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Comments and Recommendations by the

National Council on Ageing and Older People

Cost of Caring for People with Dementia

Introduction
1. This report follows the recent publication by the National Council on Ageing

and Older People of An Action Plan for Dementia (1999).  That report was
requested by the then Minister for Health to consider ways in which services
for people with dementia and their carers might be improved.  The report also
complements a recent unpublished Council study on quality and effectiveness
of long-term care provision for older people in Ireland.  An Action Plan for
Dementia aims to serve as a model of best practice for the provision and
planning of services to meet the individual needs of people with dementia and
their carers.  The report takes as its guiding principle the recognition of the
individuality of the person with dementia and her or his individual needs.  The
objective of the Council’s programme of research in the area of dementia is
the creation of a person-centred, positive and holistic approach to the
development of dementia services in Ireland.  This report takes a quantitative
approach focusing on the cost of providing care for people with dementia. The
report adopts a broad service philosophy that home care is generally more
preferable to residential care and that care services should be person-
centred.  The Council endorses and advocates such a philosophy in caring for
older people.  This is also in keeping with principles set out in Shaping a
Healthier Future and in particular the target set therein that 90 per cent of
people over 75 should reside in their own homes in the community.

Objectives of the Study
2. The main objective of this study is to estimate the cost of community care for

people with dementia and related cognitive impairments taking account of all
categories of resources that entails.  A second objective is to provide an
overall estimate of the economic cost of dementia in Ireland across all forms
of provision including family care, community care, primary care, acute care,
psychiatric care and residential care.  This incorporates a discussion of the
policy implications arising from the analysis of these costs.

Parameters of the Study
3. The report sought to identify the prevalence of dementia in Ireland and

estimate the projected number of persons who will suffer from dementia in the
future.  Identifying the population of service users is an important component
of planning for services. Some European level data was available to show
that there are just over 31,000 people; 18,000 females and 13,000 males,



with dementia in Ireland presently.  However data was not available to allow
for a comparison of prevalence rates of dementia in Ireland over time.  In
projecting prevalence estimates the report notes that dementia is more
common in older age groups.  More people are now living to an age where
dementia usually arises.  More cases are also now being detected earlier.
Thus the report estimates increases in the incidence of dementia of
approximately 5,000 per year between 2001 and 2011. The increases will
accelerate thereafter in line with the ageing of the population.

The report also sought to identify where people with dementia were resident
and cited estimates that just over 22,000 people with dementia reside in the
community, just over 7,000 in long-stay care and just over 500 in psychiatric
hospitals with an unknown number of people with dementia occupying  acute
medical beds.

In general however the data available on the prevalence and estimates of
people with dementia was limited and did not allow for comparisons over
time.  Later in the report the issue of under-reporting of dementia as a cause
of death is also raised.  The Council recommends that the collection of
data on dementia be developed and improved so that service planning
for people with dementia can be undertaken on a sound basis.

4. The report notes that services for people with dementia in Ireland are
currently underdeveloped and fragmented. Ruddle et al. (1997) also found
that access for dementia sufferers and their carers to necessary domicilary
care, day care, respite and day hospital services is limited and variable.  The
main implication of this is that the responsibility for caring falls mainly
on families, while people with dementia only come into contact with
services in the event of a crisis.  The Council believes that this situation
is unacceptable for both people with dementia and their carers. While
the report notes that the lack of provision made available to family carers is
evidence that the attitude of policy makers is to regard them as a free
resource, it argues that care provided by families requires resources and
therefore is costly.  The Council welcomes the inclusion of all the resources
families invest in caring in the approach taken by the author.  The report
describes how some of these are easily measured, such as expenditure on
capital items, medicines and services.   Others are more difficult to estimate,
such as time, labour or leisure foregone, and the way caring has been shown
to affect the health of carers or the quality of carer’s relationships with families
or friends. The Council is pleased that the report manages to enumerate and
make visible these costs, which so often remain hidden.  Building on this
analysis the report then estimates the overall economic and social cost of
dementia in Ireland and discusses the major policy implications arising from
the findings.



5. In summary the report sets out to estimate the cost of care for each person
with dementia, residing in the community on the basis of the resources
families invest in caring and the cost of the health and medical services they
use.  On the basis of the population of persons with dementia the total cost of
providing care for people with dementia across all forms of provision is then
calculated.  The policy implications of these findings are discussed.

Data and Methodology
6. The study generated data from a range of sources in order to arrive at the

overall economic and social cost of dementia.  A survey of carers generated
information on the nature and cost of care provided in the community and the
level of service utilisation by people with dementia and their carers.  This is
described as a ‘bottom-up’ approach to identifying the cost of caring for
people with dementia.  Two methods of identifying carers were used to satisfy
the requirement of representativeness.  A random group of carers were
identified through a ‘sift’ of the population to identify anyone providing care to
a person whose symptoms indicated dementia.  The ‘sift’ involved including a
one page questionnaire in the ESRI’s monthly EU Consumer Survey which is
administered to a random sample of the population over a six month period.
The ‘sift’ questionnaire asked firstly if the respondent cared for an older
person either within the household or outside the household.   If they
answered yes, they were asked further questions on the main symptoms
affecting the older person under their care to identify if the person cared for
exhibited symptoms of dementia.  A total of 80 carers were interviewed for the
survey as a result of this process.  A second group of carers in contact with
two support groups, The Alzheimer Society of Ireland and the Western
Alzheimer Foundation, were also surveyed.  A total of 98 carers were
surveyed from this source.  A final number of 178 carers participated in the
survey for this report.

7. This is complemented by a comprehensive ‘top-down’ approach estimating
the cost of caring for people with dementia across all forms of provision,
including family care, community care, primary care, acute care, psychiatric
care and residential care to establish the distribution of the overall burden of
dementia.   The range of sources from which the costs for each form of
provision were derived are described.

8. These findings present a comprehensive picture of the resource implications
of caring for people with dementia across the range of provision. In the
Council’s opinion the methods used in this study are valuable in terms
of making visible the complete range of resources families invest in
caring for people with dementia, detailing the full extent of the resource
implications of dementia in Ireland and, identifying how the burden is
distributed. The issues raised for public policy and service provision are
discussed.



Findings of the Study and Council Recommendations

Dependency, Carer Characteristics and Care Provision
9. Drawing on the survey data, the nature of dependency among people with

dementia being cared for in the community is described using the validated
Crichton Royal Behavioural Rating Scale.  Of the two groups, the people
being cared for by those on the Alzheimer list had a higher level of
dependency than those being cared for by the group identified through the
randomly generated ‘sift’ of the population.  When asked to make a
judgement on the functional abilities of the people being cared for across five
basic activities, the results show that most people in both groups were very
dependent.  Carers have to provide high levels of support for people with
dementia in relation to basic activities of daily life including personal care,
administration of their affairs, housekeeping, meals preparation, laundry and
shopping.

10. The findings show that a typical carer of a person with Alzheimer’s in Ireland
is female, married, aged between 40 and 54, engaged in home duties and
related to the person being cared for.  However a significant number of carers
are themselves old.  The Council agrees with the views expressed in the
report that older carers should be recognised as having special needs
and in particular need of support.  Meanwhile the report anticipates that the
availability of people to provide care is likely to change from 2010, when the
proportion of people over 70 will begin to increase significantly, women’s
labour force participation increases and the opportunity costs of engaging in
home care will increase in line with market opportunities.   In light of this
projection, the Council recommends that State provision of community
care for people with dementia be developed sufficiently so as to be able
to cope with such an eventuality.

11. The report looked at the sources and levels of income of carers surveyed. A
low number of carers receive their main source of income from wages,
salaries and profits – under 30 per cent of the Alzheimer list group and 36 per
cent of the ‘sift’ group. The report finds a low take-up of the Carer’s Allowance
and relates this to the restrictive nature of this payment.  Meanwhile over two-
thirds of the households in both surveys experience difficulty making ends
meet. The Council is most concerned that people in our community who
are providing such valuable care for vulnerable older citizens in
attending to their needs and who assist in achieving the target of
retaining 90 per cent of older people at home in the community, should
experience financial hardship. The Council recommends that a non-
means-tested Constant Care Attendance Allowance should be paid to
people caring full-time for dependent older relatives.  Such an allowance
should not be calculated in the means test for other social welfare
payments.  The report refers to the review Carers’ Allowance of the
which recommended that a new dependency-related continual care



payment be introduced for all carers.  This recommendation is endorsed
by the Council which believes that the payment should be introduced
without delay. This would acknowledge the resources, effort and
opportunity costs involved in providing full-time care for older people at
home, similar to the Domiciliary Care Allowance.

12. In keeping with the findings of Ruddle et al. (1997) this study also found that
only a small proportion of people receive home-based services.  In general
those surveyed through the Alzheimer list had a higher level of service use,
reflecting the higher level of dependency of the people being cared for by this
group.  The most commonly used services are the home care attendant (by
27 per cent of Alzheimers list and 4 per cent of ‘sift’ list) and home help
services (by 25 per cent of Alzheimers list and 17 per cent of ‘sift’ list),
however levels of use for both are still low.  Private personal assistants are
engaged by one fifth of households on the Alzheimers list at an average cost
to the household of £111 per week. Five per cent of respondents from the
‘sift’ survey engaged a private personal assistant.

13. Public Health Nurses attend the homes of almost three quarters of the
Alzheimer list respondents and 62 per cent of the ‘sift’ list respondents.  GPs
visit 65 per cent of the ‘sift’ list respondents and 50 per cent of the Alzheimer
list respondents.  Use of other health related services is low, chiropody being
the only service used to any significant degree, ranging between 17 and 27
per cent for the two groups.  The report notes the absence of a variety of
community care provisions and that the Public Health Nurse remains the
bulwark in the meeting the needs of vulnerable older people.

14. Day care services are used by almost half of respondents from the
Alzheimers list but only 12 per cent of the ‘sift’ list.  The report relates this to
the fact that the Alzheimer Society of Ireland is the main provider of specific
day care services for people with dementia.  In this regard the Council
reiterates the recommendation from An Action Plan for Dementia (1999)
for more consistent and longer-term funding arrangements between the
health boards and the voluntary groups providing services to people
with dementia.

15. Day hospitals are used by very small proportions of those surveyed, ranging
from 1 to 3 per cent of respondents in the two groups.  Those who had used
an overnight hospital stay for medical care ranged from 31 to 26 percent for
both groups.  Respite care in a hospital or nursing home had been availed of
by half of the Alzheimer list respondents but only 16 per cent of those from
the ‘sift’ list.

16. When asked about health and social care requirements, respondents from
both groups wanted more respite care.  This is in keeping with findings from
other studies undertaken by the Council (Blackwell et al. 1992; Ruddle and



O’Connor, 1993).  An Action Plan for Dementia (1999) includes a
recommendation for the expansion of respite services to provide relief for
carers and ensure their long-term ability to care for the person with dementia.

17. Continuing demand was expressed for those services already availed of by
respondents – the public health nurse, home helps, home care attendants
and chiropody as well as additional day care places.  The Council reiterates
its call for legislation governing the provision of essential services to
older people as stated in its recommendations relating to the findings of
the ‘The Years Ahead Report.  A Review of the Implementation of its
Recommendations’ (Ruddle et al.1998).  The Council wishes to see the
following services designated as core services underpinned by
legislation and appropriate statutory funding: the Home Help Service,
Meals-On-Wheels, Day Care, Respite Care both inside and outside the
home, Paramedical Services and Sheltered Housing.  Such provision
would address the basic needs expressed by carers for people with dementia.

18. Compared with the findings of low utilisation of health and medical services,
family care provision was found to be high.  Overall mean daily provision of
care was 6 hours for those on the ‘sift’ list rising to almost 12 hours for those
on the Alzheimer list.  The constant nature of care involved in caring for a
person with dementia is reflected by the finding that around 20 hours a day
was spent on surveillance by both groups.  This compared with the optimal
time spent caring reported by respondents, which ranged from six hours daily
for respondents from the ‘sift’ list to eight hours daily for respondents from the
Alzheimers’ list.  That the time demanded of family carers is so much greater
than the optimal time carers would choose reflects the low level of support
provided by the State and raises concerns regarding the welfare of carers and
people with dementia. As described in the report, it would be wrong to
assume that providing care for a dependent person at home always imposes
a net burden on carers.  This may only be the case after the provision of care
exceeds the optimal amount a carer can give, which may vary from person to
person.  Until this point, caring often confers a net benefit on carers in terms
of feelings of fulfilment and satisfaction and financial reward.  The report
notes that optimality depends on the level of support that carers receive from
the State, both financially and through service provision. The Council
believes that the fulfilment of the above recommendations in the form of
payment of an allowance to carers and the improvement of the
provision of core community care services would improve the
conditions of caring for older people with dementia in the community.
This would ensure health and social gain for both the person with dementia
and their carer by ensuring that carers are only required to provide care to
their optimal level.



Cost of Care in the Community
19. As noted above, this study set out to look at the cost of caring for people with

dementia in the community having regard to all of the resources this entails.
The cost of these resources is often not market based and is therefore is
difficult to value.  If family members give up market work to look after a
relative, a ready-made evaluation of opportunity cost exists in terms of the
wage foregone. However such market valuations do not exist for the lost
leisure time of carers or the psychological strain which results from caring for
a person with dementia. The Caregiver Strain Index and The General Health
Questionnaire, both validated instruments, were administered to carers as
part of the survey to measure levels of strain and stress. In general the
findings demonstrate that caring for people with dementia places a heavy
strain on carers who display a worrying level of psychological distress.  The
Council agrees with the argument put forward in the report that while these
costs cannot be given a monetary value they are real costs for the carers.

20. Three ways of measuring the cost of family care are used in the study – what
carers themselves feel they should be paid, an opportunity cost approach and
a replacement cost approach.  The upper limit carers estimate for their own
time is £150 per week, translating to between £2 and £4 per hour.   The
opportunity cost approach bases its valuation on opportunities foregone in
order to engage in caring.  The opportunity cost of paid work is considered
here on the basis of the financial implications for those carers who report
having stopped work, reduced their hours of work, took early retirement or
temporary leave or been denied career advancement as a consequence of
caring.  The mean weekly loss of income is £156 for those from the Alzheimer
list and £92 per week for those from the ‘sift’ list or an average of between
£39 and £99 per week across all carers. When other opportunities foregone,
including leisure time, unpaid work and voluntary activity, are included this
increases to between £130 and £72 per week.  Finally, a weekly replacement
cost valuation was estimated to reflect what the State or Health Board would
have to pay if family care were absent.  On the basis of a Home Help hourly
rate of £3 per hour, this amounted to between £134 for the ‘sift’ group and
£244 for the Alzheimer group.  On the basis of the National Average Hourly
Earnings for Women, the replacement value rose to between £269 and £487
respectively for the two groups.

21. As discussed above, utilisation of community care services by people with
dementia and their carers is low, reflecting low levels of provision.  Based on
the reported levels of utilisation, a weekly per capita cost is estimated for
overall community care use by people with dementia.  Costs are estimated for
the main elements of care used which are: Home Help, Home Care
Attendant, Private Personal Assistant, Private Nurse, GP, Public Health
Nurse, Chiropodist, Day Care and Respite Care. The weekly per capita cost
of community-based services comes to £69 per week for the Alzheimer group
list and £32 per week for the ‘sift’ group.  A weekly per capita estimate is also



calculated for therapeutic aids, house adaptations and drug costs and totalled
£14 for the Alzheimer list group and £6.60 for the ‘sift’ group.

22. Additional weekly costs incurred by carers arising as a direct consequence of
caring were identified as heating, transport, own personal care, own health
care, training and other.  These were calculated to be over £21 for the
Alzheimer list group and over £9 for the ‘sift’ list group.  The report notes that,
when taken in conjunction with the finding that a significant proportion of
carers experience financial strain, these amounts are significant.

23. The total costs of community care for people with dementia is calculated on
two bases for the two groups.  This total amount includes the cost of family
care, community care services, therapeutic aids, house adaptations, main
drugs and additional carer costs.  The costs are on a per capita weekly basis.
An opportunity cost valuation for respondents from the Alzheimer list, who
were found to have higher levels of dependency, is £234, while for those from
the ‘sift’ list the opportunity cost is £120.  On the basis of replacement cost
valuation, the overall cost of community care for respondents on the
Alzheimer list is £591, while for those on the ‘sift’ list it is £317.

The Overall Social and Economic Cost of Dementia in Ireland
24. The overall economic burden of dementia on Irish society is calculated in the

study by combining the cost of community care for people with dementia,
calculated on the basis of survey generated data conducted with two groups
of carers, with all other economic resources associated with coping with
dementia.  The resources associated with dementia including those used to
prevent, diagnose, treat and generally cope with the disease covered in this
analysis are: mortality and life years, in-patient acute care, in-patient
psychiatric care, family care, primary and community care and residential
long-stay care.

25. With regard to mortality and life-years lost, the data show that deaths from
dementia account for 0.73 per cent of all life years lost across all diseases.
Female life years lost amount to 1,299 years while male life years lost amount
to 727 years, reflecting the fact that female deaths are higher than male
deaths in all age categories over 65 and that female life expectancy is longer.

26. In acute hospitals, the total annual cost of caring for patients with dementia
was estimated at over £5 million.  This was calculated on the basis of average
length of stay for patients with dementia in acute hospitals using1996 figures
and combining unit cost data based on average case mix (minus mental
disorders) using HIPE data.  It is considered that this is an under-estimate of
the cost of caring for people with  dementia in acute settings because as will
be discussed below, the HIPE data collection system misses additional
dementia-related bed days.



27. For psychiatric care, the average weekly costs per in-patient bed were
estimated at just over £650 per week based on published data from the
Department of Health for 1995, uprated to 1998 prices.  Total annual cost is
obtained by multiplying average cost by length of stay by discharges, and the
total annual cost was estimated at just under £14 million.

28. An opportunity cost valuation of family care as described above was
considered the most appropriate calculation to use as it is a measure of what
carers’ sacrifice in order to care.  This valuation is calculated at £130 per
week, which is the equivalent of a total cost for family care of £154 million
pounds annually for the total population of people with dementia.

29. The data on primary and community care is based on service use data
gathered from the survey as discussed earlier. As stated here, rates of use of
the Public Health Nurse and GP are highest while utilisation of other services
is low which it is argued reflects provision rather than demand. The overall
cost of care in the community, including Respite Care and some private
provision is £16 million pounds annually.

30. The annual cost of dementia in residential care is estimated across five
residential types: health board geriatric homes, health board welfare homes,
health board district hospitals, private nursing homes and voluntary homes.
The majority of people with dementia who need residential care are located in
private nursing homes and this is where the highest costs are recorded.
Direct public funding of residential care for people with dementia accounts for
£21 million, or just 25 per cent of the costs of residential care. The report
notes the expectation that there is also public subvention of private provision
though there is no way of estimating the extent of that in relation to residents
with dementia.  The total cost of all residential care for people with dementia
is estimated at £82 million.

31. The total baseline cost estimate for dementia in Ireland is £328 million per
annum.  Working on an estimate of 30,000 people with dementia in Ireland,
then the total cost of care spread across people affected with the disease is
£9,000 per person per year.  The report notes that this estimate comes at the
lower range of published estimates in the international literature.  Some
sensitivity analyses of these costs were conducted.  These show that valuing
carer time on the basis of a replacement cost valuation of the hourly home
help rate or on the basis of the national average industrial wage for women
would greatly increase the cost for family care and thus the total cost.

32. Family care accounts for 57 per cent of the overall cost of care rising to 64
per cent if family care is valued on the basis of home help replacement cost.
By contrast, the inadequate provision of community care is evident by the fact
that only 6 per cent of the cost of dementia is attributable to community care
services. The Council notes that these are striking figures and illustrate the



extent to which families carry a disproportionate burden of care in relation to
dementia.

33. Meanwhile both the baseline and sensitised estimates produced by the report
reflect actual not optimal levels of provision.  There is widespread agreement
that the current level of service provision in Ireland for dementia sufferers and
their carers is wholly inadequate.  An Action Plan for Dementia (1999) calls
for a cash injection of £46 million over three years to begin to bring service
provision to an adequate level.  The National Council on Ageing and Older
People looks forward to seeing progress on the implementation of An
Action Plan for Dementia (1999).

34. Finally the author raises some issues regarding the limitations of the data.
Assigning a replacement cost valuation for family carer time on either the
hourly home help rate or the average industrial wage for women would have
both raised the cost of family care.  In the case of the latter it would have
tripled the valuation.  The in-patient acute care costs are also considered to
be an underestimate as they do not take account of the marginal costs in
terms of additional service use and length of stay related to dementia among
older patients admitted to hospital for other reasons.  The prevalence of
dementia and other cognitive impairments among older people admitted to
hospital is estimated at 20 per cent and the study estimates that 18 per cent
of all bed days are additional dementia-related days.   If both of these higher
estimates are used the overall cost of dementia increases from £328 million
to £453 million pounds.

This raises the need for a study on the impact of dementia on acute care
costs in the form of additional dementia-related days in hospital.  This is not
reflected in HIPE data because only specific illness is recorded.  However
Dementia and other forms of cognitive impairment are common in older
people admitted to the general hospital for other reasons.  The difficulty lies in
estimating the additional costs, in terms of service use and length of stay,
associated with dementia in this group.  A major element of the additional
cost of care is associated with patients awaiting transfer to more appropriate
forms of care.  The difficulty is that we do not have data on the extent to
which dementia increases the waiting time for patients awaiting transfer.

Developing the Social Economy
35. The author of this report proposes the development of the social economy as

a means of improving the level of service provision necessary to meet the
needs of people with dementia in relation to home care services, community
nursing services, respite facilities and day care services.   This is proposed as
the solution to a situation where there is a demand for services that is not met
by the labour market, where the State cannot or will not intervene and so
where community, voluntary or co-operative forms of organisation are
required to meet these needs.  Provision from this sector is proposed in the



report on the assumption that the likelihood of this investment coming from
conventional public sources is low given constraints on public expenditure
linked to our commitment to Economic and Monetary Union within the EU.

36. The Council takes the view that the study shows that the needs of people with
dementia are a pressing priority.  An Action Plan for Dementia (1999) makes
recommendations as to how these needs can be met and refers to the role of
both the State and the Social Economy. While the role of the social economy
is recognised and recommended for development, the role of the State as a
provider of services is still emphasised:

 “We recommend a renewed emphasis on meeting existing policy
objectives for people with dementia and their carers, through legislatively
based support for the equitable provision of community care services.

 We recommend that the voluntary sector should be more formally
involved in both the formulation and implementation of policy with respect
to people with dementia and their carers

We recommend the development of the social economy and the nurturing
of social entrepreneurship at a local level as a means of meeting the
needs of people with dementia and their carers in a flexible and innovative
way.

In the short-term we recommend that additional resources for dementia
care should be allocated to health and social care budgets; in the long-
term we recommend further exploration of moving to a social insurance
system for the funding of long-term care”
(An Action Plan for Dementia,1999)

37. These recommendations recognise the potential of the social economy but
reiterates the onus on the State to commit resources to the care of people
with dementia.  While the role of the voluntary, non-profit and co-operative
sectors in providing for older people with dementia is valued and endorsed by
the Council, there is a need to be cautious in relation to the potential of this
sector in the context of current economic prosperity.  Moreover voluntary
organisations are currently experiencing difficulties recruiting volunteers.
While this model of provision appeals to the benefits of caring there is a need
to be aware of the current difficulties in the voluntary sector.

38. The commitment in the National Development Plan to the promotion of a
social economy scheme as one if its package of social inclusion measures
should be taken into account in considering this proposal.



Care Management for People with Dementia and Related Cognitive
Impairments
39. This study and other Council reports have revealed the paucity of community

care provision.  The report suggests the introduction of care management as
a tool to develop an adequately resourced, needs-led approach to community
care focusing on assessment, enhanced individual choice and the support of
carers.  The basic philosophy of care management is to facilitate more flexible
and individualised packages of care for vulnerable older people living at home
in the community.  Care managers must extend and expand client utilisation
of services, develop the capacity of existing services to respond to client
need, nurture and encourage new forms of provision and promote service
efficiency and effectiveness (Moxley, 1989).  The core tasks of a case
manager are case finding and screening, assessment, care planning,
implementing and monitoring the care plan (Challis, 1994). If properly
implemented, care management schemes can lead to improved morale and
reduction in care needs for older people, improvements in the well-being of
carers compared with non-recipients of the service and a greatly improved
chance of people remaining in their own homes without a significant increase
in costs (Challis, 1993).

40. Care management is particularly important for those on the margin between
community care and continuing care in hospital or a long-stay institution.  The
key issue with respect to care management is to identify the categories of
older people who are likely to benefit most from care management.  If it is
assumed that marginal costs are lower for community care at low levels of
severity while residential care is cheaper for more advanced dementia,
people with intermediate levels of dependency are the most relevant group
from a policy perspective.  Care management can increase the ability of care
in the community to deal with cases of greater severity of illness.

41. The Council believes that the aim of future services for people with dementia
should not be to reduce the resources given to their care but to improve the
quality of care by improving resource allocation and accountability so as to
result in health and social gain for them and their carers.  Care management
is a strategy through which this can be achieved. The primary role of care
management must be to improve the quality of life of people living at home in
the community as opposed to focusing on cost effectiveness.  Any
introduction of care management in Ireland must be accompanied by
sufficient resources to enable the system be effectively introduced.  These
include dedicated resources and staffing at the level of community care areas
complemented with increased provision in community care services.  To this
end the Council believes there is an urgent need to establish pilot
projects in care management and to measure and evaluate their
effectiveness as advocated in An Action Plan for Dementia (1999).




