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Executive Summary 

This evaluation analysed the homecare grant schemes that have been in 
operation in the Northern AreaHealth Board (NAHB) since the end of 
2001 and in the East Coast Area Health Board (ECAHB) since July 2002. 

These two homecare grant schemes have many common aims and starting 
points: 

• The homecare grants are in both health boards intended for older 
people who, without access to additional home support services, 
would be at risk of placement in institutional care. The homecare 
grants are intended to enable them to purchase services that eliminate 
or delay the need for institutional care. 

• In both health boards, the homecare grants are intended to enable the 
purchasing of additional services i.e. the intention is to complement, 
not to replace, health board services such as home help and public 
health nursing services. 

• The grants are available both to older people living in the community 
and to older people who are leaving hospital i.e. to enable discharge 
and return to their own home. 

While several policy reports and documents at national level, including 
the National Health Strategy 2001, have called for the development of 
'home subvention' schemes to support older people to continue living in 
their own homes, considerable initiative and commitment on the part of 
individual health board service planners and managers was the crucial 
catalyst behind the initiation of the homecare grant schemes in both 
health board areas. The ongoing support of the Eastern Regional Health 
Authority (ERHA) also ensured that the schemes had the capacity to 
develop. 

The two health board areas share a number of common features in the 
processes that is used to administer the home care grants: 

• In both the ECAHB and the NAHB, the Managers of Services for 
Older People play a key role in administering the scheme. 

5 
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• In both boards, the assessment of care needs is carried out by the 
public health nurses or medical social workers (or both). 

• Public health nurses and medical social workers are also the key 
points of contact for applicants and recipients of the grant. 

In the ECAHB, 134 individuals were receiving the grant or had been 
approved to receive the grant at the time of the evaluation.2 In total, 58 
individuals were receiving the homecare grants in the NABB at the time 
of the evaluation.3 The main reason for the differences in the number of 

. recipients in different areas is the availability of funds for financing the 
scheme. 

The two health boards differ dramatically in the method of payment that 
they use. The ECAHB makes prospective ('up-front') payments to 
individual recipients who are then free to allocate the money as they 
wish. In other words, in the ECAHB the older person and/or a family 
member assumes the role and responsibility of employer and indeed all 
responsibility for the use of the grant. In the NABB, payments are 
retrospective (paid after services have been rendered) and are made 
directly to the provider. In other words, while in the NAHB the care 
recipient never comes into contact with the grant money, in the ECAHB 
grant recipients receive a cheque in the post that they then use to pay their 
chosen care provider. In the ECAHB, there is currently no verifiable 
relationship between the payment made and the actual cost of the services 
purchased. This is arguably a major shortcoming of the system as it has 
operated until recently. However, the ECAHB scheme was closed to new 
applications in January 2004, and when the scheme re-opens in 
September, some of the recommendations contained in this evaluation 
will be incorporated into new operating procedures, i.e. grant recipients 
will be asked to give details of care providers and will also have to 
confirm on a monthly basis that they have used the grant to pay for care 
servIces. 

The amounts of homecare grant payable in both health board areas 
correspond to the nursing home subvention rates. Enhanced payment is 
considered and only granted in cases of very high dependency. The 
average amount of a homecare grant across both health board areas was € 
170 per week at the time of the evaluation. In 2003, the total expenditure 

I 
2 The number of grant recipients had increased slightly to 150 by January 2004, when the scheme was 
closed to new applicants. . 
3 The number of home care grant recipients in the NAHB had increased to 80 by July 2004, thanks to 
additional funding that had made the expansion in recipient numbers possible. 
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on homecare grants was € 711,000 in the EeAHB and € 393,000 in the 
NAHB. 

The average age of homecare grant recipients across both health boards 
was 83 at the time of the evaluation. Nearly two-thirds of home care grant 
recipients were aged 80 or over, with nearly a quarter of recipients being 
age 90 or older. The fact that some three-quarters of home care recipients 
were females reflects the gender balance among the older population and 
also the greater likelihood of older women living alone and hence being 
in need of support services. The average weekly income of all home care 
grant recipients was € 190.14, although the incomes vary somewhat 
between the two health boards 

In neither health board area isa standardised .scale of dependency used in 
assessing the applicants' level of need. Assessment of needs is usually 
carried out by a public health nurse, who is expected to describe, very 
briefly, the diagnosis, health needs and family circumstances of the 
applicant. The public health nurse is also supposed to outline what 
services are required and at what level (number of hours, frequency). 
Although the absence of any systematic assessment criteria makes the 
evaluation of grant recipients' dependency levels problematic, it appears 
on the basis of the nursing assessment forms that most grant recipients in 
both health board areas have high dependency levels,· and a significant 
minority have dementia-related conditions/illnesses. 

Although a significant proportion (40 %) of the homecare grant recipients 
surveyed. live in one-person households, the majority do not live alone. 
Approximately 30 % live with their spouse and 40 % with another. 
relative. This is possibly a reflection of the fact that particularly in the 
case of individuals with a higher level of dependency, the constant or 
near-constant presence of another person (an informal carer) is a 
prerequisite of remaining in the home, even when outside support 
services and payments are available. 

A survey of homecare grant recipients indicated that the level of 
satisfaction with the grant schemes is very high, with nearly 90 % of 
respondents stating that the scheme is working well for them. However, 
over·50 % of the respondents expressed the opinion that the grant was not 
sufficient to meet the cost of their care needs. Nearly 70 % of respondents 
received unpaid informal help from family members in addition to the 
services purchased with the help of the grant. For those who indicated 
that they received informal help, the average number of hours of informal 
help received per week was 42.7. This is a very high figure and indicates 

7 
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that without the input of informal carers, the grant schemes would in most 
cases not succeed in their aim of enabling people to remain living in their 
own homes. High levels of informal (family) care input are therefore a 
necessary underpinning for the functioning of the homecare grants 
scheme, and it is safe to say that the grants are in the majority of cases not 
being used as a substitute for family involvement. 

The main merits and advantages of the homecare grants identified in this 
evaluation are the following: 

• In the vast majority of the cases the alternatives to the home care 
grant would be either extreme carer stress or moving into long-term 
care ih an institution. 

• Older people and their families have a greater say regarding the 
source and types of care services engaged. 

• The grants are cost effective compared to thecost of nursing home or 
extended hospital care for all but older people with the highest levels 
of dependency and need for extensive nursing or medical care. 

• The availability of grants helps to reduce the number of delayed 
hospital discharges. 

• The grants are an additional means of achieving the stated, policy 
objective of supporting older people to live at home for as long as 
possible. 

• ,Satisfaction levels with the schemes appear to be very high for the 
majority of recipients. 

• Evidence from other countries with similar homecare grant 
programmes suggests that the availability of grants stimulates 
employment creation in the area of care services for older people. 

While this evaluation therefore endorses the merits of the homecare 
grants schemes in the two health boards, it also makes a number of 
recommendations for changes and improvements. These suggestions stem 
from opinions expressed in the survey of recipients, from interviews with 
central health board actors and from the international experience of cash
for-care programmes. 

8 
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The report recommends the 

• Introduction of a uniform assessment tool and regular re-assessments; 

• More careful monitoring of the quality and adequacy of services 
purchased with the help of the grants; 

• A means-testing procedure that ensures equity and a reasonable level 
of personal responsibility for the costs of care; . 

• Mechanisms for ensuring that the grant payments are adequate in 
relation to the actual costs of care; 

• Introduction of dedicated budgets or incorporating homecare grant 
financing into the private nursing home subvention budgets; 

• Ensuring adequate staff resources for operating the homecare grant 
schemes at the health board level, including care and case 
management. 

Some of these tasks can be undertaken at health board level, but others 
require development and co-ordination of policy at the national level. 
Both health board and national level representatives should be involved in 
the further development of the homecare grants in order to ensure a co
ordinated and systematic approach. 

9 
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1 Rationale for the Evaluation of the Homecare 
Grant Schemes 

This evaluation was commissioned by the Eastern Regional Health 
Authority (ERHA). The aim of the evaluation is to establish the 
effectiveness of the homecare grant schemes that have been in operation 
in the Northern Area Health Board (NAHB) since the end of 200 1 and in 
the East Coast Area Health Board (ECAHB) since July 2002. 

The evaluation is commissioned both for accountability and learning 
purposes .. It outlines the operating principles of the two homecare grant 
schemes, the number and characteristics of grant recipients and the 
perceived benefits and weaknesses of the two schemes, with the view to 
gaining a better understanding of the performance to date and the future 
potential of the homecare grants. The grant schemes, while in the nature 
of pilot projects, have now been in existence for a sufficient length of 
time to enable some central lessons to be drawn for the purposes of 
improving and possibly expanding the use of homecare grants. For full 
terms of reference, see Appendix 1. 
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2 Background to Homecare Grant Schemes 

The Irish population is ageing, and the fastest growing age group are 
those over the age of 80. The area covered by the Eastern Regional 
Health Authority will experience the largest increase in· the absolute 
number of people aged 65 and over between now and 2021, and this trend 
is likely to continue in the longer term. The Irish policy on care of older 
people has traditionally been heavily reliant on the availability of 
informal (family) care. A number of divergent trends make it very 
difficult to predict the supply of and demand for informal care in the 
future. On the one hand, the proportion of older people who are married 
(and therefore can be expected in many cases to have access to.a spouse· 
carer) is increasing, but on the other hand the proportion of divorced and 
separated older people is also growing. The number of older people living 
alone is set to increase substantially between now and 2021, another trend 
that seems to indicate a need for changes in care arrangements.4 

Delayed discharges in acute hospitals, lack of adequate community-based 
services and the high cost of nursing home care have led to a search for 
alternative solutions to the challenge of providing and/or funding long-· 
term care services for older people, including home care services. Older 
people's needs are more complex than in the past, and their expectations 
are becoming higher. Recent research5 demonstrates clearly that the 
majority of older people do not wish to go into nursing homes but prefer 
that their care needs be met in their own homes. The availability of 
intensive, unpaid informal care can no longer be taken for granted. 
Innovative systems that support, encourage and enable care in the older 
people's own homes are therefore urgently needed. 

While various forms of 'community care' (ranging from formal services 
to informal, family care) are often advocated in the belief that they 
represent an inexpensive alternative to institutional care, it is important to 

4 Connell, Peter and Dennis Pringle (2004) Population Ageing in Ireland. Projections 
2002-2021. Dublin: NCAOP, Report No. 81. See also Fahey, Tony (1995) Health and 
Social Care Implications of Population Ageing in Ireland 1991-2011. Dublin: 
NCAOP, Report no. 42; Fahey, Tony (1998) 'Population ageing, the elderly and 
health care', In: Leahy, A. and M. Wiley (Eds.) The Irish Health System in the 21st 

Century, pp. 183-98; Fahey, Tony and John Fitz Gerald (1997) Welfare Implications 
of Demographic Trends. Dublin: Oak Tree Press in association with Combat Poverty 
A~~~ . 
5 Garavan, R., Winder, R. and H. Mc Gee (2001) Health and Social Services for Older 
People (HeSSOP). Dublin: National Council on Ageing and Older People. 
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be aware of both the 'hidden' opportunity costs of unpaid family care 
(such as foregone opportunities to earn an income outside the home) and 
the potentially high costs of enabling individuals with extensive needs to 
remain in their own homes (as opposed to transferring them to an 
institutional setting where economies of scale can be achieved); In short, 
homecare should not be seen as the cheap option, despite the fact that in 
some cases it can yield substantial cost savings to those who fund care of 
older people. Expansion of home care is a laudable policy aim but it has to 
be accompanied by earmarked and realistic levels of funding. 

The clear stated preference of the majority of older Irish persons is for 
care in their own home for as long as possible.6 Several reports and 
studies have stated the primacy of community or home-based care over 
institutional care. The first basic objective defined in the Years Ahead 
programme was maintaining older people in dignity and independence in 
their own home.7 National policy statements clearly prioritise the need to 
support older people living at home. However, a funding bias towards 
institutional care remains. Older people and their families can apply for 
help with the costs of private nursing home care, but until recently have 
not been able to apply for financial help with home care. Whereas 
expenditure on community care services increased by only 8 per cent 
between 1993 and 1996, expenditure on the nursing home subvention 
scheme increased by 422 per cent during this period.8 It is also known 
that many older people with low and medium levels of dependency are in 
institutional long-term care, a situation that is difficult to justify in all but 
the most difficult family and social circumstances.9 

While health· board community care services have been expanded in 
recent years, they are currently not sufficient to meet the demand for 
home help and related home-based services. Funding is not the only 
issue; even with additional funding, health boards in many cases would 
not be able to supply a sufficient quantity of home care support services 
directly because of difficulties in recruiting and retaining staff, staff 
ceilings and current service structures. It is likely that if comprehensive 
home-based services and supports were available, more older people 
would opt for this form of care instead of residential care. 

6 Ibid. 
7 . 

Department of Health (1988) The Years Ahead: A Policy for the Elderly. Report 0/ 
the Working Party on Services/or the Elderly. Dublin: Stationery Office. 
8 O'Shea, Eamon (2002) Review o/the Nursing Home Subvention Scheme. Dublin: 
Stationery Office, p. 65 .. 
9 Op. cit., p. 81. 
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The National Health StrategylO recommended the development of 
homecare subvention schemes with the view to making home care a 
realistic option for older people: 

A large number of older people would like the option of 
receiving care in the home rather than in a nursing home. The 
recent expenditure review of the Nursing Home Subvention 
Scheme has shown that current funding arrangements do not 
effectively support home care. The Government intends 
reforming the operation of existing schemes, including the 
Carer's Allowance, in order to introduce an integrated care 
subvention scheme which maximises support for home care. 1 1 

A recent review of the nursing home subvention scheme made the 
following observations and recommendations: 

[T]he potential of using community-based demand~led vouchers 
instead of prescribed in-kind provision of services for people 
living at home in the community should be examined. 
Subventions for community care could be paid in the form of 
community care vouchers which could only be used on 
verifiable services and facilities. Similarly, a pilot study 
providing cash transfers, mediated through the care manager, 
for older people living at home might also be tried. Under this 
approach, people would, once again, be free to allocate the 
money among competing community care services, but they 
would now also have the opportunity of using the money topay 
family carers ... Some innovation is required in this country to 
allow older people living in the community tQ choose among 
suppliers in accordance with their own unique preferences and 
circumstances ... [T]here is a need to develop a pilot scheme for 
community-based subventions immediately to evaluate the 
optimal approach to planning and developing such a scheme on 
a national basis. 12 

Health boards have· the freedom to choose whether they put such pilot 
programmes in place, although no dedicated funding has been allocated 

10 Department of Health (2001) Quality and Fairness -A Health Systemfor You. 
Health Strategy. Dublin: Stationery Office. 
11 Op. cit., p. 150, my emphasis. 
12 Op. cit, pp. 107-108, 120, my emphases. 
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for· this purpose. Ad hoc direct payment schemes l3 for people with 
disabilities have previously been in operation in Ireland, but prior to 
200112002 no such schemes had existed for older people. The North 
Western, the Northern Area and the East Coast Area health boards 
followed the recommendation to set up pilot home care grant programmes 
for older people. In the ECAHB, the pilot homecare grant scheme was 
approved in an 'open-ended manner' meaning that the overall amount of 
funds to be spent on the pilot schemes was not fixed (however at the level 
of individual recipients there is a maximum weekly amount of grant 
payments). The target group was defined as older people who, without 
access to additional home support services would be at risk of placement 
in private nursing homes, including older people with high dependency 
needs but also some with lower level needs (but who have no social 
network or other supports). 

The Northern Area Health Board established a home subvention system 
in 2001. The initiative for launching the scheme came from the Managers 
of Services for Older People. Various reports highlighting the importance 
of home care subvention had led the managers to initiate the pilot project 
in the NAHB area. In Area 8,a co-ordinated homecare package pilot 
project (Home First) had taken place previously. Similarly to the 
ECAHB, the purpose of the home care grants in the NAHB was to 
complement rather than to replace existing services. The pre-existing 
health board services were often available in limited quantities and only 
on a 9-5 basis and for this reason were inadequate for flexibly serving 
those with extensive or round-the-clock care needs. 

In following the suggestions to launch pilot homecare payment 
programmes, the directors and managers of services for older people in 
both health board areas showed considerable initiative and determination 
by implementing the schemes without dedicated funds. Both schemes 
could not have proceeded without the support of the ERHA and the 
support of the Department of Health and Children. 

13 Direct payments are cash payments made to individuals in need of care to enable 
them to pay providers of their choice for the support services they need. 

14 
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3 Methodology 

This evaluation relies on four main sources of data and information: 

• Administrative data 
• Interviews 
• Survey of recipients 
• Secondary literature and official reports 

Administrative data analysis involved extracting relevant information 
from applications, case records, guidelines and other relevant policy 
documents. 

Interviews were conducted with 

• health board officials: directors 14 and managers of services for older 
people. 

• public health nurses, directors of public health nursing, and medical 
social workers 

• grant recipients 

A qu~stionnaire (See Appendix 2) was sent to a sample of grant recipients 
selected to represent the main recipient categories as defined on the basis 
of applications and case records; 

Information on similar grant schemes in other countries. was obtained 
through a review of secondary literature and analysis of evaluations and 
reports. 

The full Terms of Reference can be found in Appendix 1. 

14 There is no Director of Services for Older People in NAHB at the moment, 
although work similar to a Director's work is undertaken by a number of different 
health board employees. 
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4 Direct Payments a!1d Other Cash-for-Care 
Programmes - the International Experience 

The schemes described in this section fonn a diverse group of cash, 
voucher and in-kind benefits, but share many features with the pilot 
homecare subvention schemes in Ireland. While they are all intended to 
allow a degree of freedom of choice for the older person in need of 
services, the degree of flexibility varies considerably. While there are no 
attempts at all in some countries (such as Austria and Italy) to control the 
ultimate destination of the cash payments, other countries (such as the 
UK and the Netherlands) have an elaborate administrative and regulatory 
system to ensure the appropriate use of the grants. Some countries are 
clearly more concerned than others about the potential of home care grants 
to create jobs in the grey economy, and the resulting care work by 
untrained and unprotected workers. 

Practices with regard to infonnal care givers also vary widely: using 
homecare payments to pay family caregivers is forbidden in some 
countries (such as the UK), but positively encouraged in others (Austria, 
Italy, Netherlands), whereas all relatives except spouses can be paid 
thr~ugh the homecare grants scheme in France. 

4.1 Homecare payments in selected countries 

In the Netherlands, the virtually monopolistic position of home help 
organisations, and the desire of older and disabled people for greater 
freedom of choice, led to the creation of the personal budget scheme. 

Prior to the personal budget scheme, a typical healthcare region (covering 
ca. 500,000 inhabitants) had only a few organisations delivering home 
help and home nursing services. This situation was largely the result of 
central government policies. of rewarding economies of scale. IS 

Organisations of service users and other stakeholders such as hospitals 
and health insurance companies criticised the home help organisations for 
their inflexibility and inefficiency. Provider organisations were opposed 
to the creation of a new scheme as they feared that their market share 
might diminish as a result, and trade unions also had reservations about 
the impact of more flexible funding and delivery systems on employees' 
rights and· conditions of work. 

15 Coolen and Weekers (1998) 
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Personal budgets were first experimented with in the Netherlands in 
1991. The personal budget scheme enables recipients to select their 
service provider. An evaluation of the pilot project showed that older 
people were satisfied with their increased freedom of choice, and felt that 
their control over how and by whom services were delivered had been 
enhanced. 16 Following the pilot project, the Health Insurance Fund 
Council produced a set of guidelines intended to prevent misuse of 
personal budget funds and the employment of care-givers outside the 
framework of general labour market regulations. 

Approximately 63,000 individuals are in receipt of the personal budget, 
of whom approximately half are aged 55 or older. Under current practice, 
the personal budgets are available to people who need home help and/or 
home nursing services for a period of at least three months, and who live 
in their own home. Personal budgets can be used to purchase services 
from formal provider organisations, or to make a contract with and pay an 
informal caregiver (including family members and spouses). 
Approximately one-fifth of personal budget holders opt for a family 
caregiver who then receives the corresponding payment through the 
person they care for. 

The needs assessment for the personal budget takes into account family 
and other informal supports available to the applicant i.e. a certain 
amount of informal, unpaid care is expected from co-resident family 
members (but not from any family members who do not live in the same 
household). The needs assessment is repeated every six months. The 
amount paid through the personal budget is calculated by multiplying the . 
number of hours of care needed by the current registered cost of care per 
hour for the type of care needed. There has recently been a shift from 
retrospective payments paid on receipt of invoices to the service provider 
directly, to a system where the budget holder is paid a sum of money 
prospectively and can then make the payment themselves to their chosen 
service provider. However, co-payments (share of total costs which the 
service user covers out of their own pocket) were also increased 
considerably in 2003, which probably has suppressed demand for home 
care, particularly among individuals on higher incomes who face co
payments that are expensive in relation to purchasing care completely 
privately. 

16 Ramakers, C. and T. Miltenburg (1993) Budget - en naturaclienten vergeleken. 
Experiment Clientgebonden Budget, Verzorging & Verpleging; 111. Nijmegen: 
Institute for Applied Social Sciences (ITS). 
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The 1998 study of the personal budget by Coolen and Weekers argues 
that the personal budget scheme had not by the late 1990s managed to 
bring about significant weakening in the near-monopoly status of 
provider organisers. This was mainly due to the small scale and modest 
budgets of the personal budget schemes at the time, which was reflected 
also in the waiting lists for the scheme. More recently, it appears that the 
availability of personal budgets has led to the creation of new jobs in the 
area of care services for older people. I? 

In France, the prestation specifique dependence (PSD) was created by 
the Juppe government in January 1997, as a result of demands for a 
benefit designed to cover the costs of long-term care for older persons. 
This benefit was targeted to people 60 years of age or older, and the 
amount was dependent both on financial means and the degree of 
dependence. The benefit was operated through a voucher system by the 
local authorities. Between 1997 and 2001, nearly 400,000 people received 
the PSD, a little over half of the recipients living in their own homes 
(DREES 2002). The average amount of PSD was € 549 when the 
recipient was living at home, and € 305 when the recipient was living in 
institutional accommodation. In January 2001, the maximum amount of 
PSD payable was € 896.71 per month. 

Some of the French departments (administrative regions) involved in 
administering the PSD provided in-kind services only, others offered cash 
payments, or a combination of both. All departments that offered cash 
benefits had systems in place for ensuring the appropriate use of the 
payments. Approximately 75 per cent of recipients who were surveyed in 
1995-96 received all or portion of their benefits in the form of a cash 
allowance. Majority of respondents to the French survey believed that an 
important advantage of the services obtained through an agency (as 
opposed to the cash benefit) was the freedom from administrative tasks 
such as recruiting the care worker, paying him/her, and dealing with 
governmental offices involved in wages and salaries/social security 
administration. In other words, it appears that the burden of 
administrative tasks was acting as a barrier for some people to access the 
cash benefit alternative. Over 90 per cent of the respondents were 

17 Interviews with Frans van der Pas, Per Saldo, Utrecht, 18 June 2004 and J essica 
Aamink and Pieter Roelfsema, Department of Residential and Domiciliary Care and 
Seniors Policy, Ministry of Health, Welfare and Sport, the Hague, 18 June 2004. 
These interviews were conducted as part of an Irish Research Council for the 
Humanities and Social Sciences (lRCHSS)-funded project on innovative mechanisms 
in financing long-term care of older people in the Netherlands, Finland and the UK. 
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satisfied with the services they received, and 64 per cent stated that the 
allowance had improved their lives. Among those who had hired a service 
provider, approximately a third had opted for a family member or a 
friend. 22 per cent of respondents stated that the allowance enabled them 
to avoid moving to a nursing home. 18 

. 

As a result of widespread dissatisfaction with the PSD (due mainly to 
means-testing and the variation between regions in how the benefit was 
administered), the Jospin government resolved to reform the long-term 
care benefit in 2000. Jean-Pierre Sueur, who was commissioned to 
analyse the issue, proposed excluding assets from the means-test on the 
grounds that this was the majority opinion among the 40 or so key actors 
that he had consulted. With regard to the issue of creating a new risk, 
Sueur's recommendations followed the Jospin government's view, 
according to which the creation of a new insurance scheme, and hence a 
new contribution, was not desirable for reasons of cost, and it was 
decided to finance the system out of general revenue instead. A new law 
on the allocation personnalisee d'autonomie (APA) was passed in July 
200 I, and the new benefit came into operation in January 2002. 

Unlike the PSD, the AP A is allocated on the basis of conditions and rules 
decided upon at the national, rather than the regional, level. The degree of 
autonomy in activities of daily living and income of the applicant 
determine the level of the benefit payable. The benefit is paid either in 
cash or in the form of subvention to an institution, or as vouchers to the 
carer (titres emplois-services). The degree of dependence is assessed by a 
general practitioner. For a very dependent person (belonging to category 
GIR I), whose monthly income is below € 950, the benefit is 
approximately € 1100 per month. For a person with medium levels of 
dependency below the € 950 income limit, the benefit payable is 
approximately € 475 per month. The benefit is managed by local 
authorities and is mainly financed by the regions, with assistance from 
national taxation. In 2002, 605,000 persons received the AP A, half of 
them living in their own home and half in institutional accommodation. In 
2002, the average payment under the AP A was € 516 per month. Over 80 
% of the recipients were 75 years of age or older, and three-quarters were 
female (DREES 2003). 

18 Gilles, Marie-Odile et al. (1995) LaPrestation Dependance: Experimentations 
Resultats des Phases 1 et 2 du Programme d 'Evaluation de I 'Experimentation d 'une 
Prestation Dependence. Paris: CREDOC, Simon, Marie-Odile and Martin, Frederique 
(1996) La Prestation Dependence: Rapport Finale du Programme d 'Evaluation de 
I 'Experimentation d 'une Prestation Dependence. Paris: CREDOC. 
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One of the aims of the AP A has been to 'bring the invisible and largely 
grey labour market of the domestic domain into the formal economy and 
to create employment' .19 Note that in France the payment of relatives 
other than spouses is permitted. 

Germany introduced a long-term care insurance scheme in 1994. The 
decision to establish this new social insurance scheme was arguably 
motivated first and foremost by the increased cost of social assistance for 
frail older persons. Financing social assistance is the responsibility of the 
Bundesliinder in Germany, and their increasing unwillingness to finance 
long-term care constituted a powerful incentive to construct a federal 
scheme. Although initially reluctant to engage in reforming the long-term 
care system due to concerns about the cost, the Kohl government soon 
became aware of the popularity of the idea and advocated it as part of its 
1990 parliamentary election campaign. 

The dependency assessment used in Germany assigns all eligible persons 
to one of three categories: individuals who have limitations in two or 
more activities of daily living and need help at least once a day are 
assigned to the lowest needs category, and the highest needs category 
comprises those who need assistance 'day and night'. 

The German long-term care insurance benefits are not indexed, and were 
not designed to cover all costs of long-term care. In order to try to prevent 
a shift from informal (family) and home-based to formal and institutional 
care, a range of options were offered to support home. care, including a 
cash payment for the informal carer. Recipients of the insurance 
payments can opt for a cash benefit, agency services that have twice the 
monetary value of the cash benefit, or a combination of the two. 
Approximately two-thirds of the recipients of long-term care insurance 
payments opt for the cash alternative (for the informal carer) rather than 
the in-kind alternative (paid outside help or institutional care). The 
German long-term care system is explicitly designed to encourage 
families to provide more care, and it has arguably been successful in 
achieving this aim to date. Note that beneficiaries who choose the cash 
option must be visited by professionals who ensure that the quality of 
care is satisfactory and that the cash payment is being appropriately used. 

19 Ungerson, Clare (2003) 'Commodified care work in European labour markets', 
European Societies 5(4): 377-96. 
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A 1996 survey by Runde et al. 20 showed that according to 72 per cent of 
the recipients of long-term care payments, the payment was necessary to 
preserve their independence. 85 per cent of cash-assistance recipients and 
61 per cent of combination benefit recipients considered the ability to use 
the benefit as they chose an important advantage. 98 per cent of 
respondents indicated the their quality of care had improved or remained 
the same since the introduction of the benefit, and only 2 per cent 
reported a deterioration in the quality of care. 

The possibility of introducing personal budgets has recently been debated 
in Germany.21 Prominent working groups on the reforms of long-term 
care insurance, as well as a number of economists, have highlighted the 
advantages of a system where cash benefits could be freely used to pay a 
provider chosen by the service user. However, while the government 
commission on long-term care has endorsed reform experiments in this 
area, it is concerned about the lack of a sufficient degree of market 
transparency and case management infrastructure that a fully-fledged 

. 22 
personal budget system would presuppose. 

In Switzerland, the 4th revision of the disability insurance scheme (AI) 
introduced the allocation d' assistance, a payment that is intended to 
increase the autonomy of people with disabilities by allowing them to 
purchase their own care services. 

In the UK, the direct payments scheme has recently been extended from 
people with disabilities to older people. Under the direct payments 
regulations in the UK, payments are not allowed to be made to close 
relatives or anyone else who lives in the same household as the care 
recipient. 23 

Whereas the personal budgets in the Netherlands and the direct payments 
in the UK are fairly 'prescriptive' in terms of directing people to specific 

20 Runde, Peter et al. (1996) Einstellungen und Verhalten zum Pflegeversicherung und 
zur hauslichen Pflege. Hamburg: University of Hamburg. 
21 Amtz, Me1anie and Alexander Spermann (2004) 'Wie Hisst sich die gesetzliche . 
Ptlegeversicherung mit Hilfe personengebundener Budgets reformieren?' Sozialer 
Fortschritt 53(1), pp. 11-22. 
22 Banker, Frank (2004) Long-Term Care in Germany: A Policy Map. Unpublished 
manuscript emerging from WRAMSOC EU Framework 5 Project, April 2004. 
23 Clark, Health, Helen Gough and Ann Macfarlane (2004) 'It pays dividends' -
Direct Payments and Older People. Bristol: The Policy Press. 
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services, cash payments in Italy and Austria leave more freedom of 
choice to the person in need of services. 24 

In Italy, the Indennita di accompagnamento has been available to people 
with disabilities since 1980 and was extended to older people in 1988. In 
2001, nearly 6 % of the population aged 65 and over were receiving this 
allowance. The allowance is commonly used to pay care workers who 
operate in the informal, or grey, labour market, but can also be paid to a 
spouse carer and other relatives. 

Austria in 1993 replaced existing federal and local cash allowances for 
care with a unified system of long-term care allowances. To qualify for 
the allowance, the need for personal assistance must exceed 50 hours per 
month, and the need must be expected to last at least 6 months. The 
allowance is paid at one of seven rates, depending on the level of need for 
assistance: 

Level 
1 
2 
3 
4 
5 
6 
7 

Extent of need for care per month 
More than 50 hours 
More than 72 hours 
More than 120 hours 
More than 180 hours 
Need for an unusually high level of care 
Necessity for permanent supervision 
Practical immobility of comparable condition 

The allowance enables the purchase of care, either for services in the . 
older person's own home or in a nursing home setting through payment 
of fees. The scheme is financed through social insurance contributions by 
employers and employees?S 
In Finland, homecare vouchers are being adapted in 2004. It is intended 
that the voucher will entitled an additional 10,000 households with older 
persons to homecare services delivered by private and voluntary sector 
enterprises. Most Finnish municipalities use the so-called RA V A-index 
for assessing the need for services. The emphasis in this index is on 
physical needs, rather than psychological or social ones. The homecare 
vouchers are means-tested and income-dependent. Older people in the 

24 Osterle, August (2001) Equity Choices and Long-Term Care Policies in Europe. 
Allocating Resources and Burdens in Austria, Italy, the Netherlands and the UK. 
Aldershot: Ashgate. 
25 Health Care Systems in Transition, Report on Austria (2001) European Observatory 
on Health Care Systems. 
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highest allowable income bracket receive approximately € 5 per hours of 
service purchased, and those in the lowest income bracket receive 
approximately € 20 per hour. The initial (2004) budget for the homecare 
voucher pilot projects is € 10 million.26 

In the United States, a number of states have introduced homecare 
payments for Medicaid beneficiaries. In California, the In-Home 
Supportive Services programme (IHSS) is targeted at people who are 
over 65 years old, or have a disability (including blindness). The IHSS 
programme is intended to pay for services in the recipient's own home 
and acts as an alternative to nursing home care. The services that can be 
authorised through IHSS include both personal care and household tasks. 
The IHSS is available in all 58 counties of the state of California, some 
194,000 people receive services with the help of the programme monthly, 
and annual expenditure on the programme in 2001 was over $ 700 
million. . 

IHSS recipients must be living in their own home (not in an institutional 
setting), their personal property must not exceed $ 2,000 for an individual 
and $ 3,000 for a couple. Personal property that is not taken into account 
in this means-test includes the applicant's home and one car that is 
needed for transportation to medical appointments or work. The 
dependency and needs assessment is carried out by a county social 
worker. The maximum monthly number of hours that can be approved is 
283 hours. Once the IHSS has been approved, the recipient must hire 
their individual provider. The state pays the care workers directly after 
the number of hours worked has been certified. Beneficiaries can hire a 
family member if they wish, including their spouse, and according to an 
evaluation published in 1998, some 40 per cent of beneficiaries had hired 
family members. The IHSS recipient is considered the provider'S 
employer and is therefore responsible for hiring, training, supervising and 
if necessary firing this provider. If the recipient's county has contracted 
IHSS providers, the recipient may choose to have their services provided 
by the contractor. Where an option between the two alternatives exists, 

26 Interview with Ms Viveca Arrhenius, Ministerial Adviser, Department of Social 
Affairs and Health, 22 March 2004. This interview was conducted as part of an Irish 
Research Council for the Humanities and Social Sciences (IRCHSS)-funded project 
on innovative mechanisms in financing long-term care of older people in the 
Netherlands, Finland and the UK. 
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case managers help recipients to choose either the agency-directed or 
consumer-directed model. 27 

IHSS recipients who live alone, are unwilling or unable to manage their 
care, and have moderate care needs usually opt for the agency-directed 
model, whereas those with heavy care needs are usually assigned to the 
consumer-directed care. This is because care workers in consumer
directed care are paid less than workers in agency-directed care, and the 
entitlement therefore allows the recipient to purchase more hours in the 
consumer-directed model. 

4.2 Summary of lessons from the international experience 

Most studies of consumer-directed homecare schemes indicate that 
'persons managing their own long-term care services experience more 
choice and control in their lives than those using agency services'.28 

While the policies and practices vary considerably, there are many 
significant differences between the operation of homecare funding 
programmes in other countries and the pilot homecare grant schemes in 
Ireland: 

• In contrast to the pilot homecare grant schemes in Ireland, most of the 
countries reviewed here allow their benefit/grant recipients to use the 
grant to hire a family member to provide the care services. 

• There are regular and extensive quality control mechanisms in place 
in most countries, although some have opted for a system that offers 
great flexibility at the cost of desisting from any quality controls. 

We will now turn to a more detailed examination of the operation and 
outcomes of the homecare grant programmes in the ECAHB and the 
NAHB. 

27 Benjamin, A.E. et al. (1998) Comparing Client-Directed and Agency Models for. 
Providing Supportive Services at Home: Final Report. Los Angeles: University of 
California. 
28 Tilly, Jane (1999) Consumer-Directed Long-Term Care: Participants' Experiences 
in Five Countries. American Association of Retired Persons. 
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5 Basic Guidelines for the Homecare Grants 

The homecare grant schemes in the ECAHB and the NAHB share a 
number of common features: 

• They are both aimed at enabling older people to remain in their own 
homes even when they have extensive care needs and/or lack access 
to sufficient social support networks (informal care). 

• Both schemes provide people with the funding needed to access 
additional services over and above the services that are available· 
through the health boards. 

• The grants are available to both older people living in the community 
and to older people who are leaving hospital i.e~ to enable discharge 
and return to their own home. 

However, there are some ways in which the basic guidelines and 
protocols differ between the two health boards, and for this reason they 
are described below separately, and in greater detail. 

The ECAHB guidelines for homecare grant applicants state that the· grant 
is intended to assist people who are 65 years of age or older and 'wish to 
remain living at home but cannot do so without financial assistance to pay 
for care services\ The availability of appropriate community services, 
such as home help, care attendants and day care, must be explored before 
the grant can be made available. In other words, the grant is designed to 
supplement, rather than replace, formal and informal services that are 
already in place. In the ECAHB, it is solely the grant recipient's (and 
their family's) responsibility to find and employ the person who will 
provide the extra services that the grant can cover. Family members are 
not supposed to be paid out of the homecare grant for being carers; where 
appropriate, they are advised to apply for the Carer's Allowance. 

As a result of a recent (summer 2004) review of the scheme's operating 
principles in the ECAHB, only people who are at direct risk of going into 
full-time long-term care are considered for the homecare grant, due to the 
limited funding available. Priority is assigned on the basis of high self
care deficits of the applicant, the availability and situation of other social 
supports and the presence of risk to the older person and/or the carer.29 

29 ECAHB Memorandum 'Changes to the Homecare Grant Scheme', 26 July 2004. 
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In the NAHB, the homecare grants are intended for older persons 'whose 
care needs have increased to such an extent that the general community 
services available are no longer adequate to allow that person to remain at 
home and where long-stay residential care is being considered,30. The 
homecare grant can also be suitable for 'an older person occupying an 
acute hospital bed who requires a care at home package in excess of that 
available from the general community service'. In other words, as in the 
ECAHB, the homecare grant is designed to enable an older person to 
remain living in their own home, or to return to their own home following 
hospital or long-term care stay. The grant is only available where the so
called generic services such as Home Help, Care Assistant and Nursing 
Service are not available or are not sufficient for covering the older 
person's care needs. The protocols in the NAHB state clearly that the 
homecare grants are intended for persons whose care needs exceed 10 
hours of care per week as it is assumed that Home Help organisations are 
in a position to provide 10 hours of care per week per person from within 
their existing funding. 31 

A central part of the protocols in the NAHB is the requirement that the 
care services are arranged by the recipient and/or his/her family andlor a 
key worker 'with a reputable private care agency that can supply the level 
of care and the standards of care required'. 

30 Northern Area Health Board (no date) Funding of Care at Home - Protocols. 
31 However, there can be some flexibility with regard to this rule in line with available resources. 
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6 Evaluation of Inputs and Actions 

This part of the evaluation focuses on the resources devoted to the 
homecare grant schemes and the processes used in administering them. 

All available administrative records were analysed and interviews with 
relevant service managers and public health nurses were carried out with 
the view to establishing in each health board: 

• The source of funding for the homecare grant schemes. 
• Staff resources and administrative processes used In the grant 

scheme. 
• The number of homecare grant recipients. 
• Guidelines on payments and actual payment levels. 
• Expenditure on the schemes. 
• The means-testing formulae applied. 
• The source of applications for the grant. 
• Processing times. 

6.1 Source of funding for the homecare grants 

Neither the ECAHB, nor the NAHB have a dedicated budget for home 
care grants. The home care grants scheme in the ECAHB has been 
financed out of the private nursing home subvention budget. This budget 
was € 15.2 million in 2003, and expenditure on home care grants in that 
year was approximately € 700,000 (i.e. 4.6 per cent of the total budget). 
Because there has been no increase in the private nursing home 
subvention budget to cover the additional costs, the homecare grant 
scheme has put the budget under serious pressure. There are plans to ring
fence funds from within the private nursing home budget to establish a 
dedicated budget for the home care grants in the ECAHBin 2004. 

As in the ECAHB, there is at present no dedicated budget for the 
homecare grants in the NAHB. In the initial stages, funds for the scheme 
were drawn from the area (administration) budget, and currently from the 
home help budget, the administration budget, and any other surplus funds 
that are available are used. All three community care areas have run up 
deficits in their home help budgets and for this reason have not been able 
to expand the number of people receiving the home care grant since 
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spririg 2003.32 The Managers of Services for Older People have made the 
case for a dedicated budget, but this has not materialised to date. In the 
NAHB, there are currently plans to tap into the nursing home subvention 
budget in order to finance the continuation of the home care grants 
scheme. The fact that there is at present no dedicated budget for the 
homecare grants scheme is clearly a major problem and an obstacle for 
the future expansion and development of the scheme in both health 
boards (see also the section on Recommendations at the end of this 
report). 

6.2 Staff resources and administrative processes 

The two health board areas share a number of common features in the 
process that is used to administer the home care grants: 

• In both the EeAHB and the NAHB, the Managers of Services for 
Older People play a key role in administering the scheme. 

• In both boards, the assessment of care needs is carried out by the 
public health nurse or medical social worker (or both). 

• Public health nurses and medical social workers are also the key 
sources of referral and points of contact for applicants. 

In both health boards, the managers of services for older people co- . 
ordinate and administer the schemes in their community care areas: they 
answer queries about the scheme, filter calls, send out information and 
application forms and also receive the completed application forms. The 
managers are also responsible for disseminating information about the 
scheme to health board staff and to the public. Public health nurses and 
medical social workers are the most important source of information 
about the scheme for potential applicants as they bring the scheme to 
older people's and their families' attention. As information is not 
distributed to the population in general or even to older people in a 
systematic fashion, it would be very difficult for them to find out about 
the scheme from any other source. Public health nurses and medical 

32 In the NAHB, where people ceased receiving the grant because they died, or for 
other reasons, replacements were not sought in order to reduce grant expenditure to a 
manageable point. Where this was achieved, clients were replaced within the existing 
budget allocation. 
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social workers therefore act as key gatekeepers to the scheme, informing 
older people who they believe would be eligible about the scheme. 

As the exact administrative processes also differ in a number of respects, 
the procedures and practices in each health board area are described in 
more detail below. 

ECAHB 

The applicant, possibly with the assistance of a' family member or a 
public health nurse or a medical social worker fills in the application and 
sends it to the relevant Manager of Services for Older People. Following 
a basic assessment of the applicant's eligibility (e.g. making sure that 
they fulfil the basic criteria such as being over 65 years of age and fall 
within the income limits set in the means-testing criteria), the manager 
forwards the form to the relevant public health nurse (if the applicant is 
living in the community) or medical social worker (if applicant is in 
hospital). 

The assessment of applicants living in hospitals tends to be more complex 
than the assessment of those residing in their own home. Geriatricians, 
occupational- therapists, registered nurses, medical social workers and 
liaison nurses are involved in various assessments of older people and 
their ability to return home, but in the majority of cases the assessment 

. for the homecare grant is carried out by a public health nurse. In the 
ECAHB, older people occasionally leave hospital with the help of the 
home care grant without having undergone the full needs assessment and 
means-test. There appears to be little co-ordination between medical 
social workers and public health nurses in completing the application 
forms, and this was perceived to be a problem among the medical social 
workers interviewed for this evaluation. The view was expressed by some 
medical social workers that more effective use could be made of liaison 

. nurses' linking role between hospitals and public health nurses. They also 
held the view that substantial assessment in the hospital, followed by an 
assessment by a public health nurse, meant that there was duplication and 
waste of time/resources. However, an assessment carried out while the 
older person is in their own home (as opposed to while they are a hospital 
in-patient) may provide a very different picture and provide a more 
accurate assessment of the person's practical need for assistance, and for 
this reason assessment in the home is considered a necessary part of the 
process. 
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Following the care needs assessment, the relevant director of public 
health nursing reviews and signs the nursing assessment form with the 
recommendation that the grant be paid, and forwards it to the local 
Manager of Services for Older People who puts the nursing assessment 
together with the application and sends it to the officer responsible for the 
homecare grant in the· ECAHB headquarters. The ECAHB officer then 
makes a final decision on eligibility and the level of grant to be paid 
based on the needs assessment and the means-test. For the approved 
applications, payments were originally granted retrospectively from the 
date of application, but this retrospective period of payments has been 
limited to one month in a recent revision of operating principles.33 

In ECAHB, the situation and views of grant recipients in community care 
areas 1 and 2 34 are being reviewed by a community care co-ordinator at 
regular intervals. 

NAHB 

In the NAHB, public health nurses and social workers are the main 
channels for publicising the scheme and for drawing potential applicants' 
attention to it. When the home care grants scheme was first launched, the 
Managers of Services for Older People met with the head social workers 
and directors of public health nursing to discuss and explain the new 
scheme. The managers also met with the private care agencies and with 
the home help organisations that provide the homecare services~ Head 
social workers in turn notified the social workers within their hospital, 
and directors of public health nursing advised nurses in their area. 

The main point of contact for applicants in the NAHB are the social 
workers in the Social Work Departments in the acute hospitals and public 
health nurses based in local health centres who both draw potential 

. applicants' attention to the scheme and fill in the needs assessment part of 
the application. The public health nurses and medical social workers act 
to a large extent as gatekeepers to the system in that they identify the 
older people most in need of the grants. There appears to be a good, co
operative relationship between these two groups of professionals. In the 
NAHB, the Managers of Services for Older Persons have overall 

33 ECAHB Memorandum: Home Care Grant. Issues to Consider. 9 September 2003. 
34 No care co-ordinator has been appointed at the time of the evaluation in Area 10, 
but there are plans to do so by the end of 2004. 
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responsibility for the management and co-ordination of the scheme and 
work alongside the public health nursing service. 

In the NAHB, the public health nurse or the social worker fills in the care 
plan at the back of the grant applicant form. This consists of a grid that 
outlines the services that the applicant uses and needs during the week 
(Monday-Sunday). The nurse or social worker identifies the share of 
services needed by the applicant that is provided by the home help service 
or friends/family members, and assesses the degree of unmet care needs. 
However, in its present form the application form does not clearly ask 
what care tasks are required, and it is felt that definition of the tasks 
would be helpful. 

The convention in the NAHB is that the social worker, the public health 
nurse, and, where possible/relevant, the home help organisation35

, must 
have contributed to the needs assessment and must have communicated 
with each other. Once the applicant has filled in the personal details and 
income section of the form, and once the social worker or nurse has filled 
in the needs assessment, the (assistant) director of public health nursing 
assesses the report. This stage of the assessment serves as a control to 
make sure that the recommended care package is appropriate and' 
adequate. Note that applicants are not usually turned down at this stage of 
the process, although the number of hours recommended is occasionally 
reduced to be in line with budgetary allocations. 

During the first six months of the scheme's operation, the completed 
application forms were sent to the NAHB headquarters, but since then the 
Managers of Services for Older People have been making the decisions in 
their own areas. Following a means-test by the manager (based on the 
information provided in the application form), a letter of agreement is 
sent to those who qualify for the grant. The letter sets out the amount for 
which the client is approved to obtain services, and it is copied to the 
agency chosen by the recipient and the referring source. Grant recipients 
choose a service provider themselves from among the companies listed 
by the NAHB. While no specific agency is recommended by the public 
health nurse, in effect the client often asks for a recommendation or a list 
of the available agencies. A letter is sent to the appropriate Care Agency 
advising them of the hours approved and the date of commencement. The 
agency then invoices the NAHB on a monthly basis. 

35 Private sector care providers are currently not involved in these discussions, which 
is felt to be a problem. 

31 



• 
• • 
• 
• 
• • • • • • 
• • • • • 
• 
• 
• • • • • • 
• • • 
• • • 
• • • 
• 

A basic 'accounting' review of grant recIpIents takes place in two 
community care areas in the NAHB (see below under 'Reviews'). 

6.3 The number of recipients at the time of the evaluation 

In the ECAHB, 134 individuals were receiving the grant or had been 
approved to receive the grant at the time of the evaluation. The 
reasonable quality of the records in ECAHB would have enabled the 

. inclusion of both current and past recipients in the analysis, but for 
reasons of comparability across the two health boards, only the cases that 
were active at the time of the evaluation are included in the following 
analysis. The records for all three community care areas are kept in a 
central location in the ECAHB, and the current database of cases can 
separate out grant applicants and recipients according to community care 
area. 

In the ECAHB, of the 222 applicants that records existed for at the end of 
2003, 12 were refused, 207 admitted to the scheme, and 3 had uncertain 
status (pending) at the time of the evaluation.36 

The records in the NAHB are not held in one central location but are kept 
at the community care area level. In total, 58 individuals were receiving 
the homecare grants in the NAHB at the time of the evaluation.37 

In NAHB Area 8, there were 26 recipients at the time of the evaluation, 2 
had received· 'once-off payments, 2 had been refused or received no 
payments, 21 recipients had died, and 6 had left the scheme for another 
reason. In total, 55 people were receiving or had been receiving the grant: 
due to some missing values it was possible to properly evaluate only the 
records that were active at the end of 2003. 

In NAHB Area 7, there were 13 recipients at the time of the evaluation, 
30 had died, and 13 had left the scheme for another reason (reason not 
evident from case records). 13 recipients had moved to a hospital or a 
nursing home and ceased receiving the grant, 30 recipients had died. 
There is no information available about rejected applicants. Due to some 

36 No new applications for the homecare grant have been accepted in ECAHB from 1 January to the 
~resent, but the number of grant recipients had increased to 150 before the scheme was closed. 

7 The number of home care grant recipients in the NAHB had increased to 80 by July 2004, thanks to 
additional funding that had made the expansion in recipient numbers possible. 
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missing values in the records the analysis here has been limited to the 13 
cases active at the time of the evaluation. 

In NAHB Community Care Area 6, 19 individuals were in receipt of the 
grant at the time of the evaluation. Nine people who had been receiving 
the grant had gone into nursing home, 5 had withdrawn from the scheme 
because they 'didn't need the grant anymore' and 13 recipients had died. 

The main reason for the differences in the number of recipients III 

different areas is the availability of funds for financing the scheme. 

6.4 Payments 

The two health boards differ dramatically in the method of payment that 
they use. The ECAHB makes prospective ('up-front') payments to 
individual recipients who are then free to allocate the money as they 
wish. In other words, in .the ECAHB the older person and/or a family 
member assumes the responsibility of employer and indeed all 
responsibility for the use of the grant. In the NAHB payments are 
retrospective (paid after services have been rendered) and are made' 
directly to the provider. In other words, while in the NAHB the care 
recipient never comes into contact with the grant money, in the ECAHB 
grant recipients receive a cheque in the post that they then use to pay their 
chosen care provider.38 

Please note that there were many missing values in the records that were 
consulted. The averages calculated here are based on the information 
available from the case records. 

38 As part of a recent (summer 2004) review of operating principles in the ECAHB, the recipients are 
now required to give details of their care provider and are also asked to submit forms on a monthly 
basis, confirming that they have received the payment and that it has been used to pay for care services 
(Memorandum, 'Changes to the Homecare Grant Scheme', ECAHB, 26 July 2004. 
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ECAHB 

Maximum rates of the homecare grant in the ECAHB are as follows: 

Persons requiring up to 12 hours of care per week 
(medium dependency) € 114.30 per week 

Persons requiring 13-16 hours of care per week 
(high dependency) € 152.40 per week 

Persons requiring more than 16 hours per week 
(maximum dependency) € 190.50 per week 

These amounts correspond to the nursing home subvention rates. 
Enhanced payment is considered and only granted in cases of very high 
dependency. 

NAHB 

Services in the NAHB are provided by home help organisations (the 
homecare grant scheme is used to purchase additional hours from the 
home help organisations over and above their contract with the Health 
Board for home help services) and by private sector home help agencies. 
At the early stages of the grants scheme, some payments in Area 7 were 
made directly to the client, but currently all payments are made to . 
providers rather than older people themselves. Clients in the NAHB have 
not made any complaints about this system of channelling the payments 
to providers. The reason for opting to pay providers rather than clients 
was concern about creating potential for the abuse of the payments 
through inappropriate use. 

The maximum rate of home care grant available in the NAHB is € 190.46 
per week, although in exceptional circumstances more may be payable. 
These 'exceptional circumstances' are currently not clearly defined, but 
can include 'out-of-hours' cover and relate to very high dependency 
levels. 

Table I below indicates the average payments that homecare grant 
recipients are allocated in each health board. Women on average received 
€ 8.50 per week more than men through the home care grant schemes. 
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Note, however, that the average income of men was € 13.30 more per 
week than the average income among women (see Table 4). 

TABLE 1 : Average homecare grant payments 

Average Average Average 
payment, € payment for payment for 

men,€ women,€ 
ECAHB + 
NAHB 170.34 164.20 172.70 
ECAHB 173.20 169.40 174.45 
NAHB39 163.25 153.80 167.23 

6.4 Total costs i.e. expenditure on the scheme 

ECAHB, total expenditure on home care grants 

2002 € 21,388.25 
2003 € 710,873.69 

NAHB, total expenditure on home care grants 

2003 € 392,776.20 

6.6 Means-testing 

The means-tests applied in the NAHB and ECAHB have a number of 
commonalities: 

• In both health board areas, the maximum level of and the general 
guidelines for the private nursing home subvention are taken as the 
approximate starting point for means-testing and determining the 
level of home care payment. 

• The means-test used in both health board areas ignores the value of 
the applicant's home as this is an essential component of home care 
(as such the means-test differs from the private nursing home 
subvention means-test, where the value of the home above a certain 

39 Infonnation on weekly payments was not detailed in four cases. 
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. limit is taken into account, provided it IS not used by a family 
member as a residence). 

However, in many other respects the means-tests applied by the boards 
differ substantially. 

ECAHB 

The ECAHB chose to apply the same levels of payment as in the nursing 
home subvention scheme on the grounds that the home care grants 
scheme is intended to prevent recourse to nursing home care. In other 
words, one mechanism is used for funding a range of care options 
(community and institutional). This funding arrangement underlines the 
fact that the homecare grant represents a re-direction of resources into 
home care and away from nursing home care. Where care needs are high, 
the grant can be increased, as in the enhanced nursing home subvention. 
Contrast this to the North-Westem Health Board, the third health board 
that has a home care grant scheme, where home care grant payments are 
75 % of the value of the nursing home subvention grants. 

The means test for the private nursing home subvention includes 
calculation of the value of the older person's property, including their 
own home. The maximum property value allowed for eligibility for the 
nursing home subvention is relatively low by today's standards. Savings 
and assets are also assessed for the private nursing home subvention but 
not for the home care grant. Many of the recipients of home care grants in . 
the ECAHB would not have qualified for the nursing home subvention as 
the means-test applied for the latter is more stringent. 

The means-test formula applied in ECAHB is as follows: 

State pension PLUS occupational pension PLUS other income4o 

= Total income 

Where the applicant has 'dependents' i.e. husband/wife, this amount is 
divided by 2. While the application form asks for details of any rent or 
mortgage payments by the applicant, this information is currently not 
formally incorporated into the means-test. Of the 222 applicants, only 4 
were liable to pay rent or mortgage, on average € 73 per week. 

40 S . avmgs etc. 
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DEDUCT cost of 10 hours of home help (€ 100)41 
DEDUCT 1/5 of the NCOAP rate (€ 28.80) 

From the amount thus arrived at, the ECAHB means-test deducts the 
standard NCOAP rate of € 144. Given that one fifth of the NCOAP has 
already been deducted from the applicant's income, the rationale of this 
deduction is not clear. 

Having arrived at a (usually very low) figure after these deductions, the 
ECAHB means-test then looks at the level of dependency of the 
applicant, based on the nursing report. The amount arrived at through the 
means-test is then deducted from the rate of subvention appropriate for 
the applicant's level of dependency. 

The application of this formula tends to result in broadly similar rates of 
grant being paid to people on very different levels. of income, which is 
problematic from the point of view of equity and optimal use of public 
funds. 

The two means-tests below illustrate this problem: 

Applicant A 

Occupational pension 
Divided by 2 
- 10 hours home help 
-1/5 NCOAP 
- full NCOAP 

Max. level of subvention 
- €20.58 

GRANTED· 

€586.75 
€293.38 
€193.38 
€164.58 
€20.58 

€190.50 
€169.93 

€169.93 per week 

41 Note that this deduction is made regardless of whether the applicant is in fact 
paying for home help or not. 
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Applicant B 

State pension 
- 10 hours home help 
- liS NCAOP 
- Standard OAP rate 

Max. level of subvention 
- €lS0.40 

GRANTED 

€169.90 
€100 
€39.82 
€lS0.40 

€190.S0 
-€110.S8 

€190.S0 per week 

These means-tests seem to indicate that Person A has a 'surplus' of 
€20.S8 and Person B has a 'shortfall' of €110.S0 per week. The staring 
income of person A is also € 417 more per week than the staring income 
of person B. Despite this, person B receives only € 20.S7 more per week 
through the homecare grant programme. Even allowing for the fact that 
person A is married whereas person B is living alone, the disparity in the 
incomes of the two individuals is so great that a more equitable means
test should be developed and should result in a greater differential in their 
homecare payments. The means-test applied in the ECARB should be 

. d f 42 revlewe as a matter 0 urgency. 

In the ECARB, there is currently no verifiable relationship between the 
payment made and the actual cost of the services purchased. This IS 

arguably a major shortcoming of the system currently in operation.43 

NAHB 

In the NAHB, the maximum rate of subvention is € 190.46 per week i.e. 
the equivalent of the maximum rate of the private nursing home 
subvention. The means-testing criteria is the same one as that employed 
in means-testing for the nursing home subvention. 

In the NARB, the starting point in the means-test is the total cost of the 
care package that the applicant requires, up to a maximum of € 190.46 
per week (although higher payments can be and are made in cases of 
extensive needs). Out of this, the applicant's income is deducted, 

42 . 
The means-test for the homecare grant in the ECAHB has recently (summer 2004) been changed to 

conform more closely to the test applied in the NAHB. 
43 Under the revised procedures for processing applications and making grant payments, ECAHB are 
now requesting provider details and exact cost of services before payments are made. 
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discounting an amount equivalent to the old-age non-contributory 
pension. The means-test also assumes that the applicant will be entitled to 
10 hours of home help through other programmes that are in place. 
Where this number of hours of home help is not available, the situation is 
taken into account. Savings are not included in the means-test, although 
income from assets is. Value of the applicant's house is also not taken 
into account. In its current form, the means-test does not formally 
incorporate an assessment of rent/mortgage expenditure. This expenditure 
should be integrated into the means-testing formula as it clearly 
represents a substantial outgoing for those who have to pay for their 
housing. 

An example of the means-test used in NAHB (amounts per week): 

Pension €174.80 
-NCOAP €144 
Surplus €30.80 

Cost of care . €96.82 
- Surplus €34.80 

Grant approved €62.02 

The means-test applied in the NAHB is less generous than the means-test 
applied in the ECAHB. However, it is also more equitable and 
straightforward, and as such could serve as a model for a reformed 
means-test in the ECAHB. 
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6.7 Source of applications (referral, self or other) 

The records show that in the ECAHB, the source of referrals to the home 
care grant were as follows: 

ECAHB: 

Public health nurses 
Self-referral or family 
Acute hospital 
Rehabilitation hospital 
Carew house 
Nursing home discharges 
Social worker 
Unknown 

101 
48 
39 
9 
1 
5 
1 
18 

Interviews with health board personnel in the NAHB established that 
virtually all applicants are referred by public health nurses or medical 
social workers. Approximately 50 % of applicants are inpatients in 
hospitals, and approximately 50 % live in the community. It was noted 
that one part of the NAHB has a lot of applicants because a home help 
organisation offering services in that area is perceived to be very good at 
taking up requests for packages. The publication of an article on home 
care grants in the Irish Times was said by some public health nurses to 
have caused an increase in queries about the scheme at the time of the 
article's publication. 

6.7 Processing times 

In the ECAHB, the completed applications are generally processed within 
one working week of receipt. However, delays may arise where 
applicants have not supplied requested information. 

In the NAHB, the processing times for applications varies depending on 
the completeness of the application form, the complexity of the needs of 
the applicant etc. The processing times therefore vary from 2 days to 3 
months, although generally applications are processed within one week. 
A further coinplicating factor in both health board areas is that care needs 
can change very rapidly e.g. when the applicant's condition worsens or 
his/her family circumstances change, and the contents of the application 
then need to be correspondingly changed. 
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7 Evaluation of Outputs 

All available active case records were used to analyse the characteristics 
of recipients according to the following categories: 

7.1 Age 

The average age of homecare grant recipients across both health board 
areas is 83. ' 

Average ages for the two health boards are as follows: 

ECAHB: 83 years. 

NAHB: 82 years 

TABLE 2: The percentage of recipients belonging to different 
age groups 

Age NAHB+ ECAHB NAHB 
group ECAHB 
65-69 7 6 12 
70-79 29 30 25 
80-89 41 42.5 37 
90- 23 21.5 26 

Table 2 above shows that nearly two-thirds of homecare grant 
recipients are aged 80 or over, with nearly a quarter of recipients being 
age 90 or older. 
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7.2 Gender 

TABLE 3: Percentage of female and male recipients in 
different areas 

Area Women Men 
ECAHB+NAHB 74 26 
ECAHB 76 24 

NAHB 64 36 

The fact that some three-quarters of homecare recipients are females is a 
reflection of the gender balance among the older population and also the 
greater likelihood of older women living alone and hence being in need of 
support services. Table 3 above shows that the share of male recipients of 
homecare grants is slightly higher in the NAHB than in the ECAHB. 

7.3 Needs assessment 

In neither health board area is a standardised scale of dependency used in 
assessing the applicants' level of need. Assessment of needs is usually 
carried out by a public health nurse, who is expected to describe, very 
briefly, the diagnosis, health needs and family circumstances of the 
applicant. The public health nurse is also supposed to outline what 
services are required and at what level (number of hours, frequency). 
Although the absence of any systematic assessment criteria makes the 
evaluation of grant recipients' dependency levels problematic, it appears 
on the basis of the nursing assessment forms that most grant recipients in 
both health board areas have high dependency levels, and a significant 
minority have dementia-related conditions/illnesses. 

7 .4 Availability of formal and informal care services to 
grant recipients 

In both health board areas, all other forms of community support must be 
utilised and considered before approval for the grant is made. It is clear 
from the interviews with health board personnel and also from the 
feedback received via the recipient survey that considerable family 
support (both care/time and money) is in most cases in place both before 
and after the grant approval. In many cases present caring arrangements 
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are stretched to the limit and families that are strongly committed to 
keeping the older person at home have welcomed the grant as a decisive 
support that enables them to continue contributing to care in the home. 

7.5 Financial resources of grant recipients 

The average weekly income of all home care grant recipients is € 190.14, 
although the incomes vary slightly between the two health boards.44 In 
both health boards, male recipients' incomes are on average slightly 
higher than the incomes of female recipients'. 

Table 4: Homecare grant recipients' average weekly income by 
area45 

Average Average Average 
weekly weekly weekly 

income, € income of income of 
men,€ women,€ 

ECAHB + 190.14 200 186.70 
NAHB 
ECAHB 185 192 182.30 
NAHB 191.37 197.4 188.4 

44 Note that in the ECAHB means-test, the income of married applicants is divided in 
half. This is not part of the NAHB means-test, which has led to NAHB incomes 
appearing considerably higher than they would if the same means-test was applied in 
both areas. Several grant reCipients' income is stated in the ECAHB records as being 
'0' or very low (under € 20 per week). According to the ECAHB, recording the 
income as '0' is customary in cases where the recipient's only income consists of a 
non-contributory pension. Nonetheless, as the records contained no other precise 
figures indicating the recipients' income, incomes recorded as '0' or very low have 
been excluded from the calculations for this report as unreliable. 
45 N.B. For ECAHB: information on income missing or unreliable for 57 cases. 
NAHB Area 6: information missing for 2 cases. NAHB Area 7: information missing 
for 1 case. NAHB Area 8: information missing for 4 cases. 
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7.6 Care providers, cost of services and standards of 
service 

NAHB 

Services in the NAHBare provided by home help organisations 
(voluntary sector organisations funded by the health board) and by private 
sector home help agencies. 

The following private sector providers offer services to homecare 
grant recipients in all three Community Care Areas in the NAHB: 

- Communi care 
- All In Care 
- Care for the Elderly at Home Ltd. 
- Private Home Care 

In addition to these private sector agencies, there are a number ofnot~for
profit (home help) organisations that also deliver services within the 
homecare grant scheme. These not-for-profit agencies only operate within 
their respective Community Care Areas. 

Below are examples of rates charged by private care agencies in the 
NAHB area in 2003: 

Agency 1: 
Day rate, cost per hour (where service is purchased in blocks of at least 2 
hours) 
Mon-Fri 
Sat 
Sun 

Agency2: 

€ 13.00 
€ 14.00 
€ 15.00 

Day rate, cost per hour (where service is purchased in blocks of at least 2 
hours) 
Mon-Fri 
Sat 
Sun 

Agency 3: 
Day rate, cost per hour 
Mon-Sat 
Sun 

€ 10.16 
€ 11.37 
€ 11.69 

.€ 9.60 
€ 10.60 
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There is a strong tendency for a small number of agencies to become 
predominant in an area. In the case of Area 7, one agency is the chosen 
service provider for over three-quarters of the homecare grant recipients, 
and in the case of Area 8 two agencies provide services for nearly 90 per 
cent of the grant recipients. There are clearly problems associated with a 
situation where a small number of providers are not genuinely competing 
with each other but rather have something approaching a monopoly 
position within the area where they operate. 
NAHB employees interviewed for this evaluation expressed the opinion 
that due to the small number of private sector companies providing 
services for older people, and the problems encountered with availability 
of services, it was not realistic to elicit greater competition or bidding for 
service provision contracts between the companies. Several NAHB 
employees· felt that for reasons of service quality and accountability, 
home help organisations are preferable to private sector agencies. Service 
level agreements should be put in place for both private sector agencies 
and not-for-profit organisations that deliver services within the homecare 
grant scheme, covering all relevant aspects such as the standards and 
quality of services provided, payments and complaints procedures. 

Note that in the NAHB service provision through home help· 
organisations is on the whole more costly than provision through private 
agencies. The day rates for home help organisations and private agencies 
are similar, but the weekend and evening/night-time rates are more 
expensive for home help organisation as they give double-pay to their 
staff during these times. However, the quality of care provided by private 
agencies appears to be lower on the basis of the number of complaints 
received. 

ECAHB 

There was no systematic information being collected about the source, 
amount and nature of the services purchased by the homecare grant 
holders in the ECAHB at the time of this evaluation. Grant recipients are 
not supposed to pay family carers out of their grant income, but at present 
there are no mechanisms in place for ensuring that this does not happen, 
except home visits by public health nurses who would in many cases 
know who was providing the care services. There is no list of approved 
home help services providers in ECAHB. It appears that grant recipients 
in some rural parts of the health board are experiencing difficulties in 
sourcing appropriate carers. 
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Standards of care 

According to the NAHB protocols on the homecare grant, 'the onus is on 
the private care agency to ensure that they comply with the care plan at 
all times and also to ensure that their staff are trained and supervised to an 
adequate standard'. Despite this statement, there are currently no 
independent attempts to measure the standards of service or the standards 
of training provided to their staff by private care agencies. The Managers 
of Services for Older People in NAHB have concerns about the 
supervision of work undertaken by the private sector agencies as there 
have been a number of complaints about the agencies and as there are no 
quality control mechanisms in place at the moment. 
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8 Reviews 

While no thorough, systematic reviews of the home care grant recipients' 
level of satisfaction with the scheme are taking place currently, there are 
some mechanisms in place for extracting information about some aspects 
of the scheme. Rudimentary reviews of home care recipients are being 
carned out in two Community Care Areas in the ECAHBand in two 
Community Care Areas in the NAHB, although different criteria and 
methods are being applied. 

8.1 ECAHB - analysis of reviews 

Basic reviews of home care grant recipients and their levels of 
satisfaction with the scheme are carried out in Areas 1 and 2 in the 
ECAHB by a community care co-ordinator, who also manages the cases 
of older people participating in the Shin Abhaile project. Seventeen 
reviews were analysed for the purposes of this evaluation. 

The main purposes of the review are to establish whether the client's 
needs and level of dependency have changed since the assessment for the 
grant took place, what kind of services have been put in place with the 
help of the grant, and the general level of satisfaction with the grant. 

The care co-ordinator usually contacts the public health nurse to obtain 
information about the care arrangements that have been put in place by 
grant recipients and their families. In cases where concerns or issues are 
identified, the care co-ordinator may arrange to meet the older person 
and/or family members to clarify the situation and to offer advice and 
information on further services as appropriate. 
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General level of satisfaction with the grant scheme 

The seventeen reviews analysed yielded the following information about 
the general level of satisfaction with the grant: 

% of recipients reviewed who are 

Very happy (41) 
Satisfied (29) 
Experienced some problems (12) (difficulty in sourcing carer, more help 

. needed that is currently available) 
Level of satisfaction not evident from the form (18) 

While the majority of recipients are therefore either very happy or 
satisfied with the scheme, there is a minority who have either experienced 
difficulties or whose level of satisfaction is not recorded on the review 
form. 

The following additional comments were provided on the review forms 
that were analysed: 

'The grant has helped enormously the patient and his wife who is his 
main carer'. 
'The provision of the grant has been very successful in maintaining this 
lady at home. All involved are very pleased with the situation currently' .. 
'Client delighted with service'. 

Changes in needs and/or level of dependency 

% of grant recipients whose 

Condition had remained stable (65) 
Some deterioration (35) 

It is noteworthy that while most grant recipients' condition had remained 
stable, over one-third had experienced some deterioration in their 
condition. As such deterioration normally leads to increased care needs, 
this fact points to the importance of reviewing the needs assessment 
regularly and increasing grant payments where necessary and possible .. . . 
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Services arranged with the help of the homecare grant 

Different sources of care purchased with the help of the grant, % of grant 
recipients 

Private carer sourced by client or client's family (59) 
Carer from an agency sourced by client or client's family (18) 
Source of help not evident from form (24) 

The fact that nearly 60 per cent of grant recipients had opted for a fully 
private carer indicates that where they are given choice, grant recipients 
are more likely to opt for this type of carer than for an agency-based 
carer. It is important to try to acquire more information about who these 
private carers are, what their level of training is, and how they are 
sourced by older people and their families. 

8.2 NAHB - analysis of reviews 

In NAHB Area 6, a review used to be undertaken every 3 months by local 
nurses who visited the clients and interviewed them briefly. In NAHB· 
Areas 6 and 7, an accounting review mechanism is now in place whereby 
clients are asked to state on a form that they are satisfied with the service 
before the invoices to the provider are paid. This type of review is more 
in the nature of an accounting exercise as its main purpose is to ensure 
that providers receive payments only for services that they have in fact 
delivered. In other words, the current review mechanism does not provide 
any reliable indication of the quality of care. In NAHB Area 8, there is no 
formal review. 

Review in NAHB Community Care Area 6 

As part of the processing of invoices for homecare services, grant 
recipients in Area 6 are asked to fill in a form that asks whether 
'satisfactory service' is being provided. Of the 57 feedback forms 
reviewed for this evaluation (submitted between April 2003 and January 
2004), 52 contained no negative feedback, two were blank and three 
stated that the recipient was not fully satisfied with the service provided. 
On one form, the recipient stated that they were 'regularly charged for 
care services on dates when no care service was provided'. The other two 
complaints (received from the same recipient) stated that the care 
provider 'never arrives on time'. 
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Community Care Area 6 also uses these forms to monitor any periods that 
the grant recipients may spend in respite care~ This is a useful way of 
monitoring the periods during which the grant recipients do not require 
the grant for homecare. Of the 57 forms, 18 stated that the recipient had 
spent a period of time in respite care. 
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9 Recipient Profiles 

This section of the evaluation focuses on the more detailed circumstances 
of a small number of recipients, and the views of a representative sample 
of recipients. 

This section contains: 

• Four brief case examples 
• Profiles of two recipients interviewed in person 
• Survey of a representative sample of recipients 

9.1 Brief case examples 

The following four short case studies, obtained from case records of 
homecare grant recipients; are intended to illustrate the characteristics and 
circumstances of typical homecare grant recipients. 

Case A 

• Lives with his wife who is his main carer. 
• Confused, cannot be left on his own for long, needs almost 

constant· supervision. 

CaseB 

• Lives with daughter who is the main carer. Has no other family 
help. Husband died in January 2002. 

• B insists on being kept in home environment. Strain on daughter. 
• B is totally dependant for all activities. Requires constant 

supervision and incontinence protection. Has been bed-bound for 3 
months. 

• Daughter pays for a private carer 20 hours per week. 

CaseC 

• Lives alone 
• Registered as clinically blind, limited VISIOn, Glaucoma, 

hypertension, unsteady gait. 
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• Frail, proud and declines help that would be beneficial. Manages to 
dress himself most mornings and can walk downstairs on his own. 
Uses stick to walk. 

• Family wants help 7 days a week. C feels he can manage on his 
own. 

CaseD 

• Lives alone. 
• Completely dependent for all care, is immobile, has no standing 

balance and needs a hoist for all transfers. 
• Main carer is daughter who lives in a different part of town and also 

works 5 days per week. Daughter has back problems and finds 
providing care very problematic. 

9.2 Two detailed case studies 

Case X 

X suffers from Alzheimer's disease, loss of hearing and has very bad eyesight. 
She is fairly mobile but moves slowly. She lives on her own, has no immediate 
family but helpful neighbors and relatives visit her regularly. 
The relative of X present at the interview said that the grant was very helpful 
because X would not be able to stay at home without the grant. In fact, the 
grant was applied for when X was in the hospital and she would not have been 
discharged had the application been refused. . 
Although the grant was acknowledged as being crucial, X does need more help. 
She has home help, meals-on-wheels and the PHN visits occasionally but this 
is not enough. She would need at least a few more hours a week in order to 
perhaps go for a walk or help her with little tasks around the house. Her 
relatives help her as much as they can but X was sad about not being able to 
attend mass and go for a walk. 
X and her relative stated that the helpers who come to her house do not always 
stay the full hour and sometimes do not turn up at all. They are meant to come 
for one hour in the morning (to help her with getting out of bed etc.) and one 
hour in the evening (to help her get into bed etc.) but sometimes when they 
arrive, X has been out ofbedlinbed for hours. 
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CaseY 

Y is paraplegic and moves around in a wheelchair. He lives alone but a PHN 
visits him three times a week, and a care attendant four times a week plus 
nights. He also receives help from his neighbours. 
Y is satisfied with the kind of help he is getting and also with the amount of 
help; in fact, he asked if it was possible to decrease the amount of money he is 
getting from the Health Board as he now does not require as much help as he 
previously did. The grant was applied for by a social worker when Y was in 
hospital. He would not have been discharged had the application been refused. 

9.3 Survey of recipients 

A postal questionnaire was sent to a representative sample of homecare 
grant recipients. The following are the key findings from the survey. 

Source of information about the grant 

Source of information 0/0 of recipients 
Public health nurse 36 
Social worker 40 
Relative, friend or 16 
neighbour 
Newspaper article 0 
Other 12 

Public health nurses and social workers are currently clearly the most 
important sources of information about the grants. However, information 
obtained from relatives, friends and neighbours may be gaining in 
importance as the number of people living in the community with the 
help of the grants increases. 

Living situation of recipients 

0/0 of recipients living 

Alone 40 
With a spouse 28 
With another relative 32 
Someone else 4 

-
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Although a significant proportion (40 0/0) of the homecare grant recipients 
surveyed live in one-person households, the majority do not live alone. 
Approximately 30% live with their spouse and another 40 % with 
another relative. This is possibly a reflection of the fact that particularly 
in the case of individuals with a higher level of dependency, the constant 
or near-constant presence of another person (often an informal carer) is a 
prerequisite of remaining in the home, even when outside support 
services are available. 

Duration of grant 

Average duration for which recipients had been receiving the grant for 
was 10.2 months at the time of the survey. 

Is the grant working for recipients? 

In response to the question, 'Do you think the homecare grant is working 
well for you at present? ,46, 

88 % answered 'yes' 
8 % answered 'no'. 

Is the grant sufficient to meet needs? 

In response to the question 'Is the amount of help that you can buy with 
the homecare grant, in combination with all other services (such as health 
board home help services) sufficient to meet your needs?,47 

44 % answered 'yes' 
52 % answered 'no'· 

This is the most alarming finding of the survey, as it indicates that more 
than half of the respondents have care needs over and above what the 
grants can cover presently. Given that in the case of most recipients, care 
needs are more likely to increase than to decline, this trend can be 
expected to continue. 

46 One recipient did not to answer this question. 
47 One recipient did not answer this question. 
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The following requirements for additional help were outlined by the 
respondents: 

"Could use care for 7/8 hours per day during week and also some time at 
the weekend" 

"In the fUture more home care will be needed and the grant will be 
insufficient" 

"Transport, house adjustments, security, clothing, replacement of lost 
items" 

"More help at the weekends" 

"I need 24-hr care (suffering from dementia). My daughter looks after me 
the remainder of the time (unpaid)" 

"Needs full time care" 

"My children help me with the overflow that the grant does not cover" 

"Have to pay extra for care and home help" 

''No home help available. Needs someone to do housework- no one at 
present. Grant doesn 'tcover full cost of carers" 

"Full time care. Cost € 300 per week (paid for by family members). 
Home care grant pays for additional evening and weekend care" 

"I need to pay for private home help- overnight stay is very expensive. I 
need 24 hr care" 

"2-3 hours per week Mon-Fri, plus occasional evening and Sunday 
attendance needed to allow main carer to resume full-time employment 
and occasional social outings" 

"Payments for extra hours to improve my quality of life e.g. to go out 
walking" 
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Who provides care services? 

The main source of help purchased with the help of the homecare grant is 
a paid outside helper for 88 % of the respondents. 16 % indicated that 
they paid a friend or a relative with the help of the grant. 

Informal care 

Responses to 'Do you also receive informal (unpaid) help from a relative, 
a friend or a neighbour? 

68 % answered 'yes' 
32 % answered 'no' 

For those who indicated that they received informal help, the average 
number of hours of informal help received per week was 42.7. This is a 
very high figure and again indicates that without the input of informal 
care, the grant schemes would in most cases not succeed in their aim of 
enabling people to remain living in their own homes. 

Application process 

Overall, the grant recipients felt that the process of applying for the grant 
was smooth and efficient, and they did not experience any major 
difficulties in this process. 

Recipient views on application process 

Process of applying for the grant, % stating this was 

Very smooth and efficient 60 0
/0 

Reasonably smooth and efficient 40 0
/0 

There were problems in applying 
for the grant 0 0

/0 
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Awareness of contact person in case of difficulties 

Responses to 'Do you know whom to contact if there are any problems 
with the homecare grant?' 

92 % answered 'yes' 
8 % answered 'no' 

General level of satisfaction with the homecare grant 

In response to 'Have you previously been asked about how satisfied you 
are with the homecare grant?' 

20 % answered 'yes' (of whom 2 have been asked casually by a PHN) 
80 % answered no' 

This indicates that an overwhelming majority of grant recipients are not 
asked how satisfied they are with the grant. As the number receiving care 
from 'grey market' sources (outside helpers who are not in the tax and 
social insurance net) is likely to be significant in the ECAHB where the 
use of grants is not monitored, it can be difficult to put in place 
mechanisms for ensuring that quality standards are met. At the very least, 
grant recipients should be regularly asked to state their level of 
satisfaction with the service and to identify any problems or issues that 
have arisen. While the quality of care given by providers who are outside 
the tax and social insurance net can be very high, it also has to be 
acknowledged that homecare grant clients receiving their services from 
this source are potentially more vulnerable than clients who obtain 
services from a registered and known provider operating in. the formal 
economy. 

General level of satisfaction with the grant48 

Very satisfied 20 0
/0 

Satisfied 56 0
/0 

Not particularly satisfied 20 0
/0 

Very dissatisfied 0 0
/0 

, 48 One person did not to answer this question. 

57 



• • • 
• • • • 
• • • • • • • • • • 
• • • • • • • • 
• • 
• • • • • • 
• 

While the majority of recipients are satisfied or very satisfied with the 
grants, there is a significant minority who are not. This is in slight 
contrast to the 8 % who indicated that the grant scheme is not working 
well for them at present (see above under 'Is the grant working for 
recipients?'). This difference is probably explained by the fact that the 
phrasing the first question (,not working well for you') is stronger than 
the phrasing of the second question ('not particularly satisfied'). . 

Problems with the grant 

The following problem(s) were outlined by those who indicated that they 
were less than satisfied with the homecare grant:. 

"Does not cover enough. Lack of awareness- found outby chance. No 
brochure. No suggested services, no preferred service providers" 

"Due to lack of mobility, we have requested grant to be paid directly into 
personal bank account (the current ECAHB system issues checks). This 
request was granted; however when payment is due, we find we need to 
contact ECAHB to initiate payment" 

"Only allows for two hours help per day" 

"Have had no confirmation of grant in writing. Received a cheque and 
made enquiries as to what rate approved. Cheques arrive regularly but no 
other correspondence" 

"I appreciate very much the grant but I feel it falls short as I get 
progressively immobile etc. It does not make allowance for worsening 
physical and mental conditions" 

''Needs more help and has experienced delays in receiving grant" 

Suggestions for improving the grant scheme . 

Respondents also made other suggestions of a more general nature about 
how the scheme might be improved, including: 

"Provide list of services and personnel. Information booklet for 
entitlements and claiming procedure" 
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"Make the elderly more aware that it is available. Maybe a scale can be 
introduced as we become more reliant on carer and family" 

"Where relevant circumstances/needs of main unpaid carer should be 
taken into account as well as needs of "cared for" person" 

"It would be useful to have an option to have payment made directly to 
bank account" 

"Introduction of a credit transfer system into grant recipients' bank 
account. This will avoid recipients having to go to the bank" . 
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10 Impact and Benefits of Homecare Grant 
Schemes 

It is clear from the recipient profiles and from interviews with public 
health nurses and medical social workers that in the vast majority of the 
cases the alternatives to. the home care grant would be either extreme 
carer stress or move into long-term care in an institution. Public health 
nurses and medical social workers felt that older people's condition 
improved considerably when they were able to return to their own home 
from an institutional setting. Problems that sometimes accompany 
institutionalisation such as depression and lack of contacts often 
disappeared when the patient was able to move back to their own home. 

Despite the fact that no set formula is used in assessing homecare grant 
applicants' level of dependency, it is clear that the homecare grant is 
currently correctly targeted at the people on the boundary of long-term 
care, i.e. those with the highest levels of dependency. The fact that public 
health nurses and medical social workers act as gatekeepers to the 
scheme, in combination with the limited availability of the grants, ensures 
that only individuals with highest levels of needs have access to the 
grants. The homecare grant scheme has, in a somewhat modified form, 
much potential for being a real alternative to institutional long-term care 
even for people with very high levels of dependency (although it will 
obviously never be appropriate for all older persons with high and 
complex physical and social needs). It is therefore realistic to expect that 
homecare grants could, if they were made more widely available, slow 
down the growth in the numbers of older people taking recourse to 
residential long-term care. 

The following have been identified in interviews with professional staff 
and from feedback from recipients and carers as the main advantages of 
the Home Care Grants: 

• The grants enable older people who are at risk of placement in 
extended residential care to remain living at home, where that is their 
preferred option. 

• The grants enable families to continue caring for their older relatives. 

• Older people and their families have a greater say regarding the 
source and types of care services engaged. 
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• The grants are cost effective compared to the cost of nursing home or 
extended hospital care for all but older people with the highest levels 
of dependency and need for extensive nursing or medical care. The 
average cost of a nursing home bed in the Dublin area is currently 
approximately € 700 per week, an amount that could be alternatively 
used to purchase approximately 40-70 hours of home care services, 
depending on the nature of care needs. Home care could present a 
viable and cost-effective alternative particularly for individuals with 
low-dependency levels who are in institutional care for social 
reasons. 

• The availability of grants helps to reduce the number of delayed 
hospital discharges. At the time when the research was carried out, 39 
older people had applied for the grant from acute hospital and 9 from 
rehabilitation' hospital. The grant facilitated discharge from hospital 
in these cases. 

• The evidence suggests that home care grants reduce demand for more 
expensive and less desirable forms of care such as nursing home care. 
They also reduce pressure on existing, often over-stretched, health 
board services, such as public health nursing, personal care and home 
help services. 

• The grants are an additional means of achieving the stated policy 
objective of supporting older people to live at home for as long as 
possible. 

• Satisfaction levels with the schemes appear to be very high for the 
majority of recipients. 

• Evidence from other countries with similar homecare grant 
programmes suggests that the availability of grants stimulates 
employment creation in the area of care services for older people. 

However, the homecare grants schemes in their current form also have a 
number of disadvantages and shortcoming, and raise several important 
policy and practical issues that need to be urgently addressed. These are 
discussed in the next section of this report. 
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11 Suggestions for Changes and Improvements 

11.1 Placing the schemes on a solid funding base 

The importance of supporting home-based care has been highlighted in 
several central strategic documents and analyses and in this context, the 
introduction of a home care subvention or community subvention as an 
alternative to the private nursing home subvention has been 
recommended. However, there has been no coherent strategy developed 
up to now by the relevant authorities to implement this recommendation 
on a national or even regional basis. Excessive reliance has been placed 
on the drive and determination of individual service managers. 

It is essential for the future survival and development of home care 
support schemes that they are backed up at central level, and funded 
consistently out of dedicated home care grant budgets. Failing that, 
private nursing home budgets should be increased with a view to 
covering the cost of home care grants as a certain percentage of total 
budget. The lack of adequate funding is currently resulting in unmet need 
building up, and in great uncertainty among older people and their 
families. Increased funding would also help to prevent the worsening of 
individual older persons' situations to the point where the only realistic 
option is residential long-term care. Short-term firefighting exercises such 
as making emergency funding available when the level of care needs is 
perceived to have escalated also create inequities in that funding is 
available to older people one week, but then not available to any new 
applicants the following week. 

11.2 Administration of the scheme 

It is vitally important for the future of the homecare grant schemes that 
systematic, computerised records of all aspects of the grant scheme are 
kept both at the community care area level and at central health board 
level. Gaining an overview of the operation and effectiveness of the 
homecare grants is not possible in the absence of more systematic, 
computerised records and on-going gathering of data on the profile of 
recipients and the total expenditure on the schemes. ' 

The absence of systematic, centralised and· computerised· records is a 
serious defect in the administration of the homecare grant scheme in the 
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NAHB at present. Paper records are currently held by the three different 
community care areas, and in many cases these records are incomplete 
and unclear. For the purposes of monitoring the expenditure on the 
programme and the profile of the grant recipients the creation of a 
centralised computerised system that covers all three community care 
areas is vital. While there is a centralised, computerised record of grant 
recipients and grant expenditure in the ECAHB, there are many instances 
in which full information is missing or appears incorrect so it is of great 
importance that recordkeeping be kept up to date and checked for 
accuracy. 

11.3 U nmet care needs 

In spite of the existence of the homecare grant scheme in the two health 
boards, the public health nurses and medical social workers interviewed 
for this study highlighted the high level of unmet care needs among older 
people in their areas. They expressed the concern that a lot of older 
people are returning after a hospital stay to their homes to live in 
circumstances which are not always as safe as they should be. It is clear 
that the need for community-based homecare services and subsidies 
currently exceeds the availability of such services and funding, and this 
situation is expected to worsen in the future. Improving and extending the 
homecare grant schemes and other community services should therefore 
be of highest priority. 

11.4 Information about the schemes 

Information about the homecare grant schemes should be disseminated in 
a more systematic way so that older people have wider and more equal 
access to information. However, expansion of funding should obviously 
precede any information campaign. Public health nurses and social 
workers in the NAHB stated that many families would currently qualify 
for the grants if they knew about the system and if they were given access 
to it, but the lack of funding prevents this. The high take-up of the grant 
in the ECAHB suggests that many older people in need of funding have 
been informed about the scheme, but more widely available information 
would probably increase the demand for the grant further. 
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11.5 Determining eligibility and level of payment 

Assessment of dependency of applicants for the homecare grant needs to 
be formalised. While it is acknowledged that several different measures 
of dependency are currently used and while it would undoubtedly be 
difficult to agree on a single scale of dependency, attempts should be 
made to standardise the needs assessment. There clearly are a large 
number of variables that influence a person's care needs (physical and 
cognitive impairment, social situation, presence of family members and 
friends who can contribute to care etc.), and it should be possible to take 

. all of these into account within a more formalised framework. 

At the moment eligibility for the homecare grant is determined on the 
basis of an assessment of care needs (usually carried out by a public 
health nurse) and a means-test. There are no uniform guidelines for 
carrying out the assessment of nursing and other needs, and as a result the 
public health nurses have a lot of discretion in making the assessment. 
This arguably means thattwo people with identical needs can be assessed 
as. needing a very different amount of support and help. Clear guidelines 
are needed to help those who make the assessment, and the uniform and 
impartial application of those guidelines should be regularly monitored. 

Eligibility for a home care grant, and the level of payment should be 
calculated on the basis of three factors: 

Dependency 
Financial means 
Availability of support from other sources 

In other words, when determining payment levels, account should be 
taken of the extent and nature of care needs (how many hours, of what 
kind of care), financial need and availability of other forms of support. 

The calculations that are currently in place strive to take these factors into 
account, but are not sufficiently systematic, and therefore produce 
considerable inequities in the form of payments that do not take sufficient 
account of differences in people's circumstances. 

At present, the assessment of financial resources is not always carried out 
. before the assessment of physical dependency by the public health nurse. 
This is arguably inefficient as the dependency assessment is time
consuming, whereas the means-test, if standardised, can be carried out 
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fast. Where the means-test indicates that the applicant's financial 
resources are above the highest means-testing threshold, the dependency 
level assessment obviously does not need to be carried out. 

The dependency assessment currently in use in the NAHB is focused on 
the services available and the number of hours of help required, rather 
than on the level of applicant's dependency. The persons interviewed for 
this study felt that it would be very difficult to agree upon any single 
measure of dependency, or to calculate the balance between different 
types of dependency. In the NAHB the applicants who are referred to the 
scheme are usually in a crisis situation and the need for se~ices is 
manifest. For this reason, applicants do not tend to be turned down on the 
basis of their care needs, but rather refusals tend to result from the means
test. 

Older persons' care needs vary a lot, and for this reason, respondents 
from the NAHB felt that it could be difficult to capture their 'level of 
dependency' with the help of any single indicator or even a set of 
indicators. Nonetheless, the assessment needs to be urgently made more 
objective and systematic. 

There is a need to define care tasks, not just the number of hours of help 
required, as not all service providers are able to provide different kinds of 
care and as some types of care are more demanding and more expensive 
than others. For instance, personal care services are often more difficult 
and complex to deliver than home help services (cleaning, cooking etc.). 

Who is in the best position to make this assessment? In the ECAHB, 
public health nurses detail the level and type of care needs on the 
assessment form. The decision as to whether a person is at medium, high 
or maximum level of dependency is made by administrative staff on the 
basis of written records. Clear definitions of different levels of 
dependency should be applied in order to achieve consistency in the 

. assessment of dependency levels. A standardised assessment tool needs to 
be adopted as a matter of urgency in order to achieve equity between 
applicants in the assessment of their needs and in order to facilitate the 
work of professionals involved in assessment. 

A number of different scales of dependency are currently applied in 
different countries (see section on the international experience of 
homecare grants), and some of these could be used· to fashion a 
dependency scale that is appropriate for use in Ireland. Making use of a 
uniform measure of dependency is clearly preferable to the current 
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practice where no universal standards are applied and comparison of 
applicants; dependency levels therefore becomes impossible. 

Most assessment tools are based on a scale of core tasks of Activities of 
Daily Living. It is inevitable that all such tools have their limitations, and 
that it is not possible to develop a system of assessment that would 
always yield a fast and accurate assessment. 

In practice, therefore, the most realistic option is to adapt one or more 
assessment tools for the purposes of the homecare grant. An example of 
an easily adaptable tool that takes into account both physical and social 
needs and circumstances is EASY care. This tool enables rapid assessment 
of an older person's physical, mental and social well-being, and has been 
designed to give a broad picture of an older person's needs. EASY care 
also includes a section which assesses the needs/situation or carers. An 
earlier version of EASY care (called EPIC Assessment System) was 
developed for a project funded by the EU (European Prototype for 
Integrated Care - EPIC) and tested in four pilot sites (Northern Ireland, 
Finland, Spain and Italy). 

EASY care is a simple five-page assessment that is now used in a number 
of European countries. EASY care is intended as a first-stage assessment 
of older people inprimary or community care settings by nurses, social 
workers, therapists and care assistants. This model could be adapted to 
suit the homecare grants scheme, or embedded in a more detailed 
assessment for the purposes of the homecare grants scheme. 

The five-page EASY care assessment includes multiple-choice questions 
on mobility, hearing, vision, chewing, communication, continence, self
care, social functioning, medical problems, drug therapy, carers' needs, 
risk assessment, mood, cognition, perceived health, loneliness, 
accommodation and satisfaction with care. The EaSY care form takes 
approximately 14-40 minutes to complete, and according to assessments 
by nursing staff, EASY care is perceived to save time compared with 
unstructured assessment. 

Another· assessment tool that may be easily adapted for use in Ireland is 
the 10-point assessment used in France (Autonomie gerontologie -
Groupe iso-ressources). This focuses on coherence; awareness of place 
and time; personal hygiene; dressing; feeding; toileting; basic mobility; 
ability to move within the home and outside the home; and ability to 
communicate (using telephone and alarm systems). 
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Given that older people's needs can change quite· rapidly when 
deterioration or improvement takes place, reasonably regular re
assessments should also take place. 

In Germany, the payments made under the long-term care insurance 
scheme are graded according to the type, frequency and duration of need 
for care services: 

Grade 1: Support is necessary for at least two activities of personal care, 
eating and mobility (at least once daily) as well as housekeeping (at least 
several times a week) with an overall duration of at least 90 ,minutes 
daily. 

Grade 2: Support is necessary at least three times daily with an overall 
average duration of at least 3 hours daily. 

Grade 3: Support is necessary around the clock including nights with an 
overall average duration of at least 5 hours daily. 

Under the long-term care insurance in Germany, those entitled to 
payments are given the choice between monetary support for informal 
care delivered by family members or professional services as in-kind 
benefits. In addition, family carers can attend training courses free of 
charge and are insured against accidents, invalidity and old age (i.e. gain 
pension entitlements while working as carers). 

11.6 Financial means 

There is a clear rationale for not taking the value of the applicant's house 
into account in the means-test: as the home care grants are designed to 
enable the recipient to live at home, the sale of the property the recipient 
lives in is not a realistic or desirable option. Subjecting the applicant's 
house to a means-test would also deter many potential recipients from 
applying for the scheme. 

However, the same rationale does not apply to savings and it is arguably . 
inequitable to disregard savings completely as individuals with 
substantial savings are in a position to contribute to the cost of home care. 
It is suggested that savings above an agreed level are taken into account 
in the means-test. This obviously has resource implications in that 
verifying information about savings makes the application process 
slightly more cumbersome, but the reduction in overall costs of the 
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scheme and the greater degree of equity achieved compensate for the 
slight increase in the administrative costs. This is particularly important if 
the schemes are to be expanded and introduced in other parts of the 
country.49 

Expenditure on rent or mortgage is not properly integrated into the 
current means-testing formula. Given that the aim of the home care grants 
is to enable people to remain living in their own home, making an 
allowance for rent or mortgage is justified. As the applicants must be 65 
years or older, most will not have mortgage liabilities, but those who do, 
should clearly be compensated for what can be a substantial financial 
burden in comparison with those who have no housing costs. 

The formula recommended here can be illustrated in the form of the 
following table: 

Dependency/Income €x €x+l €x+2 
Medium €y € y-l €y-2 
High € (y+ 1) € (y+ 1) - a € (y+l)- 2a 
Very high € (y+2) € (y+2) - b € (y+2) - 2b 

It is not possible within the remit of this evaluation to recommend the 
exact figures for the above table, and indeed any such decisions 
concerning income limits and amounts of subvention payable should be 
taken after careful consideration of the current costs of care, and also 
indexed to inflation in the costs of care. 

11.7 Availability of support from other sources 

This is probably the most problematic area of assessment, as it requires 
making judgments about the ability and duty of family members to carry 
out care tasks. It is clear from the case records, reviews and interviews of 
grant recipients, that the involvement of family carers is often an essential 
part of the 'care package' and that in many cases the home care grant 
alone, in the absence of family inputs, would not be sufficient to maintain 
the person in their own home. Older people are often informed about 
home care grants in a situation where family members are already making 
contributions towards the cost of care in the form of payments for private 

49 In a recent revision of the operating procedures in the ECAHB, the application fonn for the 
homecare grant now asks applicants to give details of their savings. Applicants above a certain limit are 
now deemed ineligible for the grant. 
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caregivers, acting as carers themselves, or both. Should this be taken as 
an indication of the family's ability and willingness to continue making 
such contributions? Is there an acceptable level of family contributions, 
either in terms of the number hours, or amount of money per week? 

Family carers and family members making financial contributions are 
often in extremely stressful situations where the caring/financing role has 
become a major burden and threatens their physical, mental and/or 
economic well-being. To what extent should carers in such situations be 
freed from their role with the help of home care grants? Interviews with 
public health nurses also revealed that grant applicants do not always 
want to use the other services available to them, or are reluctant to· 
demand help from their family members, which further complicates the 
situation. 

There are obviously no straightforward answers to these questions, and 
although the role of· families is frequently emphasised in Ireland, 
legislation and regulations place no firm obligations on family members. 
However, it should be noted that most other countries where direct 
payment systems are in operation do allow the recipient to use the grant 
to make payments to family members and other 'informal' carers50

• In 
their current form, the home care grant schemes in the two health boards 
offer no incentives for informal carers to continue or to increase their 
input. This situation would be reversed if recipients were allowed to pay 
their family members: informal care would be encouraged. The option of 
using home care grants to pay family carers has also been recommended 
in the 2002 Review of the Nursing Home Subvention Scheme (O'Shea 
2002: 108). 

11.8 Payment levels 

It is sometimes argued that in order to achieve cost savings, the level of 
the home care grant should be lower than the level of the nursing home 
subvention. Setting the level of the homecare grant at a level below the 
nursing home subvention would, however, weaken the incentive for 
people to opt for community rather than nursing home care. It should also 
be noted that the level of the nursing home subvention has not been 

50 These countries include Gennany, Austria and the Netherlands. In Gennany, for 
instance, approximately two-thirds of the recipients of long-tenn care Insurance opt 
for the cash payment (rather than services in kind) which is used to compensate 
family and other infonnal care-givers. 
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recently increased and therefore lags behind not only the actual cost of 
institutional care but also behind the cost of home-based care. If the aim 
of the homecare grants scheme is to 'divert' people with high levels of 
dependency away from nursing homes and towards home-care, it is 
essential that the level of home care grants is equivalent to, or even higher, 
than the level of nursing home subvention. 

The current payment levels in the NAHB and ECAHB are adopted from 
the nursing home subvention schemesl

. The rationale for this is 
questionable as the cost of home care is different from the cost of nursing 
home care, and in any case the cost of care can vary dramatically between 
individuals. There are many individuals who can benefit from the 
homecare grant, and be enabled to live at home with the help of the grant, 
but require higher levels of funding. This reality is already recognised in 
the form of 'enhanced' payments that are in use in both the ECAHB and 
the NAHB, but regulations as to the circumstances in which an individual 
becomes eligible to extra funding are not clearly defined or made 
explicitS2

. The survey of recipients carried out for this evaluation also 
revealed that in many cases the homecare grant. is not sufficient to cover 
the care needs, and considerable on-going family inputs in the form of 
both cash and care are required to maintain the older person in their own 
home. In short, homecare grants need to be high enough to meet care 
costs, which for individuals with extensive needs can be very high. 

The homecare grant payments should cease or should be reduced during 
periods spent in respite care organised by the health board, duririg long 
hospital stays, or other periods when the normal homecare input is not 
required. There should be clear regulations on the duty to inform the 
health board about changed circumstances, and to return payments where 
they are no longer needed or where care needs have decreased. On the 
whole, a retrospective rather than a prospective method of payment (such 
as the method used in the NAHB) is more desirable as it ensures the 

. payment only for services actually delivered, and avoids the problems 
associated with prospective grants that mayor may not be required or 
appropriately. spent. 

51 In the North-Western health board, the home care grant amounts to a maximum of 
75 % of the highest rate of private nursing home subvention. 
52 In the ECAHB, an enhanced grant of € 350 (in line with the enhanced nursing home 
subvention) can be paid to applicants who can demonstrate that the cost of care 
required to enable them to live at home is greater than the maximum rate of the 
standard grant. However, due to funding constraints the number of enhanced grants is 
very limited. 
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An equivalent of, at the minimum, the full nursing home subvention rate 
should be available to persons in the high need/low income bracket who 
wish to and can, with the help of such subvention, stay at home. In 
practice, the level of grant payable to most recipients would be 
significantly less than the full or enhanced rate of nursing home 
subvention but where necessary, the full or enhanced rate could be used 
in enabling a person to stay at home. The guideline maximum rate· has 
proved insufficient especially in cases where weekend or night-time care 
is needed, and where family support is not available. 

11.9 Monitoring proper use of grants 

In the ECAHB, until very recently, there has been no mechanism in place 
for ensuring that the actual cost of the care is equivalent to the payments 
made by the health board.53 Under the current practice, proof is not 
sought at any stage that the care has commenced, that it is ongoing, and 
that the cost of care corresponds to the size of payments. While such lack 
of control obviously means considerable flexibility for the grant recipient 
and reduces administrative work, this practice is not feasible in the long 
run, particularly if the homecare grant schemes are expanded. 

Public health nurses are often close to the individuals and families that 
they work with and therefore· cannot be expected to take on a 
'controlling' function where they monitor the proper use of grants. The 
public health nurses interviewed for this evaluation in the ECAHB 
expressed the opinion that provision of services should always entail the 
production of receipts for services charged for, and that money spent. 
should be refunded, rather than paid upfront, or paid by the health board 
to the service provider. 

11.10 Review 

At the moment reviews of the grants recipients' experiences and evolving 
needs are not conducted in a sufficiently systematic and thorough 
manner. Regular reviews are important for two main reasons. First, the 
recipients' needs are liable to change dramatically during a short period. 
For instance, the sudden unavailability of informal family care due to 
sickness, death etc. increases need for external services. Conversely, an 

53 Procedures have recently been revised and the recipients are now required to report regularly on the 
source and costs of care. 
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older person returning home from hospital may need a lot of help 
initially, but their need for support may decrease as time goes on. Second, 
regular reviews help to identify possible problems at an early stage. If a 
grant recipient is experiencing problems with their caregiver, for instance, 
they should be able to bring this to the health board's attention as quickly 
as possible. 

While there is a review process in place in EeAHB, recipients in one of 
the community care areas are not being reviewed at present, due to the 
Board's inability to appoint a care co-ordinator in Wicklow up to the time 
of the evaluation. A comprehensive, ongoing annual review process 
should be implemented so that all recipients are reviewed systematically. 
The review form should be re-designed to include details about the care 
provider. Other, less formal, feedback mechanisms are in place. In both 
health board areas, in cases where the grant recipient's needs increase, the 
carers or the older people themselves do sometimes report this fact to the 
health board and request an increase in the payment level. In these cases, 
the public health nurses are asked to verify the change in circumstances 
and payments are increased where necessary and possible. While such a 
practice is obviously welcome and indicates a certain degree of flexibility 
and responsiveness, it is important to spell out more clearly the precise 
circumstances in which payments can be reviewed in order to avoid a 
situation where illdividual judgment plays an excessive role to the 
detriment of equity and fairness. 

11.11 Flexibility vs. Quality 

One of the main attractions of home care grants is that they offer choice 
and flexibility to the person in need of services. Older people who wish to 
continue living in their own home often need help outside 'office hours', 
at nights, weekends, or possibly only for a very short period54 in the 
morning or in the evenings. In order to meet these needs, the provider of 
services has to be very flexible. However, the most flexible sources of 
help may also be· the ones that give rise to greatest difficulties in 
measuring and ensuring quality and accountability. Many homecare grant 
recipients surveyed for this evaluation indicated that the grant is not 
sufficient to cover their care needs. In order to stretch the grant as far as 
possible, some recipients may need to take recourse of the cheapest 
possible forms of care labour, which can be untrained, unqualified and in 

54 Note that private sector care agencies are in many cases unwilling to offer services 
in blocksofless than 2 hours' duration. 
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most cases operating in the grey economy. While this may be seen as part 
of the flexibility of the scheme, it also poses serious questions both about 
the quality of care and responsibility for the older persons' welfare, and 
also about the unprotected status of such workers who are in turn set to 
face an old age in poverty as a result of having been outside the social 
security net. This is not to deny the fact that many unregulated providers 
are delivering very high quality care, but to stress the risks and 
difficulties associated with monitoring and tracking down providers who 
have given rise to concern. 

11.12 Quality control of service provision 

At the moment there are no procedures in place for objectively checking 
the quality of the services provided for older people under the home care 
grants schemes. In fact, there are no national standards for any form of 
home care services, including home help services provided by health 
boards. According to the Managers of Services for Older People in the 
NAHB, most complaints about the services received under the scheme 
concern private sector providers. It was felt that this was largely caused 
by lack of supervision of the work undertaken by careworkers working· 
for private companies. It is also important to ensure that providers of 
home help services are properly trained to do their work. 

Procedures for dealing with and addressing complaints about issues such 
as delays and poor quality need to be set up, and data on problems 
occurring should be collated so as to help to identify the companies that 
are not providing an adequate level of service. The provider of care 
services, whether a private sector employee, a self-employed person or 
other, should fill in a form after every visit, listing the number of hours 
worked and the care tasks performed~ A health board employee should be 
given the responsibility for contacting each home care recipient at regular 
intervals of 3 months, in order to assess the level of satisfaction with the 

. service received. 

11.13 Case management 

The presence and involvement of case managers would improve the 
efficiency and functioning of the home care grants scheme in a number of 
ways. A case manager would also accumulate considerable experience 
through assessing the needs of large numbers of applicants and for that 
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reason would develop a broader view of care needs. Medical social 
workers are often under pressure to secure the speedy return of a patient 
to their own home, and in this way may not be in the best position to act 
as case manager. Similarly, the public health nurses may be too busy and 
too directly involved in the older person's care to take on the role as care 
manager. The great advantage of care managers is that they can co
ordinate both assessment of need (from the perspective of nursing, home 
care, occupational therapy, physiotherapy etc.) and the delivery of 
services from more than one source. A central tenet of case management 
is consultation with the client and communication with family carers in 
the development and review of the care plan. 

In the NAHB, care· managers are involved in running the Home First 
programme, and experiences of this practice have been very positive. The 
care organiser model from Home First could serve as a model for a 
similar arrangement in the home care grants scheme. 

In the ECAHB, care co-ordinators are employed to develop care packages 
for older people on the Shin Abhaile project. The care coordinator posts 
were developed along similar lines to the Home First case managers, 
although in the ECAHB, the posts were open to all health professions 
(and not just to social workers as in NAHB) and community care posts 
were created as well as a hospital based post. But currently the 
community care posts are only part-time posts (0.5 whole time 
equivalent) for each community care area, and no-one has yet been 
appointed to the post in Area 10. Full-time care co-ordinators or case 
managers in each community care area would have more time to get 
involved both in the assessment of clients' needs including at the point of 
application for the home care grant and the regular review of cases in the 
community. 

11.14 Funding purchase of equipment 

It is important to ensure that the lack of appropriate equipment such as a 
hoist or a special mattress does not make care in the home an unrealistic 
option. As the number of older persons in the community increase, 
adequate funding must be available to make the purchase of aids and 
equipment possible, so that more people can realistically avail of the 
grants .. scheme. Significant cost savings can be achieved by making 
equipment available as the lack of equipment in the older person's home 
can be one of the factors that forces them to stay in hospital or to go into 
residential care. 
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11.15 . Inadequacy of other services 

Inadequacy of basic home help services,. due to funding constraints, 
recruitment difficulties and lack of adequate structures, is causing a 
problem in that large numbers of older people in need of help are 
experiencing problems in accessing services. Lack of adequate day care 
and respite care services, and the uneven distribution of these services 
across the country, also poses a problem. At the moment, the only forms 
of care available in many areas are limited home help services and 
informal help from family members, and even in the case of home help 
services waiting lists are building up. There is therefore excessive 
reliance on family members as care providers, which often creates 
extreme cases of stress and isolation, especially where only one person 
has the sole responsibility for caring. One of the main motives behind the 
introduction of homecare grants was responding to the unmet care needs 
resulting from the absence or inadequacy of other services. In other 
words, the home care grants are intended to enable older people and their 
families to access services that the health boards and health board-funded 
voluntary organisations are not currently able to provide. 

While it is possible in principle that more resources are invested in health 
board home help services (home care attendants, home help personnel) 
and home care grants simultaneously, in practice, given the limited 
amount of funds available, it is important to make a decision about which 
of these two should be prioritised. In some areas, it is felt that expanding 
health board home help services is not an option because even additional 

. funding has not helped to bring about increased home help capacity from 
the health board's own (voluntary sector) providers. 

11.16 Lack of co-ordination and coherence between 
schemes 

The concern was also expressed by many of the individuals interviewed 
that no attempts had been made to link and streamline the various recent 
initiatives such as Home First, SUm Abhaile and the home care grants. 
The. conditions that apply to these different programmes vary 
considerably, which can lead to confusion, gross inequities between 
service users, and misallocationof resources. For instance, neither Home 
First not Shin Abhaile clients are subjected to a means-test, whereas both 
homecare grant recipients and recipients of private nursing home 
subventions have to undergo a means-test. 
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11.17 Implications of home care grants for health board 
staff 

Where the decision is made to expand the role of home care grants, the 
implications of this for personnel in the generic services must be borne in 
mind. The experience in many areas has been that even after the 
introduction of home care grants, recipients and their families feel that 
their main point of contact are public health nurses and health board 
personnel. For instance, when problems arise, the home care grant 
recipients tend to contact health board staff rather than the agency that is 
providing services for them. The administration of home care grants 
therefore involves additional work for. various members of health board 
staff (the managers of services for older people and public health nurses 
in particular), and this should be taken into account jf home care grants 
are expanded. As was indicated above, the employment of care managers 
would address many . of these issues, and provision for adequate 
administrative support must also be made. 
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12 Conclusion: the Way Forward 

There is no doubt that the home care grants are valuable for the 
individuals receiving them; that they represent an important step forward 
in the development of services and support for older people in Ireland; 
and that the individuals who have initiated them deserve recognition for 
their commitment to improving the lives of older people. 

However, this evaluation has also indicated a number of areas where 
changes are needed. The implications of improving and expanding the 
homecare grant programmes include: 

• Need for dedicated funding for the homecare grants schemes, 
possibly through the existing private nursing home subvention 
budgets. 

• Need for case managers as well as for additional clerical and 
administrative staff support, and possible reallocation of some 
aspects of administration from managers of services for older people 
to clerical and administrative grades. 

• Need for centralised, computerised record-keeping; 

• Necessity to identify a standardised needs assessment tool. 

• Identifying quality control mechanisms. 

• Need to develop criteria for payment of enhanced home care grants. 

• Need to consider payment to informal carers (in conjunction with a 
review of carer's allowance). 

Some of these tasks can be undertaken at health board level, but others 
require development and co-ordination of policy at the national leveL 
Both health board and national level representatives should be involved in 
the further development of the homecare grants in order to ensure a co
ordinated and systematic approach. 
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APPENDIXl 

Evaluation of Homecare Grants Schemes in NAHB and 
ECAHB 

Draft terms of reference 

. Based on discussion between Mo Flynn (ERHA), Janet Convery (ECAHB), Jim 
O'Riordan (NAHB), Virpi Timonen (TCD) and Robbie Gilligan (TCD), on 25 

September 2003 

29 September 2003 

Dr. Virpi Timonen 
Trinity College Dublin 
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Introduction 

This document arises from a discussion that took place between Mo 
Flynn (ERHA), Janet Convery (ECAHB), Jim O'Riordan (NAHB), Virpi 
Timonen (TCD) and Robbie Gilligan (TCD) on 25 September 2003, and 
is a step in the process of clarifying the final terms of reference. The final 
terms of reference will be drafted on the basis of comments and feedback 
received from the involved parties. 

Background and Rationale for Evaluation 

The evaluation is commissioned by the Eastern Regional Health 
Authority (ERHA). The aim of the evaluation is to establish the 
effectiveness of the Homecare Grants Schemes that have been in 
operation in the Northern Area Health Board since the end of 200 1 and in 
the East Coast Area Health Board since July 2002. The evaluation is 
commissioned both for accountability and learning purposes. This means 
that the evaluation will clearly set out the operating principles, outcomes 
and cost effectiveness of the grant schemes, and will also put forward a 
set of suggested guidelines for extending and improving the schemes. 

Timescale 

Administrative data collection and interviews with key informants (health 
board employees and care providers in both the statutory and private 
sector) will take place in September and October 2003. Interviews of 
grant recipients and family members will be carried out in November
December 2003. A preliminary draft of the evaluation will be submitted 
by 15 December. The agreed deadline for the final report is 31 January 
2004. This timescale is subject to the absence of undue delays outside the 
control of the researchers. 

Researchers 

The evaluation will be carried out by Dr. Virpi Timonen of the 
Department of Social Studies, Trinity College. A research assistant will 
be hired to assist in the process of data collection. Professor Robbie 
Gilligan will act as adviser to Dr. Timonen. 
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Evaluation components 

Context and Objects of Homecare Grants 

Interviews with key informants will be carried out with the view to 
establishing the background and intended outcomes of home care grant 
schemes. Data will be obtained from ERHA, NAHB and ECAHB on 
demographic characteristics of the population, availability of institutional 
and community care, and the costs of each form of care. 

Evaluation of Inputs and Actions 

This part of the evaluation focuses on the resources devoted to the grants 
and the processes used in administering them. 

All available administrative records will be analysed and interviews with 
relevant service managers and public health nurses will be carried out 
with the view to establishing in each health board: 

1. Financing mechanisms (payments to care recipients/providers) 

2. Staff resources involved in administering homecare grants 

3. The number of applicants 

4. The number of recipients 

5. Total costs i.e. expenditure on the scheme 

6. Source of applications (referral, self or other) 

7. Processing times 

8. The criteria for receiving grants 

Evaluation of Outputs 

All available case records will be used to analyse the characteristics of 
recipients according to the following categories: 
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7.1. Age 

7.2. Gender 

7.3. Nature and level of care needs 

7 .4. Availability to recipients of formal and informal care services 

7.5. Financial resources of grant recipients 

7.6. Place of residence before receiving payment/service 

7.7. Duration of paymentibreaks in payment and reasons for breaks 
(hospital admission, death, admission into residential care etc.)/exit 
from scheme 

7.8. Source and amount of help purchased with help of the grants 

7.9. Other sources of help 

Case studies will be documented to enhance understanding of the 
particular circumstances of a sample of applicants and the impact of the 
grants. 

Effectiveness 

Analysis of the administrative records, together with the results of the 
interviews with recipients and their family members will be used to 
establish the extent to which the grants are serving the purpose of 
enabling older people to return to or remain at home with the help of the 
homecare grants instead of taking recourse to other forms of care. 

Access and Equity 

Analysis of recipient characteristics will be used to establish whether the 
group of recipients is skewed and the extent to which the grants are 
allocated to those most in need. 
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Key indicators 

Impact Indicators 

• Proportion of grant recipients enabled to live at home with the help of 
the grant: assessment by relevant professionals (public health nurses 
and hospital social workers) 

• Self-assessment by recipients of enhanced capacity to live at home: 
proportion identifying grant as a very important/important contributor 

Methods 

Secondary data analysis of applications, case records, guidelines and 
relevant policy documents. 

Interviews with 

• health board officials: directors and managers of services for older 
people, community care area managers 

• public health nurses, directors of public health nursing 
• grant recipients and family members: sample selected to represent 

main recipient categories as defined on the basis of applications and 
case records 

Consent 

Careful attention will be paid to the issue of consent in the course of 
planning and carrying out the interviews. The position as to the 
availability and use of data on grant recipients will be clarified by the 
ERHA before commencing the evaluation. 
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APPENDIX 2 

QUESTIONNAIRE 

Home care grants 

Please note that all answers are treated as strictly confidential, and 
do not in any way affect your entitlement to the grant. 

Please note that the questionnaire should be completed by the 
recipient of the grant, with the help another trusted person if the 
recipient so wishes. 

Are you 
(please tick as appropriate) 

Female 
Male 

How did you find out about the grant? 

From a public health nurse 
From a social worker 
Through a relative, friend or neighbour 
Through a newspaper article 

o 

D 

D 

o 

D 

D 

From somewhere else (please specify): ________ _ 

Do you live 

Alone 0 

With a spouse. D 

With another relative such as brother/sister/daughter/son etc. D 

With someone else (please specify) _________ _ 

For how long (approximately) have you been receiving the home care 
grant? 

months -----

Do you think the home care grant is working well for you at present? 

YES D 
NO D 
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Is the amount of help that you can buy with the home care grant, in 
combination with all other services (such as health board home help 
services) sufficient to meet your needs? 

YES 
NO 

o 
o 

If you answered NO, what kind of extra help do you require, and how 
much per week? 

What is the main source of help that you purchase with the help of the 
home care grant? 

Paid outside helper (carer from an agency or similar) 
Home help organisation 
Friend or relative 
Other (please specify) 

o 
o 
o 
o 

Do you also receive informal (unpaid) help from a relative, a friend or a 
neighbour? 

YES 0 

NO 0 

If yes, approximately how many hours of unpaid help do you receive per 
week? hours 

Was the process of applying for the grant 
(please tick one box only) 

Very smooth and efficient 
Reasonably smooth and efficient 
There were problems in applying for the grant 0 

, If you ticked the last box, please specify: 
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Do you know whom to contact if there are any problems with the home 
care grant? 

YES 
NO 

o 
o 

If you answered YES, please state whom you would contact if you had a 
problem or a question about the grant: ____________ _ 

Have you previously been asked about how satisfied you are with the 
home care grant? 

YES 0 

NO 0 

How satisfied are you in general with the home care grant? 
(tick one box only) 

Very satisfied 0 

Satisfied 0 

Not particularly satisfied 0 

Very dissatisfied 0 

If you answered 'not particularly satisfied' or 'very dissatisfied', please 
specify the problem or problems that you have experienced: 

If you have any further suggestions for improving the home care grant 
scheme, please write them down here: 

Finally, what is your age? ___ years 
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