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EXCERPTS FROM SOME OF THE SUBMISSIONS 
RECEIVED1  

 
 
 

 

“When I took on the responsibility of taking care of my Mother, 
I did not realise the amount of work involved, the stress, the 
expenditure, and the total disruption to family life.  At this 
moment in time I think I’m on the brink of a nervous 
breakdown” 

 

 

 
“People are not told what services are available.” 

 

 

“When the children were small I did not think that Ann’s handicap 
was affecting the family.  I tried to shield my other 
children and my husband from all aspects of Ann’s illness…After 21 
years of worry, heartache and trauma, life just is not normal.  During 
those years we have never even had a night out together let alone a 
holiday.  We are never invited out properly because of Ann, and even 
visits to relations are curtained by them.  We do not enjoy actual 
support from our families, in fact they can be quite critical”. 

 
 
 
 
 
 

                                                 
1 See Appendix E for more detailed excerpts. 
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EXECUTIVE SUMMARY  

 
 
 
 
Introduction (Chapter 1) 
This is a review of the Carer’s Allowance (CA) which examines three fundamental issues: 
 
a) What are the objectives of the CA? 
b) Have the objectives been achieved? 
c) What is the future role of the CA? 
 
Section 1.5 lists the detailed terms of reference and section 1.6 outlines the methodology and 
sources of information used.  
 
 
The Current Context (Chapter 2) 
There are clear demographic trends which have serious future cost implications for health and 
social services. While the rate of increase in the number of older people in Ireland is lower 
than in other European countries, the impact is quite substantial, as indicated in section 2.1.1.  
 
It is difficult to estimate the total number of adults in need of full-time care, particularly in 
the case of those who are aged less than 65.   It is estimated that this could be in the region of 
40,000 people. In addition there are almost 9,000 carers of children with severe disabilities. 
(section 2.1.2 to 2.2.4).  
 
The assumption that community care is cheaper than institutional care is not borne out by the 
research as shown in section 2.3, when the opportunity cost of all services provided (both 
formal and informal) is taken into account. While this analysis is perfectly valid at the macro 
level, at the micro level the opportunity cost to the carer (however measured) has to be 
distinguished from the actual cash cost to the State of the informal care provided by the carer 
and this tends to be the focus of carers themselves. From this perspective, community care 
can be argued to be the de facto cheaper option. 

Furthermore, community care should not be seen as a substitute for, or alternative to 
institutional care, but rather as a complementary type of care which addresses different care 
needs in society. 
 
Government policy, as outlined in section 2.4,  is strongly in favour of supporting care in the 
community. The responsibility for caring is discussed in section 2.5 where the State’s role is 
considered to be one of support for people who prefer to stay in their own homes and 
communities. 
 
The role of carers is acknowledged to be of crucial importance to this policy objective and it 
is essential that adequate support services be available in the community to support and assist 
care recipients and their carers if this objective is to be achieved (section 2.6). 
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The Carer’s Allowance (Chapter 3) 
Section 3.1 outlines the needs of carers, as highlighted in many studies, while section 3.2 
outlines the various services and supports currently available. 
 
The background and major developments of the CA are detailed in section 3.3, concluding 
that despite the many improvements in this Allowance, it continues to be the focus of 
sustained criticism from carers, their representative organisations and public representatives. 
The Department’s objectives and policy aims are analysed in section 3.4 to assess if the CA is 
compatible with the mission; it is shown clearly that it is. The three main objectives of the 
scheme can be described as: 
 
1) To provide income support to full-time carers on low incomes; 
2) To maintain people in the community; 
3) To recognise and support the valuable role of carers.   
 
The costs and numbers claiming CA have increased substantially from 1,240 carers at a cost 
of £100,000 in 1990 to 10,330 at a cost of £36.5 million at the end of 1997 (section 3.5). 
Statistics are presented in section 3.6 profiling the recipients of CA.  It is notable that a 
majority of carers were already in receipt of a social welfare payment before claiming CA, 
which indicates that the real net cost of the scheme is substantially lower than the gross cost. 
 
 
Efficiency and Effectiveness (Chapter 4) 
The CA scheme is considered to be operated efficiently in terms of administrative costs, 
staffing resources, claim processing time and control procedures, (section 4.1) but the inter-
programme efficiency, where public expenditure is more in favour of institutional care than 
community care, is an area of concern (section 4.1.5). 
 
The institutional arrangements, both internal and external are examined in section 4.1.6. It is 
considered that the original arrangements which justified the location of CA in two separate 
sections in the Department of Social, Community and Family Affairs are no longer justified 
and that the administration of the scheme should be combined in one location (section 4.1.6). 
 
The overall location of the scheme is examined to assess if it should be transferred to the 
Department of Health and Children because of the health objectives and outcomes of 
maintaining people in the community. However, it is considered that the primary income 
support objective of the CA makes the existing scheme more appropriate to the Department 
of Social, Community and Family Affairs. However, the introduction of a needs assessment 
involving health professionals, as described in section 5.3, would require further discussion 
on the overall responsibility for this assessment. 
 
The effectiveness of the CA scheme is examined having regard to its objectives. The 
difficulties in measuring these objectives are highlighted and the limited evidence available is 
described.  It is considered that the scheme is only effective for carers who are on low 
incomes, many of whom are already in receipt of social welfare payments. It is less effective 
in meeting its objectives to support care in the community and to give recognition to the role 
of carers. 
 
It is recognised that research is needed to devise suitable performance measurement 
indicators and possible measures are listed in section 4.2.5. 
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Finally, the data problems encountered throughout the course of this review are highlighted in 
section 4.3 which concludes that a national survey of carers and caring should be conducted. 
 
 
Issues and Proposals (Chapter 5) 
It is clear that there are many carers who are frustrated and stressed and who feel they receive 
little support from the State.  The major issues which arose, from discussions with interest 
groups, the health boards and professional groups, related to demands for a needs assessment, 
a direct payment for caring services, the lack of recognition and the inadequacy of respite and 
other healthcare services.   
 
Many of the issues in this Chapter are considered in the knowledge that ultimately, 
improvements to the scheme are contingent on the necessary resources being made available 
to finance them. Given the various other competing demands, both within the wider social 
welfare code and in social services generally, it is acknowledged that it is necessary to 
establish priorities among the various possible enhancements identified. 
 
It is considered that the introduction of a needs assessment, as discussed in section 5.3, 
encompassing both the needs of the care recipient and the carer would be consistent with the 
scheme objectives. It would allow income support needs to be separated from care needs and 
could be used by all State organisations which provide reliefs or grants to those in need of 
care. The overall responsibility for devising and administering a needs assessment and its 
actual format and operation would need to be discussed in detail between the Department of 
Social, Community and Family Affairs, the Department of Health and Children and the 
health boards. It is considered that such discussions should be initiated and brought to a 
conclusion as soon as possible. 
 
Section 5.5 discusses the introduction of a new non-means tested payment for carers.  The 
purpose of such a payment would be to promote care in the community and to formally 
recognise the work of the carer. It would be similar in nature to the Domiciliary Care 
Allowance paid by the health boards in respect of children who are severely physically 
disabled or mentally handicapped. It is considered that a new ‘continual care payment’ should 
be introduced, following the introduction of a needs assessment, for all carers who are 
providing the highest levels of care, i.e. where the care recipient is highly dependent.  The 
estimated full-year cost of this proposal would be £7.25 million and an estimated 6,000 carers 
would benefit.  
 
The payment of such a benefit has to be balanced against the view that such a payment would 
not be targetted at those with an actual income need and it may be the case that carers 
themselves would, for example, prefer to see additional resources put into respite care which, 
in theory, would be of benefit to all carers. 
 
Other means-test, related options and improvements to the CA are discussed in section 5.6.  
The following proposals are put forward, with estimated annual costs and the number of 
carers who could benefit: 
 
• relax the residency requirements (£1.6 million) - an estimated 400 carers would benefit; 
• relax the full-time care and attention requirements (£0.75 million) - up to 200 carers could 

benefit and could also benefit existing CA recipients; 
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• extend the scope of the scheme to allow carers of children in receipt of Domiciliary Care 
Allowance to apply for CA (£9 million) - an estimated 2,200 carers would benefit; 

• extend the scope of the scheme to include care recipients between the age of 16 and 65 
who are not in receipt of a qualifying payment (£2 million) - an estimated 500 carers 
would benefit; 

• extend the Free Telephone Rental Allowance to all CA recipients (£1.3 million) an 
estimated 7,600 carers would benefit; 

• pay an additional annual flat-rate payment to all CA recipients as a contribution towards 
respite care (£1 million) - an estimated 11,000 carers would benefit; 

• amend the means-test to give income disregards to all carers in their own right (cost and 
number of carers not significant); 

• amend the PRSI system to preserve the carer’s social insurance record (cost not 
significant). 

 
It is considered that these proposals, at a total full-year cost of almost £16 million, would if 
implemented remove certain inconsistencies in the CA and considerably improve the overall 
situation for an estimated 10,900 carers. This would strengthen the Government’s 
commitments and objectives relating to care in the community. 
 
In addition, the ‘continual care payment’ as envisaged, could cost over £7 million and would 
benefit some 6,000 carers. The respite care proposal could cost £1 million and would benefit 
all carers in receipt of CA. 
 
From a control point of view, it is clear that the Department should only award CA in cases 
where there is a clear need and where the carer is capable of providing the level of care 
required. Amendments to the scheme should only be introduced in conjunction with suitable 
and adequate measures and resources to ensure scheme effectiveness and control. 
 

 
Issues for Other Departments (Chapter 5) 
The major health issues relate to lack of respite care, home help services and other co-
ordination issues, as described in section 5.11. There was a strong view expressed at all 
meetings with representative groups that carers would be less stressed and better able to care 
for longer periods if appropriate and accessible supports were in place. 
 
The statutory obligation to provide nursing home subventions, in contrast with the 
discretionary nature of some community care services such as home helps, has resulted in an 
imbalance of public expenditure in favour of institutional care, despite government policy 
objectives which favour care in the community. The Department of Health and Children is 
committed to the further development of community care services.  
 
The Department of the Environment and Local Government is reviewing their Disabled 
Person’s Grant Scheme. The Department of Finance is examining the possibility of 
introducing a targetted tax relief for carers in the home. Such a targetted tax relief could 
provide recognition to carers who are not eligible for CA. 
 
Other areas highlighted in section 5.12, outside the remit of this review, include the need to 
focus on reducing the demand for long term care through health promotion strategies, 
housing issues and assistive technology. 
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This chapter concludes by focusing on the development of a new strategy for long term care. 
This would promote a broader and more positive view of a person which would recognise 
their care needs by the development of a needs assessment. 
 
 
Alternative Financing Arrangements (Chapter 6) 
The risk of requiring long term care at 40 per cent is high, which suggests that it should be 
treated as a normal life risk (section 6.2). There are various public or private options which 
can be considered as a means of paying for long term care.  
 
The State financed options considered in section 6.3 are: 
 
• to maintain the present system, while recognising that this involves increasing general 

taxation; 
• to increase the health contribution levy to be used specifically for long term care; 
• to extend the PRSI system by introducing a benefit scheme for the insured population to 

enable them to leave the work force for a period of time to become carers; 
• to extend the PRSI system by introducing a benefit scheme for the insured population to 

enable care recipients to fund some or all of their own care needs in the future.  
 
The introduction of a benefit scheme for carers is considered to be appropriate. The estimated 
cost of introducing such a scheme is £42 million per annum which could be financed by an 
increase in PRSI. It is considered that the issue of a benefit against the need for long term 
care is complex, and that the policy and operational issues involved require further detailed 
examination along the lines set out in section 6.3.4. before a definitive view could be taken. 
 
There are no policies available in the private sector to provide for long term care, because of 
the reluctance of insurance companies to develop policies where the liabilities will not be 
known for many years (section 6.4). A partnership arrangement has been developed in the 
United States which involves both private and public funding. However, this type of 
approach benefits those who are most well off in society. Based on the experience of other 
countries to date, the scope for private (voluntary) insurance appears quite limited. The issues 
involved are currently being researched by the relevant professional groups in Ireland and 
their deliberations are awaited. 
 
Section 6.5 notes that the provision of long term care arrangements cannot be viewed in 
isolation and that the existing and future demands for long term care are expected to rise in 
line with the demographic changes outlined in Chapter 2. These demands will have to be met 
from general taxation, PRSI contributions or from personal savings. The choice or balance 
between the various options is properly a matter for political debate and decision. 
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Impact Statement 
This review has proposed a number of alternatives and listed possible options for refocusing 
policy in this area.  The likely effects of these proposals on the CA and other related 
programme and policy areas, are summarised below. 
 
The move towards a needs assessment represents a significant change and would require the 
co-operation of health administrators and health professionals from the health boards.  The 
current pressures on the health service and the community care area are such that additional 
work in this area would have serious implications for existing resources, and could also result 
in industrial relations difficulties.  However, since the needs assessment is considered to be a 
fundamental part of any refocused policy in this area, resources would therefore need to be 
provided to enable the assessments to be undertaken.  The process of the implementation of a 
needs assessment and the extent of the additional resources required to advance and 
implement it would need to be considered further in consultation with the Department of 
Health and Children and the health boards. 
 
Any proposals to extend the scope of the scheme should be accompanied by appropriate 
control measures to ensure that scarce resources are targetted at those most in need.  
Additional control measures would have resource implications for the Department generally 
as well as for the health administrators and health professionals from the health boards. It is 
not possible to estimate the additional staffing and other resources required at this stage. 
 
From an administrative point of view the amalgamation of the existing two carers sections 
into one section should result in general efficiencies.  A significant difficulty in implementing 
changes proposed relates to IT facilities.  Implementation of the proposal would not be 
possible without appropriate changes to the IT systems currently used to pay the Allowance. 
The Year 2000 problem and the changeover to euro have already had a significant impact on 
the Department’s IT resources, and the current position is that the IT Division is unable to 
allocate resources to make changes to existing systems.   
 
Proposals to introduce a carer’s benefit scheme would have an impact on the PRSI system.  
Any extension of the Social Insurance system would involve an increase in PRSI rates, which 
may have an effect on competitiveness. The introduction of leave of absence policies which 
guarantee job protection could also affect competitiveness.  A choice must be made between 
these possible negative effects and the positive effects of securing a universal long term care 
benefit for employees, from their own insurance contributions, which addresses a strong risk 
which significant numbers will have to face. 
 

 



Introduction 1-1

 
 

CHAPTER 1 
 

 
 

INTRODUCTION 
 

1.1 Background to the Expenditure Review Programme 
 
The Coordinating Group of  Secretaries established under the Strategic Management 
Initiative identified a “need for a systematic analysis of what is actually being achieved by 
the £12 billion in Government resources spent annually” and recommended that 
“agreements between the Department of Finance and individual Departments on delegated 
authority for programme expenditures (should) provide for a schedule of reviews of 
expenditure to be carried out during the currency of the agreement, with the aim of ensuring 
that each programme of expenditure is subject to a thorough review at least once every three 
years”.2 
 
The Government accepted this recommendation and has approved a programme of reviews 
with the twin aims of providing: 
 
1) a systematic analysis of what is actually being achieved by expenditure in each spending 

programme; 
 
2) a basis on which more informed decisions can be made on priorities within and between 

expenditure programmes. 
 

1.2 Structure of the Programme 
 
A Steering Committee chaired by the Secretary-General of the Department of Finance has 
been established to oversee the Civil Service wide series of Programme Evaluations.  A joint 
Steering Group from the Departments of Finance and Social, Community and Family Affairs 
has been established to oversee this Department’s reviews. 
 
Each review is carried out by a working group chaired at Principal level.  The working 
groups includes representatives from the policy and executive sections of the Department of 
Social, Community and Family Affairs, the Department of Finance and other Departments as 
appropriate. 
 
These working groups report to the Steering Group which is chaired by the Secretary-General 
and is composed of the working group chairs and other officers at Assistant Secretary and 
Principal levels from both this Department and the Department of Finance. 
 

                                                 
2 Delivering Better Government - A Programme of Change for the Irish Civil Service, 1996, (p. 60). 
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The working group on the Review of the Carer’s Allowance was established and held its first 
meeting in January 1998.  The group met on seven occasions and submitted its final report to 
the Steering Committee in August 1998. The members of the working group were: 3 
 

Anne Vaughan (Chair) Planning Unit, Department of Social, Community and 

 Family Affairs (D/SCFA) 

Orlaigh Quinn Planning Unit, D/SCFA 

Deirdre Nichol Planning Unit, D/SCFA 

Ursula Gilhawley Pension Services Office, Sligo, D/SCFA 

Brendan Boyd Pension Services Office, Sligo, D/SCFA 

Emer McElhill Pension Services Office, Sligo, D/SCFA 

Mícheal Ó Ceallaigh Carers Section, Longford, D/SCFA 

Tony Gallagher Department of Finance 

Alan Aylward Department of Health and Children 

 

1.3 Background of this review 
 
The Carer’s Allowance (CA)  was chosen by the Department of Social, Community and 
Family Affairs as one of the first schemes to be evaluated under this expenditure review 
programme.  This is in keeping with the Department’s first formal Statement of Strategy 
under the Strategic Management Initiative “to prepare a strategic framework for the future 
development of social protection schemes, which includes a prioritised review of the 
effectiveness of existing support programmes and to address policy issues which demand 
urgent attention”.4 
 
In addition, this scheme was chosen in the light of persistent complaints that the State is 
failing to meet the needs of all carers and in the context of changing demographic, social and 
economic conditions which may affect the future provision of health care in the home.  
 
The review considers the purpose and development of the scheme, both in terms of its current 
operation and in the wider context of health care provision.  It also examines the potential for 
the development of provision for carers through the social insurance system and the role of 
the private sector.  A fundamental issue which the review addresses is the role of the 
Allowance as an income maintenance payment as opposed to a payment for caring.  The 
review also highlights other areas requiring further examination which are outside the scope 
of this report.  

                                                 
3 The Working Group acknowledges the assistance of the following who also contributed to the review process: 
Phil Cox, Margaret Dawson-Baxter, Evelyn O’Donnell, Bernard Woods (D/SCFA), John Brady, and Danny 
O’Brien (D/HC). 
4 Open, Fair and Caring - The Strategic Management Initiative of the Department of Social Welfare, 1996. 
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1.4 Focus of review 

 
This review focuses on the CA, which is paid to those who care for someone who is in need 
of full-time care and attention and: 
 
• who is age 66 or over;  
or  
• who is under age 66 and in receipt of a Blind Person’s Pension, Invalidity Pension, or 

Disability Allowance.   
 
The majority of studies and research carried out to date on the needs of carers and the 
demands for long term care has focused solely on older people.  There is limited research 
available on the care needs of younger people with a disability.  This review will address care 
needs, regardless of the age of the care recipient.  
 
The focus of this review is to examine three fundamental issues as a means of analysing the 
operation of the Allowance:  
 
(a) What are the objectives of the CA? 
 
(b) Have those objectives been achieved? 
 
(c) What is the future role of the CA? 
 
This review puts forward a number of proposals and lists possible options, to provide a basis 
for more informed decisions, for improving the efficiency and effectiveness of the CA. 
 

1.5 Terms of reference 
 
The terms of reference of the review are:  
 
1) To identify its objectives, having regard to both the needs of the carer and the care 

recipient                                   
 
2) To consider the extent to which these objectives remain valid and compatible with the 

mission and current strategy of the Department.  This will include a review of:  
a) the current qualifying criteria; and  
b) the controls, to ensure the Scheme is operating effectively 

 
3) To evaluate the extent to which these objectives have been achieved, having due 

regard to the views of both the carers themselves and all other interested parties (e.g. 
Dept. of Health and Children, health boards, pensions/insurance industry etc.)  

 
4) To establish the level and trend of : 

a) the cost; and  
b) the staffing and other resources associated with the CA Scheme  
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5) To define the outputs associated with the scheme activity and identify the level and 
trend of those outputs, having due regard to the future implications of demographic, 
social and economic changes in both the carer and care recipient groups  

 
6) To comment on how efficiently and effectively the scheme has achieved its objectives  
 
7) To evaluate the degree to which the objectives warrant the allocation of public 

resources on a current and on-going basis, and if so, whether the current allocation is 
appropriate  

 
8) To examine the scope for alternative policy and/or organisational approaches to 

achieving the objectives on a more efficient and effective basis.  Alternatives to be 
examined include: 
a) a contributory Social Welfare benefit arrangement 
b) other private sector arrangements 
c) tax relief - interdepartmental group to examine this issue 

 
9) To specify suitable performance indicators which can be used to monitor and evaluate 

the scheme in the future. 
 

1.6 Methodology 
 
In order to identify and examine the objectives of the CA and to assess its future role, seven 
sources of information were used: 
 
• An historical analysis of the Scheme based on the Department’s files, Dáil debates and 

Parliamentary Questions(PQs); 
 
• A series of meetings with various interested parties; 
 
• An examination of all submissions and representations received from various interested 

parties, e.g. health boards, customer panels of the Department, various interest groups 
and interested people;  

 
• An examination of recommendations contained in various reports of working groups and 

Dáil committees, such as the Oireachtas Joint Committee on Women's Rights5,  the 
Commission on the Status of People with Disabilities6, the Commission on the Family7 
and the various reports of the National Council on Ageing and Older People (formerly 
known as the National Council for the Aged); 

 
• The costs of the Scheme as operated by the Department, and future trends based on 

various projections of population and labour statistics; 
 

                                                 
5 Joint Oireachtas Committee on Women's Rights, A Long-Term Support Framework for Female Carers of 
Older People and People with Disabilities: 1996 - 2011,  1996. 
6 The Commission on the Status of People with Disabilities, A Strategy for Equality, November, 1996.  
7 The Commission on the Family, Strengthening Families for Life,  May 1998. 
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• An examination of current Government commitments contained in the “Action 
Programme for the Millennium”, the National Anti-Poverty Strategy and other 
documents;  

 
• An extensive review of the literature, both in Ireland and in other EU and OECD 

countries. 
 
The Department’s files, Dáil debates and PQs describe the initial objectives for the CA and 
its development over time, since being established in 1990.  The major changes in the 
Scheme were charted and any changes in the original objectives were examined. 
 
A series of meetings were held with various interest groups.  In addition, the health boards, 
Public Representatives, the customer panels of the Department and interested members of the 
public, all made submissions to the Department which provided a clear picture of their views 
of the Scheme.  In addition, various committees and working groups reports, whose views 
have contributed to the debate on the CA, were considered. 
 
Various commitments and objectives relating to the future role of the CA have been outlined 
in Government documents.  One of the commitments referred to a fundamental review of the 
CA.  In line with that commitment, this review examines the further development of the 
scheme. 
 
The literature was reviewed in order to study current thinking and experience on the subject 
of carers and long term care strategies.  A number of publications, both official and non-
official,  were very helpful in this regard.  In particular, the reports of the National Council on 
Ageing and Older People contributed greatly in the Irish context. Readers of this report 
interested in developing a greater understanding of the issues and debate on this subject may 
wish to refer to the bibliography at the end of this report. 
 

1.7 Definitions 
 
There are various definitions which can be applied in the area of caring.  Caring can involve 
various activities ranging from keeping a person company to physical assistance in lifting, or 
personal care in dressing, bathing, toileting etc.  For the purpose of this review a wider 
interpretation than the definitions contained in the CA legislation8 will be used: 
 
Carer 
A carer is defined as someone who provides full-time care and attention, to an older person or 
a person with a disability, on an unpaid basis. 
 
Care Recipient  
The care recipient is defined as a person of any age who needs full-time care and attention. 
 
Dependency 

                                                 
8 The legislation governing the operation of the CA is contained in the Social Welfare (Consolidation) Act, 1993 
(S. 163-169). 
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A wide definition of dependency includes aspects of physical, social, economic or 
psychological measures.  Criteria exist to assess persons who are highly dependent in 
physical terms, in terms of ability to carry out certain tasks of daily living.   
 
Full-time care and attention  
Full-time care is defined as care provided to a person who has such a disability that he/she 
requires frequent assistance throughout the day in connection with normal bodily functions.  
 
Community Care 
No formal definition of community care is used in the Department of Health and Children.  
However, it can be defined as the range of services available in the community such as 
nursing, para-medical, home help, day care and respite care. 
 
The Department 
The Department, when referred to, is the Department of Social, Community and Family 
Affairs, formerly known as the Department of Social Welfare. 
 

1.8 Review content  
 
Chapter 2 examines the current context of care, future demographic projections, issues 
relating to the cost of care and Government policy and commitments.  Chapter 3 examines 
the needs of carers, the services available and the background and objectives of the CA.  
Chapter 4 examines the efficiency and effectiveness of the scheme.  Chapter 5 focuses on the 
issues raised and how the scheme might be improved.  Finally, Chapter 6 outlines various 
financial alternatives to the way in which long term care might be financed. 
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CHAPTER 2 

 
 
 

THE CURRENT CONTEXT 
 

2.1 Demographics 
 
The projected growth in the number of older people in society is one of the major factors 
influencing the growth in demand for long term care.  Apart from the problems associated 
with ageing, there are other demographic, economic and social factors which affect not only 
the numbers of people likely to need care, but also the means by which that care is to be 
provided.  Traditionally, older people and people with a disability have been cared for 
informally within the family.  However, various factors may have an effect on the numbers 
and willingness of family members to provide care in the future, in particular: 
 
• the decline in family sizes; 
• the increased numbers of people living alone; 
• the increasing participation of women in the labour force. 
 

2.1.1     An ageing population 
 
Most industrialised countries are experiencing the effects of an ageing population.  It is 
predicted that between 1950 and 2050, the proportion of the population aged 65 or over will 
have more than doubled from an average of less than 10 per cent to an average of more than 
20 per cent within the OECD countries.9  The latest figures for Europe also indicate that the 
proportion of people aged 65 or over will increase from 15 per cent of the population to 20 
per cent between 1995 and 2020.  This can be seen in Figure 2.1 below: 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
                                                 
9  OECD, Ageing Populations: the Social Policy Implications, (1988a),  OECD Paris. 
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Figure 2.1 :  Percentage of Older People (65+) in the Population in 1995  
and Projected for 2020 10  
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The existing rate of increase in the number of older people in Ireland is considerably lower 
than the rest of Europe.  However, while the comparable figures are clearly more favourable 
in the short term, the physical increase in numbers is substantial and is already having an 
impact on the health services. A totally accurate trend for Ireland is difficult to ascertain 
because of recent increases in both immigration and the birthrate.  However, it is clear that 
many of the social and economic improvements of the twentieth century - increased wealth, 
reductions in child and adult mortality rates, and substantial investment in health and welfare 
programmes - have contributed directly to the growth in the proportion of the population over 
65.  
 
Within the overall shift in the age proportions, there is a second change which is taking place 
which is sometimes termed the ‘ageing of the aged’.  This refers to the increasing numbers of 
people aged 80 or over, a group which has a considerable impact on services for older people.  
Although the proportion of those aged over 80 remains small in relative terms, it is growing 
at a considerably faster rate than the population as a whole and faster than the over-65 
population as a whole.  
 
The projections for the total population in Ireland are set out in the table below:11 
 
 
 
 
 
 
 
 
 
                                                 
10 J. Pacolet, R. Bouten, H. Lanoye, K. Versieck, Social Protection for Dependency in Old Age in the 15 
Member States and Norway, Main Results of a Comparative Study, Draft Synopsis Report. Research  project for 
the European Commission DGV/E and the Belgian Minister of Social Affairs, June 1998, (p. 17). 
11 This table has been taken from the Actuarial Review of Social Welfare Pensions, undertaken by Irish Pensions 
Trust Ltd. on behalf of the Department of Social, Community and Family Affairs, September 1997, (p. 13). 
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Table 2.1 :  Projection of Total Population in Ireland (‘000) 
 

Age Group 1996 2006 2016 2036 2056

Children (0 - 19) 1,199 
(33%) 

1,085 
(28%) 

1,077 
(27%) 

900 
(22%) 

801
(22%)

Working Ages (20 - 
 64) 

2,013 
(56%) 

2,294 
(60%) 

2,351 
(59%) 

2,263 
(56%) 

1,911
(51%)

Over Age 65 414 
(11%) 

453 
(12%) 

584 
(14%) 

908 
(22%) 

1,018
(27%)

TOTAL 3,626
(100%) 

3,832
(100%) 

4,012
(100%) 

4,071 
(100%) 

3,730
(100%)

Over Age 80 90 
(2%) 

108 
(3%) 

124 
(3%) 

242 
(6%) 

317
(8%)

Old Age Dependency Ratio 
(Number at Working Ages per 
person over Age 65) 

4.9 5.1 4.0 2.5 1.9

Overall Dependency Ratio 
(Numbers at Working Ages 
per person under Age 20 and 
over Age 65) 

1.2 1.5 1.4 1.3 1.1

 
 
This table shows that in 1996, there were 414,000 persons aged 65 years and over, and 
90,000 aged 80 years and over, in the State. This represents 11 per cent and 2 per cent 
respectively of the total population.  Of these numbers, 57 per cent and 65 per cent are 
women, reflecting their longer life expectancy.  The projected improvement in mortality rates 
will lead to a projected growth in these numbers to 1,018,000 persons aged over 65 and 
317,000 persons aged over 80 (27 per cent and 8 per cent ) in 2056.12 
 

2.1.2     People with disabilities 
 
The Report of the Commission on the Status of People with Disabilities (in future referred to 
as the Commission) noted the absence of overall statistics on the number of people with 
disabilities.13 Unlike a number of other EU countries, Ireland has never undertaken a national 
survey of physical disability, nor has information been collected on the incidence of physical 
and sensory disabilities.  The Department of Health and Children is currently in the process 
of setting up a database on people with disabilities. 
 
Difficulties involved in compiling accurate statistics include problems of definition and 
categorisation, and the problems involved in assessing a cut-off point as to the degree of 
severity of disability.  The Commission also noted a considerable overlap between ‘people 
with disabilities’ and ‘the elderly’: whether older people are considered to be disabled 
depends on a lot of factors, including subjective ones. 
 

                                                 
12 The population projections are based on the CSO Report “Population and Labour Force Projections 1996 to 
2026” published by the CSO, adjusted for the results of the 1996 Census. These projections were extended to 
2056 in the “Actuarial Review of Social Welfare Pensions” 1997. 
13 A Strategy for Equality, op. cit., (Appendix A). 
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The definition they used was very broad as follows; “For the purpose of its work, the 
Commission understood the term ‘people with disabilities’ to include children and adults who 
experience any restriction in their capacity to participate in economic, social or cultural life 
on account of a physical, sensory, learning, mental health or emotional impairment”.14 
 
Their findings, based on a variety of sources, estimate that the overall number of people with 
disabilities,  is 360,000, or 10 per cent of the population.  Of this number, they suggest that 
half of all people with disabilities are aged 60 and over.  Their results are shown in the 
following table: 
 
Table 2.2 :  Prevalence of Disability in Ireland (‘000) 
 

Age Group No. in 
Population 

% with 
Disabilities 

No. with 
Disabilities 

0 - 14 1,000 3  30 
15 - 59 2,000  7.5 150 
60+ 550  33 180 
All Ages 3,550  10 360 

 
These figures are limited as they give no information on the numbers of people with a 
disability who are in need of full-time care.  It is felt that the definition, and the numbers 
derived by the Commission are too broad to be used for the purpose of this review. 
 

2.1.3     Total number of people requiring care 
 
Overall figures estimating the numbers of people requiring care have been produced by 
O’Connor, Smyth and Whelan (1988), O’Connor and Ruddle (1988), Fahey and Murray 
(1995) and the Living in Ireland Survey, Economic and Social Research  Institute and 
Combat Poverty Agency (1994). 

The O’Connor et al and O’Connor and Ruddle studies were a two-part research programme 
initiated by the National Council for the Aged (now known as the National Council for 
Ageing and Older People).  It was the first attempt to quantify the nature and extent of family 
caring in Ireland.  It provided a profile of carers which focused primarily on the family carers 
of older people living at home rather than on the recipients of care themselves.  
 
The O’Connor et al study estimated that of the population aged over 65, some 12 per cent 
required some or occasional care and 7 per cent required a lot of care (the intensity or level of 
care required was not defined in the question). It is interesting to note that although 98,000 
households reported giving care to some 128,000 people outside their household, only 15,500 
older people stated that they were recipients of that care.  O’Connor et al concluded that this 
was a definition problem, with the carers’ definition of care being much more inclusive than 
the care recipient, e.g. a carer considered that visiting an older person was care-giving, 
whereas the care recipient did not. 
 

                                                 
14 ibid., (p. 11). 
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The study by Fahey and Murray (1995) was concerned with the health and well-being of the 
over 65 population in Ireland.  It found that while 21 per cent of older people were dependent 
on informal care - which is the same order of magnitude as that reported by O’Connor et al - 
the proportion of  the care givers who were living with the older person was somewhat lower.   
 
The Living in Ireland Survey collected details on the lifestyles and living conditions of 
households in Ireland.15  One question asked if a person’s daily activities included looking 
after someone who needed special help because of old age, illness or disability.  Almost 6 per 
cent, or 153,000 respondents replied in the affirmative.  However, neither the intensity of care 
nor the time spent caring was defined in the question.  Consequently, similar to the O’Connor 
et al study, it is felt that the generality of the question and the absence of a rigorous definition 
of care means that this figure is exaggerated and cannot be representative of the numbers of 
persons providing full-time care.  An additional question which asked if more than four hours 
a day were spent caring resulted in almost 83,000, or 54 per cent stating that this amount of 
time was involved.  This figure is more indicative of results from other studies in this field.  
A total of 56 per cent of all carers provided care in their own homes, with 44 per cent caring 
in another household.  
 
For the purpose of this review, it is proposed to use the figures outlined in the O’Connor et al 
study, as they form the major study in this field and have also been used as the basis for other 
studies on older people.  Therefore, it is estimated that based on current figures and future 
projections, the number of older people in need of care is as follows: 
 
Table 2.3 :  Projection of Older People (65+) in Need of Care (‘000) 
 

Year 1996 2016 2036 2056 
 

Aged over 65 414 584 908 1,018 
 

In need of some care 
(12%) 

50 70 109 122 

In need of a lot of  
care (7%) 

29 41 64 71 

 
While it is not possible to state if the proportion of people in need of care will increase or 
decrease from the current numbers, it is clear that the volume increase is substantial over the 
60 year period.   
 
Information is very limited on the numbers of people with a disability who are in need of full-
time care.  In the absence of official statistics, it is necessary to estimate the number involved.  
It is generally recognised that people with a disability who are in need of full-time care are 
less likely to be in the labour force.  The Commission reported that ”surveys by organisations 
concerned with disability suggest unemployment levels of 70 per cent upwards”.16  The 
results of the 1996 Census indicate that 78,864 people reported they were unable to work due 
to permanent illness or disability.  This is in line with the Department’s figures of 
approximately 85,000 people in receipt of long term disability payments from the 

                                                 
15 For a description of this survey see T. Callan, B. Nolan, B.J. Whelan, C.T. Whelan & J. Williams, Poverty in 
the 1990s, Evidence from the Living in Ireland Survey, The Economic and Social Research Institute and Combat 
Poverty Agency, 1996. 
16 A Strategy for Equality, op. cit., (p. 135). 
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Department.  Of this number, 4,400, or 5 per cent are being cared for by a person in receipt of 
CA.  While it is recognised that there are other people between the ages of 16 and 65 who are 
unable to claim disability payments, mainly on grounds of means-testing, non-insurance or 
because they are in the labour force, it is considered that a figure of 11,000 is a reasonable 
estimate of the number of people with disabilities who need full-time care.  In addition, the 
health boards pay a Domiciliary Care Allowance in respect of almost 9,000 children between 
the ages of two and sixteen who have severe disabilities.  
 
Therefore, while recognising the limitations of the data, it is considered that the total number 
of people, over the age of 16, in need of full-time care and attention is approximately 40,000 
(29,000 and 11,000).  These figures indicate that the number of older people in need of full-
time care is due to increase by 41 per cent between now and 2016, and then increase sharply 
by the year 2056, whilst the number of people with disabilities in need of full-time care 
should remain relatively static or may even fall slightly due to increased medical intervention 
and assistive technology.   
 

2.2     Economic activity 
 
The Old Age Dependency Ratio (number of persons of working age per person over 65)  is 
projected to increase initially from 4.9 to 5.1 in 2006 and then to decline to 1.9 in 2056. The 
Overall Dependency Ratio (number of persons at working age per person under age 20 and 
over age 65) is projected to increase from 1.2 in 1996 up to 1.5 in 2006 and then to decline to 
1.1 in 2056.  
 
Within the same period, the female labour force participation rate for women aged 20-64 is 
projected to increase from 48.3 per cent in 1996 to 60 per cent in 2026.  This means that the 
proportion of women in the home, who are the principal providers of informal care, is set to 
fall by a corresponding 23 per cent. 
 
Despite the growth in female participation rates, the substantial decline in economic activity 
rates is a matter for concern.  Employment policies across the EU have created a relatively 
new phenomenon of early retirement. Today, just over 50 per cent of men aged 60-65 are in 
the work force compared to nearly 90 per cent  twenty years ago. The consequent rise in old-
age dependency ratios and the continuing numbers of long term unemployed across EU 
countries,  are part of the reasons why both long term care and pension provision is 
considered to be a growing problem.  
 

2.3 The cost of care 
 
There is a general assumption that community care is cheaper than institutional care. This 
assumption supports the argument that carers who maintain people in the community save the 
State considerable expenditure, and should therefore receive a non-means tested payment for 
their services.  
 
Various international studies have examined whether community care is a cheaper alternative 
to institutional care.  The answer from studies from Australia, Denmark, the Netherlands, the 
United Kingdom and the United States, can be summed up as “this is an extremely complex 

 



The current context 2-13

issue, it all depends, but on balance the answer is: probably not”.17 While there is plenty of 
evidence that community care options do enable people to remain in the community, there is 
limited evidence that it is cheaper or that it reduces the use of institutional care.  Care in the 
community cannot be seen as a direct substitute for institutional care as the services involved 
are alternatives which are not directly comparable.  
 
A major Irish study comparing the cost of institutional care with care in the community was 
carried out by Blackwell et al in 1992.18  This study estimated the dependency levels and 
subsequent costs of maintaining older people at home and in geriatric hospitals.  It should be 
noted that this study examined only the costs and reached no conclusions about the benefits 
of care, i.e. health outcomes were not measured and the study assumed that the quality of care 
was the same across both institutions and the community. 

The table below, taken from the Blackwell study, indicates the degree of dependency of older 
people at home and in hospitals, where Category A denotes the lowest level of dependency 
and Category E the highest.19  The assessment was carried out by questionnaire and 
interview, and both the care recipient and carer were surveyed (the latter was the ward sister 
or senior staff nurse responsible for caring in the hospital).   
 

Table 2.4 :  Comparison of the Distribution of Older Persons by Category of 
Dependency in Hospitals and in the Community  

 
Category of 
Dependency 

Percentage of Older 
People 

 Hospitals Community
A 21.8 45.5
B 7.0 19.7
C 13.1 13.0
D 16.1 9.1
E 39.3 5.6
Non-scale* 2.7 7.1
Total 100.0 100.0

*(refers to older people who do not fit into the scale pattern) 
 
 
The costs of maintaining patients in four long-stay geriatric hospitals were estimated and 
categorised based on patients’ dependency levels.  The same estimates were done for the cost 
of maintaining a person in the community.  These costings are shown as follows:  
 
Table 2.5 :  Weekly Cost per Patient by Category of Dependency (£)20 

                                                 
17 OECD, Caring for Frail Elderly People: Policies in Evolution, Social  Policies Studies No. 19, OECD 1996 
(p. 74). 
18 J. Blackwell, E O’Shea, G. Moane, P. Murray, Care Provision and Cost Measurement: Dependent Elderly 
People at Home and in Geriatric Hospitals, ESRI Paper No. 157, December 1992. 
19 This table is based on the Guttman scale. This is a dependency measure based on the principle that disability 
is cumulative and can be measured by assigning people to a hierarchy of severity based on a set of abilities e.g. 
able to bathe, able to dress, able to feed etc. 
20 All figures are as quoted in the Blackwell study and have not been updated to current day prices. The costs 
estimated for the four hospitals are not strictly comparable nor are they representative of the cost of care in all 
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Category of 
Dependency 

Hospitals 1 to 4 
 

Community Care 
 

 1 2  
(assess-
ment) 

2 
(long-
stay) 

3 4 Opportunity 
Cost 

Replacement 
Cost  
(lower rate) 

Replacement 
Cost 
(higher rate) 

A 137 422 382 133 147 147 193 235 
B 187 581 262 129 170 168 221 270 

C 160 643 296 179 179 173 229 280 
D 188 687 375 172 231 200 268 332 

E 286 685 500 289 274 211 313 407 
All 214 642 418 210 202 164 220 271 

 
 

                                                                                                                                                       

The main findings of this study are detailed below.  
 

2.3.1     Cost of institutional care 
 
A much higher proportion of highly dependent older people were in hospitals, with 55 per 
cent in the top two categories of dependencies.  However, at the lowest level of dependency, 
almost 22 percent were deemed to be free from disability or have only one disability.  
 
The trends indicated in Blackwell’s figures are supported by the numbers assessed by the 
health boards for nursing home subventions, which show that 15 per cent of people are in the 
lowest category of dependency, 25 per cent in the middle category, and 60 per cent in the 
highest category. 21 
 
Nursing and attendant hours were the single most important element affecting costs in 
institutions.  The other major elements were medical care, paramedical services and drugs.  A 
direct relationship was established between costs and dependency levels, i.e. costs increased 
as dependency levels increased.  The degree to which costs increased were determined by the 
facilities available in individual hospitals, and the way in which hospitals targetted their 
resources at assessment and rehabilitation, (activities which are labour intensive and highly 
skilled).  In this regard, Hospital 2 provided an intensive level of service in 
assessment/rehabilitation explaining the higher costs in those columns. 
 
The weekly costs of maintaining an older person ranged from £133 for Category A (lowest 
level of dependency) in Hospital 3 to £289 for Category E (highest level of dependency) in 
Hospital 3, excluding the figures quoted for Hospital 2. 
 
The average cost per bed across all long-stay geriatric institutions in 1988 was £168 per 
week.22 This has been updated with figures supplied by the Department of Health and 
Children which estimate that the current cost of institutional care in an Eastern Health Board 
extended care unit is £400 per week.  

 
institutions throughout the country.  The study gives a detailed explanation as to how the figures were derived. 
(The Consumer Price Index has increased by 25.5% between 1988 and 1997). 
21 Figures for the end of March 1998, as supplied by the Department of Health and Children. 
22 Blackwell et al, op. cit., (p. 113). 
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2.3.2  Cost of community and informal care 
 
Community care comprises informal care in the home, supported by health and personal 
social services.  Studies have shown that the major burden of care is on the family and 
primarily on one principal carer.   
 
Blackwell’s study showed that carers spent an average 47 hours per week providing care. 
Only a small proportion of carers were employed while caring, 22 percent, with 7 per cent of 
that group in part-time employment.  In all, 10 per cent of carers gave up paid work to care, 
while a further 5.6 per cent reduced their working time.   
 
This compares with the findings of O’Connor and Ruddle which indicated that 50 per cent of 
carers spent 28 to 49 hours caring per week.  The care recipients were mainly in the lowest 
two dependency levels at 65 per cent but the hours spent caring increased to 85 hours a week 
for those 6 per cent who had the highest levels of dependency.  Within the group of carers, 16 
per cent were in paid employment while 20 per cent reported that they had left work 
specifically to care.    
 
Data from the Living in Ireland survey indicated that a total of 30 per cent of carers reported 
being in employment while 17 per cent of carers, those without children,  reported that their 
caring duties prevented them from undertaking paid work. 
 
The main elements which made up the cost of care in the community were the cost of 
informal care and the use of hospitals.  While informal care was the most important element, 
another important cost factor was the level of hospitalisation with 29 per cent of care 
recipients hospitalised at least once in the previous year.  There was a low level of 
community care usage, which was mainly confined to general practitioners, public health 
nurses and home helps.  
 
The total costs of informal care in the community were imputed using two estimation 
methods. The first method was based on the opportunity costs of informal care, e.g. the 
earnings or other activities foregone because of the person’s caring duties. The second 
method was based on the replacement costs of providing an equivalent service. Blackwell 
considered that opportunity (rather than public expenditure) costs give the appropriate guide 
when decisions are being made about the deployment of real resources in one area rather than 
in another. In addition, their use shows the true costs, including imputed costs, that fall on all 
parties to an activity. 
 
Opportunity costs of care 
This method showed that the average cost per week for informal caring only was estimated at 
£56 with a total average cost of community care of £164. This takes account of carers who 
are already out of the workforce.  Total costs ranged from £147 to £200 as the dependency 
level increased. 
 
Replacement costs of care 
The second method was considerably higher as it was based on a home help hourly rate of 
£2.40.  Using this rate, the cost of informal care doubled to £112 with a total average cost of 
care of £220.  Total costs ranged from £193 to £312 depending on the level of dependency. 
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When a higher home help rate of £3.50 was used, the cost of informal care rose to £164 with 
a total average cost of care of £270.  Total costs ranged from £235 to £407 depending on the 
level of dependency. 
 
These costings take no account of the non-economic costs of care which can be described as 
personal stresses on the carer and/or conflict within marital or family relationships.  It is 
noted in all studies on caring that there is a high level of psychological distress among carers, 
particularly those who are caring for highly dependent people.  Blackwell et al reported that 
almost 30 per cent of carers in their survey were at risk of psychiatric illness, which is well 
above the national average risk of 16 per cent.  This has future cost implications, which have 
not been estimated, as high stress levels can lead to increased demands for usage of health 
services. 
 
The study shows that by using opportunity costs as a measure, the costs of community care 
relative to institutional care are broadly the same, particularly for the lowest levels of 
dependency.  This is because older people, even those with low dependency, require a 
substantial number of caring hours, in addition to a considerable usage of hospital services. 
The costs of community care rise substantially when using the replacement costs, at either the 
lower or higher rate.  The Blackwell report concluded that the real cost of community care is 
higher than is generally thought, and in some cases higher than its alternatives and that the 
results highlighted the weakness of any argument which seeks to promote community care 
simply on the basis that it costs less. If this argument were accepted, the report states that it 
would mean a transfer of the burden of care from the Exchequer to families, which would be 
unacceptable. 
 
While the above analysis is perfectly valid at the macro level, at the micro level the 
opportunity cost to the carer (however measured) has to be distinguished from the actual cash 
cost to the State of the informal care provided by the carer and this tends to be the focus of 
carers themselves. From this perspective, community care can be argued to be the de facto 
cheaper option. 
 

2.3.3     The cost of nursing homes 
 
The growth in demand for private nursing home places indicates that there is a growing 
demand for long term care which is not being met by the State.  This can be seen from 
approved nursing home subvention applications which increased from 4,500 in 1994 to 
13,000 in 1997.  Expenditure has increased from £12 million to £24 million over the same 
period. 
 
Within the health services, the assessment for a nursing home subvention involves an 
assessment of a person’s ability to carry out tasks of daily living and the level of social 
support that is available to them.  There are three levels of dependency, which are paid at 
£75, £90 or £120, as follows; 
 
Medium a person who requires care because the appropriate support and nursing care 

required cannot be provided in the community. Their mobility would be 
impaired to the extent that they would require supervision or a walking aid. 

High a person who requires nursing home care but is not bed-bound.  They may 
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have a combination of physical and mental disabilities. 
Maximum a person who requires constant nursing care.  They are likely to have very 

restricted mobility, and require assistance with all physical or mental care. 
 
At the end of March 1998, there were over 6,000 people in receipt of a nursing home 
subvention. It is possible that a proportion of the lowest dependency group could be 
maintained in the community if adequate supports and services were available. 
 

2.4 Government policy 
 
While increased longevity is, of course, a successful outcome of economic growth and of 
policies to improve health and social welfare, it does at the same time, present a growing 
challenge to society in sustaining the social, pension and health programmes which have 
helped to bring about those improvements.  
 
Government policy has placed an increasing emphasis on maintaining people in the 
community and the valuable role of the carer in community care.  In its "Action Programme 
for the Millennium" the Government is committed to caring for older people and those with 
disabilities. Some of the key priorities are: 23 
 
• to ensure that the health and social services are responsive to their needs; 
• to promote policies to assist the concept of independent living; 
• to implement the Report of the Commission on the Status of People with Disabilities; 
• to overhaul the means by which the State supports the incomes of people with disabilities, 

reduce unnecessary bureaucracy in dealing with health agencies, and review the operation 
of the Disabled Person’s Grant to meet the real needs of all applicants; 

• to provide adequate resources for National Respite Care. 
 
There are also specific key priorities for carers: 
 
• to provide a higher tax free allowance for older people and a new tax allowance for those 

who care for the aged; 
• to introduce a new tax allowance for carers of people with disabilities 
• to progressively relax the qualifying criteria for the Carer's Allowance to ensure that more 

carers can get the benefit; 
• to increase the value of Carer’s Allowance in real terms.  
 
The emphasis on community care is highlighted in the four objectives of  the Department of 
Health and Children in relation to ill and dependent older people which are:24 
• to maintain older people in dignity and independence at home in accordance with the 

wishes of older people as expressed in many research studies; 
• to restore to independence at home those older people who become ill or dependent; 
• to encourage and support the care of older people in their own community by family, 

neighbours and voluntary bodies in every way possible; 

                                                 
23 An Action Programme for the Millennium (pp. 7 &18). 
24 ‘Shaping a Healthier Future, A Strategy for Effective Healthcare in the 1990s’, Department of Health, 1994. 
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• to provide a high quality of hospital and residential care for older people when they can 
no longer be maintained in dignity and independence at home. 

 
While recognising that much remains to be done before these objectives can be achieved, 
their target is to ensure that not less than 90 percent of those over 75 years of age continue to 
live at home. 
 
The Report of the Review Group on Health and Personal Social Services for People with 
Physical and Sensory Disabilities considered that the objectives of health and personal social 
services for people with disabilities should be to enhance their health and quality of life by: 25 
 
• enabling them to live as independently as possible in the community; 
• where possible, integrating services with mainstream services; 
• providing services in a manner that respects the right of service users to have a say in the 

services they receive; 
• ensuring that service provision is respectful of the dignity of the service user as well as 

equitable, accessible, appropriate and available within a reasonable period of time; 
• providing appropriate support to, and involvement of, families/carers; 
• ensuring that services are accountable to the user and funder; 
• preventing impairment and disability and lessening the effects of disability and handicap. 
 
The Department’s high level goals in this area are to develop, through consultation, services 
and supports which are responsive and which help and encourage individuals, families and 
communities to participate in society in a dignified way.  As part of its policy framework it 
aims to promote an inclusive society in which people can participate in a positive way, by 
understanding the underlying causes of poverty and exclusion and addressing the needs of 
those people affected.26  A more detailed discussion on the Department’s policy relating 
specifically to CA is contained in section 3.4. 
 
 

2.5 Responsibility for caring 
 
Although there is a general consensus and policy emphasis on enabling people to remain in 
their own homes for as long as possible, there are differing and opposing views concerning 
the extent to which families are expected to care for their relatives.  There are three 
distinctive viewpoints, spanning a wide spectrum, which can be summarised as follows: 
 
• The State should not interfere with family relationships and should only be involved in 

those situations where families are unavailable to care.  This assumes that the family has 
primary responsibility to care and that this principle should not be eroded by providing 
care alternatives.  This view suggests that providing services may be a disincentive to 
care; 
 

                                                 
25 Towards an Independent Future, Report of the Review Group on Health and Personal Social Services for 
People with Physical and Sensory Disabilities, December 1996. 
26 Inclusion, Innovation and Partnership, Strategy Statement 1998-2001, Department of Social, Community and 
Family Affairs, 1998. 
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• The State should complement and encourage families to care for their relatives by 
providing a range of care services which recognise the burden of care on families. This 
view presents the issue in terms of supporting rather than substituting for care.  It assumes 
that people are involved in care because of a sense of social obligation and these familial 
relations are not influenced by public policy.  In this scenario,  state policy should be 
directed towards services which support the carer and can be provided by formal and 
informal means;  

 
• The State should take on full responsibility for replacing the caring role of the family, 

which should no longer be expected to provide care. 
 

These opposing viewpoints are highlighted in the significant differences between EU 
countries.  Denmark is different from all other European countries because there is no 
expectation that families will provide care for older parents.  In Denmark, family care is seen 
as the proper role of the State and, with the exception of spouses, the family is not the 
primary source of physical care.  Evidence suggests, however, that public services do not 
appear to supplant family care, but rather they complement and augment it.  
 
In Belgium, by contrast, the family is held legally responsible for children, spouses and 
parents.  In France, the family is explicitly referred to as the source of help of first recourse, 
and assistance is available from the welfare state only where that has failed. 
 
The second view of the State’s role as one of support and encouragement, reflects the public 
policy of community care in Ireland as first set out in 1968 by the publication of the report of 
the Inter-Departmental Committee on the Care of the Elderly, (Care of the Aged).  The 
formal objective set out in this report of keeping older people in their own homes, or in 
home-like settings, with adequate support for people requiring institutional care, has been 
reiterated by successive Governments.  This policy of community care recognises the wishes 
of people to remain in their communities, and aims to support families in their caring 
responsibilities.  The State should support carers to ease their burden of emotional and 
physical stress caused by caring. 
 
The emphasis on family responsibility for caring has implications for the consequent public 
policy response to informal carers.  In this regard, carers are not recognised in Denmark as 
being in need of any assistance, as they do not - officially - exist.  Germany by contrast has 
until very recently had limited policies for carers simply because family members are obliged 
and expected to care without any remuneration. 
 
The study by O’Shea and Hughes showed that family members are the most important 
providers of informal care, with 90 per cent of carers of older people being related to the care 
recipient.  They concluded that the caring commitment of families remains strong, with no 
evidence of any reduction.  They stated the “there is no substance to the view that family 
care-giving is declining, or that families are becoming more selfish…the level of care which 
families provide to their dependent kin borders on the heroic in many cases”.27  The 
Blackwell et al study indicated that less than 25 per cent of carers expressed a preference for 

                                                 
27 E. O’Shea & J. Hughes, The Economics and Financing of Long-term Care of the Elderly in Ireland,  National 
Council for the Elderly, Report No. 35, 1994. (p. 90). 
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the option of having the services they provide supplied by an outside carer paid for by the 
Health Board.28 
 
However, this was not the view presented by many of the interest groups who contributed to 
this review process.  Their stated views were that the State should assume all responsibility 
for the support of those in need of care.  Family members should not be forced into a position 
of caring, through lack of adequate public resources and, where family members did provide 
care, they should be adequately remunerated.  However, it was acknowledged by the interest 
groups concerned that many of the carers they represent are very frustrated and are caring for 
those most dependent in society. 
   
A recent study summarised other European countries policies for support for family carers as 
follows: 29 
 
• Netherlands: “there is no effective policy on the part of government for the improvement 

of the conditions for providing family care”(Steenvoorden, 1993: 127); 
• Greece: “given the current economic situation and the public sector deficit, it is unlikely 

that government policies will be directed towards new and specific services for the carers 
of the dependent elderly” (Trianatafillou and Mestheneos, 1993: 80); 

• Spain: While various policy documents may make it easier for families to care for their 
older relatives, there is no single policy whose direct aim is to help families with the 
needs and problems associated with caring for older people (Rodriguez, 1993); 

• Italy: The economic advantages of family care for older people are recognised by the 
government (Mengani and Gagliardi, 1993) but there is no overall policy for supporting 
families in their task (Rodriguez, 1993); 

• UK: it is clearly envisaged that family care will continue as a key component of provision 
for older people in the foreseeable future and policies have been formulated to support 
family carers (Jani-Le Bris, 1993a: 126).  A Royal Commission has been established to 
examine the short and long term options for a sustainable system of funding long term 
care and it is expected to report in late 1998.  

                                                

 
A debate on the role of the health and social services is taking place in many European 
countries.  The tenor of the debate suggests that the State should place a greater emphasis on 
supporting families in a new form of partnership, as opposed to the current emphasis which 
sees the provision of services as an alternative to absent family care.  Supporting informal 
carers should be seen as an end in itself as well as a saving to public resources.  However, it 
should be noted that those countries with the most extensive home care services, mainly the 
Nordic countries and the Netherlands, have recently been debating the extent to which they 
can continue to afford to supply their existing level of support to older people and their 
families.  In some countries, this help has become more selective by focusing more closely on 
those who are most in need of care or socially isolated, which in turn reduces the scale of 
help to other families. 
 

2.6 The importance of community care 
 

 
28  J. Blackwell, op. cit.,(p. 213). 
29 Salvage, A.V., Who will care? Future prospects for family care of older people in the European Union,  
European Foundation for the Improvement of Living and Working Conditions, 1995 (pps. 57-59). 
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It is clear that the active participation of carers in providing informal care is of crucial 
importance in pursuing the desired policy of community care.  The value of their informal 
care substitutes for care that would otherwise have to be provided by the State or the private 
sector. 
 
Government policy in favour of community care recognises and supports the view that people 
in need of care, prefer to stay in their communities and that every support should be available 
to encourage this aim. This policy has also been endorsed at international levels with the 
European Union Council of Ministers for Social Affairs declaring, as part of its policy 
objectives for older people,  that member states should “promote a range of qualified 
services… so that dependence and institutionalisation can be avoided as far as possible”.30  
 
The Blackwell et al report, in addressing this point stated that “community care should be 
preferred because it is better for old people, and it can only be so if adequate resources are 
available to support the ‘staying put’ option. This means an increase in formal community 
care services and an acknowledgment of the crucial role of carers within the framework of a 
more integrated approach to care”.31 
 
The Commission on the Family (1998) recommended that support for families carrying out 
their caring functions and enhanced community support services are the main areas which 
need to be addressed to realise the widely supported policy objective to maintain older people 
in dignity and independence at home in accordance with their wishes. The Commission 
considered that a strong shift in the policy is required if this priority is to be achieved.32 
 
Community care should be regarded as a complement to institutional care, rather than as an 
alternative or substitute for it.  This would encourage those who are least dependent to remain 
in the community, while those requiring the highest levels of care may be more effectively 
cared for in institutions. This continuum of care is evident from the dependency rates in Table 
2.4, where it is shown that the most dependent older people are in institutional care, and the 
least dependent remain in the community.  The Review of the Years Ahead report 
recommended that care should range from purely preventative in the beginning to residential 
care at the end.  This can be shown graphically as follows: 33 
 
Figure 2.1 : Continuum of Care  
 

      
Preventative Anticipatory Care at  Care Through   Care in the  Acute  Long stay 

   care  care         home  housing   community   hospital care care 
 
 
Low-dependency people can end up in institutional care because of a lack of formal and 
rigorous assessment procedures.  In a time of crisis, a person may enter an institution, but 
through lack of rehabilitation programmes, inadequate discharge policies and insufficient 
community care, they may end up becoming a long term resident.  Single older people are 

                                                 
30 Council of the European Union, 1993. 
31 Blackwell et al, op. cit.,(p. 205 ).   
32 Commission on the Family, Strengthening Families for Life, 1998.  
33 H. Ruddle, F. Donoghue & R. Mulvihill, The Years Ahead Report: A Review of the Implementation of its 
Recommendations, National Council on Ageing and Older People, Report No. 48, 1997, (p. 306). 
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less likely to be discharged back into the community and poor housing and loneliness are 
other factors which may encourage a demand for institutional care. 
 
For a continuum of care to be more effective, it is essential that adequate resources be 
available in the community care sector to support and assist care recipients and their carers, 
thereby delaying the requirement for institutional care. 
 
The Years Ahead review states that “while improvements in services have been made and 
new initiatives have been instigated, there are still significant gaps in the care options 
available to older people.  Gaps at different points on the continuum of care mean that there 
is no real choice about the care option that should be selected when a care need arises, and 
implementation of the most appropriate care is seriously hampered.  The gaps can also mean 
that older people find themselves either remaining at a stage too low down the continuum 
and receiving an insufficient level of care or being moved to a care option too far up the 
continuum and being prematurely moved to institutional care”.34 
 
The projected growth in the number of older people, and particularly those over the age of 80, 
has major implications for future public expenditure in both the health and social services.  
Government policy is to encourage people to remain in the community for as long as 
possible, even though research suggests that this is neither a substitute nor a cheaper 
alternative to  
institutional care.  Carers are acknowledged as the major provider of informal care in the 
community, and the State could not afford to replace the value of their contribution.

                                                 
34 The Years Ahead, op. cit.,(p. 306). 
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CHAPTER 3  

 
 

THE CARER’S ALLOWANCE  
 

3.1 The needs of carers 
 
The work of voluntary organisations has increased public awareness of the valuable 
contribution which carers make in society.  Nevertheless, many carers feel isolated and 
consider that their needs are not recognised nor do they receive sufficient priority by the 
State.  The needs of carers have been identified in a number of studies. 35 These include the 
following: 
 
• practical help and advice in relation to available services 
• respite care, including crisis care, and planned regular breaks to allow holidays for the 

carer 
• financial support 
• the provision of day centres 
• support groups for carers 
• improved home help services 
• improved public health nursing support 
• provision for long term residential care where the carer was no longer in a position to 

continue to provide care. 
 

3.2 Services available to carers and care recipients 
 
There are various services and supports available to facilitate the carer in caring and to ease 
the burden of caring.  Some of these services are targetted directly at the carer, e.g. CA, while 
others are more beneficial for the person in need of care, e.g. services offered by the health 
professionals.  These services are provided by the statutory and voluntary organisations.  The 
main services available to carers and care recipients are outlined as follows; 
 
 

3.2.1 Department of Social, Community and Family Affairs 
 
The main support to carers is the CA scheme, which provides an income support payment to 
full-time carers on low incomes. Carers are also entitled to a Free Travel Pass, in their own 
right, from September 1998.  The Department also operates the Scheme of Community 
Support for Older People which makes grants available to voluntary groups to support the 
installation of security equipment and socially monitored alarm systems.  
 
                                                 
35 Any research on the needs of  carers includes many or all of the items on this list which is taken from A Long-
term Support Framework for Female Carers of Older People and People with Disabilities: 1996-2011, op. cit., 
(p. 10). 
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3.2.2 Department of Health and Children 
 
The primary responsibility is to provide health services, i.e. acute hospital care, 
convalescent/rehabilitation, extended care, respite, intermittent and day care, together with 
services such as community nursing, paramedical and home help services.  In addition, 
finance is provided to the voluntary sector, mainly through the health boards, to assist in the 
provision of respite care, carer’s information and support groups, support for locally based 
home help services, meals on wheels and transport services.  The day to day management and 
delivery of these services is a matter for the health boards. 
 

3.2.3 Department of Finance 
 
The current tax system has a number of personal income tax allowances which are related to 
the care of people with a disability.  These are the Incapacitated Child Allowance, the 
Dependent Relative Allowance, the Allowance for an Employed Person Taking Care of an 
Incapacitated Person, Medical Expenses Relief, Covenant Relief, Age Allowance, Blind 
Allowance and the Disabled Driver Scheme.  These schemes are all operated separately and 
all were introduced to meet a specific perceived need.  
 
Following the 1998 Budget, a working group was established by the Department of Finance, 
with representatives from the Department of Social, Community and Family Affairs, the 
Department of Health and Children and the Revenue Commissioners, to examine the 
possibility of introducing a targetted tax relief for those in the home looking after a family 
member in need of care. A targetted tax relief could provide recognition to carers who are not 
eligible for CA.  The report is expected later this year.  
 

3.2.4 Department of Environment and Local Government 
 
A range of housing options are available which seek to address the special housing needs of 
people with disabilities.  These options broadly target three areas: 
 
• grant assistance for improvement/adaptation of existing housing; 
• grant assistance for provision of purpose-build new private housing; 
• social housing provision by local authorities and voluntary housing bodies. 
 
Local authorities paid out almost £9 million last year in respect of some 2,200 Disabled 
Persons Grants. 
 
In it’s “Action Programme for the Millennium” the Government is committed to reviewing 
the Disabled Person’s grant scheme with a view to improving the terms and conditions of the 
scheme.  This review is currently in progress. 
 

3.2.5 Department of Enterprise, Trade and Employment 
 
Community Employment provides eligible unemployed people and other disadvantaged 
persons with an opportunity to engage in useful work within their communities on a 
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temporary basis.  Under the programme, public sector and voluntary organisations are grant-
aided by FÁS in respect of sponsoring a project and they in turn benefit in a secondary way 
by being able to carry out worthwhile work which they could not otherwise undertake.  
Therefore, while the primary objective of these schemes is to help long term unemployed 
people to re-enter the workforce,  there are many participants on these schemes who are a 
valuable resource to voluntary organisations in the caring area. One of the areas, described 
below, which is heavily dependent on this program is the Personal Assistance Services. 
 

3.2.6  Personal Assistance Services (PAS) 
 
PAS are provided to people with physical disabilities to enable them to live as independent a 
life as possible.  Personal Assistants provide assistance at the discretion and direction of the 
person with the disability and may involve tasks of everyday living such as personal care, 
household tasks and outside the home in work or social situations. This promotes choice and 
independence for the person with the disability. 
 
PAS are provided on a pilot basis by the Irish Wheelchair Association, funded by the Eastern 
Health Board and the Centre for Independent Living through the use of FÁS trainees under 
the Community Employment Scheme.  The Centre for Independent Living estimate that 
about 275-350 people with disabilities need a PA service on the basis of a minimum of 20 
hours service a week.  Currently, there are 180-230 people receiving a full service. 
 
The development of the PAS was examined by an Advisory Group on Personal Assistance 
Services for People with Disabilities set up by the Department of Health in 1995.  The Group 
viewed the PAS as enabling people with disabilities to integrate more in their local 
community, to pursue further education, to work and/or to move out of residential care, 
thereby improving their quality of life.  The most recent review group which examined this 
service agreed with the Advisory Group and stated that “While the personal assistant or home 
care attendant might assist with specific medical problems of the person with the disability, 
his/her main role is to carry out the tasks of daily living which the service user cannot carry 
out him/herself.   In this way, the assessment of suitability for personal assistance is primarily 
a functional assessment of the type and levels of dependency of an individual”.36  
 
The Review Group on Health and Personal Social Services took the view that PAS were 
primarily a matter of income support rather than the provision of a health/social service and 
recommended that: ‘In the medium to long term, a personal assistance allowance should be 
paid as an income maintenance allowance by the Department of Social Welfare to people 
with severe physical disabilities who meet the eligibility criteria for such an allowance…In 
the short term, the funding and administration of personal assistance services should rest 
with the Department of Health through the Health Boards.  An exception is made in the case 
of personal assistance for people in third level education which should be met by the 
Department of Education’.37 However, they considered that the recommended assessment 
procedures should remain with the health boards, who have the required expertise in this area.  
They recommended that overall funding of this service should be considered in the context of 
the development of support services generally for people with disabilities.   
 

                                                 
36 Towards an Independent Future, op. cit., (p.  58). 
37 ibid., (pp. 58-59). 
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Subject to any future decisions on allowances, the Department of Health and Children intend 
to continue to develop these services, subject to the availability of the necessary resources. 
 

3.2.7 Voluntary Organisations 
 
The voluntary sector provides the majority of direct support services to carers.  These range 
from information services, training on health care, recreational activities, sitting and shopping 
services, respite care and transport.  They also act as a lobby group on behalf of carers and 
those for whom they care. 
 
A recent study on support services for carers indicated that the majority of carers groups 
receive no funding.  Those that do receive funding from statutory bodies tend to receive less 
than £5,000 per annum, with other groups using a variety of funding activities to cover their 
running costs.38  The Department of Health and Children provides the Carers Association 
with an annual lottery grant which in 1998 amounted to £100,000.  The study concluded that 
there was uneven and inadequate provision of support services for carers.  
 

3.3 Background of the Carer’s Allowance   
 
The CA is but one component of a range of measures provided by the State and the voluntary 
sector to support informal care of older people or people with a disability. However, it is the 
only service developed by the State, which is directed solely towards the needs of the carer 
and provided primarily to improve their situation.  Through the operation of the CA, the 
Department seeks to assist full-time carers on low incomes, by providing an income support 
payment. 
 
The CA was introduced in November 1990 to replace an existing allowance, the Prescribed 
Relatives Allowance (PRA). The PRA, introduced in 1968, allowed an additional payment to 
be made to certain Department of Social Welfare pensioners, who needed full-time care and 
attention.  However, only certain categories of relatives were eligible, and married people 
dependent on their spouses were specifically excluded. Furthermore, a condition for receiving 
PRA was that no other adults - other than the pensioner and the relative - could be living in 
the household.  The Allowance was paid to the pensioner, with no provision that it should be 
shared with or given to the carer.  
 
In the early 1980’s, it was widely believed that a large number of single women were 
providing full-time care for older people and others without reward.  The response of some 
groups, including the Council for the Status of Women, was that these carers should be paid 
for their services.  
 
In 1986, the Report of the Commission on Social Welfare noted that a carer/prescribed 
relative might have no personal income. The Commission recommended the abolition of the 
PRA and that persons caring full-time for older or infirm relatives should be entitled to claim 
social assistance in their own right. 
 

                                                 
38 P. Finucane, J. Tiernan, G. Moane, Support Services for Carers of Elderly People Living at Home - National 
Council for the Elderly, Report No. 40, 1994. 
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The case for carers was pressed by various interest groups and, in 1989, the Act was amended 
to allow PRA to be paid directly to the carer.  This was merely a token improvement as the 
pensioner had to consent to it.  It also failed to deal with the limited scope of PRA and its 
failure to give recognition to carers in their own right.  
 
The introduction of the CA in 1990 was intended to improve upon, and eventually replace, 
the PRA.  The current qualifying conditions for CA are listed in Appendix A. The PRA was 
not abolished outright because some households would have experienced losses, due to the 
CA means-test, and saver provisions were included to prevent this. However, PRA was no 
longer made available to new applicants.  
 
Compared with the PRA,  the CA was a more comprehensive Allowance in several aspects: 
 
1) The categories of people who could be cared for were widened to include dependent 

spouses and non-relatives. 
2) The categories of excepted persons in the household were no longer confined to children 

and disabled people. 
3) The payment, and the initiative regarding application, was transferred from the pensioner 

to the carer, who now had to pass a means-test to qualify. 
4) The rates were greatly improved. 
 
Table 3.1 below summarises the improvements and extensions to the Allowance since its 
inception.  
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Table 3.1 :  Major developments in the Carer’s Allowance, 1990-1998 
 
 
Year 

 
Development 

Rate Of  
Weekly 
Payment**
 

Nov. 1990 • Introduction of CA 
 

£45.00 

July 1991 • Extended to cover persons in receipt of Disabled Person’s 
Maintenance Allowance (DPMA) or EC or Bilateral Agreement 
pensions.  

• 11.11% rate increase 
 

£50.00 

July 1992 • 6.% rate increase 
 

£53.00 

July 1993 • 11.75% rate increase 
 

£59.20 

July 1994 • 3% rate increase 
• Income disregard of £100 in respect of a spouse’s income from 

employment 
• carers initial income disregard of £2 increased to £6 
 

£61.00 

June 1995 • 2.5% rate increase 
• Income disregard increased to £150 in respect of spouse’s               

income from all sources 
• Category of persons being cared for extended to include all 

persons aged 66 or over 
• Free Travel Companion Pass issued to all care recipients 
 

£62.50 

June 1996 • 8% rate increase 
 

£67.50 

June 1997 • 4.4% rate increase 
• 50% rate increase for carers caring for more than one person 

(£105.75) 
• Care recipients allowed to attend rehabilitation courses 
 

£70.50 

June 1998 
 
Sept 1998 

• 4.3% rate increase for carers under 66 
• 7.1% rate increase for carers 66 or over 
• Free Travel Pass for all persons in receipt of CA  

£73.50 
£75.50 

 
** The Carer’s Allowance has increased by 63% over the period 1990-1997. Over the 
 same time period, the Consumer Price Index increased by 20% and Average Industrial 
 Earnings increased by 41%. 
 
While the introduction of CA was broadly welcomed as a positive step forward in State 
provision for carers, its restrictive nature meant that the most fundamental aspiration of carers 
and of their representative organisations remained unfulfilled i.e. that there should be formal 
recognition, through a direct payment by the State, of the value of the work being undertaken 
by all carers.  
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Despite changes and improvements, the CA continues to be the focus of sustained criticism 
from carers, their representative organisations and public representatives.  Some of this 
criticism is directed at the specific regulations which govern the CA, but much of it stems 
from frustration that it does not cater for all full-time carers.  While a large proportion of 
carers may be outside the ambit of the Allowance for a variety of reasons - failing to satisfy 
the requirements of the means test being the most obvious example - their position is 
otherwise the same as carers who are covered by the Allowance, in that they bring the same 
level of dedication and effort to bear on their work and face many of the same difficulties and 
stresses associated with caring. 
 
Criticism of the CA, on the grounds that it does not provide a payment to all carers,  reflects a 
misunderstanding of both the nature and function of social welfare assistance schemes in 
general, and more specifically the objectives of the CA, as currently structured.  In general, 
the limited resources available means that, of necessity, social welfare assistance schemes 
have to be targetted to those most in need. The primary objective of the CA is to support 
carers who are on low incomes to maintain people who are in need of care in the community. 
Accordingly, the Allowance was never intended to be a compensatory payment for earnings 
foregone by the carer nor as a payment by the State for services rendered.  
 
This argument, however, does not deflect from the grievances which carers hold and which 
they believe are not being addressed in an equitable manner by the present Allowance.  Part 
of the challenge for this review is to examine these issues. 
 

3.4 Objectives of the Carer’s Allowance  
 
The Department’s first formal statement of strategy, “Open, Fair and Caring”, was published 
in 1996.  The mission statement at that time was “to promote social well-being through 
income and other supports which enable people to participate in society in a positive way”.  
The Department has recently re-evaluated its strategic direction and, in accordance with the 
requirements of the Public Service Management Act 1997, has published a new statement of 
strategy to cover the years 1998 to 2001.39  Of particular note is that the mission statement 
has not changed.  
 
The Departments current statement of strategy sets out a number of policy aims. The aim 
relating to social inclusion is of particular importance when considering the major studies 
carried out which indicate serious poverty and feelings of social exclusion among carers. This 
aim sets out to ”promote an inclusive society in which people can participate in a positive 
way, by understanding the underlying cause of poverty and exclusion and addressing the 
needs of those people affected”.40 
 
The other statement which is most relevant to the CA is, “To promote policies which protect 
and support families”.41 
 
The National Anti-Poverty Strategy (NAPS) report ‘Sharing In Progress’ was published in 
1997.  While there are no specific references to carers in this report, it is through 
                                                 
39 Inclusion, Innovation and Partnership Strategy Statement 1998-2001, Department of Social, Community and 
Family Affairs, 1998. 
40 ibid., (p. 14). 
41 ibid., (p. 16). 
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Departments’ Baseline Documents and work plans that the NAPS is given effect.  This 
Department’s Baseline Document sets out the issues relating to carers and includes ‘the 
review of the Carer’s Allowance and its future development’ as one of the Key Action Points 
to be addressed. 
 
The objectives of the CA scheme, as considered by the Working Group, can be described as 
three-fold:  
 
1) To provide income support to full-time carers on low incomes; 
2) To maintain people in the community; 
3) To recognise and support the valuable role of carers.   
 
The first and third objectives are of direct benefit to the carer while the second objective has a 
wider remit which is of greater benefit to the care recipient and society in general. 
 
At the most basic level, the CA can be considered compatible with the Department’s mission 
in that it provides a targetted income support payment.  Apart from the financial implications 
of caring, there are other important social implications - the well-being and health of both 
care recipients and their carers; the social benefits of assisting people to remain in their own 
homes and communities; and support and recognition of carers.  It is in addressing or 
assisting in these issues that the CA has its more complex connection to the mission 
statement, i.e. promoting social well-being and enabling people to participate in society in a 
positive way.  The durability of the mission statement indicates that the CA is as compatible 
with the focus of the Department today as it was when it was first launched. 
 
The then Minister for Social Welfare, introducing the Allowance in the Dáil stated that, “For 
the first time in our legislation we are giving official recognition to the role of the carer who 
provides full time care for elderly people in the community”.42   
 
In relation to concerns expressed concerning the means-test the Minister replied that, “Let me 
say that I am very conscious of the good work done by all carers, no matter what their 
income situation is.  My purpose in this new scheme, however, is to direct the available 
resources at this stage to those who need them most” .43 
 
The development of support for informal carers in Ireland has been gradual, from a starting 
point which did not recognise the State as having any responsibility for family care, to one in 
which the State has explicitly recognised the need for family support and has undertaken to 
support families and their carers in the provision of services and other supports. The role of 
the CA has evolved as part of that gradual development. It has been expanded from its initial 
narrow objective, which was to provide a means tested income support payment for people 
on low income, to a recognition that it is one of the ways in which the State can recognise and 
support the contribution of carers.  
 
In 1990, the stringency of the means test and the rate of payment, equivalent to the rate of 
Supplementary Welfare Allowance, reflected the founding objectives. These two main 
obstacles which resulted in a low take-up have been relaxed considerably over the lifetime of 
the scheme.  In 1993 the rate of payment was brought into line with other means-tested 

                                                 
42 Dáil Debates 21 March 1990.  
43 Dáil Debates 22 March 1990.  
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payments, which removed a monetary disincentive to transferring from other Social Welfare 
schemes.  This was further enhanced in 1996 when a £3 per week differential was introduced.  
A major recognition of carers, which enabled them to receive a CA in their own right, took 
place in 1994 when spouses earnings were disregarded up to £100, which was extended in 
1995 to a disregard of £150 of a spouse’s income from any source. Other measures 
specifically recognising the burden of caring were introduced in 1997 when a carer of two or 
more qualified persons received an additional 50 per cent Allowance.  These changes, among 
others, has led to a large increase in the number of recipients of CA since 1990.  
 
While it is clear that the objectives of the scheme have evolved over time, it is equally clear 
that these objectives do not meet with the approval of the customers of the scheme, i.e. the 
carers themselves. The fundamental objective of carers is to receive ‘payment for caring’ as 
an acknowledgment of the service they themselves provide. The effect of this would be the 
abolition of the means-test and the payment of an allowance to all carers, regardless of their 
income. 
 

3.5 Cost of the Carer’s Allowance   
 
The CA is the main scheme by which the Department supports carers in the community. A 
CA is awarded to those carers who are caring for certain people who are so disabled as to 
need full-time care and attention.  Since its introduction in 1990, the numbers claiming this 
Allowance and the subsequent expenditure has grown from 1,240 claimants costing £100,000 
to a projected 12,000 claimants at a cost of £45 million in 1998.  This can be seen in the 
following table: 
 
Table 3.2 :  Numbers and Expenditure 
 

Year Numbers Million 
(£) 

1990          1,240 0.1
1991          3,355 6.0
1992          3,938 10.5
1993          4,328 11.5
1994          5,056 14.3
1995          6,917 20.2
1996          8,298 27.0
1997        10,330 36.5
1998(est.)        12,000 45.2
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The growth in numbers and expenditure can be shown graphically in Figure 3.1 
 

Figure 3.1: Scheme Expenditure
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In line with the projected demographics, it is expected that expenditure on the CA for those 
over the age of 65 will increase from the current £26 million for some 6,600 carers to an 
estimated £62 million for 16,000 carers in 2056 at today’s prices. (This is a simple estimate 
based on the numbers in Table 2.3 and does not include any increases in respect of an 
increased demand from the higher proportion of those aged over 80 or due to any extension 
or improvement of the current scheme). 
 

3.6 Profile of recipients of Carer’s Allowance 
 
There have been almost 29,000 applications for CA since the introduction of the scheme in 
1990 to the end of December 1997.  Of this number, 66 per cent, or 17,700 claims have been 
awarded, of which almost 11,000 are currently in payment. There have been 7,370 claims 
ceased mainly due to the death of the care recipient, 7,360 refused and 1,140 withdrawn.  The 
main reasons for refusing CA are that the carer has means in excess of the limit (26.5 per 
cent) or that the carer is qualified but is better off on their current Social Welfare payment (36 
per cent). 
 
The length of time a carer is receiving the Allowance ranges from less than a year (32 per 
cent of carers), to more than seven years (4 per cent of carers).  The majority of carers, at 
seventy one per cent, receive the Allowance for less than three years.44 
 
                                                 
44 The qualifying conditions require that the person requiring care must be so disabled as to require full-time 
care and attention for at least 12 months. However, in practice, many carers care for less than 12 months 
because the care recipient may move into institutional care or may die. 
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Some other relevant statistics are: 
 
• 80% of carers receive the maximum allowance 

• 79% of carers are women 

• 70% of carers are married (it is not clear if this is to the care recipient) 

• 52% of carers have child dependents 

• 80% of carers are aged between 40 and 60 

• 22% of carers are over the age of 60 

• 10% of carers are caring for more than one person. 

 
The people being cared for are most likely to be over the age of 65 (60 per cent).  The 
remaining 40 per cent are people who are aged under 65 and in receipt of a Blind Person’s 
Pension, Invalidity Pension or Disability Allowance.   
 
It is notable that an estimated 65 per cent of carers in receipt of CA were already in receipt of 
a Social Welfare payment, whether in their own right or as a Qualified Adult on their 
spouse’s payment,  before they qualified for CA.  This indicates that the real cost of the 
scheme is significantly less than the £45 million expenditure and could be in the region of 
£25 million. 
 
In addition, 36 per cent of carers who are refused a CA are already in receipt of a Social 
Welfare payment and while they fulfil all the necessary qualifying conditions for CA, they 
are better off on their current payment.  This would indicate that a significant number of 
carers receive an income support payment apart from the designated CA.  Therefore, it is 
estimated that there are approximately 13,000 carers out of an estimated 40,000 full-time 
carers of those over the age of 16, in receipt of some type of social welfare payment, 
including CA. 
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CHAPTER 4 

 
 

EFFICIENCY AND EFFECTIVENESS 
 

4.1 Measuring efficiency 
 
Efficiency measures are concerned with improving productivity and are chiefly an 
assessment of policy outputs. This means achieving the maximum output from a given set of 
inputs, or a minimum level of inputs for a given level of output.  In the case of CA, this 
means analysing the administration costs of the scheme to assess if resources are being used 
to their greatest effect.  
 
Internal methods of measuring efficiency are to estimate the administrative costs of the 
scheme in comparison to other schemes in the Department, to measure staffing resources 
relative to the volume of CA claims, and to measure time spent processing CA claims.  In 
addition, the location of the scheme administration is an issue to be considered. 
 
External efficiency can be measured by assessing scheme awareness rates, the quality of 
control procedures to ensure against fraud or system abuse, and finally the overall allocation 
of resources to ensure they are used in the most efficient manner.  
 

4.1.1 Administration costs 
 
In 1994 an apportionment exercise which attributed all administrative costs against the 
schemes operated by the Department was undertaken, (the text of the letter to the Department 
of Finance setting out the basis for the exercise is attached at Appendix B).  The exercise was 
based on staffing levels and expenditure in the year ending 31/12/92.  At that time the cost of 
administration of the CA scheme was determined to be 0.62 per cent of overall Departmental 
administration costs based on 34.5 staff distributed between the two Carers Sections (in 
Longford and Sligo) and the Regions.  Both Carers Sections reviewed the staffing levels and 
while there have been small changes between the sections and within grades the overall levels 
remain relatively consistent with those which were used in the 1994 exercise. 
 
It is recognised that there have been improvements in the schemes since the exercise was 
carried out and that the number of claims in payment has increased. However, these factors 
are not considered to have had a significant impact on the cost of administration of the 
schemes given that staffing levels have not increased dramatically.  It is assumed for the 
purposes of this review, therefore,  that the proportions of overall Departmental 
administration costs attributable to the carers schemes have not changed since the most recent 
apportionment exercise was completed in 1994.  It is worth noting therefore that while the 
expenditure on the scheme amounts to approximately 1 per cent of the Department's total 
programme expenditure, administration of the scheme amounts to only 0.62 per cent of the 
Department's total administration costs. 
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On that basis, the cost of administration of the CA scheme in 1997 is estimated at £1.19 
million within total Departmental administration costs of £192m, equivalent to less than 3.3 
per cent of programme expenditure on the scheme.  This compares favourably with the 
average cost of administration for all of the Department's schemes, which was equivalent to 
4.62 per cent of total Departmental programme expenditure in 1997.  The cost of 
administration of the scheme is therefore about three quarters of the average for all the 
Department's schemes. 
 
In the absence of any significant changes to the scheme or the current administrative 
arrangements, administration costs in the future are likely to remain similar to the percentages 
set down in the apportionment exercise. 
 

4.1.2 Staff resources 
 
It is difficult to measure precisely the number of staff assigned exclusively to CA 
administration, as different functions are administered from different sections and other 
schemes are also administered by the same staff.   However, a breakdown of staffing between 
the two carers sections (excluding regional staff) gives a general indication of the number of 
staff assigned to the CA scheme since 1990.  This breakdown and the number of claims 
processed is shown in Table 4.1 below: 
 
Table 4.1 :  No. of Staff and No. of Claims 
 

Year No. of Staff No. of Claims 
Processed* 

1990 n/a†† 1,890 
1991 n/a†† 6,986 
1992 24.5 3,607 
1993 24.5 3,313 
1994 24.5 4,523 
1995 26.6 6,666 
1996 27.0 6,338 
1997 28.5 7,750 

(*this is the number of claims awarded, rejected, withdrawn, terminated or reviewed) 
(††precise figures are not available for 1990 and 1991 as the Carers Section in Longford  
had not been established) 
 
The figures shown in the above table indicate that between 1992 and 1997, the volume of 
claims processed increased by 87 per cent while the number of staff increased by 16 per cent.  
This indicates that despite the increase in the number of claims and scheme extensions,  
staffing levels remained relatively static which is due to a high level of staff efficiency. 
  

4.1.3 Claim processing time 
 
Social Welfare Services carries out the day to day operations of the Department of Social, 
Community and Family Affairs.  Since the establishment of this office in the mid-1980s, 
much emphasis has been place on monitoring performance across a number of critical 
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success areas.  This process has involved the identification of organisational targets against 
which performance in delivering services can be measured. 
 
The operation of the CA is divided between two sections in the Department, depending on the 
type of payment made to the care recipient.  This means that those who are caring for 
someone in receipt of an old age pension or who is over 65 receive their payment from the 
Pensions Services Office (PSO) in Sligo, while the administration of the CA for those carers 
who are caring for someone in receipt of a disability or invalidity type payment is based in 
Longford.   
 
At the beginning of 1998, claim clearance targets were introduced as one of the three broad 
categories of key performance indicators established to measure performance.  These were 
based on historical activity levels relating to number of claims received and processing time 
involved.  The targets set for both offices are that 80 per cent of  CA claims should be 
processed within 8 weeks.  The results to date show that PSO have achieved a target rate of 
86 per cent while Longford have achieved a rate of 69 per cent.   However, the volume of 
claims received in the Longford office was substantially higher than estimated, while the 
volume in PSO was underestimated. Therefore, it is considered that there is no overall decline 
in claim processing. However, it is noted that this scheme is still growing and therefore, the 
targets set should be reviewed twice annually, based on the performance levels attained in the 
previous six months. 
 

4.1.4 Control issues 
 
One of the Department’s strategic high level goals is “to provide effective systems for the 
prevention and detection of fraud and abuse and to promote an awareness of the shared 
responsibility that exists between customer and provider in the accurate delivery of social 
security payments”.45   
 
Control of fraud and abuse is a high priority area for the Department and there is a wide-
ranging control programme in place to ensure that, alongside the provision of a quality 
service to customers, the risks of fraud, abuse and incorrect payments are minimised. 
Performance indicators for this area have been set under various headings and targets are set 
for both monetary amounts and review numbers for the various types of Social Welfare 
payments.  
 
In 1997 a target was set to review 400 CA claims, with a target of £2.91 million savings to be 
achieved. The results show that 882 reviews were carried out (representing 221 per cent of 
target achieved) with savings of £0.68 million achieved (representing 23 per cent of target 
achieved.  Based on these results the targets have been revised for 1998 to achieve a target of 
440 claim reviews and savings of  £0.75 million, which is equivalent to 1.7 per cent of 
expenditure. 
 
There are two main control issues relevant to the CA scheme.  The first is to ensure that only 
those who are caring full-time receive the Allowance, and the second is to ensure that care 
recipients receive the care they require.   
 

                                                 
45 Inclusion, Innovation and Partnership, (p. 8). 
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Evidence suggests that the full-time care and attention required to qualify for CA is 
interpreted differently amongst the medical profession, with the result that some people 
receive payment for minimal caring duties.  Doctors have informed the Department that they 
come under pressure to certify cases and no longer wish to be perceived as the deciding 
officer on medical grounds. A new medical certification process is being introduced which 
will require a doctor to supply sufficient medical information to enable the Department’s 
Chief Medical Advisor to make a medical assessment as to whether the care recipient’s 
condition is such as to warrant a CA.  It is considered that the introduction of a needs 
assessment procedure, (as discussed in section 5.3), should result in a wider and more 
rigorous application procedure based on a multi-disciplinary approach.  
 
The Department is aware of a small number of cases where the care recipients were not 
receiving the level of care required, or where the carer was frequently absent.  In such 
instances, the CA was withdrawn.  It is considered that a carer’s capability to care should be 
more rigorously assessed and more frequently reviewed.  
 
The numbers of people over 65, and the projected increase, means that older people constitute 
a large group in society and if all are deemed to be ‘in need of care’, there is scope for 
significant costs and abuse potential.  In this context, the comments of the Commission on 
Taxation concerning the Dependent Relatives Allowance (which allows taxpayers to claim 
medical expenses relief in respect of their dependent relatives) are worth noting: “the 
allowance gives rise to more abuse than any other allowance in the tax code… largely due to 
the administrative difficulty in disproving dependency in cases in which it is claimed to 
exist… nearly one in five taxpayers claim the allowances…”.46 
 
Accordingly, it is of primary importance that any improvements or amendments in the CA 
scheme be accompanied by a corresponding strengthening in control procedures to ensure 
that CA is given only to those who are entitled to it and therefore that the expenditure is 
properly focused. 
 

4.1.5 Inter-programme efficiency 
 
A further area of efficiency which must be addressed is the substitution effect, whereby the 
lack of adequate investment in community care services, coupled with the availability of 
grants for institutional care, encourages people to pursue the institutional care option.  There 
is no legal obligation on the health boards to provide some of the community care services, 
such as home helps, which contrasts with their statutory obligations to provide nursing home 
subventions.  The availability of nursing home subventions has raised demand for residential 
and nursing homes.  In 1988 The Years Ahead report recommended that, in the light of 
changing demographic tends, resources should be redeployed to services for older people.47 A 
recent review of this report stated that “There is little evidence of a corresponding growth in 
services for older people despite the demographic shift. Even within services for older 
people, there seems to have been little change in the proportion of resources devoted to 
community versus institutional care, despite an emphatic commitment to the former in many 
official policy documents”. 48   
                                                 
46 First Report of the Commission on Taxation - Direct Taxation, July 1982, (p. 243). 
47 The Years Ahead…A Policy of the Elderly: The Report of the Working Party on Services for the Elderly 1988 
(p. 32). 
48 The Years Ahead Report, op. cit., (p. 6). 
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In this regard, it is acknowledged by the Department of Health and Children that the 
‘community-based services are not as yet developed to the extent they can appropriately 
complement and substitute for institutional care or provide adequately for those in the 
community who are dependent on support’.49 
 
It is considered that a more balanced delivery system is required so that demand is not 
channeled into particular services simply because they are available.  In particular, public 
expenditure on long term care should not be skewed in favour of nursing home rather than 
home care. 
 
It could be argued that the resources of the CA scheme should be released and made available 
to provide institutional care and other health services. If CA was not available, some carers 
would continue in the labour force thereby contributing to economic growth and Government 
revenues. However, it is strongly considered that this would be an inappropriate use of 
resources and contrary to Government policy to support community care.  In addition, figures 
suggest that the real cost of CA is lower than stated because of the high numbers of carers 
who were in prior receipt of other social welfare payments. Therefore, the net cost of the CA, 
combined with the potential revenue foregone,  would not be sufficient to provide a 
replacement service. Overall, it is considered that CA should be continued because it is an 
efficient and effective use of resources and positively contributes to the general health and 
welfare objectives of maintaining people in their own homes and communities for as long as 
possible. 
 
A fundamental factor in welfare economics is that “inefficient” outcomes are sometimes 
socially preferable.  It can be seen that policies which improve efficiency may have socially 
detrimental effects.  For this reason, the dominant view in Ireland, and across the EU and 
other OECD countries, is that there should be a balance of institutional and community care, 
with people encouraged to remain in their own homes for as long as possible.  Therefore the 
payment of CA in support of these social policies, although inefficient in the narrow 
economic sense, means that  there are important social and equity objectives that reflect the 
social services and the CA in particular.  However, these social objectives need to be made 
explicit with suitable measures which allow for policy evaluation. 
 

4.1.6 Institutional arrangements 
 
Which organisation is most appropriate to administer the CA?  This question is examined 
from two separate perspectives: within the Department, and outside it.  
 
Internal Arrangements 
 
The administration of the CA is divided between two sections in the Department, as stated 
earlier in section 4.13.  When the CA was introduced in 1990, it was confined to carers who 
were providing care for certain people in receipt of social welfare payments and  separate 
processing locations were introduced in order to locate the carer’s payment with the care 
recipient’s payment. 
 

                                                 
49 Shaping a Healthier Future, op. cit., (p. 10). 
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The development of the scheme since 1990 has reduced the administrative reasons for 
separate locations.  It is no longer a requirement that the care recipient, aged over 65, be in 
receipt of a social welfare qualifying payment. Furthermore, the extension of the scheme to 
allow a carer to care for two or more people could involve separate administrative locations, 
depending on the types of payment being made to the care recipients.  
 
It is considered that in view of these developments the administration of the scheme should 
be combined in a single location. This should assist a more efficient management structure. 
There should also be efficiency gains from the sharing of staff resources and expertise in one 
location.  Finally, customer service should improve as carers would be dealt with by one 
administrative unit. 
 
It is recognised that there would be IT development and organisational issues involved in this 
proposal, particularly in view of the on-going demands relating to the Year 2000 and euro 
currency projects.  It is considered that an internal working group should be established to 
assess the most appropriate implementation.   
 
 
External Arrangements 
 
The primary objective of the CA is to ensure that people have a basic level of income support 
when performing a full-time caring role.  Since the provision of income support is a central 
element of the mission of the Department, it seems most appropriate that the Department 
deliver this support and administer the CA.  This view is also strengthened by the fact that 
eligibility for CA is determined using the Department’s system of means testing, and that 
carers are eligible for other benefits (such as Free Travel) which are also administered by the 
Department. 
 
Another objective of the CA, however, is to ensure that people who could be cared for at 
home are not forced into institutions because the carer cannot afford to care.  One effect of 
the CA is to reduce or minimise the numbers of people in institutional care.  Since this 
outcome is a key priority of the Department of Health and Children it could be argued that 
responsibility for the CA should also be transferred to that Department.  It is important that 
all of these arrangements be co-ordinated so as to provide the best possible support from the 
resources available.  On this basis, transferring responsibility for the CA to the Department of 
Health and Children could result in better co-ordination of services, improve the overall 
community care programme and could also facilitate a better assessment of care needs. 
 
The view of the Department of Health and Children is that CA is but one of a wide range of 
measures provided by various Government departments.  It sees its primary function, and that 
of the health boards, in the provision of front line services.  In relation to carers, this 
responsibility is felt to lie principally in the provision of relief and respite care, and not in the 
provision of income support systems which it considers should remain with the Department 
of Social, Community and Family Affairs, who have the necessary administrative and IT 
systems in place to run the scheme efficiently and effectively. 
 
It should be noted that the Commission on Social Welfare (1986) examined this issue in the 
context of the Disabled Persons Maintenance Grant (DPMA) and the Domiciliary Care 
Allowance (DCA), - both then administered by the Department of Health - and recommended 
that cash allowances which serve a community care objective, rather than provide income 
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maintenance, should continue to be administered by the Department of Health and the health 
boards.  On this basis, they considered that DPMA was an income support payment and 
recommended its transfer to this Department, but considered also that the purpose of DCA 
was to encourage the retention of children with severe disabilities in the community, and 
therefore should be retained in the Department of Health. The Commission on Health 
Funding (1989) also examined this issue and supported the recommendations of the 
Commission on Social Welfare on this matter.  
 
Therefore, in order to assess whether the CA should be transferred to the Department of 
Health and Children, it is necessary to reflect on the primary objective of the scheme, which 
is fundamentally one of income support for the carer rather than healthcare for the care 
recipient.  However, the argument for transferring the CA to the Department of Health and 
Children would have greater force in the context of proposals for improving the CA and 
extending its scope.  At present, the CA is mainly targetted on the basis of income need rather 
than on degree of dependency of the person receiving care.  If, however, within public 
expenditure resource constraints, payments were to be introduced which were based on an 
overall needs assessment, (discussed in section 5.3), this would require the involvement of 
the public health services to make such assessments.  In this context, overall responsibility for 
administering such a needs assessment approach would need to be decided.  
 
The interest groups representing people with disabilities expressed the view that they wished 
the CA to remain in this Department, as they are not in need of a health service, but rather of 
an income support service.  None of the other interest groups who contributed to this review 
expressed a preference that the CA be transferred to the Department of Health and Children, 
although they did express a strong demand for further additional, health-related services.   
 
On balance, it is considered for reasons of efficiency and service delivery, that CA should 
continue to be administered by the Department of Social, Community and Family Affairs. 
 

4.1.7 Efficiency indicators 
 
An indicator to measure the efficient use of public expenditure in the provision of long term 
care must be devised.  In this regard, it is difficult to gain an overall view of the total 
expenditure in this area.  However, it should be possible to assess over time whether 
expenditure per capita on community care programmes, including expenditure on CA, is 
increasing to a greater extent than expenditure on institutional and nursing home subventions.  
This would be a positive indicator of the Government’s commitment to community care.  The 
figures required for this measure should be compiled by the Department of Health and 
Children, and should be provided on an annual basis. 
 
Another indicator maintained by the Department of Health and Children is their target to 
ensure that not less than 90 percent of those over 75 years of age continue to live at home. 
These figures should be provided on an annual basis. 
 
Any  future improvements or amendments in the CA should indicate suitable measures to 
allow for future evaluation.   
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4.2 Measuring effectiveness 
 
Effectiveness measures are more useful, although considerably more difficult to devise than 
efficiency measures, because they assess policy aims and are concerned with outcomes - the 
extent to which the objectives or policy aims are achieved. The approach taken in 
effectiveness evaluation is to translate policy goals into clear, specific and measurable 
objectives which can be used to define the intended effects of the programme. Goals are 
taken as broad statements of intent, usually non-quantitative in nature. Objectives provide 
operational statements of goals, specifying the effects of a programme in a measurable 
manner.  These goals and objectives are central to evaluation.  
 
In the health and social services areas, evaluations are concerned with the effects of services 
on individual and community health.  They are mostly concerned with health results but 
should also include satisfaction ratings and attitude to services.  Various indices can be used 
to measure health outcomes such as mortality rates, health related behaviour or reported 
symptoms and conditions.  
 
Measures may also relate to the quality of care provided in the home, rather than in an 
institutional setting, or relate to the well-being of the carer and their sense of self-worth. One 
area which was frequently mentioned by the interest groups as ineffective, related to the co-
ordination of services between the different organisations and the provision of information 
services. 
 

4.2.1 Measurement techniques 
 
The introduction of Quality Adjusted Life Years (QALYs) has been of some benefit in 
assessing health outcomes.  This is a methodology which attempts to measure the two key 
dimensions of health care output, quantity and quality, by measuring the expected increase in 
life expectancy and the expected improvement in quality of life throughout the patient’s 
lifetime.  However, critics have noted that it is highly subjective as it relies for the most part 
on individual respondents and it is difficult to achieve consistent results.   
 
The most soundly based and widely used measures in evaluations are those techniques used 
in investment appraisal.  Techniques such as  cost benefit analysis are used to assess 
alternative policies and projects in a rational weighing up of costs and predicted benefits.  
 
However, these techniques do not easily translate into social policy, where there are 
fundamental problems in assessing the effectiveness of programmes because of the inherent 
difficulties in specifying objectives.  It is extremely difficult to quantify what is meant by 
‘promoting the public interest’ or ‘furthering the  well-being of society’.  For example, it is 
obvious that the objective of a hospital is to improve the health of its patients.  However, 
there is no simple definition of ‘health’: research in this area has shown that health may be 
defined negatively as ‘absence of disease” or positively as “optimal physical, mental and 
social well-being”.50   
 

                                                 
50 Roberts, H., ‘Performance and Outcome Measures in the Health Service’, in M. Cave, M. Kogan and R. Smith 
(eds.), Output and Performance Measurement in Government: The State of the Art, London: Jessica Kingsley, 
1990, (pp. 86-105). 
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In many instances,  the links between the effects of a policy and the apparent outcomes are 
unclear because of the many factors which contribute to a specific outcome. One cannot say 
that increasing longevity is a measure of health programme effectiveness, as mortality rates 
are affected by a wide variety of factors, including environmental, social and personal 
conditions.  Indeed it has been stated that death may be classified as both an ‘output’ and an 
‘outcome’ of hospital treatment.51  One OECD study on health care has concluded that it was 
not possible to measure health outcomes, and therefore efficiency and effectiveness are not 
measurable.52 
 

4.2.2 Quality of care 
 
Any review of scheme effectiveness must include an examination of the quality of care being 
provided, in terms of the outcomes for the person receiving that care.  It should also 
incorporate the outcomes for the person providing that care, i.e. the carers.    
 
Hospitals and nursing homes operate clearly defined, enforceable standards. This does not 
apply in the informal care setting, where the standard of care depends to a large extent on the 
personal relationship between carer and care recipient.  The level of training which a carer 
might receive is arbitrary, without any guarantee of a quality standard of care.   
 
It is necessary to devise guidelines as a way of setting and monitoring standards which can be 
used to evaluate the quality of care being provided.  It is considered that these guidelines 
should be devised by health professionals involved in the provision of community services. 
 

4.2.3 Current effectiveness 
 
As stated earlier, the current objectives of the CA are to support carers who are on low 
incomes, to maintain older people and people with disabilities in the community and to give 
recognition to the valuable role of carers.  The effectiveness of these objectives is examined 
below. 
 
The Allowance is only available for those carers who are, by nature of the payment, in the 
lowest income groups.  On the basis that the CA is one of the highest-value social welfare 
payments, it is clear that the first objective of income support has been fully met and even 
exceeded because it is: 
 
• higher than all other social welfare payments, with the exception of Old Age and 

Widow’s/Widower’s Contributory Pensions; 
• the household income disregards are more generous than other schemes.    
 
The second objective is more difficult to measure as it is clear that the CA is but one of a 
range of measures to support care in the community.  It is not possible to say that the 
payment of a CA will ensure that a person with a disability will remain in the community, as 
many other factors govern such a decision, in particular the family circumstances and the 

                                                 
51 ibid., (p. 88). 
52 OECD, Financing and Delivering Health Care. A Comparative Analysis of OECD Countries, Paris: OECD, 
1987, (p. 93). 
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dependency level of the person.  In the United States, research shows minimal reductions in 
the provision of informal care when publicly supported paid home care is provided.53  The 
American literature does not give a complete picture because it is mostly concerned with the 
evaluation of short-term projects, but other studies show that informal care for older people 
also remains strong in countries with a high level of paid home care services.54  
 
In the Irish context, a limited survey was conducted of some 500 claims for CA which were 
refused on means-test grounds.  This found that approximately 6 per cent of the group 
subsequently entered institutional care as compared to an estimated 3 per cent of those whose 
claims were awarded, (and which were terminated because the care recipient entered long 
term care).  The small difference in these figures, suggests no strong correlation between the 
award or refusal of a CA and the subsequent decision to enter institutional care.  However, 
anecdotal evidence given in the course of this review, suggests that the payment of a CA is an 
incentive to maintain a person in the community, particularly in cases where the care 
recipient is not a direct relation of the carer, thereby encouraging an increase in the number of 
informal carers. 
 
The third objective is also difficult to measure as it is subjective and non-quantifiable. 
However, carers and their interest groups expressed a strong view that a payment for caring 
was essential to recognise the value of their contribution.  Limited evaluative evidence does 
indicate that, for someone who has decided to become a carer,  a payment may help to sustain 
the caring role for longer than would otherwise be the case.  This suggests that while the total 
number of informal carers may not increase, the length of time spent caring will increase, 
thereby reducing the rate of new admissions to institutional care.55 
 
Carers who make personal sacrifices to care are usually financially and emotionally worse off 
than those who choose not to care. All studies in this area recognise the stress involved in the 
burden of caring.  However, there is no financial support for carers who are outside the low-
income group, or who are in receipt of other social welfare payments. Indeed the CA’s 
payment differential of £3 per week over other social schemes (such as unemployment 
assistance), is negligible compensation or recognition for a carer’s contribution to community 
care objectives. 
 
It is considered, therefore, that the current objectives of the CA apply only to low income 
carers, with only the first objective being met effectively.  
 
 

4.2.4 Information services 
 

                                                 
53 Hanley, R.J., J.M. Wiener and K.M. Harris, “Will paid home care erode informal support?”,  Journal of 
Health Politics, Policy and Law, Vol. 16, 1991, (pp. 507-522). 
54 Sundström, G. (1994), Care by families: an overview of trends, OECD (1994a). 
J.P. Sivley and J.J. Fiegener, “Family carers of the elderly: assistance provided after termination of chore 
services”,  Journal of Gerontological Social Work, 8, 1-2, 1984 (pp.23-24). 
A. Tinker, Staying at Home: Helping Elderly People, London: HMSO, 1984. 
55 C.  Glendinning & E. McLaughlin, Paying for Care: Lessons from Europe, Social Security Advisory 
Committee, HMSO, 1993.   
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Many studies and interest groups have complained of a lack of co-ordination and a lack of 
information available on services for carers, from both the health boards and government 
departments. 
 
The report of the Review Group on Health and Personal Social Services noted that 
submissions received revealed a degree of frustration and anxiety among service users 
because of the lack of clarity about the range of services to which they are entitled. They 
stated that “It has long been recognised that there is not a uniform provision of community 
services across health boards”.56 The Group recommended that the health boards should take 
a lead role in developing a coherent information service in their region for people with 
disabilities. 
 
An M.R.B.I. survey was carried out for the Department in 1996 with the aim amongst others 
of assessing the general public’s awareness of welfare schemes.  This indicated an average 
awareness of all schemes at 60 per cent.  The CA would be considered by the Department to 
be one of the lesser known schemes, as compared to unemployment, pensions or disability 
payments.  However, the results of the survey show that the CA has one of the highest 
awareness levels in the grouping of less well known schemes at 72 per cent.  Among the 
groups most likely to avail of the Allowance, e.g. women in the home and those who are 
retired or widowed, the awareness level is particularly high at 83 per cent.  The results of the 
survey are outlined in an extract of the table below: 
 
Table 4.2 : Awareness of Social Welfare Schemes 
 
Scheme % aware  

of 
Employment Status 
 

  scheme Un-
employed 

Retired/
Widowed 

Student House 
wife 

Workin
g ABC1 

Workin
g C2DE 

Workin
g F1F2 

Adoptive 
Benefit 

 
23 

 
12 

 
23 

 
12 

 
32 

 
26 

 
19 

 
23 

Health & Safety 
Benefit 

 
38 

 
32 

 
38 

 
46 

 
36 

 
39 

 
40 

 
36 

Carer’s  
Allowance 

 
72 

 
65 

 
84 

 
52 

 
83 

 
75 

 
66 

 
69 

Rent Allowance 
Mortgage 
subsidy 

 
 
71 

 
 
85 

 
 
61 

 
 
61 

 
 
66 

 
 
77 

 
 
74 

 
 
58 

Family Income 
Supplement 

 
76 

 
70 

 
77 

 
65 

 
80 

 
83 

 
76 

 
68 

Occupational 
Injury Benefit 

 
61 

 
56 

 
70 

 
46 

 
58 

 
67 

 
63 

 
57 

Grants to 
Voluntary bodies 

 
34 

 
29 

 
40 

 
30 

 
34 

 
40 

 
31 

 
27 

 
 
While this level of awareness is considered satisfactory, there is still always a need to 
improve on awareness levels, a point made strongly by groups representing carers.  In this 
context there should be an ongoing information campaign targetted at those in or entering 
into a caring arrangement.  It is considered that the most effective way of targeting potential 
recipients is through increased awareness on the part of the health professionals who are in 
contact with both carers and care recipients.  Information leaflets should be distributed to the 

                                                 
56 Towards an Independent Future, op. cit., (p.100). 
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Health Promotion Units in the health boards, to GPs in the General Medical Services and to 
voluntary and community groups who support carers or care recipients.  The success of such 
a strategy should be the subject of review both through a further survey similar to that carried 
out in 1996, and through consultation with the Department’s various customer panels and 
interest groups.     
 
In the event that the current scheme is fundamentally changed it is considered essential that 
an appropriate information campaign be launched.  This would ensure that individuals who 
do not qualify under the existing scheme, but who might qualify under a revised scheme, 
would be aware of the changes and be in a position to have their eligibility reviewed by the 
department.  
 

4.2.5 Effectiveness indicators  
 
Any improvements made to the CA, both in terms of the qualifying conditions or the rates of 
payment, should be in accordance with the scheme’s objectives.  This will require a broader 
approach, which will entail the development of outcome or proxy outcome measures to assist 
in assessing the value of the CA.  Information on outcomes is essential in order to eliminate 
bad or unnecessary practice and to increase the accountability of services in line with the 
strategic policy aims of the Department.  
 
Measures must be defined and monitored over time and must be directly linked to the CA so 
that effects can be seen as direct outcomes and not as a result of other social changes. 
Indicators need to be practical and realistic.  They must be derived from a precise statement 
of the programme strategies and key objectives.  They must help ensure that full account is 
taken of the Department’s objectives with regard to customer service, control of fraud and 
value for money.  Essentially they must:  
 
• focus on outcomes (impacts) and outputs (items produced); 
• be credible; 
• measure what is important rather than what is easily measurable; 
• include a review mechanism to allow for changes of indicators where necessary. 
 
Factors such as the relevance of the indicator, its verifiability, timeliness and the degree of 
difficulty and expense involved in developing it should be evaluated. 
 
Management policies that seek to improve service planning and delivery systems by 
involving the customer in existing and new service evaluation are in line with the 
Department’s Customer Action Plan which is committed to “provide a structured approach 
to meaningful consultation with, and participation by, the customer in relation to the 
development, delivery and review of services”.57  This will assist in priority setting and 
resource allocation which should ultimately help in improving overall standards of service. 
 
Research is needed both to devise and assess suitable methods of measurement.  The required 
measures, which must relate directly to the scheme objectives, are as follows: 
 
• the impact of the CA on household income; 
                                                 
57 Customer Action Plan 1998-1999, Department of Social, Community and Family Affairs (p. 21). 
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• its effect in reducing the need for institutional care; 
• the role of the CA in recognising the valuable role of carers; 
• the quality of care provided; 
• the long term effects of caring and the subsequent impact on social and health services. 
 

4.3 Data problems  
 
One major problem in evaluating policy is the lack of reliable data.  There are no data 
available, apart from social comment, on the situation which existed before the CA was 
introduced, which means that there is no basis for comparison.  In the same way, there are no 
reliable data on the situation after the introduction of the CA. 
 
In the course of research for this review, it became clear that insufficient information exists 
on informal caring in the community.  Several studies have looked at the position of carers 
but there is still a lack of current information in the following areas: 
 
• a clear definition of what caring is; 
• the level and type of informal care provided; 
• the number of people in need of care and the levels of care they require; 
• a method of establishing the costs and effectiveness of state supports to carers; 
• the preferences of carers in many areas, particularly their preference for financial supports 

or service provision; 
• the preferences of care recipients in many areas, as above. 
 
It is evident that many of these issues relate to both health and social policies and cannot be 
easily dealt with by one organisation.  The Department of Health and Children is currently in 
the process of setting up a database on people with disabilities, and three health boards are 
currently running a pilot database project.   
 
Insufficient data exist to assess the number of carers and the levels and intensity of care 
provided.  It is considered that a national survey of carers should be conducted.  A key 
element of this survey would be a clear and rigorous definition of ‘caring’; providing it to 
whom, for what purpose, nature and intensity of care, costs involved, services available, 
services required, effects of caring.  The survey should relate to the needs of both the carer  
and the care recipient. 
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CHAPTER 5 

 
 

ISSUES AND PROPOSALS 
 
 

5.1 Analysis of the issues arising 
 
As part of the review process, and in order to address all issues regarding the operation of the 
CA, a large number of sources were consulted as described in section 1.6.  A list of the 
groups which contributed to the review process, a summary of the issues raised and some 
excerpts from the submissions received are contained in Appendices C, D and E respectively.  
In addition, the Carer’s Charter is set out in Appendix F.58  
 
An analysis of the issues raised in representations and Parliamentary Questions, since the CA 
was introduced in 1990, was carried out and is shown in Figure 5.1 below.  
 
Figure 5.1 : Carers' Issues  

- 5.0 10.0 15.0 20.0 25.0 30.0 35.0 40.0 45.0

Abolish/relax means test

Extend caree categories

Recognition for carers

Concurrent Payment

Relax full-time care rule

Increase rate of payment

Relax residency rule

Publicity and consultation

Tax allowance

PRSI Credits

Means test caree income

Transfer scheme to Health

Cost of Care Allowance

Benefit Scheme

                                                

 
% of PQs/Representations 
 
 
The issues raised by the eight health boards in their submissions are shown in Figure 5.2 
below. 
 

 
58 The Carer’s Charter was compiled by Professor Joyce O’Connor, in association with Soroptimist International 
and with the help and support of carers and groups working with carers. 
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Figure 5.2 :  Health Board Issues

0 1 2 3 4 5 6 7 8

Means test

Relax residency

Needs assessment

Increase categories 

Respite care allowance

Publicity and consultation

Increase amount of CA

Free Schemes to carers

Relax full-time care 

Employ a support worker

Improve application form

Allowance to employ carer

Care insurance scheme

Training schemes for carers

Assess means of caree

Terminally ill 

 
No. of Health Boards which Raised Issues

 

5.2 Resource Constraints 
 
Many of the issues listed above are specifically considered in the remainder of this Chapter. 
This consideration takes place in the knowledge that, ultimately, improvements to the scheme 
are contingent on the necessary resources being made available to finance them. Given the 
various competing demands, both within the wider social welfare code and in social services 
generally, the need to establish priorities among the various possible enhancements identified 
elsewhere in the Chapter has to be acknowledged. 
 

5.3 Recipient of Carer’s Allowance (CA) 
 
Many of the groups representing people with disabilities stated that CA should be paid 
directly to the care recipients to enable them to make choices about their own care needs, 
including the employment of  a personal assistant if required.  In the main, this view was not 
supported by those representing carers, older people or those with a mental handicap or 
intellectual disability, who felt that in many cases, the care recipients would not be in a 
position to make decisions about their own care needs.  
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The focus of the CA is to provide income support to carers who are providing full-time care.  
This is in contrast to the Personal Assistance Service which is a payment in respect of the 
level of care provided.  However, it is recognised  that, in some cases,  there may be little 
difference in the needs for care and the range and levels of care provided. 
 
In the precursor to CA, the Prescribed Relative’s Allowance was paid directly to the care 
recipient but it was heavily criticised on the basis that there was no compulsion on the care 
recipient to pass on the payment to the carer, many of whom received nothing from the care 
recipient.  The current CA application process requires the care recipient to certify that he/she 
is in need of full-time care and attention and that the carer is providing that care for them.  
This allows the care recipient to choose the carer, although it is acknowledged that this is 
currently limited by the residency regulations.  
 
The stated objectives of the CA are to support the carer, both from the perspective of  income 
support and recognition of the value of the service.  Therefore it is considered that the 
payment should continue to be made to the carer.  
 

5.4 Assessment of carer and care recipient needs 
 
It is clear from submissions, meetings with interest groups and the views of the health boards 
that there is a strong demand for the provision of services based on a general health and 
welfare needs assessment.  It was strongly felt that people requiring care are not a 
homogenous group  and that, within the caring role, there are differences relating to care 
intensity, time involved, stress and the abilities of carers.  For example, the care needs of a 
person suffering with dementia or Alzheimer’s are much greater than the care needs of a frail 
older person who needs basic assistance in daily living tasks.  The introduction of an 
additional allowance for carers of more than one person in 1996 was an explicit recognition 
of the additional strains involved. 
 
A needs assessment, by its very nature, would require the introduction of criteria which 
differentiate between levels of need and care situations. These criteria would include factors 
such as the amount of care required, residency of care recipient, intensity of caring etc. and 
would be formalised in a set of guidelines for decision-making purposes.  It is noted, for 
example, that the current assessment for a nursing home subvention involves an assessment 
of a person’s ability and social support by reference to three levels of need: medium, high and 
maximum. 
 
It is considered that a health and welfare needs assessment should be introduced in the 
operation of the CA.  It is envisaged that this would be initiated by the application for a CA 
and would be undertaken in advance or in parallel with the current Department of Social, 
Community and Family Affair’s means test.  A multi-disciplinary assessment that examined a 
care recipient’s needs for all social and health services, using a standard set of criteria would 
be undertaken. It is considered that this would ensure consistency between the different 
health and social services and would help to ensure that the appropriate balance was struck 
between care in the community and institutional care.  It would also facilitate a uniform 
certification process which would assist in a simplified and better quality customer service, in 
addition to increased control over scheme expenditure. This would be in keeping with the 
overall objectives of the CA scheme. 
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In addition, this approach would allow for the assessment of the carer’s abilities and needs.  
This was a concern expressed by some groups concerning the lack of training and assessment 
of carers. A recent study found overwhelming support for the provision of training for carers 
based on the belief that training would contribute to improved standards of care and increased 
health and social gain.59 The Health Promotion Strategy of the Department of Health and 
Children proposes the development of a specific programme for carers. The voluntary sector 
is already involved in providing training for carers and it is considered that this should be 
extended, in conjunction with the health boards, to ensure that all carers receive suitable 
training. 
 
Anecdotal evidence and some research suggest that a small number of carers are not capable 
of providing care, whether on grounds of age, the strain of long term caring or other grounds 
of unsuitability. It is considered that CA should not be awarded where the needs assessment 
concludes that the carer is incapable of providing adequate care. 
 
There is evidence of care recipient abuse in a small number of cases. In this regard, the 
National Council on Ageing and Older People is completing a report on the subject of abuse 
of older people.  
 
It is considered that the introduction of a common needs assessment procedure could be used 
by all State organisations which provide reliefs or grants for those in need of care.  This 
would address the problems highlighted in the report of the Commission which stated that, 
“there are a bewildering array of schemes, matched by an equally bewildering set of 
eligibility and assessment procedures”.60 A single assessment would guarantee consistency 
and administrative simplicity.  It would also assist in the development of a high quality and 
timely service to all applicants. 
 
The involvement of health board professional staff would be required to assist in both the 
needs assessment and the on-going review of the quality of care required and provided.  This 
could be carried out in the same way as other schemes where health board professional staff 
undertake, on an agency basis, assessments on behalf of other Government Departments or 
agencies, e.g. assessments in respect of tax refunds on motor vehicles for disabled drivers for 
the Revenue Commissioners.  
 
The overall responsibility for devising and administering such a health and welfare needs 
assessment and its actual format and operation would need to be discussed in detail between 
the Department of Social, Community and Family Affairs, the Department of Health and 
Children and the health boards. It is considered that such discussions should be initiated and 
brought to a conclusion as soon as possible.  

5.5 Recognition of carers  
 
The current objectives of the CA are to support carers who are on low incomes, to maintain 
people in the community and to give recognition to the valuable role of carers. The means-
test is generous within the social welfare system and the scheme itself is a recognition of 
caring. However, the additional amount of support offered by the CA over and above other 

                                                 
59 as reported in  The Years Ahead (O’Donovan et al 1997), op cit., (p. 108) . 
60 A Strategy for Equality, op. cit., (p. 101). 
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individual social welfare payments is just £3 per week. This amount could not be considered 
as recognition of the additional burdens placed on those who undertake a caring role. 
 
The second and third objectives are being met to a small degree for those in receipt of CA. 
However, the qualifying conditions are such that many carers are excluded from the 
Allowance on the basis of income and thus their need for recognition and for support in 
maintaining people in the community are not met.  
 
If the CA objectives are to remain as stated, they should be addressed separately.  The needs 
assessment already discussed would separate the income support objectives from the caring 
objectives.  In this scenario, it could be envisaged that a means tested payment would be 
maintained as the main income support for carers while a separate non-means tested 
‘continual care payment’ could be introduced to meet the other scheme objectives. The 
purpose of such an additional payment would be to promote care in the community and to 
formally recognise the work of the carer. 
 
It is envisaged that a ‘continual care payment’ would not be means tested and would be 
similar in nature to the Domiciliary Care Allowance paid in respect of children by the health 
boards.  Such a payment would be in recognition of the level of caring and not a contribution 
towards the cost of caring. 
 
The introduction of such a payment, based on a needs assessment using the dependency 
levels set out in Blackwell’s study, and a figure of approximately 40,000 adults in need of 
full-time care was examined.  
 
The needs assessment would establish the level of dependency and the intensity of the care 
required. It is considered that a ‘continual care payment’ should only be payable to carers 
who provide care to those who are in the highest category of dependency (estimated at 15 per 
cent or 6,000 carers). This could be paid, in order of reducing numbers, to the following 
groups. The costs assume an illustrative payment of £100 per month.  
 
a) all carers regardless of their means and social welfare status (£7.25 million per annum) - 

an estimated 6,000 carers could benefit; 

b) all carers in receipt of CA or another social welfare payment where the payment did not 
preclude full-time care (this could, for example, include those who are in receipt of a 
Widow’s pension but would not include those in receipt of unemployment type payments) 
(£3 million per annum) - an estimated 2,200 carers could benefit; 

 
c) all carers in receipt of CA (£2.5 million) - an estimated 2,000 carers could benefit. 
 
On balance, it is considered that option (a) is the most appropriate, i.e. that the payment 
should be payable to all carers irrespective of their means or social welfare entitlement.  This 
would be a clear recognition of all carers who are providing very high levels of care in the 
community.  
 
The percentage of care recipients in the highest dependency level is very difficult to estimate 
and will ultimately depend on the categorisation and assessment procedures adopted by the 
health professionals and will have to be revisited in that context. If, for example, the level 
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were 20 per cent (rather than 15 per cent), the estimated full year cost of option (a) would be 
of the order of £10 million. 
 
This discussion clearly distinguishes between the three objectives of the CA and forces the 
debate on the appropriateness of each of these.  As already stated, the focus of social welfare 
payments generally relate to income support; however it is clear that the CA fulfils other 
roles which are within the mission of the Department (as discussed in section 3.4) and are, 
more particularly, in line with overall Government health and social policy.  In line with this 
overall policy a strong argument can be made for a ‘recognition’ type payment for carers 
along the lines of the ‘continual care payment’ discussed.  However, this has to be balanced 
against the view that such a payment would not in all cases be targetted to those with an 
actual income need and the question then is whether this would be a good use of limited 
resources in the caring area.  Would, for example, carers prefer to see additional resources put 
into respite care which, in theory, would be of benefit to all carers?  
 
Another alternative to a ‘continual care payment’ considered was to relax or abolish the 
means-test for CA in respect of those who are giving the highest levels of care, which would 
recognise the additional burden of caring.  However, this would not be in keeping with the 
income support objectives of the CA scheme.   It would also result in a more complex 
administrative system, would be less transparent to the public and, by its nature, would lead 
to further demands to relax the means-test.   
 

5.6 Removal or easing of the means-test and related issues 
 
It is clear that the major focus of all interested parties relates to the removal or easing of the 
means-test in order to qualify more carers for payment.  (It is not surprising that a recent 
survey carried out by the Carers Association indicated that 95 per cent of the 1,400 
respondents were in favour of abolishing the means test).61 Other financial issues raised by 
groups include: 
 
• The assessment of the carer’s means; 
• The assessment of the care recipient’s means; 
• Concurrent social assistance payments should be payable, e.g. Qualified Adult Allowance 

or Widow’s Pension; 
• The carer’s PRSI contributions should be preserved;  
• The payment of a ‘cost of care allowance’ should be set according to the care recipient’s 

level of disability; 
• An insurance/benefit scheme should be introduced which would enable carers to leave the 

workforce.  
 
The CA is one of a range of assistance schemes, all of which are designed to provide critical 
income support to those who are dependent on the system for some or all of their income.  In 
line with all social assistance schemes, the means test is applied to ensure that limited 
resources are directed to those in greatest need.  The means test applied to the CA has been 
eased significantly in the past few years, most notably with the introduction of income 
disregards of the earnings from employment of the carer’s spouse.  It is now one of the most 

                                                 
61 As reported in Take Care,  the quarterly magazine of the Carers Association, December 1997 (p. 5). 
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generous means-tested payments administered by the Department, in terms of the assessment 
of household income.   
 
An argument has been made that the amount of income disregarded in the means assessment 
should be increased in order to allow more carers to qualify.  However, the effect of 
increasing income disregards is to favour people who have other sources of income in 
addition to their CA, thereby diverting resources which could be used to increase the basic 
rate of payment, which would benefit all recipients. Furthermore, this option is clearly against 
the income support objectives of the scheme and does nothing to recognise the demands for a 
needs assessment.   
 
The principle underlying the demand for the extension of the CA to all carers and the removal 
of the means-test, does not relate to the issue of income maintenance but rather to a desire 
that the State should formally recognise the economic value of the work being undertaken by 
carers in the home.  
 
The complete abolition of the means test would have substantial cost implications.  
Potentially, it could cost an estimated £160 million annually to pay CA to the estimated 
40,000 carers who are providing full-time care.  This would represent an additional £115 
million on top of current public expenditure of  £45 million on CA. 
 
Scarcity of resources means that it is necessary to target public expenditure, particularly in 
view of the long term demographic projections, by continuing to focus CA towards those 
who are most in need, both in terms of care and income.  This ensures, that for a given 
amount of money, income assistance payments are concentrated on assisting those in greatest 
need.  The State cannot take on the full caring role and could not replace the personal support 
and care provided within the family and the community. Therefore its primary role is one of 
support for carers in enabling care recipients to remain in their community.  
 

5.6.1     Assessment of the carer’s means 
 
Under the means test, a single carer or a married carer with income in his/her own right, is 
treated less favourably than a married carer whose spouse has income.  It is considered that 
the current £150 weekly income disregard applied to a spouse’s income should now be 
applied to a couple’s joint income.  This would cater for those married carers who have some 
income in their own right.  In addition, it is considered that ideally 50 per cent of this amount, 
a £75 weekly income disregard should be applied to a single person’s income. It is considered 
that the costs would not be significant. 
 
In order to ensure that a person does not receive a double income support payment, social 
welfare income support payments or their foreign equivalents would not be disregarded when 
determining income. The legal and operational details of this proposal should be examined 
further to ensure overall consistency within the social welfare code. 
 
The purpose of this proposal is to give single carers the benefit of an income disregard along 
the lines of that already available to the married carer. However, in doing this it is 
acknowledged that (as in the case of the existing £150 disregard) income from different 
sources is being treated differently which, in principle, is not a desirable practice. 
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Specifically, the proposed disregard of £75 would not apply to social welfare payments, 
which are meeting a specific income replacement need. 
 

5.6.2     Assessment of the care recipient’s means 
 
A small number of  representations suggested that the care recipient’s means should be 
assessed instead of the means of the carer. However, this is against the objectives of the 
scheme which is to provide an income support to carers, in their own right, based on their 
individual circumstances.  
 
It could also be argued that the care recipient’s means (income and assets) should be assessed 
on the basis that if the person has means then it is reasonable to expect that person to pay for 
or contribute towards the cost of his/her care. In addition, this argument is strengthened 
where an improvement in the CA or any extension of the scheme to include other services 
such as Free Telephone Rental Allowance for carers (discussed at 5.10) is being proposed.  In 
this regard, approximately 4 per cent of care recipients over the age of 65 are not in receipt of 
any social welfare payment. A small survey (10 cases) of the limited information held on 
these cases indicated that incomes range from £100 to £300 per week. This does not include 
those who are in receipt of contributory social welfare payments with other private sources of 
income.  It is considered that the overall numbers and the amount of income involved would 
not be sufficiently high to justify the introduction of a means tested assessment, which in 
itself would have administrative and cost implications. 
 
Furthermore, the experiences of the health boards in operating the home help services would 
suggest that the costs versus the benefits need to be carefully evaluated in advance of the 
introduction of any type of means test.  
 
Finally, it is considered that if a means test were introduced in respect of the care recipient, 
this would have to be carefully constructed to take account of the nature of the care 
contingency and the fact that while the person had a certain level of means, this might not be 
sufficient to purchase the required care in the community. 
 

5.6.3     Concurrent payments 
 
The practice of paying only one allowance is a feature, with very few exceptions, of all social 
welfare payments and is designed to ensure that limited resources are not used to make two 
income support payments to any one individual.  It is estimated that approximately 65 per 
cent of carers were previously in receipt of another social welfare payment.  Therefore, by 
way of illustration, the cost of paying a CA in addition to a Qualified Adult Allowance, 
which is the lowest payment, to those carers would amount to an additional £15 million 
annually.  It is considered that the payment of two concurrent income support allowances 
would not be an effective use of resources. 
 

5.6.4     Preserving social insurance records for carers 
 
Social Insurance payments are made on the basis of a Pay Related Social Insurance (PRSI) 
record.  The payments are funded from the Social Insurance Fund which comprises 
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contributions from employers, employees and the self employed with any deficit being met 
by the Exchequer.  Credited contributions (credits) are awarded during periods where the 
insured person may not be in a position to pay contributions due to certain circumstances e.g. 
unemployment, illness. In order to qualify for credits, a person must first have entered 
insurable employment - she or he must have paid at least one PRSI contribution as an 
employed contributor.  Where a person has no paid or credited contributions for a period of 
two years, she or he cannot be awarded further credits until 26 contributions are paid.  
 
Credits can be used to qualify for both short and long term benefits subject to satisfying the 
relevant conditions. Under the current statutory provisions governing the award of credits 
(Statutory Instrument 312/96), credits are awarded to a claimant of CA who was, 
immediately prior to claiming the Allowance, in receipt of a payment which entitled him/her 
to credits by virtue of unemployment or incapacity (e.g. Unemployment Assistance, 
Disability Benefit). In such cases, the insurance record is protected.  
 
The position of people who move directly from insurable employment to CA is not protected 
under the current arrangements. Prior to the introduction of S.I. 312/96, credits for claimants 
of CA were awarded on an administrative basis in line with the regulations in place to cater 
for recipients of the Prescribed Relatives Allowance. In effect, credits were awarded in two 
circumstances: 
 
• where a person had left insurable employment and qualified for CA;  
• where a person moved to CA having been in receipt of another credit-bearing social 

welfare payment. 
 
When the regulations were consolidated in 1996, the position of recipients of Prescribed 
Relatives Allowance was maintained on this basis. However, the regulations did not provide 
for the award of credits to people who move directly from insurable employment to CA.  In 
consequence, in terms of social insurance entitlements, a proportion of CA recipients are 
disadvantaged. 
 
Recipients of CA (who are not entitled to credits under that scheme) may be entitled to have 
“homemaker disregards” which preserve the carers’ entitlement for contributory pension 
purposes.  Homemaker disregards do not qualify a person for short term benefits. 
 
The Homemaker scheme provides that contribution years spent working in the home while 
caring on a full-time basis for a child up to 12 years of age or an incapacitated person will be 
disregarded in calculating a person’s yearly average number of contributions for Old Age 
Contributory Pension purposes.  The provisions apply from the contribution year 
commencing on 6 April 1994 and up to 20 contribution years may be disregarded.  
 
While it depends on the carer’s actual social insurance record, a credit will usually be of more 
benefit for pension purposes than a disregard. Difficulties, therefore, can arise in cases where 
the carer was not receiving credits before qualifying for CA. An estimated 71 per cent of 
carers in receipt of CA do not qualify for credits.  
 
It is considered that the necessary regulations be introduced at the earliest opportunity to 
restore the position of claimants of CA, who have left insurable employment to be a carer, to 
that which applied prior to the introduction of S.I. 312/96. 
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Furthermore, in recognition of their caring role, it is considered that the current rule relating 
to the two year gap be waived where CA recipients were in receipt of Homemaker disregards.  
Given that the average duration of a CA claim is 2.5 to 3 years, it is considered that the cost 
would not be significant. 
 
It is noted that another working group is examining the Conditions for Award of Credited 
Contributions as part of the overall expenditure review programme and it is understood that 
they will be considering the rules relating to the two year gap and the costs of credits 
generally.  
 

5.6.5     Cost of care allowance 
 
It is recognised that people with disabilities incur additional expense relating to living costs, 
equipment, medical mobility aids and care and assistance.   
 
The issue of paying an allowance which recognises the additional costs of disability was 
examined by the Commission on the Status of People with a Disability who recommended 
that the Department of Health and Children “should introduce a variable Costs of Disability 
Payment where services are not or cannot be provided.  This payment should be available to 
all people with disabilities irrespective of their age and employment status.”.62  
 
The Commission’s recommendations are currently being examined by an Interdepartmental 
Task Force.  Their work, which is to draw up the Government’s Action Plan in response to 
the Commission’s report, will be completed later this year. 
 

5.6.6 Introduction of a PRSI scheme 
 
The suggestion that an insurance/benefit scheme be introduced for carers who leave the 
workforce is one of the alternatives examined in Chapter 6. 
 

5.7 Residency regulations 
 
Another important issue raised relates to the qualifying condition that carers must reside with 
the care recipient.  Six of the health boards and 87 per cent of the respondents to the Carers 
Association survey suggested that the residency condition be relaxed to allow a relative 
‘living next door’ to qualify for the Allowance.63  
 
The principle underlying the residency rule is to ensure that the care recipient, who has been 
certified as being in need of full-time care and attention, is in a position to receive the care 
and attention that he/she needs.  
 
The effect of this rule is to limit the number of carers in the community to those who are 
directly related to the care recipient, as it is likely that they are the only people who would be 
resident with the care recipient.  This is shown by figures which suggest that 90 per cent of 

                                                 
62 A Strategy for Equality, op. cit., (p. 129). 
63 Take Care, op. cit., (p. 5). 
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carers are relatives of the care recipient.64  It also means that those who are living alone, 
estimated at 25 per cent of those aged over 65,  are not in a position to have a carer.  It is 
expected that the number of people living alone will increase over the coming years due to 
the continuing fragmentation of society.  
 
There are three ways in which this rule could be relaxed, all of which involve administration 
and control issues, including extra staff resources. They are as follows: 
 
• allow a carer to live next door; 
• allow a carer to live within a certain distance such as the catchment area defined by the 

health boards; 
• allow each case to be assessed individually. 
 
There have been instances where a CA is refused because the carer lived next door, in a 
separate granny flat, or ‘at the other end of the farm’.  In many of these cases, the carer is 
providing a very high level of service which is equivalent to that provided by a resident carer, 
particularly with the increasing use of assistive technology such as alarm or panic buttons.  
 
However, to limit a rule relaxation to ‘living next door’ is to take a very narrow view, while 
recognising that it is the simplest administrative solution.  
 
It is considered that the residency rule should be relaxed in the context of the needs 
assessment (already discussed) which would assess both the carer and the care recipient, 
where the care recipient was living alone or with other vulnerable people, and the carer was 
living within, for example, a five mile area.  This would be subject to the care recipient not 
being in the highest dependency level and the needs assessment verifying that the 
arrangements were suitable.  
 
Ideally, any relaxation of the residency rule should await the introduction of the needs 
assessment to ensure the care recipient receives the quality of care required.  However, in the 
interim, consideration could be given to formally relaxing the rule where the care recipient is 
living alone, or with another vulnerable person and the carer is ‘living next door’ and in a 
position to provide full-time care.  If such an interim measure were adopted each case would 
need to be considered on an individual basis, using a set of clear guidelines. These cases 
should, ideally, be reviewed following the introduction of the needs assessment procedure. 
 
The relaxation of the residency requirements would allow a care recipient a greater choice in 
their care provider which, in particular, would assist those people with disabilities who have 
expressed their preferences for greater control over their care requirements.  
 
Approximately 7 per cent of claims rejected relate to residency requirements of which some 
proportion would be ‘living next door’ cases.  A full relaxation of this rule would result in 
additional expenditure of up to £1.6 million annually and benefit about 400 carers taking 
account of refusals to date.  However, this does not take into account people who have never 
applied for CA, as they were not residing with the care recipient and, therefore, the ultimate 
cost could be higher than £1.6 million but this is not possible to estimate.  On the other hand, 
all of these cases would not qualify on foot of the needs assessment. It is considered that the 

                                                 
64 T. Fahey and P. Murray, Health and Autonomy Among the Over-65s in Ireland. Dublin: National Council for 
the Elderly, Report No. 39 1994. 
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more limited relaxation to ‘living next door’ cases only would not be great - say of the order 
of £0.5 million in a full year. 
 

5.8 Full-time care and attention 
 
The  “full-time” care and attention criterion has also been severely criticised, with some 
commentators suggesting that this implies that carers should work significantly more than 40 
hours per week and be available twenty-four hours a day. The Carers Association had a 
response rate of 99 per cent to the question that “Full-time care should not mean 168 hours 
per week”.65 
 
The principle underlying this rule, similar to the residency rule, is to ensure that the care 
recipients, who have been certified as being in need of full-time care and attention, receive 
this care and attention.  
 
It is not desirable, nor is it expected, that a carer would be in the company of a care-recipient 
twenty-four hours a day.  This rule was relaxed in 1997 to allow care-recipients attend 
approved rehabilitation courses, without affecting the Allowance of the carer.  In the same 
way, carers who are providing home-help services on a part-time basis (less than 10 hours a 
week) may continue with this work without any diminution of their Allowance, in recognition 
of the community care aspect of their work and the difficulties that health boards experience 
in recruiting home helps. This rule was further relaxed in 1998 to allow a more flexible 
approach to be adopted.   Carers may now attend educational or training courses or 
participate in voluntary or community based activities, for around 10 hours per week, 
provided the carer makes adequate provision for the care-recipient in his/her absence.  
 
An estimated 20 per cent of carers give up work to care, and though women are more likely 
than men to give up paid employment, they find it easier to engage in part-time work.  
Although the combination of working and caring can be very difficult, work is important for 
carers, not just for the income it provides but for self-esteem and therapeutic value.  Paid 
employment provides an alternative focus and a form of respite in the carer’s life. It is also 
important for carers to retain their involvement in the workforce in view of the fact that time 
spent caring is of a relatively short duration, averaging three years, and the carer will 
presumably wish to resume work. 
 
However, the psychological and economic benefits of work and the ways in which carers 
may be encouraged to remain in employment must be seen in the context of the individual 
care-recipient’s requirements.  Therefore, any relaxation of this rule must be introduced with 
adequate control procedures which ensure that the carer has made adequate provision for the 
recipient in his/her absence.  
 
There are two alternative views which must be considered  concerning the full-time care and 
attention requirements.  The first is that the present arrangements should be maintained 
because: 
 
• the incentive to care full-time could be reduced;  
• it could be difficult to prevent abuse.  

                                                 
65 Take Care, op cit., (p. 5). 
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The second view is that: 
 
• part-time work could be both economically and therapeutically valuable to the carer; 
• a relaxation in the rules would build on the recent scheme extension which allowed carers 

to undertake training or voluntary work;  
• the control measures are equal whether the carer is engaged in voluntary or paid work. 
 
It is considered that any relaxation in the full-time care and attention rules should be limited 
to resident carers only, and allow for 10 hours part-time work per week having due regard to 
the care recipient’s needs. Obviously, commuting time and working hours  are factors which 
would need to be considered in each individual case. A carer could earn up to a maximum of 
£75 per week, while still claiming a full CA (under the proposed changes to the means test, as 
discussed at section 5.6.1). 
 
Approximately 4.5 per cent of claims rejected relate to the full-time care requirements, but it 
is not known how many hours of care were actually being provided.  A relaxation of this rule 
could result in a full year cost of up to £0.75 million and benefit up to 200 carers.  However, 
this does not take into account people who have never applied for CA as they were working 
part-time and not providing full-time care. Overall, it is considered that the proposal would 
facilitate existing carers rather than significantly increase the numbers who qualify and 
therefore the costs could be minimal. 
 
Other issues cited by the health boards relate to:  
 
• greater flexibility to allow for part-time carers; 
• a pro-rata allowance to carers of a person in five-day residential care; 
• an allowance for carers who go to work and employ personnel to care in their absence. 
 
The question of providing greater flexibility for part-time carers is dealt with above. 
However, the objectives of the CA are clearly designed for full-time carers, and while some 
changes may be considered to ease the burden of caring, such as allowing for limited part-
time work, it is considered that persons in five-day residential care, or part-time carers who 
provide a minimum number of hours caring, do not fall within the scheme objectives. 
 
The possibility of introducing a new tax relief for those who employ someone in the home to 
look after a family member in need of care, is being examined by an interdepartmental group, 
chaired by the Department of Finance. A targetted tax relief could provide recognition to 
carers who are not eligible for CA. The group expect to complete its report by the end of 
1998.  
 

5.9 Non-qualifying carers 
 
There are three significant groups of carers who do not currently qualify for a CA because the 
care recipient is not eligible.  These are carers who care for: 
 
a) children under the age of sixteen; 
b) persons between the age of 16 and 65 who are not in receipt of a qualifying payment;  
c) persons who are living alone (referred to under the residency requirement above). 
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5.9.1     Children under the age of sixteen 
 
Children who are between the ages of two and sixteen may receive a Domiciliary Care 
Allowance (DCA). This is a monthly allowance (£106.70 in June 1998),  administered by the 
health boards, in respect of children who are so severely physically or mentally disabled that 
they require care and attention which is considerably in excess of that normally required by a 
child of that age.  Eligibility is not subject to a means-test of the parents’ income but any 
income which the child may have (e.g. court settlements) is taken into account.  The 
Allowance is not payable in respect of children who are in residential homes or other 
institutions. There were almost 9,000 recipients of DCA at the end of 1997. 
 
Two proposals were made relating to DCA.  The first suggested that a person who qualifies 
for DCA should automatically qualify for the CA when the individual being cared for reaches 
age 16, while the second suggested that CA be paid in addition to DCA to all parents of 
children with disabilities.  While the Commission on the Status of People with Disabilities 
recommended that administrative responsibility for DCA be transferred to this Department,  
it gave no reasons for such a move. 
 
DCA and CA are fundamentally different. CA is an income support payment based on the 
carer’s income while DCA is a recognition of the burden of caring, based on the medical 
criteria of the child.  As discussed in Chapter 4, the Commission on Social Welfare 
recommended that cash allowances which serve a community care objective rather than 
providing income maintenance, such as the DCA, should continue to be administered by the 
Department of Health and the health boards.   
 
 In the event of the introduction of a needs assessment and a ‘continual care payment’, it is 
considered that DCA should be abolished and replaced by the new payment.  The stringent 
qualifying criteria already in place for DCA would ensure that all current recipients of  DCA 
would qualify for the ‘continual care payment’ which, based on the illustrative rate, would 
have no public expenditure implications.   
 
It is recognised that in many instances, the care needs and requirements are quite often the 
same between an adult and a child, and the same effort and quality of care is provided by the 
carer. In addition, the same problems of income support can arise in both cases, particularly 
where a carer has to leave the workforce to care full-time.  Therefore, it is considered that 
carers of children in receipt of DCA should be eligible to apply for CA, in addition to DCA, 
under the same qualifying conditions as all other carers. The full year cost of paying CA to 
current recipients of DCA is estimated at £9 million, assuming that only 25 per cent of this 
group would meet the means test and other qualifying conditions. It is estimated that this 
would benefit over 2,200 carers. 
 

5.9.2     Persons between the age of 16 and 65  
 
When the CA was introduced in 1990, it was initially confined to carers who were providing 
care for certain people in receipt of social welfare payments.  The scheme was extended in 
1995 to include all persons aged over 66, regardless of their source of income.  
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However, there are still a number of people who cannot avail of CA because the person they 
are caring for is under the age of 66 and not in receipt of a qualifying payment, i.e. the care 
recipient does not satisfy the PRSI contributions for award of Invalidity Pension and can not 
be awarded a Disability Allowance as she/he has income exceeding the means test limit.  
 
Approximately 7 per cent of claims rejected relate to non-qualifying payments for this reason.  
It is considered that on grounds of equity, all carers should be treated equally, regardless of 
the care recipient’s source of income.  This would result in additional expenditure of up to £2 
million annually and would benefit some 500 carers.  However, this does not take into 
account those people who have never applied for CA and therefore, ultimately, additional 
expenditure in this area could be higher. 
 

5.10 Additional benefits  
 
There were various proposals suggesting that the Free Schemes be extended to include all 
carers.  This would include Free Electricity/Gas Allowance, Free Telephone Rental, Free 
Television Licence, and Free Travel. 
 
In relation to Free Travel, all persons who are being cared for by a carer in receipt of a CA, 
receive a Companion Free Travel Pass.  This allows the carer, or someone else, to accompany 
them free on public transport.  However, a carer may incur additional financial costs of travel 
such as shopping for the care recipient, or visiting them if they are hospitalised.  In 
recognition of this extra financial burden, the 1998 Budget made provision for a standard (i.e. 
single) Free Travel Pass to be granted to all carers  in their own right, while they remain in 
receipt of CA.  This came into effect from September 1998 and should particularly benefit 
those carers who are caring for someone who because of their disability is unable to use 
public transport.  
 
The other Free Scheme entitlements have their own particular rationale, aimed mainly at 
more elderly people in situations where they are living alone or with certain other household 
members only.  The Free Telephone Rental and Free TV Licence schemes provide security 
and social contact, while the Free Electricity/Gas units allow for additional heating 
requirements of older people. The Free Schemes are retained by pensioners in situations 
where carers live with them. 
 
However, it is accepted that the role of caring can involve significant isolation and emotional 
stress for the carer, as well as additional financial costs, such as heating and dietary 
requirements.  The Carers Association has stressed the importance of the telephone as a 
means of facilitating contact with vital services and as an important source of social contact 
with family, friends and support groups.  It is considered desirable that the Free Telephone 
Rental Allowance should be granted to all carers while they receive CA. This would apply to 
carers who are resident with the care recipient and to non-resident carers where the care 
recipient has a telephone, in recognition of the need for constant contact and support. The 
estimated cost of this proposal is of the order of  £1.3 million and would benefit 7,600 carers. 
 
The extension of the other  Free Schemes to carers in receipt of CA was also considered as a 
further recognition and assistance towards the financial burden of caring. The cost of 
extending the Free Gas/Electricity Allowance and the Free TV Licence Allowance to carers 
would be an additional £1.3 million per year.  It is considered that the extension of these 
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schemes would not be of immediate priority, and - given the potentially significant  change of 
policy emphasis involved in extending these schemes to carers - should instead be assessed 
further in the forthcoming review of the Free Schemes generally. 
 
Other issues which are of concern to carers relating to the eligibility and income limits for 
Free Fuel Allowance, and the Back to School Clothing and Footwear Allowance have been 
raised and are being addressed in separate expenditure reviews on these specific schemes.  
 
Of more direct relevance to carers needs, it was also considered that the CA could act as a 
"passport" to other potential benefits available through the health boards, such as home 
helps, respite care and other services. Provision of these additional benefits would be in line 
with the overall needs assessment approach and could be examined further in that context. 
 
It was noted, however, that the payment of non-cash and other benefits to carers could mean a 
significant ‘step-down’ in income when the carer’s payment ceased. This could lead to 
problems, as it is not envisaged that such allowances would remain in payment to non-care 
households. This issue should be borne in mind in any extension of payments to carers. 
 

5.11 Other supports for carers 
 
Research has described the effects of reduced income, increased expenditure, restricted 
family and social life and emotional and physical strain on carers, while also noting the 
positive aspects of  the role of caring.  Many carers expressed the view that they are not 
unhappy with their caring role but are completely frustrated with the lack of supports 
available.  
 
A summary of the current home care services, and the recommended levels as outlined in the 
most recent report of the National Council for Ageing and Older People, is shown below in 
Table 5.1:  
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Table 5.1  : Summary of Current and Recommended Home Care Services66 
 
Recommendation of The Years Ahead Current Situation 

 
Ratio of Public Health Nurses to population to be 
brought up to 1:2,616 
 
Panels of Registered General Nurses to be 
established in each district 

Overall ratio is 1:2,567. Below recommended 
level still in 2 Boards 
 
Panels established in all Boards but not in every 
district with the exception of 2  
 

Possibility of employing Care Assistants to be 
explored 

Care Assistants employed in 4 Boards 
 
 

Domiciliary physiotherapy service to be provided Limited service in 3 Boards 
 
 

Domiciliary speech therapy service to be provided Limited service in 1 Board 
 
 

Chiropody service to be available in all areas 
 
Domiciliary chiropody service to be provided for 
older immobile people 

Not available in any area 
 
Available in 4 Boards but mostly in exceptional 
cases 
 

Domiciliary counselling service to be provided Community care social work service for older 
people available in 1 Board. Domiciliary service 
provided by this Board. 
 

Ratio of 4.5 Home Helps per 1,000 older persons 
 
Emergency Home Help service to be provided 
 
Out of hours Home Help service to be provided 
 
Home Helps to provide relief service to carers 

Recommended level exceeded by all Boards 
 
Provided in 5 Boards 
 
Provided in 4 Boards 
 
Limited service in 5 Boards 
 

 
 
Policies in countries such as Japan or Germany target the majority of services only at those 
who live alone.  There is evidence to suggest that many of the Health Board services are also 
targetted towards those who are living alone or without family assistance. A study on support 
services for carers concluded that “Community-based services appear to offer little direct or 
indirect support to carers.  While health boards acknowledge the importance of carers to 
maintaining older people in the community, the reality is that they penalise carers for doing 
so by withdrawing practical help and support”.67 The effects of such policies are that those 
carers who live with the care recipient face the greatest difficulties and receive the least 
support.  The provision of reduced services, particularly in the respite care area, to those who 
have informal carers is akin to ‘inverse care law’ and should not be practiced if the objective 
of supporting carers is to be met. 

                                                 
66 The Years Ahead Report, op. cit., (p. 189).  
67 P. Finucane, J. Tiernan, G. Moane, op. cit., (p. 103). 
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The expansion of the existing respite care system and the payment of a respite care allowance 
was recommended by various groups and reports.  Other recommendations made were for 
additional services, such as home helps and meals on wheels.  
 

5.11.1 Respite care 
 
Respite care has been defined as “temporary care, either community or centre based, which 
provides relief and personal development opportunities for the carer and the person 
requiring care within a variety of facilities.  The need for care ranges from crisis intervention 
to planned regular breaks”.68  Carers require relief care of various kinds, i.e. day centres, 
short-term and holiday relief care, night-sitting (freeing the carer for a number of hours) and 
domiciliary relief care. 
 
At the end of 1996, there were a total of almost 700 respite beds out of a total of almost 
20,000 long term beds.  In addition, it is estimated that there were over 4,000 places provided 
in day care centres, which provide facilities for older people in their own locality.  There is 
no accurate costing for respite care for a number of reasons, including the many ways in 
which respite services are delivered.  However, it is the policy of the Department of Health 
and Children to increase the level of respite services available as part of enhanced community 
based services.  In this regard,  a new capital programme is being introduced for older people, 
at a cost of £14 million, which will accelerate the provision of extended care facilities, 
community nursing units, including intermittent/respite and day care facilities, as well as 
enhancing existing services.   Further resources are being sought to develop a comprehensive 
range of services, both institutional and community based, including specialist geriatric units, 
extended care, home nursing, home helps, paramedical services, day care and respite care.  
All of these services would be of direct benefit to carers and the people for whom they care. 
 
Respite care is one of the most important services required by carers.   Regular planned 
breaks and emergency cover can assist a carer to care for longer periods, thereby reducing the 
number of people seeking long term residential care.   
 
In recognition of the importance of respite care for carers, it is considered that as part of the 
CA, there should be an additional flat-rate payment, made once a year, which could be used 
as a contribution towards respite care. The purpose of this proposal would be to acknowledge 
the need for respite care, although the manner in which it is spent would be the choice of the 
carer.  For illustrative purposes, a flat-rate payment of £100 would cost in the region of £1 
million, based on the current numbers of carers in receipt of CA. 
 

5.11.2 Home Helps 
 
The home help service, which is the responsibility of the Department of Health and Children,  
has almost doubled in size since the early 1980s. This rate of expansion was due to policy 
decisions to extend coverage and raise levels of provision in this service. There are currently 
almost 12,000 home helps involved in the health services, of whom a significant proportion 
are engaged by voluntary bodies.  The vast majority work part-time and their earnings are 

                                                 
68 Towards an Independent Future, op cit., (p. 77). 
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excluded from Social Welfare means tests.  The number of beneficiaries of the Home Help 
Service throughout the country is around 20,000 at an annual cost of approximately £19 
million.  
 
The important role played by home helps is widely recognised and there is a growing demand 
for the home help service to be better organised and developed.  The Years Ahead report 
recommended that “health boards should be legally obliged to provide or make arrangements 
to provide services to maintain persons at home who would otherwise require care in another 
setting”.69  
 
Because of the non-statutory basis for some community care services, such as home helps, 
there are wide variations between different health boards on the services available and the 
commitments to them.  A study carried out for the National Council for the Elderly 
(Lundstrum and McKeown 1994), highlights the discretionary nature of the home help 
service and questions whether the wide variations in needs assessment, eligibility and service 
provision are based on the optional nature of the service.  It is clear from the study that the 
home help service is valued highly by those in receipt of a service with 90 per cent of people 
expressing a satisfaction rating of very to somewhat satisfied. 
 
The Department of Health and Children has commissioned a report on the operation of the 
home help service.  This is currently being carried out by an independent body which will 
advise on how the services can be developed in tandem with the other community-based 
services.  The project is being overseen by a consultative committee of the National Council 
on Ageing and Older People.  It is expected that the review will be completed later in 1998. 
 
Reducing the demand for care 
 
In addition to the strategies required to deal with long term care, there is a need to focus on 
strategies which reduce the demand for care.  Although outside the remit of this review and 
this Department, it is considered that there are three areas which need to be examined by the 
organisations responsible.  
 

5.11.3 Health promotion strategies 
 
There is a need to focus on the development of health promotion strategies.  An 
interventionist strategy which stresses a preventative approach could improve older people’s 
health and independence, thereby reducing the time at which long term care is required.  
Services such as physiotherapy, occupational therapy and early detection of eye, and hearing 
problems will all assist in maintaining or rehabilitating older people to allow them to remain 
in their own communities.  
 
In this regard, the Health Promotion Unit of the Department of Health and Children, in 
conjunction with the National Council on Ageing and Older People, has published a health 
promotion strategy for older people which is being implemented by the health boards. This 
strategy reviews the current health status of older people, identifies models of good practice, 
sets goals and targets, and makes recommendations to attain the goals and to achieve health 
and social gain. 

                                                 
69 The Years Ahead, op. cit.,(R. 6.46). 
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5.11.4     Housing issues 
 
It is recognised that poor housing is a significant factor in a person’s decision to enter long 
term care.  Other housing strategies which facilitate sheltered or community based housing 
can enable both older people and younger people with disabilities to retain their 
independence and remain in the community.  An OECD report published in 1990 noted that 
“housing policies are seen as critical links in formulating integrated responses to the 
problems of long term care”.70 
 
The review of The Years Ahead report noted that the quality of the housing of older people 
has improved in recent years, most notably in the development of a strong growth in activity 
by the voluntary housing organisations. It noted a lack of co-ordination in the assessment of 
sheltered housing needs between the Departments of the Environment and Health and 
Children, the health boards, the voluntary sector and local authorities and recommended the 
development of a partnership approach between the voluntary sector, health boards and local 
authorities at local level.71 
 

5.11.5 Assistive technology 
 
The development of technical devices to assist people in living independently is an area 
which should be exploited to the full.  Many devices such as mobility aids, alarms and 
telephone services can facilitate people in caring for themselves.  Developments in alarm 
technology can be helpful in promoting independence and security, particularly for people 
who are living alone or in isolated areas. 
 
In this regard, the Department operates the Scheme of Community Support for Older People, 
which was set up in 1996 on foot of the recommendations of the Task Force on Security for 
the Elderly.  The scheme makes grants available to voluntary groups to support the 
installation of security equipment and socially monitored alarm systems to assist vulnerable 
older people living alone or in households with older people.  At the end of 1997, 
approximately 36,000 individuals have benefited from this scheme at a cost of almost £7.5 
million.  An independent review has been commissioned to consider the effectiveness of the 
scheme in meeting its objectives and the report is expected later this year. 
 

5.12 Summary of Social Welfare proposals 
 
Estimated expenditure on CA in 1998 is some £45 million. The proposals in the area of social 
welfare supports, as described in this chapter, could lead to additional full year costs of the 
order of almost £16 million in respect of changes to the existing structure of CA, which is 
over one-third of the current expenditure. To the extent that these proposals award a CA to an 
existing social welfare recipient the costs would be reduced. On the other hand, it has to be 
borne in mind that given future demographic trends this £16 million and other costs would 
increase over time along the lines discussed in section 3.5. 

                                                 
70 OECD, Urban Policies for Ageing Populations: Major Findings and Policy Options, OECD (1990b), (p. 5).  
71 The Years Ahead Report, op. cit., (pp. 151-152).  

 



Issues and Proposals 5-67

 
It is estimated that some 11,000 carers would benefit from the proposals comprising 7,600 
existing CA recipients and 3,300 new recipients. Of these new recipients 2,200 would be 
carers of children in respect of whom a Domiciliary Care Allowance is paid. All recipients of 
CA would benefit from the respite care proposal. 
 
In addition, the ‘continual care payment’, as envisaged, could cost over £7 million and would 
benefit some 6,000 carers. 
 

5.13 A new strategy 
 
The review of ‘The Years Ahead’ report recommended that a new strategy on health and 
social services for older people be developed.  The model below has been taken from the 
report and modified slightly to include people with disabilities aged under 66.72 
  
Figure 5:1  Framework for strategy on long-term care  
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It represents a broader and more positive view, including areas such as social interaction, 
active participation and contribution, lifelong learning, self-development and self-fulfilment, 
rather than a person being simply a recipient of care.  The strategy envisages a continuum of 
care ranging from anticipatory care through to the final stage of long term institutional care.  
The implementation of such a strategy would require input from and greater integration with 
many different agencies.  
 

 

                                                 
72 The Years Ahead,  op. cit., (p. 326). 
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The introduction of a needs assessment, as described at section 5.3, would be a further step in 
the development of such a strategy.
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CHAPTER 6 
 

 
 

ALTERNATIVE FINANCING ARRANGEMENTS 
 

6.1 Long term care  
 
In line with all other European countries, it is appropriate that the State examine alternative 
means of achieving its objectives in relation to long term care, including the important 
objective of providing community based care for as long as possible. 
 
At the moment, the State is the major financier of long term care in a variety of ways, such as 
hospital and nursing home subventions, community care services and other indirect services 
such as the CA and tax allowances.  There have been no developments in relation to private 
sector financing apart from investment in the nursing home sector and that which is provided 
directly from a person’s own private income and assets or from their families.  
 

6.2 Risk of requiring long term care 
  
Findings from such different countries as Sweden and the United States suggest that the 
probability for someone aged 65 of needing institutional long term care at some point in their 
future is around 40 per cent.73  The size of this figure strongly suggests that it should be 
treated as a normal life risk.  The degree of uncertainty with regard to who will need long 
term care and for what duration indicates that a collective risk-pooling mechanism may be the 
most efficient solution.  This would ensure that, by sharing the risk, individuals could protect 
themselves against future contingencies, for a cost which would be considerably lower than 
the amounts they would need to save otherwise.  It would also ensure that the costs of care 
would not be specific to particular families, but would be pooled across society.  
 

6.3 Financing Options 
 
There are a number of financing options which can be considered as a means of paying for 
long term care depending on how comprehensively it is intended to tackle the issue of 
providing care.  These options include a greater direct State involvement in providing 
additional resources, either through general taxation or through the social insurance system. 
Alternatively the State can encourage and support the development of additional private 
financing arrangements such as the use of personal savings, including pension provisions, and 
housing assets. In practice, a mix of a number of these options is also possible. 
 
Risk pooling can be achieved through a compulsory social insurance scheme or through 
private insurance policies. There options are discussed later in this chapter. 
 
                                                 
73 OECD, Ageing in OECD Countries, A Critical Policy Challenge Social Policy Studies No. 20, OECD, 1996. 
(p. 64). 
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6.4 State financed options 
 
While almost all countries finance their social security income payments by compulsory 
social insurance, there is a broad distinction to be made between countries which finance 
their health services from general taxation or from a system of compulsory insurance.  The 
two main countries which fund healthcare through compulsory insurance are Germany and 
the Netherlands.  Countries such as Denmark, Finland, Italy, Norway, Sweden, Spain and the 
UK fund their healthcare services through taxation, while the United States operate a mix of 
taxation and private insurance.  
 
A number of countries with insurance based systems are developing or extending their 
schemes to provide specific long term care provisions.  Germany, Belgium and Japan are 
examples of countries which have introduced or are planning to introduce new policies in this 
area.  
 
In Ireland, there is a mixture of general taxation and compulsory social insurance.  Public 
healthcare, which is largely delivered free of charge, is financed out of general taxation while 
social welfare benefit payments are financed through the Pay Related Social Insurance 
(PRSI) system.  The different approaches are reflected in the perceived sense of entitlement.  
There is a strong sense of entitlement to benefits among those who contribute to the PRSI 
system.  In contrast, the sense of entitlement is much lower under the public healthcare 
system and may, in part at least, explain why 40 per cent of the population have opted for 
voluntary private health insurance. 
 
The Social Insurance system provides a basic level of payment to meet certain contingencies 
such as illness, retirement, unemployment and widowhood.  In 1997, a total sum of £1.9 
billion was collected in Social Insurance contributions, which represents 11.2 per cent of 
Government receipts.  This finance was used to pay pensions and benefits to almost 422,000 
individuals and to their dependent spouses and children.  
 
The discussion document on “Social Insurance in Ireland” described the social insurance 
system as one which “plays a major role in Irish life, in terms of the numbers of people who 
depend on it and also in terms of the financial and economic scale of the system.  It is an 
important vehicle of income distribution and solidarity between generations and between 
those in work and those who have been, but are not currently in work (for example, if sick or 
retired)…The basic principle underlying the scheme is that people, while they are 
economically active make Social Insurance contributions in accordance with their ability to 
pay at various rates depending on the range of pensions and benefits for which they will 
qualify.  These contributions finance pension payments to an earlier generation of 
contributors and their dependents and also pay for benefits to people who are temporarily 
economically inactive through illness or short term unemployment.  In return, contributors 
build up entitlements which will be paid to them as of right, without having to undergo a 
means test, when they themselves need them, for example when they are no longer 
economically active”.74 
 
In an examination of the future development of the Social Insurance system, the discussion 
document noted that “… Social Insurance in Ireland covers a reasonable broad set of income 
maintenance contingencies by international standards.  Practice in other countries suggests 

                                                 
74 Social Insurance in Ireland: Department of Social Welfare, 1996. 
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that the main potential for extending the scope for social insurance lies in the Medical and 
Nursing Care areas (bold added).  This, of course, would have to be accompanied by 
increases in social insurance contribution rates and a judgment would have to be made about 
the desirability of such improvements in the light of the labour market and competitiveness 
effects of the resulting increases in contributions rates.”75 
 
The advantages of extending the Social Insurance fund to cover long term care needs include 
the following: 
 

• it is an equitable system; 
• it can guarantee universal coverage to those in the insured population; 
• it removes the stigma associated with means-testing; 
• it raises public awareness of the long term care contingency and may encourage those 

on higher incomes to make private provision for their own needs, similar to the 
current private health insurance.  

 
However, there are disadvantages which can be detailed as follows: 
 

• full coverage would be extremely expensive;  
• it contributes to public expenditure uncertainty about future costs associated with an 

ageing population; 
• it provides benefits to those who can afford to pay for their own long term care; 
• it may increase demand for long term residential care and may displace the role of 

informal care; 
• it may be considered to be ‘generationally inequitable’ whereby services are 

provided, mostly for older people, but are financed by the younger generation; 
• it may lead to a reduction in labour force competitiveness depending on the way it is 

financed. 
 
It is clear that there are increasing and substantial demands being made for services which 
affect both capital and labour costs in the overall health services which will constrain the 
resources available for long term care. It is necessary, therefore, to consider if specific 
financing arrangements to cover the costs of long term care are appropriate. 
 
In broad terms two basic approaches are available: 
 
• continue to fund long term care out of general taxation within the existing healthcare 

system while retaining the CA as a means-tested social assistance payment; 
• introduce a PRSI scheme which provides a payment which will allow care recipients to 

fund part or all of the cost of their own care needs.  Such a scheme could also incorporate 
a non-means tested insurance-based payment for carers. 

 
The second approach is one in which a number of groups expressed interest, as a means by 
which carers could insure themselves against the risk that they may have to leave the 
workforce to care, or alternatively, by which a person could insure themselves against the risk 
of requiring long term care in the future.   
 

                                                 
75 Ibid., (p. 90). 
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Within the two broad approaches outlined above, there are a number of specific options 
available as set out below. 
 

6.4.1 Maintain the present system 
 
Under this option the Government would continue to increase the funding for long term care 
and to improve the CA as resources permit, such additional resources coming from general 
taxation.  If this approach is adopted the issue of the additional long term care resources 
required is outside the remit of this review and is largely an issue for the Department of 
Health and Children. 
 
This option has some attractions in the short term.  The problem of long term care is not as 
acute in this country relative to other countries.  Therefore, this allows for additional time to 
examine the issues and to assess newly-introduced developments in other countries before 
implementing fundamental reforms in Ireland. 
 

6.4.2 Increase the Health Contribution Levy 
 
Another way to augment the resources available for long term care would be to increase the 
Health Contribution Levy (currently 1.5 per cent on earnings over £207 per week).  This 
would be similar to 6.4.1  above except that the rate of improvement would be accelerated 
through the additional taxation raised.  For this option to be acceptable, it would be necessary 
to give a commitment that the additional levy would be used specifically for long term care 
and that this in fact was the case. 
 

6.4.3 Introduce a new benefit scheme for carers 
 
Carers face particular problems in reconciling their caring and work responsibilities when 
they are in employment. The burden of caring may adversely affect job performance, 
attendance and work relations, while employers risk losing committed and skilled staff.   The 
EU has recognised the employment problems of workers with caring responsibilities and 
acknowledges the need to take measures to enable carers to combine care with paid work.76 
Policies which support carers in the workplace include flexible hours, part-time work and 
home or tele-working.  
 
In some cases, a carer cannot continue to combine both work and caring, and in this context, 
it is considered that the introduction of a benefit scheme which allowed carers to take a job-
protected leave of absence would be of great assistance and the following outlines a proposal 
for such an arrangement. This would recognise that leaving employment to provide care is a 
contingency broadly similar to other contingencies under the social insurance code. The 
benefit, which would be based on the carer’s social insurance record, would be contingent on 
the person leaving employment to provide care.  It would not be available to those who have 
no insurance record or those who were in receipt of another social welfare payment. Instead, 
they would be eligible to apply for CA.  

                                                 
76 Commission of the European Communities Growth, Competitiveness, Employment, The Challenges and 
Ways Forward into the 21st Century, White Paper, Brussels, 1993. 
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The qualifying conditions would include both insurance contributions and a needs 
assessment, as described in Chapter 5. This would ensure that only those who were caring for 
someone who is in need of full-time care would qualify. The number of contributions 
required should reflect a reasonable attachment to the workforce and should be consistent 
with other contributory benefits.  At the same time, some recognition could be given to the 
needs of young carers by having less stringent conditions based on age.  The carer would not 
have to be a family relative although it is recognised that in the majority of cases she/he 
would be. 
 
The payment could be a flat-rate amount or have some earnings related aspect, subject to a 
maximum amount, similar to Maternity Benefit. The duration of the payment could be: 
 
a) open-ended on the basis that the carer does not know in advance the timescale involved; 

or  
b) fixed on the basis that a specific time period would allow the carer a reasonable time in 

which to provide initial care and make alternative arrangements in due course, if 
necessary. 

 
If the duration is fixed, it is considered that the options could be a maximum of 15 months (in 
line with Unemployment Benefit duration) or 3 years (in line with the average duration, 2.5 
to 3 years, of a current CA payment). It would be essential that all employment rights were 
maintained over the duration of the benefit payment. 
 
Figures suggest that 20 per cent of carers give up paid employment to care.  Therefore based 
on approximately 40,000 carers, one could estimate that 8,000 carers might qualify for a 
benefit payment. It is acknowledged that some of these carers would not have the 
contributions necessary to qualify but the scheme would act as a support to other workers 
who might leave work to care.  Based on these numbers and an illustrative payment of £100 
per week, it is estimated that the gross full year cost would be £42 million. This represents 
2.2 per cent of total PRSI contributions.  Financing such additional expenditure from the 
PRSI system would require an increase of the order of 0.1 to 0.2 percentage points in each of 
the current employee and employer PRSI rates depending on the level of the Exchequer 
contribution.  
 
There would be some savings in expenditure on the CA scheme but it is expected that overall 
costs would increase in line with the projected demographic rates. 
 
It is considered that the introduction of a benefit scheme would facilitate and support people 
who wished to leave the workforce temporarily to care and that the operational detail of this 
proposal should be progressed further in a suitable forum with a view to addressing the issues 
relating to entitlement conditions, payment level, financing arrangements, and employment 
rights together with the overall administrative requirements.  
 
 

6.4.4 Introduce a new PRSI scheme for care recipients 
 
This would be a new scheme which would provide benefits out of which care recipients could 
meet some, or all, of the costs of their own care.  Under this option, care recipients could be 
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provided with a fixed monetary benefit out of which they could pay for their own personal 
care.  This could include, for example, a non-means tested Carer’s Allowance.  The actual 
care could be provided by the State through the existing healthcare system or by private 
providers.  In effect, where the State provided the care it would make a charge which would 
be funded out of the insured benefit, with a means-test for those who are ineligible.  A key 
feature of this approach would be that it would separate the responsibility for the delivery of 
care which would remain with the Department of Health and Children from the financing 
which would be done through a PRSI scheme managed by the Department of Social, 
Community and Family Affairs.  A similar scheme has recently been introduced in Germany.  
It should be noted, however, that the healthcare system in Germany is also largely financed 
from compulsory insurance. For a description of the recent reforms in the German system, 
see Appendix G. 
 
It is envisaged in regard to contributions that the new scheme would operate on the same 
basis as the existing (compulsory) PRSI scheme.  Contributions would be pay related and 
would be required in respect of both employees and the self-employed. Issues such as the 
split of contributions between employees, employers and the Exchequer, earnings ceilings 
and earnings threshold would require further consideration at the design and implementation 
stage. 
 
The scheme could be set up on either a pay-as-you-go or a pre-funded basis. The advantages 
and disadvantages are broadly the same as apply to the existing PRSI schemes and should 
probably follow whatever is decided in relation to this scheme arising out of the recently 
completed National Pension Policy Initiative. 77 
 
Detailed actuarial costings would be required to determine the appropriate contribution rates.  
The core projections used for the Actuarial Review of Social Welfare Pensions would be the 
base data for the costings. The key task would be to establish the likely rates of claim 
payment. Data for this are not readily available and the most practical approach would be to 
carry out some research into existing long care arrangements, as discussed in section 4.3.  It 
would also be necessary to build in some margin since the introduction of the new scheme 
would clearly affect the pattern of care provided. 
 
At the design stage, consideration would also have to be given to the qualification conditions. 
Ideally, a reasonably long qualifying condition would be desirable - for example, cover (and 
contributions) could be limited to those under age 55. However, it should be borne in mind 
that such conditions are difficult to implement, in practice.  
 
Due to data issues and the complexity of the factors involved generally, it is considered that 
the further development of this scheme, at both the policy and operational levels, is outside 
the scope of the current review. It would appear that a proposal along these lines has 
significant merit but that it would have to be examined comprehensively before a definitive 
view could be taken. It is considered that the proposal should now be pursued as a separate 
research project. 
 

6.5 Private options 
 

                                                 
77 Report of the Pensions Board, ‘Securing Retirement Income’, National Pensions Policy Initiative,  May 1998. 
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It is most unlikely that the vast majority of people would be in a position to finance expensive 
long term care from personal savings.  At the same time, despite the fact there is a well 
recognised need, the private sector have been very slow to develop insurance products to 
meet that need. There are a number of issues at play here that will affect the overall outcome;  
 
• Insurance companies are reluctant to develop policies where the liabilities will not be 

known for many years; 
• Older people or those who already have certain health conditions are likely to be 

excluded, leaving gaps in the coverage; 
• The provision of tax relief to encourage people to purchase policies is usually more 

beneficial to higher income groups and does not affect the majority of people.  This is 
clearly evident in the pension industry, where less than 50 per cent of those at work have 
an occupational pension, despite very generous tax reliefs.  

 
The development, therefore, of private (voluntary) long term care insurance poses 
considerable problems for both insurers and consumers.  
 
From the insurers point of view, the main issue is whether the risk of needing long term care 
is an insurable event.  The main components of insurability which cause concern are: 
 
• moral hazard: if the price of a service is reduced through holding insurance, usage of that 

service can be expected to rise.  This is likely to be particularly true for home care 
services; 

• adverse selection: if potential claimants can predict their likely need for long term care, 
such that high-risk individuals are more likely to purchase insurance; 

• predictability of overall cost: due to the long time-span before benefits are due, and the 
inadequate knowledge of future health trends, service costs and utilisation patterns. 

 
On the consumer side the main barriers are: 
 
• affordability: only a minority of older people and people with a disability can afford good 

quality care insurance; 
• risk denial: many people, especially the young, do not think the risk is sufficient to be a 

priority; 
• expectation: an over estimation of the level of services available; 
• poor information: many people do not have a good understanding of what is/is not 

covered by private health insurance. 
 
Experience in the UK and the United States has shown that where policies are available, they 
are very expensive, particularly for those who are in their fifties and most likely to be aware 
of future care costs.  Other problems relate to the high rate of lapse of policies.  In the United 
States approximately 50 percent of policies lapse within 5 years of purchase, and 75 per cent 
within 15 years. 
 
One area which could be the basis for further investigation is at the point in time when people 
retire.  Quite often, pension schemes provide for large cash sums which would allow people 
who, because of their age, are more conscious  of their future care needs, to purchase a long 
term care policy.   
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An additional option is the purchase of a care policy when a person enters long term care,  
based on the release of their housing or other assets.  Older people can be ‘asset rich but 
income poor’.  However, this type of policy, recently available in the UK, is not without risk, 
particularly in times of uncertain interest rates.  In addition, there is an inherent dislike of this 
type of policy which disinherits the next generation.  
 
In countries which operate a policy that forces people to sell their houses to finance their long 
term care, there are long term effects which show that such a policy penalises savings, 
discourages self-reliance, and provides incentives to older people to divest themselves of 
their assets to avoid liability for payments.  In Germany and most parts of the United States, 
housing assets are disregarded from means-testing for long term care.  
 
Partnership arrangement 
 
This type of scheme has been developed in the United States, particularly in New York State 
and Connecticut.  It is a voluntary private insurance policy which is backed by a State 
guarantee.  Essentially, it involves a person taking out a long term care insurance policy 
which will pay out for three years.  If the person requires continuing care after that period, 
then the State will guarantee to fund that care without a means test.  The main disadvantage 
of this approach is that it benefits only those wealthy enough to take out the policy, thereby 
encouraging the development of a two-tier system which gives better benefits to the well-off 
in society. 
 
The reported take-up in the United States has been low, despite a State guarantee that a 
person’s housing assets will not be affected. 
 
Based on the experience of other countries to date, it is considered that the scope for private 
(voluntary) insurance is limited, and only applies, to any significant extent, in the conversion 
of accumulated assets to current income.  There is no evidence to suggest that policies which 
allow the specific accumulation of assets to fund long term care are successful.  In addition,  
this type of private sector arrangement will be of benefit mainly to those on higher incomes, 
particularly schemes which attract tax reliefs.  
 
The Irish Association of Pension Funds, the Irish Insurance Federation and the Society of 
Actuaries in Ireland have established a joint Working Party to research and report on the 
financing of long term care in Ireland.  The outcome of their deliberations is awaited. 
  

6.6 Future direction 
 
The existing demands for long term care are expected to rise in line with the demographic 
changes outlined in Chapter 2.  Although some reports have suggested that there is an 
impending crisis, other commentators have emphasised that it is a matter of choice in 
resource allocation, both between generations and in the balance between private and public 
expenditure.  This argument is supported by data from the UK Department of Health.  In 
evidence to the House of Commons Health Committee in December 1995,  it was emphasised 
that “…although firm predictions would clearly be unwise, the analysis…does not suggest on 
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most reasonable assumptions that we face an impending crisis of affordability in relation to 
long term care costs”.78 
 
In addition, the provision of long term care arrangements cannot be viewed in isolation from 
other needs. In particular, the issue of income support for pensioners was the subject of a 
recent comprehensive report “Securing Retirement Income” from the Pensions Board. 
Responding to this report the Government noted, inter alia, the PRSI financing implications 
of the Board’s proposals and indicated that these would be examined in the context of the 
overall budgetary situation and economic climate. Similarly, if the future financing of long 
term care support was to be effected through an expansion of the social insurance system, the 
longer term sustainability of the necessary further increases in PRSI contribution rates which 
would be involved would need to be considered. 
 
The long term care issue is about inter-generational solidarity.  This can be operated as a pay-
as-you-go system which ensures each generation pays for the preceding generation, or it can 
be financed by each individual paying for themselves in a pre-funded system.  In this type of  
system everyone pays for their own policies and the State finances those who cannot pay.  
This actually means that people will end up paying twice, once for the older generation and 
then for themselves. 
 
It is clear that the demand for long term care will continue to grow.  This growth will have to 
be funded from general taxation, PRSI contributions or from personal savings. The choice or 
balance between the various options is properly a matter for political debate and decision.

                                                 
78 Department of Health, 1996, Projecting Future Public Expenditure on Long Term Care. Supplementary 
memorandum by the Department of Health, House of Commons Health Committee, Inquiry into Long Term 
Care: Second Phase, Department of Health, London. 
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APPENDIX A  

 
 
 

QUALIFYING CONDITIONS FOR CARER’S ALLOWANCE 
 
 
To qualify for a Carer’s Allowance a person must satisfy a number of criteria, as follows; 
 
• be aged 18 or over  
• satisfy a means test 
• live with the person(s) being looked after 
• care for the person(s) on a full-time basis  
• not be employed or self-employed outside the home  
• be living in the State  
• not be living in a hospital, convalescent home or other similar institution 
 
and 
 
the person(s) being cared for is/are: 
 
• so disabled as to need full-time care and attention (medical certification is required)  
• not normally living in a hospital, home or other similar institution  
• age 66 or over  
 
or  
 
• under age 66 and getting a Blind Person's Pension, Invalidity Pension or Disability 

Allowance (formerly DPMA) from the Department of Social, Community and Family 
Affairs or an equivalent payment from a country covered by EU Regulations or a country 
with which Ireland has a Bilateral Social Security Agreement  

 
People being cared for also include those who transferred from Invalidity Pension to 
Retirement Pension at age 65, or people in a similar situation who are getting a Retirement 
Pension from other countries covered by EU Regulations or countries with which Ireland has 
a Bilateral Social Security Agreement. 
 
The person(s) being cared for must be: 
 
so disabled as to require:  
 
• continuous supervision and frequent assistance throughout the day in connection with 

their normal  personal needs, for example, help to walk and get about, eat or drink, wash, 
bathe, dress, etc.  

 
or  
 

 



Appendix A A-79 

• continuous supervision in order to avoid danger to themselves 
 
 and 
 
• so disabled as to be likely to require full-time care and attention for at least 12 months. 
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APPENDIX B   
 
 

  APPORTIONMENT OF ADMINISTRATIVE EXPENSES 
 
 
 
 
The Secretary, 
Department of Finance, 
Merrion Street, 
Dublin 2. 
 
F.A.O.  Mr. Paul Molloy 
RE:  Apportionment of administration expenses 
 
 
I refer to my minute of 18 January 1994 and your response thereto of 8 March 1994 regarding 
the apportionment of administration expenses as between the Social Insurance Fund and the 
Social Welfare Vote.  The necessity for apportionment exercises flows from legislative 
requirements contained in section 5 of the Social Welfare (Consolidated) Act 1993.  The 
relevant section of that legislation provides that: 
 
(1)  Any expenses incurred by the Minister or any other Minister in carrying this Act into 

effect shall to such extent as may be sanctioned by the Minister for Finance, be paid out 
of moneys provided by the Oireachtas 

 
(2)  There shall be paid to the Minister for Finance out of the Social Insurance Fund at such 

times and in such manner as the Minister for Finance may direct, such sums as the 
Minister may estimate, on such basis as may be agreed upon between him and the 
Minister for Finance to be the part of the said expenses of the Minister or any other 
Minister which relates to the scheme of social insurance provided for in PART 2 and any 
sums so paid shall be appropriated in aid of moneys provided by the Oireachtas for 
carrying this Act into effect. 

 
As I indicated in an earlier minute, the work on the most recent apportionment of expenses 
was conducted using the standard project management methodology employed in the 
Department, namely a Project Board to oversee the project and a Project Team to undertake 
the actual detailed work involved.  Among the members of the Project Board was a 
professional accountant.  As the project progressed the services of an additional accountant 
with extensive experience of similar work, in industry, became available to the group.  The 
professional expertise available for this project was, consequently, of a very high order 
indeed. 
 
However, the position is that a formal report, as such was not submitted.  This was largely 
due to the unavoidable departure of the analyst from the Department of Finance, to pursue a 
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course of academic studies at Trinity College, Dublin.  The Project Board of course met 
regularly to discuss the progress of the Project Team, and to make any decisions necessary on 
any difficulties arising.  At the final meeting of the Project Board the results of the exercise 
were presented in detail. 
 
At the inaugural meeting of the project board it was decided that with the exception of certain 
exceptional, and therefore unrepresentative expenditure incurred as a result of the Postal 
Strike, the expenditure data to be used for this exercise would be that for the year 1992. 
 
I have already indicated in earlier correspondence the results of the exercise and the effects of 
the consequent apportionment on the DSW Vote.  At the time of my earlier letter the 
application of the results of this latest apportionment would have resulted in a reduction of 
the charge to the Social Insurance Fund of about £18m while there would have been a 
reduction in Appropriations in Aid of £18m, also.  The net effect on the Vote for Social 
Welfare would therefore be nil.  There would of course be some reductions in the amounts 
repayable to OPW, Department of the Environment and the Vote for Superannuation. 
 
In essence the apportionment exercise to be done did not differ materially from those on 
previous occasions.  The starting point was the production of a mission statement which 
formed the basis of a discussion on how the project should proceed.  The analyst from the 
Department of Finance then made a presentation setting out his understanding of the 
requirements of the exercise. 
 
As you know, administrative costs incurred are recorded on our computerised General Ledger 
System, both on a nominal and cost centre basis.  The cost centres represent the individual 
operating units.  If we look for example at salary costs the General Ledger System collects 
data which shows expenditure incurred in the disability benefit area, medical referees, 
maternity allowance and so on.  Where an operational area such as disability benefit 
exclusively deals with insurance schemes then the full expenditure on salaries and overtime 
can be assigned fully to the insurance category.  Where a cost centre such as child benefit, is 
exclusively assistance then the expenditure on that can be assigned to the assistance category. 
 
Where however an operational area (cost centre) deals with both contributory and non-
contributory items then the expenditure for that cost centre has to be apportioned on the basis 
of the resources applied to each element (assistance/insurance) comprising the total.  To 
ensure that this exercise was carried out accurately, the team conducted detailed discussions 
with senior managers in all the operational areas concerned.  An explanatory letter was also 
issued setting out the purpose of the apportionment exercise. 
 
While only the management of the areas were those with the requisite knowledge to carry out 
this apportionment, the project team carried out a detailed sanity check on the responses 
received from line sections.  The Project Board is satisfied that the apportionments represent 
an accurate analysis of the insurance/assistance split in these areas. 
 
The above analysis accounted for the bulk of the expenditure.  However there are certain 
support functions, such as Personnel Branch, where such an approach would not have been 
appropriate.  In the case of Personnel Branch the ratio obtained from the numbers of staff 
overall, broken down as between insurance/assistance was considered to be the most 
appropriate ratio to apply. 
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Similar methodology as applied to salary expenditure was used to apportion subheads A2, 
A3, A6, A7. 
 
Costs in relation to subheads A4, A5, A8 are captured at the level of more centralised cost 
centres and alternative apportionment bases had to be employed for these.  These bases 
include numbers of staff, claim statistics, numbers of items of equipment in use (telephones, 
VDUs etc.) 
 
The results of the apportionment exercise on a subhead basis, based on the 1992 expenditure 
(excluding the exceptional expenditure already referred to,) are given in the attached 
appendix.  In addition there are numerous tabular statements showing detailed breakdown of 
each subhead and these can be made available to you if you so wish. 
 
In conclusion, the apportionment exercise has been carried out on a basis which is consistent 
with previous apportionments, and the results reflect the large increase in the assistance 
claims being processed by the department. 
 
 
 
_______________________ 
E. RICE 
ACCOUNTANT 
15 August 1994 
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APPENDIX 1 

 
Results of apportionment exercise on a subhead basis, based on the 1992 Provisional Outturn. 
 
Subhead Outturn* SIF Vote SIF  Vote 
 £000 £000  £000  % % 
 
A1 Salaries 63,625 29,553 34,072 46.4 53.6 
 
A2 T&S   2,069 928  1,141 44.9 55.1 
 
A3 Incidental   2,906 1,393   1,513 47.9 52.1 
 
A4 P&T   8,407 4,092   4,315 48.7 51.3 
 
A5 Machinery   6,916  3,508   3,408 50.7 49.3 
 
A6 Premises   3,431 1,651   1,780 48.1 51.9 
 
A7 Consultancy      749 347      402 46.3 53.7 
 
A8 PPO (DLRS)   1,347 674      673      50.0 50.0 
 
TOTAL 89,450 42,146 47,304 47.1 52.9 
 
 
Revised Formula: 
  
The charge to the SIF for its share of the Vote administration expenses is 47.1% of subheads 
A1 to A7, plus the PPO production element of A8.  [Other subdivisions of A8 are directly 
attributable to the Vote and SIF.  These include An Post agency charges (Vote) and payments 
to medical certifiers (SIF).] 
 
Therefore: 
 
47.1% of 89,450  = £42,131 
MedCert element of A8 = £  1,878 
TOTAL   = £44,009 
 
*  Differences between these figures and the provisional outturn are accounted for by the 
exclusion of costs identified in respect of the postal dispute, which are once-off. 
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APPENDIX C  

 
 

 THE STATUTORY AND VOLUNTARY ORGANISATIONS 
WHO CONTRIBUTED TO THE REVIEW 

 
 
Statutory 
• Association of Health Boards in Ireland  

• The eight Health Boards  

• Economic and Social Research Institute  

• National Council on Ageing and Older People 

 

Voluntary 
• Age Action Ireland 

• Age and Opportunity 

• Alzheimer Society of Ireland 

• Care Alliance Ireland 

• Carers Association 

• CROSSCARE 

• Disability Federation of Ireland 

• Federation of Voluntary Bodies Providing Services to People with Mental Handicap 

• Forum of People with Disabilities 

• Friedreichs Ataxia Society of Ireland 

• Irish Association of Older People 

• Irish Council of People with Disabilities 

• Multiple Sclerosis Society of Ireland 

• Irish Wheelchair Association 

• Mental Health Association of Ireland 

• National Association for the Mentally Handicapped of Ireland 

• National Association of Widows in Ireland 

• National Federation of Pensioner’s Associations 
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• Senior Citizen’s National Parliament 

• Soroptimist International of the Republic of Ireland 
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APPENDIX D  

 
 
 

ISSUES ARISING FROM MEETINGS WITH INTEREST 
GROUPS 

 
Issues Arising from Meetings with Interest Groups 
 
There were many issues raised at the sessions organised with the various interest groups.  
 
Instead of preparing an account of each group’s presentation - many of which overlapped - 
the various concerns are listed in three separate ways as follows: 
 
• Issues which were common across all groups 
• Issues, not mentioned by all groups, but which would clearly be supported by them 
• Issues which were contradictory between groups.  
 
The issues listed are not in any order of priority.   
 

Issues Raised by All Groups 
 
a) Caring should be viewed in the wider health and social area, and not simply as a payment 

for care 
 
b) A total package of care should be devised on an interdepartmental basis.   
 
c) The family should not have primary responsibility for caring for family members. The 

State is already responsible for health care and also intervenes and supports many other 
areas in the State, i.e. grants to industry, etc. 

 
d) Care recipients are not a homogenous group and their care requirements are quite 

different. The differing levels of care required should be assessed and the CA payment 
should then be paid based on this needs assessment.   

 
e) A cost of care allowance should be paid based on the individual needs of the caree.   
 
f) The quality of life is much better in the community and should be supported through 

proper services.   
 
g) A payment for caring should not be means tested and should be paid to all full-time 

carers. 
 
h) The payment should be sufficiently high to recognise the value of the carers work. 
 
i) Carers should not have to provide 24 hour care.   
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j) Carers should have a proper salary and pension provisions.   
 
k) Carers should not have to reside with the care recipient.   
 
l) A more flexible approach to differing family circumstances should be adopted.   
 
m) Respite care is inadequate and insufficient.   
 
Other Common Views 
 
a) The current CA is a juggling around of Social Welfare payments, whereby you lose one 

allowance to gain another, usually with only a marginal rise involved.  It is a substitute 
payment rather than an additional one. 

 
b) The application form is too complicated.   
 
c) Government policy which favours care in the community over institutional care 

concentrates on the more acute cases and ignores the support requirements of those who 
need some assistance.   

 
d) Training should be provided for carers.   
 
e) Information services are insufficient, particularly in the local context.   
 
f) Lack of consultation with carers in policy decision making.   
 
g) Carers should be registered and certified as being able to provide care.   
 
h) Medical cards should be provided for those in need of full-time care.   
 
i) Carers should be paid twice the amount for caring for two carers.   
 
j) A White Paper on caring should be initiated.   
 
k) Carers Allowance should not be included as spouse’s taxable income.   
 
l) A Social Insurance Scheme would be favoured.   
 
m) There should be a consultative process before the final report is issued.   
 
Opposing Views 
 
The main issue on which the groups diverged was on the recipient of the CA payment.  In the 
main, the groups representing people with disabilities favoured the payment of CA to the care 
recipient, to allow them to purchase their own care.  This is the argument for empowerment, 
which supports the care recipient in allowing them to choose the way in which they want 
their own care needs addressed. 
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The opposing view, held by the groups representing carers and older people was in support of  
the payment of CA to the carer, as they are the people who carry out the caring duties
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APPENDIX E   
 
 

EXCERPTS FROM SOME OF THE SUBMISSIONS 
RECEIVED  

 
“When I took on the responsibility of taking care of my Mother, I did not realise the amount 
of work involved, the stress, the expenditure, and the total disruption to family life.  At this 
moment in time I think I’m on the brink of a nervous breakdown.   I’m certainly ‘straining at 
the leash’ not because of my mother but rather because of the treatment meted out to us when 
we look for any sort of help in order to be able to take on this tremendous responsibility…I 
feel demoralised and humiliated right now having to say all this in the hope that someone 
somewhere will see the injustice of all this and hopefully do something about it.” 
 
“Brendan described his role as Carer for his wife who had a major heart operation, an 
amputation and a stroke.   Following his wife’s discharge from hospital, he received excellent 
support from the District Care Unit, but when they left after six weeks, he found himself with 
very little help.  It is Brendan’s experience that bureaucracy in the Public Service causes 
humiliation and loss of heart to Carers, especially regarding the Carers Allowance and the 
Medical Card.   The qualifying conditions are so stringent that it is almost impossible to 
qualify for the Carers Allowance.  The granting of the Carers Allowance and the Medical 
Care should be determined by the condition of the patient rather than by income, and each 
case should be judged individually and on the specific needs involved.” 
 
“I have been a carer for some of my older neighbours and friends.   These people cannot 
speak for themselves…When older people return home from hospital there is little support for 
them or their carers.  There are people in their homes in dire straights with no help.  I looked 
after one lady, whose husband was dead.  There was no family to take care of her, no fire lit 
in the house when she was sent home from hospital.  I called several times a day - doing 
breakfast, dishes, lighting the fire, then coming back with some dinner and again at tea time 
and putting her to bed.  There is too much expected of the home helps.  People are not told 
what services are available.  It seems to be a policy of the Health Board of ‘Least information 
- least cost’”.   
 
“When the children were small I did not think that Ann’s handicap was affecting the family.  I 
tried to shield my other children and my husband from all aspects of Ann’s illness… After 21 
years of worry, heartache and trauma, life just is not normal.  During those years we have 
never even had a night out together let alone a holiday.  We are never invited out properly 
because of Ann, and even visits to relations are curtailed by them.  We do not enjoy actual 
support from our families, in fact they can be quite critical”.  
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APPENDIX F 

 
 

THE CARERS’ CHARTER 

 
 
THE CARERS’ CHARTER  
 
 
1. Carers have the right to be recognised for the central role which they play in community 

care and in creating a community of caring.   
 
2. Carers have the right to acknowledge and address their own needs for personal fulfilment.   
 
3. Carers have the right to practical help in carrying out the tasks of caregiving, including 

domestic help, home adaptations, appliances, incontinence services and help with 
transport.   

 
4. Carers have the right to support services, e.g. public health nurses, day centres and home 

helps in providing medical, personal and domestic care.   
 
5. Carers have the right to respite care both for short spells as in day hospitals and for longer 

periods to enable them to have time for themselves.   
 
6. Carers have the right to emotional and moral support.   
 
7. Carers have the right to financial support and recompense which does not preclude carers 

taking employment or in sharing care with other people.   
 
8. Carers have the right to regular assessment and review of their needs and those of the 

people for whom they care.   
 
9. Carers have the right to easy access to information and advice.   
 
10. Carers have the right to expect involvement of all family members.   
 
11. Carers have the right to have counselling made available to them at different stages of the 

caring process including bereavement counselling.   
 
12. Carers have the right to skills’ training and development of their potential 
 
13. Carers have the right to expect their families, public authorities and community members 

to provide a plan for services and support for carers, taking into account the unique 
demographic developments up to and beyond the year 2000.   
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14. Carers have the right to involvement at all levels of policy planning, to participate and 

contribute to the planning of an integrated and co-ordinated service for carers.   
 
15. Carers have the right to have an infrastructure of care, a supportive network to which they 

can relate when the need arises.   
 
The Carers’ Charter was compiled by Professor Joyce O’Connor, Director, National College 
of Industrial Relations, in association with Soroptimist International, Republic of Ireland 
National Project “Caring for the Carers” and with the help and support of carers and groups 
working with carers.  
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APPENDIX G 
 
 

THE GERMAN SOCIAL LONG TERM CARE INSURANCE 
 
 
The German Social Long Term Care Insurance 
 
 
Germany was atypical among other European countries in that long term care was not a 
matter of social rights.  This was because the culture of the society placed great emphasis on 
families taking responsibility for their own dependent relatives.  Until recently, there was a 
clear distinction made between ‘cure’ and ‘care’, whereby there was extensive medical care 
for illness through a health insurance, but any long term residential or home care was 
specifically excluded. Therefore, those in need could only qualify for social assistance when 
all their assets had been depleted and there were no direct relatives in a position to fund their 
care. 
 
The Health Insurance Scheme, with an average contribution rate of 12.5 per cent of salary up 
to a ceiling of DM68,400 (IR28,000), is compulsory in Germany for all employees.  
Contributions are divided equally between the employee and employer.  Employees who earn 
more than the ceiling rate may opt to remain with the State sector or may insure themselves 
privately with one of the many private insurance companies. 
 
The major changes in German demographic rates, with the percentage of over 65s projected 
to increase from 1 per cent in 1988 to 29 per cent in 2040, brought this issue to central stage.  
The main reasons for reform were cited as follows: 
 

• ordinary people were impoverished in later life because of their care requirements - 
unlike the very high levels of other security available for health and pensions; 

• the burden of care, particularly on women, and their increasing participation in the 
work force, meant that they may no longer be available for informal caring; 

• growing concern about the costs of social assistance expenditure. 
 
Although various private insurance products were developed, they did not meet with great 
success.  Therefore various models were proposed which eventually led to a social insurance-
based plan, the Long Term Care Insurance (LTCI), being developed and introduced in 1995. 
 
After many years of debate, the model introduced was in line with the traditional German 
welfare system of a public pay-as-you-go plan which involved equal contributions from the 
employer and employee.  These were initially set at 1 per cent, up to the Health Insurance 
ceiling, but increased to 1.7 per cent in 1996, with employers being compensated by the 
abolition of one public holiday.  
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The main features of the LTCI are as follows: 
 

• everyone who is employed or has other forms of income must  be insured against the 
risk of needing long term care. The scheme is compulsory for all members of the 
State Health Insurance scheme; 

• The LTCI is financed through equal contributions from employers and employees; 
• Retired people are also required to contribute; 
• Employees with higher incomes may choose their own private insurance plan; 
• Family members without significant earnings are co-insured and exempted from 

personal contributions. 
 

There are three categories of benefits which are medically assessed.  Based on the 
assessment, people may opt for benefit in kind or cash payments.  The scheme is designed to 
support care in the home over residential care.  The care grades and the benefits applying to 
them are outlined in the following table: 
 
Table 5:1  Monthly Payments depending on Care Assessment 
 

Dependency 
Level 

Description Home Care 
(payments 
in cash) 

Home Care 
(payment in 
kind) 

Nursing Home 
Care 

Grade 1 Needing considerable 
care (once per day) 

400 DM 
(IR160) 

750 DM 
(IR300) 

up to 2,800 
DM 
750 DM* 

Grade 2 Needing extensive care 
(three times per day) 

800 DM 
(IR320) 

1,800 DM 
(IR 720) 

up to 2,800 
DM 
1,800 DM* 

Grade 3 Needing extensive care 
(24 hours a day) 

1,300 DM 
(IR520) 

2,800 DM 
(IR 1,120) 

up to 2,800 
DM 

* in cases where admission is not approved 
 
At the end of 1995, 1.5 million claims had been dealt with by the medical service, with a 
rejection rate of nearly 30 per cent, 31 per cent classified as Grade 1, 27 percent as Grade 2 
and 13 per cent as Grade 3.  Only 10 percent opted for the payments in kind, with the vast 
majority of 80 percent claiming the less expensive cash payments and the remaining 10 per 
cent opting for a combination of both.  The LTCI fund recorded a surplus at the end of 1995. 
 
Debate on the impact of this new policy has been mainly focused on financing, particularly 
on the question of compensating employers so that the cost of labour would not increase to 
such an extent that international competitiveness would be affected.  There has been little 
debate on the benefits of the scheme or whether it will meet the long term care demands.  
 
The scheme as devised is of greater benefit to the middle and upper income groups who, 
heretofore had to finance their care needs out of their own resources.  However, because it is 
an earnings related contribution which provides flat-rate or need-related benefit, it could be 
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described as progressive in that those on lower incomes will pay the same proportion of their 
incomes but will receive benefits greater than their contribution. 
 
Whether the scheme will be a success depends on various factors but it has been shown to 
date that the benefits are quite low and do not cover the cost of care required.  The minimum 
daily care needed to claim entitlements is one and a half hours, therefore a large number of 
care dependent people will not qualify as there are approximately 500,000 people needing 
limited care and 2 million people who need help only with household tasks.  Because all 
expenditure must be contained within the 1.7 per cent contribution limit, it means that people 
will still have to reduce their assets but at a slower rate.  Similarly, the social assistance costs 
will not decrease significantly. 
 
A graduated system of benefits means there is no incentive for rehabilitation as becoming less 
dependent means a reduction in benefits. 
 
In addition, the majority of claimants opt for the cash benefits which implies that families are 
not being relieved of the main burden of care.  Items of benefit to carers are that family care 
counts towards a pension for the carer, who receives a contribution from the LTCI funds, 
depending on the grade assigned to the person.  Secondly, there is a right to four weeks 
holiday ( excluding pensioners or those working more than 30 hours a week ), during which 
the scheme pays for short term nursing care or other arrangements.  Special assistive 
technology is also made available and informal carers are entitled to attend training courses.  
However, these services apply only to family members, and those who use their cash benefits 
to employ non-related carers do not have access to these rights. 
 
Finally, the scheme is predominantly aimed at the provision of services but  not at a 
professional care supply, with the incentive to substitute lay or family care for professional 
care because the costs are lower.  The fact that the majority of claimants choose the cash 
payments means that the fund should be sufficient to meet future demands.  This would not 
be the case if people switched to the other option of professional services. 
 
In conclusion, Germany has adopted a policy which leaves the long term care situation 
largely in the care of the person concerned and their families.  It is too early to judge if the 
reforms are actually providing an additional benefit for the care recipient or whether they are 
merely a financial cost containment policy which shifts resources from direct public 
expenditure to a  
social insurance based scheme. 
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