal analysis.

The legal documents and departmental reports enable researchers to compare the ‘ideal’
(law and social policy) with the ‘real’ (the Home Help service as it operates in the

Republic of Ireland). The national, regional and local studies pertaining to or mentioning
the Home Help service are useful as they enable the researcher to put the operation of the
service into many contexts relevant to overall social policy, types of service delivery,
other community services, and the needs of elderly people and their families.

1.3 Social Policy and Legal Provision for Home Help Services

In this section we provide an overview of social policy on community care as it pertains
to Home Help services in the Republic of Ireland, Northern Ireland, Britain and Sweden,
the importance of Home Help services in community care and the legal obligations to

provide a Home Help service in the above jurisdictions.

1.3(a) Social Policy on Community Care for Elderly People

In 1980 the World Health Organisation (WHO) stated explicitly that elderly people are
better off in their own familiar environments and in their own homes because this will
enable them to maintain their independence and ability to cope (WHO, 1980). This

philosophy is echoed in the social policies of the four jurisdictions under review in this
chapter. The social policy reflecting the philosophy has different terminology in different
jurisdictions: in the Republic of Ireland it is called community care’, in Northern Ireland
and Britain community care’ and domiciliary care’ are used interchangeably and in

Sweden the preferred terminology is domiciliary care’ (Sundström, 1986).

The Republic of Ireland: Since the 1960s social policy in the Republic of Ireland has
shifted in emphasis to a belief in the value of community care. O’Shea (1993:71) reported

that one of the key elements of public policy initiatives designed to keep elderly people
living at home is the development of a good community care service’. Yet O’Connor
(1987) suggested that formal community care is only provided by the state as a
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shoring-up operation when family and other support networks break down or are not

available. The Working Party on Services for the Elderly (1988) in The Years Ahead
implied an under-provision of services in the community and recommended staff
increases.

Northern Ireland and Britain: The social services policy guidelines are similar in both
jurisdictions and state:

care management and assessment constitute the core business of arranging care,

which underpins all other elements of community care (DHSS[NI], 1991:5).

The policy aimed to adapt services to needs rather than fitting people into existing

services - or the ‘needs-led’ approach. This approach implies that:

Health care professionals who worked with elderly people were to help them
make choices by means of information, advice and counselling … to put together

a package of care’ which would help to maintain an elderly person in the
community (Allen, Hogg and Peace, 1992:1-2).

In Northern Ireland, because of budgetary constraints there has been pressure on the

Home Help service to reduce costs which in turn has added to a tighter definition of tasks
and the time it takes to discharge them. Most health and social services boards have opted
for greater cover (i.e., the number of people receiving the service) than intensity (i.e., the

amount of hours available to client per week), (DHSS[NI], 1989).

The needs of those in greatest need should not be met at the expense of the much
larger group of people whose needs are less but where the provision of services

will promote prevention and ameliorate hardship, loneliness or risk (EHSSB,
1991:13).

Within each health and social service board there is variation in coverage and intensity as

units of management within each board decide on their priorities.

In this instance policy in Britain is dissimilar to that in Northern Ireland. The Home Help

service in Britain is shifting its emphasis from domestic (e.g., assisting the person with
household chores and shopping) to personal care (e.g., assisting the person with feeding,
clothing, bathing,
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toileting, etc.) (NUPE, 1985). In addition, services are targeting elderly people considered

most in need (Social Service Inspectorate, 1987) thus, by implication, opting for a policy
of intensity over cover.

Sweden: Policy statements about the care of elderly people in Sweden clearly indicate

that as far as possible such care will be provided in people’s own homes. Domiciliary
care includes both medical care’ and public health’. Recently there has been a move to
provide more care to fewer recipients in the belief that it is better to provide more
services to people who need a lot of assistance and to motivate those with little need for

help to manage autonomously. It would seem that Sweden has opted for a policy of
intensity over cover.

1.3(b) The Role of Home Help Services in the Delivery of Community Care

The provision of Home Help services has long been viewed as a core component of
community care for frail elderly people. The Republic of Ireland is no exception in its

recognition of the pivotal role the service plays in the lives of elderly people. In
recognition of this, the Working Party on Services for the Elderly (1988:97) stated:

We consider that the provision of help with the tasks of everyday living is of vital

importance to the success of the strategy to support elderly people at home. The
potential of the Home Help service to support relatives caring for disabled elderly
people, as well as helping the elderly living alone is great but unexplored.

In Northern Ireland the Home Help service is considered the cornerstone of domiciliary
care provision’ (EHSSB, 1991:3); in Britain, the most important instrument of
community care’ (Chapman, 1979:7), and in Sweden -the most important form of non-

institutional old age care’ (Sundstr6m, 1987:30).

1.3(c) Legal Obligations to Provide Home Help Services

This subsection examines the different kinds of legal obligations for providing Home
Help services in the Republic of Ireland, Northern Ireland, Britain and Sweden.

The Republic of Ireland: The Home Help service is a statutory health
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service under Section 61 of the Health Act 1970. Section 61 of the Health Act 1970

provides as follows:

(1)A Health Board may make arrangements to assist in the maintenance at home of:

(a) a sick or infirm person or a dependant of such a person;

(b) a woman availing herself of a service under Section 62 [which refers to maternity
services] or receiving similar care, or a dependant of such a woman;

(c) a person who, but for the provision of a service for him under this Section, would
require to be maintained otherwise than at home, either (as the Chief Executive

Officer of the Board may determine in each case) without charge or at such charge
as he considers appropriate.

Section 61 of the Health Act 1970 became operative in 1972 when the Minister for

Health allocated funds for the purpose to each health board. On 20 April 1972 the
Department of Health advised health boards (Circular 11/72) to initiate a Home Help
service for those persons who could not be supported by their families or neighbours. It
should be noted that Section 61 empowers but does not require health boards to provide a

Home Help service (National Council for the Aged, 1983:18, emphasis in original). In
addition, the service was not envisaged as substituting for existing satisfactory
arrangements’ (Mid-Western Health Board, 1991:3). The Department of Health Circular

prioritised at-risk families and aged persons, especially those who are infirm and
housebound, and advised that health boards should try to provide the service through
established voluntary bodies such as social service councils, community councils or
community associations which were engaged in co-ordinated social work activities in

specific areas. It was envisaged that these organisations would work under the general
supervision of the health board which, in turn, would have to satisfy itself that a reliable
and consistent service was being given in accordance with the standards and priorities
decided upon by the health board (Mid-Western Health Board, 1991).

Mulvihill (1993:45) reported that the 1953 Health Act empowered health authorities, the
predecessors of health boards, to give financial and other
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forms of aid to a voluntary body providing a service similar or ancillary to a service

which they themselves might provide’.

Northern Ireland: The Northern Ireland Assembly was prorogued by the Northern
Ireland Constitution Act 1974. During the period of direct rule from Britain which has

operated to this day, Orders in Council in the British Parliament are made under Schedule
1 of the above mentioned Act. These Orders reflect general principles of British Law
(except Criminal Law) but have different wording (Logan, 1986).

The Health and Personal Social Services (Northern Ireland) Order 1972 Article 15
provided that Home Help services be made available to those in need. This Article
empowered the Department of Health and Social Services in Northern Ireland to make

provision for Home Help services as follows:

In the exercise of its functions under Article 4(b) the Department shall make
available advice, guidance and assistance, to such extent as it considers necessary,

and for that purpose shall make arrangements and provide or secure the provision
of such facilities (including the provision or arranging for the provision of
residential accommodation, home help and laundry facilities) as it considers
suitable and adequate.

The word shall in this context makes the provision of services to people in need
mandatory. The Functions of Health and Social Services Boards (No 1) Direction

(Northern Ireland) 1973 (Article 15), delegated the responsibility for the provision of the
mandatory services (including Home Help) in Article 15 to the four health and social
services boards of Northern Ireland (Eastern, Northern, Southern and Western).

The Health and Personal Social Services (Northern Ireland) Act 199], while not
rescinding any of the powers of the four health and social service boards, has led to a
complete restructuring in the provision of domiciliary services to clients, including Home
Help service clients, who now receive packages of care’ and are offered choice in the

services they receive to meet all their needs while retaining their independence.

Britain: The 1990 National Health Community Care Act legislated for the statutory

provision of Home Help services. The text of Sections 46 and 47 of the Act which make
this provision, states:

49



46(1) Each local authority:

(a) shall within such period after the day appointed for the coming into force of
this section as the Secretary of State may direct, prepare and publish a plan for
the provision of community services in their area.

47(2) Subject to … where it appears to a local authority that any person for whom they
may provide or arrange for the provision of community care services may be in
need of any such services, the authority –

(a) shall carry out an assessment of his needs for those services; and

(b) having regard to the results of that assessment, shall then decide whether his
needs call for the provision by them of any such services.

This Act came into force in 1992. Similar to Northern Ireland, this Act mandated for a

package of care’ approach (sometimes called a needs-led’2 approach) to the delivery of
community or domiciliary care. The legislation placed a statutory obligation on every
local health authority to provide Home Help services for persons in need.

Sweden: The Socialjänstlag (1980:620); SFS 1988:87.1 (Social Services Act 1980) which
came into force in 1982 enshrined the right of every individual to receive municipal
services (including Home Help services) at all stages of his/her life. Socialjänstlag

(1980:620); SFS 1988:87.1 states:

6§ The individual has a right to assistance from the social services for his3

support and his life support if his needs cannot be met in any other way.

The individual, by this assistance, shall be guaranteed a reasonable standard of
living. The assistance shall be so given so as to strengthen his resources to live
an independent life.

(Trans.: E Lundström).

2.The terms - ‘package of care’ and - ‘needs-led’ approach arc used interchangeably in policy documents.
3. His [Hans] and other similar gender-specific words, although directly translate as he/his, etc. are generally

gender-neutral in Swedish.
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The phrase if his needs cannot be met in any other way’ covertly implies the denying of

provision of services to elderly persons whose families take care of them. One
commentator has described the Swedish Social Services Act 1980 as:

for the most part a so-called framework law. It lays down objectives for the

authority concerned rather than prescriptions for action. Detailed provisions are
limited to matters involving the rights and security of the individual. The act gives
municipalities the discretion to determine - within a given framework - the actual
form and disposition of the social services. The local councillors have to interpret

and give concrete expression to its stated objectives and decide on what facilities
and services are to be provided in their area (Hedlund, 1992:28).

Summary: The overall social policy in all jurisdictions embraces the WHO principle that
elderly people are better off living in their own homes for as long as possible. National
policies concerning how this principle is operationalised in the four jurisdictions varies
depending on the primacy which is given to cover or intensity. The Republic of Ireland

has not overtly stated which aspect of service delivery it prioritises. In Northern Ireland
social policy prioritises greater cover and less intensity and England and Sweden have
opted for the reverse practice. We will discuss cover versus intensity in all jurisdictions in
more detail in section 1.6(a).

The laws in the Republic of Ireland and in the three jurisdictions used for comparative
review (3 Acts and 1 Order) are worded very differently. Mandatory requirements are

placed on health and social service boards (in Northern Ireland), local authorities (in
Britain) and municipalities (in Sweden) to make provision for supplying domiciliary
services (including Home Help services) to those in need of them, thus identifying them

as core4 mandatory services. In the Republic of Ireland, by contrast, the operation of

Home Help services by health boards is discretionary rather than mandatory, therefore
ignoring or denying that this is an essential core service for maintaining elderly people in
their homes. The discretionary nature of the provision of Home Help in the Republic of
Ireland has

4. Mulvihill (1993) defined core services as those which are essential for the maintenance

of elderly people in me community and claimed they should he recognised as such by
the appropriate bodies. This recognition alto implies clear criteria for their provision
and eligibility and the provision of guaranteed funding foe them.
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serious implications for service delivery. Because there is no legal requirement to supply

Home Help there is nothing to prevent a health board from: (a) dismantling the service, or
(b) withdrawing or reducing funding for service provision. In addition, Republic of
Ireland citizens denied the service have no legal recourse to contest a health board’s
decision to refuse service provision. However, in all jurisdictions at the interface between

service provider and client, granting an elderly person the Home Help service is
discretionary. We will return to the issue of eligibility for Home Help services further in
section 1.7.

None of the laws in the other jurisdictions mention any role for voluntary agencies in the
supply of Home Help services for elderly persons or for any other group. However, in the
Republic of Ireland, Circular 11/72 advised health boards to engage voluntary bodies

(called voluntary bodies rather than agencies in Circular 11/72) in the provision of Home
Help services. We will address further the role of voluntary agencies in service provision
in section 1.5.

1.4 Financing and the Finances of Home Help Services

This section describes data on the financing (state and other), finances (salaries) and

issues surrounding charging recipients for the Home Help service.

1.4(a) Expenditure on the Home Help Service

In this section we will examine methods of financing Home Help services and policies
concerning whether clients should pay a fee or give a contribution towards the cost of the
service.

The Republic of Ireland: Table 1.2 details state expenditure (including grants to
voluntary agencies) on the Home Help service for the years 1980, 1987, 1988, 1989 and
1993 by actual expenditure, number of clients (all categories of those entitled to receive

the Home Help service), per capita expenditure and percentage annual change in per
capita expenditure.
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Table 1.2: State expenditure on the Home Help services in the Republic of
Ireland by number of clients, number of elderly clients, per capita expenditure

and percentage per capita increase/decrease per client for 1980, 1987, 1988,
1989 and 1993

Year  1980  1987  1988  1989   1993

State Expenditure
(IR£) 3,357,761 7,653,072 6,500,000 6,660,000 13,955,000

Total Number  8,887  12,021  13,239  13,239  17,337
of Clients

Number of Elderly

Clients  7,454  9,515  10,095  10,587  14,408

Elderly Recipients  84  79  76  80  83
as % of Total

Per Capita
Expenditure (I R£)  378  637  512  607  805
Per Capita %

Increase/Decrease
Over Year in    -  +68.5  -19.6  +18.2   +32.6
Previous Column

Sources for Government Expenditure: 1980 National Council for the Aged (1983); 1987
Working Party on Services for the Elderly (1988); 1988 National Council for the Aged
(1988); 1989 Department of Health (1990), data gathered from the eight health boards
January 1994 (1993). Source for Other Data: Department of Health Statistics, appendix

to Chapter One of this report.

This table reveals that in 1993, the latest year for which data are available, state
expenditure on Home Help services was IR£13.9 million, equivalent to one per cent of

the total non-capital state expenditure on health in that year. The trend from 1988 to 1993
is for state expenditure, total number of recipients, number of elderly recipients, elderly
recipients as a percentage of the total, and per capita expenditure to have increased.

Between 1980 and 1987 and again between 1989 and 1993 there was a substantial
increase in state expenditure on the Home Help service, as well as in the number of
recipients served. State expenditure on the Home Help service declined in 1988 but rose

sharply between 1989 and 1993. Because of an increase in the number of clients, per
capita expenditure decreased in both 1988 and 1989 comparative to 1987.

Comparisons With Other Jurisdictions: In Northern Ireland the health and social service

boards are run by the Northern Ireland Department of Health and Social Services and are
funded from public expenditure allocated from the UK exchequer (DHSS[NI], 1989). In
Britain central
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government plays no part in the delivery of personal social services which are run locally
by county councils. Revenue for these services is raised by the imposition of local taxes
which is supplemented by a central government grant (Rosdorff and Wright, 1991). In

Sweden also, Home Help services are paid for by state grants and local taxes raised by
municipalities. Table 1.3 gives a breakdown of per capita expenditure by jurisdiction and

year5.

Table 1.3: Per capita expenditure by year and jurisdiction

Jurisdiction Year Per Capita Per Capita
Expenditure  Expenditure IR£

Republic of Ireland  1988 IR£512 512

Northern Ireland  1987/88 STG£858 858

England      - Not Available  Not Available

Sweden 1988 SEK 8,417 842

Sources:The Republic of Ireland: Department of Health, Home Help Service Statistical
Return 1989 (Unpublished); Department of Health Statistics compiled from appendix to
Chapter One; Northern Ireland: DHSS[NI] 1989; Sweden: Statistisk årsbok 1993

It is only possible to make crude comparisons between per capita expenditure. If we
allow parity between IR£ and STG£ and compute SEK1O = IR£l then the amount spent
on Home Help services in Northern Ireland is, marginally, the greatest, followed by

Sweden. However, the amount for Sweden is only that spent by the state and does not
account for that spent by municipalities. Notwithstanding these caveats, it is clear from
Table 1.3 that the Republic of Ireland has a much lower per capita expenditure on the
Home Help service than either Northern Ireland or Sweden. Per capita expenditure in the

Republic of Ireland (IR£5 12) is two thirds (60 percent) of that in Northern Ireland
(IR£858). Differences in per capita expenditure do not necessarily imply differences in
the amount or quality of the Home Help services. In this instance they would seem to

reflect more the differences in wage rates paid to Home Helps in the different
jurisdictions as the next section suggests. When we examine the wages paid to Home
Help Organisers and Home Helps in Section 1.4(b) below, the reason for these higher per
capita costs between Northern Ireland and the Republic of Ireland will become clearer.

5. As data available from other jurisdictions are for the years l987-88 for comparative purposes, we have used
data for the same time period throughout this chapter and for the Republic of Ireland also.
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1.4(b) Rates of Pay for Staff

The Republic of Ireland: Table 1.4 gives average rates of pay and range of pay for Home
Help Organisers (HHO) who are employed full-time (FT) and Home Helps (HH) who are
employed full-time and part-time (PT). A breakdown of figures by health board and
voluntary agency employees is given in Chapter Three.

Table 1.4: Rates of pay for staff employed in the Home Help service in the
Republic of Ireland in 1994

HHO (FT) HH (FT) HH (PT)
Per Annum Per Week Per Hour

Average Pa IR£ 15,566.00 154.05 2.12

Minimum IR£ 12,554.00 93.60 1.00

Maximum IR£ 15,931.00 186.81 3.50

Source: Compiled from data gathered from the eight health boards January 1994
This table reveals large differences in rates of pay throughout the country for Home Help
Organisers and Home Helps. There is a difference of IR£3,377 between the highest and
lowest annual rate of pay for Home Help Organisers. Home Helps weekly rates of pay

differ by as much as IR£32.76 and hourly rates by as much as IR£2.50. In Chapters Four
and Five we will discuss the implications for staff morale concerning rates of pay.

Table 1.5: Rates of pay for full-time Home Help Organisers and Home Helps by
jurisdiction, currency and year

Jurisdiction Currency Year HHO (Full.Time, HH (Full-Time,  HH

 Per Annum)  Per Week)* Per Hour

IR£ 1994 15,566.00 154.05 2.12

NI/GB STG£ 1993 16,000.00 180.00 4.60*

SEK 1993 187,956.00 2,541.00 16.60

Key: Derived from figures for annual rates of pay (Annual rate/48 weeks 1 week’s pay 1
week’s pay/39 hours 1 hour’s pay)

Sources: The Republic of Ireland: Compiled from data gathered in the eight health board
regions January 1994 Unpublished; Northern Ireland/Britain: DHSS[GB], personal
communication; Sweden: Kommunaliansteiorbundet [Union for Home Help Organisers],
Svensk Kommunaiarbatartörbundet [Union for Home Helps], (personal communication)

Comparison With Other Jurisdictions: From 1980 all Social Work Assistants and Home
Helps (full-time and part-time) employed by the health
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counterparts in Great Britain. There is a small positive weighting in salary scales for

working in London (Department of Health and Social Service, personal communication).
In Sweden rates of pay are nationally negotiated by trade unions for Home Help
Organisers and Home Helps. Table 1.5 gives rates of pay over the four jurisdictions for
Home Help Organisers (HHO) and Home Helps (HH).

If we use the same yardstick as in Section 1.4(a) for comparing currencies, we see that
Swedish employees are by far the most well paid (except those paid hourly rates) and
Republic of Ireland employees the least (i.e., full-time Swedish Home Helps receive the

equivalent of £254.10 per week whereas their Republic of Ireland equivalents earn
£154.05 per week).

We will discuss the implications and issues of these findings further in the Conclusions
section.

1.4(c) Payment of Fees for the Home Help Service

The Republic of Ireland: Section 61(1)(c) of the 1970 Health Act permits a financial
charge to be made for the Home Help service. In 1985 a survey of Home Help services in
Dublin conducted by the Ad Hoc Home Help Committee found that all but four of the 27

services surveyed collected fees (sometimes called contributions’) from at least some
clients. Two service providers collected fees from all clients while the remainder of
service providers had a means-related system of fee collection (Ad Hoc Home Help

Committee, 1985). The Western Health Board assesses each case on its merits’ and
provides a free service when the client is unable to pay. In other cases a contribution is
requested (Mid-Western Health Board, 1991:27). A more detailed description of charges
for the service is contained in Chapter Three, Section 3.8.

Comparison With Other Jurisdictions: In Northern Ireland Home Help services are free
of charge to persons receiving Supplementary Benefit or Family Income Supplement and
to those aged 75 years and over (DHSS[NIJ, 1985). In Britain, there is enormous

variation in charging for the service. In 1986/87 a quarter of the 116 local authorities in
England provided a free service, slightly over a quarter charged a flat rate, and the
remainder charged (usually minimally) according to the means of the client. However,

charging for the service is becoming more common but
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as yet there are no national guidelines on the practice. (Lawson et al, 1991). In Sweden,



the fees charged for the Home Help service vary from municipality to municipality and

according to the number of hours of help needed. In most municipalities, those receiving
Home Help pay a fee based on income and number of hours of help received. A few
municipalities use a fixed fee scale that is not linked to income (Swedish Institute, 1992).

Summary: Methods of financing the Home Help service are quite similar in the Republic
of Ireland and Northern Ireland as much of the revenue comes from state funding. In
using both state funding and local taxes Britain and Sweden are also quite similar to each
other. However, per capita expenditure on the Home Help services in the Republic of

Ireland is much less than the other two jurisdictions for which we have data. The main
explanation for this differential seems to lie in the lower wages paid to staff in the service
and to the substantial amount of unpaid labour supplied by voluntary bodies. This can be

interpreted in two ways: (a) the service is more cost-effective than in other jurisdictions
but staff are being exploited or (b) that the service, because of the nature of its provision,
is not as professional and therefore not up to the same standard as those of the other
jurisdictions. The impact on morale of low rates of pay for staff, especially Home Helps,

will be discussed in Chapters Four and Five.

In the Republic of Ireland and the other three jurisdictions under review policies for
charging fees for the Home Help services vary between and within countries. Fees are

charged everywhere when recipients can afford to pay and are waived in cases of
hardship.

1.5 The Home Help Service Described

This section describes the day-to-day running of the service and involvement of voluntary

agencies.

1.5(a) The Republic of Ireland

Different models of service provision operate within and between the health board
regions. In some health boards, and in some community care areas delivery of Home
Help services are under the control of the health board and responsibility for the day-to-

day running is conducted by Home
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Help Organisers or Public Health Nurses. In other health board regions, voluntary



agencies are funded by the health board to deliver the Home Help service and

responsibility for its operation is usually in the hands of a Home Help Organiser
employed by a voluntary organisation. Chapter Three gives a detailed description of the
different models of service provision operating within and between health board regions.

Table A 1.1, detailing the number of voluntary organisations delivering Home Help
services in each health board region from 1978 to 1993, is to be found in the appendix to
Chapter One. From these data we can see that the Eastern and North Western Health
Boards rely the most heavily on voluntary agencies for the provision of Home Help

services while three health boards do not rely on voluntary agencies. There has been an
overall decline in the number of voluntary agencies from 1986 to 1992 with a slight rise
in 1993. The number of voluntary organisations in the Eastern Health Board has

remained relatively stable from 1985 to 1993 but considerable fluctuations have occurred
in the North Western Health Board and to a lesser extent in the Southern Health Board
during the same time frame.

Mulvihill (1993:50) pointed out that the voluntary sector in the Republic of Ireland
consists of hundreds of very different organisations’. Voluntary organisations providing
Home Help services are no exception. From our research, especially interviews with
Home Help Organisers, it is evident that each voluntary organisation has its distinctive

management style and modus operandi. This aspect of the voluntary sector will be
covered in Chapter Four.

1.5(b) Comparison With Other Jurisdictions

Northern Ireland: The Home Help service is under control of the four health and social
service boards (Eastern, Northern, Southern and Western). These boards are, in turn,

broken down into units of management (six in the Eastern, four in the Northern, three in
the Southern and three in the Western Health and Social Service Board). Because of the
change to the policy of providing clients with packages of care’, there are changes in care
provision (Section 1.2 above). Units of management within health and social service

boards may choose to develop different models of domiciliary provision. For example,
within the Eastern Health and Social Service Board, which has six units of management,
one unit chose to develop an area warden model by
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recruiting staff on a seven-day rota with functions similar to those of Home Helps, while



another chose to target services exclusively on high risk groups. Another unit targeted

services on people over 75, while another sought to anticipate the principles of care
management by targeting those most in need, irrespective of age or disability. Day-to-day
management of the service is undertaken by Social Work Assistants, the equivalent of
Home Help Organisers in the Republic of Ireland. Voluntary organisations play a small

but innovatory role in the provision of services. It has been recommended that, in future,
health and social service boards should plan services in conjunction with voluntary
organisations (DHSS[NI], 1986).

Britain: Central government has no role in the organisation of community services
including the Home Help Service. The service is provided by local authorities (Rosdorff
and Wright, 1991). Home Help services usually consist of a number of Senior Home Care

Organisers to cover each geographical sub-area, responsible for and assisted by one or
more Organisers. Each Home Care Organiser is in turn responsible for a number of Home
Helps. Division of tasks between Senior Home Care Organisers and other Organisers
varies (Lawson et al, 1991). Recently, because of a shift in emphasis from domestic to

personal care targeted on those considered most in need, some Home Helps are becoming
known as Home Care Attendants in recognition of their changing role (Lawson et al,
1991). Although some voluntary organisations are involved in sitting/social contact
services (benefiting informal carers as well as elderly clients), there is virtually no

involvement by them in Home Help services (Lawson et al, 1991). However, in recent
years many private Home Help agencies have mushroomed throughout the country
(Lawson et al, 1991).

Sweden: Each municipality is responsible for the delivery of Home Help services to
those elderly persons living at home who cannot cope on their own (Swedish Institute,
1992). The Home Help service has a simple organisational structure: The Home Help

Organiser assesses the total needs of the elderly person (e.g., acting in much the same
way as a Social Worker) and thereby eliminates duplication of services (Clarke, 1984).
Voluntary organisations play no part in the delivery of the service.

Summary: In both the Republic of Ireland and Northern Ireland there are different
models of service delivery operating within and between health
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board regions (Republic of Ireland) and health and social service boards (Northern



Ireland). However, there are considerable differences in the day-to-day running of Home

Help services in the Republic of Ireland and the other jurisdictions under review. For
example, in the RepuNic of Ireland the employment of Public Health Nurses to double as
Home Help Organisers and the use of voluntary agencies are notable differences.

Although voluntary agencies are relatively unique in the delivery of Home Help services
in the Republic of Ireland, this practice is about to be emulated to some extent by
Northern Ireland. Britain and Sweden’s use of voluntary agencies is minimal.

1.6 Home Help Service Staff

In this section we will describe staff recruitment, conditions of employment, training, and
the tasks carried out by Home Helps.

1.6(a) Recruitment and Numbers

The Republic of Ireland: Home Help Organisers are recruited from a variety of
backgrounds which will be described in detail in Chapters Three and Four. There is no
nation-wide policy on what educational background is best suited to the job.

In recruiting Home Helps, importance is placed on previous experience in informal care
and Home Help Organisers attempt to match’ the Home Help to the client (National

Association of Home Care Organisers, 1993). Home Help Organisers and Home Helps
are in general mature women. A recent trend has been the employment of men as Home
Helps.

In 1993 there were 69 Home Help Organisers and 10,038 Home Helps employed in the
eight health board regions in the Republic of Ireland. Tables Al.2a, Al.2b and Al.2c, in
the appendix to Chapter One, give breakdowns of the number of Home Help Organisers
employed in each health board region (total number employed, number employed by

health boards and number employed by voluntary organisations respectively) for 1978 to
1991. Numbers of Home Help Organisers employed by health boards have been
declining since 1988, whereas numbers of similar staff employed by voluntary agencies

have increased for the same period.
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Tables Al.3a, Al.3b, A1.3c and Al.3d, in the appendix to Chapter One, give numbers of



Home Helps employed in each health board region (total number employed, number

employed by health boards, number employed by voluntary organisations and number of
full-time equivalent’ (F’TE Home Helps) for 1978 to 1980 and 1985 to 1993. These
tables reveal a 210 per cent increase in the overall numbers of Home Helps employed.
However when we examine the breakdown by statutory bodies and voluntary

organisations the percentage increase in statutory bodies is greater (240 per cent) than in
voluntary organisations (166 per cent) and overall there has been a decline in the number
of full-time Home Helps employed.

Table 1.6 gives a breakdown of full-time equivalent (FTE) Home Help Organisers
(HHO) and actual numbers of Home Helps (both part-time and full-time) employed by
health boards and voluntary organisations for 1989 to 1993.

Table 1.6: Number of full-time equivalent Home Help Organisers, actual and ratio
of Home Helps to Home Help Organisers by employment in health boards or

voluntary organisations in the Republic of Ireland for 1989 to 1991

Health Board Voluntary Agency

Year HHO HH Ratio of HHS HHO  HH Ratio of HHS
(FTE) (Actual)  to HHOs (FTE) (Actual)  to HHOS

1989 24.0 5,437 226 34.0 3,653 107

1990 26.5 5,790 218 37.5 3,755 100

1991 21.5 5,870 273 35.0 3,841 110

1992 22.5 6,337 163 37.0 3,327 90

1993 22.5 7,119 309 38.0 3,443 91

Source: Compiled from Department of Health Returns in appendix to Chapter One

This table reveals that since 1989 the numbers of full-time equivalent Home Help
Organisers employed by health boards has remained fairly static whereas those employed
by voluntary organisations has increased slightly. The actual numbers of Home Helps

employed by health boards have increased whereas those employed by voluntary
organisations increased between 1989 and 1991 then decreased and have begun to
increase again in 1993. The ratio of Home Helps supervised by Home Help Organisers in
services run by health boards has been increasing, whereas for voluntary organisations

the trend is reversed. In 1993 there were 60.5 full-time equivalent Home Help Organisers
(calculated on the
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basis that most part-time Home Help Organisers work half-time) and 10,559 Home Helps



supervised by Home Help Organisers. (The 1,196 Home Helps supervised by Public

Health Nurses in the North Eastern Health Board have been excluded.) The overall ratio
of Home Helps to Home Help Organisers in 1993 is therefore 174.

Comparison With Other Jurisdictions: The type of person recruited into the Home Help

service in Britain has been classified as nice, capable housewives’ (Hedley and Norman,
1982:27) which may reflect somewhat, but not totally, the staff profile of the Home Help
service in the Republic of Ireland.

In Sweden, recruitment of Home Helps is difficult as few recruits want to work full-time
in this occupation. Typical Swedish Home Helps are often:
young, with deficiencies in their general education, poorly trained for the job and only

use it as a stepping stone in their careers. The recruitment of Home Helps in Sweden is a
major problem and in 1987, the situation was such that some elderly recipients may have
had as many as 25 different Home Helps during the course of one year (Sundström,
1987). In addition, the practice of matching’ client and Home Help is not practised in

Sweden. To illustrate this point Bjuvander and Söderberg (1985) recounted the outrage of
an elderly woman needing assistance with bathing being assigned a man Home Help and
her refusal to allow him to bath her!

Table 1.7 gives an overview of full-time equivalent (F’TE) Home Help Organisers
(HHO) or their equivalent, (actual) Home Helps (HH) and Average number of Home
Helps to Home Help Organiser by jurisdiction and year.

Table 1.7: FTE Home Help Organisers, actual Home Helps and ratio of Home
Helps to Home Help Organiser by jurisdiction and year

Jurisdiction Year HHO (FTE) HH (Actual) Ratio

IRL 1991  69 9,711 141

NI 1987/88 293 12,562 43

GB 1990 3,695 55,805 15

S 1989 3,695 110,856 30

Sources:The Republic of Ireland: Compiled from Department of Health Statistical

Returns in appendix to Chapter One; Northern Ireland: DHSS[NI], 1989; Britain:
Department of Health [GB], 1992; Sweden: Statistisk Arsbok, 1993
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It is evident from this table that Republic of Ireland Home Help Organisers supervise



substantially more Home Helps than their counterparts in Northern Ireland, Britain and

Sweden. In Britain the structure of the service (where there is a Senior Home Help
Organiser with two or more Organisers) may account for the low average rate of Home
Help Organiser to Home Helps in that country. The implications of this are intriguing
when making comparisons and pose the following questions concerning Home Help

service delivery in the Republic of Ireland: (a) by carrying the heaviest work load do
Home Help Organisers have less time to supervise Home Helps who thereby have more
autonomy and (b) do Home Help Organisers have less time to monitor clients’ needs and
is the service therefore not as client-centred as it might be? The answers to these

questions will be addressed in Chapters Four, Five and Six.

1.6(b) Conditions of Employment

This subsection describes the conditions of employment of Home Help staff in the
different jurisdictions.

The Republic of Ireland: Home Help Organisers employed directly by health boards are
in receipt of all the entitlements of health board employees (e.g., paid holidays, sick leave
and superannuation). Home Help Organisers employed by voluntary organisations,
although receiving holiday and sick pay are not enrolled in superannuation schemes.

Ninety-nine per cent of all Home Helps in the Republic of Ireland are employed part-
time. If they work a minimum of eight hours per week for 13 weeks per annum by
legislation they are entitled to six hours annual leave for every 100 hours worked. Many

Home Helps do not fall within these criteria and therefore are not entitled to holiday or
sick pay. No Home Help employed part-time is entitled to superannuation.

Comparison With Other Jurisdictions: In 1980 all Social Work Assistants and Home

Helps (full-time and part-time) employed by the health and social service boards in
Northern Ireland were granted similar conditions of employment to their counterparts in
Britain. This means that Home Help services staff in both jurisdictions are enfitled to
holidays with pay, sick leave, pension, etc. The working week for full-time employees is

39 hours.
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In Sweden all staff working in the Home Help services are entitled to holidays with pay,



sick leave, pension scheme and all the other innovative conditions of employment

available in Sweden (e.g., time off with pay during and after pregnancy and children’s
illnesses).

1.6(c) Training

The Republic of Ireland: At present there is no state funding for training for Home Help
Organisers and/or Home Helps. Additionally, there is no specific in-service training
available for Home Help Organisers. However two courses, one in Dublin’s College of

Industrial Relations and another in University College Galway, are currently being
attended by Home Help Organisers.

Most Home Helps receive some local (unspecified) in-service training (preliminary
figures from survey of Home Help services conducted for this study described in Chapter
Two). In 1991/2 a day-release course for Home Helps introduced in the Dublin area was
attended by 25 students, all from voluntary agencies. Similar courses are planned for

Wicklow and Limerick (P. Towers, personal communication, 1993). There is also some
FAS training for Home Helps in Dundalk (Dundalk Argus, 1993).

Comparison With Other Jurisdictions: Currently there is no training available for Social

Work Assistants or Home Helps in Northern Ireland (EHSSB, 1991). However, the
Department of Health and Social Service recommended that the training needs of Social
Work Assistants involved in the Home Help service should be met by the existing

Certificate in Social Services course with the addition of an option in management skills
(DHSS[NI], 1986).
In Britain, a Department of Health grant of STG£7.6 million established a Training
Support Programme which was in its third year in 1990. By this time it had already

provided training for 80,000 local authority staff in services for elderly people, including
over 14,000 Home Help and Home Care Staff, Social Workers, Home Care Organisers
and Officers-in-Charge (the prospective Care Managers). This programme is designed to
equip first-line management (including Home Care Organisers) for their new tasks in

community care. Local authorities can also involve private and voluntary sector staff in
training under this programme (DHSS[GB], 1990).
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In Sweden, Home Help Organisers are trained Social Workers. As in most countries



where Home Helps are employed, the job is a low-status occupation. Since 1977,

Swedish authorities have made efforts to raise the status of Home Helps by establishing
training programmes which can last from six months to two years depending on
responsibilities (Clarke, 1984). In a further effort to raise the status of the job, the
municipalities have created permanent full-time and half-time positions as well as

employing Home Helps by the hour. In addition, Home Helps are now unionised
(Sundström, 1987).

1.6(d) Tasks

Because tasks are very similar in all places, we will display them in tabular form by
jurisdiction. We have broken tasks into five different categories:

(ii) Personal care: assisting the client to wash, dress and go to the
toilet,

• Home care: day-to-day cleaning, washing and ironing light clothes, cleaning

inside windows, preparing and cooking light meals, changing and making beds,
lighting fires and ensuring that there is a sufficient supply of fuel to hand (last two
tasks are specific to the Republic of Ireland),

• Tasks outside the home: shopping and errands, paying bills, collecting pensions,

(iii) Companionship: encouraging the client to maintain their own
level of independence, enriching the quality of their life and

taking client for outings, assisting with letter writing and
telephone calls,

(iv) Monitoring client’s condition: monitoring that medication is
taken and reporting any deterioration of health.

Table 1.8 gives a breakdown of the tasks performed by Home Helps in the different
jurisdictions under review.

Although this table reveals that Republic of Ireland Home Helps’ tasks seem somewhat

greater than those in other jurisdictions, a note of caution is required as unchecked cells
may not necessarily mean that Home Helps in other jurisdictions do not carry out the
specific tasks; it only means that the literature did not mention them. Chapter Five and

Six will give a more
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detailed picture of tasks performed by Home Helps in the Republic of Ireland.



Table 1.8: Breakdown of tasks engaged in by Home Helps by jurisdiction

Tasks Jurisdiction
IRL NI GB S

Personal Care √ √ √ √

Home Care √ √ √ √

Outside the Home √ √ √ √

Companionship √ √

Monitoring √ √ √

key: IRL  the Republic of Ireland; NI = Northern Ireland; GB = Britain; S Sweden,

Sources: The Republic of Ireland: Deevy 1983; Northern Ireland: EHSSB, 1991, McCoy
1985; Britain: Sinclair and Williams, 1990; Sweden: Sundström, 1987

Summary: Staff (Home Help Organisers and Home Helps) in the Republic of Ireland,
Northern Ireland and Britain are recruited from a similar population. In Northern Ireland,

Britain and Sweden, Home Help Organisers are given professional training and status. In
Sweden Home Helps are recruited from a much younger cohort than those from the other
jurisdictions.

Conditions of employment for Republic of Ireland Home Help Organisers employed by
voluntary organisations are inferior to those employed by health boards. By comparison
to Home Helps in other jurisdictions those in the Republic of Ireland, the majority of
whom are employed on a temporary, part-time basis, have considerably inferior

conditions of employment. Many have no holiday or sick pay and no entitlements to
pension schemes or the other job entitlements enjoyed by Home Helps in other
jurisdictions.

The absence of state-sponsored training for Republic of Ireland staff is another area
where there are considerable differences between this country and other jurisdictions.
Although training in Northern Ireland is, as yet, only on a small scale, recent policy is

that its establishment is a matter of urgency. Britain and Sweden already have training in
place and the Swedish equivalent of Home Help Organiser has professional training. The
workloads of Republic of Ireland Home Help Organisers are much heavier and in
addition Home Helps’ designated tasks (and thereby responsibilities) are greater than

those of any other jurisdiction. We shall
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describe the impact poor conditions of employment and absence of national training



programmes have on Republic of Ireland Home Help staff in Chapters Four and Five.

1.7 Clients
In this section we will examine national statistics concerning clients, to discover service
cover (the percentage of population over 65 receiving Home Help), intensity (the average

number of Home Help hours recipients receive per week), issues determining eligibility
for service, and policies on providing help for informal carers.

1.7(a) Cover and Intensity

The Republic of Ireland: Table 1.9 gives a breakdown of elderly’ and other’ clients and
their percentage share of the Home Help Service from 1978 to 1993.

Table 1.9: Number and percentage of elderly people and other Home Help clients in
the Republic of Ireland from 1918 to 1980 and from 1985 to 1993

Clients

Year Elderly Other Total

 N % N %  N

1978 5,653 82 1237 18 6,890

1979 6,449 83 1322 17 7,771

1980 7,454 84 1,433 16 8,887

1985 9,276 80 2,321 20 11,597

1986 9,386 80 2,355 20 11,741

1987 9,515 79 2,506 21 12,021

1988 10,095 80 2,604 20 12.699

1989 10,587 80 2,652 20 13,239

1990 12,074 80 2,982 20 15.056

1991 12,277 77 3,626 23 15,903

1992 13,006 81 3,074 19 16.080

1993 14,073 83 2,929 17 17,337

Source: Compiled from Department of Health Returns in appendix to Chapter One and
data gathered in each health board region in January 1994

This table reveals that the number of all Home Help clients has grown steadily over the
years and the total client population has increased by 252 per cent between 1978 and
1993. The percentage of all those in receipt of
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Home Help who are elderly has remained relatively stable for the years under review at



around 80 per cent of total recipients.

Tables Al.4a to Al.4e in the appendix to Chapter One give detailed breakdowns for types
of client by health board regions for the years 1978 to 1993. The number receiving Home
Help has increased yearly from 1978 to 1993 with small regressions here and there. The

only health board region which has had a decrease in service provision in the past year is
the Mid-Western Health Board.

Table Al.5a in the appendix gives a breakdown of the proportion of the population aged

65 years and over in receipt of the Home Help services in each health board region from
1978 to 1993. This table revealed that cover over the eight health board regions shows a
fairly uniform spread. Cover in the Republic of Ireland for elderly people is 3.3 per cent.

Table 1.5b in the appendix to Chapter One gives a breakdown of the population aged 65+
by health board for 1981, 1986 and 1991. There has been an overall increase of eight per
cent in this population between 1981 and 1991. The greatest increase has occurred in the

Eastern Health Board (13.5 per cent) and the least in the North Western Health Board
(0.3 per cent).

Table Al.5c in the appendix to Chapter One gives a breakdown by health board region of

the number of full-time equivalent Home Helps in each health board region per 1,000
elderly persons for 1978 to 1993. Although the total number of Home Helps to elderly
persons has steadily increased over the years, when we examine the figures for the

different health board regions we find substantial annual fluctuations within health board
regions. In 1993 the Southern Heath Board had the most Home Helps per 1,000 elderly
persons (13.1) and the South Eastern Health Board the least (4.4).

Concerning intensity, the data collected from the health boards in 1994 and reported in
more detail in Chapter Three revealed that Home Helps spent on average 9.7 hours per
week with clients (range: 1 to 30).

Comparison With Other Jurisdictions: Table 1.10 gives an overview of cover and
intensity of services by jurisdiction, year and percentage of population over 65 years
receiving the service.
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Table 1.10: Service cover and intensity for jurisdiction and year for population



65+ receiving the Home Help service

Jurisdiction Year Cover (% Population 65+ Intensity (Number of Hours of
 Receiving Home Help) Home Help Per Week)

IRL 1991  3.3 9.7

NI 1991  14.3 4.0

GB 1991  Not available Not available

S 1991 19.0 4.0

Source: The Republic of Ireland: Compiled from Department of Health Statistical
Returns in appendix to Chapter One; Northern Ireland: DHSS[NI], 1989; Sweden:
Statistisk Arsbok, 1993.

This table reveals that in the Republic of Ireland by comparison to the other jurisdictions
cover is very low. Although Northern Ireland and Sweden have considerably greater
cover both jurisdictions report considerable fluctuations in the amount of cover provided

to elderly people. The Republic of Ireland’s intensity of service is far greater than that of
Northern Ireland or Sweden.

1.7(b) Eligibility for Service

The Republic of Ireland: There is no universally accepted formal standard which Home
Help Organisers use in deciding how to allocate services. The Department of Health

allows health boards and voluntary agencies as much flexibility as possible in dealing
with individual cases (National Council for the Aged, 1983). O’Mahony (1985; 1986)
demonstrated that within one health board region (Mayo) the percentage of elderly people
in receipt of Home Help varied considerably. Eligibility is established on a case-by-case

basis by examining the physical conditions and socio-economic characteristics of each
individual (Dramin, 1986). However, most Home Help Organisers in Dramin’s (1986)
study laid emphasis on certain characteristics in deterrnining need; such as being

housebound, recently discharged from hospital, having a chronic or acute illness, loss of
family support, bereavement, and/or social isolation. We will examine eligibility from
Home Help Organisers’ perspectives in Chapter Four.

Comparison With Other Jurisdictions: In Northern Ireland the four health and social
service boards have established different systems for assessing eligibility for individuals
and their carers for domiciliary
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provision, including Home Help services (EHSSB, 1991). A study of the characteristics



of elderly persons in receipt of Home Help in Limavady used a Behaviour Rating’ scale

to measure levels of dependency in order to compare clients and non-recipients of the
Home Help service (McCoy, 1985). Another study, in a similar vein, was conducted by
the Eastern Health and Social Service Board in 1992 (EHSSB and Bryson House, 1992).
The use of these types of scales is being considered as part of the mechanism for the

assessment of need and/or eligibility for receipt of services in Northern Ireland. In Britain
responsibility for assessment and allocation lies with the street-level bureaucrat [Home
Care Organisers], with few rules and guidelines to follow’ (Lawson et al, 1991).

In Sweden Home Helps are assigned to elderly persons on the basis of need, after an
evaluation visit by the Home Help Organiser. Need is not defined (Clarke, 1984). Elderly
people over 80 years, having a daughter living nearby, and non-married

(single/widowed/divorced) older persons living alone are among those who meet the
eligibility criteria (Sundström, 1986). (Sundström explained that a daughter living nearby
may put pressure on the municipality to provide Home Help.)

1.7(c) Help for Informal Carers

The Republic of Ireland: Research has estimated that 50,800 elderly people are receiving
care from a household member, usually female (O’Connor & Ruddle, 1988). Statistics in

O’Connor et al (1988) revealed that five per cent (10/200) of carers in that study had
requested Home Help assistance and only 1.5 per cent (3/200) of carers had received the
service. Carers of elderly people suffering from Alzheimer’s Disease indicated that 10

per cent of carers receive Home Help and in 70 per cent of those cases they are visited
more than once a week (Ruddle and O’Connor, 1993). Caring for a person with
Alzheimer’s Disease can cause the informal carer many kinds of problems, stresses and
strains (Ruddle and O’Connor, 1993). That only between 1.5 per cent and 10 per cent of

carers are receiving Home Help services is indicative of the overall lack of resources to
provide help to informal carers. Concerning the use of informal care for elderly people,
O’Shea and Corcoran (1989:220) pointed out that far too often the case for community
care [including Home Help] is made without explicit consideration of the adequacy of

existing statutory services or the real cost of informal care services
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provided by the family and friends of the elderly person’. Recently the Department of



Social Welfare have initiated a scheme to provide respite to informal carers. If Home

Help is considered as part of this respite package we may find more informal carers
applying for and receiving Home Help.

Comparison With Other Jurisdictions: In Northern Ireland, the Eastern and Southern

Health and Social Service Boards suggested that all the Board’s capacity must be
harnessed in order that it can be devoted to the care of individual people in need and to
support carers’ and recognised the need to provide support services for the relatives of
dependent people’ (DHSS[NI], 1989:15). Proposed criteria for the provision of the

service in Derry, Limavady and Strabane suggest:

The service will not be provided in cases where a relatively fit friend or member

of the immediate family are [sic], in the Board’s opinion, available to help,
[except in] heavy home care cases where an ill person or a person requiring a high
degree of personal care or supervision is being cared for by a relative/friend at
home and where provision of the Home Help service would free the caring

relative to undertake personal tasks/nursing care and thereby reduce the likelihood
of admission to Hospital/Residential Accommodation’ (DHSS[NI], 1989:
Appendix F).

These statements indicate that the Home Help service in Northern Ireland targets two
populations: (a) elderly persons living alone and (b) those whose responsibilities in caring
for dependent elderly people are heavy.

In Britain there is a bias in service provision towards recipients who live alone. The
Home Help service is not considered focal to the support of carers (Twigg et al, 1990).
However, some British authorities are trying to find ways of supporting informal carers

(relatives, neighbours and friends), including supplying hours of Home Help to provide
respite (Lawson et al, 1991). In Sweden a scheme for employing family members as
Home Helps at a market wage was implemented in the 1980s but the uptake was small
and it was discontinued in 1986 (Statistisk Arsbok, 1983; Sundström, 1986). The demise

of the scheme is ascribed to the aversion of Home Help administration to the scheme
(Sundström, 1986).
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Summary: In all jurisdictions budget allocations for providing the Home Help are finite



and therefore decisions have to be made whether to opt for greater cover or intensity. In

section 1.3(a) above we learned that in Northern Ireland policy makers had opted for
cover over intensity and that Britain and Sweden had opted for the reverse - intensity
over cover. In examining the figures for Sweden in Table 1.10 above that country’s stated
policy seems to be at variance with the data showing greater cover than intensity. In the

Republic of Ireland there is no overt policy concerning service provision priorities.
However, inadvertently service providers seem to have opted for intensity over cover
demonstrated by far greater intensity than that in other jurisdictions.

In examining elderly people’s eligibility to get the Home Help service in the Republic of
Ireland, Britain and Sweden decisions on eligibility are made at the Home Help Organiser
(or equivalent) level. In Northern Ireland there is a trend towards a more formal needs-

evaluation approach.

Help for carers in all jurisdictions is somewhat ad hoc and it would seem that in general
bureaucracies are unwilling to step in to provide assistance when another person or

persons (family, friend, neighbour) are already providing a modicum of care. There is a
dramatic difference in policies on carers between the Republic of Ireland and Northern
Ireland. This can in part be explained by the Northern Ireland policy of being willing to
supply the service to carers of heavily dependent elderly people. Although The Years

Ahead Report recommended providing services to carers, at present, this is not part of
social policy or practice in the Republic of Ireland.

1.8 Conclusions

In the Republic of Ireland there seems to be a lack of government interest in and

commitment to the Home Help service and a certain disregard for the remuneration and
care for service personnel. This is confirmed by the following findings throughout this
chapter, most of which are unique to this country:

Methods of data collection at all levels from service delivery to Department of Health
level seem to have evolved in a piecemeal manner. The lack of reliable data precludes
robust evaluations of the Home Help
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The lack of recognition that Home Help is a core service, essential for the maintenance of
elderly people in their homes for as long as possible, is reflected in the law concerning
service provision. This has serious implications for the service provision from
Department of Health to service delivery level:

1. The absence of mandatory provision of service in the Republic of Ireland could
have serious implications for and repercussion on service provision (e.g.,
withdrawal of service or adequate funding at health board level and for citizens

absence of right to know why service was refused). In all jurisdictions the receipt
of services on an individual level is mainly discretionary.

2. The Republic of Ireland spends less per capita on the delivery of Home Help
services and makes heavy use of voluntary agencies for service delivery. It is
therefore, by comparison to the other jurisdictions under review, more cost-
effective. The main reason for cost-effectiveness of the Home Help service in the

Republic of Ireland appears to be that much less is spent on staff salaries,
conditions of employment and training. (Some Republic of Ireland health boards
question the appropriateness of training for Home Helps.)

3. The lack of concern for Home Help service staff in matters of remuneration and
investment in conditions of employment and training results in a demoralised
workforce, especially those employed by voluntary agencies (which will be

developed further in Chapters Three and Four).

4. Republic of Ireland Home Help Organisers supervise many more Home Helps
than in any other jurisdiction and Republic of Ireland Home Helps have more

designated tasks.

When it comes to looking after elderly people’s needs the Republic of Ireland compares
well with the other jurisdictions. Although cover in the Republic of Ireland is low by

comparison to Northern Ireland and Sweden intensity of service provision is far superior
to the other jurisdictions under review. Clearly standards of service intensity are good by
any of the
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yardsticks we used in this document but standards of cover, especially the provision of



service to informal carers, need to be examined in the light of the findings in this chapter.

In Section 1.1, when justifying our choice of jurisdictions to use for comparison with the
Republic of Ireland, we wondered if our social policies and practices had diverged from
those of our nearest neighbours. Northern Ireland and Britain have changed to a policy of

a needs-led package of care approach, whereas the Republic of Ireland has not. In
addition, Northern Ireland and Britain have laws for the mandatory provision of Home
Help services for elderly persons and others in need, at health and social service board
and local council level, the Republic of Ireland has not. In addition, Northern Ireland has

developed a two-population approach and is targeting informal carers in addition to frail
elderly people, the Republic of Ireland does not provide Home Help for informal carers.
We must conclude that a divergence of social policy, legal obligations and service

provision has occurred.

There is more to a Home Help service than the mostly quantitative data we have
presented in this chapter. We need to know how health board personnel, Home Help

Organisers, Home Helps, clients and their informal carers perceive the service: is it as a
valuable asset, improving the quality of life of elderly people? Are elderly people
receiving the kinds of service they consider they require? Indeed we need to know the
overall relevance of the Home Help service in the lives of elderly people in general.

These are the tasks we have set ourselves and we will report on the outcomes in the
ensuing chapters.
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Table A1.1 Number of “Voluntary Agencies Delivering Home Help Services” in Each Health Board Region, 1978-
1993

Year Eastern Midland Mid- North North South Southern Western Total
Western Eastern Western Eastern

1978 0 0 0 0 0 0 0 0 0

1979 29 0 2 4 77 1 1 0 114

1980 36 0 3 4 69 0 2 0 114

1985 36 0 3 12 52 0 2 0 105

1987* 36 0 3 4 43 5 3 0 94

1988 36 0 3 4 43 5 3 0 94

1989 36 0 3 4 49 4 3 0 99

1990 37 0 3 0 45 0 3 0 88

1991 37 0 2 1 28 0 9 0 77

1992 37 0 2 0 35 0 1 0 75

1993 36 0 3 0 44 0 1 0 84

*Actual numbers not available. Estimated from number of Voluntary Agencies in 1988.

The numbers in bold underline are estimates based on the number of Voluntary Agencies delivering Home Help Services in
the preceding year and in the subsequent year for which information is available.
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Table Al .2a Total Number of “Home Help organisers” employed by Health Boards and Voluntary Agencies in each Health Board Region,
1978-1993

Year Employment Eastern Midland  Mid- North  North South Southern Western Total
  Status Western Eastern Western Eastern

1978Part-time 8 0 2 0 0 0 0 0 10
Full-time 35 0 3 6 2 0 1 0 47
Total 43 0 5 6 2 0 1 0 57

1979Part-time 10 1 1 0 1 1 1 0 15
Full-time 34 2 3 0 7 2 3 3 54
Total 44 3 4 0 8 3 4 3 69

1980Part-time 23 0 1 0 0 0 0 0 24

Full-time 22 2 2 0 6 2 4 3 41
Total 45 2 3 0 6 2 4 3 65

1985Part-time 23 0 2 0 1 0 0 0 26

Full-time 22 2 2 0 6 0 6 2 40
Total 45 2 4 0 7 0 6 2 66

1987* Part-time 20 0 2 0 1 0 0 0 23
Full-time 20 2 7 0 6 2 4 3 44

Total 40 2 9 0 7 2 4 3 67

1988Part-time 20 0 2 0 1 3 0 1 27
Full-time 20 4 7 0 5 5 5 3 49
Total 40 4 9 0 6 8 5 4 76

1989Part-time 20 0 2 0 1 3 0 0 26
Full-time 20 4 7 0 5 3 4 2 45
Total 40 4 9 0 6 6 4 2 71

1990Part-time 20 0 3 0 1 0 0 0 24
Full-time 20 1 7 0 7 2 9 3 49
Total 40 1 10 0 8 2 9 3 73
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Table Al .2a Total Number of “Home HelpOrganisers” employed by Health Boards and Voluntary Agencies in each Health Board
Region, 1978-1993 – continued

Year Employment Eastern Midland  Mid- North  North South Southern Western Total
  Status Western Eastern Western Eastern

1991 Part-time 20 0  3  0   0   0 2 0 25
Full-time 20 1  7  0   6   2 5 3 44
Total 40 1  10  0   6   2 7 3 69

1992 Part-time 20 0  2  0   1   0 0 0 23
Full-time 24 2  6  0   5   2 6 3 48
Total 44 2  8  0   6   2 6 3 71

1993 Part-time 22 0  2  0   1   0 0 0 25
Full-time 24 2  6  0   5   2 6 3 48
Total 46 2  8  0   6   2 6 3 73

*Actual numbers not available. Estimated as same percentage of total recipients in 1988.
The numbers in bold underline are estimates based on the number of Home Help Organisers in the preceding year
and in the subsequent year for which information is available.
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Table Al .2b Number of “Home Help Organisers” employed by Health Boards in each Health Board Region, 1978-1993

Year Employment Eastern Midland  Mid- North  North South Southern Western Total
  Status Western Eastern Western Eastern

1978Part-time 0 0 0 0 0 0 0 0 0

Full-time 0 0 0 6 2 0 0 0 8
Total 0 0 0 6 2 0 0 0 8

1979Part-time 0 1 0 0 1 1 1 0 4
Full-time 0 2 0 0 7 2 2 3 16

Total 0 3 0 0 8 3 3 3 20

1980Part-time 0 0 0 0 0 0 0 0 0
Full-time 0 2 0 0 6 2 3 3 16

Total 0 2 0 0 6 2 3 3 16

1985Part-time 0 0 0 0 0 0 0 0 0
Full-time 0 2 1 0 6 0 5 2 16
Total 0 2 1 0 6 0 5 2 16

1987* Part-time 0 0 0 0 1 0 0 0 1
Full-time 0 2 4 0 6 2 4 3 21
Total 0 2 4 0 7 2 4 3 22

1988Part-time 0 0 0 0 1 1 0 1 3
Full-time 0 4 4 0 5 5 5 3 26
Total 0 4 4 0 6 6 5 4 29

1989Part-time 0 0 0 0 1 3 0 0 4
Full-time 0 4 4 0 5 3 4 2 22
Total 0 4 4 0 6 6 4 2 26

1990Part-time 0 0 0 0 1 0 0 0 1

Full-time 0 1 4 0 7 2 6 3 23
Total 0 1 4 0 8 2 6 3 24
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Table Al .2b Number of “Home Help Organisers” employed by Health Boards in each Health Board Region, 1978-1993

Year Employment Eastern Midland  Mid- North  North South Southern Western Total
  Status Western Eastern Western Eastern

1991 Part-time 0 0 0 0 0 0 1 0 1
Full-time 0 1 4 0 7 2 7 3 23

Total 0 1 4 0 7 2 7 3 24

1992 Part-time 0 0 0 0 1 0 0 0 1
Full-time 0 2 4 0 5 2 6 3 22

Total 0 2 4 0 6 2 6 3 23

1993 Part-time 0 0 0 0 1 0 0 0 1
Full-time 0 2 4 0 5 2 6 3 22

Total 0 2 4 0 6 2 6 3 23

*Actual numbers not available. Estimated as same percentage of total recipients in 1988.
The numbers in bold underline are estimates based on the number of Home Help Organisers in the preceding year and in the subsequent year for
which information is available.
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Table Al .2c Number of “Home Help Organisers” employed by Voluntary Agencies in each Health Board
Region, 1978-1993

Year Employment Eastern Midland Mid- North North South Southern Western Total
Status Western Eastern Western Western

1978 Part-time 8 0 2 0 0 0 0 0 10
Full-time 35 0 3 0 0 0 1 0 39
Total 43 0 5 0 0 0 1 0 49

1979 Part-time 10 0 1 0 0 0 0 0 11
Full-time 34 0 3 0 0 0 1 0 38
Total 44 0 4 0 0 0 1 0 49

1980 Part-time 23 0 1 0 0 0 0 0 24
Full-time 22 0 2 0 0 0 1 0 25
Total 45 0 3 0 0 0 1 0 49

1985 Part-time 23 0 2 0 1 0 0 0 26
Full-time 22 0 1 0 0 0 1 0 24
Total 45 0 3 0 1 0 1 0 50

1987***Part-time 20 0 2 0 0 0 0 0 22
Full-time 20 0 3 0 0 0 0 0 23
Total 40 0 5 0 0 0 0 0 45

1988 Part-time 20 0 2 0 0 2 0 0 24
Full-time 20 0 3 0 0 0 0 0 23
Total 40 0 5 0 0 2 0 0 47

1989 Part-time 20 0 2 0 0 0 0 0 22
Full-time 20 0 3 0 0 0 0 0 23
Total 40 0 5 0 0 0 0 0 45

1990 Part-time 20 0 3 0 0 0 0 0 23
Full-time 20 0 3 0 0 0 3 0 26
Total 40 0 6 0 0 0 3 0 49
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Table Al .2c Number of “Home Help Organisers” employed by Voluntary Agencies in each Health Board Region,
1978-1993 - continued

Year Employment Eastern* Midland  Mid-  North  North South Southern Western** Total
Status Western Eastern** Western** Eastern

1991 Part-time 20 0 3 0 0 0 1 0 24
Full-time 20 0 3 0 0 0 0 0 23
Total 40 0 6 0 0 0 1 0 47

1992 Part-time 20 0 2 0 0 0 0 0 22
Full-time 24 0 2 0 0 0 0 0 26
Total 44 0 4 0 0 0 0 0 48

1993 Part-time 22 0 2 0 0 0 0 0 24
Full-time 24 0 2 0 0 0 0 0 26
Total 46 0 4 0 0 0 0 0 50

*All of the data for the Eastern Health Board with the exception of 1992 and 1993, are based on estimates.
**The numbers in bold underline are estimates based on the number of Home Help Organisers in the preceding year and in
the subsequent year for which information is available.
***Actual numbers not available; estimated as same percentage of total recipients in 1988.
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Table Al .3a Total Number of Home Helps Employed by Health Boards and Voluntary Agencies in Each Health
Board Region, 1978-1993

Year Employment Eastern Midland Mid- North North South Southern Western Total
Status Western Eastern Western Western

1978 Part-time 1,670   280 256 362 553 491 745 674 5,031
Full-time  43    9 4  14 36 12  2 55 175
Total 1,713   289 260 376 589 503 741 729 5,206

1979 Part-time 1,880   300 339 493 792 510 780 674 5,768
Full-time  13   12  1  0 39 14  3 55 137
Total 1,893   312 340 493 831 524 783 729 5,905

1980 Part-time 1,848   308 386 594 636 542 930 722 5,966
Full-time  0   12 0  0 39 14  3 58 126
Total 1,848   320 386 594 675 556 933 780 6,092

1985 Part-time 2,681   381 665 564 480 505 1,415 636 7,327
Full-time  0   13  1  10 40 10  3 42 119
Total 2,681   394 666 574 520 515 1,418 678 7,446

1986 Part-time 3,268   378 806 542 369 547 1,477 550 7,937
Full-time  0   12 0  19 36 6  3 26 102
Total 3,268   390 806 561 405 553 1,480 576 8,039

1987* Part-time 2,965   323 808 684 330 630 1,450 738 7,928
Full-time  0   13 0  5 32 7  0 55 112
Total 2,965   336 808 689 362 637 1,450 793 8,040

1988 Part-time 3,142   377 852 706 398 536 1,449 762 8,222
Full-time  0   13 0  0 22 3  3 54  95
Total 3,142   390 852 706 420 539 1,452 816 8,317

1989 Part-time 3,305   447 917 1,055 523 523 1,417 793 8,980
Full-time  0   14 0  10 19 5  3 59 110
Total 3,305   461 917 1,065 542 528 1,420 852 9,090
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Table Al .3a Total Number of Home Helps Employed by Health Boards and Voluntary Agencies in Each Health
Board Region, 1978-1993 - continued

Year Employment Eastern Midland  Mid- North  North South Southern Western Total
  Status Western Eastern Western Eastern

1990 Part-time 3,345 501 1,037 1,055 525 484 1,577 906 9,430

Full-time  0 11  0  10 26  5  3 60  115
Total 3,345 512 1,037 1,065 551 489 1,580 966 9,545

1991 Part-time 3,523 288 1,088 1,100 529 556 1,687 837 9,608

Full-time  0 5  0  10 20  5  5 58  103
Total 3,523 293 1,088 1,110 549 561 1,692 895 9,711

1992 Part-time 2,817 570 1,012 1,056 565 843 1,833 872 9,568
Full-time  0 13  0  0 22  4  0 57  96
Total 2,817 583 1,012 1,056 587 847 1,833 929 9,664

1993 Part-time 2,919 619 992 1,196 601 1,130 2,132 872 10,461
Full-time  0 13  0  0 24  4  0 57  98
Total 2,919 632 992 1,196 625 1,134 2,132 929 10,559

*Actual numbers not available, except for Eastern Health Board. Estimated as same percentage of total recipients in 1988.
The numbers in bold underline are estimates from Tables A3.lb and A3.lc.
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Table Al .3b Number of Home Helps employed by Health Boards in each Health Board Region, 1978-1993

Year Employment Eastern Midland  Mid- North  North South Southern Western Total
  Status Western Eastern Western Eastern

1978 Part-time 263 280 125 334 59 87 742 674 2,964
Full-time  0 9 2 14 36 12  0 55 128
Total 263 289 127 348 95 499 742 729 3,092

1979 Part-time  0 300 115 461 137 505 777 674 2,969
Full-time  0 12 1 0 39 14  0 55 121

Total  0 312 116 461 176 519 777 729 3,090

1980 Part-time 282 308 158 544 255 537 927 722 3,733
Full-time  0 12 0 0 39 14  0 58 123

Total 282 320 158 544 294 551 927 780 3,856

1985 Part-time  0 381 354 532 373 502 1,414 636 4,192
Full-time  0 13 1 10 40 10  0 42 116

Total  0 394 355 542 413 512 1,414 678 4,308

1986 Part-time 270 378 418 520 279 547 1,474 550 4,436

Full-time 0 12 0 19 36 6  0 26  99
Total 270 390 418 539 315 553 1,474 576 4,535

1987* Part-time 239 323 426 670 181 624 1,445 738 4,646

Full-time 0 13 0 5 32 7  0 55 112
Total 239 336 426 675 213 631 1,445 793 4,758

1988 Part-time 279 377 457 691 220 532 1,445 762 4,763

Full-time 0 13 0 0 22 3  0 54  92
Total 279 390 457 691 242 535 1,445 816 4,855

1989 Part-time 287 447 497 1,041 332 519 1,414 793 5,330
Full-time 0 14 0 10 19 5  0 59 107
Total 287 461 497 1,051 351 524 1,414 852 5,437
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Table Al .3b Number of Home Helps employed by Health Boards in each Health Board Region, 1978-1993  - continued

Year Employment Eastern Midland  Mid- North  North South Southern Western Total
  Status Western Eastern Western Eastern

1990 Part-time 300 501  549 1,051  312  484 1,575 906 5,678
Full-time 0 11   0  10   26   5  0 60 112
Total 300 512  549 1,061  338  489 1,575 966 5,790

1991 Part-time 412 288  556 1,093  351  556 1,678 837 5,771
Full-time 0 5   0   10   20   5  1 58  99
Total 412 293  556 1,103  371  561 1,679 895 5,870

1992 Part-time 0 570  712 1,056 357 843 1,831 872 6,241
Full-time 0 13   0   0   22   4  0 57  96
Total 0 583  712 1,056 379  847 1,831 929 6,337

1993 Part-time 0 619  710 1,196  362  1,130 2,132 872 7,021
Full-time 0 13   0   0   24   4  0 57  98
Total 0 632  710 1,196  386 1,134 2,132 929 7,119

*Actual numbers not available, except for the Eastern Health Board. Estimated as same percentage of total recipients in 1988.
Mid-Western 1991 only one return available.
The numbers in bold underline are estimates based on the average number of Home Helps employed by the Health Board in
the preceding year and in the subsequent year for which information is available.
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Table Al .3c Number of Home Helps Employed by Voluntary Agencies in Each Health Board Region, 1978-1993

Year Employment Eastern Midland  Mid- North  North South Southern Western Total
  Status Western Eastern Western Eastern

1978 Part-time 1,407 0 131 28 494 4 3 0 2,067
Full-time 43 0 2 0 0 0 2 0  47
Total 1,450 0 133 28 494 4 5 0 2,114

1979 Part-time 1,880 0 224 32 655 5 3 0 2,799
Full-time  13 0 0 0 0 0 3 0  16

Total 1,893 0 224 32 655 5 6 0 2,815

1980 Part-time 1,566 0 228 50 381 5 3 0 2,233
Full-time  0 0 0 0 0 0 3 0  3

Total 1,566 0 228 50 381 5 6 0 2,236

1985 Part-time 2,681 0 311 32 107 3 1 0 3,135
Full-time  0 0 0 0 0 0 3 0  3

Total 2,681 0 311 32 107 3 4 0 3,138

1986 Part-time 2,998 0 388 22 90 0 3 0 3,501

Full-time  0 0 0 0 0 0 3 0  3
Total 2,998 0 388 22 90 0 6 0 3,504

1987* Part-time 2,726 0 382 14 149 6 5 0 3,282

Full-time  0 0 0 0 0 0 0 0  0
Total 2,726 0 382 14 149 6 5 0 3,282

1988 Part-time 2,863 0 395 15 178 4 4 0 3,459

Full-time  0 0 0 0 0 0 3 0  3
Total 2,863 0 395 15 178 4 7 0 3,462

1989 Part-time 3,018 0 420 14 191 4 3 0 3,650
Full-time  0 0 0 0 0 0 3 0  3
Total 3,018 0 420 14 191 4 6 0 3,653
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Table Al .3c Number of Home Helps Employed by Voluntary Agencies in Each Health

Board Region, 1978-1993 – continued

Year Employment Eastern Midland  Mid- North  North South Southern Western Total
  Status Western Eastern Western Eastern

1990 Part-time 3,045 0 488 4 213 0 2 0 3,752

Full-time  0 0 0 0 0 0 3 0  3
Total 3,045 0 488 4 213 0 5 0 3,755

1991 Part-time 3,111 0 532 7 178 0 9 0 3,837

Full-time  0 0 0 0 0 0 4 0  4
Total 3,111 0 532 7 178 0 13 0 3,841

1992 Part-time 2,817 0 300 0 208 0 2 0 3,327
Full-time  0 0 0 0 0 0 0 0  0
Total 2,817 0 300 0 208 0 2 0 3,327

1993 Part-time 2,919 0 282 0 239 0 3 0 3,443
Full-time  0 0 0 0 0 0 0 0  0
Total 2,919 0 282 0 239 0 3 0 3,443

*Actual numbers not available, except for Eastern Health Board. Estimated as same percentage of total beneficiaries in 1988.
The numbers in bold underline are estimates based on the average number of Home Helps employed by Voluntary Agencies

in the preceding year and in the subsequent year for which information is available.
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Table A1.3d Number of “full-time equivalent Home Helps” in Each Health Board Region, 1978-1993

Year Eastern Midland Mid- North North South Southern Western Total
Western Eastern Western Eastern

1978 450 117 61 105 214 95 300 287 1,629

1979 472 127 76 123 294 100 315 287 1,796

1980 451 130 86 149 244 108 375 307 1,850

1985 654 160 149 151 195 96 569 261 2,234

1986 797 157 179 155 155 99 594 216 2,351

1987 723 137 174 176 138 114 580 309 2,352

1988 766 158 181 177 150 94 583 317 2,425

1989 806 186 203 274 188 94 570 332 2,652

1990 816 204 226 274 195 87 634 372 2,807

   1991 859 116 235 285 191 99 680 347 2,811

1992 687 232 225 264 204 147 733 358 2,850

1993 712 251 220 299 218 196 854 358 3,108

Conversion 4.1 2.6 4.5 4.0 3.1 5.9 2.5 2.9 3.5
Factor*

The number of Full-time Equivalent (FTE) Home Helps was calculated by adding together the number of full-time Home
Helps and the number of FTE part-time Home Helps.

*The number of FTE part-time Home Helps was calculated using a conversion factor based on the number of hours worked
by part-time Home Helps in each health board region in 1993 (see Appendix to Chapter Three below).
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Table Al .4a Number of “all” recipients of Home Help Services in each Health Board Region, 1978-1993

Year Eastern Midland  Mid- North  North South Southern Western Total
Western Eastern Western Eastern

1978 2,443 322 523 328 873 528 750 1,123 6,890

1979 2,536 508 379 548 1,027 623 936 1,214 7,771

1980 2,545 637 407 658 1,397 779 1,054 1,410 8,887

1985 4,044 572 731 826 1,768 781 1,656 1,219 11,597

1986 4,716 516 1,149 995 933 650 1,751 1,031 11,741

1987 4,389 463 1,176 838 979 766 1,681 1,729 12,021

1988 4,749 639 1,360 795 865 632 2,069 1,590 12,699

1989 4,533 671 1,294 1,163 980 883 2,075 1,640 13,239

1990 4,977 1,097 1,383 1,221 1,023 1,113 2,394 1,848 15,056

 1991 5,401 1,128 1,100 1,245 1,177 1,210 2,493 2,149 15,903

1992 5,150 1,115 1,384 1,470 1,177 1,383 2,705 1,696 16,080

1993 5,505 1,263 1,451 1,616 1,176 1,556 2,968 1,814 17,349

The numbers in bold underline are estimates based on the average number of recipients in the preceding year and in the

subsequent year for which information is available.
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Table Al .4b Number of “elderly recipients” of Home Help Services in each Health Board Region, 1978-1993

Year Eastern Midland  Mid- North  North South Southern Western Total
Western Eastern Western Eastern

1978 1,804 279 332 312 812 462 672 980 5,653

1979 1,843 481 321 503 933 545 843 980 6,449

1980 1,914 572 359 609 1,255 654 925 1,166 7,454

1985 2,929 419 468 734 1,577 669 1,430 1,050 9,276

1986 3,459 339 849 860 811 587 1,546 935 9,386

1987 3,081 306 845 725 839 672 1,512 1,535 9,515

1988 3,360 419 1,129 652 708 567 1,877 1,383 10,095

1989 3,310 427 945 992 845 785 1,863 1,420 10,587

1990 3,765 716 1,040 1,080 842 981 2,051 1,599 12,074

1991 3,991 794 637 1,102 928 1,073 2,261 1,491 12,277

1992 3,854 781 1,051 1,287 988 1,195 2,419 1,432 13,006

1993 4,141 890 1,113 1,421 1,047 1,316 2,614 1,531 14,073

The numbers in bold underline are estimates based on the average number of recipients in the preceding year and in the

subsequent year for which information is available.
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Table Al .4c Number of “physically handicapped” recipients of Home Help Services in each Health Board Region,
1978-1993

Year Eastern Midland  Mid- North  North South Southern Western Total
Western Eastern Western Eastern

1978 0 0 0 0 0 0 0 0  0

1979 352 10 11 21 11 16 12 91 524

1980 325 29 8 25 34 0 12 113 546

1985 522 104 52 51 58 29 39 67 922

1986 604 127 62 76 59 4 33 22 987

1987* 527 120 45 61 92 7 45 76 973

1988 573 164 52 57 82 4 57 76 1,065

1989 548 182 60 65 62 14 69 93 1,093

1990 559 191 114 64 72 55 76 103 1,234

1991 619 186 62 52 78 43 64 72 1,176

1992 690 45 92 85 60 55 115 77 1,218

1993 736 47 88 93 41 66 133 103 1,307

*Actual numbers not available. Estimated as same percentage of total recipients in 1988.

The numbers in bold underline are estimates based on the average number of recipients in the preceding year and in the
subsequent year for which information is available.
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Table A1.4d Number of “families in stress” recipients of Home Help Services in each Health Board Region, 1978-1993

Year Eastern Midland  Mid- North  North South Southern  Western Total
Western Eastern Western Eastern

1978 243 17 160 13 36 60 19 101 649

1979 208 12 39 19 47 60 30 101 516

1980 234 31 22 22 45 89 26 101 570

1985 452 44 134 33 43 81 59 80 926

1986 512 50 168 44 20 43 79 59 975

1987* 623 35 45 43 30 51 72 109 1,008

1988 675 48 52 42 27 42 91 109 1,086

1989 525 62 166 49 29 59 66 112 1,068

1990 513 44 54 39 36 71 73 136 966

1991 600 52 245 63 115 81 82 547 1,785

1992 389 165 75 40 81 95 92 96 1,033

1993 406 180 78 51 47 109 108 112 1,091

*Actual numbers not available. Estimated as same percentage of total recipients in 1988.

The numbers in bold underline are estimates based on the average number of recipients in the preceding year and in the
subsequent year for which information is available.
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Table Al.4e Number of “other” recipients of Home Help Services in each Health Board Region, 1978-1993

Year Eastern Midland  Mid- North  North South Southern Western Total
Western Eastern Western Eastern

1978 396 26 31 3 25 6 59 42 588

1979 133 5 8 5 36 2 51 42 282

1980 72 5 18 2 63 36 91 30 317

1985 141 5 77 8 90 2 128 22 473

1986 141 0 70 15 43 16 93 15 393

1987* 158 2 241 9 18 36 52 9 525

1988 141 8 127 44 48 19 44 22 453

1989 150 0 123 57 44 25 77 15 491

1990 140 146 175 38 73 6 194 10 782

1991 191 96 156 28 56 13 86 39 665

1992 217 124 166 58 49 39 79 91 823

1993 222 146 172 51 41 65 113 68 878

*Actual numbers not available. Estimated as same percentage of total recipients in 1988.
The numbers in bold underline are estimates based on the average number of recipients in the preceding year and in the

subsequent year for which information is available.
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Table Al .5a “Proportion (%) of the population aged 65 years and over” in receipt of Home Help Services for the
Elderly in Each Health Board Region, 1978-1993

Year Eastern Midland  Mid- North  North South Southern Western Total

Western Eastern Western Eastern
1978* 1.8 1.3 1.0 1.0 2.7 1.1 1.1 2.0 1.5

1979* 1.8 2.2 0.9 1.7 3.1 1.3 1.4 2.0 1.7

1980* 1.9 2£ 1.0 2.0 4.1 1.6 1.5 2.4 2.0

1985** 2.7 1.8 1.3 2.3 5.2 1.6 2.2 2.1 2.4

1986** 3.2 1.5 2.4 2.7 2.7 1.4 2.4 1.9 2.4

1987** 2.8 1.3 2.4 2.3 2.8 1.6 2.4 3.1 2.5

1988** 3.1 1.8 3.2 2.0 2.3 1.3 2.9 2.8 2.6

1989*** 2.8 1.7 2.6 2.9 2.8 1.8 2.8 2.9 2.6

1990*** 3.2 2.9 2.8 3.2 2.8 2.2 3.1 3.2 3.0

1991*** 3.4 3.2 1.7 3.2 3.1 2.4 3.5 3.0 3.0

1992*** 3.3 3.2 2.9 3.8 3.3 2.7 3.7 2.9 3.2

1993*** 3.5 3.6 3.0 4.2 3.5 2.9 4.0 3.1 3.5

*The rate for these years is calculated on the basis of the population aged 65 years and over in 1981, the most approximate

year for which censal data is available.
**The rate for these years is calculated on the basis of the population aged 65 years and over in 1986, the most approximate
years for which censal data is available.

***The rate for these years is calculated on the basis of the population aged 65 and over in 1991, the most approximate year
for which censal data is available.
The numbers in bold underline are estimates based on the average number of recipients in the preceding year and in the
subsequent year for which information is available.
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Table Al.5b Population “aged 65 years and over” in each Health Board Region, 1981, 1986 and 1991

Year Eastern Midland  Mid- North  North South Southern Western Total
Western Eastern Western Eastern

1981 101,570 21,906 34,261 30,134 30,247 40,787 61,714 48,335 368,954

1986 108,315 23,172 35,240 31,853 30,380 42,198 63,981 49,216 384,355

1991 117,446 24,452 36,675 34,129 30,326 44,795 65,383 49,718 402,924

Source: Census of Population

Table Al.5c Number of “Full-time Equivalent Home Helps in each Health Board Region per 1,000 Elderly Persons,”
1978-1993

Year Eastern Midland  Mid- North  North South Southern Western Total
Western Eastern Western Eastern

1978* 4.4  5.3  1.8  3.5  7.1  2.3 4.9 5.9  4.4

1979* 4.6  5.8  2.2  4.1  9.7  2.5 5.1 5.9  4.9

1980* 4.4  5.9  2.5  4.9  8.1  2.6 6.1 6.4  5.0

1985** 6.0  6.9  4.2  4.7  6.4  2 3  8 9 5.3  5.8

1986** 7.4  6.8  5.1  4.9  5.1  2.3  9.3 4.4  6.1

1987** 6.7  5.9  4.9  5.5  4.5  2.7  9.1 6.3  6.1

1988** 7.1  6.8  5.1  5.6  49  2.2  9.1 6.4  6.3

1989*** 6.9  7.6  5.5  8.0  6.2  2.1  8.7 6.7  6.6

1990*** 6.9  8.3  6.2  8.0  6.4  1.9  9.7 7.5  7.0

1991*** 7.3  4.7  6.4  8.4  6.3  2.2  10.4 7.0  7.0

1992*** 5.8  9.5  6.1  7.7  6.7  3.3  11.2 7.2  7.3

1993*** 6.1  10.3  6.0  8.8  7.2  4.4  13.1 7.2  7.7

*The rate per 1,000 for these years is calculated on the basis of the population aged 65 years and over in 1981, the most
approximate year for which censal is available.
**The rate per 1,000 for these years is calculated on the basis of the population aged 65 years and over in 1986, the most

approximate years for which censal data is available.
***The rate per 1,000 for these years is calculated on the basis of the population aged 65 years and over in 1991, the most
approximate year for which censal data is available.
The numbers in bold underline are estimates based on the number of Home Helps in the preceding year and in the subsequent

year for which information is available.



CHAPTER TWO

Research Methods Employed in the
National Study of Home Help Services

in Ireland 1993/4

2.1 Introduction

This chapter outlines in detail the methods used in collecting and analysing the data in the
following five chapters. From the study brief it was apparent that the report emerging
from the study was expected to provide a global picture of Home Help services in Ireland
and be solidly grounded in the local experience of Home Help services, particularly as

experienced by persons currently in receipt of those services. We will describe the
operation of the Home Help services in Ireland from the perspectives of personnel with
direct experience of administering and delivering service in the eight health board regions
in the country, Home Help Organisers, Home Helps, elderly clients and non-recipients of

Home Help and informal carers of elderly people. In addition, we examined elderly
people’s instrumental and emotional support networks. This chapter is divided into seven
sections as follows:

• Section 2.1 Introduction

• Section 2.2 Overview of the Study’s Research Design

• Section 2.3 The Home Help Service in a Comparative Context

• Section 2.4 The Health Boards

• Section 2.5 Overview of Methods in Chapters Four Through

Seven
• Section 2.6 The Home Help Organisers

• Section 2.7 The Home Helps

• Section 2.8 Elderly Clients and Non-Recipients

• Section 2.9 Concluding Remarks

• Appendix Classification Criteria for Qualitative Variables
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2.2 Overview of the Study’s Research Design

In this section we outline the overall design for the study. As information on the Home
Help service was so fragmentary and much of the data were regionally based we decided
on a seven-module approach, each module gathering knowledge which could be utilised

in the following modules (e.g., information gained in Module One was used in Modules
Three, Four, Five, Six and Seven). Figure 2.1 gives a breakdown of these modules and
the time scale on which they were conducted. This figure shows in graphic form the
overlapping and interlocking nature of our research design and the chapters in the report

in which the ensuing data were reported.

2.3 The Home Help Service in a Comparative Context

Chapter One examined the literature on various aspects of social policy affecting elderly
people in Ireland, much of it conducted under the auspices of the National Council for the
Elderly. However, most of this research does not address the issue of Home Help services

in a comprehensive manner, but some of the literature, most notably the Report of the
Working Party on Services for the Elderly The Years Ahead, 1988 is valuable in setting
the overall context within which Home Help services in Ireland operate. Given the
paucity of global information on the Irish Home Help service we decided that Chapter

One should contain what is currently known and then make comparisons with data from
other countries as there is an extensive international literature on Home Help services.
This review had two purposes: (a) identify key policy trends emerging in other developed

countries with respect to Home Help services for elderly people and indicators of their
effectiveness and (b) identify some of the key themes that typically arise in the study of
Home Help services. These themes, in addition to the issues identified in the study brief,
informed the data collection and analysis in other parts of the study.

2.4 The Health Boards

The data on which Chapter Three is based were collected through detailed interviews
with personnel in each health board in January/February 1994. Typically, two to three
personnel with direct experience of administering and delivering the Home Help service

in each of the eight health board
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Figure 2.1: Modules employed for accessing data for the National Study of Home Help Services for Elderly People in
Ireland

1993 1994 Results
Module appear

Jun Jul Aug Sept Oct Nov Dec Jan Feb Mar Apr May Jun in Chapter

One

Two

Two

Three Interview Home Help Organisers (N = 38) analyse results and write draft chapter Four

Four

Six and
Seven

Five
Five

Six
Seven

Seven Six and
Seven
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interviews with rural and urban Home
Help clients (N=30), non recipients
(N=10) and informal carers (N=7),
analyse and write draft chapters

Pilot qualitative study with Home Helps

(N=3), conduct rural and urban
interviews with Home Helps (N=38),

Prepare and pilot questionnaire, select sample sites and

subjects for survey (N=195), hire and train interviewers,
analyse data, write draft chapter incorporating findings
from modules four and five above

Prepare, pilot and conduct interviews with the
personnel responsible for the Home Help service in

the eight health board regions (N=19) analyse and

write draft chapters



regions in Ireland were interviewed; the interviews were carried out by Kieran

McKeown. These personnel were nominated by the Programme Managers for
Community Care in each health board.

The questionnaire used for the interviews consisted of over 60 questions covering the

following themes:
• Delivery models of the Home Help service

• Role of voluntary organisations

• Assessing need and eligibility

• Tasks performed by Home Helps

• Personal care and Home Care Assistants/Attendants

• Number of clients per Home Help and number of client hours per week

• Charging clients for Home Help services

• Expenditure per client on Home Help services

• Rates of pay for Home Help Organisers and Home Helps

• Recruitment and training of Home Help Organisers

• Recruitment and training of Home Helps

• Appeals and complaints procedures

• Promoting awareness of the Home Help service

• Implementation of recommendations in The Years Ahead.

The Consultative Committee for this study and the Research Officer for the National
Council for the Elderly commented on the questionnaire at draft stage. Copies of the
questionnaire were sent to respondents at least one month prior to the interview in order

to give them adequate time to prepare their responses. The names and positions of those
who were interviewed in each health board are given in the acknowledgements.

The responses to the questionnaire were content analysed. A penultimate draft of Chapter
Three was circulated to each health board for comment and correction, and their
responses have been taken into account in the final version. The Consultative Committee
for this study and the Research Officer for the National Council for the Elderly also made

detailed comments on the penultimate draft. In addition supplementary
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documentary information was analysed and incorporated in the text. The results of this

data analysis are reported in Chapter Three under the same headings as those used in the
questionnaire.

2.5 Overview of Methods in Chapters Four Through Seven

The methods used in these four chapters employ a mixture of qualitative and quantitative
data collection and analysis techniques. In Chapters Four and Five data were collected

and analysed by Francesca Lundstrom using qualitative methods only; in Chapters Six
and Seven data were collected and analysed, again by Francesca Lundstrom, using both
qualitative and quantitative methods and the ensuing results were then triangulated’ - a

technique for ‘improving the probability that findings and interpretations will be found
credible’ (Lincoln & Guba, 1985:305). When referring to the two types of research using
qualitative and quantitative methodologies to collect and analyse data in Chapters Six and
Seven we shall refer to them as the qualitative study and the survey respectively.

2.5(a) Qualitative Methodology

The use of qualitative methods to describe aspects of the lives of elderly people are

gaining in popularity. Ireland is no exception to this phenomenon as witnessed by some
recent studies conducted for the National Council for the Elderly (e.g., Dewily &
O’Connor, 1984; Horkan & Woods, 1986; O’Connor & Walsh, 1986). Wenger

(1989:171) suggested that ‘careful, detailed analysis of small samples are at least as valid
(and probably more so) as is bare statistical analysis of numerical variables in large-scale
studies’. Because qualitafive data collection and analysis can be quite idiosyncratic we
would like to explain in detail the methods we have used to collect and analyse our data.

This explanation is a general overview, the sections relating to each chapter will give
more precise details of methods as they apply to the data collection and analysis
employed in the different chapters.

Most research (especially quantitative research) is based on the idea that findings can be
generalised to the population from which the random

1 Triangulation has its origins in the metaphor of radio triangulation, that is determining the point of origin of a
radio broadcast by using directional antennae (see Lincoln & Guba, 1985).
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sample has been drawn. Lincoln and Guba (1985:110) defined generalisations as

‘assertions of enduring value that are context-free’ (emphasis in the original). These
authors go on to point out that this assumption is unattainable ‘the trouble with
generalisations is that they don’t apply to particulars’ (p.110). In qualitative research they
claimed the only generalisation is there is no generalisation. However, this does not mean

that qualitative research is doomed to a description of the world as seen by those who
took part in the study. We have to look at qualitative data in another light than those
derived by random sampling and the use of quantitative methods. We must ask are the
data credible? Credibility according to Lincoln & Guba (1985) is achieved by: (a)

prolonged engagement, (b) persistent observation, (c) peer debriefing, (d) member
checks, (e) thick description, (f) triangulation. We believe we have achieved credibility
by fulfilling these credibility criteria (e.g., engagement with all aspects of the Home Help

service has been ongoing for over a year; observation was certainly persistent and at all
levels of the service; peer debriefing was done internally by the research team and by the
Research Officer of the National Council for the Elderly; member checks were carried
out by Home Help Organisers and the Consultative Committee for this study checking

transcripts and draft chapters for accuracy; thick and nuanced description is available to
the reader in all chapters; and triangulation was employed). However, we would remind
our readers that this is not the same as being able to generalise to known or unknown
populations when reading the results of our qualitative studies.

The Qualitative Interview: These interviews were conducted using a modified version of

the Emic2 technique. This technique is in the style developed by anthropologists and

more recently by phenomenological sociologists and ethno-psychologists (Gregersen,
1977; Pike, 1954). Researchers using the Emic technique attempt to shed personal biases
and those derived from their culture to view the world through the eyes of the individual
being interviewed. The philosophy behind this technique is that the description of the

form and meaning of a culture or subculture will necessarily differ from the description
and interpretation of that culture by outside observers whose own culture or subculture
has imparted a different set of values. Other forms of research (e.g., those using

2 ‘Erme’ and its opposite ‘Etic’ both come from the field of linguistics. Ernie is a foreshortened version of the
grammatical term phonemic, signifying meaning, as opposed to Etic, from phonetic, denoting structure.
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questionnaires and structured interviews), may depict a subculture quite differently from

the way its members view it, possibly placing great importance on items that the
members would normally ignore, while overlooking items that the members would never
omit (Clifton, 1968). In other words the Emic interview does not impose categories on
the topic under investigation, but allows the cultural system to generate its own. The

interviewer at all times tries to be a neutral vehicle for the expression of the system (for
descriptions of Emic techniques, see Pike, 1967; Berlin, 1970; Goodenough, 1970;
Hoebel & Frost, 1976). We decided to use this type of interview over more structured
qualitative interview methods because: (a) all of the groups on which the Emic technique

or a modified version of it was used were subcultures about which little is known, (b)
time constraints (i.e., given that we only had a year to carry out the entire study,
researching, piloting and implementing more structured interview formats was

impossible, (c) budget constraints.

In this type of interview, the researcher asks the respondent to tell about her or his
particular world. In our research the initial request was ‘Tell me: (a) about what made

you become a Home Help Organiser; (b) a Home Help; (c) what made you decide to
apply for Home Help?’ (Home Help clients); and (d) what do you do every day?’ (non-
recipients of Home Help). Based on the reply and using only the words and concepts of
the respondent as keywords for further exploration, the interviewer continues: ‘You

mentioned [keyword]; can you tell me a little more about that?’ The interviewer persists
with this technique until all keywords have been investigated. This strategy potentially
offers a culturally unbiased world view of an individual’s frame of reference.

All qualitative interviews were conducted by Francesca Lundstrom who has training in
clinical psychology and previous research experience using the Emic technique
(Lundstrom-Roche, 1982; Lundstrom-Roche, 1985). When each interview was completed

a detailed ‘pen-picture’ of what the respondent looked like and what took place was
recorded. The penpictures included the respondents’ affect, (depressed, happy, etc.), and
(for elderly respondents  only),  a description of their living accommodation; these notes
were invaluable at the data analysis stage for augmenting the transcripts.
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Figure 2.2: Structure of the qualitative data analysis

Level 1

Level 2

Level 3

Qualitative Data Analysis Techniques: Most individual interviews (there were also some
group interviews with Home Help Organisers) were transcribed verbatim onto computer

text files, the qualitative data set was derived using three-step data classification
procedure. This entailed identifying: (a) segments and (b) themes and (c) variables.
Figure 2.2 shows the structure of the analysis.

This framework was used heuristically to impose structure on the free-flowing, open-
ended nature of the data within the different parts of the interview schedules. Analysis
was conducted in three steps: the first defined ‘segments’ - general headings in the data;

the second step identified ‘themes’ - more specific headings; and the third and final step
identified ‘variables’ within themes where the nuanced information emerged. In
analysing the data using this method it was possible to create a logical structure for the
data and thereby identify elements common to all respondents and those specific to the

different categories (e.g., rural/urban or client/non-recipient of Home Help). Qualitatively
derived variables were coded categorically (e.g., yes, no; present, absent). Decisions were
made to eliminate variables that had an overall low rate of response (see Bergman &
Magnusson, 1983 on classification and variable choice). In addition, the number of

respondents mentioning a ‘variable’ gives an indication of the importance of that variable
to the group as a whole. Other variables (e.g., demographic, affective) were quantified
using ordinal-type scales. Because the qualitative interviews conducted in this study were

exploratory the data analysis is also exploratory. Tukey (1971) calls this type of work
exploratory data analysis (EDA) and uses the analogy of the researcher being like a
detective gathering evidence and questioning assumptions in an attempt to make a case
that later may be formally tested in the court of statistical inference. He likens the initial

analysis to using tools which are like jackknives rather than razors. A
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more sophisticated type of EDA conducted on Emic-type interview data appears in

Lundstrom (1988).

2.5(b) Site Selection for the Qualitative Study and Survey

In order to select community care areas (CCA) that were representative of the population
of CCAs, we constructed a questionnaire eliciting information from the seven health
boards in which Home Help Organisers are employed. (In the North Eastern Health
Board, Public Health Nurses operate the Home Help service.) Each of the seven health

boards were then contacted to get the names and addresses of the Home Help Organisers
employed directly by them or employed by voluntary organisations in their region. The
questionnaire sought information on:

• Responsibility for operating the service

• Number of Home Helps, clients per Home Help, average number of hours Home

Helps work per week

• If Home Helps were in training programmes and type of programme

• If Home Help service was mainly for elderly clients

• Number of clients, living arrangements, gender, social class

• If there was a register of non-recipients

• If there were weekend, twilight or night sitting services provided

(v) If CCA was selected as a site for one of the studies would the
service providers be willing to cooperate in the research

The questionnaires were mailed to 65 Home Help Organisers in statutory bodies and
voluntary organisations in early August 1993. Respondents were asked to return the
completed questionnaire by 1 September 1993. There was an initial response rate of 65

per cent when the site selection for the qualitative study was made. (This rate rose to 84

per cent after a follow-up phone call to all Organisers who had not completed the
questionnaire a month after the due date.) The data were analysed to construct a profile of
the average CCA (e.g., number of Home Helps, number of clients, and other relevant
information).

Site Selection for Qualitative Study: We used the above data set initially to choose the
sites where the qualitative parts of the study would be
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conducted. The responses at this juncture had been from 13 Home Help Organisers in

statutory bodies and 27 in voluntary organisations. The average number of clients was
158 clients per service (range 14 - 577). At this juncture we were not aware of the
different service delivery models identified in Chapter Three and based our site selection
on average number of clients. Figure 2.3 is a decision tree detailing selection of the CCAs

based on pre-determined criteria (e.g., number of clients being near average for service
delivery organisations, willingness to participate, etc.). This procedure yielded two CCAs
where the service was administered by a voluntary organisation. We then contacted the
Home Help Organisers in the chosen sites and both agreed (with the permission of their

superiors) to allow the study to be carried out in their CCA.

Table 2.1 gives a profile of the population in receipt of the Home Help service in the

selected rural and urban CCAs.

In these two areas we collected qualitative data from two Home Help Organisers, the
Home Helps described in Section 3.5 and the elderly clients and non-recipients of Home

Help described in Section 2.9.

Table 2.1: Profile of the total population of Home Help service clients in the rural
and the urban OCA supplying Home Help. Based on a survey of Home Help

Organisers in seven health boards in 1993

Gender Living Arrangements Total
Area Pop Population

  Women Men With Spouse Alone Other

 Rural N 59 48 10 74 23 107

55 45 9 69 22 100

 Urban N 133 41 25 109 40 174

76 24 14  63 23 100

Site Selection Survey: Voluntary organisations predominated in our profiles of CCAs
data set because CCAs in which statutory bodies supplied Home Help services were not
as numerous as voluntary organisations. However, statutory bodies have larger catchment

areas supply Home Help services to a greater number of elderly people than voluntary
organisations (see Chapter Three, Table 3.3). In order to include at least one area where
service provision was by a statutory body we changed the selection criteria by increasing

the number of clients to whom the service is provided. Figure 2.4 shows the decision tree
detailing selection of the CCAs for this part of the study.
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Figure 2.3: Decision tree for selection of GOAs for the qualitative study
fieldwork, following a survey of Home Help Organisers in seven health boards

This selection process yielded one rural CCA where the service was provided by a
statutory body and one urban area where the service was provided by a voluntary

organisation. When the two CCAs were chosen, the Home Help Organisers were
contacted and both agreed (with the
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Figure 2.4 Decision tree for selection of CCAs for survey of 200 Home Help clients,
following a survey of Home Help Organisers in seven health boards

permission of their superiors) to allow their CCA to participate in the study. Table 2.2
gives a profile of the population in receipt of the Home Help service in the selected rural
and urban CCA based on the survey of Home Help Organisers conducted in July and

August 1993.

In the two selected areas we collected qualitative data from four Home Help Organisers
or their equivalent and quantitative data for the survey of elderly Home Help clients and

also gathered information on their instrumental and emotional support networks.

Ethical Considerations: In order to protect the anonymity of all respondents in Chapters
Four through Seven, we have decided not to reveal the location of the sites where the

fieldwork was conducted.
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Table 2.2: Profile of the total population of recipients of the Home Help service in
the rural and the urban CCA selected for the survey of Home Help clients. Based on

a survey of Home Help Organisers in seven health boards in 1993

Gender Living Arrangements Total
Area Pop. Women Men Married Alone Other Population

Rural N 251 214 2103 255 0 465

% 54 46 45 55 0 100 100

Urban N 165 85 25 125 100 250

% 66 34 10 50 40 100 100

At initial contact by the interviewer all respondents were informed of the aims of the
study and the confidential mature of the interview (qualitative, individual or group, or

that using a questionnaire). At this juncture if the respondent(s) was/were agreeable to be
interviewed, an appointment was made with her/him/them for the interview or if
respondent(s) was/were available immediately the interview was conducted at that time.

If an appointment was made for a later date the respondent(s) was/were again reminded
of the aims and confidential nature of the study.

2.6 The Home Help Organisers

Data on Home Help Organisers’ perceptions of the Home Help service were gathered in
seven of the eight health board regions. The fieldwork took place from June 1993 to
March 1994. The results from the analysis of these data are contained in Chapter Four.
Overall 38 Home Help Organisers were interviewed which represents 58 per cent (38/66)

of all Organisers employed in statutory bodies and voluntary organisations in Ireland in
1994.

2.6(a) Respondent Selection

Respondents were accessed in two ways - in groups and individually.

Groups: In 1993 the Committee of The National Association of Home Help/Care
Organisers adopted a policy of sending delegates to health board regions, other than the
Eastern Health Board (where membership predominated), in order to discover ways in
which the Association could

3 Live with spouse or other relative.
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benefit Organisers, members and non-members, from other regions. The interviewer

accompanied the committee members (usually two) and attended meetings throughout
Ireland. Six meetings with Home Help Organisers from six of the eight health board
regions were conducted. A further meeting was arranged specifically for the interviewer
to meet the Executive Committee of the National Association of Home Help/Care

Organisers. In total, 28 Home Help Organisers, in groups ranging from one to eight
people gave their perceptions of the service. These group interviews comprise part of the
data set for this portion of our research.

Individuals: In this instance 10 Home Help Organisers (or their equivalent -
Superintendent Public Health Nurses and Public Health Nurses) were selected for
inclusion in this part of our study, six were the Organisers/Assistant Organisers (or their

equivalent) in the four community care areas selected for our network study and survey,
three more were selected because of their special qualities or knowledge within the
National Association of Home Help/Care Organisers and the eighth because the
management of her service was unique.

Table 2.3: Sample of Home Help Organ leers interviewed by type of interview,
type of service and number interviewed

Type of Type of Type of Interview Total

Service  Area4  N

Group Individual

Number5 Attendance  Number
of Groups Interviewed

Statutory Rural 5.5 12 4 16

Urban 0.0 0 0 0

Voluntary Rural 0.5 8 1 9

Urban 1.0 8 5 13

Total 7.0 28 10 38

Table 2.3 gives a breakdown of the interviews by type (i.e., group or individual), service
(i.e., statutory or voluntary) and number interviewed. (The delegates from the National
Association of Home Help/Care Organisers who accompanied the interviewer were
excluded from the totals interviewed in each rural group.)

4 The rural and urban classification signifies predominantly rural or urban areas.
5 One rural group bad an attendance of Organisers from both statutory bodies and voluntary organisations.
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2.6(b) The Interview Process

In both group and individual interviews respondents were given the same information on
the study and assured of anonymity and confidentiality as outlined above.

Groups: Meetings were structured thus: (a) the delegates were introduced, (b) the
researcher outlined the aims of the study and answered any questions about it, (c) the
group were encouraged to give their perceptions of the Home Help service, (d) the
meeting was turned over to the delegates from the National Association of Home

Help/Care Organisers. Detailed notes were recorded which were later transcribed and
sent to all the participants in order to ensure that all information was correct. When these
transcripts had been returned with amendments and comments they became part of the

data for this study. All but the first two groups interviewed (comprising 16 respondents),
were asked to formulate a ‘wish list’ for the Home Help service.

Individuals: The Emic technique was used without modifications. The initial request in

this instance was ‘Tell me how you became a Home Help Organiser’. When the interview
was nearing completion Home Help Organisers were ‘promoted’ to being Minister for
Health in order to ascertain their aspirations for themselves, their staff, their clients and
the Home Help service in general. Interviews were tape recorded (with the permission of

the respondent) and transcribed verbatim. The transcripts were sent to the respondents for
them to make corrections or comments before the data were subsumed into the data set.

In group and individual interviews care was taken to ensure that as far as possible similar
modus operandi were used in order to make both types of interview as similar as possible.

2.6(c) Data Analysis

We debated long and hard on whether we should analyse the data from group and
individual interviews separately and compare the results or whether we should analyse
the two types of interviews together calculating the total number of respondents as the

numbers constituting the groups and the number of individuals interviewed on a one-to-
one basis. We finally decided upon the second strategy for the following reasons: (a) the
amount of overlap in the variables presented by the two
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types of interviews made them practically identical, (b) numbers were so small that

meaningful statistical comparisons would have been meaningless, (c) time constraints.
The more critical reader may consider we are combining two units of analysis
(individuals and groups) and therefore our analysis is invalid. However (as suggested by
Rosenberg 1968) if we define our unit of analysis as people who organise and run the

Home Help service in Ireland, then whether they come in groups or as individuals, they
are the same unit of analysis, albeit in different ‘packages’. In addition we contend that
we are not committing an ecological fallacy (i.e., drawing conclusions about individuals
based solely on the observation of groups) because the perceptions of our respondents

interviewed individually and in groups, were so similar.

Although the data were of two different types: (a) minutes from meetings and (b)

verbatim transcripts of interviews, they were nevertheless documents, therefore a similar
type of analysis to that mentioned in Section Two above was performed. We gathered
information from 28 individuals in seven groups and for the purpose of data analysis we
will consider each group as the voices of however many Home Help Organisers they

comprised. Because of the nature of the data, quantification as precise as that in the
Chapters Five through Seven is not possible. In addition, because each Home Help
Organiser has her own unique management style, there were differences, sometimes
subtle, sometimes overt, among the respondents. It should be noted that some topics

(variables) are unique to individual-type interviews, others unique to group interviews but
many topics were common to both. The results of the data analysis for Home Help
Organisers are contained in Chapter Four.

2.7 The Home Helps

The data for Home Helps’ perceptions of the service were gathered in October,
November and December 1993.

2.7(a) Site Selection

Home Helps were interviewed in the same two sites (one rural and one urban) as those
where the qualitative study (Chapter Six) was conducted with elderly clients and non-
recipients of Home Help (see Section 2.5).
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2.7(b) Respondent Selection

As far as possible, all elderly respondents’ Home Helps were asked to participate in the
study.

In the rural setting some Home Helps were not present or were not available nearby when
their elderly client was being interviewed. In these instances, if the area was far from the
interviewer’s base, because of time constraints, other Home Helps were substituted. (Two
rural respondents’ Home Helps refused to be interviewed, one because she was sad about

the death of one of her clients and another because she claimed she did not see any value
in research.) There were seven elderly respondents and 11 other Home Helps
interviewed, making a total of 18 interviews with Home Helps in the rural area.

In the urban setting no Home Helps refused to be interviewed. In this instance there were
15 respondent’s Home Helps and five others interviewed, making a total of 20 interviews
with Home Helps in the urban area (18 women and two men).

Table 2.4 gives a breakdown of the sample of Home Helps interviewed, the results for
which are reported in Chapter Four.

Table 2.4: Profile of sample of Home Helps interviewed by gender and area

Home Helps

Location
Women Men Total

Rural 18 0 18

Urban 18 2 20

Total 36 2 38

2.7(c) The Interview Process

This procedure was similar to that described in Section Two above but used a modified
version of the Emic technique. In this instance the interview was divided into four parts,
each with an initial request. These parts were:

Part 1: Recruitment. The interview began with the request ‘Tell me what made you
decide to become a Home Help in the first place’.

Part 2: Daily Routine. Home Helps were asked ‘What sort of tasks
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do you do for [client]’? (if the respondent had not already covered the

point). Their views on other aspects of the service and their clients often
emerged and were explored at this juncture.

Part 3: Hypothetical Scenarios. In order to explore Home Helps’ perceptions of

who would step into the breach if they could not attend their clients,
several hypothetical scenarios were employed (Adapted from Abrams et al,
1989). We asked Home Helps on whom they would rely if: (a) they needed
to take a day off, (b) they became ill with the flu and (c) if they were

hospitalised. By using this technique we hoped to discover what formal and
informal mechanisms were in place for ensuring continuity of service.

Part 4: If Respondent were Minister for Health. This part is similar to that used
with Home Help Organisers. As the interview neared its end the
interviewer ‘promoted’ the respondents to Minister for Health in charge of
making the Home Help service different or better. It was designed to elicit

responses about the aspirations of Home Helps concerning
their jobs and the Home Help service in general.

The results from this part of the data analysis are contained in Chapter Five.

2.8 Elderly Clients and Non-Recipients

2.8(a) The Qualitative Study

The data for this study were collected during the months of October, November and
December 1993. The data set contains information on the perceptions of Home Help

clients and non-recipients and also information on elderly people’s support networks. It
had been envisaged that we would also explore the networks of the different service
providers (e.g., General Practitioner, Public Health Nurse, Meals on Wheels) at the
different sites and also explore the perceptions of carers who were not in receipt of Home

Help. It did not prove possible to examine the networks of the other service providers as
most elderly people in receipt of Home Help did not have a network of other service
providers. Seven informal
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carers in the urban area were interviewed (two whose elderly relative was in receipt of

Home Help and five who lived with and provided care to an elderly relative). It transpired
that all but one informal carer not in receipt of Home Help had not considered applying
for the service. In consultation with the National Council for the Elderly and the
Consultative Committee for this research project it was decided to abandon these two

dimensions of the study. The results of this part of the research were used to augment the
questionnaire used in the survey.

Pilot Study: A pilot study with five recipients of the Home Help service was conducted

to test the protocol for initial contact and the in-depth interview. Subsequently some
minor adjustments were made.

Selection of Elderly Respondents: All recipients of the Home Help service and those
who had applied for service but were ineligible or who were offered the service and then
did not avail of it were included in the sampling frame for the qualitative study in the
selected rural and urban CCA (see Section 2.4)Thirty Home Help clients were randomly

selected - 15 in a rural and 15 in an urban setting (the experimental group). A further five
clients from each CCA were randomly selected to be used as replacements if for some
reason any of the original selection were unable or unwilling to participate in the study
(see Lundstrom, 1987). No individual selected for inclusion in the experimental group

from either setting refused to be interviewed.

Ten non-recipients, five from the rural and five from the urban setting were selected to

participate in the study (the control group). In the rural setting there were only five non-
recipients listed on the CCA’s books. In the urban setting there were 25 households
which had been assessed for the Home Help service. Twenty-four households had
declined and one was not granted the service. Initially 10 individuals from the urban non-

recipient population were randomly sampled for inclusion in the control group. Attempts
were made to contact all who had telephones (nine households). Two agreed to be
interviewed, four refused and the rest could not be contacted. The remainder of the
population not receiving the service were then included in the sample and three more

respondents were obtained (one by telephone contact and two directly).

Initial Contact: In the rural setting the interviewer contacted all the selected individuals

directly by telephone. In the urban setting the Home Help
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Organiser contacted the Home Helps of the selected recipients, explained the nature of

the study and asked them to inform their clients that the interviewer would be contacting
them. Non4ecipients of Home Help were contacted by the interviewer, by phone where
possible or if not, directly.

Table 2.5 gives a profile of the rural and urban experimental and control group
interviewed for the qualitative study.

Two rural respondents from the Home Help client group and one urban respondent from

the non-recipient group refused to be tape recorded; one urban interview was not
recorded because the tape recorder broke down. All recorded interviews were transcribed
verbatim. As detailed notes (the pen-pictures) had been kept of all interviews, the data for

non-tape-recorded interviews were extracted from the interviewer’s notes.

Informal Carers: In order to gain information on informal carers we interviewed seven
informal carers (all family members of an elderly person). Two of these carers, both men,

did not live with their elderly relative who was in receipt of Home Help. The remaining
five carers lived with their elderly relative and were not in receipt of Home Help. These
comprised three women (caring for: a father and aunt; a mother; and a father-in-law and a
mentally handicapped daughter respectively) and two men (caring for a father and a

wife). It was originally thought that these respondents would serve as a control group for
the qualitative and network study. Preliminary data analysis revealed that the carers who
lived with an elderly relative(s) and did not receive Home Help were from a different

population than non-resident carers. Caring for an elderly relative in one 5 own home
involved issues different from those experienced by carers whose relative lived in another
residence, (e.g., strain between spouses, time off for the carer, psychological aspects of
caring without respite, etc.). Because of time and budgetary constraints it was decided not

to embark on a larger scale set of interviews with informal carers. However, interesting
details emerged about the carers without Home Help group which will be mentioned in
Chapter Six.

The Interview Process: The interview used a modified version of the Emic technique
described in Section 2.5 above. The interview was divided into seven parts each with an
initial request as follows:

Part1: The Home Help Service. The interviewer began with the request ‘Tell me
what made you decide to apply for Home
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Help services?’ Tell me about what you do every day?’ (non-recipients of

Home Help); followed by ‘What tasks does [Home Help’s name] perform
for you?’ (if they had not already covered the point).

Parf 2: Their Support Networks. In order to explore the elderly person’s support

networks, respondents were asked to cast themselves into several
hypothetical scenarios (adapted from Abrams et al, 1989) and to say who
they would rely on : (a) if they were lonely, (b) if they needed odd jobs
done, (c) if they needed to be driven to an appointment, (d) if they had the

flu, (e) if they had just come home from hospital, (f) if they had a personal
problem. By using this technique the key individuals in the elderly
person’s support network were elicited.

Part 3: Personal Problems. In order to discover if elderly people engaged in
reciprocal support we asked them if anyone ever discussed their personal
problems with them.

Part 4: Wishes. Because the format of this kind of interview does not elicit
responses about future aspirations, respondents were asked to name three
wishes for themselves for the future.

Part 5: Level of Dependency. Information on the everyday tasks respondents found
easy and difficult was elicited.

Part 6: Review The interviewer then reviewed the respondent’s support network
(children/grandchildren/family/friends/ neighbours), use of social services,
frequency of visits/ contact of last two categories. This recap served to

validate the hypothetical scenario section.

Part 7: Demographics. At the end of the interview the respondent’s demographic
information was elicited, if they had not revealed this during the course of

the interview.

Data Analysis: The qualitative data in the interviews were analysed as outlined in

Section 3.3 above. Because of the nature of the data, some variables were derived from
information supplied by respondents during the course of the interview which inferred
their attitudes to certain areas
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of interest to this study. These variables were (a) degree of satisfaction with the Home

Help service, (b) degree respondent related to (liked) their Home Help, (c) attitude
towards life, (d) overall level of physical dependency and (e) overall level of instrumental
dependency. As these variables were pivotal in the data analysis, a random sample of 20
per cent (8/40) transcripts were passed to an inter-rater for a reliability check. An

agreement rate of 80 per cent was deemed acceptable and this was achieved. The coding
criteria for these variables are outlined in the appendix to this chapter. The results from
the analysis of this data set are contained in Chapter Six and Chapter Seven.

On completion of the fieldwork in each site the interviewer wrote a letter to each
respondent thanking them for their participation in the study.

Table 2.5: Profile of the rural and urban experimental and control group
randomly sampled and interviewed for the qualitative study

Location Sample Gender6 Living Arrangements Total

Women Men With Spouse Alone Other7

Rural Clients  9  6  2  11  2 15

%  60 40  13  74  13 100

Non-  3  2  3  1 1 5
recipients

% 60 40 60 20 20 100

All 12 8 5 11 4 20

% 60 40 25 55 20 100

Urban Clients 10 5 4 10 1 15

% 67 33 27 66 7 100

Non- 4 1 2 3 0 5

recipients
% 40 20 40 60 0 100

All 14 6 6 13 1 20

% 70 30 30 65 5 100

6 In instances where Home Help was being provided for married couples the least (physically or
psychologically) robust of the pair was chosen for inclusion under this heading because they could be deemed

to be the one in need of Home Help.
7 The two respondents in the rural non-recipient group were widowed; one man lived with an unmarried son

and one woman lived with an even more elderly female relative and an unmarried son. In the rural control
group, a widow lived with a (psychotic) son. In the urban experimental group one unmarried woman lived

with her unmarried brother.
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2.8 (b) The Survey

The aim of this part of the study was to gather qualitative data on elderly people’s
perceptions of the Home Help service and their support networks. In addition these data
would serve to validate the findings of the qualitative study of the 30 clients and 10 non-

recipients of Home Help described above. The fieldwork for the survey was undertaken
in March and early April 1994.

Development of the Questionnaire: A questionnaire was constructed based on the

perceptions of respondents in the qualitative study. This included the following sections:

• The Home Help service

• Support networks

• Social activities and contacts

• Accommodation

• Demographic information

• Services and living standards

A final section which was completed by the interviewers rated respondents’ attitude

towards life (see section above), mobility, location and standard of housing.

The last five sections replicated some questions used in a study conducted by the
Economic and Social Research Institute for the National Council for the Elderly (Fahey

& Murray, in press). There were two reasons for replicating questions from another
study: (a) Sudman and Bradburn (1985:14)  mischievously  suggest plagiarising others’
well-tested questions because ‘the use of existing questions will shortcut the testing
process’ (we did ask permission to use Fahey and Murray’s questions) and later (b) it will

enable comparison of results across studies (also suggested by Sudman and Bradburn).

Piloting the Questionnaire: Members of the Consultative Committee for this study were

the first group to critique the questionnaire. After the suggestions of the committee had
been incorporated into the document, three elderly people who had been involved in the
pilot or qualitative study were recruited as a ‘panel of experts’ and asked for comments
and
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criticisms. At both stages of piloting many valuable suggestions were made by the critics

most of which were incorporated into the questionnaire.

Selection of Sample of Elderly Clients for the Survey: All recipients of the Home Help
service in the selected rural and urban CCA were included in the sampling frame. In both

rural and urban areas 110 clients were randomly selected, although only 100 were to be
interviewed. This strategy was adopted in order to have replacements if for some reason
any of the first 100 selected were unable or unwilling to participate in the study (see
Lundstro~m, 1987). As it transpired no individuals selected for inclusion in the study

refused to be interviewed but some of our sample were not contactable and replacements
from the over-sampling were substituted. When the interviews were completed, we
discovered that five urban respondents were younger than 65 years of age and these cases

were dropped from the data set. Our data set thus consists of 100 rural and 95 urban
respondents, all Home Help clients. Table 2.6 gives a breakdown of the sample of Home
Help clients interviewed in the survey.

Table 2.6: Profile of the 195 rural and urban Home Help clients randomly sampled
and interviewed for the survey

Location Sample Gender Living Arrangements Total

Women Men With Spouse Alone Other8

Rural N 78 22 15 67 18 100

% 78.0 22.0 15.0 67.0 18.0 100

Urban N 77 18 20 65 10 95

% 81.1 18.9 21.0 68.4 10.5 100

All N 155 40 35 132 28 195

% 79.5 20.5 17.9 67.7 14.4 100

Appointment of Interviewers: Four professional interviewers, two rural and two urban,
were appointed to conduct the fieldwork. Prior to their embarking on the work each was

informed about the nature and aims of the study and given detailed instructions on the
approach to potential respondents and the administration procedures for questionnaire.

Initial Contact: In both settings the Home Help Organiser agreed to inform the Home

Helps that a study was being undertaken and asked them

8 This includes with spouse and child or children and other arrangements
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to advise their clients that they might be called upon to be included in the survey.

On completion of the interview, in lieu of a letter, respondents were presented with a silk
flower as a token of our thanks for their participation in the survey (after Bjuvander &
Soderberg, 1985).

Data Analysis: As is customary in research in the social sciences we set a = 0.05. The

results of the analysis are contained in Chapters Six and Seven.

2.9 Concluding Remarks

In this study we have adopted three strategies for improving the reliability of our results:
(a) a step-by-step approach to data collection (b) verification with respondents and (c)

triangulation of results.

The step-by-step approach to data collection meant that as each piece of information was

gathered the knowledge so gained went towards the next step in the data collection
process. For example, the initial survey of Home Help Organisers to find out the types,
sizes and other demographic information on the Home Help service was used in sampling
sites for the qualitative study and survey, and the pilot study and qualitative study with

Home Helps and elderly clients and non-recipients was used to formulate questions for
the survey of health boards, and for the survey of Home Help clients. This approach
meant that there were in-built checks for reliability and validity of the data as a whole.

The second approach was to verify the information we had received from respondents by
having them check the minutes or verbatim transcript of the meeting or interview. This
strategy was adopted in the research conducted with the eight health board regions

(Chapter Three) and with the Home Help Organisers (Chapter Four).

The third strategy mentioned in Section 2.5 was that of triangulating our results. This
approach was adopted by comparing the results of the qualitative study and the survey of

elderly people reported in Chapters Six and Seven. Babbie (1983:99-100) maintained that
triangulation of the results of two different research methods is a valuable strategy. He
believed that because each research method has particular strengths and weaknesses,
there is always a danger that research findings will reflect, at
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least in part, the method of inquiry and suggested that ‘in the best of all worlds …

research design should bring more than one research method to bear on the topic’ (p.100).
This is the strategy we adopted in Chapters Six and Seven. We tested the reliability of the
more nuanced data in the qualitative data set and, to some extent, checked the validity of
the questions in our survey questionnaire. In addition, we performed triangulation of the

results of these two data sets. Because most of the data in the qualitative and survey data
sets were quantified we could use traditional quantitative data analysis techniques to
effect comparisons. When this method was not possible we were still able to triangulate
the results from the two types of methodology and qualitatively identify differences and

similarities in the perceptions of our respondents.

We believe that the adoption of these three strategies have made the overall results

reliable and valid. It is the prerogative of you, the reader, to decide if our findings are
credible.
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Classification Criteria for Coding Qualitatively Derived Variables

Respondent’s degree of satisfaction with the
Home Help service: Code

But for it I’d be lost. 4

She does what needs to be done. 3
It is very good but I would like more time. 2
It is of no value to me, I don’t know why she bothers to come. 1

Respondent’s degree of liking for their Home Help:
She is my life; she is like an extra daughter. 4
She’s very good, she’s a good neighbour. 3

Ah yes, sure I will have to put up with her. 2
I don’t like her at all. 1

Respondent’s attitude towards life:

Full of life, happy, looking forward to the future,
  planning for living. 5
Content with life, but looking forward to a happy death. 4
Stoical - ah sure I have to put up with it. 3

Not happy, depressed, looking forward to death. 2
Miserable, lonely, depressed, crying. 1

Respondent’s level of physical dependency:
Gets a bed bath, has difficulty with using toilet,
  uses mobility aids (bedfast, wheelchair, walker). 3
Bathes or washes with difficulty/supervision/moderately

  immobile (crutches). 2
Can do most personal care - maybe cannot put on shoes
  or socks or needs help with minor personal care tasks. 1

Respondent’s level of instrumental dependency:
Cannot cook, shop, or go outside house. 3
Can cook light meals, do light shopping, can take bus but with

  difficulty or with help. 2
Can do most instrumental tasks, needs help with minor aspects. 1
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CHAPTER THREE

Overview and Comparison of Home Help
Service in Each Health Board Region

3.1 Introduction

This chapter describes how the Home Help service is organised and delivered in each
health board region in Ireland and identifies differences in policy and practice between
the regions. The data used in the chapter were collected in January I February 1994

through eight group interviews, one with each of the eight health boards; the interviews
were with groups of two-to-three personnel from each health board who were involved in
the day-to-day administration and delivery of the Home Help service. Supplementary
documentary material was also analysed. All of the tables in this chapter are based on

information supplied by the eight health boards either during or after those group
interviews.

The chapter is divided into sixteen sections, as follows:

• Section 3.1 Introduction

• Section 3.2 Delivery Models of the Home Help Service

• Section 3.3 Role of Voluntary Organisations

• Section 3.4 Assessing Need and Eligibility

• Section 3.5 Tasks Performed by Home Helps

• Section 3.6 Personal Care and Home Care Assistants /Attendants

• Section 3.7 Number of Clients Per Home Help and Number of

Client Hours Per Week

• Section 3.8 Charging Clients for Home Help Services

• Section 3.9 Health Board Expenditure Per Home Help Client
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•Section 3.10 Rates of Pay for Home Help Organisers and Home Helps

•Section 3.11 Recruitment and Training of Home Help Organisers

•Section 3.12 Recruitment and Training of Home Helps

•Section 3.13 Appeals and Complaints Procedures

•Section 3.14 Promoting Awareness of the Home Help Service

•Section 3.15 Implementation of Recommendations in The Years Ahead

•Section 3.16 Summary and Conclusions

3.2 Delivery Models of the Home Help Service

There are six basic models of the Home Help service in Ireland: four in the statutory

sector and two in the voluntary sector. These are summarised in Figures 3.la and 3.lb
respectively.

Figure 3.1 a: Delivery models of the Home Help service in the statutory sector in
Ireland, 1994

MODEL ONE MODEL TWO MODEL THREE MODEL FOUR

The models in the statutory sector (referred to as Models One, Two, Three and Four) and
in the voluntary sector (referred to as Models Five and Six) are arranged mainly

according to organisational complexity from the simplest to the most complex within
each sector.
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Figure 3.lb: Delivery models of the Home Help service in the voluntary sector in

Ireland, 1994
MODEL FIVE MODEL SIX

Model One refers to the system where overall responsibility for the Home Help service
rests with the Superintendent Public Health Nurse and her staff of Public Health Nurses.

In this model, the Public Health Nurse recruits and places a Home Help with each client
as the need arises. This model is used in the North Eastern Health Board, in those parts of
the Southern Health Board where there is no Home Help Organiser, and in the South

Tipperary community care area of the South Eastern Health Board. None of these areas
have a Home Help Organiser.

Model Two refers to the system where overall responsibility for the Home Help service

rests with both the Superintendent Community Welfare Officer and the Superintendent
Public Health Nurse and their staff, both working in close consultation with each other.
This model operates in Kildare and parts of Wicklow, both of these being community
care areas in the Eastern Health Board; it also operates in the Waterford community care

area of the South Eastern Health Board. A Home Help budget, separate from the
Supplementary Welfare Allowance budget, is allocated to the community welfare service
and is distributed by Community Welfare Officers in consultation with Public Health

Nurses. In this model, the client applies to the Community Welfare Officer for a Home
Help, either directly or through the Public Health Nurse. The application form -which, in
the Eastern Health Board, is accompanied by a certificate from the General Practitioner
endorsing the application - is assessed by the Community Welfare Officer and the Public

Health Nurse; in the
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Waterford community care area the involvement of the Public Health Nurse ends when

the need for a Home Help has been identified to the Community Welfare Officer. A
means test is carried out by the Community Welfare Officer. In the Eastern Health Board,
the client is paid an amount to employ a Home Help equal to IR£1.50 per hour multiplied
by an agreed number of hours each week; the client is encouraged to supplement the

Health Board contribution by paying the Home Help directly. In the South Eastern Health
Board, the Home Help is paid directly by the Health Board but, depending on the
outcome of the means test, may also receive a contribution directly from the client. The
arrangement in the Eastern Health Board means that the Home Help does not have a

contract with the Board and is therefore not covered by social insurance, employment,
health, safety or public liability legislation.

Model Three refers to the situation where a Home Help Organiser is employed by the
health board to recruit and place Home Helps with clients. Applications from clients are
typically processed by the Home Help Organiser in consultation with the Public Health
Nurse (or vice versa) while the recruitment and deployment of Home Helps is a function

of the Home Help Organiser. Within this model, the Home Help Organiser reports to
more senior personnel in the health board such as the Superintendent Public Health Nurse
and the Director of Community Care. This is the most frequently used model in Ireland
and is to be found in the Midland Health Board, the Western Health Board, parts of the

South Eastern Health Board (Wexford and Carlow/Kilkenny), parts of the North Western
Health Board (Sligo), and those parts of the Southern Health Board where there is a
Home Help Organiser.

Model Four refers to the system where overall responsibility for the Home Help service
rests with the Superintendent Public Health Nurse and her staff of Public Health Nurses.
Unlike Model One however, the public health nursing service uses Home Help

Organisers to manage, supervise and monitor the day-to-day running of the Home Help
service based on the assessment of needs carried out by the Public Health Nurse. Home
Helps are employed directly by the health board. This model operates in parts of Donegal
and Leitrim (both community care areas in the North Western Health Board) and, in

1994, was introduced on a pilot basis in County Kildare (one of the community care areas
in the Eastern Health Board) through the appointment of a Home Help Organiser. The
model is
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different to Model Three in terms of the greater involvement of public health nursing,

particularly in the assessment of need.

Model Five refers to the situation where voluntary bodies take responsibility for
delivering the Home Help service. To this end; voluntary bodies employ Home Help

Organisers and Home Helps. This model operates in most of the Eastern Health Board
(Dublin, Bray, Greystones and Arklow) and in parts of the Mid-Western Health Board
(North Tipperary and Clare).

Model Six refers to the system where overall responsibility for the Home Help service
rests with the Superintendent Public Health Nurse and her staff of Public Health Nurses.
This is similar to the situation in both Model One and Model Four. As in Model Four, the

public health nursing service uses Home Help Organisers to manage, supervise and
monitor the day-to-day running of the Home Help service based on the assessment of
needs carried out by the Public Health Nurse. It differs from Model Four

Table 3.1 a: Delivery models of the Home Help service in each health board
region in Ireland, 1994

Health Board Community Care Areas Model
    (or parts of)

Eastern • Dublin & parts of Wicklow Model 5

 (Bray, Greystones and Arklow)
• Other Wicklow and Kildare Model 2

North Eastern • Cavan/ Monaghan Model 1

• Louth/Meath Model 1

South Eastern • South Tipperary Model 1

• Waterford Model 2

• Wexford and Carlow/Kilkenny Model 3

Midland • Longford Westmeath Model 3

• Laois/Offaly Model 3

Western • Galway Model 3

• Mayo Model 3

• Roscommon Model 3

North Western • Sligo Model 3

• Leitrim & parts of Donegal Model 4

• Parts of Donegal Model 6

Mid-Western • Limerick Model 3

• North Tipperary & Clare Model 5

Southern • Cork and Kerry Model 1

• Cork and Kerry Model 3
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Table 3.1 b: Delivery models of the Home Help service in each health board
region in Ireland, 1994

Model Health Board Community Care Areas
(or parts of)

One North Eastern • Cavan/Monag han, Louth/Meath

South Eastern • South Tipperary

Southern • Cork and Kerry

Two Eastern • Parts of Wicklow and Kildare

South Eastern • Watertord

Three South Eastern • Wexford and Carlow/Kilkenny

Midland • Longfordl Westmeath, Laois/Offaly

Western • Galway, Mayo, Roscommon

North Western • Sligo and parts of Leitrim

Mid-Western • Limerick

Four Eastern • Parts of Kildare

North Western • Parts of Leitrim & parts of Donegal

Five Eastern • Dublin, parts of Wicklow

 (Bray, Greystones and Arklow)
Mid-Western • North Tipperary, Clare

Six North Western • Parts of Donegal

however in that Home Helps are employed by voluntary organisations rather than by the
health board. In turn, it differs from Model Five in terms of the greater involvement of
public health nursing, particularly in the assessment of need. This model operates in parts

of Donegal which is one of the community care areas in the North Western Health Board.

A summary of how these six models are distributed between the eight health board
regions is presented in Table 3. la and 3. lb. From this it emerges that all but three health

board regions (the North Eastern, Midland and Western) have a mix of models rather
than one uniform model for the entire region. Three health boards (Eastern, Mid-Western
and Southern) have two different models operating and two (the South Eastern and North

Western) have three different models in operation.

It is clear from Figures 3.1a and 3.lb that the organisational link between the Home Help
service and the public health nursing service varies considerably between and within

health boards. The service is most closely monitored by Public Health Nurses in the case
of Model One (North Eastern and parts of the South Eastern and Southern Health
Boards), Model Two (parts of Wicklow, Kildare and Waterford), Models Four and Six
(Donegal). In the other models – particularly Model Three –
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there is also contact between the two services through meetings as well as home visits to

clients. For example, in the Midland Health Board the Superintendent Public Health
Nurses and Home Help Organisers meet regularly, at least three times weekly. The Public
Health Nurses submit a monthly report on the work of each Home Help. In the Mid-
Western Health Board (excluding Clare and North Tipperary), there are monthly

meetings between the Home Help Organiser and the Public Health Nurse to discuss
cases; of the four Home Help Organisers employed by that Board, one of them also
attends regular meetings of the community care team. In the North Western Health
Board, the Home Help Organiser has regular meetings with the Superintendent Public

Health Nurse. Voluntary organisations providing the Home Help service are also linked
into other health board services, as explained in the next section.

3.3 Role of Voluntary Organisations

In its Circular (11/72) to the health boards on the 20 April 1972 -following the passing of

legislation which enabled health boards to fund a Home Help service under Section 61 of
the Health Act J970 - the Department of Health advised that, where possible, the service
should be provided by voluntary organisations. Indeed this was seen as the preferred way
of providing Home Help services:

Only when it has been established without question that services of voluntary
agencies cannot be utilised in the provision of the service should Home Helps be

directly employed by the health boards (Department of Health, 1972, point 7).

The number of voluntary organisations involved in delivering a Home Help service in
Ireland in 1994 is summarised in Table 3.2. This reveals that the Home Help service is

delivered by voluntary organisations in only four health board regions: the Eastern, North
Western, Mid-Western and Southern. This finding appears to be at variance with the
results of a survey of voluntary organisations providing services for the elderly which
found that some Home Help services were delivered by voluntary organisations in all

health board regions (Mulvihill, 1993, Table 4.3:103); the reasons for this are not clear
but may be due to differences in the definition of key terms (Home Help, client, recipient,
etc.) as well as differences in the methodology used to collect the data.
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Table 3.2: Number of voluntary organisations involved in the delivery of Home
Help services in Ireland by health board region, 1994

Health Board Community Care Areas Voluntary Organisations
(or parts of)   N %

Eastern • Dublin 33 39

• Wicklow (Bray, Greystones, Arklow) 3 3

 Subtotal 36 42

North Western • Donegal 30 36

• Sligo /Leitrim 14 17

 Subtotal 44 53

Mid-Western • Clare 1 1

• North Tipperary 2 3

 Subtotal 3 4

Southern (i) • West Cork 1 1

 Subtotal 1 1

Total 84 100

(i) The Southern Health Board provides funding for a caretaker service in a

sheltered elderly housing project in West Cork. This is not strictly a Home Help service
but is treated as such for statistical and budgetary purposes.

The data in Table 3.2 reveal that 84 voluntary organisations are involved in the delivery
of Home Help services, the vast majority of them in the North Western (44, 53 per cent)
and the Eastern (36, 42 per cent) Health Boards.

Table 3.3 gives a breakdown of the number of elderly clients who received a Home Help
service in 1993 from a voluntary organisation or directly from a health board. In this
table, the concept of client is based on the actual number of persons in receipt of a Home
Help service, not the number of households. For the purposes of funding of Home Help

Organisers in the voluntary sector, health boards measure clients by the number of
households - 150 households per Home Help Organiser -rather than by the number of
persons.

The data in Table 3.3 reveals that two thirds of elderly clients (9,412, 67 per cent)
received their Home Help service directly from the health board, the remainder (4,635,
33 per cent) are receiving it from a voluntary organisation. These figures are at variance

with one estimate which claims that 8,000 elderly persons were in receipt of a Home
Help service from voluntary organisations in the early 1990s (Mulvihill, 1993: Table 4.5,
105-107) and another which claimed that ‘about half of the Home Help
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service is under the management of locally based voluntary organisations’ (Larragy,

1993: 370); again, the reasons for this are not clear but may be due to differences in the
definition of key terms (Home Help, client, recipient, etc.) as well as differences in the
methodology used to collect the data.

Table 3.3: Number and percentage of elderly persons in receipt of a Home Help
service from the health boards and from voluntary organisations in Ireland, 1993

Elderly Home Help Clients Served By: Total

Health Board HealthBoards Voluntary Organisations
N %  N % N %

Eastern 315 8  3,826 92 4,141 100

North Eastern 1,421 100    0 0 1,421 100

South Eastern 1,316 100    0 0 1,316 100

Midland 890 100    0 0 890 100

Western 1,519 100    0 0 1,519 100

North Western 772 74   275 26 1,047 100

Mid-Western 591 53   526 47 1,117 100

Southern 2,588 100   26(i) 1 2,614 100

Total 9,412 67  4,653 33 14,065 100

(i) The Southern Health Board provides funding to a voluntary organisation for a
caretaker service in a sheltered elderly housing project in West Cork. This is not strictly
a Home Help service but is treated as such for statistical and budgetary purposes.

The arrangements between health boards and voluntary organisations for delivering
Home Help services are highly informal. In no case is there a written contract between a
health board and a voluntary organisation to deliver Home Help services. In 1993, the

Eastern Health Board approved guidelines on the service drawn up by the National
Association of Home Care Organisers on behalf of Home Help Organisers employed by
voluntary organisations in the Greater Dublin Area; these guidelines define categories of
persons eligible to apply for Home Help, the sources of referral and the type of duties

performed by Home Helps. In Donegal, the North Western Health Board supplies
voluntary organisations with information outlining eligibility for the service and the
range and type of duties to be performed by a Home Help.

The Department of Health in its 1972 Circular 11/72 stated that health boards who use
voluntary organisations to deliver the Home Help service
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must satisfy themselves that ‘a reliable and consistent service was being given in

accordance with the standards and priorities decided upon by the health boards’
(Department of Health, 1972, point 7). The supervision of Home Help services provided
by voluntary organisations occurs in a number of ways. One is through regular visits by
the Public Health Nurse to clients during which time there will normally be a discussion

of how the Home Help is working out. There is also regular contact between the Public
Health Nurse and the Home Help Organiser. In practice, most Home Help Organisers,
particularly those in the Eastern Health Board region, use the local health centre as their
base; notwithstanding their employment by a voluntary organisation, these Home Help

Organisers operate as virtually de facto staff of the health board. In turn, health board
staff are frequently represented on the committees of the voluntary Home Help
organisations or are invited to attend their meetings. In the Eastern and North Western

Health Boards, the monitoring of voluntary organisations also occurs through monthly
returns on the number of Home Helps employed, the number of clients receiving service
as well as financial outlays; annual audited accounts on each voluntary organisation are
also prepared.

Voluntary organisations are funded under Section 65 of the Health Act 1953. The amount
of the Section 65 payment is designed to cover costs, including accumulated deficits from
previous years, but net of contributions by clients, where applicable. Voluntary

organisations are paid the equivalent of a full-time Home Help Organiser for each 150
clients plus the cost of Home Helps to service those clients; in this context, the client
refers to the person(s) in receipt of the Home Help service and excludes other members

of the household not directly in receipt of the service. The phasing of payments to
voluntary organisations varies between health boards. In the Eastern Health Board,
payment is supposed to be monthly in advance although members of the National
Association of Home Care Organisers have complained of long delays. In the Mid-

Western Health Board, all Section 65 payments are paid monthly in arrears. By contrast,
the North Western Health Board makes quarterly payments in advance to voluntary
organisations providing Home Help services.

Health boards derive a number of benefits from using voluntary organisations to deliver
Home Help services. The following are the main benefits as seen by the health boards:
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• voluntary organisations have local knowledge, contacts and involvement which

are essential for appropriate matching of
clients to Home Helps

• voluntary organisations have local support and good will

• voluntary organisations can promote a volunteer ethos which is not possible

within the health board

• voluntary organisations can often provide a cheaper service than the health

board because pay and working conditions are often below those obtaining in
the health board

• voluntary organisations can sometimes be more flexible than the health board in

terms of providing the service at the time of day or week when it is needed

3.4 Assessing Need and Eligibility

The information used by health boards and voluntary organisations to determine need and
eligibility is collected using an application form; the information required to determine

need is quite different to the information required to determine eligibility. The application
form typically collects three types of information:

(i) details of client’s name, age, whether living alone or with relatives,

whether relatives are living nearby

(ii) details of client’s income, property and medical card, including income
of all persons living in the household

(iii) reason for requiring Home Help service and assessment of client needs/
duties to be undertaken by the Home Help

The information in part (i) of the form is typically filled out by the applicant or his/her
family; it may also be filled out by the Public Health Nurse or Home Help Organiser
where this is most convenient for the applicant.

Part (ii) is usually filled out by the applicant, the Home Help Organiser, the Community
Welfare Officer or indeed any person authorised to act on behalf of the applicant. In the
North Eastern Health Board, parts of the
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South Eastern Health Board (Wexford, Carlow/Kilkenny and South Tipperary) and the

Southern Health Board, the medical card is taken as determining eligibility for the Home
Help service, where need has already been established; persons without the medical card
are means tested by the Community Welfare Officer. In the Western and Mid-Western
Health Boards, the medical card plus other family means are taken into account.

However, in the Midland, North Western, part of the Eastern (i.e., Kildare and parts of
Wicklow), and part of the South Eastern (Waterford) Health Boards, eligibility is
determined by the Community Welfare Officer or Community Care Administrator who
completes part (ii) of the application form during an overall means test; in exceptional

circumstances, the Western and Mid-Western Health Boards as well as parts of the South
Eastern Health Boards (Wexford, Carlow I Kilkenny and South Tipperary) also use the
Community Welfare Officer to undertake a means test.

Part (iii) is usually filled in by the Public Health Nurse in consultation with the Home
Help Organiser (or vice versa) following a home visit to the applicant. In most of the
Eastern Health Board region (Dublin, Bray, Greystones and Arklow), the assessment of

need is undertaken by the Home Help Organiser employed by the voluntary organisafion
without involvement of a Public Health Nurse; elsewhere, the Public Health Nurse is
normally involved. The assessment of need typically takes into account a range of factors
including degree of mental and physical incapacity I dependence, mobility, living

conditions, family I carer support, physical and social isolation, etc. In practice, it is the
configuration of factors rather than any one taken in isolation that is important in
determining need. In the South Eastern Health Board, the assessment of need is

undertaken using a detailed checklist of scaled items which are scored by the Public
Health Nurse.

A basic assumption underlying the assessment of need in most health boards is that Home

Help services should not, in general, either substitute or supplement existing informal
arrangements whereby care is already provided by relatives or neighbours to the elderly
person. This was the attitude which originally led to the setting up of the Home Help
service on a statutory basis in 1972 as Circular 11/72 from the Department of Health

indicates:

The emphasis should, initially, be placed on meeting the demonstrated needs of those

who, at present, cannot have support made available to
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them by their families or neighbours; the service is not envisaged as substituting for

existing satisfactory arrangements (Department of Health, 1972, point 4).

There are no specific guidelines for assessing an applicant’s need for Home Help since
this is regarded as part of the competence of those undertaking the assessment. In

addition, there are no guidelines on the number of Home Help hours that a client may
receive; one health board -the North Eastern - has a maximum of 17 hours which any
client may receive, after which the client must pay for extra hours. The assessment of
need also includes a determination of the tasks which need to be carried out for the client

and the number of hours required to undertake those tasks. This information is written on
the application form and communicated orally to the Home Help.

Home Help Organisers recruit the Home Helps and match them with clients. In the North
Eastern Health Board, in two community care areas in the South Eastern Health Board
(Waterford and South Tipperary), and in parts of the Southern Health Board, there is no
Home Help Organiser. In these cases, the recruitment of Home Helps is left to the Public

Health Nurse or the client or both. The matching of Home Help to client is made after
consultations between the client and the Public Health Nurse.

Typically the Home Help is a neighbour and this is informed by the belief that

neighbours have a role to play in looking after elderly persons in the community. At a
more practical level, the use of neighbours is also designed to minimise the cost of
travelling to the client.

The assessment procedure used by voluntary organisations is broadly similar to that used
by the health boards particularly with respect to need. The main difference is in the
determination of means and there appears to be wide variation with no involvement by

the Community Welfare Officer.

Across the health board regions, the procedures used for assessing need are extremely
flexible and there are no nationally agreed guidelines to inform the process. The majority

of health boards (Eastern, South Eastern, North Western, Mid-Western and Southern) are
in favour of nationally agreed guidelines for determining need although all emphasised
that these would need to be broad and flexible given that need varies substantially

between areas along a number of dimensions such as rural-urban,
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availability of other support services for the elderly (e.g., day centres, meals on wheels,

laundry, etc.), geographical isolation, level of affluence, etc. Guidelines would support
staff in their decisions although it is doubtful if the extremely broad guidelines envisaged
by these health boards would be very different from the practice which currently exists.

The procedures for assessing eligibility are quite variable throughout the health boards
although these would be more amenable to standardisation. Moreover, there would seem
to be a case on equity grounds for doing so. In some health boards (the North Eastern and
parts of the South Eastern), applicants who are assessed as needing Home Help will

automatically receive the service if they have a medical card; in others (the Western,
Mid-Western and Southern), the medical card plus other family income is taken into
account; in yet others (Midland, North Western, and parts of the Eastern and South

Eastern), a standard means test is carried out by the Community Welfare Officer. This
variability has evolved through custom and practice in each health board region although
a more standardised procedure may be in the best interests of both clients and health
boards.

3.5 Tasks Performed by Home Helps

The tasks of Home Helps, as originally envisaged by the Department of Health in 1972
when the service was first introduced on a statutory basis, were outlined in its Circular
11/72 as follows:

A Home Help is a person who undertakes in a companionable and caring way, normal
household duties (e.g., laying fires, making a light meal, cleaning the house, making
beds, getting messages) for a sick or infirm person living at home who cannot do

some or all of these things (Department of Health, 1972, point 2).

These duties still constitute the core work performed by Home Helps for the elderly.

The tasks of Home Helps can be divided into five basic categories:
personal care, home care, tasks outside the home, companionship and monitoring.
Differences exist between and within health board regions in terms of the specific tasks

carried out within each category so that only an approximate indication of the type of
tasks performed by Home Helps in each health board region can be provided.
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The tasks constituting personal care are mainly the following:

• helping to clothe

• helping with physical exercises

• toileting

• emptying commodes and urinals

• changing and disposing of pads

• draining catheter bags

• washing hair

• clipping nails

• supervising bathing I showering

• giving prescribed medicine

• feeding

• lifting

In general, Home Helps in four health board regions (Eastern, Midland, Western and
Mid-West) do most of these personal care tasks. The last four items in the list are only
required if instruction has been provided for the Home Help by the Public Health Nurse;
otherwise it is forbidden. Moreover supervising bathing I showering typically only

involves the Home Help being in the house; with the exception of the Western Health
Board, it does not involve washing the client.

The amount of personal care provided by Home Helps in the remaining health board

regions (North Eastern, South Eastern, North Western and Southern) is very limited.
Helping to clothe and emptying commodes and urinals are the two main types of personal
care provided.

In 1990 /1993, the Eastern, North Eastern, South Eastern and Midland Health Board
regions recruited and trained Home Care Assistants I Attendants in order to provide
personal care in the home; this had the effect of removing personal care from the ambit of

Home Helps in some of these regions. These developments are analysed in the next
section.

The tasks constituting home care are mainly the following:

• cleaning & tidying
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• washing dishes

• preparing light meals

• making beds

• changing bed linen

• washing clothes

• lighting the fire

• bringing in fuel

• bringing in meals

All of these tasks, almost without exception, are carried out by Home Helps in every

health board region, as the need requires.

The tasks which are undertaken outside the home are:

• shopping

• paying bills

• collecting pension

• collecting GMS scripts

• buying prescriptions

All of these tasks, almost without exception, are carried out by Home Helps in every

health board region, as the need requires.

The tasks which constitute companionship are:
• conversing & listening

• assisting with phone calls

• writing letters

• filling in forms

• talking for walks

Home Helps in every health board region typically perform all of these tasks where the
need arises.

The tasks which constitute monitoring are:

(vi) reporting on changes in health
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• sitting with the person

• checking that person is safe

• checking that house is secure

In every health board region, Home Helps are expected to undertake these tasks where
there is a need.

Some tasks are expressly forbidden to Home Helps, including:

• lifting a person without proper training

• lifting heavy weights

• buying or dispensing non-prescribed medicines

• driving clients in the car

• giving injections

The tasks performed by Home Helps are relatively uniform throughout the country in the
four areas of home care, tasks outside the home, companionship and monitoring. The one
exception to this is the ‘District Home Help’ which only exists in the Kerry community

care area of the Southern Health Board. District Home Helps, of which there are 16, visit
rural elderly persons once a week to do light house work, shopping, change bed linen and
take clothes to one of two laundries maintained by the Health Board in the county. The

concept of a District Home Help with its emphasis on weekly visits and the provision of a
laundry service is different to the usual role played by Home Helps elsewhere but may be
worth considering in other rural areas of the country.

3.6 Personal Care and Home Care Assistants/Attendants

The area of personal care is a growing need among elderly persons living at home and all

health boards are considering ways of responding to it. Four health boards (Eastern,
North Eastern, South Eastern and Midland) have introduced a new position to provide for
this.

In the Eastern Health Board, 139 Home Care Attendants have been employed since
November 1990 and each has been given four weeks fulltime training. Home Care
Attendants report to the Public Health Nurse
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and their duties typically do not include domestic work; in this sense, Home Care

Attendants are parallel to the Home Help service rather than being an extension of it. In
1994, the hourly rate of pay for Home Care Attendants was IR£4.65, nearly double the
rate paid to Home Helps (IR£2.50 to IR£3.00) in the Eastern Health Board region. The
National Association of Home Care Organisers, which represents Home Help Organisers,

has opposed the recruitment of Home Care Attendants by the Eastern Health Board
(National Association of Home Care Organisers, 1993, point 3).

In the North Eastern Health Board, 31 Home Care Assistants were recruited in 1993 and

were given a three week full-time training course on all aspects of personal care for the
elderly. In addition to personal care, Home Care Assistants also perform domestic tasks
and the other duties normally performed by Home Helps. In 1994, they were paid

IR£3.00 per hour, more than twice the rate paid to Home Helps (IR£1 .45 per hour) in the
North Eastern Health Board.

In the South Eastern Health Board, 37 Home Care Attendants were recruited in 1992 and

given on-the-job training. Most of those recruited were State Enrolled Nurses (SENs) or
had experience of personal care (e.g., Care Attendants in hospital) and therefore required
little training. In addition to the core tasks of personal care, Home Care Attendants also
perform domestic tasks and the other duties normally performed by Home Helps. In

1994, they were paid IR£3.50 per hour (plus l0p per mile travelling expenses), more than
three times the lowest rate (IR£l.00) paid to Home Helps in the South Eastern Health
Board.

In the Midland Health Board, 36 Home Care Attendants were appointed in 1991 and
given some on-the-job training, similar to that for Home Helps but with particular
emphasis on lifting. Their task was to provide personal care for clients but not domestic

duties. The hourly rate for Home Care Attendants in 1994 was IR£3.75 compared to an
average of IR£3 .50 for Home Helps. Following a pilot phase lasting 18 months, the
Midland Health Board has decided to phase out Home Care Attendants essentially
because the service was too expensive, partly as a result of high travel costs in rural areas.

The Board’s policy, in the light of this experience, is to provide appropriate training for
Home Helps in those cases where personal care tasks have to be carried out; this will be
less
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expensive since Home Helps will also perform other home duties and there will be less

travel since Home Helps are typically neighbours.

The Western and North Western Health Boards have made no strategic decisions about
how personal care services might be delivered to elderly persons in the future; the matter

is under review however.

A general review of services for the elderly was undertaken in the Mid-Western Health
Board in 1990 followed, in 1991, by a more detailed review of the Home Help services

(Mid-Western Health Board, 1990; 1991). In its 1990 review, the Board found:

a requirement for the development of a grade of carer between the basic Home Help

who would undertake ordinary domestic duties and a trained nurse who would
provide professional nursing services (Mid-Western Health Board, 1990:18).

Consistent with this, the 1991 review recommended:

the employment of Personal Care Assistants, particularly in County Limerick, with an
enhanced rate of pay over that of Home Helps. Personal Care Assistants should be
assigned to special cases where personal I social care duties are the main demand

(Mid-Western Health Board, 1991:11).

This recommendation has not been implemented however.

In the Southern Health Board, a review of the Home Help service was initiated in 1994
and the issue of how increased levels of personal care can be provided for elderly persons
living at home may be considered.

The introduction of Home Care Assistants/Attendants has raised issues about the linkage
of this service to the Home Help service which have not been resolved. Home Care
Assistants I Attendants have been introduced as an extension of the public health nursing

service rather than of the Home Help service; as such, it seems to be informed by a
medical model of need rather than by the more holistic model which informs the Home
Help service. In addition, the organisation and delivery of the service provided by Home

Care Assistants I Attendants seems to be parallel to, rather than a continuum of, the
Home Help service. In general, Home Helps and Home Help Organisers have not
welcomed the introduction of Home Care Assistants I Attendants which many of them
see as an
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unnecessary partitioning of clients’ needs into personal care and other types of care;

Home Helps, where necessary, have traditionally provided both types of care and their
partitioning in some health board regions has given rise to practical demarcation
difficulties as to the duties to be performed by Home Helps for certain clients. It seems
clear that these issues can only be resolved in the context of a more clearly articulated

understanding of the Home Help service and the categories of need which it is designed
to meet.

3.7 Number of Clients Per Home Help and Number of Client Hours Per Week

The number of Home Helps in Ireland in 1993 was 10,559. This is revealed in Table 3.4
which also reveals that 99 per cent of Home Helps are part-time.

Table 3.4: Number of full-time and part-time Home Helps in each health board
region, 1993

Part-time &
full-time Full-time and part-time Home Helps

Home Helps in each Health Board Region Total

 E NE SE M W NW MW  S

Part-time 2,919 1,196 1,130 619 872 601 992 2,132 10,461

Full-time  0  0  4 13 57 24 0  0  98

Total 2,919 1,196 1,134 632 929 625 992 2,132 10,559

Full-time as
% of total 0 0 0 2 6 4 0 0 1

It is possible to derive a picture of the nature and scale of the Home Help service in each

health board region by examining the number of clients per Home Help and the number
of Home Help hours received by clients each week. Based on this information, the
percentage of Home Helps and of clients in each category were calculated and are
summarised in Tables 3.5 and 3.6 respectively.

Table 3.5 reveals that the vast majority of Home Helps (88 per cent) have between one
and two clients. One tenth (10 per cent) have between three and four clients each. There
is considerable variation between health boards in terms of the number of clients per

Home Help. In the North Eastern Health Board, all Home Helps (100 per cent) have one
client each
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while in the Eastern Health Board only two fifths of Home Helps (41 per cent) have one

client each. Other health boards vary within this range.
Table 3.5: Percentage of Home Helps with different numbers of clients in each

health board region, 1992/1993

Number of Percentage of Home Helps in Each Category
Clients

E* NE SE M W NW MW S Average

One client 41 96 88 53 81 65 75 77  73

Two clients 32 4 8 28 7 13 17 15  15

Three clients 18 0 2 10 4 8 5 7  7

Four clients 7 0 1 3 2 4  3 0  3

Five clients 2 0 1 2 0 3  0 0  1

Six clients 0 0 0 2 0 3  0 0  1

Seven clients 0 0 0 0 0 2  0 0  0

Eight clients 0 0 0 0 0 2  0 0  0

Nine clients 0 0 0 0 0 0  0 0  0

Ten clients 0 0 0 0 0 0  0 1  0

Over ten 0 0 0 2 6 0  0 0  0
clients

Total 100 100 100 100 100 100 100  100  100

* Estimate, based on a sample of eight Home Help voluntary organisatons.

The amount of Home Help hours received by clients is summarised in Table 3.6. This
reveals that each client receives an average of 9.7 hours each week from their Home
Help, equivalent to approximately two hours of each working day. There is considerable
variation around this average however. The Midland Health Board offers clients the

highest average number of Home Help hours per week (14.8) followed by the Western
(13.3) and the Southern (11.1) Health Boards. By contrast, the North Western Health
Board offers clients the lowest average number of Home Help hours per week (5.8)

followed by the South Eastern (6.6) and the North Eastern (7.9) Health Boards. The
Eastern Health Board offers close to the average number of Home Help hours for all
health boards (9.5).
The data in Table 3.6 are not wholly consistent with the expectations of the Department

of Health in its Circular 11/72 (Department of Health, 1972) which stated that the
provision of a Home Help service would ‘usually’ involve short visits on ‘one or more
occasions per week’ (Ibid,
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point 2) and that the bulk of elderly cases ‘would not need a lot of care’ (Ibid, point 5).
Table 3.6 reveals that, on average, clients receive two hours from their Home Help each
working day.

Table 3.6: Percentage of clients in receipt of different amounts of Home Help
hours each week in each health board region, 199211993

No. of Home

Help Hours
Per Week Percentage of Clients in Each Category
Per Client

E NE SE M W NW MW S Average

(i) (ii)

One to five 44 20 39 13 41 65 35 14 34

Six to ten 42 64 53 55 32 25 56 36 45

Eleven to fifteen 11 13 6 17 24 5 8 27 14

Sixteen to twenty 2 2 1 5 1 1 1 21 4

Twenty one to
twenty five 1 1 1 8 1 1 0 1 2

Twenty six
to thirty 0 0 0 2 1 3 0  1 1

Total 100 100 100 100 100 100 100 100 100

Average
per client 9.5 79 6.6 14.8 13.3 5.8 8.8 11.1 9.7

(i) Estimate, based on a sample of eight Home Help organisations.

(ii) Estimate, based on data from Cavan/Monaghan, but not Louth/Meath, and
extrapolated to the entire Health Board Region.
3.8 Charging Clients for Home Help Services

Applicants who are assessed as needing a Home Help and whose income entitles them to
a service may receive it free of charge or may be asked to make a contribution, depending
on the health board region in which they are living. Four different charging arrangements

exist.
The first arrangement, which exists in four of the health board regions (North Eastern,
Western, Southern and part of the Eastern) is that clients are encouraged but not obliged
to make a contribution directly to the Home Help. In the North Eastern Health Board

region, clients are encouraged to match the hourly rate (IR£l.45) paid by the Health
Board to the Home Help. In other boards, the practice is to ask for a contribution of not
more than IR£5.00. The extent to which clients make a contribution
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in this way varies and seems to be determined primarily by the approach adopted by the

Public Health Nurse or the Home Help Organiser, some of whom are more ‘persuasive’
than others on the need for the chent to make a contribution.

The second arrangement occurs in the Midland and Mid-Western Health Boards where

the contribution by clients is used to reduce pro rata the payment by the health board to
the Home Help. In the Mid-Western Health Board, this practice varies from one Home
Help Organiser to another.

The third arrangement, which exists in the Waterford community care area of the South
Eastern Health Board, is where the client is obliged to make a contribution to the Home
Help. The amount of the contribution is determined by the Community Welfare Officer.

The fourth arrangement is in the North Western Health Board region where contributions
are collected for the Board through the Home Help; the Home Help employed by the
voluntary organisation collects and retains the charges and receives a pro rata reduction

in the amount payable in respect of his I her weekly earnings paid by the voluntary
organisation. A scale of charges has been established by the Board, varying from IR£2.00
to IR£8.00, according to the client’s income. The Board’s Section 55 grants paid to
voluntary organisations in respect of the Home Help service are abated by the amount of

the contributions collected.

Applicants who are assessed as needing a Home Help service but whose income -

including assets and family income - is above the qualifying amount may exceptionally
have a Home Help organised for them by the Health Board or by the local voluntary
Home Help organisation. However, the amount of service given and the payment for that
service is a private arrangement between the applicant and the Home Help.

In all health board regions, there are exceptional cases where elderly persons refuse to
pay even though they need a Home Help service; in those instances, the service is
normally provided free of charge. (There is however no facility for recouping the cost of

the service from the person’s assets once they have died, even if this were deemed
desirable.) In some instances, a health board may provide a number of Home Help hours
free of charge to a client but additional hours over and above these are a matter of private

arrangement between the Home Help and the client.
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In the voluntary sector (in Dublin and parts of Wicklow, Clare, North Tipperary, Leitrim,

and Donegal), all clients are encouraged to make a contribution based on their means
although each organisation appears to have its own procedure for collecting charges (see,
for example, Ad Hoc Home Help Committee, 1985). In Leitrim and Donegal, the
practices of the voluntary sector in relation to charges are regulated by the Health Board

as described above.

Health boards generally see considerable merit in the concept of the client (or family)
making a contribution towards the cost of the Home Help service. The payment of a

contribution, however small, is designed to underline the fact that responsibility for
maintaining the elderly at home is a responsibility of the family as well as the health
board. In addition, most health boards see payment to the Home Help as offering support

to ‘good neighbours’ rather than purely a payment for the job.

The variation between and within health boards in the handling of client contributions
may not be in the best interests of staff or clients. The amounts of money involved are

generally small, and the approach of staff appears to be flexible and understanding when
clients refuse to pay. Nevertheless, as with means testing to determine eligibility, there is
a case for having a more uniform approach to contributions which would ensure equity
between clients and their families in different parts of the country. The North Western

Health Board and the Waterford community care area of the South Eastern Health Board
have well developed systems for determining means and calculating contributions which
may be worth exploring as a model for other boards. This however would need to be

done centrally, possibly through the Department of Health.

3.9 Health Board Expenditure Per Home Help Client

The cost of the Home Help service in Ireland in 1993 is summarised in Table 3.7a. For
comparative purposes, Tables 3.7b and 3.7c summarise the cost of the Home Help service
provided directly by health boards and by voluntary organisations respectively. The data
refer to all Home Help clients and not just elderly clients.

The data in Table 3.7a reveal that the overall cost of the Home Help service in 1993 was
IR£13.9 million. This is equivalent to less than one per cent of total non-capital health

expenditure in that year. The number
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of Home Help clients in 1993 was 17,337. From this it can be inferred that the average

weekly expenditure per Home Help client was IR£15.48. Health boards vary in the
weekly cost per client of the Home Help service. The highest average weekly cost per
client, IR£19.98, is in the North Western Health Board which, paradoxically, also
provides the lowest average number of hours per client per week (see Table 3.6 above).

Table 3.7a: Total and average expenditure on Home Help clients in each health
board region, 1993

Expenditure
on Health Board Region Total
Home Help
Clients

E NE SE M W NW MW S

Expenditure
(IR£,000) 4,604 942 868 1,014 1,501 1,222 1,342 2,462 13,955

All Clients’ 5,505 1,616 1556 1,263 1,802 1,176 1,451 2,968 17,337

Exp. Per Client
per year (IR£) 836 583 558 803 833 1,039 925 830  805

Exp.PerClient
per week (IR£)** 1607 11.21 10.73 15.43 16.02 19.98 17.79 15.95 15.48

*All Home Help clients include elderly, physically handicapped, families in stress and other categories.

**This is calculated on the assumption that the Home Help service is available 52 weeks in the year.

Table 3.7b: Total and average cost per client of Home Help service provided
directly by the health board in each health board region, 1993

Expenditure on
Home Help Service
Provided Health Board Region Total

Directly by
Health Board

E NE SE M W NW MW S

Expenditure (IR£,000) 639 942 868 1,014 1,501 1,071 930 2,460 9,425

Health Board Clients* 440 1,616 1556 1,263 1,802 867 706 2942 11,192

Exp. Per Client
per year (IR£) 1,452 583 558 803 833 1,235 1,317 836  842

Exp. Per Client

perweek(IR£)** 27.92 11.21 10.73 15.43 16.02 23.75 25.33 16.08 16.20

*All Home Help clients include elderly, physically handicapped, families in stress and
other categories.

**This is calculated on the assumption that the Home Help service is available 52 weeks
in the year.



A comparison of Tables 3.7b and 3.7c reveals that two thirds of the Home Help budget

(IR£9.4 million, 68 per cent) is spent directly by health boards, the remainder (IR£4.5
million, 32 per cent) being channelled through voluntary organisations. The average
weekly cost per client of providing the Home Help service is higher in the health boards
(IR£16.20) than in voluntary organisations (IR£14.18). Notwithstanding this, some health

boards - the North Eastern and South Eastern - provide a Home Help service more
cheaply than voluntary organisations in the Eastern Health Board region.

Table 3.7c: Average cost per client of Home Help service provided directly by
voluntary organisations in each health board region, 1993

Expenditure on
Home Help Service

Provided Directly  Health Board Region Total
by Voluntary
Organisations

 E NE SE M W NW MW S(i)

Expenditure (IR£,000) 3,965 NA NA NA NA 151 413  2 4,531

Voluntary Organisation

Clients* 5065 NA NA NA NA 309 745 26 6,145

Exp. Per Client

per year (IR£) 783 NA NA NA NA 490 556 77 737

Exp. Per Client

per week(IR£)** 15.06   NA NA NA NA 9.42 10.69 1.48 14.18

*All Home Help clients include elderly, physically handicapped, families in stress and other categories.

**This is calculated on the assumption that the Home Help service is available 52 weeks in the year
NA = Not Appilcable because there are no voluntary organisations involved in the deli very of the Home Help

service in this health board region.
(i) The Southern Health Board provides funding for a caretaker service in a sheltered elderly housing prolect in
West Cork This is not strictly a Home Help service but is treated as such for statistical and budgetary purposes.

Very substantial variations exist in the average weekly cost per client of the Home Help
service both between health boards and between voluntary organisations in different
health board regions. For example in the health board sector, the average weekly cost per

client of the Home Help service provided directly by the Eastern Health Board
(IR£27.92) is 260 per cent higher than the cost of the Home Help service provided
directly by the South Eastern Health Board (IR£10.73). Within the voluntary sector, the
average weekly cost per client varies from IR£15.06 in the Eastern Health
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Board region to IR£9.42 in the North Western Health Board region, a difference of 38 per

cent. (The voluntary organisation in the Southern Health Board region is part of a
sheltered housing project and is not a typical Home Help service; it is excluded therefore
from this comparison.)

It is clear from the data in Tables 3.7a, 3.7b and 3.7c that the cost of the Home HeTp
service fluctuates widely for reasons that cannot easily be explained from the data
available. One of the factors affecting cost - but only one of them - is the rates of pay for
Home Help Organisers and Home Helps as discussed in the next section.

3.10 Rates of Pay for Home Help Organisers and Home Helps

The rates of pay for full-time Home Help Organisers are summarised in Table 3.8. These
are health board rates of pay for staff employed directly by the health boards; in the case
of the Eastern Health Board, they also represent the amount which the Board pays to a

voluntary organisation to employ a Home Help Organiser (calculated on the basis of 150
clients per Home Help Organiser). The rates of pay, which are related to grade four
clerical in the health board, show relatively little variation from one board to another. The
average across health boards, based on the mid-point of each scale, is IR£15,566. The

rates paid by voluntary organisations to their Home Help Organisers vary from these in
some cases.

Table 3.8: Rates of pay by range and mid-point for Home Help Organisers in
each health board region, 1994

Health Board Range Mid-point

                                                      (IR£ per annum)        (IR£ per annum)

       Eastern                                  14,015 to 17,336                15,676
     North Eastern                                    NA*                           NA*

     South Eastern                          14,015 to 17,336                15,676
       Midland                                 14,210 to 17,657                15,931
       Western                                 14,189 to 17,634                15,912

     North Western                         12,554 to 15,602                14,078
      Mid-Western                          14,189 to 17,364                15,777
       Southern                                14,189 to 17,634                15,912
        Average                                                                           15,566

*NA” Not Applicable because there are no Home Help Organisers in the North Eastern
Health Board; Public Health Nurses perform this function.
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The rates of pay for Home Helps, both full-time and part-time, are summarised in Tables

3.9a and 3.9b respectively. These rates apply to Home Helps employed by health boards;
some voluntary organisations pay these rates but others have their own rates. The data in
table 3.9a reveal that substantial variation exists between health boards in the rates of pay
for full-time Home Helps: the average rate varies from a low of IR£2.40 in the Mid-

Western Health Board to a high of IR£4.82 in the Midland and Western Health Boards
with the North Western Health Board paying the highest at IR£4.97 per hour. The
average hourly rate for full-time Home Helps in 1994 was IR£3.95.

Table 3.9a: Rates of pay by range and mid-point for full-time Home Helps in each
health board region, 1994

   Range  Mid-point
      Health Board                     (IR£ per annum)                 (IR£ per annum)
        Eastern                                2.50 to 2.75                               2.75           
     North Eastern                               NA*                                   NA*           

     South Eastern                               NA*                                   NA*           
        Midland                              4.67 to 4.96                               4.82           
       Western                                4.62 to 5.00                               4.82           
     North Western                       4.62 to 5.00                               4.97           

      Mid-Western                               2.40                                    2.40           
       Southern                                     NA*                                   NA*           
       Average                                                                                 3.95            

*NA=Not Applicable because there are no full-time Home Helps.

Table 3.9b: Rates of pay by range and mid-point for part-time Home Helps in
each health board region, 1994

   Range   Mid-point
    Health Board                       (IR£ per annum)                 (IR£ per annum)

         Eastern                                2.50 to 2.75                               2.63          
    North Eastern                                 1.45                                    1.45          
    South Eastern                           1.00 to 2.50                               1.75          

        Midland                                     3.50                                     3.50          
        Western                                     1.00                                     1.00          
   North Western                                2.69                                     2.69         
    Mid-Western                                 2.40                                     2.40          

        Southern                                     1.40                                     1.40          
        Average                                                                                  2.12         
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The average rates paid to part-time Home Helps vary from a low of IR£1 ~00 in the

Western and parts of the South Eastern Health Boards, rising to IR£ 1.40 / IR£ 1.45 in the
Southern and North Eastern Health Boards respectively with the Midland Health Board
paying the highest rate at IR£3.50 per hour. Unlike the rates of pay for Home Help
Organisers, there is no standardisation in pay rates for Home Helps. Cursory inspection

suggests that pay rates for Home Helps are determined primarily by ‘what the market can
bear’.

Some Home Helps in two health board regions which have lower rates of pay, the North

Eastern and the Southern, have joined SIPTU (Services, Industrial, Professional and
Technical Union) to negotiate for higher hourly rates. All of the health boards, with the
exception of the North Western who did not express a firm view, favour nationally

agreed guidelines on pay and conditions for Home Helps provided that appropriate
provision is made for the budgetary implications of such guidelines in the funding to
health boards.

The pay of Home Helps - particularly part-time Home Helps - is normally below the
PAYE tax threshold and is therefore not subject to PAYE (i.e., the employer is not
obliged to withhold tax) although this is not a general exemption from tax. Since April
1993, Home Helps earning over IR£25.00 per week are liable to pay related social

insurance (PRSI); the employer’s PRSI rate is nine per cent while the employee is zero-
rated for the first IR£60.00 per week, beyond which PRSI is paid at 5.5 per cent. The
levying of employer’s PRSI on the pay of Home Helps above IR£25.00 per week has

encouraged some health boards to pay ‘appropriate expenses’ in order to keep below the
PRSI threshold. Since April 1994, all income below IR£173 per week is exempted from
the Employment Levy and the Health Contribution.

Part-time Home Helps are also covered by The Worker Protection (Regular Part-Time
Employees) Act 1991 if they work a minimum of eight hours per week for thirteen weeks.
Under this legislation they are entitled to six hours annual leave for every 100 hours
worked. Subject to certain qualifying conditions, part-time Home Helps are also covered

by legislation governing redundancy payments, sick leave, minimum notice of dismissal,
unfair dismissal and maternity leave (Relate, 1991).

Home Helps are not normally reimbursed for expenses incurred in
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travelling to clients, irrespective of the number of car miles involved; the two exceptions

to this are Home Helps in the North Western Health Board and full-time Home Helps in
the Western Health Board. One implication of the non-payment of travel expenses is that
every effort is made to employ Home Helps within the immediate vicinity of clients. This
is not possible in all cases however. In some instances, health boards have informally

evolved a practice of giving Home Helps ‘hours in lieu’ to compensate for the cost of
travel, which may have a slight inflationary effect on the figures in Table 3.6.

3.11 Recruitment and Training of Home Help Organisers

The function of the Home Help Organiser, as envisaged by the Department of Health in
1972, is that (s)he would recruit, train and provide regular and competent supervision of

Home Helps (Department of Health, 1972, point 6). Table 3.10 summarises the number
of Home Help Organisers in each health board region. This reveals that 73 Home Help
Organisers were employed by health boards in 1993, the majority of them (48, 66 per
cent) on a full-time basis. All health boards have Home Help Organisers with the

exception of the North Eastern Health Board, parts of the South Eastern Health Board
(Waterford and South Tipperary) and parts of the Southern Health Board.

Table 3.10: Number of Home Help Organisers in each health board region, 1993

Health Board Home Help Organisers

                                    Full-time               Part-time                        Total
      Eastern                        24                         22                                46
North Eastern                     0                           0                                  0
South Eastern                     2                           0                                  2

     Midland                         2                           0                                  2
      Western                         3                           0                                  3
North Western                   5                           1                                  6
 Mid-Western                      6                           2                                  8

     Southern                        6                           0                                  6
         Total                          48                         25                                73

Home Help Organisers are recruited through public advertisement followed by interview.
A nursing qualification is seen - particularly by
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health boards but not by voluntary organisations - as desirable qualities in a Home Help

Organiser and, in practice, many Home Help Organisers are nurses. Administrative I
managerial skills are also seen as important. Given the nature of the work, a good
knowledge of the geography and demography of the area is invaluable and a driver’s
license is usually essential, particularly in rural areas. Other qualities include experience

of working with elderly people, good interpersonal skills and the capacity to work within
the health board structures in collaboration with administrative and professional staff.

In the case of voluntary organisations involved in the delivery of Home Help services, the

procedures used to recruit Home Help Organisers are extremely variable and informal
recruitment procedures are frequently used.

There is no formal training provided for Home Help Organisers in the health boards. New
recruits normally go through an induction period lasting one week with the
Superintendent Public Health Nurse and the other Home Help Organisers in the region. In
all health board regions, Home Help Organisers are facilitated to attend occasional

seminars that are relevant to their work (such as interviewing techniques, group work,
listening skills, child care updates, lifting, etc.). In some health board regions, courses for
Home Help Organisers (and for Home Helps) have been provided in recent years through
educational institutions. In the Eastern Health Board region, as a result of an initiative

taken by the National Association of Home Care Organisers, the City of Dublin
Vocational Education Committee offers a day release course for Home Help Organisers
and Home Helps in Whitehall House Language and Commercial College, Dublin 9. Also

in this region, the National College of Industrial Relations in Ranelagh, Dublin, ran a
pilot course for Home Help Organisers in 1993 /1994. In the North Eastern Health Board,
a training course for Home Helps was organised in 1993 /1994 by the Dundalk
Employment Partnership, an organisation set up under the Programme for Economic and

Social Progress (Craig and McKeown, 1994). In the Western Health Board, University
College Galway provided training for a wide range of carers, including Home Help
Organisers and Home Helps, in a two year diploma course on social care which was
established in 1993 with funding from the EU through its New Opportunities for Women

(NOW) Initiative (O’Donovan, Counihan,
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Kelleher and O’Grady, 1993). AlT health boards have a training budget for staff, but

nothing is specifically ear-marked for the Home Help service, or for any other service.

3.12 Recruitment and Training of Home Helps

The Department of Health in its 1972 Circular emphasised the importance of selecting
carefully Home Helps and described the ideal candidate as follows:

the typical recruit would he a middle-aged woman with time to spare from her other
household duties who was attracted to the idea of helping to normalise the living
conditions of a person or family in need of care (Department of Health, 1972, point 9).

There is unanimity among health boards that Home Helps should ideally be caring and
capable mature women who have some experience of caring and whose interest in the
work is not determined primarily by the level of pay. A nursing qualification is not

necessary and may overqualify the person although most full-time Home Helps would
have a nursing background.

Home Helps are typically women as Table 3.11 reveals. In 1993, there were 10,559

persons employed in the Home Help service in Ireland of which only 68 were men,
equivalent to less than one per cent of all Home Helps. In the main, men Home Helps
work with men clients; exceptionally, some men clients may have a drink problem or

other behaviour problems and a man Home Help is deemed safer and more appropriate in
those circumstances.

Table 3.11: Number of women and men Home Helps in each health board region,
1993

Gender               E           NE          SE          M           W           NW        MW     S          Total
Women             2,899      1,193      1,123      628         912         621         987     2,128  10,491

Men                  20*          3             11          4             17           4             5          4               68
Total                 2,919      1,196      1,134      632         929         625         992     2,132  10,559
Men as %

of total              0.7          0.3           1.0         0.6          1.8          0.6          0.7      0.2            0.7

*Estimate.
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The recruitment of Home Helps occurs in a variety of ways. Advertisements are placed in

the local newspapers, particularly when a full-time Home Help is being recruited.
Occasionally, applicants write in to the Home Help Organiser / Public Health Nurse
requesting Home Help work. All applicants are interviewed by the Home Help Organiser
/ Public Health Nurse. In the North Western and Mid-Western Health Boards, the Home

Help Organiser asks for references and makes enquiries in the community (for example,
with the General Practitioner, priest, Public Health Nurse or voluntary organisation) as to
the suitability of the person for Home Help duties. In some instances, notably in parts of
Kildare and Wicklow, Wexford and South Tipperary, the client may recruit the Home

Help themselves who is then approved by the health board. In the North Eastern Health
Board, the client is also involved in choosing the Home Help.

The recruitment of Home Helps, particularly for part-time work, can be influenced by a
number of local considerations. In sparsely populated areas, the number of suitable
persons who are available to do this work can be small; as a result, the cost of providing
the service can rise significantly if the Home Help has to travel considerable distances to

the client. In this context, persons who do not have their own means of transport and who
are not well-served by good public transport can be inhibited from becoming Home
Helps. The recruitment of Home Helps is also affected by competition from other
employers in the locality (e.g., cleaning, fast food, waitressing, nurse’s aide in hospital,

etc.) which frequently offer better rates of pay. The impact of earnings on social welfare
entitlements, particularly where the spouse is a social welfare recipient, can also be a
factor discouraging persons becoming Home Helps. Conversely, recruitment can be more

difficult in higher income areas because of the low rates of pay for Home Helps.

The training offered to Home Helps mainly involves instruction on the specific tasks to
be undertaken. This is usually given by the Public Health Nurse or the Home Help

Organiser. In recent years, day-long seminars have been organised for Home Helps in
almost every health board region covering areas such as personal care, lifting, first aid,
AIDS, mental handicap, etc.; some of these seminars seem to have been organised as part
of the requirements of the Safety, Health and Welfare at Work Act J989. The type of

training offered to Home Helps seems to be broadly in
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line with that originally envisaged in the Department of Health’s Circular 11/72:

The training would provide guidance regarding their approach to the people being
served, the broad range of Home Help duties, the work undertaken by medical,
nursing and Social Workers and some practical instruction on the best manner of

carrying out the services they are to provide (Department of Health, 1972, point 10).

One of the questions which arises in the context of training is whether the Home Help
service could benefit from a national in-service training programme with a nationally

recognised certificate or diploma. The views of health boards were elicited on this issue
and the results reveal that three were in favour and five were against. Those in favour
(Eastern, Western and Mid-Western Health Boards) believe that a nationally certified in-

service training course would contribute to the recognition and professionalisation of the
Home Help service and would enable Home Helps to do a better job. Those not in favour
(North Eastern, South Eastern, Midland, North Western and Southern Health Boards)
claim that a nationally certified in-service training course would be unnecessary for the

vast majority of Home Helps who work no more than 10 hours a week (see Table 3.6
above) and are already quite competent in the tasks required of them. The consequences
of over-professionalising the service could be detrimental to its good neighbour / semi-
voluntary dimensions and could result in an escalation of costs, via wage claims, whose

effect, other things being equal, would be to reduce the amount of Home Help services
available.  This tension between  ‘volunteerism’ and ‘professionalism’ - evident in the
attitudes of health board personnel - is a theme which runs throughout discussions of the

Home Help service.

3.13 Appeals and Complaints Procedures

There is no standardised appeals or complaints procedure in any health board region for
the Home Help service. The possibility of an appeal arises when an application for Home
Help has been refused. However, applicants are not routinely informed of their right to

appeal if they disagree with the decision of the health board or the voluntary organisation
delivering the Home Help service.
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The usual practice in relation to appeals is quite varied since the applicant (or family)

may discuss the matter directly with the Public Health Nurse or with the Home Help
Organiser; alternatively, they may contact their General Practitioner or local politician
(see Chapter Six below). In either case, the appeal is brought to the attention of the
Superintendent Public Health Nurse or the administrator in the community care area and

a review of the evidence, including any new evidence that may come to light, is
undertaken. The number of appeals is quite small and they are dealt with informally. For
the protection of both applicants and staff, there would seem to be a case for putting a
simple appeals procedure in place and informing applicants of this procedure.

No formal complaints about the Home Help service were received by any health board in
1992 or 1993. As with appeals, there is no formalised procedure for dealing with

complaints. In general, complaints about community care are made to the Programme
Manager for Community Care and are then referred to the Director of Community Care /
Medical Officer of Health for investigation. Given the paucity of formal complaints, this
procedure has rarely if ever been used for the Home Help service.

3.14 Promoting Awareness of the Home Help Service

The Home Help service is well established and widely known and it is the experience of
most health boards that it does not require extensive advertising. In the main, health
boards rely upon their own field staff, most notably Public Health Nurses, to create

awareness of the Home Help service where it is needed. Hospitals, General Practitioners,
Community Welfare Officers, Social Workers are all aware of the service and make
regular referrals. Voluntary organisations dealing with the elderly either though the
provision of Home Help or other services such as day centres, meals on wheels, laundry,

etc., also make referrals. Politicians as well as family members also refer applicants.

A more pro-active approach to advertising the service has been adopted by five health
boards (the North Eastern, Southern, Western, Mid-Western and North Western) who

have prepared leaflets specifically on the Home Help service. These are distributed
through Health Centres and other health board outlets. Three health boards (the North
Eastern, Western and
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North Western) have used radio programmes to raise awareness of the service while the

Western Health Board regularly uses the provincial newspapers to advertise all its
services. Two health boards (Eastern and North Western) use stands at exhibitions to
provide information on their services, including the Home Help service.

3.15 Implementation of Recommendations in The Years Ahead

In October 1988, a Department of Health Working Party on Services for the Elderly

produced a report - The Years Ahead - which made detailed recommendations on, inter
alia, the Home Help service (Department of Health, 1988). This report constitutes official
policy on care for the elderly in Ireland in the 1990s. Its major focus involves

accelerating the shift from institutional to community care and developing a matrix of
services in areas such as health, housing and welfare to enable elderly persons to live at
home for as long as possible. The report makes a wide range of recommendations with
the objective of improving the management, co-ordination and delivery of community-

based services for the elderly. This section looks specifically at those services which
impact, directly or indirectly, on the Home Help service and describes the actions of each
health board in relation to each of these recommendations.

3.15(a) Advisory Committee on the Elderly

The Years Ahead recommended that ‘health boards be obliged to appoint an Advisory

Committee on the Elderly’ (Department of Health, 1988: 51). These Committees would
have four functions:

(i) to advise on the health and welfare needs of the elderly and how they can be met;

(ii) to represent the views of those working with or on behalf of the elderly;

(iii) to recommend the planning and provision of services for the elderly - and in

particular to agree each year a plan for the development of services for the elderly
proposed by the designated planning officer of the health board;
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(iv) to encourage co-ordination between statutory and voluntary bodies in the delivery of

services for the elderly (Department of Health, 1988: 51).

No health board has implemented this recommendation. However three health boards
(Eastern, North Eastern and Western) have arrangements which, in their opinion,

approximate some of the functions of an advisory committee on the elderly. One of these
is the Eastern Health Board where each of the ten community care areas has appointed an
Area Medical Officer I Senior Area Medical Officer to act as the Co-ordinator of
Services for the Elderly (see section 3.15b below); the co-ordinators meet as a group with

senior management in the health board and undertake some of the functions envisaged for
the advisory committee for the elderly.

Within the Western Health Board, County Mayo has a Long-Stay Geriatric Committee
comprising the Consultant Geriatrician, the Superintendent Public Health Nurse and the
Matron of the Sacred Heart Hospital who together co-ordinate services for the elderly and
advise the Board on policies and practices affecting elderly persons; this committee also

assesses elderly persons for admission to residential accommodation and boarded-out
services, both of which are quite extensive in County Mayo and this directly influences
the demand for Home Help services. Similar arrangements for both Roscommon and
Galway were in train in 1994.

The North Eastern Health Board has an arrangement similar to the Long-Stay Geriatric
Committee in County Mayo.

The arrangements in these Health Boards falls considerably short of the advisory
committee for the elderly as recommended in The Years Ahead, particularly with respect
to the membership, as the following citation confirms:

The members of the committee should include CSEs [Co-ordinator of Services for the
Elderly], public representatives nominated by the health board and the local authorities, a
Consultant Physician in Geriatric Medicine (where such posts exist), the Housing

Officers of the local authorities, General Practitioners nominated by the relevant faculties
of the Irish College of General Practitioners, Public Health Nurses, and representatives of
the voluntary organisations working on
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behalf of the elderly in the area. A proportion of the members should be elderly and the

chairman should be elected by the committee (Department of Health, 1988: 51).

3.15(b) Co-ordinator of Services for the Elderly

The Years Ahead recommended that ‘in each community care area, health boards appoint
a Co-ordinator of Services for the Elderly’ (Department of Health, 1988: 46). It was
envisaged that the Co-ordinator would be a Community Physician.

Five of the health boards have appointed Co-ordinators of services for the elderly: the
Eastern, North Eastern, South Eastern, Western and North Western. In the Eastern Health
Board, ten Co-ordinators were appointed in 1992, one for each community care area. The

Co-ordinators are either Area Medical Officers or Senior Area Medical Officers. In the
North Eastern Health Board, two nurses with experience in management were appointed
in the two community care areas of Cavan/Monaghan, and Meath in 1994. In 1992, an
Area Medical Officer was appointed in the Waterford community care area of the South

Eastern Health Board to coordinate services for the elderly, although this is only one of
her duties; no Co-ordinator has been appointed in the other three community care areas
(Wexford, Carlow/Kilkenny and South Tipperary) of the South Eastern Health Board.
The Western Health Board appointed an Area Medical Officer to the position of Co-

ordinator of Services for the Elderly in County Galway in 1994 and it is envisaged that
the Consultant Geriatrician will be the Co-ordinator in County Mayo and County
Roscommon. Also in 1994, the North Western Health Board appointed two Public Health

Nurses as Co-ordinators, one for Sligo/Leitrim and one for Donegal, the two community
care areas in the region.

3.15(c) District Liaison Nurse

The Years Ahead recommended that:

the function of co-ordinating services for the elderly in each district should be the

responsibility of a District Liaison Nurse (Department of Health, 1988: 45).

Five health boards (North Eastern, South Eastern, Midland, North Western, Mid-

Western) have not appointed District Liaison Nurses. In one
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of these, the North Western Health Board, the matrons in the district hospitals / units

perform a co-ordinating role in relation to admissions, discharges, respite and
rehabilitation for elderly persons within their catchment area although this falls short of
co-ordinating all community services for elderly persons.

In the Eastern Health Board, senior Public Health Nurses were appointed to the position
of District Liaison Nurse in each of the ten community care areas; this took place in
1992. In the South Eastern Health Boards, similar appointments were made in each of the
four community care areas in 1993 although the functions of these District Liaison

Nurses are not confined to the elderly. In the Western Health Board, a Public Health
Nurse was appointed in 1994 to be the District Liaison Nurse in County Galway but it is
not planned to make a similar appointment in County Mayo or County Roscommon;

existing arrangements in both of these counties are deemed to be adequate. In 1993, a
District Liaison Nurse was appointed in one community care area (North Cork) of the
Southern Health Board although her functions are not confined exclusively to co-
ordinating services for elderly persons.

3.15(d) District Teams for the Elderly

The Years Ahead recommended:

the formation of district teams for the elderly, representative of those with direct
responsibility for providing services to the elderly, to support the District Liaison

Nurse in her co-ordinating role (Department of Health, 1988: 45).

The core members of the district teams for the elderly would be: District Liaison Nurse,
Area Medical Officer, Matron of the community hospital, General Practitioner, Housing

Officer from the local authority, Administrator, Environmental Health Officer,
Community Welfare Officer, and a representative of local voluntary organisation.

Two health boards, the Eastern and South Eastern, have set up district teams for the

elderly. In the Eastern Health Board, a district care team -referred to as a Care Team for
the Elderly - was set up in 1990 in each of the ten community care areas. In the South
Eastern Health Board however, only one district team for the elderly has been set up in

the Waterford community care area but none in the other community care areas.
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Two health boards, the North Eastern and the Western, are planning to set up district

teams; the prior appointment of co-ordinators of services for the elderly and District
Liaison Nurses are seen as necessary first steps in this process.

3.15(e) Comprehensiveness of Home Help Service

 The Years Ahead recommended that:

the Home Help service should be comprehensive enough to assist elderly people

with all the tasks of daily living (Department of Health, 1988: 97).

A crucial question in this context is what constitutes ‘all the tasks of daily living’. The

analysis in section 3.5 above revealed that Home Helps in all health board regions
perform a very similar set of core functions in the areas of home duties, tasks outside the
home, companionship and monitoring. However Home Helps in four of the health board
regions also perform a substantial amount of personal care tasks. The emergence of

Home Care Assistants / Attendants in the Eastern, South Eastern and North Eastern
Health Boards might be seen as reducing the ‘comprehensiveness’ of the Home Help
service by introducing a new grade to assist with the personal care tasks of daily living.
As suggested earlier in this chapter (section 3.6), the introduction of Home Care

Assistants I Attendants has raised issues about the linkage of this service to the Home
Help service which have not been resolved.

3.JS(,) Emergency Home Help Service

The Years Ahead recommended that:

an emergency Home Help service should be available within a day of request
(Department of Health, 1988: 97).

An emergency service is available in six health board regions, namely, the North Eastern,

the South Eastern, the Midland, the Western, the North Western and the Southern. The
number requiring this service are quite small however because, with proper planing and
co-ordination of services (particularly around admission and discharge from hospital),

emergency procedures can be minimised.

Of the health boards not providing an emergency service, one of the
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reasons advanced for not doing so is that it can be extremely difficult to withdraw a

Home Help service once it has been given; even in these cases however, the necessary
assessment procedures can be completed very quickly if an emergency arises. The
importance of a quick response to emergencies - whether they occur in the home or
through hospitalisation- seems to be widely appreciated among health board personnel

and there appears to be satisfactory procedures in place for dealing with emergencies.
However the data in Chapter Six suggests that some clients experience quite lengthy
waiting periods for the Home Help service -particularly where it is provided by a
voluntary organisation - which may indicate a gap between the aspiration and the reality.

3.15(g) Home Help Service Outside Normal Working Hours and Weekends

Table 3.12: Percentage of clients in each health board region receiving a Home
Help service outside normal working hours, 1992/1993

% Clients Receiving Service

 Health Board  Outside Normal Working
        Hours
     (after 6.00 pm)

Eastern           1

North Eastern           9

South Eastern           2

Midland          28

Western           6

North Western (i)           8

 Mid-Western           1

  Southern           2

(i) Estimate, based on data from Donegal, but not Sligo/Leitrim, and extrapolated to the
entire health board region.

The Years Ahead recommended that a Home Help service should be ‘available outside
normal working hours and at weekends’ (Department of Health, 1988: 97). Tables 3.12
and 3.13 summarise the average proportion of cases in each health board where a Home

Help service is provided outside normal working hours and at weekends, respectively.
This reveals that a Home Help service outside normal working hours and at weekends is
available in most health board regions for a minority of
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cases. There is however a wide variation between health hoards in the provision of a

Home Help service outside normal working hours and at weekends; it seems unlikely that
the level of need in each health board region would account for this. Accordingly, it may
not be unreasonable to conclude that some health boards are less responsive than others
in providing a Home Help service outside normal working hours and at weekends.

Table 3.13: Percentage of clients in each health board region receiving a Home Help
service at weekends, 1992/1993

Health Board % Clients Receiving Service
     at Weekends

 Eastern           1

 North Eastern           9

South Eastern           5

   Midland          21

   Western          32

North Western (i)          22

 Mid-Western           3

  Southern           5

(i) Estimate, based on data from Donegal but not Sligo/Leitrim, and extrapolated to the
entire health board region

3.15(h) Home Help Respite for Carers

The Years Ahead recommended that:

the Home Help service should be expanded in scope to provide an evening and weekend
relief service for persons caring for elderly relatives at home (Department of Health,

1988: 97).

This is essentially a respite service for carers and is provided, to varying though modest

degrees, in four health boards.

Two health boards, the North Eastern and the South Eastern, provides a respite service
through its Home Care Assistants I Attendants rather than through its Home Help service.

The Western Health Board provided regular respite to 24 carers in the first half of 1994;
it also provides assistance to carers within the family by helping out carers rather than
relieving them of their caring duties per Se. The Southern Health Board
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provides a respite service in exceptional circumstances and typically on a very informal

basis.

Overall, the evidence suggests that, in most health board regions, the Home Help service
has not been developed to meet the needs of carers partly because of an underlying

assumption that the Home Help service should neither substitute nor supplement existing
informal care arrangements. It is noteworthy in this context that two health boards -
Eastern and Western - cited carers, and particularly carers of persons suffering from
Alzheimer’s Disease, stroke and other disabling conditions, as particularly in need of a

respite service but not currently receiving it.

3.15(i) Ratio of Home Helps to Elderly Population

The Years Ahead recommended that:

the immediate aim should be to develop the service to the extent of the whole time

equivalent of 4.5 Home Helps per thousand elderly people (Department of Health,
1988: 97).

Table 3.14: Ratio of full-time equivalent (FTE) Home Helps per 1,000 population
aged 65 years and over in each health board region, 1993*

Health Board % Elderly** in Receipt of FTE Home Helps per

                                           Home Help Service               1,000 Elderly**

          Eastern                                   3.5                                       6.1               
    North Eastern                               4.1                                       8.8               

    South Eastern                              2.6                                       4.4                
        Midland                                  3.6                                      10.3              
        Western                                   3.0                                      7.2                
   North Western                             3.5                                       7.2               

    Mid-Western                               3.5                                       6.0                
        Southern                                  4.0                                      13.1               
        Average                                   3.5                                       7.7               

*See Appendix to Chapter Three for the methodology used to calculate this ratio.

**The elderly refers to the population  aged 65 years and over.

The data in Figure 3.14 reveal that all but one health board - the South Eastern - have
exceeded the norm of 4.5 full-time equivalent Home Helps per 1,000 elderly persons. The
average for all health boards combined is 7.7 Home Helps per 1,000 elderly persons with

the Southern Health
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Board at the top of the range and the South Eastern Health Board at the bottom.

The use of this indicator is not a very sensitive measure of the adequacy of Home Help
provision in a particular health board region since it takes no account of the complex
array of demand and supply factors involved. On the demand side, such factors include

the proportion of persons aged 75 years and over, the availability of informal supports,
including active retirement groups, the degree of geographical and social isolation, the
number of ‘at risk’ elderly, etc. On the supply side, some of the factors include the
network of health board services for elderly persons such as day centres, day hospitals

and related ancillary services such as rehabilitation, meals on wheels, laundry, etc.
Nevertheless it is a measure of the quantity of service provided within each health board
region.

It can also be observed from Table 3.14 that 3.5 per cent of the elderly population in
Ireland (i.e., the population aged 65 years and over) are in receipt of a Home Help
service.

3.15(j) Overall Assessment of Implementation of The Years Ahead

The overall picture to emerge from this analysis is that the recommendations in The Years

Ahead have not been implemented in any widespread manner throughout the various
health board regions. Health boards have developed and adapted their own models rather
than adhering to the model outlined in The Years Ahead. Three health boards, the Eastern

(1989), the Mid-Western (1990) and the Southern (1989), have published reports
outlining their plans for implementing The Years Ahead.

All but one health board - the South Eastern - have exceeded the norm of 4.5 Home Helps

per 1,000 elderly persons. However no health board has appointed an advisory committee
on the elderly and only one has appointed district teams for the elderly. A Co-ordinator of
Services for the Elderly has been appointed in four health boards while District Liaison
Nurses have been appointed in three. A minority of clients in all health board regions

receive a Home Help service outside normal working hours and at weekends and an
emergency Home Help service is available in four health board regions; respite for carers
is provided to varying degrees in four health board regions. The variability between

health boards in the provision of after-hours, emergency and respite services suggests that
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some health boards are less responsive than others in adapting the Home Help service to

meet these categories of need among clients.

In the main, the Eastern Health Board has adopted the most progressive stance in
implementing The Years Ahead although the North Eastern, Western, North Western and

Southern Health Boards have also implemented some of its recommendations.

3.16 Summary and Conclusions

There is considerable variation between health boards in the organisation and delivery of
Home Help services in Ireland. Six different models can be identified - four in the

statutory sector and two in the voluntary sector
- which vary not only between health boards but also between community care areas
within the same health board. The most widespread model -Model Three - is where a
Home Help Organiser is employed by the health board to recruit and place Home Helps

with clients and is to be found in the Midland, Western, North Western, South Eastern,
and Southern Health Boards. Typically, the Home Help service is linked to other health
board services through the Public Health Nurse.

Voluntary organisations play an important role in the delivery of Home Help services in
most of the Eastern Health Board (Dublin, Bray, Greystones and Arklow), in parts of the
Mid-Western Health Board (Clare and North Tipperary), in parts of the North Western

Health Board (Donegal and Leitrim) and in one part of the Southern Health Board (West
Cork). A total of 84 voluntary organisations were involved in this work in 1994,
providing a service to one third of all elderly Home Help clients and managing one third
of all health board expenditure on the Home Help service.

The procedures used for assessing need are extremely flexible and there are no nationally
agreed guidelines. The assessment of need typically takes into account a range of factors
including degree of mental and physical incapacity / dependence, mobility, living

conditions, family / carer support, physical and social isolation, etc. Typically, it is the
configuration of factors rather than any one taken in isolation that is important in
determining need. A basic assumption underlying the assessment of need in all health

boards is that Home Help services should
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not, in general, either substitute or supplement existing informal care arrangements.

The procedures for assessing eligibility are also quite variable throughout the health
boards although these would be more amenable to standardisation. Moreover, there
would seem to be a case on equity grounds for doing so. In some health boards (the North

Eastern and parts of the South Eastern), applicants who are assessed as needing Home
Help will automatically receive the service if they have a medical card; in others (the
Western, Mid-Western and Southern), the medical card plus other family income is taken
into account; in yet others (Midland, North Western and parts of the Eastern and South

Eastern), a standard means test is carried out by the Community Welfare Officer or
Community Care Administrator. This variability has evolved through custom and
practice in each health board although a more standardised procedure may be in the best

interests of both clients and health boards.

The tasks performed by Home Helps are relatively uniform throughout the country in the
four areas of home care, tasks outside the home, companionship and monitoring.

Substantial variation exists however in the area of personal care with Home Helps in four
health board regions -North Eastern, South Eastern, North Western and Southern -
performing almost no personal care tasks.

The area of personal care is a growing need among elderly persons living at home and all
health boards are considering ways of responding to it. Four health boards (Eastern,
North Eastern, South Eastern and Midland) have introduced a new position, called Home

Care Assistant / Attendant, to provide for this although the Midland Health Board have
decided to discontinue this initiative. The introduction of Home Care Assistants /
Attendants has raised issues about the linkage of this service to the Home Help service
which have not been resolved. Home Care Assistants / Attendants have been introduced

as an extension of the public health nursing service rather than of the Home Help service;
as such, it seems to be informed by a medical model of need rather than by the more
holistic model which informs the Home Help service. In addition, the organisation and
delivery of the service provided by Home Care Assistants / Attendants seems to be

parallel to, rather than a continuum of, the Home Help service. In general, Home Helps
and Home Help Organisers have not welcomed the introduction of Home Care Assistants
/ Attendants
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which many of them see as an unnecessary partitioning of clients’ needs into personal

care and other types of care. Home Helps, where necessary, have traditionally provided
both types of care and their partitioning in some health board regions has given rise to
practical demarcation difficulties as to the duties to be performed by Home Helps for
certain clients. It seems clear that these issues can only be resolved in the context of a

more clearly articulated understanding of the Home Help service and the categories of
need which it is designed to meet.

In 1993, there were 10,041 Home Helps, the vast majority of them (99 per cent) part-

time. Typically each Home Help has between one and two clients. On average, clients
receive up to 10 hours work from a Home Help each week although this varies
considerably between health boards from a high of 14.8 hours per week in the Midland

Health Board to a low of 5.8 hours per week in the North Western Health Board.

The overall cost of the Home Help service in 1993 was IR£13.9 million. This is
equivalent to less than one per cent of total non-capital health expenditure in that year.

The number of Home Help clients in 1993 was 17,337. From this it can be inferred that
the average weekly expenditure per Home Help client was IR£15.48. The average weekly
cost per client of providing the Home Help service is higher in the health boards
(IR£16.20) than in voluntary organisations (IR£14.18). Notwithstanding this, substantial

variations exist in the average weekly cost per client of the Home Help service both
between health boards and between voluntary organisations in different health board
regions. For example in the health board sector, the average weekly cost per client of the

Home Help service provided directly by Eastern Health Board (IR£27.92) is 260 per cent
higher than the cost of the Home Help service provided directly by the South Eastern
Health Board (IR£10.73). Within the voluntary sector, the average weekly cost per client
varies from IR£15.06 in the Eastern Health Board to IR£9.42 in the North Western

Health Board, a difference of 38 per cent.

There is considerable variation between health board regions in the approach to charging
clients for the Home Help service. One arrangement, which exists in four of the health

boards (North Eastern, Western, Southern and part of the Eastern) is that clients are
encouraged but not obliged to make a contribution directly to the Home Help. A second
arrangement occurs in one part of the South Eastern Health Board
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(Waterford) where, subject to a means test, the client is obliged to make a direct

contribution to the Home Help. A third arrangement operates in the Midland and Mid-
Western Health Board where the contribution by the client is used to reduce pro rata the
payment by the health board to the Home Help. A fourth arrangement exists in the North
Western Health Board where contributions are collected for the Board through the Home

Help; the Home Helps employed by voluntary organisations within this region collect and
retain the charges and receive a pro rata reduction in the health board grant equal to the
contributions collected.

Health boards generally see considerable merit in the concept of the client (or family)
making a contribution towards the cost of the Home Help service. The payment of a
contribution, however small, is designed to underline the fact that responsibility for

maintaining the elderly person at home is a responsibility of the family as well as the
health board. In addition, most health boards see payment to the Home Help as offering
support to ‘good neighbours’ rather than purely a payment for the job.

The variation between and within health boards in the handling of client contributions
may not be in the best interests of staff or clients. The amounts of money involved are
generally small, and the general approach of staff appears to be flexible and
understanding. Nevertheless, as with means testing to determine eligibility, there is a case

for having a more uniform approach to contributions which will ensure equity between
clients and their families in different parts of the country. The North Western Health
Board and the Waterford Community Care Area in the South Eastern Health Board have

well-developed systems for determining means and calculating contributions which may
be worth exploring as a model for other boards.

There is no standardised appeals or complaints procedure in any health board for the

Home Help service. At the same time, no formal complaints about the Home Help service
were received by any health board in 1992 or 1993. In general, complaints about
community care are made to the Programme Manager for Community Care and are then
referred to the Director of Community Care I Medical Officer of Health for investigation.

Given the paucity of formal complaints, this procedure has rarely if ever been used in the
case of the Home Help service.

In 1993 there were 69 Home Help Organisers employed throughout the
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country, the majority of them (46, 67 per cent) on a full-time basis. There are Home Help

Organisers in all health board regions with the exception of the North Eastern Health
Board, parts of the South Eastern Health Board (Waterford and South Tipperary) and
parts of the Southern Health Board. Home Help Organisers are recruited through public
advertisement followed by interview. In voluntary organisations, the procedures used to

recruit Home Help Organisers are extremely variable, and informal recruitment
procedures are frequently used. There is no formal training provided for Home Help
Organisers in the health boards. New recruits normally go through an induction lasting
one week with the Superintendent Public Health Nurse and the other Home Help

Organisers in the region. In all health boards, Home Help Organisers are facilitated to
attend occasional seminars that are relevant to their work (e.g., covering topics such as
interviewing techniques, group work, listening skills, child care updates, lifting, etc.).

Health boards are unanimous that Home Helps ideally should be caring and capable
women of mature years who have some experience of providing personal and home care.
A nursing qualification is not necessary and may overqualify the person. The recruitment

of Home Helps, particularly for part-time work, is influenced by a number of local
considerations including the small population base in some areas from which to choose
candidates, competition from other employers in the locality, as well as the impact of
earnings on social welfare entitlements. The training offered to Home Helps mainly

involves instruction on the specific tasks to be undertaken. This is usually given by the
Public Health Nurse or the Home Help Organiser. In recent years, day-long seminars
have been organised for Home Helps in almost every health board region covering areas

such as personal care, lifting, first aid, AIDS, etc.

One of the questions which arises in the context of training is whether the Home Help
service could benefit from a national in-service training programme with a nationally

recognised certificate or diploma. The views of health boards were elicited on this issue
and the results reveal that three were in favour and five were against. Those in favour
(Eastern, Western and Mid-Western Health Boards) believe that a nationally certified in-
service training course would contribute to the recognition and professionalisation of the

Home Help service and would enable Home Helps to de a better job. Those not in favour
(North Eastern, South
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Eastern, Midland, North Western and Southern Health Boards) claim that a nationally

certified in-service training course would be unnecessary for the vast majority of Home
Helps who work no more than 10 hours a week and are already quite competent in the
tasks required of them. The consequences of over-professionalising the service could be
detrimental to its good neighbour / semi-volunteer dimensions and could result in an

escalation of costs, via wage claims, whose effect would be to reduce the amount of
Home Help services available. This tension between a good neighbour service and a
quasi-professional service is one that runs through almost every discussion of the Home
Help service.

The average rate of pay for full-time Home Help Organisers across all health boards,
based on the mid-point of each scale, is IR£15,632. For Home Helps, both part-time and

full-time, there is substantial variation between health boards with rates varying from a
low of IR£1.00 per hour to a high of IR£4.97 per hour. Unlike the rates of pay for Home
Help Organisers, there is no standardisation in pay rates for Home Helps. Cursory
inspection suggests that pay rates for Home Helps are determined primarily by ‘what the

market can bear’.

The Home Help service, in the opinion of health board personnel, is well established and
widely known. In the main, health boards rely upon their own field staff, most notably

Public Health Nurses, to create awareness of the Home Help where it is needed. The
general experience within health boards is that the Home Help service does not require
extensive advertising. The increase in the number of applicants in recent years would

seem to confirm this.

The recommendations in the report, The Years Ahead, published in 1988, constitute
official policy on health and social services for the elderly in Ireland. In view of this it is

noteworthy that most of the recommendations in The Years Ahead have not been
implemented in any widespread manner throughout the health boards. Health boards have
developed and adapted their own models rather than adhering to the model outlined in
The Years Ahead. The variability between health boards in the provision of after hours,

emergency and respite services suggests that some health boards are less responsive than
others in adapting the Home Help service to meet these categories of need among clients.
At the same time, all but one health board - the South Eastern - exceeded the

recommended norm of 4.5 full-time equivalent Home Helps per 1,000 elderly persons in
1993;
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on average, 3.5 per cent of the elderly population in Ireland are in receipt of a Home Help

service. In the main, the Eastern Health Board has adopted the most progressive stance in
implementing The Years Ahead although the North Eastern, South Eastern, Western,
North Western and Southern have also implemented some of its recommendations.

Overall, the analysis in this chapter has revealed that the Home Help service is extremely
variable in terms of its mode of delivery, its procedures for assessing need and eligibility,
its method of charging clients and the rates of pay for Home Helps. All Home Helps
perform a basic core of tasks involving home care, tasks outside the home,

companionship and monitoring but substantial variation exists in how health boards meet
the personal care needs of clients. The core recommendations of The Years Ahead,
particularly as they affect the Home Help service, have not been implemented.

It is clear from the data presented in this chapter that Home Help services in Ireland have
evolved in piecemeal fashion to meet the varying circumstances in each health board
region, including the varying circumstances of community care areas within each region.

Some of the practices are clearly justified in terms of local circumstances but there would
seem to be a case for considering standardisation in a number of areas such as procedures
for determining eligibility and collecting charges, appeals and complaints procedures, pay
rates for Home Helps, and the implementation of key recommendations in The Years

Ahead. These measures, if carefully thought out and sensitively implemented, would
ultimately be in the interests of both clients and health boards.

It has not been possible from the data in this chapter to make any judgements about the
quality of service offered to clients or experienced by them. That is one of the topics
analysed in subsequent chapters.
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CHAPTER FOUR

The Home Help Organisers

4.1 Introduction

This chapter reports Home Help Organisers’ perceptions of the Home Help service and

has four sections.

• Section 4.1  Introduction

• Section 4.2  Aims of the Study

• Section 4.3  Results

• Section 4.4  Conclusions

Although Chapter Two details the methodology used to select our sample and how the
data were analysed, we would like to remind our readers that the information in this
chapter was supplied by 38 Home Help Organisers some of whom were interviewed
individually, others in groups. The respondents are employed by statutory bodies and
voluntary organisations in seven of the eight health board regions in the Republic of
Ireland. The data for this chapter were collected between June 1993 and March 1994.

In reporting the results of research, a section placing the work in the framework of
previous research on the topic is considered essential. In Chapter One we discovered that
Ireland’s Home Help service is different to Home Help services in Northern Ireland,
Britain and Sweden. In relation to Home Help Organisers we ascertained they are paid
less, supervise many more Home Helps and receive less training than their counterparts
in the other places we examined. Although research on Home Help Organisers was
undertaken in Dublin in 1985 by The Ad Hoc Home Help Committee, no research on
Home Help Organisers’
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perceptions of their jobs has been undertaken in Ireland. We could discover no study on

this topic elsewhere, therefore a literature review was not possible.

4.2 Aims of the Study

The aim of this part of the study is to discover Home Help Organisers’ perceptions of
their recruitment, conditions of employment, their job and the tasks they perform, their
Home Helps, the Home Help service in general and what improvements, if any, they

would make to service provision.

4.3 Results

In this Section we will demonstrate that each Home Help Organiser has her own
particular philosophy and style of providing Home Help services in her area, especially

Organisers employed by voluntary organisations. This autonomy and uniqueness means
that the delivery of the Home Help service is different in each community care area;
therefore caution should be used in generalising the results from this part of our study to
all Home Help Organisers in the Republic of Ireland.

The data are divided into segments, themes and variables for systematic analysis (see
Chapter Two). Table 4.1 gives a breakdown of the segments and themes in the Home

Help Organisers’ data set. It should be noted that some topics (variables) are unique to
interviews with individuals, others unique to group interviews but many topics are
common to both. However, even within topics there are, at times, considerable
differences in nuance between respondents. These differences will be noted as they arise.

Numbers mentioning a topic are given as a metric of its importance to respondents in
general.

We will use quotations from the interviews to illustrate different points which arise in the

data.

4.3(a) Introducing the Home Help Organisers

This segment contains one theme which describes Home Help Organisers’ backgrounds.
These data emerged spontaneously and
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therefore the information is not as quantitative as it would have been if we had been using

a questionnaire or interview schedule.

Table 4.1: Segments and themes mentioned by Home Help Organisers

Segment Theme

Introducing the Home Help Organisers Backgrounds

         Their Job Perceptions of the Service

                Tasks

      Their Home Helps Positive Regard and Admiration
        Concern for their Welfare

    The Home Help Service                 Attributes of the Home Help Service                   
          Lack of Recognition
  The Introduction of Home Care Attendants

    Being Minister for Health     General Improvements in the Home Help Service         
Improving the Service for Home Help Organisers

                Improving the Service for Home Helps                
      Improving the Service for Clients
  Improving the Service for Informal Carers

Home Help Organisers’ Backgrounds: There are three variables in this theme: (a)
general background, (b) age and (c) length of service.

General Background: The Home Help Organisers in this study came from a wide variety
of backgrounds. As with Home Helps, social class was not a barrier to recruitment. All
respondents are qualified formally or informally to perform their role. Those whose

formal education had ceased early had taken courses such as diplomas in counselling,
management skills, etc., to enhance their skills (often paid for by themselves). Two
respondents had come up through the ranks, having been Home Helps, and at least 18 had
been or still are nurses, Public Health Nurses, or Superintendent Public Health Nurses.

Mrs. Moss’ explains how a nursing background helps her in her work:

...the benefits would be that if you receive a referral ... you will almost certainly

know what to expect from the client and it gives you an idea maybe how to assess
that client. It’s of value, but it is not essential.

1 All narnes have been changed to protect anonyrsity of and assure confidentiality to respondents.
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Mrs. Williams, who does not have a nursing background, describes the attributes she

considers Home Help Organisers need to do a good job:

Ideally, they [Home Help Organisers] should have a caring nature; good
administrative skills, including financial, budgeting and accounts; have excellent

communication skills plus personnel management, adaptive coping mechanisms for
stress managements; lots of common sense and a good sense of humour also helps.

Age: Respondents ranged in age from the 30s to early 60s.

Length of Service: Length of service ranged from less than one to over 20 years.

Summary: Although Home Help Organisers come from a wide variety of backgrounds
and differ in age, length of service and also in the type of service in which they are
employed, we will demonstrate that, in their own unique styles, all are dedicated to
serving their clients, their staff of Home Helps and communities, to the best of their

ability.

4.3 (b) Their Job

This segment comprises two themes: (a) respondents’ perceptions of their jobs and (b)
the tasks they perform.

Perceptions of their Job: There are five variables subsumed under this theme: (a)
initiation, (b) conditions of employment, (c) lack of status and recognition, (d) friction
with other professionals within the health services, and (e) job satisfaction.

Initiation: Sixteen per cent (6/38) of respondents, from both types of service (statutory
and voluntary) and a variety of backgrounds, described their initial settling-in period on
the job as ‘being thrown in at the deep end’. (This variable is more common in but not
exclusive to respondents in individual interviews.) Being thrown in at the deep end

entailed (a) finding the service being run without any or minimal records on clients or
staff (three respondents) or (b) lack of knowledge/expertise on how to do assessments
and/or approach clients to pay a contribution towards the service (two respondents) or (c)

difficulties in remembering names of Home Helps and clients (one respondent).

Conditions of Employment: Home Help Organisers in voluntary organisations, in some
instances, are paid considerably less than those
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employed by health boards (see Chapter Three); this can cause resentment when statutory

and voluntary services exist side-by-side in a health board region. Mrs. Williams, an
urban respondent, explains her perceptions of the pay anomalies:

The statutory services … have a salary scale implemented across the board but for

those who work for the voluntary organisations, although their work is … I would
see it as being more complex, each person [Home Help Organiser] has to go to
their own committee and negotiate a salary but that salary is only negotiated with
the permission of the health board because they hold the purse strings.

Respondents, especially those from statutory bodies, had difficulty with arranging time
off and/or annual leave. Four respondents claim that for continuity of service a relief

Home Help Organiser would be invaluable.

Office accommodation for Home Help Organisers in four of the voluntary organisations
visited by the interviewer is cramped. In one office, five members of staff share one desk.

The equipment is basic, most have filing cabinets, but typewriters are few and only one
office had a computer (only used for text processing). The offices of respondents in
statutory organisations visited by the interviewer are, by comparison, well-equipped. As
taking responsibility for the computation and payment of wages to Home Helps was the

duty of another department, computers are not as necessary. (We shall discuss the
differences in duties between Home Help Organisers in voluntary and statutory
organisations in the theme ‘Tasks’.) One respondent employed by a health board, with

responsibilities for one of the larger counties in Ireland, works out of three locations
every week and has no office of her own. She was constrained to share an office at her
base and ‘camp’ (her term) in vacant offices at the other two locations. She claims this
makes communication with the Home Helps very difficult because of lack of privacy.

Lack of Status and Recognition of Home Help Organisers: Sixty per cent (23/38) of
respondents (individual and group interviews) experience lack of status and recognition
for the work they perform. For example, when a Home Help Organiser is being recruited

there is no Home Help Organiser on the interview board. Lack of recognition is also
manifest by lack of representation of Organisers: (a) in organisations involved in
community care (21 per cent, 8/38 respondents), (b) by hospital discharge
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committees (45 per cent, 17/38 respondents), and (c) on committees such as those

established for the European Year of Older People (21 per cent, 8/38 respondents).

Lack of status and recognition leads indirectly to dangerous situations for Home Help
Organisers and Home Helps. Because they do not attend discharge committees or case

conferences, referrals are often incomplete and 26 per cent (10/38) of respondents
reported instances where they or their Home Helps had been injured or threatened by
violent clients or, especially in rural areas, vicious dogs owned by clients, prospective
clients or clients’ families.

Another tangible indication of lack of status and recognition identified by Home Help
Organisers was that in only three of the seven health board regions where Home Help

Organisers are employed were they involved in the interviews for the data contained in
Chapter Three above (see Authors’ Acknowledgements for details.) In addition when the
interviewer conducted group or individual interviews after the questionnaire for Chapter
Three had been circulated to health boards, few respondents had heard of the

questionnaire and one Home Help Organiser had been ordered to complete it in pencil
because it would have to be checked (by the Superintendent Public Health Nurse) before
it was retumed.

Friction with Other Professionals within the Health Services: In some areas there was
friction between the Superintendent Public Health Nurse/ Public Health Nurses and
Home Help Organiser. Friction between Superintendent Public Health Nurses and Home

Help Organisers was more common, but not exclusive to regions where the service is
provided on a statutory basis. Friction with Public Health Nurses (mentioned by 24 per
cent, 9/38 respondents) is endemic in most regions. Mrs. O’Doherty explains one source
of this fricfion:

I have had [Public Health] Nurses actually demanding or standing in a client’s
house saying to me ‘I want Home Help for this woman and I want it now’. And I
would like it to be where Home Help Organisers would be recognised as being

professional people as well.

Sixteen per cent (6/38) of respondents mentioned that student nurses are no longer being

educated about the role of the Home Help service as witnessed by their lack of visits to
Home Help Organisers which heretofore had been a component of their training.
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It should be noted that three respondents, all from the same health board, stated that in

their areas the Home Help service does not experience lack of status and recognition and
there is an excellent working arrangement between the Organisers and the Public Health
Nurses. Mrs. Flynn explains:

Having this very good working relationship with them [Public Health Nurses] for
me is a huge plus. I think the service is probably delivered better as a result.

Job Satisfaction: Although many Home Help Organisers experienced lack of status and

recognition from the health board hierarchy, the satisfaction they get from delivering a
unique, caring service to their clients is enormous. Twenty-four per cent (9/38) of
respondents claimed that comments from clients like ‘you have sent me an angel’ boost

satisfaction.

Tasks

This theme has two variables in it: (a) compares the different tasks carried out by Home
Help Organisers in voluntary and statutory organisations and (b) reports respondents’
perceptions of the tasks they perform.

Comparing Voluntary and Statutory Organisations: At a meeting where there were
representatives from voluntary and statutory service providers (eight respondents) there
was a discussion concerning the differences between the two types of services. The

following differences were identified:

1. Home Help Organisers employed by statutory bodies and voluntary organisations
have somewhat different job specifications/tasks.

2. Statutory bodies have fixed and predictable budgets, but have little flexibility in
the performance of their jobs, they have to deal with mountains of bureaucracy
and a degree of instability in management when there are changes in top

personnel.

3. Home Help Organisers in voluntary organisations have more control over the day-

to-day running of their service but in some instances never know from year to year
what money they will be
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awarded and when it will become available for the following year’s activities.

4. Organisers in voluntary organisations have to do the budgeting, bookkeeping and
pay wages. This is not one of the tasks engaged in by Home Help Organisers
employed by statutory bodies.

Tasks Performed by Home Help Organisers: Table 4.2 classifies these tasks under four
headings: (a) client-centred, (b) staff-centred, (c) financial and (d) general.

Table 4.2: Tasks reported by Home Help Organisers in voluntary and statutory
organisations by classification and task

Classification Tasks Type of Organisation
Statutory Voluntary

Client-centred Take referrals √ √

    Conduct assessments √ √

  Attend case conferences √ √

‘Matching’ client and Home Help √ √

Staff-centred Recruiting √ √

Training √ √

 ‘Juggling’ Home Helps’ hours √ √

Financial  Collecting client contributions √ √

Calculating rates of pay and appropriate
PRSI contributions √

   Balancing the budget √

General Attending committee meetings √

Keeping records √ √

It is obvious from this table that there are core tasks carried out by Home Help Organisers
common to both types of agency, but there are some tasks which are unique. Whether
Home Help Organisers are employed by a voluntary or statutory agency the work they do

is multi-faceted, as explained by Mrs. Casey, an urban respondent employed by a
voluntary organisation:

We are doing about six jobs really … we are managing, we are directing, we are

recruiting, we are training, we are assessing, … we are doing the accounts at the
end of every month, we are balancing the budget. We are doing an awful lot.
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Taking Referrals: In both the statutory and voluntary sectors, Home Help referrals come

from similar sources: hospitals, General Practitioners, the clergy, Public Health Nurses,
Social Workers, Psychiatric Social Workers, families and prospective elderly clients. In
rural areas the bulk of referrals come from, or are channeled through, the Public Health
Nurses. The reason for this is that, because of the size of the areas Home Help Organisers

have to supervise, they rely on Public Health Nurses for the day-to-day running of the
service and monitoring elderly people’s needs. In urban areas friends and neighbours can
also be a referral source. Some organisations prefer to receive referrals from referring
agencies rather than from relations of prospective clients. Mrs. McManus explains how

the system works in her area:

We take referrals from social workers, doctors, Public Health Nurses and

sometimes a family member. In this instance we suggest they approach a referring
agency for a referral. We do this because in our area a lot of relations refer their
mother and maybe want to work for them themselves. So to keep it [the service] on
an independent level, we accept a referral from a referring agency rather than take

it from a relation.

Conducting Assessments: Although both types of agency conduct assessments, there are
differences between rural and urban areas. In some rural areas, as well as having to drive

long distances in all kinds of weather, travelling to conduct assessments can entail the
Home Help Organiser having to journey to offshore islands by boat and helicopter. By
comparison, the amount of travel required to conduct assessments in urban areas is

negligible.

The importance of being sensitive to prospective clients’ fears was mentioned by five of
the 10 respondents in individual interviews. Mrs. Moss explains the need for sensitivity

when assessing prospective clients:

I never push myself on people. I don’t think it is fair really ... I usually give them
time when I go to see them. I make it [the interview] very relaxing and I don’t

bring in the forms and papers and things like that. ... I would have a chat with them
before I get down to asking the necessary questions.

Assessment has two components: (a) need for service and (b) ability to contribute
towards the cost of the service. Criteria for approving the
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provision of service seem to differ, not only by health board but by Home Help

Organiser. Home Help Organisers’ criteria are very individualistic and cover the whole
spectrum from stringent to flexible and tailored to clients’ changing needs. Mrs. Casey
describes her flexible assessment criteria:

In some ways the Home Help service is … just to get you over a hurdle really … it
is to help, it is back-up for somebody who is ill and gives them support, especially
the vulnerable.

While Mrs. Rice’s criteria are quite stringent:

… Home Help is provided to people who don’t have relatives to help we would

never put in the Home Help where somebody is capable of actually carrying out a
particular procedure themselves, because again, we are just encouraging
dependency … we also assess whether there are neighbours coming in, whether
there are relatives calling to the house. So in the event of neither neighbours nor

relatives calling to the house, we find a Home Help.

Criteria for assessing the amount of money a client should contribute towards the service
are similarly unique to each Home Help Organiser, but disquiet with this aspect of

assessment is almost universal. Mrs. O’Doherty describes how she handles mentioning
the issue of financial contributions to prospective clients:

When I am doing the assessment form I ask the client can [s]he give a contribution,
and... it is up to the client whether they give it or not. …There would be negotiating
going on with them … I might suggest to them they could give so much a month...
and then we work on that figure … 50 you are negotiating.

Forty-seven per cent (18/38) of respondents mentioned that financial contributions are a
problem when clients network and compare the amounts they pay. Mrs. Williams
explains the dilemma:

If I have two people living side by side and Mrs. A is getting it [the Home Help
servicel for two pounds a week and then Mrs. B is asked to pay five pounds a week

and the two ladies get together and say why am I paying this and why are you not
paying it. I cannot discuss each person’s case with anybody else.
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In rural areas clients network at their day centres and the result is similar. The variation in

financial contributions is consistent with the results reported in Chapter Three above.

Not only do Home Help Organisers have to wade through all the bureaucracy of doing
assessments, 32 per cent (12/38) of respondents (urban and rural) reported coming under

pressure from TDs, the St. Vincent de Paul, and families to provide the service.

‘Matching’ Client and Home Help: This task is one of the ‘arts’ in the provision of the
Home Help service. The topic was mentioned by 26 per cent (10/38) of respondents both

urban and rural from statutory bodies and voluntary organisations. It is considered
essential, but more of a luxury in rural areas because of recruiting difficulties, which will
be described in the next theme. Mrs. McManus describes her technique of matching

client and Home Help:

If we felt somebody was very lonely and needed somebody to jolly them along, we
would pick one of the jolly Home Helps. And then some clients mightn’t like that,

they might need somebody that was kind of quiet and would be more inclined to
listen to them … we would try and suit the client.

However, Mrs. Williams has discovered that:

Sometimes I just don’t have what I would call an ideal Home Help available for a
particular lady and I send in somebody that I would say perhaps is a very chatty

Home Help. And I would … think she is going to drive this poor old lady mad with
all the chat. But then I get a phone call from the client saying ‘I am delighted with
her, she is so friendly and she is so chatty’. So … the most unlikely people get on. I
have stopped now trying to actually match personalities.

Recruiting Staff: Recruiting Home Helps differs between urban and rural areas. In some
areas where the service is provided by a statutory organisation recruitment of Home
Helps is the responsibility of the personnel department. In rural areas especially, if the

population is sparse, finding anybody to do Home Help is difficult. This situation is
exacerbated by the low rates of pay for Home Helps in operation throughout the country.
Mrs. Forrester, a rural respondent, explains her problems with recruiting staff:
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Some difficulties would be locating Home Helps in various areas with elderly

populations, there’s nobody there. Or if there’s a seasonal trade that people make
more money on. They live on their stamps in the wintertime and they can’t do
something else then. So it’s quite difficult.

Twenty-four per cent (9/38), all rural Organisers, talked about recruiting Home Helps and
although matching client to Home Help is the ideal (as mentioned above) in many
instances rural clients recommend someone they believe would be willing to take on the
task. Mrs. Rice explains how recruitment takes place in her area:

The Public Health Nurse asks the client if they know of anyone that they would
like to have appointed as a Home Help. So ... in the majority of cases the recipient

would name the person they would like.

Recruiting Home Helps in urban areas is quite different. Women often learn of the
service by word of mouth and as Mrs. McManus explains:

People often present themselves [for recruitment] for Home Helps and we’d ask
them if they had any special skills. Some people may have worked in hospitals or
nursing homes and you know, we would be interested in somebody like that. … Or

they may have looked after their grandparents or mother throughout a terminal
illness, and if they did that it’s a valuable experience.

This recruitment policy may partially explain why so many of the Home Helps in Chapter
Five are, or have been, informal carers.

In some areas where the service is run by statutory organisations permanent Home Helps

are recruited. Mrs. Flynn explains how valuable these personnel are:

The permanent Home Helps are employed 9.30 a.m. to 5.30 p.m. five days and
they go wherever the need is ... and go to the nicest and not so nice ... they are

probably very useful for houses that it is very difficult to ask anybody to go into...

Some Organisers from statutory organisations reported that permanent posts have been

left vacant for some time, probably because of budgetary constraints.
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Training: This component of the job was mentioned by all respondents. In two health

board areas there are Vocational Educational Committee courses to give Home Helps
formal accredited training. Local training, especially in voluntary organisations, reflects
the philosophy of the Home Help Organiser. Mrs. Casey, for example, does not hire a
Home Help until the recruit has had a training/induction course:

I don’t take them [recruits] on unless I have done some training. …we ... find out
why they want to be a Home Help ... it is just that they must have a good reason ...
because some people do it because the neighbour is doing it.

The importance of keeping training local and community-based was mentioned by eight
per cent (3/38) of respondents. In many instances local training was not only to improve

on-the-job performance but also to promote personal growth. Mrs. O’Doherty explains
about training for personal growth in her area:

I believe the more a person works on themselves, the more they will be open to

others ... they won’t be going in to a client... and taking all their problems home
with them. They will see that that is their client’s problem, they can support them
OK, but they don’t have to solve them.

Thirteen per cent (5/38) of respondents, all from voluntary organisations, said they are
aware of the possibility that Home Helps may experience the trauma of finding their
client dead and have instituted a component in their training to cover this aspect of a

Home Help’s job. Mrs. Moss’s bereavement component is very comprehensive:

We cover different aspects of bereavement, not just in death and dying but
bereavement and grief following a stroke, or when somebody has lost the use of

their limbs, or maybe a husband has left home and they are on their own, and how
to cope with that situation.

Sadly in some areas, because of health board cut-backs, training for Home Helps has

been reduced or discontinued. One Organiser - Mrs. Rice - did not see the need for
training:

We don’t train our Home Helps because we don’t really look for anything other
than housework which these people are very
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qualified in.... I think I would do our Home Helps in a rural area a disfavour by

asking them to come in for any type of training as such because of the distances
they would have to travel and the benefits to them, I feel, would not warrant that
time or expense.

This statement is consistent with the approach of some health boards to training reported
in Chapter Three.

‘Juggling’ Home Helps’ Hours: Organisers have constant difficulties with what they

called ‘juggling’ Home Helps to ‘plug gaps’ in the absence of permanent or standby staff.
Eight respondents mentioned this topic in different guises. There seem to be two elements
to ‘juggling’ staff in instances when: (a) there are crises in clients’ lives and (b) Home

Helps get sick. Many Organisers were at pains to point out that they always try to
accommodate clients’ needs. Mrs. Williams explains the overall concept of juggling’.

If a client wants somebody at 10 o’clock in the morning, there is no point in saying

to her, I haven’t got anybody until three o’clock in the afternoon. So it’s to try and
fit them all into a sort of a jigsaw puzzle and piece them altogether so that
everybody’s needs are met and everybody ends up happy, we hope.

Collect and Record Financial Contributions from Clients: Methods of collecting
financial contributions are idiosyncratic and are described in Chapter Three. However it
is a task that, especially for Organisers in voluntary organisations, takes up considerable

time.

Calculate Rates of Pay and Appropriate PRSI Contributions: This is a task that is
unique to voluntary organisations. In statutory services the personnel department has

responsibility for calculating rates of pay but Organisers provide details of hours worked
by their Home Helps. Eight respondents reported that bookkeeping becomes a nightmare
for Organisers when individual Home Helps have different status and, in addition, a
Home Help’s status can vary from week to week and therefore different PRSI (e.g., Class

J to Class A) contributions are deducted from their pay. Much of these calculations are
performed without the aid of a computer. Mrs. Williams explains what this task entails
for her:

Recording of the Home Helps’ PRSI contributions, that’s a mammoth task. … It is
tedious more than anything else. … So if you
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have 120 Home Helps each month, you would record the number of hours worked

and the amount of pay received and what class PRSI stamp they get.

Balancing the Budget: This task is also unique to Organisers in voluntary organisations.
Organisers in statutory bodies are sometimes constrained by budget overruns in their area

which are not necessarily the fault of the Home Help service. Thirty per cent (11/38) of
respondents mentioned balancing their budgets and topics associated with the budgets.
Overdrafts are a common occurrence in voluntary organisations (especially in the Eastern
Health Board). Organisers in this health board region (24 per cent, 9/38 respondents)

believe that funds which could be used more usefully in providing Home Help for needy
clients are eaten up in interest payments. Mrs. Casey believes:

… there should be enough money in the budget without me having to go down to
the banks to say ‘will you acknowledge the cheques for me this month, I have no
money’. The manager of the bank calls me in every now and again... and I would
feel we shouldn’t have to do that. ... I feel that the money should be there, we

shouldn’t have to beg for it, that the Minister should make sure that there is enough
money there to cover it [Home Help service provision].

Twenty-one per cent (8/38) of respondents, all from the Eastern Health Board region,

reported that because of a lack of finances, the Board had suggested implementing
waiting lists. This suggestion was perceived as a covert form of cut-back. As the
immediate provision of the service is often critical to the survival of a client, waiting lists

are deemed unacceptable by our respondents mentioning this topic.

Attend Voluntary Committee Meetings: Voluntary committees are considered a source
of support by all who mentioned them (13 per cent, 5/38 respondents). Support came in

two guises: (a) for making difficult decisions on matters concerning clients, (b) on
financial matters. Mrs. Forrester describes the support she has for making difficult
decisions or if undue pressure is being exerted:

The director ... said ... if you have trouble deciding about them [assessments] or if
you want to give yourself the breathing space to go and make a decision, say you
have to go back to the committee.
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Mrs. O’Doherty, although she appreciates her committee and considers they have a

difficult job, believes the use of voluntary organisations to run the Home Help service by
health boards:

… is a cop out... by setting up a voluntary committee, somebody is copping out of

responsibility. ... I suppose it is the Eastern Health Board... they have the name ...
people say the Home Help service comes from the Eastern Health Board. ... But
when anything crops up, a problem comes up … it is like ‘go back to your
committee with that’ so it is like nobody wants to take responsibility.... I really think

that it is the health board that should be responsible for the whole thing.

Record Keeping: This task is an integral part of running the service. Mrs. McManus

explains how important this is becoming as the service develops and expands:

As the service becomes more known people’s expectations of the service get
greater and we have ... to keep proper records and keeping proper records means

getting proper reports and keeping details of changes in the client and in what we
are providing for the client and continually trying to improve performances.

Summary: Our respondents’ perceptions of their jobs are of chaotic initiations, in some

instances pay anomalies, considerable lack of status and recognition, friction with other
professionals, yet there is a sense of job satisfaction because of the recognition they
receive from their clients. The tasks performed by Home Help Organisers are many and

varied and span several disciplines. Although Organisers employed by statutory
organisations are relieved of the burden of calculating pay and PRSI contributions for
Home Helps the distances they have to travel to conduct their jobs counterbalances not
having such heavy financial tasks to undertake.

4.3(c) Their Home Helps

This segment contains two themes: (a) the positive regard and admiration which Home

Help Organisers have for their Home Helps and (b) concern for the welfare of their Home
Helps.
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Positive Regard and Admiration

This theme contains three variables: (a) Home Help Organisers’ regard and admiration
for Home Helps, (b) the value of male Home Helps and (c) the importance of supporting
their Home Helps.

Regard and Admiration for Home Helps: Thirty-seven per cent (14/38) of respondents
from both types of service provider expressed their personal regard and admiration for
their Home Helps and the work they perform. Mrs. Forrester has this to say about her

staff:

They do an awful lot more than you would ever ask them to do. They take people

up as if they were their own. ... They look after you [Organisers] every bit as much
as they look after clients.

Mrs. Rice has this comment on her Home Helps:

I would say that we would have ... to compliment them [Home Helps] on their job
because they do an excellent job ... and it means a lot to know that you have
somebody going into these people [elderly clients] on a regular basis.

Respondents in individual interviews were more likely to discuss this variable.

Male Home Helps: Male Home Helps were only mentioned by five per cent (2/38) of
respondents, who consider them to be a valuable asset to the service. As this may be a
growing trend we thought it important to mention. Mrs. Williams explains the importance
of male Home Helps in her organisation:

I think they are wonderful, because there are some cases where ... a man just feels
rather private and doesn’t want a woman coming in to tend to his personal needs....
And men [clients] ... can be abusive towards the women, but a man going in ... can

handle it a bit better.

Supporting Home Helps: This variable was mentioned by 18 per cent (7/38) of

respondents, all in individual interviews. It had a similar flavour for all respondents. Mrs.
McManus explains supporting her Home Helps covers both their private lives and in their
jobs:

The way our service is run, we would be seen as friends of the Home Help ... they
can talk about something that is upsetting them in their private lives ... and if it
takes all morning that’s OK. ... If they have
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a very difficult client who is very demanding ... we would watch them carefully

and if we felt that they were looking stressed ... we would change them, put
somebody else in.

Support, rather than some negative form of monitoring Home Helps is engaged in by

Home Help Organisers. This may be part of the reason, because of a trickle down effect,
for the positive attitude Home Helps and clients have towards each other (demonstrated
in Chapters Five and Six). It may also partially explain clients’ positive perceptions of the
standard of care they receive (see Chapter Six).

Concern About Home Helps’ Welfare

This theme contains three variables (a) concern about low pay and poor conditions of
employment, (b) concern for the welfare of Home Helps, and (c) lack of status and
recognition for Home Helps.

Home Helps’ Low Pay and Poor Conditions of Employment: This variable was
mentioned by all respondents. It was couched in terms of outrage and anger at having to
employ people of such high calibre for such poor recompense. Mrs. Flynn’s outrage is
typical:

I am not a women’s libber, but I do think a woman is asking a lot of another to be a
skivvy, as in work for free.... I don’t have any choice in the rate, I can’t change it. I

would change it if I could.

Twenty-one per cent (8/38) of respondents voiced the fear that if too much emphasis is
put on the paid nature of the work the ethos will change from a caring role to a job, a fear

raised also in Chapter Three. Four rural respondents said there was a dilemma in their
health board region as to whether Home Helps are kindly neighbours or employees.

The job of Home Help is a fairly ephemeral one because elderly clients are wont to die.

Mrs. Forrester explained about this particular aspect of the job for Home Helps:

… [the job] is hourly and it is a very indefinite sort of thing ... the Home Help never

knows when her job is going to finish and if and when she is going to get another
one.

Because of this impermanence many Home Helps do not get holiday or sick pay which is

another aspect of Home Helps’ working conditions which is unacceptable to 24 per cent
(9/38) of Organisers.
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Concern for Home Helps’ Welfare: Twenty-one per cent (8/38) of Organisers, reported

that their Home Helps sometimes find themselves in dangerous situations (e.g., violent or
sexually harassing) and stressed the need to ensure that Home Helps work in a safe
environment. In addition, the lack of a proper job specification (mentioned by 24 per
cent, 9/38 respondents) can lead to situations where clients treat Home Helps as

domestics. Respondents were at pains to point out that the tasks Home Helps perform
should not put them in danger of injuring themselves so that lifting heavy weights
(including clients without appropriate training), climbing on chairs or steps must be
precluded from their list of approved tasks.

Lack of Status and Recognition: Sixty-one per cent (23/38) of respondents commented
that their Home Helps are not afforded proper status and recognition, by the health

boards, communities and some clients, as witnessed by the low rates of pay and poor
conditions of employment awarded to Home Helps and the attitudes of some clients
towards their Home Helps (see also Chapter Six).

Summary: The positive regard, esteem and concern expressed by Home Help Organisers
for their Home Helps is indicative of a management style that employs positive rather
than negative personnel management style. It was remarkable and heartening to this
interviewer to observe the degree of solidarity and sisterhood that exists in this service,

flowing both ways between Home Helps and Home Help Organisers which in the long
run must be beneficial to clients.

4.3(d) The Home Help Service
This segment reports our respondents’ perceptions of the Home Help service’s unique
attributes, its value to the community in general and elderly clients in particular, its
perceived lack of recognition and the frustration that causes and finally the introduction

of Home Care Attendants (see Chapter Three) which are seen as an encroachment,
duplication of manpower and a waste of resources.

The Service’s Attributes
This theme contains three variables (a) the unique qualities of the service, (b) its
flexibility and (c) the social nature of the service for elderly clients.

The Unique Qualities of the Service: Twenty-six per cent (10/38) of Organisers talked
about the special qualities of the service from many
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points of view. Mrs. Casey comments on her perceptions of these special qualities and

their importance to local communities:

The amount of money that we are saving the State, the amount of people that we
are helping, not just the clients but the Home Helps, who, a lot of them would be

on the breadline and taking from the State if they weren’t getting their measly two
pounds an hour.

Flexibility: The flexibility of the service was mentioned by 32 per cent (12/38) of

respondents, all in voluntary organisations. By flexibility they meant the service’s ability
to provide almost instantaneous help. Mrs. Casey explains flexibility in this way:

We are kind of an emergency service and the beauty of it being not completely
under the control of the health board ... I wouldn’t be able to do that if I had to go
through red tape and send them [referrals] all down ... to the Director of
Community Care for her to pass them. And the emergency would have passed over

then.

Mrs. McManus comments on her perceptions of the flexibility of the service:

The service is picking up unusual cases and helping out in peculiar ways and I
think if that flexibility was taken away there would be a tremendous loss.

Fears that flexibility would disappear if the service became too formalised were voiced
by all respondents mentioning this variable. Mrs. Moss’s comment is typical:

I would not like to see the flexibility of the service being changed. My fear is that if

it becomes a statutory obligation of the health board, rules and regulations will be
brought in and there will be a lot of red tape. We would go in line with what is
happening now in Europe and in other countries. The caring nature of the job
would decrease.

It was evident that the service, as perceived by our respondents, is many faceted, flexible
and client-centred and that these unique attributes should be protected from destruction

by over-bureaucratisation.

Social Nature of the Home Help Service: This variable was mentioned by 16 per cent
(6/38) of respondents in individual interviews. Organisers who mentioned this variable

were very adamant that Home Help is more
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than a domestic service and Mrs. Moss commented that she would ‘like to see the word

care used more than it is’. Mrs. McManus explains what she means about the social
nature of the service:

They [Home Helps] are there to be friends to the client and to be an emotional

support ... sometimes a client is referred to us with a problem but loneliness might
be the greatest problem and the Home Help may be the only person that goes into
them on a regular basis and they can often build up a wonderful relationship.

This statement will be confirmed by the number of clients in Chapter Six who consider
their Home Help a member of the family or are very attached to them.

In addition Mrs. McManus sees the social nature of the service as of prime importance in
the way assessments are performed:

… if an Organiser goes in and looks upon the case as the medical model you may

not look at the emotional support as much and that can often be the most important
part of the service obviously the practical things are very important but the actual
befriending of the person I think is very important.

Lack of Recognition

Fifty-three per cent (20/38) of respondents (both individuals and in groups) claimed that

Home Help is the ‘Cinderella service’, ‘an appendage of the health service’ and
recounted many instances where the service is ignored or treated with contempt by other
professionals. Forty-two per cent (16/38) of respondents (in two groups) claimed that
Home Help is the least known service but must always be there to ‘plug gaps’.

Introduction of Home Care Attendants

Fifty-five per cent (21/38) of respondents mentioned this development (see Chapter

Three for background information). All but one respondent considered Home Care as a
wasteful duplication of services. Mrs. Williams comment is typical:

We ... would see this as a duplication of our service, and would see it as a waste of
valuable resources at a time when we are crying out for more money.
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Results from Chapters Five and Six will confirm that personal care is being provided by

Home Helps. In fact, 21 per cent (8/38) of respondents commented that personal care was
something that evolves between Home Help and client as the client becomes more frail.
Fifty-five per cent (21/38) of respondents (three individuals and the rest in groups)
commented on the value of this type of service provided by their Home Helps. Mrs.

Burke, a rural respondent, comments:

I think ... they [Home Helps] could be a little more involved in personal care. The
trend ... here, possibly because we are privileged to be so near [a day care centre]

that if they [clients] need a bath or shower... they go to the day care centre and have
it there; I would think that ... Home Helps could do it there in their own homes
rather than have it done ... in an institution. ... I would like to see them involved in

that.

Twenty-one per cent (8/38) of respondents claimed that there is a grey area between
‘personal care’ and ‘hygiene’. There is a problem about who is responsible if anything

goes wrong (e.g., if a sore foot turned gangrenous). It was suggested that if Home Helps
took care of hygiene (e.g., changing a damp sheet or pants) and Care Attendants looked
after the more medical aspects of care (e.g., attending to dressings) then roles could be
more easily defined. In this context, personal care performed by Home Helps was

considered as executing tasks that would be appropriate for a daughter to perform (eight
per cent, 3/38 respondents).

Summary: The Home Help Organisers in this survey were immensely proud of the
service they are providing, and rightly so when we consider the comments of our elderly
respondents in Chapter Six. It is a pity that they experience a lack of recognition for the
service, especially from the health boards, which may have a knock-on effect, accounting

for the perceived negative attitudes of the other health professionals with whom Home
Help Organisers work. In addition Home Help Organisers consider the recruitment of
Home Care Attendants wasteful and an encroachment on their territory.

4.3(e) Being Minister for Health

At the conclusion of all the individual interviews respondents were ‘promoted’ to

Minister for Health in order to ascertain what mechanisms
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they would put into operation to improve the service. In all but the first two group

interviews (comprising 16 respondents) members were asked to formulate a ‘wish list’
for the Home Help service. However, some wishes did emerge spontaneously from the 16
respondents not asked specifically to formulate their wishes. There are five themes in this
segment - respondents’ perceptions that the Home Help service could be improved: (a) in

general, (b) for Home Help Organisers, (c) for Home Helps, (d) for clients and (e) for
informal carers.

General Improvements

This theme contains four variables. Table 4.3 gives a breakdown of these improvements
by number and percentage mentioning them.

Table 4.3: Suggestions for general improvements in the Home Help service by
number and percentage mentioning them

 Suggested Improvements N %

Increase Training 36 95

Service Should be Independent 19 50

The Importance of the Service Should be Recognised 20 53

Develop the Service 17 45

Increase Funding 13 34

Increase Training: We can see from Table 4.3 that the improvement suggested by most

respondents was that there should be increased levels of training. This includes training
for Home Help Organisers (32 per cent, 12/38 respondents) and Home Helps (95 per
cent, 36/38 respondents).

Service Should be Independent: Under this heading comes the suggestion that the
service should be independent (i.e., free from interference from and supervision of the
public health nursing service), standardised and have a national policy (34 per cent, 13/38

respondents).

The Importance of the Service Should be Recognised: Home Help Organisers believed
that there should be recognition of the importance of the service (53 per cent, 20/38

respondents).

Develop the Service: Again this variable has many nuances, overall development (45 per
cent, 17/38 respondents), develop twilight and weekend services (26 per cent, 10/38

respondents), increase staff numbers, including back-up staff for Home Help Organisers
and Home Helps (24
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per cent, 9/38 respondents), have a Senior or Superintendent Home Help Organiser in

every health board or in every county (26 per cent, 10/38 respondents) and have more
permanent Home Helps (five per cent, 2/38 respondents). Nine per cent (3/38) of
respondents would like the flexibility of the service and its freedom from bureaucracy to
be maintained. Mrs. Moss expresses her vision of developing the service this way:

recognise the Home Help/Care service (new name) as the primary provider of non-
medical care at home which would therefore use and fund the service to provide new
forms of home care instead of present practices which seem to be focused on splinter

services for each new form of care which often results in wasteful duplication.

Twenty-four per cent (9/38) of respondents mentioned that developing the service cannot

be accomplished without increases in funding.

Improve the Service for Home Help Organisers

Organisers as professionals These suggestions included recognition for Home Help (eight
per cent, 3/38 respondents), a national policy on wages and conditions for Organisers
(five per cent, 2/38 respondents). Mrs. Williams suggestions are typical:

Salary would be one [suggestion] that comes to mind. Another thing that would be ...
when they are introducing something into the community that... we [Home Help
Organisers] should be part of it. For instance the District Care Unit that is a

community based service and we would feel it is working in some areas where the
Organisers are members of that District Care Unit. So that when cases come up for
discussion the Organisers are in there at the very beginning to discuss the care of that
particular patient in the community. Now unfortunately it doesn’t work in all areas.

Improve the Service for Home Helps

The most frequently mentioned suggestion for improving the lot of the Home Helps was

to increase their pay and improve their conditions of employment (50 per cent, 19/38
respondents); Home Helps should get recognition for the excellent service they provide
(16 per cent, 6/38 respondents). This is Mrs. O’Doherty’s suggestion for her Home

Helps:
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The Home Helps deserve more money. And I think the basic thing is better

conditions for Home Helps.

One respondent suggested that Home Helps, because many of them cycle to their clients,
should be provided with appropriate protection (i.e., raincoats) from the rain as many of

them have to walk or cycle to their clients in inclement weather.

Improve the Service for Clients

There should be a national register of people over 65 years which would monitor their
health (21 per cent, 8/38 respondents); there should be national criteria for assessing
entitlement to service and amounts contributed (eight per cent, 3/38 respondents). This is

Mrs. Williams’s wish for her clients:

… that they could have the help that they need. And to help them maintain that
independence. I really think, and I wish that those who actually need it but can’t see

their own need could accept the help because it’s there for them. And to be able to
give to those who really need it.

Improve the Service for Informal Carers

There should be more money channeled into the Home Help service to help alleviate the
workload of informal carers (24 per cent, 9/38 respondents).

Summary: Although we indicated that each Home Help Organiser was unique we can see
from their many and varied suggestions that there are many similar areas of the service
that they would like to see developed and enhanced. There is an almost universal

suggestion that training is the most important improvement for Home Help Organisers
and Home Helps. This is indicative of their common commitment to provide a service
that is caring, professional and up-to-date.

4.4 Conclusions

In this chapter 38 Home Help Organisers talked about their jobs (i.e., initiation,
conditions of employment, lack of status and recognition and the tasks they perform),
their staff (i.e., the positive regard and admiration
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they have for them and their concern for their welfare), and the service in general (i.e., its

unique qualities and attributes and the lack of status and recognition it is afforded). These
women came from a wide variety of backgrounds (e.g., from nursing to having been a
Home Help) and differ in type of agency which employs them (i.e., statutory and
voluntary) and length of service (i.e., from less than one year to over 20). They are

employed by two distinct types of service delivery agencies - statutory bodies and
voluntary organisations.

Many of our respondents had experienced chaotic initiations into their jobs. They

described how lack of status, recognition, friction with other professionals and pay
disparities had a negative impact on their jobs. However they did derive satisfaction from
the recognition they received from their clients.

Home Help Organisers’ jobs have many dimensions (hiring and training staff, client
evaluation, record and bookkeeping), and span diverse disciplines (i.e., managing
directing, recruiting, assessing, training, financial control - this latter dimension is

applicable to voluntary organisations only). Many respondents engage in and sometimes
pay for training in order to improve their on-the-job performances. The duties of Home
Help Organisers in statutory bodies are somewhat different from those in voluntary
organisations - the former have less financial tasks to perform while the latter have

smaller territories to supervise.

All Home Help Organisers are concerned about the low rates of pay in existence for

Home Helps. Many are unhappy with the conditions of employment under which Home
Helps are employed (i.e., holiday pay, sick leave). All Home Help Organisers expressed
positive regard and admiration for their staffs of Home Helps. This manifestation
together with their adoption of a positive and supportive management style must be

beneficial to staff and by association also to clients.

Pride in the service they are providing was evident and our ensuing chapters will
vindicate the grounds for this. The employment of Home Care Assistants was considered

by many respondents a retrograde step and a wasteful duplication of scarce resources in
the provision of care to elderly people.

We demonstrated that each Home Help Organiser has her own unique philosophy and
management style and their many and varied suggestions
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for service improvements confirmed this. However, a uniting thread in the weft of their

diversity was the perception that an increase in volume and standards of training is
necessary as an important service upgrade. This suggestion indicates a common
commitment to providing a professional and state-of-the-art service.

A deeper analysis of the issues in this chapter brought to light strains and tensions in
philosophies of service provision. These were especially evident between statutory and
voluntary organisations and among and between Home Help Organisers employed by
these two types of agencies. We identified five distinct areas of strain, mainly concerning

the philosophies of service provision, future aspirations for the development of the
service, management, staff training and criteria for assessment of need for Home Help.

The first area of tension we identified is about the philosophy of service provision
revolving, on the one hand, around the need for a flexible service with the minimum of
bureaucracy, capable of meeting crises in the lives of elderly people, with an instant
response to their needs for Home Help. On the other hand the need for standardisation

and the establishment of national standards of assessment, service provision and client
contributions was recognised as a pressing need. For these two aspirations to co-exist
compatibly there needs to be a carefully formulated national philosophy, encompassing
both the statutory and voluntary sector, with detailed national criteria for who is entitled

to Home Help and for assessing applications for the service with built-in flexibility for
meeting needs in times of crisis.

The second area of tension identified was developmental strains over the belief that the
relationship between client and Home Help is such that personal care evolves and that
Home Helps should perform hygiene management tasks similar to those that a daughter
would perform. The opposite philosophy is that Home Helps should be confined to

routine household chores with personal care being the responsibility of another agency or
grade of carer.

The third tension was in the management philosophy of the service. In this instance the

debate is whether the service is partly medical and therefore should be under the guidance
and/or control of public health nursing
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agencies or whether the service is targeting non-medical needs and therefore should be an

independent and separate discipline.

The fourth tension concerns training for Home Helps. On one hand the importance of a
well-trained, competent staff, capable of meeting the needs of elderly people is

considered, by some, as an essential element of the Home Help service. Others believe
that the ‘good neighbour principle’ should be encouraged and that it might be destroyed if
professionalism and higher salaries for Home Helps were implemented. Another part of
this argument is that if Home Helps are well-paid they might cease to be committed

carers and that Home Help will become just another job, with Home Helps losing all the
good qualities of caring for which they are renowned.

The final tension centres around whether assessment of need for service can be made on a
checklist of the clients’ material needs and physical disabilities or whether the service
should be provided on a multidimensional criteria approach, taking into account social
and psychological needs, and be based on humanitarian principles with or without the

more material criteria.
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CHAPTER FIVE

The Home Helps

5.1 Introduction

This chapter reports Home Helps’ perceptions of the Home Help service. The chapter is
divided into five sections as follows:

• Section 5.1  Introduction

• Section 5.2  Aims of the Study

• Section 5.3  Literature Review

• Section 5.4  Results

• Section 5.5  Conclusions

Although Chapter Two details the methodology used to select our sample of Home Helps
and how the data were analysed we would like to remind our readers that the information

in this chapter was supplied by 38 Home Helps. In the rural area there were 18
respondents, all women. In the urban area there were 20 respondents, 18 women and two
men. In both community care areas where the fieldwork was conducted the Home Help
service is provided by a voluntary organisation and took place in October, November and

December 1993.

5.2 Aims of the Study

The aim of this part of the study is to discover Home Helps’ perceptions of their
recruitment, conditions of employment, their job and the services they perform for their

elderly clients, their relationships with their clients, their perceptions of clients’ needs and
finally what improvements, if any, they would make to the service for their clients and
themselves.
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5.3 Literature Review

In Chapter One we discovered that Ireland’s Home Help service is different to Home
Help services in Northern Ireland, Britain and Sweden. In relation to staff, we ascertained
that Irish Home Helps are paid less, have more designated tasks and receive less training

than their counterparts in the other places we examined.

No research has ever been conducted into the perceptions of Home Helps in Ireland -
although the Mid Western Health Board conducted a study on Home Helps’ duties,

clientele and service provision (Mid-Western Health Board, 1991). In addition, little
research on this particular topic exists elsewhere. In a survey of Home Helps in England,
Scotland and Wales (NUPE, 1985) many of those interviewed said their job had changed

from household tasks to the provision of more personal care. One third of Home Helps
said they had received no training at all and yet administered medicines to clients.
Seventeen per cent said they carried out tasks which should be done by nurses and were
finding it difficult to cope with the extra responsibility. In addition, UK Home Helps

perceived their skills and experiences were undervalued.

5.4 Results

It should be remembered that this research, although carried out with meticulous attention
to detail, is exploratory and has a very small sample size. These caveats should be taken

into consideration when interpreting the results. Table 5.1 gives a breakdown of the
segments and themes in the Home Helps data set.

5.4(a) Introducing the Home Helps

This segment contains three themes. It describes the Home Helps’ backgrounds, how they
were recruited, working conditions and rates of pay.

Home Helps’ Backgrounds

The Home Helps in this study came from a wide variety of social class backgrounds.

Some Home Helps took on the job to top-up their husband’s earnings, others, especially
in the rural setting, are good neighbours, two have nursing backgrounds, another is a
refired housekeeper. These data
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emerged spontaneously therefore this information is not as quantitative as it would have

been if we had been using a questionnaire. We did not ask Home Helps what age they
were, but we estimate they ranged in age from the middle 20s to the middle 60s. The
average age for women was in the fifties whereas of the two men interviewed, one was in
early and the other in late middle age. By comparison with Sweden, where Home Helps

tend to be young, our sample of Home Helps reflects a similar maturity to those in Britain
reported by Hedley and Norman (1982). All but three of our respondents were married
and most had children, some had grandchildren. Fifty-eight per cent (22 of the women
Home Helps and one man - 12 from the rural and 11 from the urban area) presently care

for or have previously cared for an elderly or handicapped relative in an informal
capacity. O’Connor, Smyth and Whelan (1988) estimated that 11.3 per cent of the
population claim they care informally for an elderly person outside their household. In

our study over 60 per cent of Home Helps stated they engage or had engaged in informal
care. Although our figure far exceeds that of O’Connor et al., we should point out that the
two figures are not comparable as our respondents are reporting past and present caring in
their own home or in another household, while O’Connor et al. report current caring

outside the carer’s household. What we wish to illustrate here and demonstrate
conclusively later in this chapter, is that caring is a vocation more than just a job for
Home Helps.

Table 5.1: Segments and themes mentioned by Home Helps

        Segment Theme

 Home Helps’ Backgrounds
Introducing the Home Helps Recruitment

Service Record and Rates of Pay

        Perceptions of the Service
Their Job Tasks

               Commitment

       Their Clients Liking and Concern for their Clients
Perceptions of Needs

 Ensuring continuity of service Sources of Back-up for Home Helps
The Importance of Familiar Replacement Home Helps

   Being Minister for Health How the Service Could be Improved for Home Helps
  How the Service Could be Improved for clients
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Mrs. Tully’s’ explanation for becoming a Home Help is echoed by many of our

respondents:

Well, … it [becoming a Home Help] fulfilled a need in me because I missed my mother
dreadful, you know and ... how do you start looking after people? You don’t just go

around knocking on their doors, you know, so then someone told me about the Home
Helps.

Recruitment

The reasons for becoming a Home Help were many and varied. Table 5.2 outlines these
reasons by rural and urban area.

Table 5.2: Reason for becoming a Home Help by number and percentage
and by area

Rural Urban Total
Reason for Becoming a Home Help N % N % N %

    Recruited by Home Help Organiser or 5 28 2 10 7 19
Public Health Nurse

   Asked for by client who was a neighbour 4 22 0 0 4 10

         Asked for by client’s family 4 22 0 0 4 10

           Needed extra money 0 0 2 10 2 5

        Fulfilment of personal need 2 11 2 10 4 10

   Job recommended by other Home Helps 1 6 11 55 12 33

         Applied for other reasons 2 11 3 15 5 13

Rural respondents N=18, Urban respondents N=20

Table 5.2 reveals that overall the most common form of recruitment is word of mouth.

However when we compare the two areas we see that very different recruitment practices
are in operation in the rural and urban areas. Rural Home Helps are more likely to be
recruited because they are geographically near an elderly client, whereas in the urban area
Home Helps are more likely to recruit themselves (i.e., apply to the Home Help

Organiser to become a Home Help). The respondents who applied because of personal
need (e.g., because of empty nest syndrome) said that the recommended ‘cure’ was to get
out of the house and do something constructive. The other reasons Home Helps applied

for the job were: missing a deceased elderly parent, children having left home. Two

1  All names have been changed to protect anonymity of and assure confidentiality to respondents.
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respondents could not remember how they were recruited because it had been so long

ago.

Service Record and Rates of Pay

This theme describes Home Helps’ service record (i.e., length of service, number of
clients, number of hours worked, working week, etc.) and the remuneration they receive
for their labour. The variables subsumed under this theme are: Home Helps’ length of
service, number of clients, number of hours and days worked per week and rates of pay

and attitudes towards them.

Table 5.3 gives details of the first four variables in this theme by area.

Table 5.3: Service record of Home Helps by average, range and area

Rural Urban Total

Variables
x Range x Range x Range

Number of years in Service 6.4 0.16-17 6.8 0.16-15 6.6 0.16-17

Number of clients 1.3 1-2 2.0 1-5 1.7 1-5

Number of hours worked per week 10.0 5-17 9.8 3-25 8.0 1-25

Number of days worked per week 5.5 3-7 5.1 2-7 5.2 2-7

Rural respondents N = 18, Urban respondents N =20

The only difference found between rural and urban Home Helps was that those from the
urban area had significantly more clients than rural respondents (t = - 2.763, df = 34.1, N

= 38, p = .008). This result is not surprising considering urban areas have greater
population density.

Rates of Pay and Attitudes Towards Them: The rate of pay in the rural area was £2.25
per hour and in the urban area £2.00 per hour.

When Home Helps talked about their wages it was evident that there was much

dissatisfaction concerning their hourly rate. Overall, 87 per cent (33/38) of respondents,
83 per cent (15/18) rural and 90 per cent (18/20) urban expressed dissatisfaction with
their rates of pay. Mrs. Goode tells of her discontent:

For the service that Home Helps give I think the pay is very bad. Say I go in there
twice a day, seven days a week, every week and I get £90 pounds a month, which is
very little for the service. You do

208



everything and like I say, you are at their beck and call all the time whether you are

in good form or bad.

Mrs. Dunne is aware that rates of pay differ around the country and this is another source
of dissatisfaction. (See Chapter Three for details of Home Helps’ rates of pay in each

health board region.)

I think its too much relying on people’s goodwill ... all over the country none of us
are getting the same wage. I mean from here to [another town] now are different, you

know, its hard to fathom out, like you know, different areas have different wage
schemes.

In addition to being dissatisfied with rates of pay 21 per cent (8/38) of Home Helps said
they consider Home Help to be partly voluntary work. Mrs. Webb comments:

I think it [Home Help] is underpaid I mean I could do a job down there [cleaning

offices] for £4 an hour, I get £40 a month for looking after [client]. So I just put it
down as part voluntary and that’s the only way you can do it - think of it as part
voluntary.

Mrs. Cuffe believes that proper pay would increase the number of Home Helps, but
thinks that most people are not in it only for the money:

You would get more people doing it, not just for the money, I mean people are doing
it anyway and I think it deserves to be classed as a job and not a voluntary thing.

Summary: The Home Helps in our sample took on the job for a variety of reasons. The

number of respondents who are or had been informal carers is quite remarkable by
comparison to the national average.

The difference between the rural and urban samples reflected the special conditions

which apply in different kinds of area (e.g., rural areas being sparsely populated are
constrained to employ neighbours as Home Helps whereas in urban areas hiring policy
tends to favour not hiring neighbours for reasons of confidentiality). (See also Chapter

Four concerning Home Help Organisers’ perceptions of hiring policies.) That Home
Helps in urban areas have more clients than those in rural areas is also due to population
density and the amount of travelling entailed in rural areas to access clients.

Although hourly rates of pay are somewhat higher in the rural area, the
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percentage expressing dissatisfaction was extremely high in both areas. However, some

Home Helps were under the impression that the job was partly voluntary work.

5.4(b) Their Job

This segment deals with Home Helps perceptions of the service, the tasks they perform
and the commitment they have to their work and their clients.

Perceptions of the Service

The variables subsumed under this theme are Home Helps’ perceptions of the importance
of the service, lack of time to perform their tasks, lack of monitoring, trauma on the death

of clients, lack of training and job satisfaction.

The Importance of the Service: Overall 60 per cent (23/38) of respondents commented
on the importance of the Home Help service. In addition there was a degree of discontent

at the non-recognition of this importance at all levels in society from the state down to a
very few elderly clients who were inclined to treat their Home Helps like ‘skivvies’. (See
also Chapter Four concerning Home Help Organisers’ comments on lack of recognition.)
Eighteen per cent (7/38) of respondents stated that the service was saving the state by

maintaining elderly people at home. Mrs. Kenny said:

I don’t think that the government really appreciates how much work a Home Help

does.

Mrs. Nolan, a rural respondent, believes the Home Help service plays a part in keeping
communities alive:

We are keeping people in the community, which is good for... say bars ... because
they [elderly people] like their bit of drink at home. And you know their shopping,
we are keeping shops alive, and we are keeping the doctor going, and we are keeping

the local church going because they are all Catholic, and they are paying their dues
because we take their envelope to the church for them... So we are keeping a lot of
people going. If they [elderly people] were in an old
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folks hospital, once they go their pension book is given up and everything is gone.

Mrs. Cuffe explains the importance of Home Help to the families of elderly people who
have a family:

[The family] come and visit now because all that sort of shopping thing is gone out
of it and the old person feels much more independent ... because they are not
depending on their family for doing their dinner or to light a fire or to do things like
that. They have their Home Help, so it makes them kind of equal to the relations. So

the daughter or whatever comes over and they can visit, they can have a nice visit....
So it makes for more harmonious relationships I am sure.

Mrs. Arnold comments on the importance of the service for keeping elderly people living
in a rural area in their own environment:

They [elderly people] all like to be in their own environment and they’re very happy

at home. ... If they are stuck and you put them sitting in a chair in front of the fire,
sure they think they’re in heaven. You know, compared to being stuck inside a
hospital. And they look out at their own fields every day and if they never was
talking to anybody they see everything around them that they always knew, it makes

an awful difference.

Mrs. Dagg explains what Home Help means to elderly people in an urban environment:

They know there is someone coming in in the morning, more than anything else.
There’s something to get up for, they know [their Home Help] is coming down and
I’d better get the chains off the door, or you know them kind of things.

It is clear from our respondents’ comments that they perceive Home Help as a core
service (a) giving lifeblood to communities, (b) improving the interaction between elderly
people and their families, and (c) enriching the lives of the elderly people by keeping

them in familiar surroundings and providing them with care and companionship.

Lack of Time: There are two dimensions to this variable; Home Helps stating that: (a)

they had not been allocated enough time to perform their
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allotted tasks (rural and urban respondents) or because of health board cut-backs and the

resultant shortage of cash their allocated time had been cut (rural respondents only) and
(b) they spent far more time and performed more tasks for their clients than their job
specified. Table 5.4 gives a breakdown of the two aspects of this variable by area.

Table 5.4: Respondents reporting lack of time to perform their Home Help tasks
by area and dimension

Rural Urban Total

Dimensions of Variable Lack of Time
N % N % N %

Lack of time to perform tasks 8 44 5 25 13 34

Spending extra time with clients 12 67 8 40 20 53

Rural respondents N = 18, Urban respondents N =20

From Table 5.4 it seems that rural respondents are more inclined to lack the time to
perform all the tasks needed by their elderly clients and that they spend extra time with
their charges doing chores and checking on their well-being. Mrs. Brennan (a rural

respondent) explains:

I suppose like in two hours there is a lot to be done ... like you need a lot more time
for caring for the elderly people.

Mrs. Hogan’s hours were cut:

The next thing anyway they gave us a raise ... and the next thing then they came

along and they cut down the hours.... If you go into a house and you have to cut
down over five days ... you are only tipping at it every day really.

Mrs. Dunne explains what her client’s well-being means to her:

You are going in two hours a day ... but you are coming away and for the rest of the
day, maybe in four hours time, you are thinking ‘I wonder if they are alright’. So you

pop down again. We are doing it off our own bat.

Mrs. King, an urban Home Help, describes how she does more than is required for her
client:

I go up to her in the morning and then in the evening and if I think she is not great
around 10 o’clock I might just give her a ring, I might just let on ‘ah how are you’,
we just make sure.

In addition, 22 per cent (448) rural and 25 per cent (5/20) urban
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respondents took their client’s washing home and washed it for them in their washing

machine (some were paid for the use of their washing powder, some not). Home Helps
also helped their clients to paint and decorate (3/38), visited them in hospital (5/38) and
did many more acts of kindness beyond the call of duty.

Doing more than is required might seem somewhat more prevalent in the rural area. We
certainly did not get the impression that urban Home Helps are less concerned about their
clients’ welfare. As this report progresses we will demonstrate unequivocally that Home
Helps, whether rural or urban, care deeply and are very concerned for the welfare of their

clients.

Trauma on the Death of Clients: In Chapter Four Home Help Organisers remarked that

elderly clients were likely to die and that there is a need for a counselling and support
mechanism for Home Helps in the event of their client dying. Sixteen per cent (6/38) of
our respondents had experienced and talked about the death of their clients. Death could
be a traumatic event, as Mrs. Dagg explains:

I looked up and the curtains were drawn and... so... I phoned the... fire brigade ... so
they came down and they had to get in through the window. And they brought me in
and I saw her in the bed. She had actually died in her sleep. I was pretty upset about

that.

Or the death of a client who is perhaps ill for a long time and maybe in and out of

hospital can be a very sad loss for Home Helps as Mrs. Nolan explains:

It [a client’s death] can be very upsetting really, it is like parents that died.

Another indication of the sadness experienced by Home Helps on the death of a client
was the Home Help whose client, who had previously been interviewed for this research,
had died and she was too devastated to be interviewed.

Lack of Monitoring: By lack of monitoring we mean that Home Helps suggested that the
quality of their work was not being supervised by the statutory body or the voluntary
organisation which employed them. Eleven per cent (2/18) of rural and 25 per cent (5/20)

of urban respondents claimed that there was a lack in monitoring their work. Mrs. Brown,
an urban respondent, had this to say:
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They should come out and check on their people. I could be anybody working here ...

they used to, but I haven’t seen anybody or heard of anyone coming in a few years.

Lack of Training: Only 13 per cent (5/38) mentioned this variable. They were urban and
relatively younger than average and would like considerably more training. One

respondent who was older had been trained by a Public Health Nurse and was quite proud
of her knowledge and skill in lifting clients and regulating hospital beds.

Job Satisfaction: The last three variables described our respondent’s perception of lacks

in the service. These perceived lacks did not prevent 30 per cent (11/38) of respondents
spontaneously claiming to receive satisfaction in the performance of their work. This is
how Mrs. Vernon expressed her satisfaction:

We actually do a very, very good job and a very, very rewarding job, to me anyway
at the end of the day. You know you’ll always feel good that you’ve done that and
helped a little bit.

Tasks

This theme recounts the tasks performed by Home Helps for their elderly clients. The

variables subsumed under the theme ‘Tasks’ are: Home Helps’ descriptions of the
instrumental tasks they perform within and outside the home, the personal care they
undertake and their perception of Home Help as a source of human contact.

We have divided the tasks Home Helps say they perform for their clients into: (a)
instrumental within the home; (b) instrumental outside the home; and (c) personal care.
Table 5.5 describes the most common tasks in these three categories carried out by Home

Helps2. (These are very similar to those reported by health board personnel in Chapter
Two and by elderly Home Help clients in Chapter Six.)

If we compare this table with Table 6.9a in the appendix to Chapter Six we can see that

overall tasks performed, as perceived by Home Helps, are quite similar to those reported
by elderly clients; instrumental tasks within

2 It should be noted that as the interviewer did not have a checklist or tasks. Home Helps recounted from
memory the tasks they performed that occurred to them during the interview.
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Table 5.5: Type and description of tasks mentioned by Home Helps by number and
percentage of respondents mentioning them and by area

Type of Task Description Rural Urban Total
N % N % N %

Instrumental Clean/tidy 18 100 18 90 36 95
within the home

Wash dishes 3 17 3 15 9 24

Prepare food 17 94 8 40 25 66

Make beds/change bed linen 8 44 8 40 16 42

Wash/iron clothes 11 73 9 45 20 53

Light fires/bring in fuel 7 39 6 30 13 34

Clean windows 0 0 2 10 2 5

Instrumental Shop 8 44 12 60 20 53
outside
the Home Pay bills/collect pension 5 28 3 15 8 21

Personal care  Help with bath/wash/ 2 11 6 30 8 21
change incontinence pads

Dress 4 22 3 15 7 18

Administer prescribed medicines 1 6 2 10 7 18

Take physical 4 22 1 5 5 13

exercise/outings/appointments

Rural respondents N=18, Urban respondents N=20

the home were those most mentioned by our respondents as part of their duties. Rural and
urban respondents reported the same amount of instrumental tasks outside the home
which is higher in rural areas than that reported by elderly clients in the qualitative study

(See Chapters Two and Six). The amount of personal care is also quite similar, with the
exception of Home Helps reporting having changed incontinence pads for their clients -
possibly something which elderly respondents would be loath to mention to an

interviewer. In Chapter Six we will report on elderly respondents’ recognition of the
willingness of Home Helps to perform any tasks they were required to do. This
recognition is borne out by the Home Helps’ comments; Mrs. Brown’s remark is typical:

I would go Out of my way for any of the old people I work for. I would do anything I
could do for them .. they are nice. ... You would do it just because you want to do it ...
because you feel for them.
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Home Help as a Source of Human Contact: There is another dimension to Home Help

that is very apparent to respondents - their importance as a source of human contact for
their clients. Twenty-eight per cent (5/18) of rural respondents and 55 per cent (11/20)
urban respondents commented how important chatting to clients was. Mrs. Vernon
recounts the importance of this part of her job:

There’s an awful lot of people out there and if it wasn’t for us they’d be totally alone
and there’s an awful lot of old people too, not necessarily to go in and hoover and
polish and do what’s needed, that just want you to come in for a natter.

Commitment

This theme consists of only one variable but one that was expressed in many ways, subtle
and overt. It is particularly difficult to quantify as it is the underlying harmony to the
melody of the interviews with Home Helps. Rather than attempting to quantify the
phenomenon, some of the more overt statements will serve to give a flavour of what is

meant by commitment. This is Mrs. Arnold’s statement of commitment to her client:

I have always said to her [client], if you are ever very sick for the night [name] ... I’ll
stay with you for the night and I would have stayed with her for the night you know,

if she was really very bad. I couldn’t close the door and walk away from her if she
was really very, very ill.

And this is Mrs. Quigley’s statement of her brand of commitment:

I think there’s a huge commitment there. You just feel as if you have to get there [to
the client] and it seems to just overcome everything else. No matter how important

another thing is, getfing there is still more important.

However there is a tinge of bitterness in Mrs. Emmett’s stated commitment:

I won’t walk out on the old people, you see this is why they [the health authorities]
have ye, they have you over a barrel, because they know you won’t leave the old
people.

Summary: In this segment we explored our respondents’ perceptions of the service, the
tasks they perform and their statements of commitment to

216



their clients. It was very obvious that although Home Helps observe that there are some

aspects of their job which could be improved, they perceive the service in general and the
tasks they perform in particular, as being of vital importance to the state, the community
and their clients. In addition the job satisfaction they derive from the performance of their
tasks and their commitment to serving their clients’ needs was palpable.

5.4(c) Their Clients

When Home Helps talk about their clients there is an overall impression of their having

great fondness for them, a deep concern for their welfare and an awareness of their
clients’ need for social contact over and above that supplied by the service.

Liking and Concern for their Clients

The variables subsumed under this theme are: (a) Home Helps’ degree of liking and (b)
general concern for their clients’ welfare.

Degree of Liking: In addition to liking their job, many Home Helps said their client is
like a member of their family or that they have great liking for them. Overall 47 per cent
(18/38) spontaneously expressed regard for their client, 24 per cent (9/38) said that their

clients are like family members, and 24 per cent (9/38) said that they like their client very
much. Mrs. King explains about ‘adopting’ one’s client:

Like you kind of adopt them really. Without you realising it you know, like you get
to like them. Its like, I suppose, adopting a child, eventually you get hung up on them
you do, and they kind of adopt you in a way. You know, because they think if you
are not around things aren’t going to go right for them.

Mrs. Arnold talks about her positive relationship with her client this way:

If you have a nice patient that you are taking care of you feel that you’ll do a lot

more for them that’s the way I look at it, you know, that you kind of build a nice bit
of a relationship with them.

General Concern for Clients’ Welfare: Fifty-three per cent of respondents (20/38)
expressed general concern for their clients’ welfare – 44 per cent (8/18) of rural
respondents and 60 per cent (12/20) of urban. This took the form of sadness for the plight
of being old and infirm and
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the belief that old people deserve better in this world. This variable is quite different to

commitment to their job. Mrs. Dagg’s comment displays pity:

It is very hard if you are so used to doing something for yourself all your life and
then to suddenly say you are not able to. Like your body is not able to but your brain

doesn’t know your body is not able to.

Whereas Mrs. Brown believes elderly people deserve better because:

they are our senior citizens, they started the world for us.... it was hard working then
it was, working for nothing then, when they were young ... like during the war years
and everything.

Perceptions of Needs

Variables subsumed under this theme were perceptions of the material and psycho-social

needs of their clients, and the importance of telephone contact.

Material Needs: Overall 34 per cent (13/38) of respondents thought their elderly clients
needed extra services. Eighteen per cent (7/38) thought that their loneliness might be

alleviated if there was a visiting service -voluntary organisations, visiting services, and
relations. Outings to day centres and holidays were the services that 13 per cent (5/38) of
respondents would like to see for their clients. Finally, 16 per cent (6/38) of respondents

thought elderly people should be supplied with extra bedding, disposable sheets, heaters
and other equipment to make their lives a little more comfortable.

Psycho-Social Needs: By psycho-social needs we mean needs for social contact to

remain psychologically healthy. Thirty-nine per cent (15/38) of respondents talked about
the loneliness of their clients. There was a marked difference between the percentage of
rural and urban respondents mentioning this variable. Only 16 per cent (3/18) of rural
Home Helps mentioned loneliness, whereas 60 per cent (12/20) of urban respondents did

so. Mrs. Upton relates her experience of a lonely client:

I think they are lonely really, ... [client’s name] now, I’d go up on Monday and she’d

say she hasn’t opened her door from when I left on Friday.
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Mrs. Glynn also notices how lonely her clients are:

They [elderly clients] are very lonely at the back of it all. Like some of them don’t
see anybody, just us coming in. And the light man and the gas man to read the meter.
But otherwise they see nobody at all from day to day, week to week like, its just our

faces.

The Importance of the Telephone: Although only three Home Helps mentioned this
variable we considered it worth mentioning because it mirrors what the elderly clients say

about its importance in Chapter Seven. Mrs. Innes (who is a rural Home Help, living in a
remote area) found that the increase in the telephone charges (which occurred in
September 1993) created problems for her client and her ability to monitor her:

And the phone then, since they have put up the increase in the phone, that has killed
it. I used to ring [her client] in the morning and I would ring her during the day, like
to know if she was OK. I mean you can’t do that now with the cost. ... And you

know old people, they won’t make any phone calls themselves when they hear the
thing is going up. [Client] hasn’t made a call, I would say since the increase came.
You know and she used to ring her friend like. They ought to have made something
for the old people or the people that’s caring for them.. to help a little.

These sentiments were echoed by the two other (urban) respondents mentioning this
topic.

Summary: Home Helps’s liking and concern for their clients and their awareness of their
material and psycho-social needs was very evident in this segment. It was particularly
evident just how much Home Helps appear to care and are aware, from their close contact

with their clients, of what deficiencies there are in their lives and what types of
interventions would help alleviate these.

5.4(d) Ensuring Continuity of Service

From the interviews with elderly clients of Home Help in our Network Study it became
apparent that Home Helps were an important source of support for elderly people. In this

segment we will explore Home Helps’ perceptions of who would step into the breach if
they could not attend
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their clients in three different hypothetical scenarios and the need for familiar

replacement Home Helps because of elderly clients’ difficulties in accepting a strange
Home Help.

Sources of Back-up
This theme describes Home Helps perceptions of who might step into the breach in the
three different hypothetical scenarios of: (a) needing time off, (b) being ill and (c)
hospitalisation.

Table 5.6: Sources of back-up for Home Helps for the three hypothetical
scenarios by number, percentage and area

Time Off Minor Illness Hospitalisation

      Source of Back-up Rural Urban Rural Urban Rural Urban

N % N % N % N % N % N %

 Notify the Home Help Organiser 0 0 4 20 1 6 7 35 5 28 15 75

    Get a replacement self 1 6 1 5 2 11 3 15 6 33 0 0

   Old people could manage 1 6 3 15 0 0 1 5 0 0 0 0

Client’s family would come 2 11 0 0 3 17 2 10 1 6 1 5

Home Help’s family/

friend would help 1 6 5 25 0 0 2 10 0 0 3 15

    Neighbours would help 2 11 2 10 0 0 1 5 0 0 1 5

Would soldier on/

not take a break 0 0 0 0 3 17 4 20 0 0 0 0

    Would make up the time 4 22 5 25 0 0 0 0 0 0 0 0

    Other 0 0 0 0 4 22 0 0 1 6 0 0

Don’t know 7 38 0 0 5 27 0 0 5 27 0 0

Rural respondents N = 18, Unban respondents N =20

Table 5.6 gives a breakdown for the sources of back-up for Home Helps by area. From
this, it is obvious, especially for time off and minor illnesses, there is no formal

mechanism for dealing with these two occurrences. In addition, in rural areas there was
no formal mechanism for dealing with hospitalisation. In the urban area there was much
more evidence of the existence of formal procedures. The possible reason for the absence
of formal back-up in the rural area is the geographic isolation of elderly clients and their

Home Helps. However, this cannot be an explanation in urban areas, yet getting a formal
replacement for time off and minor illnesses was in this situation rather ad hoc also. It is
particularly alarming that in both areas some Home Helps felt constrained to ‘soldier on’
even if they were sick, doing a disservice to themselves and
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possibly putting their elderly clients at risk of infection. Our next variable will throw

some light on the reasons for urban Home Helps not relying on formal mechanisms for
backup when time off is needed when they are ill.

The Importance of Familiar Replacement Home Helps

This theme contains only one variable, the perceptions of Home Helps that their elderly
clients dislike unfamiliar Home Helps. Overall 42 per cent (16/38) of Home Helps, 28 per
cent (5/18) of rural and 55 per cent (11/20) of urban respondents claim that their elderly

clients do not like a stranger coming in to take care of them. The reason for the greater
number of urban Home Helps mentioning this topic is the geographic isolation in rural
areas and there is nobody else to act as a replacement, so the possibility of a familiar

replacement Home Help does not arise (see also Chapters Four and Six). Mrs. O’Brien
illustrates what it is like for an old person having a stranger in their house:

It takes a while for their pride to get used to having them [Home Helps] coming in to

their house and looking in their presses and cooking up things for them. And it
would be very strange for them [clients] for someone new to come in after getting
used to me. It took her two to three weeks for her to get used to me. She was afraid
to say anything to me. Now she’s not afraid to say anything at all, but she mightn’t

like someone else coming in. They get very used to you.

Summary: There are little if any formal mechanisms for stand-by or relief Home Helps

which lead to nightmare situations for Home Help Organisers, Home Helps and elderly
clients. This situation is exacerbated because the nature of the job is one of trust and
friendship. This places extra strain on both client and Home Help, to the extent that some
respondents would not take days off even if they were ill.

5.4.(e) Being Minister for Health

In Chapter Four the interviewer ‘promoted’ the Home Help Organisers in individual

interviews to be the ‘Minister for Health’ in order to ascertain perceived lacks in the
quality of the service. In this instance Home Helps were also ‘promoted’ to Minister for
Health in order to ascertain what mechanisms they would put into operation to alleviate

the deficiencies
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they perceived in the service. There are two themes in this segment; perceptions of how

the service could be improved for (a) Home Helps and (b) clients.

How the Service Could be Improved for Home Helps

This theme explores our respondents’ perceptions of how the Home Help service could
be improved for them. It contains three variable, Home Helps wish for better pay and
conditions of employment, the need for substitute Home Helps and a desire for
recognition and status.

Rates of Pay and Conditions of Employment: This variable was most frequently
mentioned spontaneously by our respondents. When Home Helps were ‘promoted’,

overall, 87 per cent (33/38) said they would grant a pay raise to Home Helps. Sixteen per
cent (6/38) said that they would be willing to pay tax and PRST if their job was formally
upgraded. Two respondents said they did not want a raise because if that happened they
would fall within the tax net and would lose more than they would gain. Twenty-five per

cent (8/32) of respondents mentioned they would like some formal provision for holiday
pay. In the urban area 20 per cent (4/20) of respondents said they disliked the method of
payment employed by their organisation. Mrs. Glynn recounts what happens on payday:

We all go up once a month for our cheques. And some of them [Home Helps] spend
ages talking to her [Home Help Organiser] about, you know, things. I don’t know
what they do be talking about. And we are sitting outside. ‘Oh God, I should be

working now and I am sitting here waiting’. And they are all talk... and you only
want your money and you are gone.... Those ones that want to talk should have a
separate room and the wages should be paid out for those who just want the money
and go.

Need for Substitute Home Helps: Thirty per cent (11/38) of our respondents thought
there was a need for relief or substitute Home Helps to step into the breach at times when
the regular Home Help wanted time off, holidays, was ill or hospitalised. Mrs. Nolan was

particularly eloquent on this point:

Personally, I think that every Home Help, once they are hired, should get somebody

to take over for them whether they are sick or not, for to let ... the one [client] they
are taking care of get used to
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somebody else... .1 think it should be done twice a year and it would be compulsory

for them to accept that they are going to get another Home Help for a week twice a
year.

Recognition and Status: Twenty-four per cent (9/38) of respondents would like the

Home Help service and Home Helps to be afforded more recognition and status (see also
Chapter Four). Mrs. Judge explains what recognition and status mean to her:

I think they [Home Helps] should be recognised for what they are. You know they

all think that we are skivvies.

How the Service Could be Improved for Elderly Clients

This theme contains three variables; (a) payment for the service, (b) allocating more
Home Help time to clients to alleviate their loneliness and (c) providing a twilight
service.

Payment for the Service: Thirteen per cent of respondents (5/38) believed the service
should be free or at a reduced rate for elderly people as it was causing them hardship.

More Time to Alleviate Loneliness: Twenty-six per cent (10/38) of respondents thought
more Home Help time should be given to elderly people to help alleviate their loneliness.
Mrs. Tully’s remark is fairly typical:

I mean, after all, they made the world for us and their people before them, so
therefore we should have that little extra time ... they’d love a little chat and you
don’t have the time.

Providing a Twilight Service: Twenty-four per cent (9/38) thought their elderly clients
should have somebody to check to see that they are safe for the night. Several
respondents had come in in the morning to find their client had fallen the evening before

and had spent the night on the floor, with the resultant threat of hypothermia:

So something said to me to go through [client’s area] early and the husband was with

me - no answer.... I just happened to look in the letter box and seen her lying on the
ground. So we got in and called the ambulance. She was freezing and I was crying,
getting blankets to try and heat her.
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Summary: Our respondents, when promoted to Minister for Health, would upgrade the

service by improving rates of pay, working conditions and status for Home Helps. In
addition they would improve conditions for their clients by making the service cheaper,
or free, give clients more time especially for companionship and establish a twilight
service to ensure clients are safe for the night.

5.5 Conclusions

In this chapter 38 Home Helps described their perceptions of the service they provide to
their elderly clients. Our respondents became Home Helps for many different reasons,
were from two different types of area - rural and urban - and the number of clients they

had varied, yet there were also striking similarities in the group as a whole. Many of our
respondents, in addition to being formal (paid) carers, were also informal (unpaid) carers
and their attitudes towards the Home Help service in general and their clients in particular
were strikingly similar over four dimensions: Home Helps’ perceptions of their jobs, their

clients, ensuring continuity of service and being ‘Minister for Health’.

When discussing their job, Home Helps perceived the importance of the service, on many
levels in Irish society. In addition, they spoke of their dedication and commitment to their

responsibilities and derived satisfaction in the performance of their tasks. They were,
however, dissatisfied with their rates of pay and conditions of employment and with
perceived gaps (e.g., the lack of formal mechanisms for dealing with instances when the

Home Help was unable to work) in the service to their own and their elderly clients’
detriment.

Our respondents spoke of their deep regard for their clients as individuals, friends and

‘adopted’ family members. They recounted with sympathy the difficulties encountered by
their clients such as loneliness, lack of material goods which could easily be alleviated
with some insight from friends, families, communities, and government agencies.

Little formal mechanisms exist for replacement or stand-by Home Helps if staff need
time off (some worked a seven-day week) or become ill. This caused concern among our
respondents, because of elderly clients’ reluctance to accept the ministrations of an alien

(to them) Home Help.
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Lack of back-up Home Helps, in the rural area especially, caused them to ‘soldier on’

even when ill, which is a practice not to be recommended as it is neither in their own nor
their elderly clients’ interests. It is worth noting that the issues important to Home Helps
in this chapter are quite different to those expressed by those in the UK as reported in
Section 5.2, which reinforces our belief that the Irish Home Help service is unique.

As ‘Minister for Health’ our respondents would upgrade and professionalise the service
in order to reflect its importance and to enable it to take its place as one of the core
services of modern community care. They would also ensure that their clients would

experience more comprehensive care by taking into account their needs for more
companionship and safety at night.

Our respondents have painted for us a picture of an undervalued specialist group of
women and men dedicated to serving the needs of elderly people in their communities,
often at enormous costs, financial and physical, to themselves.
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CHAPTER SIX

The Clients

6.1 Introduction

This chapter describes our elderly respondents’ perceptions of the Home Help service.
The chapter is divided into four sections as follows:

• Section 6.1 Introduction

• Section 6.2 Aims of the Study

• Section 6.3 Demographic Description of the Sample

• Section 6.4 Results

• Section 6.5 Conclusions

• Appendix Additional Tables to Chapter Six

Although Chapter Two describes in detail the methods used in sampling and data
collection, we would like to remind our readers that in this chapter we are reporting on
the results of two studies with different methodologies. They shall be referred to

respectively as the qualitative study (30 elderly clients, 10 non-recipients of Home Help
and seven informal carers) and the survey (N = 195 elderly Home Help clients). The
research was conducted in two rural and two urban community care areas. In addition to
the clients and non-recipients interviewed in the qualitative study seven informal carers

(all family members) of elderly people were interviewed, two elderly relatives were in
receipt of Home Help, the others were not. We shall refer to these respondents as the
informal carers. In the rural site where the survey was conducted the service was run by a

statutory organisation. In the other three sites the service was provided by a voluntary
organisation.
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We have reviewed the literature on Home Help services in Chapter One but have not

touched upon research on clients’ perceptions of Home Help services. The only studies
we found which mentioned Home Help from this perspective were produced in Sweden,
where service delivery is quite different from that in Ireland. However, in Sweden elderly
people are enormously grateful for the ministrations of their Home Helps (Bjuvander &

Soderberg, 1985).

6.2 Aims of the Study

The aim of this part of the study is to describe the kinds of elderly people who get Home
Help, to discover elderly people’s perceptions of the Home Help service, how they

became or did not become clients, the tasks their Home Help performs for them, how
well they relate to their Home Help, how useful the service is to them, their knowledge of
complaints mechanisms, what extra dimensions of service they would find useful and
what they would do if for some reason the Home Help service was stopped. In addition,

we will describe our findings from the interviews with informal carers.

6.3 Demographic Description of the Sample

In this section we introduce the elderly clients and non-recipients of Home Help, their
age, health, mobility, levels of instrumental and physical dependency and attitude

towards life and compare them, where possible, to the general population over 65 years.

The Sample: Overall 242 people were interviewed for this part of the study. These
comprised four different groups in two different studies. In the qualitative study there

were three groups: (a) Home Help clients, (b) non-recipients and (c) informal carers. The
client group comprised 47 respondents (12 men and 18 women), in addition there were
10 non-recipients (three men and seven women) and seven informal carers of elderly
people (three men and four women). The survey comprised one group - Home Help

clients - of which there were 195 respondents, 40 men and 155 women.

Age and Gender: If we compare the gender composition of the survey with the

population aged 65+ we find that 43 per cent are men and 57 per
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cent are women and in the survey the breakdown is 20 per cent men and 80 per cent

women. Fahey & Murray (in press) have shown that in Ireland women live longer and are
less healthy than men. The gender composition of our survey, therefore, is not surprising.
Figure 6.1 compares the age distribution of the survey respondents and the Irish
population aged 65 years and over. A definite trend is discernible indicating that with

increasing age the percentage of the over-65s in receipt of Home Help services increases.
That the percentage in receipt of Home Help in the 85+ age band shows a decline over
the 80-84 age band may indicate that with increased age elderly people are taken into
institutional care and some may receive care from co-resident informal carers in private

households1. Table 6.1 gives a breakdown of the age bands by gender of our respondents
in the qualitative study and survey.

Table 6.1: Age composition of respondents in the qualitative study and survey
by gender, number and percentage

Qualitative Study Survey

 Age Non-

Bands Gender Clients Recipients Clients

N % N % N %

65 - 69  Men 2 16.7 1 33.3 4 10.0

Women 0 0.0 0 0.0 13 8.4

70-74  Men 1 8.3 1 33.3 8 20.0

Women 0 0.0 2 28.6 33 21.4

75-79  Men 0 0.0 0 0.0 8 20.0

Women 5 27.8 3 42.8 33 21.4

80-84  Men 5 41.7 0 0.0 13 32.5

Women 8 44.4 1 14.3 49 31.9

 85+  Men 4 33.3 1 33.4 7 17.5

Women 5 27.8 1 14.3 26 16.9

Total  Men 12 100 3 100 40 100

Women 18 100 7 100 154 100

Qualitative study N = 40, Survey N = 1942

1 Figures from National council for the Aged, 1985 showed that of the 14,234 persons in long-stay geriatric
units in 1982 04.9 per cent of them were over 75 years. Larragy (1993) estimated that of highly dependent
elderly people 10,500 were in institutional care and 8,000 were receiving care from co-resident informal
carers in private households.

2 One urban female respondent did not give her age.
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From this table we can see there is a slight tendency for men, especially in the qualitative

study, to get Home Help at an earlier age than women. The average age of the qualitative
study Home Help clients was 82 (rural 78, urban 85) and the non-recipients 77 years.
Survey respondents had an average age of 79 (rural 79, urban 78). A more detailed
description of these data is contained in Tables A6.1 and A6.2 in the appendix to this

chapter.

When we compare the clients in the qualitative study and the survey we find that in the
qualitative study urban respondents receiving Home Help were significantly older than

their rural counterparts (t = -4.339, df = 28, p = 0.001, two-tailed). In the survey the
difference in age was reversed and rural respondents were significantly older than their
urban counterparts (t = -2.403, df = 185, p = 0.017, two-tailed). When comparing the age

of Home Help client respondents from the qualitative study and survey we found that the
respondents in the qualitative study were significantly older than those in the survey (t =
3.068, df = 44.3, p = 0.004, two-tailed).

Marital Status and Gender: Figure 6.2 compares the marital status and gender of survey
respondents with the Irish population 65 years and over. Again, a definite trend is
discernible: single and widowed men are the most likely to be in receipt of Home Help
with widowed women in third place. Married men are the group most likely not to get

Home Help - one can only speculate that their wives are willing or expected to take care
of them as they age and require increasing arnounts of care. This finding is confirmed
somewhat by Fahey & Murray (in press) that 17 per cent of wives as opposed to five per

cent of husbands help their elderly and infirm spouses with the tasks of daily living.

Table 6.2 gives a breakdown of respondents’ gender and marital status from the
qualitative study and the survey (a more detailed breakdown of this information is

contained in Tables A6. 1 to A6.3 in the appendix to this chapter).
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Table 6.2: Gender and marital status composition of qualitative study and survey
by number and percentage

Marital Qualitative Study Survey
Status

Non- Clients

Gender Clients Recipients

N % N % N %

 Single  Men 1 8.3 0 0.0 16 40.0

Women 4 22.2 2 28.6 31 20.0

Married  Men 2 16.7 2 66.7 8 20.0

Women 4 22.2 3 42.8 31 20.0

Widowed  Men 9 75.0 1 33.3 16 40.0

Women 10 55.5 2 28.6 93 60.0

 Totals  Men 12 100.0 3 100.0 40 100.0

Women 18 100.0 7 100.0 155 100.0

Qualitative study N = 40, Survey N = 195

This table reveals that people who are single and widowed (especially men) are in the
majority of those receiving Home Help. The numbers of non-recipients are not large
enough to be able to make any meaningful comment on trends in this sample. Tables
A6.2 and A6.3 in the appendix confirm this trend in the rural and urban area.

Income: The data for this variable are relevant to survey respondents only. In the survey
we asked clients to indicate their total weekly household income within certain bands.

Figure 6.3 illustrates the adjusted3 income distribution of the survey respondents and
those in Fahey & Murray (in press). Considerable caution is necessary in interpreting
these data because of the way they were generated. There is a slight indication that
respondents in the higher income brackets are less likely to receive Home Help whereas

those in the two lower bands are more likely to get the service.

Table 6.3 gives a breakdown of unadjusted and adjusted income (using the adjustment for

household size mentioned above) within the different bands.

3 As in Fahey & Murray we have adjusted income for household size by using the EU poverty scale. This is
calculated by talting a value of 1 for a single-person household, or for the first adult in larger households.

Additional household members are rated thus: 0.7 for every additional adult and 0.5 for every child. Income
bands are converted by setting the incomes of all households to the middle value of the band in which they
fall.
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Table 6.3: Unadjusted and adjusted income bands of survey respondents by
number and percentage

Income Bands Unadjusted Adjusted
N % N %

Less than £50 weekly 3  1.5 30 15.4

     £51 - 100 147 75.4 150 76.9

     £101 - 150 34 17.4 14 7.2

       £150+ 11 5.7 1 0.5

Rural respondents N = 100, Urban respondents N = 95

This table reveals that most respondents’ incomes are between £51 -£100 per week. In
the rural area the most common source of income was the non-contributory old age

pension (71 per cent, 71/100) and in the urban area it was the contributory old age
pension (64.3 per cent, 61/95). As our respondents’ social class profile indicated that 83
per cent (83/100) of rural and 80 per cent (76/95) of urban respondents were from
manual/ farming backgrounds these data are not surprising. The average (adjusted)

income of the total survey sample was £66.77 per week (rural £59.50, urban £74.43.). For
a more detailed breakdown see Tables A6.4 and A6.5 in the appendix to this chapter.

Testing both the unadjusted and adjusted data for household size revealed that urban
respondents had significantly higher incomes than their rural counterparts (unadjusted:
Mann-Whitney U = 3481.0, df = 1, p < 0.001; adjusted: t = 4.577, df = 161.1, p < 0.001,
two-tailed). There were no gender differences for this variable.

Health: We asked our respondents to rate their present state of health on a five-point
scale from very good to very bad. A similar question was asked in the Fahey & Murray
(in press) study. Figure 6.4 compares elderly respondents’ self-assessed state of health in

the Home Help Survey with those in Fahey & Murray. This figure illustrates that a
considerably greater number of respondents in receipt of Home Help perceived
themselves to be (and probably are) ill than those from a random sample of elderly Irish

people over 65 years.

Table 6.4 gives a breakdown of self-assessed state of health of our respondents in both
types of study.

This table reveals that 76 per cent (145/195) of our survey respondents
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rated themselves to be in fair to good health as opposed to only 43 per cent (13/30) of our

qualitative study Home Help client respondents. The self-ratings of our non-recipients do
not reflect the findings in the Fahey & Murray (in press) study, but the numbers are so
small this is not surprising, especially as all the non-recipients had previously applied for
Home Help (see Chapter Two). Tables A6.6 and A6.7 in the appendix to this chapter give

more detailed breakdowns of this (and other) variables by area.

Table 6.4: Sell-assessed state of health of qualitative study and survey
respondents by number and percentage

                                             Qualitative Study                                                Survey             
Rating Scale Clients Non-recipients Total Clients

N % N % N % N %

Very bad/ 17 56.7 2 20.0 19 47.5 46 23.6
Bad/Poor

Fair 7 23.3  6 60.0 13 32.5 84 43.1

Good/

very good 6 20.0 2 20.0 8 20.0 65 33.3

Qualitative study Home Help clients N = 30, Non-recipients N = 10; Survey N = 195

This variable was collected differently in the qualitative study and the survey. In the

qualitative study the variable was constructed from the information supplied
spontaneously by respondents concerning their state of health. The information was rated
on a four-point scale from bad (e.g., having a condition which constantly impacted on

their ability to live life to the full - emphysema, for example) to good, but disregarded
minor complaints (e.g., ‘nasal mucous’). There were no area or gender differences in the
qualitative study for this variable.

In the survey respondents were asked to rate their health on a five-point scale from very
good to very bad. There were no area or gender differences between the rural and urban
survey samples. In addition to asking respondents to assess their state of health survey
respondents were also asked if they had any major illness, physical disability or infirmity

and if ‘yes’ to describe it. The most commonly mentioned health problems were of the
muscosceletal variety (33 per cent, 65/195) followed by circulatory problems (19 per
cent, 36/195).

When we collapsed the health scales in the two studies into a common three-point scale
(very bad/bad/poor, fair, good/very good) we found our
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Home Help clients in the qualitative study sample perceived themselves significantly less

healthy than our survey sample (Mann-Whitney U = 3063, df = 1, N = 235, p = 0.024).
As our respondents in the qualitative study are significantly older this result is not
surprising.

Mobility: In both studies mobility was measured on a five-point scale from no mobility
problems to bedfast. Table 6.5 gives a breakdown of the mobility problems experienced
by respondents in both studies. (Tables A6.6 and A6.7 in the appendix to this chapter
gives a more detailed breakdown of this variable for both studies.)

Table 6.5: Respondents’ mobility by study type, number and percentage

                                        Qualitative Study                                                     Survey        
Rating Scale Clients Non-recipients Total Clients

N % N % N % N %

Bedfast 1 3.0 0 0.0 1 2.5 7 3.6

In wheelchair 1 3.0 0 0.0 1 2.5 14 7.2

Uses walker 5 17.0 0 0.0 5 12.5 24 12.3

Uses cane/ 14 47.0 6 60.0 20 50.0 77 39.5
unsteady

Fully mobile 9 30.0 4 40.0 13 32.5 73 37.4

Qualitative study clients N = 30, Non-recipients N = 10; Survey N = 195

This table reveals that overall 74 per cent (21/30) of the qualitative study Home Help
clients and 66 per cent (122/195) of our survey respondents have some mobility problem.
The qualitative study non-recipient sample, although small, reveals much less severe
mobility problems than Home Help clients in both studies. This result should be treated

with caution. However, although Fahey & Murray (in press) do not report on mobility,
these authors did ask about physical activities undertaken to maintain health and found
that over 80 per cent of their sample engaged in physical activities -not an indication of

mobility problems.

There were no differences within the two samples on this variable. However, respondents
in the survey were significantly less mobile than those in the Home Help client group in

the qualitative study (MannWhitney U = 3108.5, df = 1, p = 0.036). This may redress the
balance of Home Help clients in the qualitative study being older and less healthy as
factors in getting Home Help.
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Levels of Dependency: The term dependency is complex and can comprise several

dimensions (e.g., physical, instrumental, psychological and social). These dimensions
have different implications in providing for the needs of elderly persons (Moane, 1993).
In both studies (qualitative and survey) we found elements of: (a) physical dependency
(i.e., difficulty or inability to bath, dress, and maintain mobility) and (b) instrumental

dependency (i.e., difficulty or inability to shop, prepare meals, do housework). The nature
of the overall study did not permit the exploration of psychological dependency (i.e., the
capacity to process information or make decisions) or social dependency (i.e., the ability
to maintain satisfying relationships). However, Chapter Seven on the support networks of

elderly people touches on aspects of psychological and social dependency.

Table 6.6: Levels of instrumental and physical dependency of qualitative study
and survey respondents by number and percentage

                             Qualitative Study                                                  Survey           
Variables Rating Clients Non-recipients  Total Clients

Scale

N % N % N % N %

  Instrumental  High 13 43.3 1 10.0 14 35.0 51 26.1

  Dependency Medium 11 36.7 4 40.0 15 37.5 85 43.6

 Low 6 20.0 5 50.0 11 27.5 59 30.3

None 0 0.0 0 0.0 0 0.0 0 0.0

   Physical  High 8 26.6 1 10.0 9 22.5 1 0.5

  Dependency Medium 11 36.7 3 30.0 14 35.0 7 3.6

 Low 11 36.7 6 60.0 17 42.5 176 90.3

 None 0 0.0 0 0.0 0 0.0 11 5.6

Qualitative study clients N =30, Non-recipients N = 10; Survey N = 195

Table 6.6 gives a breakdown of levels of instrumental and physical dependency for the
qualitative study and the survey. From this table we see that high to medium levels of

instrumental dependency are common for Home Help clients in the qualitative study (80
per cent, 24/30) and in the survey (70 per cent, 136/195). Instrumental dependency in
non-recipients is evenly divided between high/medium and low. Levels of physical

dependency, by comparison to instrumental dependency, are somewhat lower in the
qualitative study Home Help clients (63 per cent, 19/30) and considerably lower in the
survey (four per cent, 8/195). Levels of physical dependency for non-recipients is
surprisingly high, but as the
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numbers are very small this result should be treated with extreme caution. Fahey and

Murray (in press) did not differentiate between instrumental and physical dependency but
had a ‘Functional Capacity Index’, rating respondents on a seven-point scale from
inability to do heavy grocery shopping to inability to have an all-over wash. In their study
68 per cent of men and 58 per cent of women reported no functional disability and the

average scores for respondents reporting an incapacity were .72 for men and 1.2 for
women. Given this is a seven-point scale, both these figures are very much lower than the
degree of incapacity reported by our respondents. A more detailed breakdown of these
variables is given in Tables A6.6 to A6.8 in the appendix to this chapter.

In the qualitative study we constructed a four-point rating scale for both levels of
dependency and assigned respondents to the different categories in the light of statements

they made about themselves during the course of the interview (see Chapter Two). We
found that the non-recipients were significantly less instrumentally dependent than the
Home Help clients (Mann-Whitney U = 215.5, df = 1, N = 40, p = 0.03). This result is
not surprising as not receiving Home Help may predispose an elderly person to be less

instrumentally dependent.

In the survey respondents’ levels of physical and instrumental dependency were
measured on an interval level of measurement scale based on the number of tasks they

stated they were unable to perform and someone else performed for them. The average
instrumental dependency score was 26.1 (range 0-40) and the average physical
dependency score was 10.27 (range 0 - 36). There were no area or gender differences in

instrumental and physical dependency but single people were significantly less
instrumentally dependent (Kniskal-Wallis = 6.576, df = 2, p = 0.03) and less physically
dependent (Kniskal-Wallis = 12.244, df =2, p = 0.002) than married or widowed
respondents. A more detailed breakdown of these statistics in contained in Tables A6.5 to

A6.8 in the appendix to this chapter.

In order to compare the qualitative study and the survey we collapsed the two
dependency variables in the survey into a four-point scale (high/moderate/low/no

instrumental and physical dependency) similar to the scale in the qualitative study and
found no differences between the qualitative study Home Help clients and survey
respondents in instrumental dependency. However Home Help clients in the qualitative
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study were significantly more physically dependent than respondents in the survey

(Mann-Whitney U =6669.5, df=1, p <0.001). Again, as Home Help clients in the
qualitative study were older this result is not surprising.

Attitude Towards Life: This variable was constructed by the interviewers in both the

qualitative study and survey from information given by all respondents in the qualitative
study (clients and non-recipients) and the survey. The criteria for rating this variable are
given in Chapter Two.

Table 6.7 gives a breakdown of this variable for the qualitative study and survey. A more
detailed breakdown of the data is given in Tables A6.6 and A6.7 in the appendix to this
chapter.

This table reveals that attitude towards life is evenly distributed except at both extremes
of the scale but that non-recipients have, overall, a more positive attitude towards life.

In the qualitative study when we controlled for gender we found that women’s attitude
towards life was significantly more positive than men (Mann-Whitney U = 96, df = 1, N
= 40, p = 0.008). This result was not replicated in our survey. There were no significant
differences between the two studies on this variable.

Table 6.7: Attitude towards life of qualitative study and survey respondents by
number and percentage

Qualitative Study Survey

Rating Scale Clients Non-recipients Total Clients

N % N % N % N %

Very positive 4 13.3 3 30.0 7 17.5 50 27.4

  Positive 12 40.0 4 40.0 16 40.0 57 31.4

  Stoical 6 20.0 1 10.0 7 17.5 41 22.5

 Negative 5 16.7 0  0 5 12.5 26 14.3

Very negative 3 10.0 2 20 5 12.5 8 4.4

Qualitative study clients N = 30, Non-recipients N = 10; Survey N = 182 (because of missing values)

Summary: It would seem that as age increases so does the likelihood of becoming a
Home Help client. Single men and widows (men and women) are the groups most likely
to be in receipt of Home Help and married men the least likely. Elderly people in the

higher income brackets are somewhat less likely to get the service, but as numbers here
are small
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caution should be used in interpreting the result. In addition, Home Help clients are more

likely to rate themselves as having bad health, are also less mobile and more
instrumentally and physically dependent than the general population over 65 years. We
can say therefore that Home Help clients have a different demographic profile to the
general population over 65 years.

When we examine the demographic composition of our two studies we find that in the
qualitative study women clients outnumbered men by two to one and in the survey by
four to one. There were also within and between study differences. Within the qualitative

study the Home Help clients were more instrumentally dependent than non-recipients,
urban and rural Home Help clients differed in age (urban were older), and men and
women differed in attitude towards life (women were more positive). Within the survey

there were differences between the rural and urban groups in age (rural were older) and
income (rural had less). Between the two studies there were differences between Home
Help clients in age (qualitative study were older), health (qualitative study were less
healthy), mobility (survey respondents were less mobile) and physical dependency

(qualitative study were more physically dependent). These differences make for a
heterogeneous group of clients and non-recipients of Home Help. It will be interesting to
see if these demographic differences are reflected in our respondents’ perceptions of the
Home Help service.

6.4 Results

In this section we describe our elderly respondents’ perceptions of the service they
receive. In Chapter Three we identified six models of service delivery, four in the
statutory sector and two in the voluntary sector. In addition, in Chapter Four Home Help
Organisers employed by statutory bodies and voluntary organisations described

differences in the operation of the service by the two different types of service provider.
In the rural area where the survey was conducted Home Help was provided by a statutory
organisation employing model four. In the qualitative study and urban area of the survey
the service was provided by voluntary organisations all using model five. The different

models of service delivery, especially model four, has impacted considerably on our
findings in this part of the research. We would remind our readers of the differences
between these two models of service delivery and the
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differences in the day-to-day operation of the service as outlined by Home Help

Organisers when interpreting the results outlined below.

Some of the results in the following analyses apply only to respondents in the qualitative
study, others to survey respondents, and some to respondents in both studies. Where

appropriate we will report details of the similarities and differences between the two
types of research.

6.4(a) Elderly Clients’ Introduction to the Home Help Service

Our respondents were asked about their introduction to the Home Help service, how they
found out about it, who applied for it, reason for application and how soon after

application was the service implemented. In addition, non-recipients of Home Help were
asked why they did not get Home Help.

Finding out about Home Help Service: This variable is only applicable to survey

respondents. Table 6.8 gives a breakdown of how the respondents found out about the
Home Help service by informant, area, number and percentage.

Table 6.8: How respondent found out about the Home Help service by informant,
area, number and percentage

Area
Total

Informant Rural Urban

N % N % N %

    The Public Health Nurse 67 67.0 10 10.5 77 39.5

         The Doctor 22 22.0 29 30.5 51 26.1

           A friend 2 2.0 7 7.4 9 4.6

   A neighbour 3 3.0 12 12.6 15 7.7

Other (mostly a family member) 3 3.0 26 27.4 29 14.9

    Don’t know/Missing value 3 3.0 11 11.6 14 7.2

Rural respondents N = 100, Urban respondents N = 95

This table illustrates that overall the Public Health Nurse was by far the main source of
information on the Home Help service (39 per cent, 77/195). When we compare the rural
and urban area we discover that the Public Health Nurse is the most frequently cited

source of information in the rural area (39 per cent, 77/195) whereas in the urban area the
picture is quite different with the Doctor (30 per cent, 29/95) and ‘Others’ (27 per
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cent, 26/95) - usually a family member - being the most frequently cited sources of

information.
Applying for the Home Help Service: This variable is common to the qualitative study
and survey but the categories are somewhat dissimilar. Table 6.9 gives a breakdown of
who applied for the Home Help service for the elderly person by study, applicant, area,

number and percentage.
Table 6.9: Person who applied for the Home Help service for the client by study,

area, number and percentage

Study Applicant Rural Urban Total

N % N % N %

Qualitative Respondent 6 40 2 13 8 27

Family 2 13 2 13 4 13

Public Health Nurse/Doctor 2 13 4 27 6 20

‘Inherited’ service 5 34 1  7 6 20

Don’t know/did not mention 0  0 6 40 6 20

Survey Respondent 1 1.0 8 8.4 9 4.6

Respondent’s spouse -  - 1 1.1 1 0.5

A relative 1 1.0 14 14.7 15 7.7

A friend 4 4.0 7 7.4 11 5.6

The Public Health Nurse 70 70.0 15 15.8 85 43.6

The Doctor 16 16.0 21 22.1 37 19.0

Other - usually inherited service 3 3.0 19 20.0 22 11.3

Don’t know/missing values 5 5.0 10 10.5 15 7.7

Qualitative Study: Rural respondents N = 15, Urban respondents N = 15; Survey: Rural

respondents N = 100, Urban respondents N = 95
This table reveals that overall the medical/nursing profession was the main source of
referral for our respondents (56 per cent, 128/235). However, in the qualitative study the
picture was somewhat different with only 13 (2/15) and 26 per cent (4/15) respectively of

the rural and urban respondents reporting that the Public Health Nurse or Doctor applied
for the service for them. In the survey in the rural area 70 per cent (70/100) reported the
Public Health Nurse applied for them whereas in the urban area the Doctor and ‘Other’
accounted for 42 per cent (40/95) and only 16 per cent (15/95) reported that the Public

Health Nurse had applied for the service for them. It is clear that service initiation in the
statutory/rural area is different from the areas where the service is delivered by a
voluntary organisation. In the statutory organisation area the Home Help Organiser,
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because of the size of her area, is constrained to rely on Public Health Nurses for the

initiation and enrolment of clients and also for the day-today running of the service (see
also Chapters Three and Four).

Reason for Applying for Home Help: We also asked respondents in both the qualitative

study and survey why they applied for the service. Table 6.10 details the reasons our
respondents gave for getting the service.

In both studies getting the service was generally preceded by a cataclysmic event

(hospitalisation, illness, injury) in the life of the elderly person, although injury was much
more common in the qualitative study. The reason for this may be that in the survey
questionnaire the category ‘hospitalisation’ preceded ‘injury’. It may have been that

injury led to hospitalisation and thus prompted the respondent to choose the first category
on the questionnaire - hospitalisation. ‘Other’ reason in both studies included another
person in the household had been receiving Home Help and when that person died or
went into institutional care the service was not terminated.

Table 6.10: Reason for applying for Home Help service by study area, number
and percentage

Type of Reason Rural Urban Total
Study

N % N % N %

Qualitative Illness 5 33 10 67 15 50

Injury 4 27 2 13 6 20

Other 6 40 3 20 9 30

Survey  Hospitalisation 28 28.0 39 41.1 67 34.4

Illness 63 63.0 41 43.2 104 53.3

Injury 0 0.0 2 2.1 2 1.0

Other/Missing values 9 9.0 13 13.7 22 11.3

Qualitative Study: Rural respondents N = 15, Urban respondents N = 15; Survey: Rural
respondents N = 100, Urban respondents N = 95

The following are some typical explanations for getting Home Help from respondents in

our qualitative study. Mr. Greene4 explains why he got Home Help:

I got the Home Help service first because I had to. I was admitted to

4 All respondents have been given fictitious names to protect their anonymity.
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[hospital to have an operation] … I have been living alone. My wife died about six

years ago and I wasn’t feeding myself.

Mrs. O’Kane had a somewhat different reason for getting the service:

I am in and out of hospital. ... So that’s why I got the County Hospital to send the
District Nurse here to me when I came out of the hospital, but they said that I should
have someone coming in to do a bit of hoovering, make the bed or set the fire or
whatever.

The two male carers whose relatives had Home Help had not been instrumental in getting
the service and although they were glad of the assistance given by the Home Help were

quite vague about the importance of the service to them as carers.

Reason for Not Getting Home Help: All but one of our 10 non-recipient respondents had
also suffered a cataclysmic event before they or some other person applied for Home

Help for them. Their reasons for not getting Home Help were quite varied. Three rural
respondents lived in areas where there was a good tourist trade and Home Helps were
unobtainable. (See also Chapters Three and Four for details of this phenomenon.) Two
respondents wanted to be independent for as long as possible and so decided not to avail

of the service when offered it. In addition two respondents had negative perceptions
about the service. Mrs. Roe explains:

I wouldn’t have the Home Help you know... Because there’s some of them and they
come ... and they are only 10 minutes in this place and they are gone again. ... I
manage as it is.

Three respondents did not know why they did not get the service. Mrs Heffeman’s reply
is typical of this group:

I suppose I could have had a Home Help at that time [when she was sick] but I don’t

know how it got all mixed up ... and I didn’t follow up the aul’ Home Help at all.

The five carers who did not have Home Help and who took care of the elderly person in

their own home were quite different from our nonrecipients. Only one of them had
considered applying for Home Help but as the service would not be provided free would
not avail of it. The other four perceived that the care of their elderly relative(s) was a duty
that could not be shared and that to pass some of the duties of care to another (especially

a formal carer) would be a dereliction of duty.
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Clients’ Perceptions5 of How Soon After Application was Service Provided: This

question was only asked of our survey respondents. Table 6.11 gives a breakdown of the
responses to this question.

This table shows that overall 32 per cent (62/195) perceived they got the service

immediately, and that 30 per cent got the service within one month of application.
However when we compare our statutory/rural and voluntary/urban samples we find that
51 percent (51/100) of rural respondents got the service immediately, whereas only 12
per cent (11/95) of voluntary/urban respondents did so. Fifty-six per cent (53/95) of

voluntary/urban respondents had to wait up to one month for the service. In addition 12
per cent (11/95) had to wait for between two to six months to get Home Help. A fairly
large percentage (32 per cent, 62/195) of respondents were unable to remember how long

it took to get the service.

Table 6.11: Length of time before getting the Home Help service implemented
by area, number and percentage

Length of Time Rural Urban Total

N % N % N %

Immediately 51 51.0 11 11.6 62 31.8

Within a month 5 5.0 53 55.8 58 29.7

Within two months 0 0.0 8 8.3 8 4.1

Within three months 1 1.0 3 3.2 4 2.1

Within six months - 1 1.1 1 0.5

Don’t know/Missing values 43 43.0 19 20.0 62 31.8

Rural respondents N = 100, Urban respondents N = 95

In the preceding section we learned that application for Home Help was generally
preceded by a cataclysmic event. In addition, in Chapter Four a Home Help Organiser

suggested that getting Home Help was often the only means of survival for elderly
people. Therefore these figures reveal a serious problem concerning delays in service
activation in some areas.

Summary: In the rural area in which the survey was conducted, where the service was
provided by a statutory body, it was evident that the Public Health Nurse played an
important role in informing elderly people about and providing them with Home Help. In
the three other areas in which the

5 We were notable to check these data with Home Help Organisers because of the large sample size. In section
6.4(c) we encountered vagueness on the part of respondents. This may also be the case here.
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research was conducted, where Home Help was provided by voluntary organisations, the

role of the Public Health Nurse was not so apparent. The reasons for not getting Home
Help cited by our 10 non-recipients includes indications that, in areas where other more
lucrative employment competes with the service, finding someone to perform the work is
difficult and, in addition, there were some negative perceptions about the Home Help

service.

Although we only interviewed five carers not in receipt of Home Help, their reasons for
not applying for Home Help were quite different from the non-recipients as they

perceived sharing the task of caring would be a dereliction of duty. O’Connor et al
(1988b: 120) pointed out that domiciliary services (including Home Help):

are a potential source of significant support to the carer since the domestic tasks
which they carry out are those which the carer normally has to perform. By relieving
the carers of these routine tasks they could be freed either to spend time with the
elderly person in a more leisurely way or to devote time to their own lives.

O’Connor et al (1988b) indicated that only five per cent of the informal carers in their
study had requested Home Help. Unfortunately they did not explain the reasons for the
low level of requests for service provision. A study conducted in Glasgow (Issacs et al,

1972) found that only one in seven carers availed of Home Help. The reasons given for
not applying for the service by the Glasgow respondents were: (a) its unacceptance by the
elderly relative, (b) its unacceptance by other family members (c) cost of the service.

These are similar to the findings in this study. The counselling of carers concerning their
caring role might help them to realise the potential of a better all-round quality of life and
care for themselves and their elderly relative.

In that Home Help for elderly people was usually applied for after a cataclysmic event, it
is a serious matter that some elderly people may have to wait for up to six months to get
the service given that for elderly people it may be an important means of their survival at
home and in their communities.

6.4(b) Details of Home Help Service Received
In this section we examine our respondents’ perception of the length of time they have

been getting the Home Help service, if it has been
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interrupted and for what reason. We also scrutinize the day-to-day running of the service

as it relates to elderly clients; the amount of Home Help they receive (days, hours) and
the contributions, if any, they make towards the service.

In the qualitative study, because the numbers were so small, we were able to check with

the Home Help Organisers the number of years, days and hours of Home Help their
clients received. This strategy was adopted because it became evident during the pilot
study (see Chapter Two) that some elderly people tended to be vague on details of length
of time, number of days and number of hours of service. Unfortunately, because of the

large numbers it was not possible to adopt this strategy in the survey.

Length of Time in Receipt of the Home Help Service: This variable is common to both

studies. Table 6.12 gives a breakdown of the average and range of years our respondents
had been receiving the service.

Table 6.12: Average and range of years respondents had been in receipt of Home
Help by type of study and area

       Years of Home Help

Type of Study Rural Urban

x Range x Range

Qualitative 3.1 1-7 years 2.6 8 mths - 13 years

Survey 28 2 mths - 14 years 40 3 mths 14 years

Qualitative Study Rural respondents N = 15, Urban respondents N = 15 Survey Rural
respondents N = 98 Urban respondents N = 91

In the qualitative study there was no difference between rural and urban clients. In the
survey, urban respondents had been receiving the service for a significantly longer time
than their rural counterparts (t = 3.112, df = 173.6, p = 0.002, two-tailed). This result is

not surprising as in the survey urban respondents were significantly older than but similar
in health to their rural counterparts. When the two studies were compared there were no
differences between the two studies on number of years in receipt of Home Help.

Interruptions in the Home Help Service: Survey respondents were also asked had there
been an interruption in the service. Over half the sample had experienced no interruption
in Home Help. The main reasons stated for interruption were hospitalisation (11 per cent,
22/195) and ‘Other’ –
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usually a delay in the substitution of a Home Help (when their regular Home Help was

sick, on holiday, or had resigned). This latter category was only reported by
voluntary/urban respondents (nine per cent, 10/95). It is disquieting given that Home
Help is such a vital service for the survival of elderly people in their homes and
communities that interruptions in service should be caused by delays in substituting

Home Helps. This result reflects the disquiet and unease described by our Home Help
Organisers and Home Helps (Chapters Four and Five) at the lack of back-up available
when Home Helps, for whatever reason, are unable to perform their duties.

Amount of Home Help Received: Table 6.13 gives a breakdown of the average and
range of days and hours of Home Help received by type of study and area.

In the qualitative study there was no difference between the rural and urban sample for
number of days and hours of Home Help. In the survey this finding was replicated. When
we compared the two types of study there were again no differences between hours of
Home Help received, but respondents in the qualitative study received significantly more

days per week than those in the survey. As the respondents in the qualitative study were
older and less healthy than those in the survey this result is not surprising.

Table 6.13 Average and range of days and hours of Home Help
by type of study and area

Type of Area Days Hours per Week

Study
x Range x Range

Rural 5.1 3 - 7 8.0 3 – 15

Qualitative Urban 4.5 2 – 7 6.2 2 - 15

All 4.8 2-7 7.1 2-15

Rural 4.2 1-7 6.9 1-21

Survey Urban 3.9 1 – 7 5.8 1 – 56

All 4.1 1 – 7 6.4 1 - 56

Qualitative Study: Rural respondents N = 15, Urban respondents N = 15; Survey: Rural
respondents N = 100, Urban respondents N = 95

Stepwise multiple regression was performed on the survey data only. The model used the

demographic variables (age, instrumental and physical dependency, mobility and health,
marital status, number in household and
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adjusted income) as independent variables and hours of Home Help per week received as

the dependent variable. Two variables emerged (instrumental dependency and attitude
towards life), which accounted for only 16 per cent of the variance (percentage of
variance in the dependent variable accounted for by the predictors = RSQUARE). When
the rural and urban sample were analysed separately the variables were different for the

two areas and the variance accounted for was even less impressive. These results confirm
the findings in the preceding chapters - that there are differences in service delivery
within and between different health board regions.

In Chapter One we mentioned cover and intensity of Home Help service. In Chapter
Three cover (i.e., percentage of population over 65 years in receipt of Home Help) was
described. It was found that there were fluctuations in cover among health board regions.

We can see that for our respondents intensity of service ranged from one to 56 hours per
week (6.5 hours) and from one to seven days (4 days). In this instance also intensity
seems to vary within and between health boards.

6.14: Average and range of clients’ monthly contributions towards
the Home Help service by area

Statutory/Rural Voluntary/Urban

x Range x Range

Monthly contribution 25.1 £4.00 - £52.00 5.8 £3.00 - £20.00

Rural respondents N =26, Urban respondents N = 81; (some rural respondents would
not say how much they paid)

Amount of Financial Contribution Towards the Home Help Service: This variable is
specific to the survey. Only 32 per cent (32/100) of statutory/rural respondents reported
paying a financial contribution towards the service (and only 26 of them would say how

much that contribution was) whereas 85 per cent (81/95) of voluntary/urban respondents
did so. Table 6.14 gives a breakdown by statutory/rural-voluntary/urban of the average
and range of clients’ monthly contributions towards the service by area.

In the rural area because the rate of pay for Home Helps was £1.00 per hour, respondents
were encouraged to match the health board’s contribution towards Home Helps’ wages. It
is not clear if our rural respondents considered this a private matter between themselves

and their Home Help and therefore were reluctant to report it or whether their
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reluctance was for other reasons. This table reveals that the average and range of

contributions is considerably higher in the rural area. In addition, rural respondents paid
significantly more (t = -7.196, df = 25.9, p <0.001) but were less likely to pay for Home
Help than urban respondents (Chi Square = 56.718, df = 1, p < 0.001). Stepwise multiple
regression was performed on the survey data from the urban area (the number

contributing towards the service in the rural area was too small). The model used the
demographic variables outlined above as independent variables and the amount
contributed towards Home Help was the dependent variable. This analysis produced three
variables (adjusted weekly income, marital status and number of people in household) but

they only accounted for 43 per cent of the variance. This finding suggests that although
these three variables are taken into account when assessing the amount clients should
contribute towards the service there are anomalies in assessing client contribution

amounts within community care areas.

Summary: In this subsection, we discovered that differences in age and health produced
differences in number of years in receipt of Home Help (which is to be expected). The

main reasons for interruptions in service were hospitalisation and, for urban clients only,
changes in personnel. There are differences in the number of days but not hours per week
that Home Help clients receive in different community care areas (but not a
statutory/voluntary organisation difference). There is a statutory/ voluntary organisation

difference in the contributions, if any, clients pay towards the service. The disappointing
results from the several stepwise multiple regression analyses performed revealed that
criteria other than the ones in our models are operating in determining how much Home

Help is received and what criteria are used to evaluate amounts of financial contributions
towards the service.

6.4(c) Respondents’ Perceptions of the Home Help Service
In this subsection we examine our respondents’ perceptions of the tasks their Home Help
performs for them and their relationship with their Home Help.

Tasks Performed by Home Helps: Respondents in both studies discussed tasks their

Home Help performed for them. Respondents in the qualitative study were not prompted
by a list of tasks but mentioned them spontaneously and tended to be vague about them.
In the survey we used
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a checklist to ascertain the tasks Home Helps performed. Because of this we will report

only on tasks from the survey. We have divided the tasks performed by Home Helps into:
(a) instrumental within the home, (b) instrumental outside the home, and (c) personal
care. Table 6.15 gives a breakdown of tasks in these three categories carried out by Home
Helps as reported by elderly respondents. (A more detailed account of tasks and who

performs them for elderly people is contained in Table 6.9a in the appendix to this
chapter.)

This table reveals that most respondents reported their Home Helps engaging in

instrumental tasks inside and outside the home. In addition, 51 per cent (99/195) of
respondents - 68 per cent (68/100) rural and 33 per cent (31/95) urban - report their Home
Help engages in some type of personal care.

Table 6.15: Types of tasks performed by Home Helps by area,
number and percentage

Types of Tasks Rural Urban Total

N % N % N %

Instrumental within the home 94 94.0 68 71.6 162 83.1

Instrumental outside the  home 71 71.0 80 84.2 151 77.4

Personal care 68 68.0 31 32.6 99 50.8

Rural respondents N=100, Urban respondents N=95

In the qualitative study we found that in rural areas Home Helps engaged more in tasks
within the home but performed less tasks outside the home than their urban counterparts.
This finding was replicated in our survey. In this instance we found significant

differences between the two areas and therefore between a statutory versus a voluntary
organisation. Concerning tasks inside the home, more rural respondents reported Home
Helps engaging in these tasks (Chi Square = 17.4, df = 1, p < 0.001) while engaging in

less tasks outside the home than their urban counterparts (Chi Square =4.9, df = 1, p
<0.02). This finding makes sense in the rural/urban context as it would be more difficult
for rural Home Helps to ‘slip around to the shops’ for messages for their client.
Statutory/rural Home Helps also engaged in significantly more personal care than those

in the urban area (Chi Square = 24.4, df = 1, p < 0.001). This result may be because their
clients were significantly older than those in the voluntary/urban area and not a genuine
statutory/voluntary difference.
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We also looked at tasks by gender. Table 6.16 gives a breakdown of this analysis.

We found no gender differences for any of the tasks performed by Home Helps. In
relation to personal care we found that slightly more women (54 per cent, 83/155)
reported receiving personal care than men (40 per cent, 16/40). As tasks performed by

Home Helps and others were used to compute levels of dependency in the survey it
would be meaningless to examine whether dependency predicts amount of tasks.
However, neither health nor mobility were good predictors of receiving personal care.

Table 6.16: Types of tasks performed by Home Helps by gender,
number and percentage

Types of Tasks Men Women Total

N % N % N %

Instrumental within the home 32 80.0 130 83.9 162 83.1

Instrumental outside the home 31 77.5 120 77.4 151 77.4

Personal care 16 40. 0 83 53.5 99 50.8

Men N = 40, Women N = 155

Respondents were very aware of the willingness of their Home Help to perform any tasks
they were requested to do. Mrs. Shine reflects the views of many respondents:

Actually [Home Help] would do anything I’d ask her. She’s very good like that,
she’s a good neighbour.

In the qualitative study 23 per cent (7/30) and in the survey 25 per cent (25/100) of rural

and seven per cent (7/95) of urban respondents reported that their Home Help took their
laundry home and washed it for them in their washing machine - some, not all, paid for
this additional service. Other tasks reported (in the survey only) were that 23 per cent

(44/195) of Home Helps sometimes/always cooked food in their own home and brought
it to respondents and 14 per cent (28/195) of respondents reported their Home Help had
visited them in hospital.

Social Interaction: In Chapters Four and Five Home Help Organisers and Home Helps
mentioned the importance of social interaction with elderly clients. In Chapter Five
Home Helps perceived that many of their clients were lonely. We now examine the
importance of social interaction from our elderly respondents’ point of view. This

variable relates only to
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respondents’ answers to the question in the survey ‘How important is your Home Help

chatting to you’? Table 6.17 gives a breakdown of respondents’ perception of the
importance of their Home Help chatting to them.

Table 6.17: Importance/unimportance of social interaction with Home Help by
area, number and percentage

Degree of Importance/ Rural Urban Total
Unimportance

N % N % N %

Very important 52 54.7 72 75.9 124 63.6

Somewhat important 35 36.8 16 16.8 51 26.1

Not important at all 8 8.4 6 6.3 14 7.2

NA/Missing values 5 5.0 1 1.0 6 3.1

Rural respondents N = 100, Urban respondents N = 95

This table reveals just how important social interaction with their Home Help is to our
elderly respondents. Overall 64 per cent (124/195) claimed it was very important. If we

collapse the categories ‘very important’ and ‘somewhat important’ this percentage rises
to 90 per cent (175/195). There are some variations between rural and urban respondents
in degree of importance of social interaction with 52 per cent (52/100) of rural and 76 per
cent (72/95) of urban respondents selecting ‘very important’. However, when the

categories are collapsed we find that 92 per cent (92/100) of rural and 97 per cent (92/95)
of urban respondents find social interaction important to some degree. This result may be
partially explained by reticence on the part of our rural respondents to be as effusive as
their urban counterparts. When we controlled for area and gender there were no

differences in respondents’ perceptions of the importance of social interaction.

Degree Clients Relate to Their Home Helps: This variable is common to respondents in

both studies. In the qualitative study this variable was constructed from information
supplied spontaneously by respondents. (See Chapter Two.) When respondents talked
about how they related to (liked) their Home Help it became evident that many of them
actually loved them as a daughter or member of their family. Although respondents in the

qualitative study were given free rein to voice their opinions on how well they related to
their Home Help, saying that they loved or were fond of them is not unique to this study.
On many occasions, survey interviewers wrote opposite this question similar
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remarks to those we record below. Table 6.18 gives a breakdown of this variable by

response type, area, number and percentage responding.

6.18: Degree clients related to their Home Help by area, actual number and
percentage

Study Degree Rural Urban Total

N % N % N %

Qualitative Extremely well 5 33 8 53 13 43.3

Very well 10 67 6 40 16 53.4

Not very well 0  0 1  7 1 3.3

Extremely badly 0  0 0  0 0 0.0

Survey Extremely well 61 61.0 67 70.6 128 65.6

Very well 34 34.0 26 27.4 60 30.8

Not very well 2 2.0 1 1.0 3 1.5

Extremely badly 0 0.0 0 0.0 0 0.0

Missing values6 3 3.0 1 1.0 4 2.1

Qualitative Study: Rural respondents N = 15, Urban respondents N = 15;
Survey: Rural respondents N = 100, Urban respondents N = 95

This table reveals that overall our respondents, with minuscule exceptions, get on very
well with their Home Helps. In the qualitative study and survey there were no area or
gender differences for this variable.

When we compare respondents from the qualitative study and survey we find in this
instance that survey respondents are likely to express greater liking for their Home Help
than those in the qualitative study (Mann-Whitney U = 2160.5, df = 1, p = 0.006). This
result may be a reflection of the rater’s stringent coding criteria rather than genuine

differences.

It is very apparent that our respondents are very fond of their Home Helps and in most

instances have a very good relationship with them. In the qualitative study coding the
difference between relating to Home Helps ‘extremely well’ and ‘very well’ was that in
the ‘extremely well’ category, respondents were, to say the least, effusive when
describing how highly they regarded their Home Helps. (See Chapter Two for coding

criteria.) Mrs. Joyce is typical of this category:
6 Except where otherwise stated Qualitative study clients N = 30, Non-recipients N=10, Survey respondents

N = 195.
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[Home Help] takes over here as if it is her own home and so she looks after it like

that.... So she is just another daughter to me, that’s the best way of saying it.

The company provided by Home Helps was remarked on by many respondents. Mrs.
O’Kane’s remark is a good example:

Once [Home Help] comes in the morning, well she’s a breath of air, and she brings
in what news there is from outside.

Mr. Davis, a retired musician, was very appreciative of his Home Help’s knowledge of
music:

She is absolutely perfect ... she is in [a choral group] and we have various chats on
music - ah lovely! ... she brings me programmes when there are concerts ... to have a
look. Oh she is ajewel, there’s no doubt about it.

This degree of liking for Home Helps may be partially explained by the ‘art’ of matching
client with Home Help described by Home Help Organisers in Chapter Four. Mr. Davis’s
remark highlights a successful match. The results of this study confirm the effectiveness
of this ‘art’.

Respondents’ Overall Degree of Satisfaction with the Home Help Service: This variable
was common to both studies. In the qualitative study these data were extracted from

spontaneous comments made by respondents and coded later into a four-point scale (See
Chapter Two). In the survey respondents were asked ‘Overall, how satisfied or
dissatisfied are you with the Home Help service you receive’? Table 6.19 gives a
breakdown of respondents’ satisfaction/ dissatisfaction with the service by study, area

number and percentage responding.

This table is striking because 97 per cent (29/30) of respondents in the qualitative study
and 90 per cent (175/195) of respondents in the survey were either very or somewhat

satisfied with the Home Help service. It is remarkable that so few clients expressed
dissatisfaction with the service. In the qualitative study when we controlled for area and
gender we found no difference on these variables. This finding was replicated for the

survey and overall in comparing the responses from qualitative study and survey. It was
quite apparent that there is a high degree of satisfaction with the Home Help service. Mrs.
O’Brien’s satisfaction with the service is expressed thus:
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I’m on the pig’s back, I never was so lucky in my life because she [Home Help] is so

good and she’d do anything for you that you want.

Mrs. Lyons explains how important the service is to her:

I really couldn’t manage without a Home Help, I couldn’t make my bed … and there
are lots of other things I couldn’t do.

Table 6.19: Satisfaction/dissatisfaction with the Home Help service by rural
and urban area, actual number and percentage

Study Degree of Satisfaction Urban Rural Total

 with Home Help Service N % N % N %

  Qualitative Very Satisfied 9 60.0 7 47.0 16 54.0

 Somewhat Satisfied 5 33.0 8 53.0 13 43.0

Somewhat Dissatisfied 1 7.0 0 0.0 1 3.0

Very Dissatisfied 0 0.0 0 0.0 0 0.0

   Survey Very Satisfied 74 74.0 70 73.7 144 73.8

 Somewhat Satisfied 19 19.0 12 12.6 31 16.0

Somewhat Dissatisfied 5 5.0 8 8.4 13 6.7

Very Dissatisfied 2 2.0 5 5.3 7 3.5

Qualitative study: Rural area N = 15, Urban area N = 15; Survey: Rural area N = 100,
Urban area N = 95

Summary: Our respondents’ Home Helps assist them with many of the tasks of daily
living inside and outside the home. They also engage in some personal care. An
important element of the service to our respondents is the social interaction they have
with their Home Helps. That there should be differences in degree of liking between the

qualitative study and the survey is surprising and over-stringent criteria imposed upon the
responses of respondents in the former study may partly explain this difference.
Regardless of differences in degree of liking their Home Helps our respondents are
enormously appreciative and grateful for the Home Help service in general and the care

they receive from their Home Help in particular. It was unmistakable to the interviewers
in both studies that without the intervention of these committed and dedicated carers
many of the recipients of Home Help would not be able to maintain themselves in their

own homes with a degree of independence and dignity. In addition, many of the
respondents are aware of this fact and were doubly grateful on account of it.
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6.4(d) Areas of Dissatisfaction with the Home Help Service

In this subsection we examine our respondents’ comments on aspects of the Home Help
service with which they were dissatisfied, the tasks they would like to have performed for
them that for various reasons are not done now, and their knowledge of the mechanisms

available to them if they need to complain about any aspects of the service. In most
instances these variables only relate to respondents in the survey.

Table 6.20: Respondents’ perceptions of adequacy of Home Help time by area,
number and percentage

Rating Scale Rural Urban Total

 N % N    % N %

Very adequate 72 72.0 47  49.5 119 61.0

      Not at all adequate 12 12.0 22  23.2 34 17.5

Somewhat adequate 16 16.0 25 26.3 41 21.0

Missing values 0 0.0 1 1.0 1 0.5

Rural respondents N = 100, Urban respondents N= 95

Insufficient Home Help Time: In the survey we asked respondents if they considered the
number of hours per week were adequate to meet their needs. Table 6.20 gives a

breakdown of our respondents’ perceptions of inadequacies in Home Help time.

We can see from this table that overall 61 per cent of respondents consider the hours very
adequate. However, when we compare statutory/rural and voluntary/urban responses

differences begin to emerge. Urban respondents were more likely to be dissatisfied with
the amount of Home Help time they were receiving (Mann-Whitney U = 5689.5, df = 1, p
= 0.004).

In the qualitative study insufficient Home Help time was also an area of discontent which
emerged spontaneously and was mentioned by 20 per cent (6/30) of respondents (five
rural and one urban). This is another indication of differences in service provision within

and between health boards and possibly between statutory and voluntary service
providers. However, some respondents were aware that their Home Help spends more
time than is formally allocated to take care of their needs. Mrs. Crowe explains:

Well [Home Help] comes in here at 10, and she is only allowed an hour... and later in
the day, if possible, ... she would come back...
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it would be [in the] evening, ‘tis beyond her work, because she is only allowed an

hour.

In the survey we asked respondents who considered the amount of Home Help time they
were receiving was somewhat, to not at all adequate (38 per cent, 75/195) how many

hours per day and days per week of Home Help time they would consider adequate.
Table 6.21 gives the data for their replies.

Table 6.21: Number of hours per day and days per week of Home Help would be
considered adequate

Statutory/Rural Voluntary/Urban

x Range x Range

Adequate days per week 5.6 3 - 7 4.6 1 – 7

Adequate hours per day 2.3 1 - 6 2.1 1 - 5

Days: Rural respondents N = 21, Urban respondents N =47; Hours: Rural respondents N

= 22, Urban respondents N = 48

It is interesting that although significantly more urban respondents were dissatisfied with

amounts of Home Help time they received, rural respondents would like significantly
more days (but not hours) of Home Help than their urban counterparts (t = -2.422, df =
32.9, p = 0.021).

Need for the Performance of Additional Tasks: In the survey we asked our respondents
‘Are there any tasks your Home Help does not perform at present that you would like
him/her to do’? Only 12 per cent (23/195) of respondents (three per cent, 3/100 rural and
21 per cent, 20/95 urban) perceived the need for additional tasks to be performed. These

tasks comprised generally instrumental tasks such as hanging out washing and vacuum
cleaning.

Other Areas of Dissatisfaction: Further along in the questionnaire we asked respondents
in the survey if there were any aspects of the service with which they were dissatisfied.
Overall 19 per cent (38/105) reported some dissatisfaction with the service. If we
compare the two areas we find that there were six per cent (6/100) of rural respondents

and 34 cent (32/95) of urban respondents were dissatisfied. The main reasons for
dissatisfaction were: insufficient amount of Home Help time (one per cent, 1/100 rural;
18 per cent, 17/95 rural), and financial dissatisfaction, including having to pay too much
for the service or a neighbour getting
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the service for less than they were (three per cent, 3/100 rural; seven per cent, 7/95

urban).

We also asked the 19 per cent (38/105) of respondents who were dissatisfied if they had
reported their dissatisfaction to anybody. Overall 68 per cent (26/38) had reported their

dissatisfaction which means that 32 per cent (12/38) did not or did not remember if they
had.

Of those who did report their dissatisfaction, three statutory/rural respondents reported it

to their Public Health Nurse. Two voluntary/urban respondents spoke to their Home
Help, 22 to their Home Help Organiser and none to their Public Health Nurse. Overall,
only three of the respondents, all urban, were satisfied to somewhat satisfied with the

outcome. The three statutory/rural and 18 voluntary/urban respondents who complained
were somewhat dissatisfied with the outcome. Three urban respondents were awaiting the
outcome of their complaint.

If Respondent Ever Became Dissatisfied with Service: We also wanted to discover if our
respondents were aware of any mechanism for reporting dissatisfaction if for some reason
they had a complaint. We asked them ‘If you were ever dissatisfied about any aspect of
the service who would you contact’? Table 6.22 gives a breakdown of the person to

whom elderly people believed they should report dissatisfaction with the Home Help
service.
Table 6.22: Person to whom respondent would report dissatisfaction with the Home

Help service by area, number and percentage

Rural Urban Total

Would report dissatisfaction to N % N % N %

Home Help 5 5.0 18 18.9 23 11.8

Home Help Organiser 3 3.0 39 41.1 42 21.5

Public Health Nurse 49 49.0 3 3.2 52 26.7

The Doctor 23 23.0 1 1.0 24 12.3

Other 17 17.0 3 3.2 20 10.3

Don’t know/Missing values 3 3.0 31 32.6 34 17.4

Rural respondents N=100, Urban respondents N= 95

This table reveals that overall the Public Health Nurse is the person most heavily cited
(27 per cent, 52/195) as the person to whom complaints should be addressed, closely

followed by the Home Help Organiser (21 per cent, 42/195). When we compare rural and
urban areas we see a
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pattern similar to that running through the rest of this chapter - rural respondents cited the

Public Health Nurse most frequently (49 per cent, 49/100) and urban respondents the
Home Help Organiser (41 per cent, 39/95). This result is a reflection of the different
models of service delivery outlined in Chapter Three.

Who Monitors the Home Help Service: We also wanted to discover if our respondents
perceived that the service was being monitored. In the survey only we asked respondents
‘Did anybody ever call to check if you are satisfied with the service’? Overall, only 12
per cent (12/100) of rural respondents and 37 per cent (35/95) of urban respondents said

that somebody had called to monitor the service.

We also asked respondents who called to monitor the service. Table 6.23 gives a

breakdown of their perceptions of who called. This table reveals that overall 72 per cent
(140/195) of respondents did not perceive the service being monitored. When area
comparisons are made we discover that 82 per cent (82/100) of rural respondents and 61
per cent (58/95) of urban respondents do not perceive the service as being monitored. In

fact only seven per cent (7/100) of rural and 38 per cent (36/95) of urban respondents said
their Home Help Organiser called to monitor the service. Ten per cent of rural (10400)
and one per cent (1/95) of urban respondents said their Public Health Nurse called to
monitor the service. This result indicates a very low perception of service monitoring. In

addition, although numbers are small, few rural respondents perceived the Public Health
Nurse as currently monitoring the service.

Table 6.23: Person who called to monitor the Home Help service by area,
number and percentage

Rural Urban Total

Who Monitors the
Home Help Service N % N % N %

Home Help Organiser 7 7.0 36 37.9 43 22.1

Public Health Nurse 10 10.0 1 1.0 11 5.6

Other 1 1.0 0 0.0 1 0.5

Don’t know 0 0.0 3 3.2 3 1.5

NA/Missing values 82 82.0 55 57.9 137 70.3

Rural respondents N = 100, Urban respondents N = 95

In another section of the questionnaire we asked respondents how often they had contact
with various people including Home Help Organiser and Public Health Nurse. In that

instance we got the results outlined in Table 6.24.
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Table 6.24: Respondents reporting the frequency of visits from Home Help
Organiser and Public Health Nurse by area, number and percentage

Frequency of Visits Home Help Organiser Public Health Nurse

Rural Urban Total Rural Urban Total

N % N % N % N % N % N %

Daily 0 0.0 0 0.0 0 0.0 0 0.0 3 3.1 3 1.5

Every 2-3 days 0 0.0 0 0.0 0 0.0 2 2.0 5 5.2 7 3.6

Weekly 0 0.0 0 0.0 0 0.0 13 13.0 4 4.2 17 8.7

Fortnightly/monthly 0 0.0 80 84.2 80 41.0 48 48.0 12 12.6 60 30.8

Few times a year 42 42.0 4 4.2 46 23.6 29 29.0 15 15.8 44 22.6

Less than yearly 42 42.0 3 3.2 45 23.1 5 5.0 20 21.1 25 12.8

Never 15 15.0 4 4.2 19 9.7 2 2.0 32 33.8 34 17.4

N/A Missing values 1 1.0 4 4.2 5 2.6 1 1.0 4 4.2 5 2.6

Rural respondents N =100, Urban respondents N= 95.

From this table we can see that overall 65 per cent of respondents (126/195) perceived
their Home Help Organiser called between fortnightly/monthly to a few times a year. By
comparison 67 per cent (131/195) of respondents perceived their Public Health Nurse
called daily to a few times a year. When we examine statutory/rural and voluntary /urban

responses separately we find that 42 per cent (42/100) of rural respondents and 88 per
cent (84/95) of urban respondents perceived their Home Help Organiser called between
fortnightly/monthly to a few times a year. Public Health Nurses were perceived by rural
respondents to call every 2-3 days to a few times a year in 92 per cent of cases (92/100).

In urban areas 41 per cent (39/95) perceived their Public Health Nurse called daily to a
few times a year.

This pattern of visiting Home Help clients is what we would expect given that Public
Health Nurses are responsible for the day-to-day running of the service in the rural area.
It may also be a reflection that the rural sample was older and therefore needed more
nursing care than the urban sample. What is puzzling is why so few of our respondents

perceived neither Public Heath Nurses nor Home Help Organisers to be monitoring the
service during these visits.

Summary: Dissatisfaction with the Home Help service was minimal, and mainly

concerned the amount of Home Help time received and dissatisfaction over financial
contributions clients had been asked to make
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towards the service. This latter dissatisfaction was usually preceded by respondents

networking with a neighbour or friend who was contributing less than they were. More
respondents experienced dissatisfaction than reported it. Those who did or would report a
dissatisfaction reflected a trend common throughout this chapter, that rural respondents in
the survey would contact their Public Health Nurse while urban respondents would

complain to their Home Help or Home Help Organiser.

Many respondents were not aware of any monitoring of the Home Help service taking
place, although most saw a Home Help Organiser or a Public Health Nurse fairly

regularly. Why this is so is puzzling and may be something that the service needs to
redress.

6.4(e) Other Aspects of Service Provision

In this subsection we examine if respondents consider they should have to pay for the
Home Help service, what additional types of Home Help service would be of use to them

and if they would be willing to pay for these extra services and finally we asked our
respondents if the Home Help service was stopped what would they do.

Should the Home Help Service be Free of Charge?: We asked our respondents if in

their opinion elderly people receiving Home Help should have to pay for the service.
Table 6.25 gives a breakdown of their answers to this question.

This table reveals that 60 per cent (117/195) of respondents believe that elderly people
should not have to pay for the Home Help service and 19 per cent (38/195) consider that
elderly people should only pay a contribution towards the cost of the service if they can
afford it. (This result reflects the views of some of the Home Helps in Chapter Five.)

When we examine differences in patterns of responding between rural and urban
respondents we see that it is the rural respondents (71 per cent, 71/100) who are most in
favour of a free service, while for urban respondents, although 48 per cent (46/95) favour
a free service - the choice of answer is distributed over several categories.

Respondents were asked if they would be in favour of a means test to determine ability to
pay for the service. Overall only 16 per cent (32/195) were in favour of this strategy of

which six per cent (6/100) were rural and 26 per cent (27/95) were urban respondents.
This result may reflect our
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urban respondents’ greater awareness of contribution anomalies outlined above.

Table 6.25: Responses to whether Home Help clients should have to pay
for the service by area, number and percentage responding.

Response Rural Urban Total

N % N % N %

Pay for service completely 0 0.0 0 0.0 0 0.0

Pay a contribution towards the cost 1 1.0 10 10.5 11 5.6
of the service

Pay for the service completely 4 4.0 11 11.6 15 7.7
 if they can afford it

Pay a contribution towards the cost 16 16.0 22 23.2 38 19.5
of the service if they can afford it

Not have to pay at all 71 71.0 46 48.4 117 60.1

Other 0 0.0 3 3.2 3 1.5

Don’t know/Missing values 8 8.0 3 3.1 11 5.6

Rural respondents N = 100, Urban respondents N = 95

The Usefulness of Additional Services: We wished to discover if twilight, night and

weekend services would be valuable to our respondents. In the survey we asked them if
these services would be useful. Table 6.26 gives a breakdown of respondents’ answers
concerning the usefulness or otherwise to them of the three additional services.

Table 6.26 Perceptions of usefulness of twilight, night and weekend services by area,
number and percentage answering

Type of Additional  Usefulness Rural Urban Total

     Service N % N % N %
Very 21 21.0 18 18.9 39 20.0

Twilight Service Somewhat 22 22.0 9 9.5 31 15.9

Not/would not need 57 57.0 68 71.6 125 64.1

Very 25 25.0 23 24.2 48 24.6

 Night Sitting Somewhat 22 22.0 6 6.3 28 14.4

Not/would not need 53 53.0 66 69.5 119 61.0

Very 20 20.0 27 28.4 47 24.1

Weekend Service Somewhat 17 17.0 11 11.6 28 14.4

Not/would not need 63 63.0 57 60.0 120 61.5

Rural respondents N = 100, urban respondents N = 95
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From this table we see that one third of our respondents would find the additional

services very or somewhat useful. In this instance also, as throughout this chapter,
demographic variables such as dependency levels, health and mobility did not predict
respondents’ perception of the usefulness of extra services.

We also asked the 90 respondents -48 rural and 42 urban - who considered the services
would be very or somewhat useful if they would be willing to pay for them. Overall 63
per cent (57/90) would be willing to pay or pay if they could afford it. When we examine
the data by area we find that 71 per cent (34/48) of rural respondents would be willing to

pay or would pay if they could afford it while in the urban area 55 per cent (23/42) chose
the same categories of response. It may be that as urban respondents are more likely to
have to pay for Home Help than their rural counterparts they therefore consider

themselves unable to afford any more outgoings.

If the Home Help Service was Stopped: This question was asked of respondents to the
survey only. It caused consternation and alarm. Interviewers had at times to go to great

pains to reassure respondents that this was unlikely to happen - another indication of just
how important the service is to elderly people. Table 6.27 gives a breakdown of our
respondents answers.

Table 6.27: What respondent would do if Home Help service were stopped by
area, number and percentage responding

     Response Rural Urban Total

N % N % N %

Get help from a relative 25 25.0 6 6.3 31 15.9

Try to get service privately 6 6.0 17 17.9 23 11.5

Go into a nursing home 15 15.0 4 4.2 19 9.8

Try to manage on own 41 41.0 33 34.5 74 37.9

Other 1 1.0 12 12.6 13 6.7

Don’t know 12 12.0 23 24.2 35 17.9

Rural respondents N = 100, Urban respondents N = 95

Overall 38 per cent (74/195) of respondents said they would try to manage on their own
and a further 18 per cent (35/195) said they did not know what they would do. There
were slightly more rural than urban respondents in both these categories. The next most
popular choice of answer is get help from a relative (16 per cent, 31/195). However rural
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respondents (25 per cent, 25/100) were more likely than urban respondents (six per cent,

6/95) to choose this answer. Eighteen per cent (17/95) of urban respondents and only six
per cent (6/100) of rural respondents would try to get the service privately. In addition
more rural than urban respondents would choose to go into a nursing home.

Summary: Most respondents believe the Home Help service should be free to elderly
people, or if payment is required then only people who can afford to should pay.

Although only around one third of elderly people would find the addition of twilight,

night and weekend service valuable at present. We cannot say if and for what reason
some time in the future the addition of these services might become more important to
our respondents.

Alarm and despondency was aroused by the notion that the Home Help service could be
stopped. That many people would consider trying to cope on their own is indicative of an
innate sense of independence and how the Home Help service plays a part in maintaining

this.

6.5 Conclusions

In this chapter we reported the perceptions of 220 clients, 10 non-recipients of Home
Help and seven informal carers. They are a heterogenous group of people displaying a

multiplicity of demographic differences within and between studies and areas. The
research, which used two different methodologies, was conducted in four community
care areas, two rural and two urban. In the rural area where the survey was conducted the
service is provided by a statutory organisation, in the other three areas service provision

is by a voluntary organisation.

Differences were found in the day-to-day running of the service between the statutory
and the three voluntary organisations. In the area where service provision is by a statutory

organisation it was evident that the Public Health Nurse was the main conduit of Home
Help - for informing and introducing the service and for recruiting Home Helps.
However, the Public Health Nurse was not perceived to any great extent to be responsible

for monitoring the service.

In the area of service delivery, some urban clients reported they did not
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get the service immediately upon application. Given that most respondents applied for the

service because of a cataclysmic event this result may reveal a serious flaw in service
initiation.

Non-recipients of Home Help decided on their own initiative not to avail of the service

for several reasons, and although at the time they were interviewed they were
instrumentally less dependent than clients of Home Help it seemed, from their
perceptions at least, this factor did not influence, to any great extent, their decision
against accepting the Home Help service. All but one of the informal carers not in receipt

of Home Help had not considered applying for the service.

That age predicts number of years of Home Help service is not surprising. What is

surprising is that none of the demographic variables could predict with any confidence
such factors as intensity of Home Help and indicated anomalies in the amount the client
contributes towards the service. Nor could they predict many of the other variables
concerning the operation of the service throughout this chapter. The reason for the

inability of this study to determine predictors for these aspects of Home Help service
provision is, what we have already explained in Chapters Three and Four, that the service
has evolved in an ad hoc manner with little formalised standardisation in criteria for
service eligibility and provision. However, in its favour, it seems it is not provided and

operated on a list of criteria built around some medical or sociological model but on other
considerations which are beyond the scope of this study.

When respondents evaluated the Home Help service, they talked about the tasks their
Home Helps performs for them and the important role social contact plays in their lives.
In Section 6.3(a) we wondered if disparate backgrounds would lead to differences of
perceptions of, and thereby appreciation for, the service. We now can say categorically

that the majority of our respondents from all areas and backgrounds are highly
appreciative of the Home Help service and grateful for the care and attention their
beloved Home Helps lavish on them. The degree of liking clients professed for their
Home Helps may, in part, be due to the successful ‘art’ of matching Home Helps to

clients (mentioned by Home Help Organisers in Chapter Four).

The amount of dissatisfaction with the Home Help service was small and the number of

complaints few. One complaint concerned amounts of
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Home Help time available but was tempered by some respondents saying they were

aware that their Home Helps spent more than the time allocated and paid for to take care
of their needs. Another dissatisfaction was respondents’ perceptions of unexplained
differences between them in their contributions towards the service. The latter finding
highlights the idiosyncratic nature of assessments of contribution amounts operating in

the service at present both in and between health boards.

Many respondents perceived that service monitoring was not taking place. However, they
did report that they received visits from either or both Home Help Organiser and Public

Health Nurse at least yearly. That these visits were not perceived as service monitoring is
indicative that a more overt approach might be conducive to heightening clients’
awareness of the process. This in turn might generate more client feedback on service

provision which could only enhance what is already a client-centred service.

Most of our respondents considered the Home Help service should be free or if not free
that only clients who could afford to do so should be asked to make contributions.

However, most respondents were not in favour of a means test to determine eligibility for
a free service.

Currently only one third of respondents would find extra services such as twilight, night

and weekend services of value and only one third of those perceiving these services
useful would be willing to pay a contribution towards them. However, as our population
ages and informal carers diminish as family demographics change these services

increasingly may become more in demand.

Finally, our question concerning the hypothetical notion that the Home Help service
might be stopped caused alarm. The emotions it generated served to confirm our findings

of elderly people’s great need and reliance on the Home Help service for the maintenance
of their dignity, independence and quality of life in the familiar surroundings of their own
homes and in their own communities.
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Appendix to Chapter Six:

Demographic Characteristics of the Two Studies7

Table A6.1: Gender and marital status composition of qualitative study
and survey by number and percentage

Marital Status

Study Gender Single Married Widowed Total
Type

Rural Urban Rural Urban Rural Urban

N % N % N % N % N % N % Men women

Qualitative Men 1 16.6 0 0.0 0 0.0 2 33.3 5 83.4 4 66.7 6 6
Study

Clients Women 1 11.1 3 33.3 2 22.2 2 22.2 6 66.7 4 44.4 9 9

Qualitative  Men 0 0.0 0 0.0 0 0.0 2 66.6 0 0.0 1 33.3 0  3
  Study
  Non-

 Recipients Women 1 20.0 1 33.3 3 60.0 0 0.0 1 20.0 1 20.0 5  3

Survey Men 10 10 6 6.3 4 4.0 4 4.2 8 8.0 8 8.4 22 18

Clients Women 20 20 11 11.6 13 13.0 18 18.9 45 45.0 48 50.5 78 77

Table A6.2: Age profile of the qualitative study and survey

Rural Urban

Variable Study Recipients Non-recipients Recipients Non recipients

x Range x Range x Range x Range

Age Qualitative 78 68-84 74 72-78 86 78-93 80 68-90

Survey 79 65-95 - - 78 66-94 - -

7 Except where otherwise stated Qualitative study clients N = 30, Non-recipients N = 10, Survey respondents N = 195.
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Table A6.3a: Demographic profile of the qualitative study

Rural Urban

Study Variable Category Non- Non-
Recipients Recipients Recipients Recipients

N % N % N % N %
 Marital Married 2 13 3 60 4 27 2 40
Status

Widowed 11 74 1 20 8 53 2 40

Single 2 13 1 20 3 20 1 20

Qualitative Social Professional 1 7 0 0 1 7 3 60

Study Class
Non- professional 6 40 3 60 6 40 0 0

Manual 8 53 2 40 8 53 2 40

Type of With Spouse 2 13 3 60 4 27 3 60
Household*

Alone 10 67 1 20 10 67 2 40

Other 3 20 1 20 1 6 0 0

* Qf the urban recipients of Home Help one unmarried woman lived with her unmarried brother. The two
urban respondents who were non-recipients were widowed; one man lived with an unmarried son and one
woman lived with an even more elderly female relative of 96 and an unmarried son. One of the rural non-
recipients, a widow lived with a (psychotic) son.

Table A6.3b: Demographic profile of the survey respondents

Rural Urban  Total
Study Variable Category

N % N % N %

Marital Married 17 17.0 22 23.2 39 20.0
Status

Widowed 53 53.0 56 58.9 109 55.9

Single 30 30.0 17 17.9 47 24.1

Social Manual/farming 83 83.0 76 80.0 159 81.5
Class

Survey Non-professional 16 16.0 15 15.8 31 16.0

Professional 1 1.0 2 2.1 3 1.5

NA/Missing 0 0.0 2 2.1 2 1.0

Type of With Spouse 15 15.0 20 21.1 35 17.9
Household

Alone 67 67.0 65 68.4 132 67.8

Other 18 18.0 10 10.5 28 14.3
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Table A6.4: Income bands for survey respondents by area, number and percentage

Income

Income Bands Unadjusted Adjusted

Rural  Urban Total Rural Urban Total

  N % N % N % N % N % N %

Less than £50 weekly 3 3.0 0 0.0 3 1.5 21 21.0 9 9.5 30 15.4

£51 – 100 80 80.0 67 70.5 147 75.4 77 77.0 73 76.8 15.0 76.9

£101 – 150 15 15.0 19 20.0 34 17.4 2 2.0 12 12.6 14 7.2

£150+ 2 2.0 9 9.5 11 5.7 0 0.0 1 1.0 1  0.5

Rural respondents N=100, Urban respondents N=95

Table A6.5: Survey respondents’ average (adjusted) incomes,
standard deviation, and range

Variable Rural Urban Total

x ∂ Range x ∂ Range x ∂ Range

£23.33- £23.33- £23.33-

Adjusted Income8 £59.50 17.6 £136.82 £74.43 26.7 £201.00 £66.77 23.7 £201.00

8 Income adjusted using EU poverty scale (see footnote 3 above).
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Table A6.6: Variables constructed from qualitative information supplied by
respondents, by area and group

Urban Rural

Non- Non-
Variables Rating Scale Recipients Recipients Recipients Recipients

N % N % N % N %

Health Bad 5 33 1 20 5 33 1 20

Poor 4 27 0 0 3 20 0 0

Fair 4 27 3 80 3 20 3 60

Good 2 13 1 20 4 27 1 20

Mobility Bedfast 0 0 0 0 1 7 0 0

In wheelchair 0 0 0 0 1 7 0 0

Uses walker 4 27 0 0 1 7 0 0

Uses cane/ 6 40 2 40 8 53 4 80
 unsteady

Fully mobile 5 33 3 60 4 27 1 20

Physical High 3 20 1 20 5 33 0 0
Dependency

Medium 7 47 0 0 4 27 3 60

Low 5 33 4 80 6 40 2 40

None 0 0 0 0 0 0 0 0

Instrumental High 7 47 1 20 6 40 0 0
Dependency

Medium 5 33 1 20 6 40 3 60

Low 3 20 3 60 3 20 2 40

None 0 0 0 0 0 0 0 0

Attitude Very positive 2 13 2 40 2 13 1 20

Towards
Life Positive 5 34 2 40 7 46 2 40

Stoical 2 13 0 0 4 27 1 20

Negative 4 27 0 0 1 7 0 0

Very negative 2 13 1 20 1 7 1 20
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Table A6.7: Variables similar to those in table A6.6 in the survey data set

Variables Rating Scale Urban Rural Total

N % N % N %

Health Very bad 5 5.0 8 8.4 13 6.8

Bad 12 12.0 21 22.1 33 16.9

Fair 48 48.0 36 38.0 84 43.1

Good 30 30.0 25 26.3 55 28.2

Very good 5 5.0 5 5.2 10 5.1

Mobility Bedfast 3 3.0 4 4.2 7 3.6

In wheelchair 8 8.0 6 6.3 14 7.2

Walker/crutches 9 9.0 15 15.8 24 12.3

Unsteady/uses cane 39 39.0 38 40.0 77 39.5

Fully mobile 41 41.0 32 33.7 73 37.4

Physical High 0 0.0 1 1.0 1 0.5
Dependency

Medium 4 4.0 3 3.2 7 3.6

Low 88 88.0 88 92.6 176 90.3

None 8 8.0 3 3.2 11 5.6

Instrumental High 32 32.0 19 20.0 51 26.1
Dependency

Medium 44 44.0 41 43.2 85 43.6

Low 24 24.0 35 36.8 59 30.3

None 0 0.0 0 0.0 0 0.0

Attitude Very positive 25 25.0 25 26.3 50 25.6
Towards Life

Positive 22 22.0 35 36.8 57 29.3

Stoical 28 28.0 13 13.8 41 21.0

Negative 14 14.0 12 12.6 26 13.3

Very negative 2 2.0 6 6.3 8 4.1

Missing values 9 9.0 4 4.0 13 6.7

Table A6.8: Averages, standard deviations and ranges for survey respondent on
instrumental and physical dependency scales

Type of Rural Urban Total

Dependency x ∂ Range  x  ∂ Range  x  ∂ Range

Instrumental 27.1 9.4 0.0-40.0 25.2 8.3 3.0-40.0 26.1 8.9 0.0-40.0

Physical 9.2 8.5 0.0-36.0 11.4 8.2 0.0-36.0 26.1 8.4 0.0-36.0
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Table 6.9a: Persons performing tasks for elderly Home Help clients by type and
percentage survey data only

Task Area HH performs task Other persons perform task

Never sometimes Always Family Neighbour Friend Respondent  Other Profes- Nobody/ N/A
pays sionals Can’t do

% % % % % % % % % % %

Instrumental Tasks Within the Home

Clean/                     R                          5.0               31.0              60.0               4.0                                                                                                                                                                      
tidy                         U                          4.2               12.6              83.2                                                                                                                                                                                          
Wash                      R                         14.0              42.0              39.0               5.0                                                                                                                                                                      
dishes                     U                         25.3              44.2              28.4               2.1                                                                                                                                                                      
Prepare                   R                         25.0              45.0              23.0               7.0                                                                                                                                                                      
food                        U                         34.7              30.5              15.8              10.5               1.1                                     4.0                1.1                2.1                                                             
Cook                       R                         32.0              41.0              20.0               7.0                                                                                                                                                                      
food                        U                         53.7              13.7               6.3               16.8               2.1                                     4.2                1.1                2.1                                                             
Make                      R                         16.0              33.0              48.0               3.0                                                                                                                                                                      
beds                        U                         23.2              42.1              31.6               3.2                                                                                                                                                                      
Change                   R                         10.0              30.0              58.0               2.0                                                                                                                                                                      
bed linen                 U                         14.7              47.4              29.5               7.4                                                          6.0                                                                                                       
Wash bed               R                         16.0              26.0              48.0               9.0                1.0                                                                                                                                                 
linen                       U                         38.9              17.9              10.5              23.2               1.1                1.1                7.4                                                                                                       
Wash                      R                         22.0              38.0              28.0              11.0               1.0                                                                                                                                                 
curtains                   U                         36.8              14.7               8.4               22.1               1.1                1.1               15.8                                                                                                      
Wash                      R                         17.0              24.0              48.0              10.0               1.0                                                                                                                                                 
clothes                    U                         47.4              18.9               9.5               20.0               1.1                                     2.1                                                                               1.1                   
Iron R                          9.0               33.0              36.0              11.0               1.0                                                                                                                                                 
                               U                         16.8              31.6              41.1               7.4                                                          1.1                                                          2.1                                        
Light the                 R                         21.0              30.0              39.0               8.0                                                                                                                                              2.0                   
fire                          U                          4.2                4.2               11.6               2.1                                                                                                                                             77.9                  
Bring in                  R                         22.0              18.0              47.0               9.0                1.0                                     1.0                                                                               2.0                   
fuel                         U                          4.2                4.2               11.6               2.1                                                                                                                                             77.9                  
Clean                      R                         23.0              53.0               8.0               15.0                                                         1.0                                                                                                       
Windows                U                         15.8              24.2               3.2               16.8               2.1                                    31.6                                                         5.3                1.0                   
Help with               R                         28.0              45.0               7.0               20.0                                                                                                                                                                     
decorating              U                          9.5                  -                  1.1               32.6               1.1                1.1               28.4               6.3                                    17.9               2.1                   
Lift heavy               R                         22.0              28.0              36.0              14.0                                                                                                                                                                     
weights                   U                          9.5               44.2               1.1               20.0              12.6               1.1                                     4.2                                     7.4                                         
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Table 6.9a: Persons performing tasks for elderly Home Help clients by type and percentage survey data
only – continued

Task Area HH performs task Other persons perform task

Never sometimes Always Family Neighbour Friend Respondent  Other Profes- Nobody/ N/A
pays sionals Can’t do

% % % % % % % % % % %

Instrumental Tasks Outside the Home

Shop R                         12.0              33.0              31.0              20.0               4.0                                                                                                                                                 
                               U                          8.4               34.7              45.3               8.4                2.1                1.1                                                                                                                            
Pay bills R                         26.0              26.0              21.0              21.0               5.0                1.0                                                                                                                            
                               U                         22.1              18.9              35.8              21.1               1.1                                                          1.1                                                                                  
Collect                    R                         23.0              18.0              27.0              23.0               6.0                1.0                                     1.0                                                           1.0                  
pension                   U                         23.2               8.4               37.9              26.3               2.1                1.1                                     1.1                                                                                  
Buy/collect             R                         15.0              36.0              25.0              19.0               4.0                1.0                                                                                                                            
prescription            U                         22.1              24.2              30.5              18.9               2.1                                                          1.1                1.1                                                             
Buy other               R                         17.0              38.0              22.0              17.0               4.0                1.0                                                                                                                            
medicines               U                         21.1              29.5              22.1              18.9               1.1                                                                               1.1                1.1                                         

Personal Care Tasks

Assist with             R                         61.0              21.0              15.0               2.0                                                                                                                                              1.0                   
bath/shower            U                         73.7              11.6               1.1                4.2                                     1.1                                                          7.4                1.1                                        
Wash hands            R                         68.0              17.0              11.0               3.0                                                                                                                                              1.0                   
and face                  U                         90.5               3.2                2.1                2.1                                                                                                    2.1                                                             
Use the                   R                         80.0              10.0               6.0                3.0                                                                                                                                              1.0                   
toilet                       U                         93.7               3.2                1.1                1.1                                                                                                    1.1                                                             
Wash hair R                         54.0              27.0               9.0                6.0                                                           2.0                                                         2.0                                        
                               U                         51.6               9.5                4.2               10.5                                                         20.0                                   3.2                1.1                                        
Cut                          R                         59.0              23.0               7.0                8.0                                                                                                                         3.0                                        
toenails                   U                         41.1               4.2                1.1                8.4                 1.1                                     1.1                1.1              38.9               1.1                                        
Dress and/or           R                         72.0              14.0              11.0               1.0                                                                                                                                                                      
undress                   U                         83.2               6.3                3.2                2.1                                                                                                    2.1                                     3.2                    
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Table 6.9a: Persons performing tasks for elderly Home Help clients by type and percentage survey
data only - continued

Task Area HH performs task Other persons perform task

Never sometimes Always Family Neighbour Friend Respondent  Other Profes- Nobody/ N/A
pays sionals Can’t do

% % % % % % % % % % %

Personal Care Tasks – continued

Dress sores/               R                      11.0               2.0                3.0                                      30               81.0                                                                                                                           
wounds                      U                     10.5               1.1                  -                                       74               81.1                                                                                                                           
Take presc.                R                      60.0              27.0              10.0                2.0                                                                                                    10                                                             
medicines                  U                     91.6               1.1                1.1                 1.1                                                         1.1                                     5.3                                                             
Take other                  R                      59.0              27.0               9.0                 1.0                                                                                                   4.0                                                             
medicines                  U                     83.2                 -                 1.1                 1.1                                                         1.1                2.1               11.6                                                            
Travel by                   R                      43.0               2.0                                                                                                    2.0                1.0               52.0                                                            
bus                             U                     58.9                 -                    -                  1.1                1.1               35.8               3.2                                                                                                       
Walk                          R                      82.0               9.0                2.0                1.0                6.0                                                                                                                                                 
outdoors                     U                     70.5               4.2                  -                  3.2                1.1               21.1                                                                                                                           
Walk                          R                      83.0              11.0               1.0                1.0                4.0                                                                                                                                                 
indoors                       U                     78.9              12.6                 -                  3.2                                     5.3                                                                                                                            
Sitor                           R                      77.0              15.0               7.0                1.0                                                                                                                                                                      
stand                          U                     82.1              11.6               2.1                3.2                1.1                                                                                                                                                 
Get in/out                  R                      78.0              15.0               6.0                1.0                                                                                                                                                                      
of chair                      U                      83.2              10.5               3.2                3.2                                                                                                                                                                      
Eat                             R                      90.0               8.0                1.0                1.0                                                                                                                                                                      
                                                           96.8               1.1                1.1                1.1                                                                                                                                                                       

R = rural respondents, U = urban respondents; Rural respondents N = 100, Urban respondents N = 95;

Professionals can be Public Health Nurses, Chiropodists, Hairdressers, etc.
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CHAPTER SEVEN

Elderly Peoples Support Networks

7.1 Introduction

This chapter describes elderly peopleís perceptions of the informal and formal support
networks they may have and other results from our qualitative study and survey. The
chapter has five sections:

( Section 7.1  Introduction

( Section 7.2  Aims of the Study

( Section 7.3  Literature Review

( Section 7.4  Results

( Section 7.5  Conclusions

Details of the methodology employed in accessing and analysing the data for this part of
the study are contained in Chapter Two. However, we would like to remind our readers
that the results reported below are the product of interviews with 235 elderly people from
four community care areas, two rural and two urban. The data were collected using two
different types of methodology and have the same data bases as the studies reported in
Chapter Six. We shall refer to these two different data sets as the qualitative study (N =
40) and the survey (N = 195).

7.2 Aims of the Study

The aims of this part of the study are to discover elderly peopleís perceptions of what
assistance is or could be available from significant others in five different hypothetical
scenarios. From these data we constructed a picture of our elderly respondentsí support
networks.
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7.3 Literature Review

Social networks refer to peopleís ties to one another and to the structure of those ties e.g.,
the number of ties a person has and the frequency of his or her contact with various
network members (Thoits, 1992). Support networks are a conceptually different
phenomenon to social networks and refer to ëthe perception that assistance is or could be
available from significant othersí (Thoits, 1992:57). Since the 1970s there has been
substantial growth in support network research and this subject has ëjoined stress and
coping as one of the most important constructs in current mental health researchí (Veiel
and Baumann, 1992:1).

The tendency in Europe is to use qualitative methods when researching the support
networks of elderly people, most notably in Britain (Wenger, 1984; 1986; 1987a; 1987b)
and in Sweden (Bjuvander & Soderberg, 1985). There is an enormous diversity in what is
subsumed under the rubric ësupport networkí; for example, there are different sources of
support e.g., from spouse, family or friends, and different kinds of networks e.g., those
that give emotional support and those supplying instrumental support (Veiel & Baumann,
1992). There is also a complexity of approaches to the study of support networks
(Sarason & Sarason, 1985). These approaches include: (a) the use of diaries to detect
social transactions, (b) subjective perceptions of being supported (c) support factors
protecting against the damaging consequences of stress on health, (d) structural aspects of
social networks and perceptions of support and (e) intervention-oriented research
(Sarason & Sarason, 1985). To offset this multiplicity of approaches, House (1981, cited
in Veiel & Baumann, 1992) suggested a multi-dimensional approach to the study of
support networks.

The support networks of elderly people have been defined as consisting of ëall those who
are available to an elderly person to provide companionship, help, advice, support and
personal care in a regular wayí (Wenger, 1989:167).

Variables important to the study of support networks, and those of elderly people in
particular, are: size and density, linkages, content and composition, and orientations to
networks and help-seeking (Wenger, 1989). Size refers to the number of people who can
be relied on to give help and density to the proportion of network members known to one
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another. Research in the US (Stephens et al, 1987), Australia (Mugford & Kendig, 1986),
and the UK (Wenger, 1984; Grant & Wenger, 1993) has established that, cross-culturally,
elderly peopleís support networks are remarkably similar, comprising, on average, five to
seven members.

Low density networks (predominantly, a middle class phenomenon) are large, fragmented
and heterogeneous whereas high density networks (usually working class) are small and
integrated, often from the same locality (Wenger, 1989). Type of density affects flow of
information and degree of independence of the elderly person (Grant & Wenger, 1993).
Low density networks provide better access to resources by maximising communication
channels (Weilman, 1981) and promote independence. High density networks may
provide high levels of emotional and instrumental support but can reinforce dependency
(Grant & Wenger, 1993). In addition, the flow of knowledge may be impeded so that
persons in high density networks are inhibited from getting help from formal services.

Links among members in a support network may be uniplex or multiplex. The uniplex
link supplies support for one need whereas the multiplex supports many (e.g., friendship,
financial and transport needs). The content and composition of elderly peopleís support
networks are family, generally middle-aged or older (Mugford and Kendig, 1986;
Wenger, 1986).

Orientation measures the different perspectives people have towards their support
networks. Those who have positive attitudes will be able to confide in its members and
ask for help, whereas those with negative attitudes consider that asking for help or
confiding is inadvisable (Tolsdorf, 1976). Another variable similar to orientation is affect,
for example, there is a strong causal relationship between depression and lack of social
support (Henderson, 1991). The direction of the relationship, however, is not clear.

Researchers have demonstrated also the importance of certain intervening variables in the
study of support networks, especially those of elderly people. These variables are: gender
- women have larger networks (Mugford & Kendig, 1986); marital status - single people
are more self-sufficient, especially women (Mugford & Kendig, 1986); social class -the
middle class have extensive mutual aid, financial help and are less likely to turn to family
for help (díAbbs, 1982). The working class have small, kin dominated networks, intense
ties with neighbours and tend to
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seek help later than their middle class counterparts (Warren, 1981). An important variable
that has until recently received little attention is the elderly personís perception of his or
her support network - perceived support interacts with or buffers the effects of stress and
mental health problems (Thoits, 1991).

Wenger (1989) has pointed out that over time networks change because of the effects of
ageing. The change is usually to a diminished, more restrictive network.

7.4 Results

In order to explore elderly peopleís support networks respondents were asked to cast
themselves into five hypothetical scenarios (adapted from Abrams et al, 1989) and to say
who they would rely on: (a) if they needed odd jobs done; (b) if they need to be driven to
an appointment; (c) if they had the flu; (d) if they had just come home from hospital; (e)
if they were lonely; (f) if they had a personal problem. By using this technique the key
individuals in the elderly personís support network were elicited.

We also wanted to discover if elderly people engaged in reciprocal support so we
inquired if anyone ever discussed personal problems with them.

To structure the results of our research we have arranged the data in segments, themes
and variables (see Chapter Two). Table 7.1 gives a breakdown of the segment and themes
in the data for the network study.

Table 7.1: Segment and themes in the support networks of elderly people and other
relevant results

SegmentTheme
The Support Networks of Elderly People Description of Networks
Sources of Support
Reciprocal Support
7.4(a) The Support Networks of Elderly People

In this segment we describe the support networks of our elderly respondents and report
their perceptions of the sources of support available to them. We also describe the overall
importance of respondentsí families and Home Helps in their support networks together
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with perceptions of support from the medical and nursing professions. Finally, we
examine reciprocal support, that is, if our respondents perceived they provided support
reciprocally in listening to the problems or worries of other people.

Description of Networks

The first theme describes the inherent elements of support networks and contains the
following variables: (a) network size and (b) density. These are two of the variables
which Wenger (1989) identified as important in the study of support networks. Our
computation of network size for the qualitative study and the survey are different because
of the nature of the two data sets (see Chapter Two for methods of estimating network
size in the two studies). Care should therefore be exercised when interpreting and
comparing these data.

Size of Network: In the qualitative study our respondents mentioned having between one
and 12 members in their support networks. The average number of people was four. In
the survey the number of people in respondentsí support networks ranged from nobody to
14, and on average six people. The averages for our two studies are below and at the
lower end of the average for those of the cross-cultural studies of elderly peopleís support
networks, cited above which comprised, on average, five to seven members. The reason
for the difference between our studies and those mentioned previously may be due to the
use of different methods of calculating the numbers in networks or the use of different
methodologies. Table 7.2 gives a breakdown of network size by type of study and area.

Table 7.2: Network size by study and area, average and range

Area
       Type of study Rural Urban All
x Range x Range x Range
Qualitative 4.8 1 ñ 12 3.6 1 ñ 11 4.2 1 ñ 12

Survey 5.0 0 ñ 13 5.3  0 - 14 5.1  0 ñ 14
Qualitative study: Rural respondents N 20, Urban respondents N 20; Survey: Rural
respondents N = 100 Urban respondents N 95

In the qualitative study rural respondents had an average of five people in their network
whereas urban respondents had four (this difference is not significant). The numbers in
Home Help clientsí and non-recipientsí
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networks are similar. In the survey network size in the rural and urban area is also similar
and no area differences were found. Although Mugford and Kendig (1986) found women
had larger networks than men this finding was not supported in either of our studies.

Because the data for the two studies were quite different and computation of network size
was also different (see Chapter Two) we considered it inappropriate to perform statistical
tests on the data to determine if perceived dissimilarities in network size are statistically
different.

We noted earlier that Mugford and Kendig (1986) suggested that single people were
more self-sufficient. If this means they have less people in their support networks this
finding was confirmed in this study. Single respondents (those who were never married)
had significantly less people in their networks than widowed or married respondents
(Knuskal-Wallis = 6.797, df = 2, p = 0.03).

Network Density: Density describes the links between individuals in a network. The
density of networks in these studies can only be inferred. We presupposed that family
members would be linked and that networks therefore would be as dense as the size of
the family. We also presupposed that neighbours, friends and Home Helps would not be
linked. Several Home Helps reported that, in instances where the elderly person had a bad
relationship with family, they kept in touch with family members.

In the qualitative study 77 per cent (31/40) of respondents mentioned family members as
part of their support networks and in the survey the family was mentioned by 68 per cent
(133/195). So we can deduce that over one half of our respondents rely on their families
for support. We can deduce also therefore that those of our respondents having families
had networks that were relatively dense. Some respondents who had no family had
networks that had no density.

Although in UK studies (Wenger, 1989) found a relationship between social class and
network density, social class in the qualitative study and survey was not a good predictor
of the number of persons in respondentsí support networks and therefore probably would
not be predictive of density.

Summary: We found that the size of our respondentsí support networks were below or at
the lower end of cross-cultural averages but confirmed
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that single (never married) people were more self-sufficient than other marital status
categories. We estimated that between half and three-quarters of our respondents,
because they had families, had networks that had some density but that contrary to
findings in the UK, social class did not predict network density. It may well be that
support networks in this country are somewhat different to those reported in the cross-
cultural literature.

Sources of Support

The variables within this theme are: (a) instrumental support, (b) emotional support, (c)
the role of respondentsí family and (d) Home Help in providing instrumental and
emotional support, and (e) sources of medical support.

We should preface our discussion with a common trend in the data from the qualitative
study and survey of respondents claiming they did not want to be a burden on anybody,
Mrs. Kellyís remark is a typical example:

I would rather go to a hospital or a home than be an encumbrance to anybody.

In the survey 52 per cent (101/195) of our respondents strongly agreed or agreed with the
statement ëI worry a good deal that I am becoming a burden to other peopleí. Urban
respondents were more likely to worry about becoming a burden than those from the rural
area (Mann-Whitney U = 6847.5, df = 1, p = 0.001). There were no gender differences
for this variable.

Instrumental Support: This type of support is defined as help with the material aspects of
daily living. Responses to the hypothetical scenarios on whom the respondent could rely
if they needed help: (a) with odd jobs, (b) to be driven somewhere, (c) if they had the flu
and (d) if they had just been discharged from hospital, were used to access respondentsí
perceptions of their instrumental support networks. Table 7.3 details the different
categories of people our respondents said they could rely on for instrumental support. The
first person they named (if they named several) is the one which is recorded here.

Our findings for both studies are similar to those of Abrams and Marsden cited in
Abrams et al. (1989:53) that the ëfamily is by far the major
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provider of community care, not only in relation to care provided by neighbours and
friends, but also in relation to statutory or voluntarily organised careí. For many
respondents, if they are being discharged from hospital, a family member takes them in
for the first few weeks of recovery time. Mrs. Shine explains what happened when she
was discharged from hospital:

When I broke my hand before, my niece brought me to her house.

Table 7.3: Respondents perception of whom they could rely on in the three instrumental
support hypothetical scenarios by study, number and percentage

                              Source of Support
Study Hypothetic Family Friend Neigh-  Home Other/ No one/
Type Scenario bour Help
N % N % N % N % N %

N %
Odd job 17 42.5 0 0.0 1 2.5 4 10.0 5

12.5 13 32.5

Qualitative Drive 22 56.4 2 5.1 1 2.6 3
7.7 5 12.8 6 15.4

  Flu 15 38.5 0 0 3 7.7 9
23.0 6 15.4 6 15.4

Hospital 19 48.7 0 0 0 0 8
20.5 2 5.1 10 25.7

Odd job 94 48.2 3 1.5 43 22.1 32
16.4 10 5.1 13 6.7

  Survey  Drive 82 42.1 9 4.6 36 18.5 35
17.9 16 8.2 17 8.7

  Flu 84 43.1 7 3.6 24 12.3 75
38.5 3 1.5 2 1.0

 Hospital 91 46.7 9 4.6 20 10.2 68
34.9 5 2.6 2 1.0

Qualitative study: Odd Job N =40, for other Scenarios N = 39; Survey: N = 195

There is a substantial group of respondents in the qualitative study who do not have
anybody to turn to for instrumental support. Mr. Hill, who does not have Home Help,
explained what his plans are with increasing age and dependency:

Now I havenít anybody I can call on in an emergency. [Dependencyl is not a prospect I
am looking forward to... so when I am ready for Godís departure lounge [sheltered
housing] I will make a move in that direction.

Because more than one fifth of fitted cells were sparse (frequency <5) in both studies it
was not possible to compare the two studies or the rural/urban, clients/non-recipients
samples in anything but a qualitative way. No startling differences between these groups
are evident. Mugford
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and Kendigís (1986) finding that single people are more self-sufficient was also
confirmed for numbers in instrumental networks. Our single respondents had
significantly less people in their instrumental support networks than those who are
widowed or married (Kruskal-Wallis = 6.058, df = 2, p = 0.04).

Emotional Support: Responses to the hypothetical scenarios of on whom the respondent
would rely if: (a) they were lonely and (b) they needed to discuss a personal problem
were used to determine our respondentsí perceptions of their emotional support network.
This type of support is for aspects of life which are in the emotional realm and where the
kind of support needed is more private and demanding of more trust. Table 7.4 gives a
breakdown for this kind of support.

Table 7.4: Respondentsí perceptions of whom they could rely on in the two emotional
support hypothetical scenarios by study number and percentage
                              Source of Support
Study Hypothetic Family Friend Neigh-  Home Other/ No one/
Type Scenario bour Help
N % N % N % N % N %

N %
QualitativeLonely1 10 29.4 6 17.6 7 20.6 3 8.9

1 2.9 7 20
Problem 13 36.1 1 2.8 2 5.5 1 2.8 0

0 19 52.8

Survey Lonely 96 49.3 11 5.6 45 23.1 40 20.5
1 0.5 2 1.0

Problem 101 51.8 12 6.2 17 8.7 34 17.4 8
4.1  23 11.8

Qualitative study: Lonely N = 34, Problem N = 36; Survey: N = 195

Although one would have expected the family of our elderly respondents to be the main
source of emotional support this is not the case in the qualitative study with a much
greater spread of responses across all categories than for instrumental support. Fifty-one
per cent (19/36) of respondents have nobody to turn to to discuss personal problems. Of
the six respondents in our qualitative study who claimed they were never lonely two were
from the ëvery positiveí attitude towards life category and four were from the ëpositiveí
attitude to life category.

In the survey the picture is quite different with approximately half our respondents
claiming they could turn to their family if they were lonely or

1 In the qualitative study six respondents declared they were never lonely.
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had a problem. In the survey Home Helps played a much greater role in emotional
support than in the qualitative study. But given the qualitative studyís small sample size
this result is not surprising.

Single respondents were again shown to be more emotionally self-sufficient having
significantly fewer people in their emotional support networks (Kruskal-Wallis = 9.871,
df = 2, p = 0.007).

The Role of Family in Insfrumental and Emotional Support: Tables 7.3 and 7.4 above
reported when family was the first choice of the respondent. When all persons mentioned
were taken into consideration over all hypothetical scenarios, we found that 77 per cent
(31/40) of qualitative study respondents and 68 per cent (133/195) of respondents in the
survey named their family as part of their support networks. Table 7.5 gives a breakdown
by study type and area of respondents reporting members of family in their support
networks.

Table 7.5: Respondents mentioning their family as a source of support by area,
network type, number and percentage
Type of Study Type of Network Rural Urban Total
N % N % N %
QualitativeInstrumental 16 80.0 14 70.0 30 175.0

Emotional 10 50.0 l0 50.0 20 50.0
Survey Instrumental 58  58.0 62 65.3 120 61.5

Emotional 64 64.0 62 65.3 126 64.6

Qualitative study: Rural respondents N = 20, Urban respondents N =20;
Survey: Rural respondents N = 100, Urban respondents N = 95

In the qualitative study we see the role of family in instrumental networks is greater than
its role in emotional networks with urban respondents relying more on their family for
instrumental support than those in the urban area.

In the survey the role of family in instrumental and emotional support is remarkably
similar and is also similar for the two areas. Table 7.6 gives details of support networks
by study, area and gender.

In the qualitative study because more than one fifth of fitted cells are sparse (frequency <
5) we were unable to perform significance tests. However, we can see that instrumental
networks are strikingly similar and women have somewhat larger emotional networks
than men. Although we
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could not test for differences between clients and non-recipients of Home Help there
were no striking dissimilarities between the two groups.

In the survey we discovered that women rely significantly more on their families for
instrumental support than men (Chi Square = 5.815, df = 1, p = 0.016) but there is no
gender difference for emotional support. This result makes sense because women are less
physically robust than men and generally live longer, they may need more instrumental
assistance as they get older.

Table 7.6: Respondents mentioning their family as a source of support by
study, gender, network type, number and percentage

Type of Study Type of Network Rural Urban Total
N % N % N %
QualitativeInstrumental 11 73.3 19 76.0 30 75.0
Emotional 6 40.0 14 56.0 20 50.0
Survey Instrumental 18 45.0 102 65.8 120 61.5
Emotional 24  60.0 102 65.8 126 64.6
Qualitative study: Men N = 15, Women N = 15; Survey: Men N = 40, Women

In the survey we asked our respondents their degree of agreement/ disagreement with the
statement ëThere are members of my family who care for me very muchí. Sixty-six per
cent (128/195) strongly agreed or agreed with this statement, which confirms our earlier
finding concerning the number mentioning family in their support networks. One
wonders is the two per cent (5/195) discrepancy indicative of grudging support on the
part of some families or is it due to chance? There were no area or gender differences in
responses to this variable. However the strength of the responses is another indication of
the importance of family in the lives of elderly people.

The Role of Home Help in Elderly Peopleís Support Networks: When elderly people in
the qualitative study and survey reported on whom they could rely in times of need, we
noted the number and type of person they mentioned for each of the hypothetical
scenarios. Tables 7.3 and 7.4 recorded when Home Helps were the first choice of our
respondents. In addition, we computed when Home Helps were mentioned at all in the
hypothetical scenarios. These results are contained in Table 7.7.
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Table 7.7: Respondents mentioning Home Help as part of their support networks
 by study type, area, type of network, number and percentage

Type of Study Type of Network Rural Urban Total
N % N % N %
Qualitative Instrumental 12 80.0 5 33.3 17 56.7
Emotional 5 33.3 0 0.0 5 16.7
Survey Instrumental 73 73.0 66 69.5 139 71.3
Emotional  67 67.0 38 40.0 105 53.8
Qualitative study: Rural respondents N = 15, Urban respondents N  15;
Survey: Rural respondents N = 100, Urban respondents N = 95

Table 7.8: Respondentsí perceptions that they only had their Home Help to rely on in the
two emotional support hypothetical scenarios by area number and percentage

Hypothetical Scenario Rural Urban Total
N % N % N %
Odd job 10 10.0 4 4.2 14 7.2
Drive 19 19.0 2 2.1 21 10.8
Flu  34 34.0 10 10.5 44 22.6
Hospital 30 30.0 10 10.5 40 20.5
Lonely 14 14.0 7 7.4 21 10.8
Problem 22 22.0 9 9.5 31 15.9
Survey: Rural respondents N = 100,Urban respondents N = 95

From this table we see that respondents in our survey were more likely to mention Home
Helps as part of their support networks than those in the qualitative study. Why this
should be the case is not clear. Perhaps the two different methodologies used to access
the data (see Chapter Two) were a contributory factor. When we examine the results of
both studies by area we find the responses of rural respondents are quite similar for
instrumental support. Otherwise the responses from both studies and areas are all quite
dissimilar. We also wanted to discover how many Home Help clients had only their
Home Help to rely on. Table 7.8 gives a breakdown of the number and per centage of
survey respondents who had only their Home Help to rely on by area and hypothetical
scenarto.

This table reveals that rural respondents were more likely to only have their Home Help
in their support networks than urban respondents. This
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is not surprising as they are more likely to live in isolated places and therefore be more
dependent on their Home Help. We also examined sole reliance on Home Helps by
gender. Table 7.9 gives a breakdown of hypothetical scenario by gender.

Table 7.9: Respondentsí perceptions that they only had their Home Help
to rely on in the two emotional support hypothetical scenarios
by gender number and percentage
Hypothetical Scenario Men Women Total
N % N % N %
Odd job 5 12.5 9 5.8 14 7.2
Drive 6 15.0 15 9.7 21 10.8
Flu 10 25.0 34 21.9 44 22.6
Hospital 10 25.0 30 19.4 40 20.5
Lonely 6 12.5 15 5.8 21 10.8
 Problem 7 17.5 24 15.5 31 15.9

Survey: Men N =40, Women N = 155

This table reveals that overall hospital discharge and flu were the areas of support where
respondents felt most vulnerable and could only rely on their Home Help. When we
examine these findings by gender we find that one-quarter of men and almost one-quarter
of women respondents considered that their Home Help was the only person they could
rely on in these two situations. When we broke down these figures by marital status
single and widowed respondents were more likely to only have their Home Help to rely
on and especially when suffering from the flu (23 per cent, 7/31 single and 24 per cent,
22/93) widowed) or after hospital discharge (23 per cent, 7/31 single and 20 per cent,
19/93 widowed). Given our findings in Chapter Four that Home Helps perceived they did
not have adequate back-up when they were ill or for whatever reason were unable to
fulfil their duties, these findings reinforce the need for adequate back-up Home Help staff
to protect the safety of vulnerable elderly people.

Sources of Medical Support: Although no respondent in either study mentioned their
General Practitioner or Public Health Nurse as a source of support, we wished to discover
to what extent these two groups are available in a formal capacity to meet the medical
needs of our respondents.
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In the qualitative study we asked elderly people if the Public Health Nurse or their
General Practitioner were attending them, regularly, infrequently or never. All but one
respondent had access to either the Public Health Nurse, who called regularly (17 per
cent, 7/40) or infrequently (22 per cent, 9/40) or their General Practitioner who called
regularly (27 per cent, 11/40) or was available if called (60 per cent, 24/40). However,
when we look at the data by area, only one urban respondentís (five per cent, 1/20) Public
Health Nurse called regularly. Many of the urban respondents were at pains to point out
that the Public Health Nurse had a heavy caseload. Mrs. Heffemanís explanation is
typical:

The one [Public Health Nurse] that goes around here ... sheís inundated with work. Sheís
all this locality for just one nurse. Yes, sheís all this place, so I donít blame her in a way
for not calling
she never calls near me.

In the survey we also asked respondents how frequently they saw the Public Health Nurse
and their General Practitioner. Table 7.10 gives a breakdown of their answers by area:

Table 7.10: Frequency of visits from Public Health Nurse and General
Practitioner by area and percentage
Visit From Area Daily Every Weekly Fort- Few Less Never

NA
2-3 nightly/ Times a Than Missing
days monthly year yearly

General Rural 2.0 7.0 31.0 42.0 15.0 3.0
Practitioner

Urban 1.0 26.3 40.0 21.0 10.5 1.2
Public Rural 2.0 13.0 48.0 29.0 5.0 2.0 1.0
Health
Nurse

Urban 3.2 5.3 4.2 12.6 15.8 21.0 33.7 4.2
Rural respondents N = 100, Urban respondents N = 95

Because more than one fifth of fitted cells are sparse (frequency < 5) we were unable to
perform significance tests and are thus constrained to report the findings qualitatively.
Respondents in urban areas were more likely to see their General Practitioner more
frequently than rural respondents. The picture is reversed concerning visits from the
Public Health Nurse, with more rural respondents seeing their Public Health Nurse more
frequently than urban respondents. What is striking is the percentage (34 per cent, 32/95)
of urban respondents reporting never
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seeing their Public Health Nurse (even more than our urban respondents in the qualitative
study).

A partial explanation for rural respondents getting more frequent visits from their Public
Health Nurse in the survey is that in the rural community care area the Public Health
Nurses are responsible for the day-to-day running of the Home Help service and therefore
may be constrained to call on elderly clients more frequently; in the urban area Public
Health Nurses were never called to over one third of our respondents. In Chapter Six we
noted that rural respondents were significantly older than their urban counterparts, this
factor may also partly explain the above result.

The finding in the qualitative study and that in the surveyís urban sample coupled with
the results in Chapter Four (i.e., Home Help Organisers in many cases reporting a bad
relationship with Public Health Nurses) and in Chapter Six (i.e., our results from the
question who applied for the Home Help service) is indicative of little overlap between
the Home Help service and the Public Health Nursing Service in three of the areas where
our research was conducted. Whether the involvement of the public health nursing
service is desirable or necessary for elderly people who are not in need of medical or
nursing attention is debatable.

Reciprocal Support: This variable is common to the qualitative study and the survey. In
order to assess if respondents are involved in any reciprocal support we asked them if
anybody ever discussed personal problems with them. Table 7.11 gives a breakdown of
our respondentsí replies by study and area.

The results from the two studies are quite different. In the qualitative study an amazing
67 per cent (27/40) claimed nobody ever came to discuss personal problems with them.
Mrs. Croweís reply is typical:

No [no one would] at my age, no. When I was younger they may do, but at my age they
wouldnít think I would be capable of discussing some problems.

In the survey elderly people engage with their family in reciprocal support to a much
greater extent than those in the qualitative study. Why this is the case is not clear, except
that the qualitative study had such a small sample size. In addition, in the survey some
other categories also get a minuscule mention. Women were significantly more likely
than men to confide in
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members of their family (Chi Square = 5.342, df =1, p = 0.021) but no area differences
were found for this variable. However, three-quarters of respondents in the qualitative
study and almost half of the respondents in the survey did not engage in reciprocal
support.

Table 7.11: Respondents mentioning giving reciprocal support by study,
category, number and percentage
Study Respondent is Source of Support to
Home

Family Friend Neighbour Help Other No one
N % N % N % N % N %

N %
Qualitative 8 22.2 1 2.8 0 0.0 0 0.0

0 0.0 27 75.0
Survey 70 43.2 4 2.6  8 5.2 6 3.9 0

0.0 107 47.7
Qualitative study N = 362, Survey N = 195

Summary: In this segment we discovered family is the overwhelming first choice of most
elderly people when asked to whom they would turn to for help with instrumental needs
but that this was not so clear-cut, especially for respondents in the qualitative study when
discussing their emotional support networks. Some elderly people do not have anybody
in their networks and many especially those in urban areas, do not want to become a
burden or an encumbrance.

When all categories of person in elderly peopleís support networks were examined, as
opposed to their first choice, the role of the family became even more strong and
respondents affirmed this reliance with their agreement that there are members of their
families who care very much for them. Women were found to rely on their families more
for instrumental support than do men. Home Helps, especially in the survey played a
large part in support networks, slightly more for instrumental than emotional support.

Although medical support personnel were not perceived by our respondents to be directly
involved in their support networks, it was evident that in the rural community care area
where the survey was conducted (where the Home Help service was run by a statutory
body)

2 Some respondents did not answer this question in 5 manner in which their
answer could be included in the data set.
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Public Health Nurses called on elderly people more often than in the other areas in the
two studies.

Reciprocal support was much less frequent in the qualitative study than the survey and
when engaged in was generally with members of the respondentsí family. However,
three-quarters of respondents in the qualitative study and almost half of those in the
survey did not engage in reciprocal support at all. This result may be indicative of many
things one of which may be an unwillingness on the part of younger people to tap into the
great wisdom, wealth of knowledge and experience many of our senior citizens possess.

7.5 Conclusions

In this study the views of 235 clients and non-recipients of Home Help from two rural
and two urban area, were elicited to gain insights into the strength of support networks in
the lives of elderly people. It is quite obvious from this sortie into the support networks of
elderly people that the subject is vast and complicated. Along with many other studies
reported in our review of the literature we are able to confirm that the family in Ireland,
as elsewhere, plays a major role in the support networks of elderly people and that single
people are more self-sufficient. That many of the other research findings from the diverse
studies in our literature review were not supported is perhaps indicative of the uniqueness
of Irish society in general and the support networks of elderly people in particular. What
is particularly surprising, as we Irish look upon ourselves as a caring, nurturing culture, is
that elderly peopleís support networks in this study are at the lower end of the average
found in other cultures. Several explanations for this result spring to mind: (a) our sample
is older than those in the cross-cultural studies and therefore is experiencing a shrinking
of networks as suggested by Wenger (1989), (b) the Home Help service tends to target
elderly people living alone and without other forms of support, (c) our methodology was
dissimilar to those used in the other studies, (d) contributory factors unique to Irish
society such as population density and patterns of emigration may play a part in these
differences. Exploring these factors is beyond the scope of this study.

The importance of the role of the Home Help service, especially in providing
instrumental support for elderly people was evident, for some
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as a first line of defence, for others as a back-up. The role of other formal carers (e.g.,
Public Health Nurses) was not so apparent.

Our findings indicated little overlap between the Home Help service and other formal
sources of community care where the service was provided by a voluntary organisation
(i.e., in the qualitative study and the urban part of the survey). However, in the rural area
in which the survey was conducted the service is provided by a statutory body. In this
instance there was co-operation between the Home Help service and the public health
nursing service (i.e., the Public Health Nurses were responsible for the day-to-day
running of the service). We could appraise these two different methods of service
delivery in two ways: (a) Public Health Nursesí greater attention to elderly clients of
Home Help is appropriate and therefore should be encouraged in other areas where the
service is run by voluntary organisations or (b) the use of Public Health Nurses to run the
Home Help service is a wasteful use of highly skilled personnel. If the former argument
is accepted then Public Health Nursesí workloads would increase dramatically in areas
where voluntary Home Help services currently operate (see Table 7.10 for survey data on
frequency of attendance by Public Health Nurses in the urban area). The implications
attached to accepting the latter argument are: (a) that money and resources should be
provided to improve the Home Help service and (b) then if elderly people require the
assistance of a Public Health Nurse, a well-trained Home Help would know when this
was required.

Our questions concerning reciprocal support may indicate a tendency for relatively
younger members of Irish society to undervalue the wealth of wisdom, knowledge and
experience of the more senior members of our society.

The finding in the network study which is of most relevance to the Home Help service is:

ï Even when elderly people have families as part of their support networks, Home
Helps play an important role in instrumental support, and to a lesser degree emotional
support. Respondents were most reliant on their Home Helps in times of illness and after
hospital discharge. Given our earlier finding in Chapter Four that Home Helps did not
have back-up when they could not fulfil their duties, our finding that almost a quarter of
respondents have only
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their Home Helps to rely on when ill or after hospital discharge, when they are at their
most vulnerable, points to a potentially serious gap in service delivery

Our findings in this chapter also leave us with a question: Is the employment of
Superintendent Public Health Nurses and Public Health Nurses to run the Home Help
service a cost-effective way of running the service or a wasteful use of highly skilled
medical personnel?
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CHAPTER EIGHT

Summary and Conclusions

8.1 Introduction

This chapter draws together the main findings and issues to emerge from the study. The
chapter is divided into eleven sections, as follows:

( Section 8.1 Introduction

( Section 8.2 The Home Help Service in a Comparative Context

( Section 8.3 The Perspectives of Personnel in the Eight Health Boards

( Section 8.4 The Home Help Organisersí Perceptions of the Home Help Service
( Section 8.5 The Home Helpsí Perceptions of the Home Help

Service
( Section 8.6 Clientsí and Non-Recipientsí Perceptions of the

Home Help Service
( Section 8.7 Elderly Peopleís Perceptions of Their Support

Networks
( Section 8.8 Overview of Results in Relation to Study Objectives
( Section 8.9 Summary of Main Findings
( Section 8.10 Directions for Further Research
( Section 8.11 Overall Conclusions

In the introduction to this document we outlined the objectives of the study. In pursuit of
these goals we examined the operation of the Home Help service in Ireland and compared
it with similar service provision in
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three other jurisdictions. We also interviewed 337 people. Three hundred and twenty of
those who were interviewed were at all levels of Home Help service delivery from health
board personnel to clients. Ten non-
recipients of the service and seven informal carers were also interviewed to assess the
needs of these two groups of people for Home Help service provision. The following is
an overview of our findings.

8.2 The Home Help Service in a Comparative Context

We compared the Home Help service in the Republic of Ireland with those of Northern
Ireland, Britain and Sweden and found many dissimilarities which are reported below.

Legal Obligations to Provide Home Help: The social philosophy of community care to
keep elderly people in their homes and their communities for as long as possible is
common to Ireland, Northern Ireland, Britain and Sweden. However the provision of
Home Help services to elderly people in pursuit of this goal is quite dissimilar in many
respects in these four jurisdictions. When we compared Irelandís performance in the
provision of Home Help service for elderly people with that of the other jurisdictions we
discovered that their service provision is mandatory. In Ireland the law empowers but
does not require health boards to provide a Home Help service. Mandatory provision
versus empowerment has legal implications for service delivery on two levels: health
board (e.g., services could be dismantled and/or funding discontinued or reduced) and
individual (e.g., the right of legal recourse to contest service refusal). In every jurisdiction
dissimilarities in service provision at the individual level is only semantic as the decision
to provide service is left to the judgement of the local service provision agency official.

National Statistics on the Home Help Service: Northern Ireland and Sweden provided
extensive statistics on the Home Help service. Britainís statistics by comparison were
poor. In the Republic of Ireland there were gaps, fluctuations and anomalies in the
Department of Health data for the Home Help service in the years since its inception. It is
essential that national guidelines are established on data collection, analysis and
dissemination at all levels from Department of Health down to local level. At local level,
particularly in voluntary organisations, resources must be
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measures are adopted neither serious ongoing evaluation of the service at all levels can be
attempted nor longitudinal or time-series analysis be performed.

Service Provision: In the jurisdictions for the years for which we had comparative data
we discovered that Ireland: (a) spends less per capita on the delivery of the Home Help
service, (b) in certain parts of the country relies heavily on voluntary agencies for service
delivery which is unique to this country, (c) has a more cost-efficient service than
elsewhere, (d) staff at all levels have lower salaries, (e) Home Helps have considerably
inferior conditions of employment, (f) there is less staff training and (g) staff at all levels
have different and possibly heavier workloads (e.g., Home Help Organisers supervise
more Home Helps and Home Helps perform a greater array of designated tasks). It would
seem therefore, that the cost-effectiveness of the Irish service by comparison to other
jurisdictions is achieved by considerably less expenditure on staff salaries, inferior
conditions of employment and a lack of investment in training.

Cover (i.e., the percentage of elderly people over sixty-five years in receipt of Home
Help) is less in Ireland than in the other jurisdictions. However, when an elderly person
in Ireland is granted the Home Help service, intensity (i.e., the number of Home Help
hours per week) is much greater than in other jurisdictions. An increase in intensity has
occurred since 1991 from 7.5 to 9.7 hours of Home Help per week in 1993.

We can say therefore that the operation of the Irish Home Help service, by comparison to
similar services in other jurisdictions, provides a cost-effective service to those elderly
clients who receive it but that staff, at all levels, receive inferior rates of pay, conditions
of employment and training compared to similar staff in the three other jurisdictions.

We could ask why Home Help cover in Ireland is so low by comparison to the other
jurisdictions? Fahey & Murray (in press) have demonstrated that the present generation
of elderly people in Ireland have uniquely ëdense and extensive kin networksí, a feature
not as common in other Western societies. Department of Health directives concerning
the provision of Home Help, state that the service should only be provided to ëthose
persons who could not be supported by their families and neighboursí (Department of
Health, Circular 11/72). We can conclude that dense familial networks which support
elderly Irish people are at least
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part of the reason for the comparatively low Home Help cover of our elderly population.
When the new provision to grant respite to carers comes into operation and if some of
that provision includes Home Help, then we may see an increase in Home Help coverage
in the near future.

8.3 The Perspectives of Personnel in the Eight Health Boards

Between two and three representatives from each of the eight health board regions, 19 in
all, gave their boardís perspective on the Home Help service.

Delivery Models of the Home Help Service: There is considerable variation between
health boards in the organisation and delivery of Home Help services in Ireland. Six
different models were identified - four in the statutory sector and two in the voluntary
sector - which vary not only between health boards but also between community care
areas within the same health board.

The most widespread model in the statutory sector is where a Home Help Organiser is
employed by the health board to recruit and place Home Helps with clients. Typically,
the Home Help service is linked to other health board services through the Public Health
Nurse.

Role of Voluntary Organisations: Voluntary organisations play an important role in the
delivery of Home Help services in most of the Eastern Health Board (mainly in the
greater Dublin area, Bray, Greystones and Arklow), in parts of the Mid-Western Health
Board (Clare and North Tipperary), and in parts of the North Western Health Board
(Donegal and Leitrim). A total of 84 voluntary organisations were involved in this work
in 1994, providing a service to one third of all elderly Home Help clients and managing
one third of all health board expenditure on the Home Help service.

Assessing Need and Eligibility: The procedures used for assessing need are extremely
flexible and there are no nationally agreed guidelines. The assessment of need typically
takes into account a range of factors including: (a) degree of mental and physical
incapacity / dependence, (b) mobility, (c) living conditions, (d) family / carer support, (e)
physical and social isolation, etc. Typically, it is the configuration of factors rather than
any one taken in isolation that is important in determining need. A basic
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assumption underlying the assessment of need in all health boards is that Home Help
services should not, in general, substitute for informal care arrangements.

The procedures for assessing eligibihty are also quite variable throughout the health
boards although these would be amenable to standardisation. Moreover, there would
seem to be a case on equity grounds for doing so. This variability has evolved through
custom and practice in each health board although a more standardised procedure may be
in the best interests of both clients and health boards.

Tasks Performed by Home Helps: The tasks performed by Home Helps are relatively
uniform throughout the country in four areas of home care; tasks inside and outside the
home, companionship and monitoring. Substantial variation exists however in the area of
personal care.

Personal Care and Home Care Assistants/Attendants: The area of personal care is a
growing need among elderly persons living at home and all health boards are considering
ways of responding to it. Four health boards (Eastern, North Eastern, South Eastern and
Midland) have introduced a new position, called Home Care Assistant / Attendant, to
provide for this although the Midland Health Board have decided to discontinue this
initiative. The introduction of Home Care Assistants / Attendants has raised issues about
the linkage of this service to the Home Help service which have not been resolved. Home
Care Assistants / Attendants have been introduced as an extension of the public health
nursing service rather than of the Home Help service; as such, it seems to be informed by
a medical model of need rather than by a more holistic model which informs the Home
Help service. In addition, the organisation and delivery of the service provided by Home
Care Assistants / Attendants seems to be parallel to, rather than a continuum of, the
Home Help service. In general, Home Helps and Home Help Organisers have not
welcomed the introduction of Home Care Assistants / Attendants which many of them
see as an unnecessary partitioning of clientsí needs into personal care and other types of
care; Home Helps, where necessary, have traditionally provided both types of care and
their partitioning in some health board regions has given rise to practical demarcation
difficulties as to the duties to performed by Home Helps for certain clients. It seems clear
that these issues can only be resolved in the context
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of a more clearly articulated understanding of the Home Help service and the categories
of need which it is designed to meet.

Complaints About the Home Help Service: There is no standardised appeals or
complaints procedure in any health board for the Home Help service. At the same time,
no formal complaints about the Home Help service were received by any health board in
1992 or 1993.

Expenditure on the Home Help Service: The overall cost of the Home Help service in
1993 was IR£13.9 million. This is equivalent to less than one per cent of total non-capital
health expenditure in that year. The number of Home Help clients in 1993 was 17,337.
From this it can be inferred that average weekly expenditure per Home Help client was
IR£15.48. The average weekly per capita expenditure on the Home Help service is higher
in health boards (IR£16.20) than in voluntary organisations (IR£14. 18). Health boards, in
turn, vary in their average weekly per capita expenditure on the Home Help service. For
example, the average weekly per capita expenditure on the Home Help service provided
directly by the Eastern Health Board (IR£27.92) is 260 per cent higher than in the South
Eastern Health Board (IR£l0.73). Within the voluntary sector, the average weekly per
capita expenditure varies from IR£15.06 in the Eastern Health Board to IR£9.42 in the
North Western Health Board, a difference of 38 per cent. It is important to emphasise
however that there is no clear relationship between per capita expenditure on the Home
Help service in a health board region and the quantity of service received by clients in
that region, mainly because of variations in the hourly rates of pay to Home Helps within
and between health board regions. In other words, variations in the amount of
expenditure by health boards on the Home Help service is not a reliable indicator of
variations in the amount of Home Help service delivered.

Charging Clients: There is considerable variation between health board regions in the
approach to charging clients for the Home Help service. We identified several distinct
approaches:

( Clients are encouraged but not obliged to make a contribution directly to the
Home Help

( Subject to a means test, the client is obliged to make a direct contribution to the
Home Help
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( In some instances, the clientís contribution is used to reduce pro rata the
payment by the health board to the Home Help

( Contributions are collected for the board by the Home Help

( Home Helps employed by voluntary organisations collect and retain clientsí
contributions and the organisations receive a pro rata reduction in the health board grant
equal to the contributions collected

Health boards generally see considerable merit in the concept of the client (or family)
making a contribution towards the cost of the Home Help service. The payment of a
contribution, however small, is designed to underline the fact that responsibility for
maintaining elderly people at home is a joint family and health board obligation. In
addition, most health boards see payment to the Home Help as offering support to ëgood
neighboursí rather than purely as payment for the job.

The variation between and within health boards in the handling of client contributions
may not be in the best interests of staff or clients. The amounts of money involved are
generally small, and the general approach of staff appears to be flexible and
understanding. Nevertheless, as with means testing to determine eligibility, there is a case
for having a more uniform approach to contributions which will ensure equity between
clients and their families in different parts of the country. The North Western Health
Board and the Waterford community care area in the South Eastern Health Board have
well developed systems for determining means and calculating contributions which may
be worth exploring as a model for other boards.

Recruitment and Training of Home Help Organisers and Home Helps: In 1993 there were
73 Home Help Organisers employed throughout the country, the majority of them (63 per
cent, 46/73) on a full-time basis. There are Home Help Organisers in all health board
regions with the exception of the North Eastern Health Board. Home Help Organisers are
recruited through public advertisement followed by interview. In voluntary organisations,
the procedures used to recruit Home Help Organisers are extremely variable, and
informal recruitment procedures are frequently used. There is no formal training provided
for Home Help Organisers in the health boards. New recruits normally go through an
induction lasting one week with the Superintendent Public Health Nurse
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and the other Home Help Organisers in the region. In all health boards, Home Help
Organisers are facilitated to attend occasional seminars that are relevant to their work
(e.g., covering topics such as interviewing techniques, group work, listening skills, child
care updates, lifting, etc.).

Health board personnel are unanimous that Home Helps should ideally be caring and
capable women of mature years who have some experience of providing personal and
home care. The recruitment of Home Helps, particularly for part-time work, is influenced
by a number of local considerations including the small population base in some areas
from which to choose candidates, competition from other employers in the locality, as
well as the impact of earnings on social welfare entitlements. The training offered to
Home Helps mainly involves instruction on the specific tasks to be undertaken. This is
usually given by the Public Health Nurse or the Home Help Organiser. In recent years,
day-long seminars have been organised for Home Helps in almost every health board
region covering areas such as personal care, lifting, first aid, AIDS, etc.

One of the questions which arises in the context of training is whether the Home Help
service could benefit from a national in-service training programme with a nationally
recognised certificate or diploma. The views of health boards were elicited on this issue
and the results reveal that three were in favour and five were against. Those in favour
believe that a nationally certified in-service training course would contribute to the
recognition and professionalisation of the Home Help service and would enable Home
Helps to do a better job. Those not in favour claim that a nationally certified in-service
training course would be unnecessary for the vast majority of Home Helps who work no
more than 10 hours a week and are already quite competent in the tasks required of them.
The consequences of over-professionalising the service could be detrimental to its good
neighbour/ semi-voluntary dimensions and could result in an escalation of costs, via wage
claims, whose effect would be to reduce the amount of Home Help services available.
This tension between a good neighbour service and a quasi-professional service is one
that runs through almost every discussion of the Home Help service.

Rates of Pay for Home Help Organisers and Home Helps: The average rate of pay for
full-time Home Help Organisers across all health boards is IR£15,632. For Home Helps,
both part-time and full-time, there is substantial variation between health boards with
rates varying from a low
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of IR£l .00 per hour to a high of IR£4.97 per hour. Unlike the rates of pay for Home Help
Organisers, there is no standardisation in pay rates for Home Helps. Cursory inspection
suggests that pay rates for Home Helps are determined primarily by ëwhat the market can
bearí.

Promoting Awareness of the Home Help Service: Health board personnel consider the
Home Help service is well established and widely known. In the main, health boards rely
upon their own field staff, most notably Public Health Nurses, to create awareness of the
service where it is needed. The general experience within health boards is that the Home
Help service does not require extensive advertising. The increase in the number of
applicants in recent years would seem to confirm this.

Implementation of The Years Ahead: The recommendations in the report, The Years
Ahead, published in 1988, constitute official policy on health and social services for the
elderly in Ireland. In view of this it is noteworthy that most of the recommendations in
The Years Ahead have not been implemented in any widespread manner throughout the
health boards. Health boards have developed and adapted their own models rather than
adhering to the model outlined in The Years Ahead. The variability between health
boards in the provision of after-hours, emergency and respite services suggests that some
health boards are less responsive than others in adapting the Home Help service to meet
these categories of need among clients. At the same time, all but one health board - the
South Eastern - exceeded the recommended norm of 4.5 full-time equivalent Home Helps
per 1,000 elderly persons in 1993; on average, 3.5 per cent of the elderly population in
Ireland are in receipt of a Home Help service. In the main, the Eastern Health Board has
adopted a progressive stance in implementing The Years Ahead although the North
Eastern, South Eastern, Western, North Western and Southern have also implemented
some of its recommendations.

Overall, the Home Help service is extremely variable in terms of its mode of delivery, its
procedures for assessing need and eligibility, its method of charging clients and the rates
of pay for Home Helps. All Home Helps perform a basic core of tasks involving home
care, tasks outside the home, companionship and monitoring but substantial variation
exists in how Health Boards meet the personal care needs of clients. The core
recommendations of The Years Ahead, particularly as they affect the Home Help service,
have not been implemented.
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It is clear that Home Help services in Ireland have evolved in piecemeal fashion to meet
the varying circumstances in each health board region, including the varying
circumstances of community care areas within each region. Some of the practices are
clearly justified in terms of local circumstances but there would seem to be a case for
considering standardisation in a number of areas such as procedures for determining
eligibility and collecting charges, appeals and complaints procedures, pay rates for Home
Helps, and the implementation of key recommendations in The Years Ahead. These
measures, if carefully thought out and sensitively implemented, would ultimately be in
the interests of both clients and health boards.

8.4 The Home Help Organisersí Perceptions of the Home Help Service

The 38 Home Help Organisersí perceptions of the service were as idiosyncratic as the
models of service delivery described by health board representatives. However, Home
Help Organisers for the most part believed that the Home Help service in general is
afforded low status and recognition especially from health boards and other community
care personnel.

Home Help Organisers reported differences at many levels of service operation and
service philosophy. The first major difference was in the operation of the service run by
statutory bodies and voluntary organisations. Methods of financing, managing, and the
day-to-day running of services under the auspices of the two different types of service
providers were quite different. Home Help services run by health boards were financed
by the internal health board budget, voluntary organisations were paid a grant, some in
advance, most in arrears. The computation of wages in health boards were under the
umbrella of the personnel department whereas this was an additional task which Home
Help Organisers in voluntary organisations had to perform. Health board services utilized
Public Health Nurses to hire and supervise Home Helps whereas this was solely the task
of Home Help Organisers in voluntary organisations. Home Help Organisers in health
boards had a very large territory to supervise and had to travel long distances in the
performance of their duties. Organisers in voluntary organisations, especially those in
urban areas, had small territories and by comparison to their health board
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colleagues travel is negligible. The above differences obviously lead to dissimilarities in
the tasks performed by Home Help Organisers employed by statutory and voluntary
service providers.

Different models of service provision, different tasks and different management styles all
lead to differences in perceptions of what the Home Help service is and how it should be
run. We were able to identify six distinct areas of philosophical tension and dilemma in
operation between different models of service delivery. These conflicts are:

( The need for flexibility of service provision versus the desirability of having
national standards of assessment of client need, eligibility and service provision

( The belief in the evolution of personal care between client and Home Help
versus the belief that the service should only provide instrumental care and that personal
care should be the domain of another group (e.g., Personal Care Attendants)

( Arising partly out of point #2 above, is the conflict of whether the service is
partly a medical service and therefore should be completely or somewhat under the
control of the Superintendent Public Health Nurse or whether Home Help is purely a
community social service and therefore should be an autonomous discipline separate
from the public health nursing service

( In some health board regions and community care areas staff training -
especially of Home Helps - is considered superfluous whereas in other health board
regions and community care areas training is seen as an important tool in the provision of
a well-run and caring service

( In some areas there is the belief that the service should be provided purely on
the basis of material needs caused by physical or instrumental disabilities. In other areas
there is the belief that there should be a multi-dimensional approach taking into account
social and psychological needs

( The Home Help service in some areas is considered good neighbourliness
whereas in others it is viewed in a more professional light including the belief that staff
should be trained and ëthe labourer is worthy of her hireí
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8.5 The Home Helpsí Perceptions of the Home Help Service

The Home Helpsí perceptions of the service have two dimensions. These are about the
service as it relates to (a) their clients and (b) themselves.

Home Helps believe an important element of their job is social contact, a dimension they
perceived as lacking in the lives of many of their elderly clients. A major concern
expressed by Home Helps was the lack of formal mechanisms for replacement or standby
Home Helps. Their statements about their regard and concern for their clients and their
commitment to their job were confirmed by their clientsí perceptions of the love, care and
attention they were receiving from their Home Helps.

Home Helps believe they are undervalued and underpaid. They are also aware that if their
services were withdrawn the gap caused by their departure would cost the country and the
health boards considerably more money in caring for elderly people than is the case
presently. However, they say their dedication to their clients precludes them from
withdrawing service but causes bitterness as they believe the health boards Imow this and
exploit them.

8.6 Clientsí and Non-Recipientsí Perceptions of the Service

Clients were remarkably appreciative of the service they received and expressed a high
regard for their Home Helps. Complaints were few and mainly concerned the intensity of
service.

Our sample of non-recipients and informal carers was small and therefore any findings
using only these data would be highly suspect. We discovered that all but one of the
population from which our non-recipient sample was drawn had decided not to avail of
the service on their own initiative. From this it might be claimed that the service is not
being denied to people who genuinely require it and who fall within present Department
of Health and health board criteria for service provision. However, these criteria, as we
learned in Chapter One, are very stringent and presently only sanction providing the
service to elderly people who cannot be supported by their families and neighbours. The
findings of Fahey & Murray (in press) show that 21 per cent of people over 65 years
depend on somebody for assistance in the tasks of daily living (these data
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are very similar to those of OíConnor et al, 1988). Of these 21 per cent in need of
assistance, 50 per cent receive it from a resident carer, 37 per cent from a non-resident
family member, six per cent from a (female) neighbour and three per cent from a Home
Help. It may be the case that carers are unwilling to ask for formal help for many reasons,
including:
(a) a sense of duty to their elderly charge, (b) fear that their elderly charge or other family
members would not approve and (c) fear of service refusal. This situation could change if
counselling were available for informal carers to help them accept some respite in their
role and the Department of Health criteria were relaxed to include help for resident and
non-resident informal carers whether family, friends or neighbours. If changes occurred
to enable informal carers to have respite then we might discover a well of need for the
Home Help services which is as yet untapped.

8.7 Elderly Peopleís Perceptions of Their Support Networks

Elderly people in Ireland, even those in receipt of Home Help, who have less dense kin
networks than the general population of elderly people, still rely heavily on family for
support in the tasks of daily living. We also discovered that elderly people relied most
heavily on the support of their Home Helps when they were ill or after hospital discharge
- times when elderly people are at their most vulnerable. Home Helps also play an
important role in instrumental support and to a lesser degree emotional support.

Friends and/or neighbours play an important role in the social support of elderly people.
They do not play as great a role in instrumental or emotional support. Given the
Department of Health criteria for eligibility for Home Help service (i.e., that it should not
substitute for existing help provided by family or neighbours) we could ask is it
equitable, fair or even morally justifie& to expect friends/neighbours to perform such an
onerous task without (or with the minimum) recompense and recognition? This question
is especially cogent given the importance of this role in the maintenance of an elderly
person in their own home for as long as possible.

307



8.8 Overview of Results in Relation to Study Objectives

The study objectives ranged wide. The following is an overview of our results as they
relate to them.

Provide Detailed Data on the Home Help Service: In this study we provided data on the
nature and components of the Home Help service as it currently operates at all levels in
Ireland, including a profile of current service clients and their requirements, their
perceptions of Home Help service and the positive impact of the service on their lives.
Our attempts to compare Home Help clients with the total population of over 65s was
foiled because of the poor quality of Department of Health and health board statistics.

Identify Gaps in Service Provision: We identified many major gaps at service provision
level, some concerning implementation of The Years Ahead (1988), others identified by
this research. The recommendations in The Years Ahead that have not been implemented
in any widespread manner throughout health boards are:

( There is no advisory committee on the elderly in any health board

( Three health boards have neither appointed a Coordinator of Services for the
Elderly nor a District Liaison Nurse

( Only two health boards have established district teams for the elderly

( The comprehensiveness of the Home Help service has been diluted by the
introduction of Home Care Assistants/ Attendants

( Two health boards have not established an emergency Home Help service

( The Home Help service has not been expanded in scope to provide respite for
carers (although some respite care is provided in two health boards by Home Care
Assistants/Attendants)

Other gaps in service provision identified by this research are:

( Some urban respondents had to wait for a period of up to six weeks before
service was provided. Given that Home Help is often sought after a traumatic event such
as illness, injury or discharge from hospital this gap in service provision gives rise to
concern
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( The absence of back-up/standby/relief Home Helps is unaccept
able for the same reasons as those given above; in addition many Home Help clients by
definition have weaker support networks and are more frail than the general elderly
population

( Meeting the needs of an increasingly dependent population living in their homes
is an evolutionary process in the long-term relationship built up between the Home Help
and the client. Lack of training may preclude a Home Help from providing as
professional a service as possible in meeting the growing needs for more personal care
(e.g., lifting, the early identification of signs of dementia or confusion) as the elderly
client becomes more frail

The Future of the Home Help Service: Although seven informal carers were interviewed
(five of whom did not receive Home Help) it was not possible to define their needs for a
Home Help service as it seemed that the majority of them were not willing to accept help
from an outside agency. However, it is evident from OíConnor and Ruddle (1988) and
Ruddle and OíConnor (1993) that many carers are desperately in need of the Home Help
service to assist them in caring for an elderly relative.

In 1993/4 over one third of the respondents in our survey would find the addition of
twilight, night and weekend services useful as the needs of frail elderly may not coincide
with normal working hours. As our elderly population becomes more frail this picture
may change, especially as their informal carers are also ageing. In addition, over half of
those who would find these additional services useful would be willing to pay for those
additional services if they could afford to do so.

Issues Concerning Voluntary-Statutory Provision at National Level: We found
substantial  differences  between  the  statutory/rural  and voluntary/urban areas in our
survey. This may reflect area or service delivery model differences. The main differences
were:

( Waiting periods for service were longer in the urban/voluntary organisation area

( Intensity of service provision was less in the urban/voluntary organisation area

( Dissatisfaction with intensity of service provision was greater in the
urban/voluntary organisation area
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( Clients in the urban/voluntary organisation area had lower expectations of
intensity when describing the degree of intensity they perceived they require

( Making financial contributions towards the service was more common in the
urban/voluntary organisation area

( Urban/voluntary organisation clients were more likely to see their Home Help
Organiser regularly and clients in the rural/statutory area were more likely to see their
Public Health Nurse regularly

These are quite considerable differences in service provision. However the weakness with
the statutory-voluntary comparison, as we demonstrated in Chapters Three and Four, is
that service provision is so different within and between health boards that we cannot say
whether these differences are solely area or model differences or reflect an overall
difference between statutory and voluntary service provision.

In examining the voluntary/statutory partnership, we could define a partnership as:

one who shares with another or others in some activity, especially in a business firm
where he shares risks and profits (Oxford English Dictionary, 1979)

and the act of sharing between statutory bodies and voluntary organisations as having
many dimensions. These include the obligations and duties of both partners towards each
other and to the client by the identification of their needs. For a partnership to exist there
must be certain key components (identified by OíSullivan, 1994):

( A strong contractual arrangement

( The clarification and recognition of the roles of both partners (e.g., who does
what)

( The acceptance of responsibility for the recognised roles (e.g., statutory
organisations to provide guaranteed, secure funding and voluntary organisations to
produce, with effectiveness and accountability, a service which takes into consideration
the views and needs of clients)

( Communication between partners and the participation of both in the decision-
making process.
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Can we can say that a partnership exists between statutory bodies and voluntary
organisations providing Home Help services to elderly people based on the above
definition? In Chapter Three we learned that there are no written contracts between health
boards and voluntary organisations to deliver services and that arrangements are ëhighly
informalí. There is no mechanism for clarification and recognition of roles, documented
by Mulvihill (1993). Concerning statutory bodiesí responsibilities to provide guaranteed
and secure funding we discovered in Chapter Four that some voluntary organisation
Home Help Organisers reported delays in budget payments and their having to negotiate
loans and pay interest to their banks to keep the service operating. A more recent
development has been the unexpected, unexplained and fairly substantial cut-backs in
monthly budget allocations experienced by some voluntary organisations (National
Association of Home Help/Care Organisers, personal communication, 1994). Given the
level of funding it is impossible for voluntary organisations to perform costly (in terms of
finance and manpower) evaluations of the service. In addition, Mulvihill demonstrated
that some health boards have not adopted recommendations in The Years Ahead to
involve voluntary organisations in planning and policy making -demonstrating a lack of
co-operation and communication. We can conclude therefore that the partnership
between statutory and voluntary sectors is weak and does not maximise the potential of
these arrangements for the benefit of clients.

In Ireland there is no coherent social policy or framework for the voluntary sector
(Council for Social Welfare, 1991). However, a Government White Paper is pending
which ëwill draw up a charter for voluntary social services in Ireland which will set out a
clear framework for partnership between the state and voluntary activity and develop a
cohesive strategy for supporting voluntary activityí (Programme for Economic and Social
Progress, 1991, Section IV:24). The lack of coherent social policy is reflected in weak
and ad hoc partnership arrangements as demonstrated by Mulvihill (1993) and by our
study.

An issue of vital importance in the statutory/voluntary debate is the need to identify
ëcoreí services (in this context those which are essential for the maintenance of elderly
people in the community, Mulvihill, 1993). According to OíSullivan (1994), if a service
is thus identified it should receive 100 per cent funding.
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Issues Concerning Voluntary-Statutory Provision at Local Level: The Home Help service
at local level was described by one Home Help as instrumental in keeping local
communities viable because elderly peopleís pensions are spent in their local
communities rather than going to a nursing home, possibly outside the community, to
help maintain them there. Another Home Help described how the service helped in
maintaining harmonious family relationships. By having a Home Help the elderly person
feels more autonomous and independent and does not have the feeling that s/he is
intruding on their familyís busy life by having constantly to ask them for help. On the
other hand, family members can visit their elderly relative freed from having to perform
tasks which would impinge on socialising.

Our study, although comprehensive, did not reveal much local co
ordination between Home Help and other community services. The fact that many Home
Help Organisers are rarely if ever involved in case conferences and hospital discharge
committees and other local committees, as demonstrated in Chapter Four, is evidence of a
lack of co
ordination between the Home Help service and other services providing community care.

Other Issues Pertaining to Home Help: Funding for the service is different for the two
kinds of service providers (i.e., statutory and voluntary). Both types of service suffer
from health board cut-backs which at times, especially for voluntary organisations, forces
a similar and sudden reduction in service cover and intensity. (The 1994 cut-backs in
their monthly budget allocations experienced by voluntary organisations, reported above,
is causing serious havoc in the areas where this has happened.)

We demonstrated that eligibility criteria were dissimilar within and between health
boards. Means testing was used in some areas, others used the medical card as an
eligibility criterion. Most Home Help clients were opposed to the idea of a means test to
determine eligibility.

As we demonstrated above in Section 8.3, national standards of service provision are
non-existent. In Chapter Three we demonstrated that variations in Home Help cover are
minimal but intensity varies considerably between health board regions. In addition, the
philosophy of not providing training for Home Helps in some health board regions is an
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indication that the provision of a standardised national quality service of Home Help for
elderly people is not considered to be of paramount importance in some health board
regions.

8.9 Summary of Main Findings

The lack of status and recognition of the Home Help service is reflected in the main
findings, at many levels, which are:

At National Level:

( Ireland has a social policy that elderly people should be permitted to stay in their
own homes and communities for as long as possible, yet

At Department of Health Level:

( Health boards are not legally obliged to provide Home Help

( The Home Help service is not legally empowered - much less obliged - to
provide respite for informal carers of elderly people

( Statistics on the Home Help service are patchy and sometimes inaccurate

( The national percentage of elderly people in receipt of the Home Help (cover)
service is low
( There is an absence of clearly defined policy and mechanisms for
statutory/voluntary partnership.

At Health Board Level:

( Many of the recommendations in The Years Ahead have not been implemented

( Six different models of service provision operate within and between health
board regions and there are no national standards of service provision

( Client eligibility for service and client assessment for financial contribution
towards the service are not standardised and there are several methods for collecting
clientsí contributions
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( Many voluntary organisations have to get bank overdrafts because of delayed
budget payments and unexpected budget cuts leave them with no redress but to cut
services

At Service Delivery Level:

( Most staff in voluntary organisations (Home Help Organisers and Home Helps)
have inferior rates of pay and conditions of employment to those employed by statutory
bodies

( Most Home Helps have very low rates of pay

( Some statutory bodies can employ permanent Home Helps who can step into the
breach and provide emergency or relief services but in many instances there are no back-
up or relief Home Helps. The consequences are that many Home Helps work when they
are ill and some clients experience gaps in service provision. Given the core nature of this
service and the vulnerability of many clients this is a serious flaw in service provision

( There is no formal mechanism for processing, complaints should Home Help
clients have a complaint
( The service, however, is valued highly by the clients who receive it

( The overall amount of client satisfaction with the service is high and clients
have a palpable degree of love or liking for their Home Helps

( Clients report that Home Helpsí have a very high level of commitment and
concern for them
( The number of hours of Home Help elderly clients receive (intensity) is much
greater than elsewhere

8.10 Directions for Further Research

A fruitful direction for further research in the Home Help service might be examining in
more depth and more quantitatively the differences in service provision between statutory
and voluntary service providers and between the six models of service provision
identified in Chapter Three with a focus on the areas of: (a) funding, (b) status and
recognition, (c)
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staff, (d) training, and most important of all, (e) a comparison of the differences in service
provision at the client level (i.e., overall who provides a better or more client-centred
service and which clients are the most satisfied).

8.11 Overall Conclusions

Since the 1960s, in common with other countries, Ireland has favoured a policy of
community care. In the early years of the shift towards community care there was little
appreciation of the extent and nature of the care provided by carers, usually female
family members living at home with a dependent elderly person. This limited view is
reflected both in the legislative basis of the Home Help service and in the philosophy set
out in Circular 11/72 which became the basis of the Home Help service as it now exists.

In Ireland The Health Act 1970 empowers but does not oblige health boards to provide a
Home Help service. This is in contrast with the other jurisdictions considered in this
study and serves to place this service in a marginal position relative to other sources of
primary care. Inevitably this puts the Home Help service at a relative disadvantage in the
competition for funds. Although funding has increased over the years, overall it is evident
that in certain periods of financial restraints the Home Help service has not escaped.

Circular 11/72 sought to avoid providing Home Help where family care was in evidence.
From our research we have found that the providers of this service have been hampered
by this philosophy in their efforts to develop the service to meet the needs of dependent
elderly people at home.

The service which has been provided to elderly people in the community has to a
significant extent focused on those living alone. The evidence from these clients is
eloquent testimony to the value of the service to them. Nevertheless, living alone
presupposes some level of independence and therefore it is not at all surprising to find
that the profile of Home Help clients comprises many people with high levels of
instrumental dependency but considerably fewer with high levels of physical
dependency.
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In recent years in Ireland we have witnessed marked changes in the number and
proportion of elderly - and very elderly people living alone. Among these people the level
of dependency is increasing and this trend is expected to continue. This implies that
greater demands will be placed on the Home Help service in the future to provide
assistance with personal care to clients.

Increasingly, therefore - and this has been acknowledged to an extent in The Years Ahead
(1988) and Shaping a Healthier Future (1994) - the potential role of the Home Help
service needs to be acknowledged and the pre-conditions for developing this potential
need to be implemented.

Firstly, a clear legal mandate requiring the health boards to provide this service is needed
in order to underpin that this is a core service; it is essential to the maintenance of
dependent elderly people in the community.

Secondly, designated funding must be provided in order to develop the service
adequately to meet the needs of all elderly people requiring it.

Thirdly, the role and purpose of the Home Help service needs to be redefined to: (a)
complement and support carers, (i.e., family members who look after their dependent
elderly relatives at home) and (b) cope with the increasing needs for help and care among
elderly people living at home without day-to-day care or support.

Fourth, it is imperative that the Home Help service be provided in a consistent, reliable
and responsive manner. While a ëgood neighbourí ethos has been a characteristic of the
evolution of the service it is not a sufficient basis and certainly not a guarantee that the
service will be provided to the required standard. The study clearly shows that there is a
strong vocational commitment among Home Helps and Organisers but, in the context of
providing a core service, there is a conflict between the appeal to neighbourliness and the
requirements of providing an essential service. All of the evidence in this study points to
the necessity for clear definition of roles and status in the Home Help service. There must
be consistent terms, conditions of employment and training as a pre
condition to the achievement of delivery of a consistent and professional service.

Fifth, the study has revealed several models of service provision and
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considerable variation in modus operandi. In turn this leads to discrepancies in
entitlements to the service within and between regions. As a core service there must be
agreed standards of provision, definitions of need and eligibility and consistency in
relation to such matters as entitlement, fees and amount of service provided. The
considerable variations in service provision need to be examined carefully to determine
the extent to which they are inhibiting the achievement of agreed minimum national
standards and equity in service delivery.
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