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Introduction
Tim Blackman, Sally Brodhurst and Janet Convery

1

Origins

This book originates from a series of international seminars examining
the provision of social care for older people in six European countries:
Denmark, Greece, Ireland, Italy, Norway and the United Kingdom.
A group of academics and practitioners participated in four two- to
three-day meetings over 18 months during 1997–99. A considerable
amount of additional research and writing also took place outside these
meetings, producing briefing papers and preparing comments on draft
chapters. We hope that the end product is a book, created jointly by
academics and practitioners who have engaged in an international pro-
ject of mutual learning and debate, which can enlighten and benefit
others as much as the experience has enlightened and benefited us. In
particular, the book should interest anyone who wants to inform their
work in this field – whether in policy, practice, teaching, learning or
research – with a cross-national perspective on Europe’s diverse labora-
tory of approaches to the social care of older people. The contributors
include sociologists, gerontologists, social policy academics, social
workers, health care professionals, planners and volunteers, spanning a
wide range of ages, social backgrounds and nationalities. We hope that
our readership will be as diverse.

The first meeting was held at Ruskin College, Oxford, from 12 to
14 September 1997. Prior to the meeting, participants prepared and cir-
culated papers describing the policy and practice background for their
countries. These were discussed at the meeting, along with four
case studies of older people which were used to elaborate the level and
type of care services each older person would be likely to receive in
each country. A matrix was also constructed summarizing the key



features of each country’s care system. Following this meeting, the work
of the group was concerned with producing papers on access to, and
eligibility for, social care services; the role of family care; the roles of
publicly and privately funded services; and the extent of user charges
for services.

The second meeting was held in Athens at the Hotel Poseidon from
26 to 29 March 1998 (amid storms and an electricity blackout!). An
extended overview paper based on the Oxford proceedings and other
material was circulated in advance. Further work was undertaken to
clarify descriptions of the care system of each country, including types
and levels of care; social, cultural, political and ideological contexts of
care provision; and examples of special features. The case studies were
also elaborated further, using these ‘micro’ pictures of individual
cases based on four hypothetical older people, ranging from low to
high levels of need, as typical examples of how needs are addressed in
each system. The meeting discussed criteria for state intervention in
the care of older people; the role of the family and a ‘duty to care’;
public spending and charging; and the role of pressure groups. Finally,
the group considered how the concept of social exclusion could be
applied to social care, including aspects such as professional gatekeep-
ing of resources and the use of discretion; ‘client–patron’ features of
policy and practice; gaps in care provision; resource issues; discrimina-
tion; and choice and powerlessness. The group received tremen-
dous hospitality from local people and professionals in Athens,
including a memorable visit to the First KAPI of the Municipality of
Keratsini.

The third meeting was held in Oslo from 10 to 13 September 1998,
hosted by NOVA, the Norwegian Institute of Social Research. This
meeting was concerned with reviewing the group’s work to date, defin-
ing social exclusion (exclusion from rights, integration into social life
and preventing dependency), and discussing the concept of ‘inclusive
services’. Bærum Kommune very generously organized visits to shel-
tered housing, a nursing home, a day centre and a senior centre. 

The structure of the book was worked out during one of the sessions
in Oslo, and first drafts of chapters were prepared for the final meeting
in Dublin. This was held at the offices of the Irish Association of Older
People in University College Dublin from 11 to 14 March 1999, hosted
by University College Dublin and the Irish Association of Older People.
The group also visited two housing schemes for older people. The
drafts were discussed and further writing was planned, which took
place between April 1999 and February 2000.
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Issues

At the heart of this book is the issue of how the values and structures
of Europe’s diverse welfare regimes predispose these societies towards
particular configurations of social care for older people. Three impor-
tant questions follow from this. To what extent can these configura-
tions, or ‘systems of care’, be regarded as successful in tackling social
exclusion among older people? What can the concept of social exclu-
sion reveal about the situation of older people and the strengths and
weaknesses of social care? Do welfare regimes, and the systems of care
that exist within them, determine particular patterns of responsibility,
provision, access and entitlement? 

The book begins in Chapter 1 by defining social care and explaining
the rationale for selecting the six countries as illustrating the range of
approaches to the social care of older people in Europe. The chapter
considers the wide variation in expectations of informal family care
across the six countries and the contrasting types of formal care pro-
vided. The concept of dependency is explored in relation to differences
in the type of care older people receive. The chapter concludes by
introducing the concept of social exclusion, to which we return in the
final chapter after exploring in detail the care systems of each country.

Chapter 2 considers issues involved in the comparative study of older
people’s care. Does the balance between State, family and market
involvement in the care of older people enable general models to be
identified? To what extent can we talk of a ‘mixed economy’ of care in
Europe generally? The chapter examines the extent to which economic,
political and cultural factors create unique systems in each country, and
discusses the extent of similarities and common pressures and trends.

The following six chapters describe in detail the social care systems
of each country, including wider contextual descriptions of health care
and pension provision. Each chapter is organized under the following
topics: state, family and individual responsibilities; structure, funding
and organization of services; coverage and variations in provision;
charges and older people’s incomes; access and entitlement; and issues
of choice and information availability. Chapters 3, 4 and 5 consider the
three countries where local authorities have a formal comprehensive
duty to assess need and provide care management: Denmark, Norway
and the United Kingdom. Chapters 6, 7 and 8 consider the three coun-
tries where there are no such comprehensive duties and a greater
emphasis on family responsibility: Ireland, Italy and Greece. Each
chapter ends with a short bibliography of sources.
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While Chapters 3 to 8 describe the social care each of the six coun-
tries provides for older people at the ‘system’ level of family, public,
voluntary and private institutions, Chapter 9 turns to what this means
for individual older people who need assistance with activities of daily
living because of ill-health or disability. Four contrasting cases of older
people needing help with their care are considered country by country.
Similarities and differences are discussed, and the situation of each case
is used to illustrate key features of care in the six countries.

Chapter 10 takes this analysis a step further by using the concept of
social exclusion as a means of evaluating the adequacy of care, especially
the quality of care in different care settings. The idea of ‘welfare culture’
is introduced to take account of national differences in the role of the
family. The chapter considers whether social exclusion can be used as an
evaluative concept across different welfare cultures, focusing on issues of
access and entitlement, including variations in the provision of services,
the extent of assessment and discretion, and the balance between infor-
mal family care and formal, organized services. The chapter concludes
by reviewing the strengths and weaknesses of social care in each coun-
try, and the developments which appear to hold most promise in tack-
ling social exclusion among older people through improved services.

Chapter 11 concludes the book. It reviews a number of issues that
arise from the material presented and discussed in previous chapters,
returning to the questions posed at the start of this section of the
Introduction. It points to some possible solutions to the problems
encountered with the social care of older people, identifying the vari-
ous strengths that exist in both policy and practice, especially where
these help to prevent the types of exclusion discussed in Chapter 10.
The chapter begins by returning to Chapter 2’s discussion of the extent
to which it is possible to generalize about welfare regimes and care sys-
tems, and considers whether such generalization helps to understand
why countries have different approaches to the social care of older peo-
ple. This is followed by a short discussion of Denmark as a possible
exemplar of social care provision, and a wider discussion about cross-
national policy transfer. Issues and solutions are then considered, draw-
ing upon the experiences of all six countries explored in the book and,
where appropriate, other research evidence. The decentralization and
integration of social and health care services are discussed, together
with the assessment of need, supporting informal care, the relevance of
a social model, and the empowerment of older people. A final section
draws together the main themes and conclusions of the book.
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Terminology

Terminology is always a problem for comparative studies. This section
seeks to clarify a number of terms, although discussion of ‘social care’
and ‘social exclusion’ is left to the main chapters of the book.

In general terms, ‘older people’ is used to describe people who have
retired from full-time paid employment and are eligible on grounds of
age alone for some type of pension. In Norway and Denmark this
includes people aged 67 or older; in the other four countries it includes
people aged 65 or older (ignoring gender differences in statutory retire-
ment ages, which are being phased out where they exist in the
European Union). The book’s focus on social care means that the main
concern is with people experiencing age-associated disease or disability
that results in their needing assistance with their activities of daily
living. These needs are particularly concentrated among people in their
80s and older. However, it is recognized that there is no necessary rela-
tionship between ageing and needs for social care, and that most older
people are active and independent. Despite this, the prevalence of
these needs increases significantly with age, and ageing raises particu-
lar issues for the provision of social care, as discussed in subsequent
chapters.

We use the term ‘local authority’ to describe the local tier of adminis-
tration responsible for organizing social care services. In Denmark and
Norway this term is used to describe the municipalities, which are the
lower tier of local government responsible for, among other things,
community health care and social care services. The upper tier of local
government in these two countries consists of county councils which
are responsible for the hospitals. Where reference is made to these local
authorities, they are described specifically as county councils. In
England, social services authorities are responsible for social care and
can be county councils (upper tier) or unitary councils, metropolitan
authorities or London boroughs (single-tier local government). In
Greece, prefectures are the local level of organization of the Department
of Health and Social Welfare and employ social workers, while munici-
palities also employ some social workers and nurses, and organize some
care services. In Ireland the relevant organization is the area health
board which employs community nurses and social workers. In Italy,
the equivalent of the English local authorities is the commune, which
has responsibility for social care provision, but health and some social
services are run by separate local health units (AUSLs). We describe all
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of these as ‘local authorities’ unless there is a need to clarify the particu-
lar unit of administration. We use the term ‘central government’ to
describe national government or what in Norway and Denmark is
termed ‘the State’, and ‘regional government’ to describe provinces.
Other sub-national units of administration are described as they would
be in the appropriate country, although translated into English. 

In Norway, Denmark and Italy ‘home care services’ include both
home helps and home nursing. Home helps assist with practical
domestic tasks such as cleaning and shopping. In the UK, ‘home care’
(or domiciliary services) refers to personal care such as washing, dress-
ing, toileting and feeding and domestic help such as cleaning, shop-
ping and preparing meals, although cleaning is now often not
included, a trend also evident in Norway and Denmark. It does not
include nursing care. In Ireland, ‘care attendants’ provide personal
care. We use the term ‘home care’ in the UK sense to include both per-
sonal care and domestic care, although when necessary the more spe-
cific terms of ‘home help’, ‘personal care’ and ‘nursing care’ are used.

‘Institutional care’ is used in the book to describe care in residential
or nursing homes – that is, outside the hospital but not in ‘ordinary’ or
‘supported’ housing – although there are no residential homes in
Denmark and a declining number in Norway. In both these countries
the main distinction is between institutions (mainly nursing homes)
and supported housing (often converted residential homes). We use
the term ‘supported housing’ to include what in the UK is still more
commonly called ‘sheltered housing’.

Another source of confusion is residential care. In the UK there is a
clear distinction between residential homes and nursing homes,
although an increasing number are ‘dual registered’. In Ireland there is
no such distinction made and the predominant residential care model
is the nursing home model. In Norway, this distinction has been
blurred by the upgrading of residential homes to nursing homes, and
in Denmark there are no residential homes – in both countries the
distinction between ‘institutional care’ and ‘community care’ is also
breaking down to some extent. Short-term ‘institutional’ care is
accessed by community users, and care staff may be integrated in
teams that provide services to residents both in the community and in
institutions. The generic term ‘institutional care’ includes residential
and nursing homes, as well as the increasingly less common provision
of long-term care in hospitals. A similar generic term is ‘supported
housing’ which consists of grouped independent residential units, suit-
ably adapted and with facilities and a warden, commonly called
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‘sheltered housing’ in the UK and Ireland, and ‘service housing’ in
Norway. Denmark in particular has reduced its number of nursing
home beds in favour of expanding independent adapted dwellings,
although they are not all staffed at the level of nursing homes. 

‘Informal care’ and ‘family care’ are used interchangeably to describe
support with personal care and help with domestic tasks received from
family members or, much more rarely, neighbours and friends. As dis-
cussed in Chapter 1, however, the meaning of ‘care’ in this context
varies greatly across the six countries. ‘Formal care’ is used to describe
any organized care provided by the public sector, voluntary organiza-
tions or private-sector providers. In the UK it is very common for local
authorities to pay in full or part for services provided by the private
sector to people who are assessed as needing services and unable to pay
in full themselves.

‘GPs’ (general practitioners) and ‘family doctors’ are also used inter-
changeably in the book to describe medical doctors providing primary
care.

Another term which is ambiguous in the international context is
‘means testing’. In the UK this term is used to describe the financial
assessment of a person’s income, savings and assets, together with
those of anyone else living in their immediate household, to determine
what they should contribute to the cost of services. Many older people
experience this assessment as intrusive and humiliating. There is a
standard national means test for residential and nursing home charges,
but great variation between local authorities in charges for domiciliary
services. Liability can range from zero to the full cost of providing the
service. Unlike Italy, Ireland and Greece, where certain social care ser-
vices are exclusively for ‘deserving’ poor or low-income older people,
publicly funded social care services in the UK are in principle available
to all. However, in practice they are concentrated among those with
low incomes because others do not apply due to charges, either going
without or using (sometimes cheaper) private services. 

Means testing also exists in Ireland, Italy and Greece, but is more
informal than the UK’s formal assessment process, with the exception
of Ireland’s formal means test for a grant towards the cost of private
nursing home care. This is largely because so many voluntary organiza-
tions are involved in providing social care and determine eligibility
themselves (although guidelines are used by Italian local authorities).
Special mention should be made of Ireland’s medical card system,
whereby 75 per cent of older people are eligible on financial grounds
for the card, which gives them access to free health care and, where
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they exist, free or very low-cost domiciliary social care services. This
entitlement extends to long-stay beds in health board hospitals,
although patients must relinquish most of their pensions to the hospi-
tal while resident. 

In Norway and Denmark means testing could also be said to exist
but is termed ‘co-payment’ for those services that are not free and
involve income-graded payments. Co-payment can be distinguished
from means testing by the relatively small charge that is levied, its
minor role compared with means testing in generating income for the
local authority, and its main purpose of discouraging unnecessary use
of services. It should also be viewed in the context of Norway and
Denmark’s good pension provision, and the public availability of tax
records which obviates the need to ask older people themselves poten-
tially stigmatizing questions about their income and savings. Charges
are much higher for institutional care, but are a fixed percentage of the
user’s basic pension and any supplementary income, and exclude sav-
ings or property. ‘Normal’ provision such as meals requires payment. 

Means testing for social care and disability benefits is absent in
Greece. Disability benefits are provided by social insurance organiza-
tions and depend on the level of disability rather than income, and ser-
vices such as those provided by community day centres (KAPIs) are
made available on the basis of a very small annual fee and small
charges equivalent to a bus fare. It is also of note that these centres,
which provide an increasingly important part of Greece’s services for
older people, are open access and avoid the stigma of either means test-
ing or charity. For example, only ‘normal’ light meals are provided;
more substantial provision is considered to be a duty of the Church
and only given to elderly people who are struggling to meet subsis-
tence needs.

While in general we discuss England, Wales, Scotland and Northern
Ireland as the ‘United Kingdom’ or UK, it is important to note that
Scotland and Northern Ireland have separate legal systems and that
Scotland, Wales and Northern Ireland have their own regional parlia-
ments. This means that important differences in the structure, funding
and delivery of services can exist and are likely to become more promi-
nent in future. While it is possible to generalize in many respects,
when we discuss detail this is in relation to the situation in England.
A similar issue arises with the Italian regional system. Thus, while in
general we seek to recognize regional differences, especially between
the less developed south and the northern and central regions of Italy,
more specific examples, such as the case studies in Chapter 9, are more
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typical of the northern and central regions where services are more
developed. Local variations in services exist in all countries and are dis-
cussed in the relevant chapters.

Throughout the text amounts of money are given in euro to facili-
tate comparison of expenditure between countries. At the time of writ-
ing e1 was equivalent to £0.62 and $0.90.

Introduction 9



1
Social Care in Europe
Tim Blackman

10

This chapter considers the range of responses to needs for ‘social care’
in Europe’s ageing societies, including the responsibilities of family
members and the coverage and intensity of formal, organized social
care services. Social care encompasses personal care such as washing
and dressing, practical assistance with the preparation of meals and
house cleaning, and opportunities for socializing and leisure activity.
The extent to which any person needs help with these activities of
daily living depends on their level of disability or mental health prob-
lems, and the environment in which they live. The term ‘social care’ is
used to distinguish this type of assistance from medical or nursing care,
although the distinction is not always helpful when considering the
total care needs of an older person, nor necessarily evident in the care
systems of some countries. It has also shifted over time: in the UK,
for example, the growing extent of charges for social care since the
early 1980s has been used to reduce pressure on free health services
by redefining tasks such as bathing and even ‘general nursing’ as social
care (Twigg, 1997; Loux, Kerrison and Pollock, 2000; see also Chapter 5).

The importance of distinguishing social aspects of care lies in their rel-
evance to the quality of life of older people, beyond the narrower treat-
ment and rehabilitation aims of medical services. These social aspects can
either be reflected in the separate provision of ‘social’ services or in the
integrated provision of medical, nursing and social care which, ideally,
work together to maximize the health and well-being of older people. As
is discussed in Chapter 10, meeting needs for social care is essential if
older people are to avoid being excluded from the individual autonomy
and social participation enjoyed by people without these needs.

Helping with an older person’s personal care or with domestic tasks
can be demanding work. Throughout Europe, within the family this
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work is undertaken predominantly by female spouses and daughters
(Walker and Maltby, 1997). Care work normally has substantial emo-
tional and social significance for both care giver and care receiver. In
some European countries this significance means that care work com-
prises part of the values and practices that construct the private sphere
of ‘the family’. In other countries paid care  – also almost entirely pro-
vided by women – has replaced much of the unpaid care work of fam-
ily members. With the care work done by someone outside the family,
there are greater opportunities within the family for more independent
and personal relationships, and these different scenarios create quite
different meanings of the term ‘social care’. For a Greek daughter,
social care can mean being the sole provider of substantial personal
and domestic help for a very dependent parent towards whom she feels
a duty to care, reinforced by social norms and an absence of alterna-
tives. In Denmark, by comparison, the daughter of a frail parent is
likely to be caring in a quite different way: visiting, chatting and occa-
sionally shopping. Her parent’s needs for personal and domestic help
are expected to be met by the State. 

This book focuses on six countries: Denmark, Norway, the UK,
Ireland, Italy and Greece. These countries have been selected because
they span the range of social care provision in Europe: from low to high
levels of informal family care work, from high to low levels of orga-
nized care provided by publicly funded care workers, and from low to
high levels of private expenditure on care services. These differences are
discussed in detail in this and subsequent chapters. This chapter consid-
ers the wide variation in expectations of family care across the six coun-
tries and the contrasting types of formal care provided. The concept of
dependency is also explored in relation to differences in the type of care
received by older people. The chapter concludes by introducing the
concept of social exclusion, to which we return in Chapter 10.

Ageing and social care

Ageing is a well-established demographic feature of all European coun-
tries as fertility has declined and life expectancy improved. Most coun-
tries have seen the proportion of their population aged 65 and over
increase from around 10 per cent in 1960 to around 15 per cent in the
late 1990s (OECD, 1999). Ireland and Greece are the main exceptions,
for different reasons. Between 1960 and 1997 the size of Ireland’s 
65-plus age group increased only slightly as a proportion of the total
population from 10.9 to 11.4 per cent. While Ireland’s population
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ageing is set to continue, it will do so slowly and alongside growth in
the number of adults in economically active age groups. In contrast,
Greece is experiencing comparatively rapid ageing and saw a doubling
in its 65-plus age group’s share of the total population, from 8.1 per
cent in 1960 to 15.8 per cent in 1997. 

In northern Europe, the main issue for welfare systems which already
depend on comparatively high amounts of tax revenue is the projected
sharp growth in people aged 80 and over, who are particularly high
consumers of health and social care services (Royal Commission on
Long Term Care, 1999a). By the mid 1990s, people aged 80 years or
older accounted for approximately one-quarter of the total population
aged 65 years or older in Denmark, Norway and the UK, compared
with just over one-fifth in Italy, Ireland and Greece (OECD, 1999).
Southern European countries have younger age structures and are
experiencing significant growth in their populations aged over 60, with
a more delayed growth in their ‘old old’. 

Northern European countries depend on large numbers of female
employees to undertake care work, and employers are under increasing
pressure to offer higher pay and professional status to attract sufficient
recruits to the care workforce. There is also concern about the future
availability of care within the family, especially in the UK, although
the likely future extent of this problem is unclear (Royal Commission
on Long Term Care, 1999a). This problem is much more acute in
southern Europe, however, where a key issue is whether the current
dependence on the informal care of older people within the family,
predominantly by female kin, will be sustainable in the absence of any
significant paid workforce of carers. There are growing numbers of
older people and lower numbers of family carers due to women’s rising
labour force participation and, in the longer term, declining fertility
(Drew, 1998). New education and employment opportunities have
opened up for women, who have traditionally undertaken the care of
older people, and younger women are increasingly less willing to
undertake unpaid care work. 

Ageing has brought with it an increasing prevalence of age-related
morbidity and disability, and much of the post-war expansion of
Europe’s health care systems has been in response to these trends.
Today, all countries in Europe face economic and political obstacles to
finding the tax revenues necessary to support significant growth in
publicly funded services and benefits for older people. The impact of
ageing on health and social care expenditure arises because older
people tend to need care more frequently as they develop chronic,



Social Care in Europe 13

principally cardiovascular and respiratory, diseases. A number of
European countries, including Belgium, France, The Netherlands and
the United Kingdom, have found that spending on health care multi-
plies between 65 and 75 years compared with the younger and middle-
age groups, but that among the 80-plus age group increased demand
and costs fall more on social care services (Jakubowski and Busse,
1998).

All European countries have established universal or nearly universal
coverage of their populations by organized medical services which are
provided free or at subsidized cost through health insurance or cover-
age by public services, although in Ireland free primary health care is
confined to people on low incomes, including three-quarters of people
aged 65 years or older. This degree of state regulation of health care
reflects a dependency on professional expertize that has seen medicine
encroach extensively on the private sphere of individual and family
life. The situation is very different with regard to social care. At its
most comprehensive in countries such as Norway and Denmark, social
care includes help with ability to move about indoors and outdoors,
shopping, cleaning, cooking, eating, dressing and undressing, going to
the toilet, washing and general hygiene, and self-medication, as well as
psychological and social factors such as sense of locality, sense of sight
and hearing, vivacity, self-awareness, emotional security, and ability to
make contact with and communicate with other people. The coverage
of this type of care varies greatly from country to country, and also
varies significantly within countries because of discretion at local level
about what is provided. In almost all European countries social care is a
family responsibility shouldered predominantly by female kin, comple-
mented to different degrees by public, voluntary and private services.  

Ageing brings an increasing risk of enduring difficulties such as phys-
ical disability, depression or dementia, and of stressful life events such
as loss of affective relationships. These changes affect individuals at dif-
ferent rates and with different patterns, and individual older people
respond to them in different ways: they have different degrees of vul-
nerability and different coping styles (Titterton, 1992). There are also
great differences in the coping resources available to older people, such
as their family, income and wealth, and the public services available
where they live. These differences determine whether the loss of adapt-
ability that can occur with ageing also means for the older person a
loss of autonomy, independence and quality of life.

Ageing is a public policy issue in all European countries but there are
different perspectives on what the role of the state should be in
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responding to this challenge. Some European countries have highly
developed welfare systems, exemplified by the Scandinavian welfare
states. These provide a high level of benefits and services for older
people and have generally reduced levels of social polarization, exclu-
sion and segregation in these societies (Musterd and Ostendorf, 1998).
Other welfare states are less developed, notably in southern Europe
where there is a polarization between relatively well protected core sec-
tors of the labour force and the weaker social protection experienced
by peripheral groups (Ferrera, 1996). As discussed in Chapter 2, general
models of welfare states are useful as descriptive and theoretical tools,
but are limited in helping to understand the particular situation of
older people within these different welfare regimes. In particular, by
emphasizing particular concepts – such as Esping-Andersen’s (1990)
early concern with the extent to which welfare provision displaces
market forces with different, needs-based, allocative principles – other
factors are neglected. Such factors can be the key to understanding
why particular types of provision vary so greatly across Europe, and
social care is a prime example.  

This difference in the meaning of social care is also reflected in
arrangements for paying family carers from public funds. These
arrangements differ between the six countries, largely because there are
quite different attitudes about whether family care is equivalent to
waged work. In Italy small and essentially tokenistic payments are
sometimes made by the local authority, and in Greece modest pay-
ments to a family carer may be available through a contributory social
insurance scheme. The United Kingdom and Ireland have national
systems to provide financial support to family carers, but payments
are strictly rationed, conditional and modest in amount. However, in
Denmark and Norway a family carer can opt to be employed by the
local authority as a waged home carer for a close relative, although in
Denmark this arrangement is limited to practical help. It excludes
personal care, a policy which reflects Denmark’s clear policy of profes-
sionalizing this type of assistance.

Coverage of social care services

The six countries discussed in this book span the range of social care
provision in Europe. Using the main components of formal social care
provision – long-term care in nursing and residential homes and home
care – Table 1.1 shows the position of each country in terms of the esti-
mated coverage of these services by publicly funded provision. 
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In the two Scandinavian countries, between one-fifth and one-quarter
of older people are receiving formally organized social care services
funded almost wholly by taxation and allocated according to need. There
is a somewhat greater bias towards care in nursing and residential homes
in Norway compared with Denmark’s more deinstitutionalized system,
although Norway is moving further towards the Danish model. At the
other end of the range, Greece and the south of Italy have extremely low
levels of publicly funded institutional and domiciliary care. Family mem-
bers are normally expected to meet the personal care and domestic needs
of older relatives. If this is not possible, the lack of publicly funded ser-
vices means that private services must be purchased out of disability pen-
sions or insurance benefits – an expensive and often unaffordable option.
Local authority and, in particular, church and voluntary organizations
exist as sources of help for older people who are poor and without family
support, but provision varies greatly from area to area. 

Coverage is a little higher in Ireland but long-term care in institu-
tions includes long-stay hospitals as well as nursing homes and resi-
dential units. The UK occupies a middle-ranking position, although the
extent to which care provision is deinstitutionalized is comparable to
Denmark.

As discussed in Chapter 2, cross-national statistical comparisons are
fraught with difficulty because of lack of data and different definitions.

Table 1.1 Receipt of publicly funded long-term care, female employment and
GDP

Country Older people Older Female Gross domestic
resident in people participation product per capita
long-term care receiving rateb 1997 $US 1998 ($USc

institutionsa home care (1987) using purchasing
(%) (%) power parities)

Norway 7 15 75.8 (72.3) 32 853 (27 497)
Denmark 4 20 75.1 (76.8) 32 934 (26 280)
UK 4 8 66.8 (62.4) 23 006 (21 170)
Ireland 5 3 50.4 (38.5) 22 287 (22 509)
Italy 2 1 44.1 (43.4) 20 323 (21 739)
Greece 1 �1 47.5 (41.7) 11 366 (14 463)

a Older people are defined as aged 65 or older in the UK, Ireland, Italy and Greece, and 67 or
older in Norway and Denmark
b Female labour force of all ages as a proportion of female population aged 15–64
c Purchasing power parities eliminate differences in price levels between countries

Sources: OECD (1996), (1999); Eurostat (1998); Nordic Council of Ministers/Nordic Statistical
Secretariat (1998).
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Table 1.1 gives an indication of where each of the six countries stands
in relation to the coverage of publicly-funded social care, but this
picture is to some extent misleading. While the local state is almost a
monopoly provider of formally organized social care in Denmark and
Norway, in the UK many older people pay privately for this type of
assistance. Compared with these Scandinavian countries, the UK is a
relatively low-tax country. Tax receipts represent 52 per cent of GDP
in Denmark and 41 per cent in Norway, but the equivalent figure is
36 per cent of a smaller GDP per head in the UK – less than Italy’s
43 per cent and Greece’s 41 per cent, and closer to Ireland’s 34 per cent
(OECD, 1998a). Both the UK’s and Ireland’s state-funded social care
provision is means tested and targeted on low-income older people;
including private home help raises coverage in both countries to about
12 per cent, and a high proportion of older people also pay privately
for nursing or residential home care (OECD, 1996). Similarly, although
the coverage of formally organized home help services in Greece is
extremely low, Stathopoulos and Amera (1992) estimate that social care
provision reaches some 10 per cent of older people, largely through the
voluntary activities of KAPI centres (see Chapter 8). By the end of the
year 2000, 30 to 40 per cent of Greek municipalities will have home
help and/or home nursing services connected with the KAPIs and local
health services. And while, overall, Italy broadly fits the general pattern
of southern European countries, with per capita welfare expenditure
about half of other EU states, Italy’s ‘core’ developed regions are more
similar to northern Europe than its relatively underdeveloped south,
which has strong similarities to Greece, Portugal and Spain (Pratschke,
1999). Nevertheless, Table 1.1 is a reasonable indication of the extent
to which formally organized social care services are available to older
people in the six countries, planned and funded by the State, although
not necessarily directly provided by the public sector. In countries with
lower coverage, more older people are dependent on either their fami-
lies or their ability to pay, or receive no help with their care needs.

Table 1.1 reveals a close association between the coverage of publicly
funded social care services and the level of women’s participation in
the labour market. The State’s responsibility for providing care services
for both older people and children is greatest in the Scandinavian
countries, where political action has established these services as part
of women’s right to paid work. Indeed, Anttonen and Sipilä (1996)
report a strong statistical relationship across 14 European countries
between the level of women’s employment and the provision of both
publicly funded children’s day care and home care for older people.



The relationship was stronger for older people’s services than for child
care, although the level of child care provision was strongly related to
the level of participation of mothers of small children in the labour
market. The explanation for this relationship lies both in the opportu-
nity to take up paid work which the existence of care services creates,
and in the employment opportunities for women which the care ser-
vices themselves generate. 

Given the wide scale of social care provision for older people in
Denmark and Norway, population ageing is creating major pressures on
public expenditure. But opposition to rationalizing provision is strong
because the services are universal and a wide range of older voters and
their families have a stake in them, and continue to press for improve-
ments. The fact that these services employ large numbers of women
and facilitate others in going out to work also generates political sup-
port for the high spending that sustains them. Although changes are
being made, with greater targeting of services and the development of
support for family carers, Norway and Denmark are essentially locked
into a model of high social spending in which care work is largely a
state responsibility (Kvist, 1999). Large majorities in these countries
consider that meeting the future growth in older people’s needs for care
should be a public responsibility (Bay, 1998).

The United Kingdom presents a more complex picture. As considered
in Chapter 5, its means tested system of social care for older people has
been reduced in coverage in recent years. But the comprehensive duty
placed upon local authorities to assess all people who appear to be in
need of social care services, regardless of income, makes the system
similar in many respects to those of Norway and Denmark. There is,
however, less funding for care services and means tested charging for
any social care services assessed as needed; research by Davis, Ellis and
Rummery (1997) suggests that budgetary pressures lead to many older
people being denied their right to a full assessment. Nevertheless, the
formality of referral and assessment processes in the UK, Norway and
Denmark creates a single access point where decisions are made about
an older person’s eligibility for publicly funded services. Care manage-
ment is also part of this process, with one professional taking responsi-
bility for organizing services for an individual older person. 

The picture is radically different in the southern European countries
and Ireland, where the role of the State is minimal and discretionary in
a much less regulated way than in the UK, Norway or Denmark. The
expectation has been that virtually all social care will be provided
within the family. This model is under pressure from women’s increasing
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educational achievement and rising economic activity rate, together
with legislation that has promoted gender equality. As noted earlier,
younger women, with higher levels of education, have become more
involved in paid work than in the past, with less time to care for
elderly relatives. This trend is also associated with the rapid decline in
the fertility rate of southern European countries, which is likely to cre-
ate a future shortage of family carers (Drew, 1998).  

Ageing and dependency

Gibson (1998) argues that while dependency is often an unavoidable
consequence of ageing, there are different types of dependency, with
positive dependency supporting the individual’s autonomy, or capacity
to make decisions, and negative dependency failing to do so. This is
sometimes seen as a feature of the care setting. In hospital, for exam-
ple, negative dependency is often unavoidable. Platz (1998) comments,
‘as a hospital patient, one is socially excluded and subject to others’
authority. Possibilities for self-determination and integration are much
better outside hospital, and can in themselves contribute to further
recovery’. Residential and nursing homes are sometimes criticized for
creating negative dependency in a similar way, but there is far less rea-
son for this than in hospital (Jack, 1998). Older people’s well-being is
dependent on good social interaction and ‘person-centred’ care, with
opportunities to make choices. In general, Hansen and Platz (1997)
found no difference between nursing homes and supported housing
for several measures of older people’s self-reported well-being after con-
trolling for their level of incapacity, and conclude that good care may
be present or absent in any care setting. However, they did find that
older people in both settings were less likely to report positive evalua-
tions of their well-being than older people living in ordinary housing.
These results are partly echoed in Slagsvold’s (1999) study in Norway
which compared the well-being of older people with a high level of
dependency living in different residential settings. There were few dif-
ferences between people living in nursing homes and in sheltered
housing, but people living in ordinary housing reported a lower level
of well-being. This suggests that in Norway there may be a shortfall in
domiciliary provision for some users who are left with unmet needs for
security, assistance and company. 

While in Denmark, Norway and, to a lesser extent, the UK, many
older people use publicly funded social care services, this is far less the
case in Ireland, Italy or Greece. Instead, older people are often dependent
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on their families, sometimes voluntary services and, for those able to
pay, hired private care. Family care is no guarantee against care being
provided in a way that creates a ‘dependent’ personality. It can in fact
be experienced as a type of closed institutional care and, as Giarchi
(1996, p. 372) found in the city of La Spezia, it can create a gendered
dependency for the cared-for person as well as the carer:

There were moments in the interviews which picked up the sense of
imprisonment of grandmothers peering through half-opened shut-
ters at the world outside, where their husbands, male relatives and
friends were enjoying the passegiata (promenade), or were drinking
and playing cards in the trattorie or enjoying a game of boccia (a
popular game of bowls). Women went out occasionally to the gar-
den of remembrance, to Sunday Mass (here the men stayed at
home), to do the shopping with their daughters, or take the grand-
children for early morning or evening walks.

Giarchi’s (1996, p. 374) work in Italy draws attention to the enclosed
nature of family life for some older Italians, whom he portrays as ‘cap-
tive within households’, with their disengagement from social life
actively fostered, especially in the south. In Italy, Greece and Ireland
the most vulnerable are those older people who have no family and
live alone or with a family member who is also old or mentally ill.
Ireland has a uniquely large group of people aged 75 or older who
never married and lack family support. Giarchi (1996), however, sug-
gests that contact with neighbours is a notable feature in Ireland where
this friendliness provides some security for older people, an assessment
echoed by O’Shea and Larragy (1995). Given that majorities of older
people in all six countries live separately from their children, the
extent of family care in Ireland, Italy and Greece relies on close residen-
tial proximity and on the willingness of one or more family member to
care. In Italy, a number of studies have noted the close proximity of
family members living in separate private apartments, and many older
people still live with their families (Giarchi, 1996). Even in Denmark
there is provision for older people to choose to move closer to a family
member, taking their services with them, despite the fact that there is
no expectation that families will themselves provide care. There
remains, however, a growing problem in Greece, Italy and Ireland with
how to care for older people with significant personal care needs that
cannot be adequately met within families. In Greece, the recent initia-
tive to expand home help services is a response to this issue. 
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Without state support, families have to find ways of coping. In Italy
one of the stimuli for early retirement has been children retiring early
to look after older parents, especially for more severe needs such as
dementia (Cioni, 1998). Berry-Lound and Marsh (1996) report that in
Italy an average of 10.7 working days were lost over a six-month period
for each employee combining paid work with caring for an older per-
son, compared with 3.8 days in the UK and 3.3 days in Denmark. In
Greece, the lack of nursing home provision and of community nurses
has led to families hiring foreign immigrants as live-in carers for frail
relatives whom they cannot look after themselves. This is quite a com-
mon solution to caring for many older people; if he or she is 67 per
cent or more disabled it has been possible for an illegal immigrant to
acquire a legal right to work in Greece through this route. For those
who do enter a nursing home the cost of nursing care means that fam-
ily members will often nurse their relatives themselves. Hiring a nurse
is very expensive, and private nurses are often foreign and untrained.

In Norway, where the family is under less pressure than in Italy or
Greece because of the extent of publicly funded care services, family
members can still feel that an older relative is dependent on them.
Home care services are relatively thinly spread because provision is
based on the principle of helping as many people as possible. Although,
as in the UK, provision has become more concentrated on older people
with a higher level of dependency, the spread of existing services
means that family care is not redundant because formal services can-
not entirely substitute for it. What is occurring, however, is a trend
towards more people providing smaller amounts of informal care as
the number of older people living alone continues to increase. But
growth in the number of informal carers, rather than in the amount of
help each carer provides, has meant that there is a relatively modest
impact on carers’ employment opportunities and incomes, and there is
not the marked relationship between informal care and physical and
emotional strain which has been found in the UK (Lingsom, 1997).
Indeed – and this is probably even more true of Denmark – the fact
that much of the care work is done by public services means that there
is more opportunity for family relationships to be based on forms of
positive dependency in which interactions are intimate and mutually
rewarding.

Although the primacy of the family has inhibited the development of
social care services organized by the state in Greece, Ireland and Italy,
this has not been the case with regard to Church and voluntary sector
services. In Greece, the Eastern Orthodox Church runs residential



homes and community services, and involves large numbers of volun-
teers in caring for older people. While an important part of welfare
provision in Greece, these services are variable in both coverage and
quality, and in rural areas are much less developed (Stathopoulos and
Amera, 1992). Other non-governmental organizations are also signifi-
cant, such as the Red Cross, which runs a large home help programme
in Athens.

Italy’s voluntary organizations run major programmes for older
people, focusing on generic rather than specialist care and usually
organized in partnership with the local authorities; the main organiza-
tions are social co-operatives, Caritas, the St Vincent de Paul Society,
parish groups and the Italian Red Cross. Similarly, Ireland has a large
number of local and national organizations based on volunteering and
running care services for older people, often organized through the
parish. One estimate is that one-quarter of older people in Ireland are
users of voluntary organization services, although the range and inten-
sity of these services varies greatly (Mulvihill, 1993).

While there may be issues about the quality of care in all care set-
tings, the association of any care setting with dependency is symbolic
as well as real. ‘Admission’ to care in many countries symbolizes that
the older person has lost their struggle to remain independent and is
now to be isolated from the mainstream of society. But residential care
can equally enable an older person to remain independent of a need to
‘burden’ their family. In Denmark, ‘normal’ independent living in
nursing homes has been promoted by measures such as residents not
paying for services in their nursing home as a total package deducted
from their pensions. Instead, they receive their pensions and ‘pay as
they go’ for services, in the same way as someone living independently
in the community would pay for what they need (other than the care
services themselves, which are free).

Choice depends on the availability of alternative sources of provi-
sion, and the reduction in nursing homes in Denmark has caused some
opposition for this reason (Leeson, 1997). There are concerns that very
dependent older people who now receive services in the community
are being denied the quality of care, security and opportunities for
social interaction that good nursing home care should be able to pro-
vide with its one-to-one resident–staff ratios. This ‘care gap’ in the
community has also caused some concern in Norway (where compared
with Denmark the level of provision in the community is lower
although increasing) because of the contrast with high-quality care in
institutions. The situation can be contrasted with the UK, where social
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care services are deinstitutionalized to the same degree as Denmark,
and where there continues to be a strong consensus that nursing or resi-
dential home care is a last resort. This type of care, however, is often
used because it is less expensive than intensive packages of care at
home. While this is also a factor in Denmark and Norway, it is not the
case to the same extent because the lower cost of institutional care in
the UK reflects lower-quality standards than in Scandinavia. Residential
and nursing home care is rarely a positive choice in the UK, partly for
symbolic reasons but also because of this quality issue – which is only
now starting to be addressed with national quality and training stan-
dards (Department of Health, 1998a). 

Although the apparently progressive philosophy of ageing at home,
with care staff working with an older person’s accustomed way of life
and encouraging them to do things for themselves, has come to be
widely accepted across Europe, it is not unchallenged. Home care ser-
vices in Norway, Denmark and the UK emphasize avoiding negative
dependency by supporting the abilities of older people to help and
decide themselves. Important principles are that assistance should not
be offered for tasks that an older person can manage on their own, and
that older people should have opportunities to participate in decisions
about their care. As an ideological principle applicable to all older peo-
ple this may have unintended consequences. Vabø (1998) found that
very frail older people can feel worried about taking decisions, con-
fused when faced with choices, and find too much self-help tiring and
stressful. Her examples include, ‘one woman who did not get help to
dress in the morning because she was supposed to keep on going. The
“dressing exercise” tired her so much she had to go to bed after break-
fast … Another woman felt that she had lost the ability to decide what
was best for herself and just wanted a home helper who could help
make the best choices’ (Vabø, 2000).

The idea that the State should provide comprehensive services would
be alien to most Greek citizens, where it is not the State but the family
which takes responsibility for older people. Thirty per cent of older
people live with their adult children. The family is the primary unit
which ‘a Greek trusts and respects, feels responsible for, and is depen-
dent upon’ (Stathopoulos and Amera, 1992, p. 180). The role of the
family is reproduced through strong bonds of reciprocal care and
responsibility. Grandparents are usually extensively involved in the
everyday care of grandchildren, participate in family socializing and
may help out their children financially. The increased participation of
women in the labour market has served to bolster grandparents’ role in
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child care, as well as strengthening family finances. Such practices are
born of necessity in a country with a relatively low level of economic
development, but they are also culturally reproduced. Attitudes to fam-
ily care and the role of the State in both Italy and Ireland are much
closer to Greece than to Denmark, despite considerably higher GDPs. 

Ferrera (1996) and Katrougalos (1996) trace the smaller role of the
State in Italy, Greece and other south European countries to their weak
or divided socialist movements and to the absence of a post-war class
compromise based on social democracy. The role of the Roman
Catholic Church in the histories and cultures of Italy and Ireland is
also significant. Although the extent of this influence on social policy
is disputed (see Katrougalos, 1996), it is nevertheless the case that
Roman Catholic teaching affirms the primacy of the family as a social
unit, equating responsibility for the care of older parents with that for
children. Catholic social teaching emphasizes subsidiarity in the sense
that

obligations should in the first place be exercised at the closest possi-
ble level to the person, with higher social bodies like the state inter-
vening only when more proximate social networks at lower
levels are unable to meet the requirements … Ordinarily, people who
are within these networks will be able to support and to be sup-
ported by the others around them – in most cases the family, the
workplace, and sometimes the community. (Spicker, 1997, p. 135)

Dependency for older people who need help with personal care and
domestic tasks is inescapable. What is at issue is whether the depen-
dency is negatively reinforced or whether the help provided promotes
remaining areas of independence, especially the care recipient having
reasonable control over what is provided and by whom, and being
informed of the options available to them. Given the powerful voice of
many older people within their families in Greece, Italy and Ireland,
this control may exist there to a greater extent than for older people in
Denmark or Norway, who are more dependent upon what the State
provides. But by creating universal access to social care services,
Denmark and Norway have established extensive stakeholding in these
services which creates a powerful force for their continuing improve-
ment. In other words, the quality of care is not a private issue but a
public concern. An important feature of Norway and Denmark’s social
care services is that they are used across the social class spectrum and
redistribute across the life cycle rather than from rich to poor. High
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taxation thus benefits a wide section of the older population. This not
only generates quantitative pressure on services but also qualitative
pressure. Many users are middle income and are more likely to com-
plain about poor services than low income users, and this is reflected
in survey data about complaints. Leeson (1997) reports that up to
57 per cent of Danish home care users expressed dissatisfaction with
either the quantity or quality of care, a much higher proportion than
has been reported in UK surveys (ECCEP team, 1998). In countries
where publicly funded services are less adequate, such as Greece, there
is less stakeholding in public services, especially among the middle
classes, because more people look to private services for better quality
and coverage if they can afford to do so, while a ‘poverty of expecta-
tion’ may depress demands from low-income users of public services
for a better quality of service. 

Bartlett and Blackman make a distinction in Chapter 2 between the
more family-oriented systems of care in Ireland, Italy and Greece, and
the more individual-oriented systems of Denmark, Norway and – in
less universalist form – the UK. Their discussion of care systems enables
some important generalizations to be made, most significantly the
extent to which these systems are defined both by different levels of
economic development and, on a separate dimension, distinctive wel-
fare cultures. Despite various tensions, the systems prevalent in each
country are unlikely to change significantly in the foreseeable future
because of the extent to which they are determined by these deep-
seated economic and cultural factors. Chapters 3 to 8 describe the sys-
tems in much more detail, illustrating how general models do not
capture the complexity of each country’s arrangements. However, an
important overall theme that emerges from these descriptions is the
different extents to which the civil societies of the six countries are
penetrated by a welfare state.

A high degree of penetration by the welfare state is often regarded in
the social policy literature as a precondition for social inclusion, based
on common citizenship underpinned by access to employment, income
redistribution and universal welfare services (Oppenheim, 1998). Some
countries, notably the UK, have retreated from this position towards a
more selective approach, justified by an argument that the old welfare
policies created too much dependency on the welfare state, creating
work disincentives and stifling entrepreneurialism (Blackman and
Palmer, 1999). This argument has appeared in the developed care sys-
tems of northern Europe as the issue of ‘overcare’ (Gibson, 1998). This
term has been used to describe the ‘learned helplessness’ acquired,
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in particular, in institutional care where the medical model casts resi-
dents in a disempowered and passive sick role (Seligman, 1975). In
those countries with relatively well-funded social care systems these
criticisms had a major influence during the 1980s, especially in
Denmark where since 1988 no new nursing homes for older people
have been built, and many nursing homes have been closed. New build-
ing has consisted of independent living accommodation, often with
the same level of care services as the nursing homes they replaced.
Community services have received substantial investment with the
aim of enabling older people to choose to remain living in their exist-
ing home. 

Conclusion

There is a growing emphasis in aged care policy across Europe on
maintaining ‘normal’ lifestyles, not just in the person’s own home but
also in residential and nursing homes. This includes attention to main-
taining independence for as long as possible – the ability of an individ-
ual to cope without the help of others – and maintaining the person’s
autonomy whatever the care setting – the ability of an individual to do
what he or she desires. Active social involvement is also an important
aim. None of these aims requires a particular care setting to be achiev-
able. Domiciliary care may not achieve the high standards that are
available in residential homes, and may make older people dependent
on family care against their wishes. Residential and nursing homes
may be used not as a positive choice but because supporting a very
dependent older person in their own home is too expensive. Extensive
family care does not necessarily equate with good outcomes. 

Hansen and Platz (1997) identify several factors that are important to
the well-being of older people independent of the particular type of
care setting: mainly the physical suitability of the living environment
and good opportunities for mixing with other older people. They also
point out the importance of carers having a positive attitude. ‘The elderly
person must feel in the centre as a person and not as a case to get over
with. Perhaps this demands more time for staff, but first of all it is a
question of attitudes’ (Hansen and Platz, 1997, p. 16).

Social exclusion is an issue of societal attitudes and practices.
Exclusion is actively produced through the norms and values that gov-
ern both civil society and public services – by denying rights to certain
groups, by making unfair or inconsistent judgements, by allocating
resources indiscriminately or on the basis of patronage or corruption,
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and by stigmatizing sections of society perceived to be less productive
or deviant in their behaviour and beliefs. We return in Chapter 10 to
the concept of social exclusion, its relevance to the social care of older
people, and how the concept might be applied to a cross-national
analysis of access, entitlement and quality of care. First, however, we
consider the models of care discernible in our six countries, and then
describe in more detail older people’s care in each country individually.
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Introduction

The purpose of this chapter is to provide contextual information about
the six countries and their models of care for older people. The six
countries comprise two examples of the Scandinavian welfare model
with high state spending on care services, Denmark and Norway; two
representatives of a liberal welfare model with medium provision and
extensive means testing, the UK and Ireland; and two representatives
of the south European model with very limited state-funded social care
services (Castles, 1995; Daly, 1996; Ferarra, 1996; Katrougalos, 1996;
Leibfried, 1993; Rhodes, 1997).

These general models, however, do not capture important features of
each country’s system of social care for older people. For example, the
family has a central role in the social care systems of Italy, Ireland,
Greece and, to a lesser extent, the UK, compared to Norway and espe-
cially Denmark. The UK has a developed system of publicly funded
social care services compared to Ireland, Italy and Greece, but charges
can be high as a result of means testing, in contrast to Norway and
Denmark’s free or low-cost services. Pension provision for many older
people in Italy is good compared with the UK, enabling older people to
hire care services until these become prohibitively expensive due to
higher levels of need. All countries have a strong policy emphasis on
care in the community and avoiding institutionalization, but Italy,
Greece and Ireland continue to have an underprovision of publicly
funded places compared with the level of need, and nursing home care
is a luxury often only available to affluent older people. Some types of
provision also show patterns that do not fit general models: community-
based day centres with open access and voluntary help, for example, are
an important feature of the care systems of Greece, Norway, Denmark



and, to a lesser extent, Ireland. They are less common in Italy and rare
in the UK. Community nursing services are universal and free in
Norway, Denmark, the UK and Ireland, but there is a great shortage of
these services in Italy and, especially, Greece: in these two countries,
people often have to hire private nurses, who may be unqualified.

In common with many previous comparative studies, the difficulties
of cross-national comparisons have to be acknowledged. The countries
included in this analysis have very divergent systems with different
political and social structures, a complexity of provision and multiplic-
ity of providers. The task of comparative analysis is particularly diffi-
cult because of the lack of nationally comparable data. Some of these
challenges are highlighted by Walker and Maltby (1997) in relation to
the work of the European Observatory on Ageing and Older People.
The Observatory was created in 1991 as part of a wider programme of
actions on older people and was designed to monitor the impact of
social and economic policies on older people across the member states.
Key methodological problems encountered were the incomparability of
national datasets, absence of up-to-date figures, lack of independent
evidence, and lack of differentiation in the reporting of age ranges.
While the Observatory has produced considerable national and com-
parative analysis on the care of older people, more remains to be done
if the situations of all countries are to be reflected accurately in any
comparative analysis.

Overview of welfare models in Europe

In the absence of reliable data about health and social services gener-
ally, and care of older people specifically, a comparison of the six coun-
tries can be assisted by reference to existing models and conceptual
frameworks that place countries within a social, political and economic
context. Various categorizations and typologies of welfare models and
welfare delivery have been developed over the years. Titmuss’s (1963)
work is an early example. He identified three models of welfare: ‘resid-
ual’, with welfare needs met primarily through the family or the mar-
ket and with means testing for public services which are used as a last
resort; ‘achievement-reward’, based on earnings-related contributory
principles; and ‘institutional-redistributive’, based on universalism and
rights to state-funded services. However, Titmuss saw these models as
ways of describing where the emphasis lies in any given policy area
rather than as types of welfare state.
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Most widely used to describe and compare European welfare states or
regimes has been Esping-Anderson’s (1990) classification of social demo-
cratic, conservative/corporatist and liberal welfare regimes. The social
democratic welfare model, associated with the Scandinavian countries,
emphasizes universal services with the statutory sector as the primary,
and often monopoly, provider. Indeed, a separate Scandinavian model
later emerged to reflect the similarities within the Scandinavian coun-
tries (Daatland, 1992). The provision of care by a large workforce of paid
carers is financed mainly by general taxation. Neither the family nor the
independent (voluntary and private) sector plays a significant role and
commercial care has been virtually non-existent, the main exception
being the recent spread of a purchaser–provider split in recent years and
some limited growth in both non-profit and for-profit providers – mainly
in Sweden. Indeed, there are differences between the Scandinavian
countries, as illustrated by Sweden’s greater embrace of commercializa-
tion which still tends to be opposed on ideological grounds elsewhere in
Scandinavia. Other differences include Denmark’s relatively greater
emphasis on services compared with cash benefits for the care of chil-
dren and older people (Rostgaard and Fridberg, 1998). A consequence of
this is that family care plays a more minor role as a source of help in its
care system compared with Norway and Sweden.

The conservative or corporatist model is associated with central
European countries, none of which were examined in this analysis,
although it has been argued that Greece is a less developed version of
this model (Katrougalos, 1996). Labour market solutions are central,
with negotiated agreements between employers and employees cover-
ing social protection measures. Those outside the labour market have
to rely on charitable provision. Katrougalos (1996) argues that Greece
is close to this model but is less developed because of financial con-
straints. Although family care is extensive in Greece, there is no delib-
erate policy stance to avoid interfering in private family lives, which
tends to be the case in Ireland and, to a lesser degree, the UK (Hantrais,
1999). Indeed, Greece is making a significant effort to improve the cov-
erage of home help and home nursing services (see Chapter 8).

The residual or liberal welfare state is associated with the UK, espe-
cially under the period of Conservative government from 1979 to
1997. This is based on the role of the State as a primary provider that
engages directly in health and welfare activity through agencies such
as the National Health Service (NHS) and local government. The State
provides a basic level of welfare, from a combination of general taxation
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and contributory payments from those in employment, with addi-
tional services bought from the private sector by those able to afford to
do so. There has been a trend for the State to withdraw from some
areas, leaving the commercial, charitable and family sectors to provide.
In the case of health care, there has been a substitution of means tested
social care services for some provision that was previously free under
the NHS (notably, long-term institutional care, although free nursing
care in nursing homes is to be introduced from October 2001, with
social care elements remaining means-tested). Ireland shares some of
the characteristics of this model with the UK, but a tradition of sub-
sidiarity means that the State has never developed a major role as a
provider of social care, and religious and voluntary organizations figure
prominently alongside family care (Munday and Ely, 1996).

More recently, evidence for a ‘southern model’ of welfare has been pro-
vided by Ferrera (1996), characterized by a combination of occupational-
ism in income maintenance and universalism as related to health care.
Italy and Greece, along with Spain and Portugal, are represented here.
Their modes of care for older people are difficult to classify and to fit into
the categories derived for the more northern European States (Giarchi,
1996). With the introduction of the Italian National Health Service in
1978, Italy conformed to a universalist health care model which in recent
years has included improved access to social care services. The family,
however, still provides the focus of a collective responsibility for social
care, either provided directly or hired. In the care of older people, Greece
also fits the southern model but, as noted above, this may be a feature of
economic underdevelopment rather than policy. Public services are cur-
rently very limited and secondary to non-statutory informal care pro-
vided by the Church, family and established charities. The main
exceptions are perhaps the Greek day centres (KAPIs) and associated
home help services, although these still make extensive use of volunteers.

Esping-Anderson’s early classification was subsequently strongly criti-
cized for concentrating on the income security of regular wage earners
and failing to address social policy benefits and services that are impor-
tant to women (Lewis, 1992). It has been argued that too much atten-
tion is given in his classification to the relationship between the State
and the labour market, ignoring the relationship between the State and
the family (O’Connor, 1993). A broader perspective is advocated by
O’Connor and used with interesting results by Anttonen and Sipilä
(1996) in their analysis of the application of welfare models to social ser-
vices (specifically services for older people and children). They conclude
that certain patterns exist across Europe, justifying reference to a number
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of models. First, they too distinguish the operation of a Scandinavian
model. The model is characterized by the high labour force participation
of women outside the home, universal services, citizens’ rights to certain
municipal services, the involvement of local government in funding and
planning social services, and the limited presence of commercial ser-
vices. Second, they refer to a family care model, distinctive of Italy and
Greece. Here, the labour force participation of women is low, public
social services are few and most services are informal. A third model pro-
posed is a British means tested model in which the provision of social
care services is the responsibility of the State, but where access is con-
trolled and services are tightly rationed. It is noted that Ireland has
many similar features to the British model, but can also be likened to the
southern European family care model. Finally, in the case of the welfare
of older people, a central European subsidiarity model is distinguished,
applying largely to The Netherlands and Germany. In this model it is
principally the family that takes primary responsibility for the social care
of older people, and public services are provided mainly through reli-
gious and political organizations with public funding.

It is clear from this discussion that general models of welfare have
their limitations in helping us to understand the situation of particular
population groups and the characteristics of particular services. Models
have tended to be based on comparing aggregate social spending
between countries (Alber, 1995). This has led to a neglect of important
differences, such as the coverage and level of provision of particular
services; the extent to which services are organizationally and profes-
sionally integrated or fragmented; accessibility, choice and suitability
for individual older people; and the role of services in supporting inde-
pendence as opposed to creating dependency. The care of older people
is a complex policy area, making cross-national comparisons very diffi-
cult. Policy and practice have strong local dimensions with substantial
variability within countries; differing values and assumptions lie
behind the roles of the family, the State, the market and the voluntary
sector; and the meaning of ‘social care’ itself is far from unproblematic
(Tester, 1999). Nevertheless, it is possible to identify broad patterns and
trends, and to identify features of the wider context in which individ-
ual countries’ care systems are developing.

Factors influencing models of care

Many demographic, economic and ideological pressures are common
to all European nations and act to shape the way in which services
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develop. First, the formulation of care models is strongly determined
by population ageing. The changing demographic profile across Europe
is well documented (Walker and Maltby, 1997). In 1993, people aged
60 and over represented one-fifth of the total population, but this is set
to rise to more than one-quarter by the year 2020. The pace of ageing
varies significantly between member states as fertility and mortality
rates differ between countries. Of the six countries included in this
book, Ireland has the lowest proportion of people aged 60 and over
and Italy the highest: 15.5 per cent and 21.3 per cent respectively.
However, as noted in Chapter 1, it is the northern European countries
where there is particular pressure on public spending due to an increas-
ing number of older people aged 80 years and older. This has been a
fairly long-term trend: in Denmark, the proportion of the population
in this age group increased from 1.6 per cent in 1960 to 2.8 per cent in
1996, and is projected to increase to 3.5 per cent in 2020 (Rostgaard
and Fridberg, 1998). As yet, however, there is no retreat from the uni-
versal model despite growing costs, although Danish provision, as in
other counties with less extensive coverage, has focused more on per-
sonal care for very frail older people. Among the reasons why Denmark
has been able to sustain this level of provision is its avoidance of a uni-
versal earnings-related state pension scheme and cost containment in
health and especially acute care (OECD, 1996).

Second, policies for older people may result more from economic
influences than from health and welfare interests. It could be argued
that the different models and systems across the six countries reflect
their different stages of economic development. For example, the situa-
tion in Greece could reflect the fact that Greece is 40–50 years behind
other countries in its economic development. Munday and Ely’s (1996)
analysis supports the view that countries with higher gross domestic
product such as Denmark have more highly developed social care ser-
vices than poorer countries such as Greece. However, this does not
hold universally: the UK, Ireland and Italy all have a similar gross
domestic product but very different social care systems. In Ireland,
Italy and Greece the experience of older people needing help with their
care varies greatly depending on income and geographical location. For
instance, despite the adequacy of pensions for many older people with
good employment records, the poverty level of many other older peo-
ple is high. In addition, a large proportion of older people live in the
rural areas. In some cases, such as isolated areas of Greece, this can
mean very few services and possibly premature death, while in Ireland
older people may actually benefit positively from the community
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networks of rural areas which help to coordinate a variety of voluntary
services.

As economic difficulties confronted European countries in the 1980s,
many governments sought ways of providing care less expensively. In
Greece, the expansion of community day centres (KAPIs) which com-
bine a small group of professional staff with volunteers has been seen
as a way of providing cost-effective care for a growing older population
(see Chapter 8). In the more developed care systems of northern Europe,
there has been a shift – to different degrees – in the ‘welfare mix’ to
reduce costs and keep taxation at a politically acceptable level. Johnson
(1999) summarizes these changes as including reductions in services
and tightened eligibility criteria; increases in charges and co-payments;
and increased use of private-sector providers with competition through
‘contracting out’.

The UK led the way with these type of reforms in the 1980s and
1990s, especially with the 1993 reforms which introduced ‘cash lim-
ited’ budgets for social care and a requirement that a minimum propor-
tion of these budgets must be spent on services from the private or
voluntary sectors. Public funds are very important in the UK where a
sufficient pension and insurance base has not developed as an alterna-
tive for people who need care, and family care is less available than in,
for example, Ireland or Italy. However, the extent of means testing,
which leaves many older people with large bills to meet, has been
severely criticized, not least by the Royal Commssion on Long Term
Care (1999a). The Government has responded with a package of mea-
sures that include abolishing the means testing of nursing care in all
nursing homes from October 2001 (Secretary of State for Health, 2000).
Although all nursing care will be free, personal social care, accommo-
dation and meals will still involve an older person undergoing a means
test to determine what they should pay towards these services.

A third factor influencing models of care for older people is cultural:
ideology, social attitudes and expectations. A preference for ensuring
that older people can live in their own homes for as long as possible is
widespread in Europe. Walker and Maltby (1997) report Eurobarometer
data showing that 80 per cent of the general public in the 12 countries
surveyed expressed a preference for older people to remain at home
rather than be cared for in institutions. Nevertheless, it would be
wrong to assume that older Europeans are uniform in their aspirations
or life experiences. The Eurobarometer survey found considerable dis-
parity in life satisfaction: 68 per cent of older people in Denmark stated
that they were very satisfied with the lives they led, compared with just
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6 per cent in Greece. Only 3 per cent of older people in Denmark said
they were not satisfied with their lives, compared with 59 per cent in
Greece. Despite the family orientation of Greek society, in which older
people traditionally have a central position, the Eurobarometer survey
found that 36 per cent of older people in Greece often felt lonely, com-
pared with less than 5 per cent in Denmark, where the great majority
of older people live independently and have less contact with relatives.
Cultural expectations and attitudes may therefore exercise a powerful
influence on the quality of life of older people, rather than this simply
reflecting the level of either family or formal care. The social and cul-
tural values of Greek elders would be unlikely to chime well with the
way older people in Denmark live, just as there is no prospect of older
people’s children in Denmark being prepared to be as involved with
their older parents’ care as occurs in Greece. Generational changes are
also relevant to this discussion: despite the pressure on universal ser-
vices in Norway and Denmark, future generations brought up with this
level of provision are unlikely to be willing to devote more time to car-
ing for frail older relatives when they see this as a responsibility of the
State. In Ireland, Italy and Greece, attitudes among younger genera-
tions are changing as the education and employment aspirations of
women increase, and there is less willingness to devote large amounts
of time to unpaid social care, especially without support or opportuni-
ties for respite.

The trend towards welfare pluralism

The arguments around the development of more pluralist mixed
economies of welfare generally are well known and concern the more
explicit integration of state provision with private and informal sources
( Johnson, 1999). There has always been a mixed economy of care:
even in countries with well-developed care systems self-care and fam-
ily care are significant, and help is hired privately, especially for
domestic tasks such as cleaning. However, in some countries – notably
the UK – a mixed economy of formal care has been developed as an
explicit policy priority associated with creating ‘quasi-markets’ in
which competition keeps down costs and creates choice, with the State
in a regulatory role (May and Brunsdon, 1999). In Europe there has
been a general acceptance for some time of a trend towards a ‘welfare
mix’ of agencies providing care revolving around the State, market,
voluntary sector and informal care (Abrahamson, 1992; Anderson,
1993; Baldock and Evers, 1992; Hugman, 1994). While the role of
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central and local Government has not necessarily been reduced, there
is generally an increased emphasis on the contribution of families, vol-
unteers and independent organizations. In addition, the gradual emer-
gence of for-profit enterprises in social care is observed, along with the
introduction of charges to help address governments’ financial prob-
lems. The trend for local government to adopt a purchaser and contrac-
tor role seems likely to spread to most EU countries in the near future.
Baldock and Evers (1992, p. 291) claim that ‘there has been a fundamen-
tal and logically necessary re-negotiation and reorganization of the rela-
tionship between formal, public care services and the informal, mainly
family, sources of care for the dependent’. This, they argue, has come
about as a result of a more flexible use of resources and ideological pres-
sures that have facilitated individualized and home-based forms of care.

Cost considerations have dominated these developments, but they
also reflect a growing recognition of the ‘co-production’ of welfare in
which public services work in partnership with the abilities and capaci-
ties of older people, as well as the range of resources that may be avail-
able within their social network and from non-statutory providers. The
involvement of the non-statutory sector in social care is now extensive
in many European countries, which are seeking to institutionalize its
role along with family care through contracts, partnerships and pay-
ments for family carers. More covertly, however, there is a trend towards
formal care services being restricted to older people without a strong
family network, and for more older people to seek private services as
the costs, bureaucracy and possibly stigma of accessing rationed public
services increase.

A shift away from state-dominated welfare arrangements to a more
diffuse and pluralist form of social care can be observed to varying
degrees in our six countries. Economic criteria are key factors involved
in the shift, but there is also a quality agenda. There are arguments
that private providers can provide cheaper and equally good or even
better services, and in Sweden competition has been used to involve
local people in choosing their service provider (Rostgaard and Fridberg,
1998). In Denmark, the voluntary sector is expanding to fill gaps in
formal care provision, especially psychological and emotional care
(Leeson, 1997). In Greece, the expansion of care for older people
beyond medical care is utilizing volunteers.

Over the last two decades policies in the UK have pursued the pro-
motion of informal and voluntary alternatives to social care services
and market values have become increasingly evident. The NHS and
Community Care Act 1990 set out policies to shift the balance of care
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away from public provision towards private sector provision and infor-
mal care. A commitment to enabling older people to remain as long as
possible in their own homes was made, reinforcing the Government’s
support for community care. The 1993 community care reforms that
followed the 1990 Act strengthened this mixed economy model of
care, reversing the post-war development of comprehensive, state-
funded universal services. The largest provider of long-stay care in the
UK is now the independent (private and voluntary) nursing home and
residential care home sector. NHS long-stay beds have been reduced
significantly in number following changes in the organization and
delivery of health services and the introduction of an internal market
operated by independent hospital trusts. Whereas NHS care was uni-
versally available in the past, many older people are now referred to
nursing or residential homes where charges are made for social care
and, until their abolition in October 2001, for nursing care as well.
Only 5 per cent of the total public, private and voluntary long-stay
beds in the UK are now provided in the NHS (Laing and Buisson,
1997). In long-term care, the role of large for-profit providers is now
firmly established in much of Europe, although questions still remain
about their suitability to participate in the ‘welfare mix’ of countries
with large-scale direct provision by the State.

There is some diversity of opinion in the case of Denmark. Despite
debate about the advantages of a plural welfare system, there is still
strong political and public support for the welfare state model. However,
there is an increasing emphasis on user participation, experimental ser-
vice projects and cost-effectiveness (OECD, 1996). In Norway, recent pol-
icy rhetoric encourages family care, voluntarism and welfare pluralism.
Daatland (1992) comments that less State ambition is observed and that
these changes seem to indicate a move away from the traditional model,
but to date there is little sign of it being abandoned. Indeed, Norway
plans a major expansion of formal care services for older people, includ-
ing a commitment to improving standards and reducing variations in
provision across the country (Ministry of Health and Social Affairs, 1999).

Ireland has a policy commitment to pursuing the concept of com-
munity care, including maintaining older people in their own homes,
restoring older people to independence at home, and encouraging and
supporting informal care (Department of Health, 1988). However, as
described in Chapter 6, there is still very limited formal support in the
community, and residential and nursing homes are growing in the pri-
vate sector. In fact, Ireland suffers from an under-provision of both
community and institutional (non-hospital) provision (Giarchi, 1996).
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In Greece there has been a move towards developing a more formal-
ized set of services for older people. Legislation passed in 1992 under-
lined the Government’s commitment to building a system of
state-supported home care services. A National Organization for Social
Care, paralleling the National Health Service, was established in 1998
and home help services provided through local authorities are now
expanding rapidly. There is a policy to promote volunteering to sup-
port these initiatives. But residential care provision remains in very
short supply, and costly. In Italy the principles of welfare pluralism are
also evident: for-profit agencies are important in the residential home
sector, particularly in the affluent north, and places in these homes
may be purchased by public agencies when alternative provision does
not exist (Giarchi, 1996). As with Greece, the number of residential
places is very limited. Community services vary from locality to local-
ity, and the main issue is the need to expand formal services rather
than develop informal care beyond its current – and possibly unsus-
tainable – level.

Implications for delivery and quality of care

Whatever the ‘welfare mix’ in our six countries, the trend towards gov-
ernment withdrawal from provider roles raises questions about the
quality and quantity of health and social care services and concerns
about possible deterioration. While comparative studies of this nature
are few, some positive findings have been reported from a four-country
study of European models of long-term care (Coleman, 1995). The
trends in the countries studied (including the UK and Denmark) were
to emphasize informal care, decentralize finances and service delivery,
expand provider systems to include private and voluntary sectors, and
to introduce needs assessment. Despite concerns about rising costs, a
range of promising patterns were observed: the delivery of more appro-
priate services to each person; discouragement of institutionalization;
flexible programmes of assistance around the clock; tailor-made user
services; and improved communication and co-ordination among pro-
fessionals. The main issue is the withdrawal of some ‘low-level’ services
from many older people, and the possible loss of their preventative
value.

The development of a mixed economy in welfare services is also not
necessarily relieving the problem of fragmentation and lack of co-
ordination commonly reported between health and social care in
Europe. Indeed, it is the monopoly public services model of Denmark
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and Norway, with integration of health and social care, and increas-
ingly between community and nursing home care as well, that appears
to be most successful in achieving co-ordination. The philosophy of
care, however, is crucial and this is not just an organizational matter.
The social model of care is a strong influence in Scandinavia, but in
Ireland, where the influence of a medical model is much stronger,
there is fragmentation between services and a serious underprovision
of social care, despite personal social services, community work and
other welfare services being located together within a single health sys-
tem. A key factor believed to hinder the development of a co-ordinated
model of aged care in Ireland is the centralized administration, which
has only recently begun to be addressed with some decentralization to
area boards.

By contrast, in the UK public services for older people have been dis-
tributed among different authorities and subject to different rules of
allocation. For example, retirement pensions and long-stay NHS care
have been universally available, whereas supplementary benefit (later
income support) is subject to a means test, along with publicly fun-
ded social care in institutions or the community. Boundary problems
between health and social care services continued despite the division
of responsibilities which was institutionalized with the creation of new
social services departments under local government in the early 1970s.
Such complexity in aged care continued into the 1980s, hindering the
development of a co-ordinated policy. Service provision has become
diverse and fragmented, and the role of local authority social services
departments has shifted to that of funding and managing rather than
service provision. Fragmented structures have sometimes produced con-
tradictory practices. In the mid 1980s this divided funding responsibil-
ity for care led the Government to inadvertently fund a massive
increase in numbers of nursing homes, despite a policy of deinstitu-
tionalization and an ideological climate that favoured private enter-
prise (Bartlett, 1986). Lack of effective collaboration between state and
non-state provision has also contributed to the creation of inequity
and inefficiency. In recent years, case managers have been introduced
because of the increasing levels of co-ordination required (Challis and
Davies, 1986).

The implications of a ‘welfare mix’ in the care of older people is that
the State continues to be a major stakeholder in the work of health and
welfare professionals and quality standards have to be formulated and
implemented (Hugman, 1994). All six countries are tackling this ques-
tion to varying degrees in relation to the independent nursing and
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residential home sector. For residential and nursing homes, standards
are set at either a national or local level and may be mandatory or dis-
cretionary. This determines the consistency or otherwise of standards
across the country and the quality of care provided. The effective
enforcement of standards remains a problem in some countries like the
UK where qualified and unqualified staff are difficult to recruit and
retain, and where there are insufficient alternatives to residential care
should closure of a home be necessary (Bartlett and Burnip, 1998).
Difficulties of this nature raise questions about the appropriateness of
for-profit providers’ participation in the care of older people and
whether the ‘welfare mix’, supported by public funds, should only
extend to the not-for-profit sector.

The idea of partnership with older people and consumer participa-
tion is emphasised in recent UK policy, particularly in relation to
enhancing the quality of care for older people (Bennington et al.,
1998). In practice, however, much still remains to be achieved. Where
older people are highly dependent, mechanisms to involve them in
service planning and evaluation are rarely found. In countries like the
UK, Norway and Denmark, the reality is that residents of nursing
homes are now sicker, older and more dependent than they have been
in previous years. User participation is therefore a particular challenge
(Munday and Ely, 1996).

There is growing attention to the relationship between models of
care and the quality of life of older people. While the limitations of res-
idential options are increasingly recognized, it cannot be assumed that,
in countries where the family or informal support is the mainstay of
home care, the quality of care or life for the individual is higher.
Equally, it is not necessarily the case that the provision of formal social
care services is undertaken in ways that equate with quality of life cri-
teria older people themselves would use, especially if they have little
control over what is provided and by whom.

Conclusion

Despite the different ways in which welfare provision can be viewed
across the six countries, there appears to be a shift in ideology towards
an appreciation of the need for change and innovation in the way
existing care services operate. Earlier macro-level analysis of certain
social services dimensions concluded that there were more basic con-
vergences between countries than differences (Kahn and Kamerman,
1976). The notion of convergence has been supported subsequently by
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Abrahamson (1992), but as later chapters illustrate, the underlying sys-
tems of social protection, financing and organizing service provision
are too divergent for a common model of service provision to emerge.
Furthermore, ideological preferences are likely to act against conver-
gence. For example, one country’s ideological preference for market
solutions may be unattractive to countries with more corporatist or
consensual traditions of policy-making and long-term relationships of
commitments between partners. There is a trend, nevertheless, towards
‘ageing in place’, but even then shortages of institutional care are evi-
dent in Greece, Italy and Ireland. Achieving ‘ageing in place’ is, how-
ever, generally viewed as a societal responsibility and not solely the
domain of government. Families remain very involved either providing
care or mediating between older relatives and formal care services.

The chapter has highlighted the limitations of using models of wel-
fare when applied to the care of older people. The picture is complex,
and models often seem far removed from the experiences of older peo-
ple themselves. Indeed, relatively little is known about the preferences
of older people when it comes to health and community care, or the
potential of health promotion or social involvement to improve older
people’s health (Anderson, 1992). Despite many shared goals in the
care of older people, questions remain about how quality, choice,
co-ordination and the costs of care will be determined. A new system
of long-term care is urgently required in many countries, especially
those which have been dependent on families in the past. Variations
are evident in how countries are addressing these issues and this means
differing outcomes.

In order to explore this in detail, subsequent chapters will examine
the organization and delivery of services for older people, and Chapter
9 will compare the care of individual older people living in similar cir-
cumstances in each of the six countries. Chapters 3 to 5 describe the
social care systems of Denmark, Norway and the UK, countries which
have comprehensive assessment and care management systems for the
social care of older people. Norway and Denmark differ from the UK in
terms of their more highly funded and integrated health and social
care services. As already noted, means testing is extensive in the UK
and social care services are currently administered separately from
health services, although they are increasingly planned jointly, and
integration is likely in the future.

Chapters 6 to 8 describe the social care systems of the three countries
which rely extensively on family members to undertake care work:
Ireland, Italy and Greece. All these countries have formal social care
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services, but they are very limited in coverage and availability, with sig-
nificant provision by voluntary organizations.

In all six chapters, health care is considered alongside social care
given the extent of relationships between the two. Incomes are also
considered to give an overall picture of the resources that older people
have available to them.
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State, family and individual responsibilities

In Denmark, health and social care are available on a universal basis,
dependent on need and not age or ability to pay. If an older person is
in need of care, it is accepted and underwritten by legislation that the
State takes responsibility for his or her care. Families have no legal duty
to care and assistance given by family members or relatives is consid-
ered as an additional input to that provided by the State, not a substi-
tution. Although there continues to be a culture of additional support
provided by family members, especially children of older people, fam-
ily care seldom substitutes for state care, but it may do. There is a stable
pattern in Denmark of formal or state care and informal or family care
supplementing each other rather than one substituting for the other.
Despite changes in public policy, this principle has remained unchan-
ged. However, while care work is generally undertaken by formal care
services for older people who need assistance, especially personal care,
children’s support is likely to be confined to practical tasks such as
minor repair work or laundry. Spouses also often help with domestic
tasks but less often with personal care.

There is a cash allowance for caring in the home, available to family
members or close friends who take leave from work to care for a termi-
nally ill person, but this is rarely taken up. In 1997, it was paid for
1500 terminally ill people of whom only about 500 were aged 67 years
or over (67 was the official retirement age in Denmark for both sexes
until July 1999, when it changed to 65) (Danmarks Statistik, 1999). The
care allowance is only paid on loss of earnings, and therefore pension-
ers receive no financial remuneration for caring for an ill or disabled
partner. Since 1998, a family member can work officially as a home
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help employed by the local authority. Respite or short-break care and
temporary home help is available to provide relief for an informal carer
(often the partner). Respite for the carer may be provided through
arrangements for the older person to attend a day care facility, often
attached to a nursing home, or to spend one or two weeks at a nursing
home. Cash assistance is only given to cover extra costs for caring, for
example transport and nursing aids. Extra financial assistance can be
given to enable an older person to remain at home rather than move
into a nursing home or remain in a local hospital, and assistance is also
available to adapt the home and to provide intensive care around the
clock.

Denmark was one of the first countries to adopt a community care
policy. Widespread deinstitutionalization has taken place, with priority
given to the provision of domiciliary care. The policy of enabling older
people to remain in their own homes (with support to help their inde-
pendence) has been followed up by an extensive building programme
of sheltered housing and adapted housing for older people, while out-
dated nursing homes have been closed.

Although older people in Denmark enjoy a comparatively generous
provision of domiciliary care, it is increasingly being targeted at those
who have the highest social and health care needs. Between 1987 and
1996 the proportion of older people aged 67 years plus receiving home
help increased from 18 per cent to 24 per cent, but among the 80-plus
age group this increase was from 36 to 49 per cent (Rostgaard and
Fridberg, 1998). This is associated with a shift in the type of help pro-
vided: there is concern that, because the service is focusing more on
personal care, it is undervaluing the importance to older people’s sense
of well-being of practical help which enables them to keep a clean and
tidy house.

Structure, funding and organization of services

The funding for and provision of health and social care is based in
Denmark on a structure of counties and municipalities. There are 16
counties, over half of which have a population of between 200 000 and
300 000 people, while two have populations of less than 100 000 and
in two the population is over 600 000. There are 275 municipalities,
half of which have a population of under 10 000, while only four have
a population of over 100 000. There is a basic distinction between care
services (social, residential and health care) and treatment by a doctor
(surgery, medical care), both services being financed by income taxes.
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Treatment or medical care provided by GPs and care in hospitals are
funded through county taxes, and social and general health care, pre-
dominantly provided to people in their own community, are funded
through municipality taxes. Block grants from central government are
given to compensate (to a certain degree) for variations in demography
and income differences between the local authorities.

Central government (Folketinget) legislation provides the legal frame-
work for the services in the municipalities, which may develop local
policies to accommodate local conditions, within the terms of this
framework. The 1998 Social Services Act provides the basic guidance,
but it is left to each municipality to decide on the coverage and inten-
sity of home help, the range of home help services and entitlement cri-
teria. The municipality can also decide whether to have home helpers
or home nurses or both on duty during the night. One of these options
must be provided but, at the time of writing, one municipality has
decided to have neither available overnight – and is therefore techni-
cally breaking the law. Local discretion is allowed in the allocation of
funds to particular services but central government gives guidelines for
local budgets, including upper limits for local taxation.

County services

The counties are responsible for hospital care, including geriatric reha-
bilitation services; primary health care (except home nursing); and
health promotion initiatives. Long-term care is not in general a county
health authority responsibility, but older people with mental illnesses,
such as dementia, may be referred for care at specialized hospitals.
Counties therefore are responsible for the running of hospitals, and
also for the coverage of GP services. GPs are not employed directly by
the county, but obtain a licence to practise, of which there are a lim-
ited number for each county. GPs receive a set payment for each regis-
tered patient plus an agreed fee for each of the services delivered. The
set payment and the fees are negotiated between the GPs’ organization
and the Association of County Councils, and GPs receive their pay-
ment from the public health insurance system. GPs have a crucial role
in ‘gatekeeping’ access to specialist medical and hospital care.

Hospital and GP care are free to the recipient, while nursing home
rent is charged at different levels depending on the person’s income. As
a minimum, residents pay 10 per cent of the estimated running costs
and also 10 per cent of their personal income for their rent. Meals are
charged for at a standard, not income-graded, rate. The charges for
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medicines are subsidized to a high degree, and charges are waived for
people on low incomes.

Municipality services

Municipalities are responsible for community nursing, social care and
long-term care. All municipalities have a statutory duty to offer home
help for both domestic and personal care, home nursing and, since
1976, to provide housing for disabled people, which includes adapted
dwellings, nursing homes and attached day care facilities. Care is free
of charge to the recipient wherever it is delivered in the community.
Other social welfare services provided are transport for people requir-
ing treatment (free of charge); day centres, which may offer recre-
ational activities as well as rehabilitation (free of charge following an
assessment); loan of equipment and aids; and meals on wheels (for
which there is a charge).

Most of the welfare services are provided by the municipalities, but
some of the nursing homes and attached day care facilities are run by
voluntary or not-for-profit organizations. These organizations have
contractual agreements with the municipality, which remains responsi-
ble for standards in the home, admission criteria, setting rents and ser-
vices charges. In all practical ways, there is no distinction between the
homes run by the municipality and those run by voluntary organiza-
tions. There are no private for-profit nursing homes. For home help
and care at home, commercial providers have started to be used in
some municipalities in recent years. As with the not-for-profit organi-
zations, they hold contractual agreements with the municipality for all
aspects of the care delivered. Not-for-profit organizations, such as the
Red Cross and Dan Age, provide volunteers to visit older people on the
basis of agreements with the municipalities’ home help organizations
that voluntary visitors do not take over the tasks of home helpers.
However, voluntary visitors sometimes undertake additional tasks,
such as feeding or accompanying to the bathroom, at the request of
the older person or the municipality.

Community health and social care are integrated within municipali-
ties. Each municipality has a statutory duty to offer home help to any-
one unable to perform regular activities of daily living. These include
practical and domestic activities and personal care. Municipalities also
have a statutory duty to provide home nursing, adapted housing, nurs-
ing homes, around-the-clock care for people in private homes and pre-
ventive home visits, and they have a responsibility to offer older people
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the option of taking part in activities and receiving services which have
a preventive, rehabilitative purpose and promote independence. Private
organizations may take on some of these enabling functions, for which
they will receive financial support. Integration between home help and
home nursing means that in practice the two professions, social and
health, are formally working together in integrated teams. There are
integrated staff units in 86 per cent of the 275 municipalities, while in
the remaining municipalities staff may work in integrated teams but
formally still belong to their individual professional group. The inte-
grated teams consist of eight to ten people who are responsible for the
care of older people in a local area and together the two sets of profes-
sionals provide home care. The most recent developmental trend is the
introduction of ‘integrated schemes’ covering both staff in institutions
and home help staff working in the community.

As regards the discharge of older people from hospital, there are no
regulations or standards to ensure co-ordination, although in some
counties the hospitals and the municipality have reached their own
agreements on co-ordination. Hospitals in Denmark, in common with
hospitals in other countries, are seeking to maintain a flow through
their system and therefore have an interest in discharging people as
quickly as possible. This can mean that older people are discharged
into the community before there has been time for the municipality to
make appropriate arrangements. Hospitals are unwilling to pay for
extra days in hospital and, if the prolonged stay is because community
arrangements are not in place, some hospitals will charge the munici-
pality for the cost of those extra days.

Coverage and variations in provision

As a consequence of the decentralization of responsibilities to the
municipalities, there are variations in the availability of services for
older people, whether social welfare, home nursing, housing services or
the availability of nursing home services. Thus, older people living in
similar circumstances may have their needs addressed in different
ways, depending on the municipality in which they live. In 1997,
home help was received on average by 13.8 per cent of households
with at least one person aged between 67 and 79, and 49 per cent of
households with at least one person aged 80 and over, but these per-
centages varied by as much as 40 per cent up or down between the
different municipalities (Ministry of Social Affairs, 1998). In the munic-
ipality of Copenhagen only 6 per cent of people aged 67 and over
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received visits from a home nurse, compared with 13 per cent on aver-
age for the whole country. There is also variation in the number of
people aged 70 and over who receive help from either a home helper
or a nurse in the evening and/or during the night on a regular basis.
In the municipality of Copenhagen, 3.5 per cent of the population
aged over 70 received evening care and 0.5 per cent received night
time care, while the national average equivalent figures are 7.3 per cent
and 3.3 per cent respectively (Hansen and Platz, 1995a).

The number of nursing home places available in a municipality
affects the amount of home nursing available. In the 25 per cent of
municipalities with the lowest number of nursing home places, 9 per
cent of the older population in the community received help in the
evenings and 4.7 per cent during the night. These figures contrast with
the picture in the 25 per cent of municipalities which have the highest
availability of nursing home places, where 5.7 per cent of the older
population received evening care and 2.1 per cent received care at
night. More densely populated areas tend to have a lower provision of
care for older people, but neither the geographical area of the country
nor the size of the population in the municipality influence availability
directly of themselves. There do not appear to be easily identifiable
geographical or demographic factors that explain the variation
(Hansen and Platz, 1995a).

During the last 20 years the availability of nursing home places has
been reduced from approximately 40 places to approximately 20 places
per 100 persons aged 80 or more. In their place independent adapted
dwellings have been built, but they are not all staffed and are therefore
not all as fully supportive care settings as were the nursing homes. In
assessment of need for admission to a nursing home, the supply of
available places is a parallel consideration, and in the late 1990s it is
only the most dependent people, often with dementia, who are admit-
ted to a nursing home.

As well as variation in levels of availability, there may be variation in
types of service available: for example, a few municipalities have closed
down all their nursing homes and only provide services to people in
independent dwellings in the community. Other municipalities have
made a decision not to offer home help for purely domestic tasks,
although this means that technically they are breaking the law.

Increasingly the delivery of home help services is being delegated by
the municipalities to private firms, both for profit and not for profit.
In some municipalities older people requiring home help for domes-
tic tasks are given the option of receiving cash payments from the



municipality with which to purchase their own care services, but this
does not extend to personal care or nursing care. Both these practices
are likely to continue and become more widespread in the future, but it
is unlikely that the pattern of services will change. The larger municipali-
ties are divided into districts, which results in further variation in pro-
vision within one municipality.

Charges

Hospital care is covered by public health insurance (tax financed) and is
provided free of charge to the recipient and, if people are insured in
‘group 1’, then GP services are also free, while ordinary dental care and
pharmacy/drugs carry a highly subsidized charge. Pensioners are enti-
tled to a medicine card, subject to a means test. Home help and home
nursing are free of charge, and the charging system for people in nurs-
ing homes is similar to that for people living independently: practical
and personal care, nursing care and rehabilitation are all free of charge.
Other services are subject to a charge, for example linen, chiropody,
meals, hairdressing and leisure activities. Residents pay rent and levels
of payment are subject to means testing. Nursing home residents now
continue to receive their full pension and pay for the extra services they
wish to have. Debate continues about whether older people should pay
for home help for domestic tasks such as cleaning, with an argument
put forward that these are a personal and not a public responsibility.
The National Association of Local Authorities is encouraging continued
debate on this issue with a view to curbing local statutory expenditure.

Older people’s incomes

It is a logical step to move from charges to look at what sort of income
older people in Denmark can expect. The official retirement age for
both sexes is now 65, and there is one comprehensive state pension
available to everyone – the old age pension. Entitlement to the full
pension is based on 40 years of residence in Denmark from the age of
15 and, with fewer years of residence, the pension reduces proportion-
ately. The old age pension, which is financed by national taxes to
which all taxpayers contribute, consists of a basic sum and a supple-
ment. The basic sum is approximately e6400 per annum, the supple-
ment for couples is approximately e2900, and for people living alone
approximately e6300 per annum (figures for January 1999). In addition,
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pensioners living in difficult circumstances can receive a means tested
personal allowance, and about half receive a means tested housing
benefit. The basic sum is reduced if earned income exceeds approxi-
mately e27 400 for a single person or e18 500 if married (this affects
very few people). The pension supplement is reduced if the total
income from other pensions, work or savings exceeds approximately
e5900 for single people or e12 120 for couples.

In 1997, 99 per cent of all people aged 67 and over received an old
age pension and approximately half of these lived alone and were
therefore entitled to the single person pension supplement. Two-thirds
of the old age pensioners were granted the full pension supplement
and 25 per cent received a reduced amount, leaving approximately
10 per cent who only received the basic pension because of having a
high income (Ministry of Economic Affairs, 1999). Old age pension,
including the pension supplement, accounts for nearly 70 per cent of
the total personal income of people aged 67 and over and on average
the old age pension equals 80 per cent of the average wage. Older sin-
gle women, a group at risk of poverty in many other European coun-
tries, are not at such risk in Denmark. During the past ten to fifteen
years an enhanced equality in the disposable income of old age pen-
sioners has taken place. This is demonstrated by the decline in the Gini
coefficient from 20.7 in 1983 to 17.6 in 1995 (Ministry of Finance,
1999). This coefficient indicates the part of the total mass of income
which would have to be redistributed in order to achieve absolute
equality. In 1996, old age pensioners’ incomes after tax were one-third
higher in the upper quartile than in the lower quartile, while the aver-
age income after tax of pensioners in general was 20 per cent lower
than that of people in the workforce. In the current workforce of peo-
ple aged 52 and over (the pensioners of the future), 75 per cent have
labour market pensions, private pensions, capital pensions or other
savings relating to retirement: this is many more than among current
pensioners. Therefore, in the future fewer people will be entitled to the
pension allowance and it is expected that the number who have to rely
on the old age pension as their only or primary source of income will
decline.

Financial support between generations does occur, though not on a
large scale. It is not particularly prevalent for older parents to receive
financial support from their children; it has always been more com-
mon for the older generation to offer rather than receive help. In 1997,
3 per cent of people aged 52 to 57, with parents alive, offered financial
help to them. This compared with 17 per cent of parents aged between
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72 and 77 who offered their children financial help and 11 per cent
who offered help to their grandchildren (Platz, 1999).

Access and entitlement

Every citizen in Denmark has the right to be listed with a GP and in
theory has a choice of which GP within the municipality to register
with. GPs refer people to specialist services, arrange for hospital admis-
sions and work with varying degrees of closeness with local municipal-
ity services and so may, for example, refer patients to home nurses or
community social services.

An applicant for home help is entitled to an individual assessment of
his or her need for care and practical assistance. A nurse, a home helper
or the home help manager normally visits the applicant in his or her
home to assess the need for care. Provision of care is based on the
household situation and an evaluation of the capacity and needs of the
individual and his or her partner, but does not take account of help
that could be provided by adult children or other family members liv-
ing outside the household. The range of services available to meet
need, the entitlement or eligibility criteria applied, and the number
and type of hours of help allocated are all dictated by the local munici-
pality’s budget and political preferences. Until 1998, the majority of
municipalities tended to be generous when assessing for home help,
and approximately 60 per cent of all people aged 80 and over received
the service. Nearly all received help with domestic tasks and for more
than one-third this was the only help they received. Since 1998 munic-
ipalities have become more restrictive in allocating home help for
domestic tasks. Instead, home help is more likely to be targeted on the
most dependent people who need personal care. Some municipalities
may be flouting the law by withholding home help for domestic care;
central government does not intervene in local decisions but the
Ministry of Social Affairs can bring a case before the municipal supervi-
sory authority and an older person can complain to the local appeal
board. Since 1996, contracts between the user and home help service
have been obligatory, allowing the recipient to know what services he
or she can expect and how many hours of care have been allocated.
While the assessor also decides whether to request visits from the
home nurse, there is no contract for home nursing services.

The municipality has a responsibility for assessing people’s needs for
adapted or specialized housing. The number of people living in inde-
pendent adapted housing, for example sheltered housing or other
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supported dwellings for older people, is approximately 15 per cent of
the total population aged 80 and over, and the number continues to
rise (Jura Information, 1996).

The municipality is obliged to ensure that those who cannot remain
at home, even if they receive domiciliary and personal care, can be
admitted to a nursing home or another care facility such as different
forms of adapted dwellings, staffed around the clock. The municipality
in most cases establishes an admission board which decides whether an
older person should be admitted to a nursing home or should be
offered other services which should make it possible to stay at home,
with decisions being made in conjunction with the GP, home nurse,
home help or other relevant people. There are no national regulations
regarding admission criteria and decisions are taken on the basis of
evaluation of individual needs, but the admission board takes into con-
sideration other types of care facility which could be offered as alterna-
tives to a nursing home. Older people can apply for admission to a
nursing home or alternative care in another municipality under certain
conditions, for example if they have close relatives in that municipality.

Standards and quality

In Denmark there are no minimum service standard guarantees, either
for availability of services or quality of care, although some political
parties have raised the question of whether there should be minimum
standards for home help. Central government has requested counties
to reduce waiting times for hospital treatment and requested munici-
palities not to reduce care services for older people, but these requests
have no statutory or legal status. Local municipalities are responsible
for the registration and inspection of nursing homes, but this is mainly
confined to the physical environment and staffing levels, and does not
encompass quality issues in the delivery of care. Municipalities are like-
wise responsible for the quality of home care.

There is a senior citizens council in each municipality, as required by
law since 1997. Their function is mostly advisory, but they have to be
consulted on all municipality matters which concern older people.
They can influence policy and increase the involvement of older peo-
ple in exercising choice about their care. Each municipality has a local
appeal board, to whom individual users or their relatives may appeal if
they wish to make a complaint about services. The appeal board con-
sists of two members from the municipality council and someone
appointed by members of the senior citizens council.
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Choice

The majority of people can choose the GP they wish to register with
from GPs in the local area, on the strength of belonging to Group 1
under insurance arrangements. This choice can only be exercised once
a year. The GP will refer Group 1 patients to specialist medical ser-
vices when required and here the patient has no choice. For people in
Group 2, choice of GP and specialists is open, but they are liable to pay
a proportion of the fees incurred. When referred for care in a hospital,
people have the right, since 1993, to choose to go to a hospital in
another county, but the majority of people prefer to attend their local
public hospital. Apart from some highly specialized hospitals, there are
very few private hospitals in Denmark and patients using them pay the
full cost themselves or have taken out private health insurance. For
social care, choice depends to a large degree on what services are avail-
able locally and on the interpretation of individual needs by the asses-
sor. Older people have the right to have an advocate or relative with
them when their care needs are assessed. The local senior citizens
council may give advice and a volunteer may act as advocate for an
older person. With the growth in alternative provider organizations,
including municipalities beginning to contract out, the older person
may be able to make a choice over which organization provides his or
her care at home but is dependent on the assessing professional for
advice about the different providers of care. The 1998 Social Services
Act allows older people to choose to pay a relative to undertake domes-
tic tasks. By September 1998, 86 of the 275 municipalities had intro-
duced the option of choice of provider of care and nearly 10 per cent
of older people had taken this up. In those municipalities where a mar-
ket economy is being fostered, 30 to 50 per cent of older people have
opted to receive their care from a private provider. This choice is
offered only for the practical home care services and not personal care
which, with only very few exceptions, is provided by the municipality.

Older people can choose to remain at home with enhanced services
rather than go into a nursing home, although in such cases domiciliary
care may prove to be more expensive to provide than institutional care
(Hansen, Jordal-Jørgensen and Koch, 1991). The care manager may
then encourage or persuade the older person to move into a nursing
home, but this cannot be enforced. Care in nursing homes, which are
state funded, is fairly standard, but the older person may exercise some
choice as to which one they wish to reside in. Equally, an older person
who is entitled to a place in a nursing home or a special dwelling in his
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or her ‘own’ municipality may choose to live in one in another munic-
ipality, usually for family reasons. The ‘old’ municipality is responsible
for meeting the costs and pays these to the ‘new’ municipality, pro-
vided that the new municipality agrees that there is an entitlement to
nursing home care and has appropriate accommodation. In 1994, 1981
older people applied for a transfer of this nature and only 95 were
refused.

Choice is probably less available for very vulnerable and dependent
older people with no immediate family or personal resources, who may
find it difficult, or be unable, to express their views and who have no
one to represent these for them.

Information about services

Some municipalities provide general information about aims, regula-
tions and practice, but lack of targeting of this information means its
effectiveness is doubtful. In 1994, 10 per cent of older people’s relatives
felt they had received adequate information about services (Hansen
and Platz, 1995b). Since 1998, municipalities have been required to
publish quality standards for the home help offered. A written state-
ment has to be provided by the home help assessor, setting out the
help to be provided and the date when care needs will be reviewed.
The home helper is required to sign after each visit to show that she or
he has provided the care stipulated in the agreed care plan. One disad-
vantage of this arrangement is that it does not allow for flexibility to
suit the older person’s changing needs from day to day.

Since 1996, municipalities have been obliged to offer preventive vis-
its to older people in their homes. The visits, made by a nurse or social
worker, are now offered to all people aged 75 and over at least twice a
year. During the visit the older person’s general lifestyle and situation
are discussed, including functional abilities, social network, housing,
general health and finances. The aim is to enable the older person to
continue living as independently as possible by maintaining their
functional ability, their social network and offering any assistance at an
early stage. Visits may also be made to people in nursing homes and to
older people who have been recently bereaved or discharged from hos-
pital. An important aspect of the visit is the opportunity it provides to
give information about a range of possibilities to enhance the social
and health well-being of an older person.

Discharge from hospital can be a difficult time for an older person
and, with increasingly short admissions, plans may not be finalized for



the care an older person needs following their hospital stay. Sometimes
a stay in a nursing home takes place as an interim measure while ongo-
ing plans are made, or an older person may return home before being
admitted to a nursing home. There is a danger that the older person
may be denied a free choice of the care he or she would like because of
two systems not being fully co-ordinated – the hospital and the com-
munity. The problem is compounded by hospital services being admin-
istered by a different organization from community services.

Reassessment or review of older people’s needs is guaranteed at the
time of the original assessment. For personal care this should happen
every six months, while for practical care it is more likely to be every
12 months although, if needs change between review dates, the home
helper, older person or relatives can request reassessment. As budgets
have become more constrained, some municipalities are raising their
criteria for offering assistance and, if older people can manage shop-
ping and cleaning, they will not be offered practical help. Some munic-
ipalities have decided to take this approach and have done so without
reassessing needs, although a review should theoretically take place
before any changes to the care package are made. Lack of flexibility,
increasing efficiency and concern over best value for money may pose a
threat to maintaining older people’s independence and autonomy. Now
that care may be given to a tight time-scale, without any allowance for
time for a chat or walk in the sun to the shops, older people may begin
to feel that they are no longer individual people, but  ‘cases’.

The quantity and quality of care for older people receives wide pub-
licity and is well debated in Denmark. Examples of individual cases
demonstrate that standards are not always as high as the public would
like them to be. However, compared with older people in many other
countries, Danish senior citizens are fortunate in the care they receive
and the choices they have, with most receiving enough help to main-
tain a fairly normal lifestyle. The greatest strength of the Danish care
system is that services are universally available, and people with the
same needs living in the same local area, regardless of whether they are
rich or poor, are entitled to the same services and same service stan-
dards. The rich pay more for some services, especially rented accommo-
dation, but receiving help is an equal right and there is no stigma
attached to receiving state care.

54 Social Care and Social Exclusion



4
Norway
Mia Vabø and Sally Brodhurst

55

State, family and individual responsibilities

Like Denmark, Norway has a long tradition of state responsibility for
the welfare of older people, reflected in the high subsidy level for pub-
lic services and the universal availability of health and social care
according to need and not age or ability to pay. Only 5 per cent of the
cost of home care services is covered by fees charged to users and only
10 to 15 per cent of the real costs of a bed in an institution is raised
from fees (Daatland, 1997a). 

Since 1964, families have not been expected to take any financial
responsibility for the care of elderly parents. If older people have finan-
cial problems, they can claim state allowances, such as housing
allowance, assistance allowance or social assistance. Family members,
apart from partners, do not in general feel an obligation to provide
economic support; on the contrary, surveys indicate that older people
often support their children financially (Gulbrandsen and Langsether,
1999). However, over the last few years state authorities have increas-
ingly emphasized that all members of society have a responsibility for
each other and that families should mobilize their own care resources
for elderly parents before applying for state help. The care system is
increasingly being described as a partnership between public and fam-
ily care (Daatland, 1997a).

Thus, in practical terms, family care is an essential supplement to
public services, and Lingsom’s (1997) research invalidates the common
assumption that informal care is declining as a consequence of state
provision. What has changed is the division of responsibilities: the
tasks required are shared out among more people, partly as a conse-
quence of increased sex equality. Typical family contributions towards



the care of their older relations are laundry, shopping or a lift in the
car, but these are being joined by new tasks, such as discovering what
services are available, mediating with service providers and support-
ing formal provision. The younger generation is more aware of how
bureaucracies work and what should be available than their parents’
generation, and Lingsom (1997) suggests that this may lead to demands
for the provision of more state care. Even though families are in gen-
eral willing to support elderly parents, most consider that the main
responsibility for care lies with the State. A recent nationwide survey
indicated that more than 80 per cent of the population considered that
care of older people should be a public responsibility (Bay, 1998).
However, several qualitative studies indicate that people who provide
their parents with assistance feel obliged to do so because state assis-
tance is insufficient (Vabø, 1998).

Structure, funding and organization of services

The responsibility for health and social care provision in Norway is
shared between three levels of government: central government, coun-
ties and municipalities. Central government retains overall responsibil-
ity for health care, including the task of regulating, monitoring and
substantial block grant funding to local government. Funding for
health and social services comes from a mixture of local and national
taxation. Approximately one-third of the income of counties and muni-
cipalities derives from state grants from central government.

County services

Norway has 19 counties, the largest of which, Oslo and Akershus
(which surrounds Oslo), have populations of over 400 000 people. The
two smallest counties by contrast have populations of less than 100 000
and the average county population size is 200 000. The counties are
responsible for hospitals and specialized health services such as opthal-
mology. Hospitals do not provide long-term care, only medical treat-
ment. The population of people aged 65 and over accounted for 50 per
cent of the total days spent in hospital during 1993 to 1995 (Daatland,
1997a).

Municipality services

There are 435 municipalities, most of which are small. Just over half
have populations of less than 5000, while 30 have a population of
between 20 000 and 49 000, and only ten have more than 50 000
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residents. Municipalities are responsible for primary health care (GPs
and nursing services). The majority of GPs are self-employed physi-
cians who have a contract with the municipality which pays them a
monthly grant in return for practising according to an agreement with
stipulates location, working hours and public health duties. In addition
to the monthly grant from the municipality, GPs are paid from fees
raised through service reimbursement and patient co-payment (Elstad,
1997). Patients’ fees for consultation with GPs are relatively low, while
those for specialist physicians are higher. If approved medical costs, for
example for domiciliary visits or essential prescribed medicines, exceed
a certain level (e162) the whole cost is covered by the National
Insurance Scheme.

The Health Service Act (1982) requires municipalities to provide
‘essential medical services’ to all inhabitants and the Social Services Act
(1991) requires municipalities to provide ‘essential practical help’ for
inhabitants who are not able to care for themselves. Municipalities are
responsible for three main care services: home-based care (social and
health), supported housing and nursing home care. None of the care is
specifically for older people; however older people are clearly the main
group of recipients. The services, taken together, are therefore consid-
ered to be ‘care services for older people’. All municipalities have a large-
scale home care service, the major elements of which are home help and
home nursing, but other services provided include meals-on-wheels,
alarm services, respite care, home counselling, heavy cleaning and occu-
pational therapy. Services are increasingly available around the clock,
especially nursing care, to reflect the gradual shift from institutional care
to care at home. Legislative changes during the 1980s delegated to
municipalities the responsibility for a wide range of services with the
aim of encouraging an integrated approach to the delivery of care.

Supported housing is a comparatively new type of provision in
Norway compared with Denmark and the UK and is seen as an inter-
mediate care alternative to either nursing homes or ordinary retire-
ment flats (Daatland, 1997a). Supported housing is designed especially
for people with disabilities, enabling them to lead as independent a life
as possible. Flats are rented or owned and there are usually facilities
attached or close by, such as an alarm service, café, post office and chi-
ropodist. There are no resident nursing staff and people receive home
help or home nursing care according to their needs, as though living in
an individual home in the community.

Nursing homes, which are regulated by the Health Service Act (1982)
and are the responsibility of municipalities, provide medical and
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nursing care for frail and sick older people on a permanent basis and
are designed to offer long-term care outside a hospital setting. About
70 per cent of residents have some degree of dementia. Nursing homes
also offer short-term stays to people needing a period of rehabilitation
or respite care, accounting for about 10 per cent of admissions (Lauvli,
1999). While institutional care has been reduced on a large scale in
Denmark and Sweden, the reduction has been more modest in Norway
(Daatland and Szebehely, 1997). However, the current Action Plan for
Care of the Elderly 1998–2001 targets substantial central government
grants to municipalities to expand and improve local nursing and care
services, including reiterating the aim that older people should be able
to live in their own homes for as long as possible (Ministry of Health
and Social Affairs, 1999). Institutional care is predominantly provided
in nursing homes, but the number of beds is being reduced in parallel
with an expansion of supported housing in the community.

Home care services are spread fairly thinly among older people:
while there remains an intention to provide care for people with mod-
est care needs, rather than concentrate on a smaller group of people
with more severe needs, there has been a decline in service intensity.
Denmark has so far invested substantially and comparatively more in
community services than Norway and there is concern whether
Norwegian services are able to provide sufficient care for the most
needy (Daatland, 1997a).

Figures for 1998 show that there were seven institutional beds (nurs-
ing and residential combined) per 100 of the population aged 67 and
over, and 23 per 100 of the population aged 80 and over. For home
help and home nursing combined, 25 per 100 of the population aged
67 and over received either or both of these services, as did 82 per 100
of the population aged 80 and over. A total of 155 011 older people
received home care services in 1998. User rates indicate that 60 per
cent of people aged 80 and over are users of at least one of the services
offered by the municipality, either institutional or home care
(Daatland, 1997a).

Survey data from Norwegian surveys of living standards (SN, 1985,
1989, 1992, 1996) indicate that people are receiving fewer hours of
home care now than they did ten years ago. In the surveys, people were
asked how many hours per week of home help they received. In 1983,
the average was 4.1, in 1987 it was 3.4, in 1991 it was 2.6 and in 1995
1.9 (Lingsom, 1997). The same surveys indicate that the number of
home nursing visits per month declined during the 1980s and increased
sharply between 1991 and 1995. In 1983, the average was 11.5 visits per
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month, in 1987 it was 9.5, in 1991 it was 7.4, but by 1995 the figure had
increased to 12.1 (Lingsom, 1997). The increase in home nursing figures
may be because of the increasing number of frail older people being
cared for in the community as nursing home provision is reduced. The
figures for home care may demonstrate a static budget to cover a rising
number of older people requiring help, greater demand and an increase
in the bureaucracy involved in the delivery of social care.

Decentralization of responsibilities to the municipalities, ostensibly
to promote effective delivery of integrated care, may have generated
local variations in the patterns of care delivery. Some municipalities
have focused to a large extent on community care and special housing
and not institutional care, which has tended to disadvantage older
people with dementia. Critics of the decentralization policy point to
the adverse effect which local policy setting can have on the more vul-
nerable sections of local communities, for example frail older people
and people with mental health needs. Variations between municipali-
ties reflect the availability of economic and human resources as well as
the composition of the local population. The wealthiest municipalities
offer services to more of the older population than do the less well-off
municipalities. The size of the municipality also influences the service
coverage: smaller municipalities (populations of less than 2000) tend
to have better coverage of both institutional and home care than
do larger municipalities (with populations of 50 000 or over). Smaller
municipalities have more staff and a higher volume of services per
inhabitant, while larger municipalities tend to offer a wider range of
specialized services. Figures from 1995 show that smaller municipalities
offered home services to 22.9 per cent of people aged 67 and over,
while larger ones offered home services to 17.6 per cent of this age
group (Næss and Wærness, 1996). Similarly, smaller municipalities had
32.5 institutional beds per 100 people aged 80 and over, while for the
larger ones this figure was lower, at 24.7. There was also variation
between municipalities in intensity of services delivered. On average a
home helper spent 2 hours and 20 minutes per visit in small munici-
palities, 2 hours 6 minutes in medium ones and only 1 hour 52 min-
utes in the larger ones. Home nurses spent 54 minutes per visit in small
ones, 69 in medium ones and 42 minutes in larger municipalities. 

Local variations may reflect how different services have developed
locally: this is mainly in the varied balance between institutional care
and home care services. Each municipality, reflecting its historical
legacy and political choices, can determine its own local policy for how
to support independent living and allocate its funding accordingly.
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However, a survey of 16 municipalities concluded that doubling the
intensity of home care was not sufficient to compensate for a reduction
in nursing home beds (Næss and Wærness, 1996). The authors stress the
fact that municipalities have different care profiles, with some munici-
palities showing a traditional approach to care, with a large number of
institutional beds and a moderate home care service for people with
modest care needs, while others have a low number of institutional
beds and more generous home services. But even when the amount of
home help time is doubled in the latter municipalities, staff are more
inclined to report that the time for each client is not sufficient. The
authors argue that care in the community as an alternative to institu-
tional care has not offered a satisfactory replacement level of care.

Charges

Care in hospitals is free for all residents of Norway. There are patient
fees for consultations with GPs but these are relatively low, while fees
for consultation with medical specialists are higher. There is a National
Insurance Scheme which covers the costs, above a set level of e162, of
approved medical items, for example essential prescribed medicines
and physicians’ visits. Home nursing is also free for the recipient, but
for home help most municipalities charge a fee. A sliding scale of fees
is graded according to income, with low income users receiving ser-
vices either free or at low cost. 

Payment arrangements for institutional care have remained rela-
tively stable. A resident is charged a high fixed percentage of their basic
pension (75 per cent) and supplementary income (85 per cent), but
capital assets are not included. 

Older people’s incomes

All people aged 67 and over are entitled to the state old age pension,
which consists of a basic pension, regardless of former income, and a
supplementary pension which is granted as an additional source of
income if the occupational pension is not available or is very low. In
addition, many former employees are covered by occupational pension
schemes and increasingly more people are subscribing to private pen-
sion schemes. Over the last ten to fifteen years, there has been a sub-
stantial increase in the number of pensioners who are home owners
(currently 75 per cent) and who have capital savings (currently 60 per
cent) (Gulbrandsen and Langsether, 1999).
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The national old age pension is the major source of income for pen-
sioners in Norway. The minimum (basic) weekly pension for single
people was e193 and for married couples e332, as up to May 1999
(Rikstrygdeverket, 1998). These figures do not include housing costs
and if these are high older people are entitled to a housing allowance.

The average weekly pension income in 1997 was e254, but other
sources of income need to be taken into account to give a more realis-
tic economic profile. The average income of Norwegian pensioners
in 1997 was e303 (men e396; women e240). Pensioners who only
received the minimum (basic) pension had an average income in 1997
of e179, compared to pensioners who had the supplementary pension,
whose average income was e374. These figures demonstrate disparities
between different groups of pensioners. Research by Koren and
Aslaksen (1997) reveals that the majority of ‘minimum pensioners’ are
women. About 50 per cent are married and live in a household with
other income sources and are therefore a great deal better off than the
other 50 per cent who are single and have no other income apart from
the minimum pension. However, the same research study found that
the majority of minimum pensioners have some savings. Most had a
small amount (e3082 or less) but 20 per cent of even these minimum
pensioners had between e12 330 and e24 660 in savings. Minimum
pensioners represent less than one per cent of people receiving state
benefits. Research into people’s perceptions of their financial situation
has revealed no difference between minimum pensioners and the gen-
eral public on the feeling of having too little money (Gulbrandsen,
1997).

According to Koren and Aslaksen (1997), who base their figures on
income statistics form 1990, 7.9 per cent of pensioners are below a
poverty line, defined as half of median household income after tax.
These are mainly women, commonly a widow with neither a supple-
mentary income from earnings nor any financial savings. However,
when asked, ‘Do you have problems managing current expenses?’ less
than 4 per cent of older people reported that they did (Dahl and Vogt,
1995). There was a gender difference with 5 per cent of women and
3 per cent of men aged 67 to 79 saying that they had problems manag-
ing current expenses.

Access and entitlement

All residents of Norway are entitled to receive health and social care
services on a universal basis, according to an assessment of their needs.
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No applicants are excluded a priori on the basis that they should make
their own provision or that their families are expected to provide for
them. Social care, as described earlier, is subject to a sliding scale of
fees. The main concern of national and local pricing policies has been
to ensure that low income groups and high intensity users are not
excluded from services. While the income-graded scale of fees limits
‘unnecessary’ demand associated with entirely free services, some evi-
dence suggests there can be unintended consequences. More affluent
people who pay the highest fees expect high standards and good value
for money and can sometimes adopt an assertive, demanding and
inflexible attitude towards care providers (Vabø, 1998). Meanwhile, less
well-off users who pay minimum or no fees tend to be grateful for any
care they are given, often regardless of poor standards, poor value or
inconvenient delivery times. 

Municipalities have a degree of local autonomy in how they choose
to deliver care. The Ministry for Health and Social Affairs issues an
annual circular to municipalities setting out national policy goals and
priorities. The law does not specifically set out what kind of help or
how much help a person is entitled to, or a clear definition of ‘totally
dependent’ or ‘unable to care for self’. Local interpretations are made
by the municipalities according to political choices and the resources
available, leading to variations between the different municipalities.
Thus it may be difficult for individuals to form clear expectations
about services to which they may be entitled. 

Older people have certain procedural rights in Norway relating to
decisions about the allocation of services. People have a legal right to an
individual assessment of need made by competent authorities, to
receive written decisions on the assessment and reasons given for a
rejection of their request for services, and to complain. Substantive
rights to municipal care services are limited, as eligibility criteria, ser-
vice content and public sector obligation are not clearly specified in law
and, as stated above, each municipality makes its own interpretation.

In the UK, the tension in care delivery is the divide between health
and social care services, whereas in Norway that tension is between
community and institutional services. Community services are com-
paratively well integrated as a result of the devolved responsibilities for
home care and nursing care to municipalities. Now, however, the
boundary between community and institutional care in Norway is
becoming less rigid, giving older people more flexible solutions to their
health and social care needs. If someone prefers to continue living at
home rather than go into a residential or nursing home, they may now
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be offered technical aids, such as a hospital-style bed, wheelchair,
alarm system and a range of home services. They may also receive
respite breaks in a nursing home. But availability of provision may vary
between municipalities.

Care and medical support should increase and decrease according to
an older person’s changing needs. The integration of local community
services, which results in local teams of care providers, allows the needs
of individuals to be regularly monitored and the necessary alterations
or additions to services to be made. Municipalities have a statutory
obligation to reassess needs every six months.

The community–institutional tension is also visible in a different
way. Pressure on hospital beds continues to increase in Norway as else-
where, with consequent reductions in average lengths of stay. It is
often older people who lose out here since it is widely acknowledged
that they need longer than younger people to recuperate after illness.
Municipalities have a statutory obligation to provide rehabilitative care
following discharge from hospital, but it is often difficult for local care
providers to have arrangements in the community ready for older peo-
ple being discharged. A recent legal ruling now means that hospitals
have the right to charge municipalities for the cost of an extended stay
in hospital if adequate arrangements are not in place in the commu-
nity within 14 days of the patient being ready for discharge. This is
similar to arrangements in Denmark.

As home care services take on responsibilities in the community for
people with more complex nursing needs, the eligibility threshold for
services has been raised to moderate levels of need, leaving lower-level
needs ineligible for services. Home care staff are sometimes concerned
that hospitals will unrealistically raise the expectations of older people
about the services which can be delivered by home care providers. This
may lead to disappointment and uneasy working relations between an
older person, their family and care workers (Vabø, 1996).

Standards and quality

There are many national guidelines intended to influence standards of
care in relation to institutions and home care agencies. These cover
assignment of services, fee levels and quality. They aim to define more
precisely what should be a legally required standard, and they reflect a
move towards more formalized standards for care services and the set-
ting of working practices. For example, guidelines recommend written
procedures to ensure that services are holistic and flexible, that relatives
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are involved in making care plans and that services are delivered at
times agreed with the user. There are definitions of ‘basic needs’ which
include a sufficient, healthy and reasonable choice of food; sufficient
assistance and time during meals; assistance in personal hygiene, dress-
ing and undressing; the opportunity to have a normal diurnal rhythm
including avoidance of unnecessary bed-rest; respect for privacy; oppor-
tunity for social contact and gatherings; opportunities for various
activities indoors and outdoors; access to necessary medical investiga-
tions and treatment; rehabilitation and care appropriate to needs; nec-
essary dental treatment; and a peaceful environment for those who are
dying. Nursing homes are inspected by the county health authorities,
whose inspection routines have altered recently and now include a
greater emphasis on quality of care. 

The recent government plan for older people’s services includes com-
mitments to maintaining and improving the quality of care services,
providing uniform facilities nationwide and creating greater scope for
user participation and choice in relation to service provision (Ministry
of Health and Social Affairs, 1999). For example, all older people are to
have the right to a single-occupant room from 2003, and the number
of posts, specially adapted dwellings and 24-hour services are being
expanded significantly over the period 1998–2001. Separate health and
social services legislation is to be harmonized. Additional grants are
being made available to municipalities, which are conditional on their
achieving increased activity. 

Norway was the first European country, closely followed by
Denmark, to set up local councils for older people in the early 1970s.
Guidelines and recommendations to form councils have existed since
1987, while the 1992 Act required all municipalities to establish a local
council for older people with the aim of giving them some influence
over issues which affected them. The councils have representatives
from the Pensioners Association and charities, and function as consul-
tative bodies with local government. All issues concerning older people
have to be put before them and they may discuss other matters which
they consider relevant. The councils are granted local government
administrative support, although there is wide variation between dif-
ferent municipalities in the frequency of meetings, the issues debated,
and the degree of influence on local issues (Daatland and Svorken,
1996). It appears that about half of the councils are satisfied with the
arrangements in place and one-third say that their local councillors
take heed of their opinions and advice. Since 1970 there has been a
National Council for the Elderly, which functions as a pressure group
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in relation to central government and advocates for issues concern-
ing older people. Representative organizations for older people, both
national and local, are highly institutionalized and function on a co-
operative rather than conflictual basis. This is the case for Scandinavian
countries in general.

Choice and information

All people in Norway, if they have a legitimate need for care, are enti-
tled to an assessment of health and social care needs, and applicants for
home nursing and home help are assessed within a few days of referral.
But there is little clarity about what constitutes ‘legitimate need’ and
interpretation of need may change, especially when resources are con-
strained (Vabø, 1998). The gradual decline in resources, in proportion
to the population requiring care, is putting pressure on municipalities
to give priority to people with the most urgent needs. Increasingly and
unofficially, there is an expectation that people should draw on their
own and family resources for coping before approaching the public
sector. There can also be differences of opinion over what are the sub-
stantial needs of someone requiring care. Front-line staff may regard
support as adequate, but this may be contested by the user or their
family (Vabø, 1998).

Since health and social care are mainly state responsibilities, this care
is arranged for and delivered to older people by the local public sector,
which has a virtual monopoly of provision. However in recent years
this monopoly has broken down to some degree, creating opportuni-
ties for greater flexibility and choice. There is as yet a minimal market
for private or independent agency provision in competition with the
public sector, so that if people are not satisfied with the care provided
for them by the public care providers there are few opportunities to
choose care from an alternative provider at present. 

Information about state-provided services is considered important in
Norway to ensure that people who are entitled to care make use of it
and benefit from the services available. However, some concern is
expressed by recipients of care and their relatives about lack of infor-
mation concerning the range of services available to them. For exam-
ple, an older person who receives help with cleaning may be unaware
that she is entitled to help with shopping or having her hair washed.
Vabø (1996, 1998) suggests that there is a paradox here for care work-
ers. Giving information to older people about services ensures that
they receive whatever is most appropriate to meet their needs given
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the reality of what is available. But if too much information is given, it
may create unrealistic or unnecessary expectations and wants among
people who would otherwise have found their own way of coping with
some of their needs. Care givers are likely to avoid giving too much
information which might discourage family care (Vabø, 1996, 1998).
More affluent older people are more likely to be better informed about
services than the less well off, but it is likely to be the latter who are
more in need of services.

Waits for non-emergency hospital treatment in Norway can be long,
leading to continued discomfort and possible reliance on other com-
munity care services during the time of waiting. However, few older
people opt to use private hospitals; these have traditionally been dis-
couraged (there are three in Oslo) and many older people doubtless feel
it would be too extravagant to use savings for a benefit they have
already paid for through taxation.

There has traditionally been a free choice of GP, with patients being
able to make an appointment with whichever doctor they chose. From
2001, everyone will be required to register with a specific GP on the
grounds of ensuring continuity of care, but this does also restrict free
choice. However, most people prefer to see a regular doctor and the
vast majority of people aged 65 and over have a stable relationship
with their GP or health centre. Therefore the new system is unlikely to
represent radical change.

Whether people live in their own home or supported housing, or
move to be near family and friends, there is no restriction in principle
on access to home care services. Surveys indicate that the majority of
people receiving home help and home nursing from their municipality
are satisfied with the help they receive but would like to have more of
it; likewise the majority of people surveyed describe their relations with
the home helper as excellent but would like more time to talk with
them. There is a widening gap between the help that the older person
feels they need and the amount of help available from the municipal-
ity, with some people experiencing a reduction in the amount of help
they receive despite deteriorating health (Helseth, 1998). A minority of
people – those who are particularly dependent, or very demanding –
are critical of the lack of alternatives. Public home care services are
widely but thinly spread and, if not enough home care is available, an
older person may have no option but to go into a residential or nurs-
ing home. Critics of care policy point to the gap between the high pro-
vision of care in an institution and the care available for an individual
in their own home in the community. There is a need for expansion of
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supported housing and home care services to provide a real alternative
to nursing home care for more dependent people. The current govern-
ment plan for older people’s care services is investing e4.5 billion over
1998 to 2001 to develop sheltered housing schemes and to improve
nursing homes and domiciliary services (Ministry of Health and Social
Affairs, 1999).

‘Ageing at home’ has been the official policy in Norway for many
years. A government report in 1966 on home help for older people
stressed that the traditional view of old age as a time of inactivity and
dependency was outdated in the light of medical research demonstrat-
ing that a continued active lifestyle enables older people to remain
healthy and continue to live independent lives in their own homes
(Sosialdepartementet, 1966). The report argued that institutions encour-
aged decline and dependency, and therefore the home help system
should be supported rather than making further investment in institu-
tional care. While care in institutions is increasingly being confined to
those older people who are most frail or sick, the local integrated home
care system is designed to enable the majority of older people to con-
tinue to live independently in their accustomed lifestyle. This is laud-
able and generally appreciated. However, the emphasis of this culture is
on rehabilitation and activity rather than maintenance. Resource con-
straints may contribute to a policy of not doing for the older person
some tasks which it would be reasonable to expect an older person still
to carry out, perhaps with some support and encouragement. There
may be ethical concerns here: to what degree should self-help be
encouraged if it creates pressure on older people to carry out tasks
which they have never performed in their ‘accustomed’ lifestyle? Older
people are encouraged to express their preferences, but some older peo-
ple may find this autonomy difficult to handle (Vabø, 1998). Being
asked for their preferences and priorities may be confusing or over-
whelming for some people. They may prefer someone else to take
responsibility for decisions about their care.

Norway 67



5
The United Kingdom
Sally Brodhurst and Caroline Glendinning
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State, family and individual responsibilities

Over the last 20 years there has been a marked shift in responsibilities
for the care of frail older people in the UK, with family members
increasingly expected to provide (or pay for) social support and per-
sonal care, and with formal care services only stepping in when these
informal sources are unavailable. Eighty per cent of older people who
need help with domestic tasks rely exclusively on family and informal
help (Wittenberg et al., 1998). Indeed, family members are now increas-
ingly involved in providing medical and nursing care as well as social
support (Warner and Wexler, 1998). A 1995 national survey estimated
that 4 per cent of all adults are providing substantial amounts of help
to a relative or friend. It is important to note that 13 per cent of all
older people (11 per cent of older men and 14 per cent of older
women) are themselves family care givers to another frail or disabled
person (Office for National Statistics, 1998).

The UK is relatively unusual in having a social security benefit, Invalid
Care Allowance, which is paid directly to a family member who provides
a substantial amount of care. However, entitlement is limited by strict
age and employment conditions and it remains much lower than mini-
mum adult social assistance payments (Schunk, 1998). In addition, older
people with substantial personal care needs may themselves qualify for
Attendance Allowance to meet extra costs. Although this could in princi-
ple be paid to a family member who provides care, in practice it is usually
included in the means tested assessment of charges for local authority
care services and is therefore likely to be used to meet these charges. 

Legislation in 1995 gave family care givers the right to an assessment
of their needs at the same time as an assessment of an older person’s
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needs for local authority social welfare services. But there is no statutory
obligation to provide services for carers following that assessment and
little evidence so far that service support for carers has increased (Carers
National Association, 1997). This is likely to change, however, as special
funding was introduced from April 1999 to support an expansion of
support services for carers as part of the National Carers Strategy. There
are no statutory duties on health professionals to consider carers’ needs
for support in providing medical or nursing care to an elderly relative.

Structure, funding and organization of services

Health services

In the UK, in-patient and out-patient hospital services, family doctor/
general practitioner (GP) services, community nursing and allied reha-
bilitation services are all provided through the National Health Service
(NHS). This is funded by central government from general taxation and
managed by the NHS Executive which overseas local health authorities
and is a national management structure providing clear lines of
accountability to central government (Day and Klein, 1997; Klein and
New, 1998). The main exception to this is GPs, who retain individual,
independent contracts with their local health authority, despite increas-
ing pressures to become incorporated into the mainstream management
framework of the NHS (Glendinning, 1999). This has begun to occur
with the creation in April 1999 of Primary Care Groups in England
(with equivalent bodies in Scotland and Wales) responsible for the pri-
mary health care of populations of around 100000 people. Run by boards
largely composed of GPs, it is intended that all Primary Care Groups
will develop into Primary Care Trusts, which will provide primary and
community health services and commission hospital services. It is also
expected that local authorities will delegate their social care services to
these Trusts, achieving the integration of health and social care provi-
sion under one local body (Secretary of State for Health, 2000).

The universal availability of most NHS services, free at the point of
use, remains a strong political principle in the UK (Department of
Health, 1997a). Diagnosis, assessment and referrals by health profes-
sionals determine access to services; GPs are particularly important in
gatekeeping access to specialist medical and nursing care. 

Social care and housing services

Social care and housing services are currently planned and funded
through local authorities (equivalent to Scandinavian municipalities
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and counties); services are funded from a mix of local and national tax-
ation and charges, but are increasingly not provided directly by the
local authority. There is considerable scrutiny from central government
over performance management and levels of spending. Social care ser-
vices include home help and personal care in the home, home meals
services, day care services, and residential and nursing home care. More
affluent older people must pay the full costs of nursing and residential
home care themselves. Many care services, both domiciliary and insti-
tutional, are actually provided by private sector providers (both com-
mercial and not for profit), under contracts with local authority
purchasers. This is particularly true of nursing and residential care
homes, in which a major private market has developed since the early
1980s; in North West England, for example, care homes funded and
managed by local authorities themselves now constitute less than
20 per cent of all institutional provision (NWBMG, 1999).

Residential care homes provide care for people who need more inten-
sive and/or frequent personal care than can be provided in their own
homes, but who do not on the whole require on-going nursing care.
Nursing homes provide both general and specialist (such as palliative)
nursing as well as general personal care. However, because of the increas-
ing dependency of residents in institutional care, growing numbers of
homes are ‘dual registered’, providing both levels of care, albeit at differ-
ent levels of charges. In total, about 480000 people – 1 in 20 of people
aged 65 and over – live in nursing or residential care homes (Royal
Commission on Long Term Care, 1999a). These homes provide both
short-term (such as for convalescence or respite) and permanent care.

Supported housing schemes with wardens have traditionally been a
source of support for some older people – mainly those who are able to
live relatively independently but who may need to call on someone
nearby in case of an emergency. The number of public-sector sheltered
housing schemes such as these has decreased, while a small number of
specialist semi-public and private non-profit housing organizations
now provide a range of ‘housing with care’ options, including very
intensive domestic and personal care as residents become more frail.
Responsibility for funding housing-related care and support has been
very fragmented, and housing bodies have only been able to become
substantial providers of care services if they engage in financial and
service commissioning partnerships with other statutory agencies, espe-
cially social services departments (Audit Commission, 1998; Glendi-
nning, 1998). However, from April 2003 funding for supported housing
is to be brought together in a single budget under local authorities,
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with a more planned approach to how it is used (Department of Social
Security, 1999).

The separate funding arrangements and organizational and profes-
sional structures of the NHS and local authorities have imposed major
barriers on the provision of co-ordinated services for older people
(Rummery and Glendinning, 1997; Department of Health, 1998b;
House of Commons, 1999). One way in which the NHS has been able
to maintain the principle of free health care has been for some former
health services to be redefined as social care – particularly long-term
residential home care, which is now almost entirely funded by local
authorities or by older people themselves. Older people are now usu-
ally discharged from hospital immediately following treatment or
surgery, with rehabilitation, recovery and long-term nursing care tak-
ing place in their own homes or in nursing and residential homes
(Walker, 1995). From the mid 1980s the NHS increasingly narrowed its
role in providing free services to medical treatment, including commu-
nity nursing but not nursing homes. This was controversial and a
recent court ruling established that continuous and intense nursing
care in nursing homes must be provided free by the NHS, with only
social care and incidental or ancillary nursing care subject to means
testing under local authority arrangements (Loux, Kerrison and
Pollock, 2000). In July 2000 the Government published plans to make
all nursing care in nursing homes free from October 2001, and substan-
tial new investment is to be made in intermediate care beds, rapid
response teams, additional home care provision, adaptations and
alarms, and carers respite services (Secretary of State for Health, 2000).

A number of new initiatives in England and Wales will reduce the
current divisions between health (NHS) and local authority social care
services, and the consequent fragmentation of services to which older
people are particularly vulnerable. National priorities for developing
services at the interface between health and social care have been set
for the period 1999 to 2002, and local authorities and health authori-
ties are urged to work together to review needs, current provision and
priorities for investing in services for vulnerable people (Department of
Health, 1997b). Since April 2000 it has been possible to pool budgets,
transfer services across the health–social care boundary or create inte-
grated provider organizations. Over the next few years it is likely that
in England social care services for older people will be transferred to
Care Trusts within the NHS, and it is planned that older people will
access a single assessment process for both health and social care
(Secretary of State for Health, 2000). In Northern Ireland, joint boards
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have been responsible for funding and providing both health and
social services since the 1970s.

Coverage and variations in provision

Despite the proclaimed universality of the NHS there are wide local
variations in the availability of services for older people and the condi-
tions under which they receive them. These variations are particularly
marked in relation to intensive home nursing services to prevent hos-
pital admission or support early discharge, palliative care services for
those with terminal illnesses, and community-based rehabilitation ser-
vices (Robinson and Turnock, 1998). For example, in one area, round-
the-clock home nursing may be available free of charge for a limited
period after hospital discharge; in another, the hospital itself may pro-
vide an outreach rehabilitation service, again free of charge, in the
home of a discharged patient; while in a third area an older person
may be discharged to a nursing home for which she or he has to pay
the full cost (see below). Major variations in the range and quality of
GP and community health services also developed during the early
1990s (Department of Health, 1996). 

Overall, 600 000 older people receive home care services provided
through their local authority; about half of these contact hours are
now purchased from private- and voluntary-sector agencies. Overall
this represents 7 per cent of all older people and 20 per cent of those
living in the community with some level of dependency. An even
greater number – about 670 000 – purchase their own private home
help services (Royal Commission on Long Term Care, 1999a). However,
there are wide local variations in the availability of services and, there-
fore, the ease with which older people can obtain them. In some parts
of England, only 20 per cent of all older people referred to social wel-
fare services receive a full assessment of their needs, while in other
parts 70 per cent of referrals are assessed. It is a legal requirement that
all older people referred to the local authority receive an assessment,
although this may only consist of a minimal screening interview by
telephone. There are also variations in the maximum amounts which
local authorities are willing to spend on domiciliary services for indi-
vidual users, and in average levels of home care and home help services
provided to individual households (Audit Commission, 1996). The
result is that people with similar needs in different parts of the country,
or sometimes within a single local area, experience very different forms
of care, based on different assumptions, different sorts of providers
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and, crucially, different rights of access (Walker, 1995). In general,
however, funding constraints mean that services tend to be restricted to
older people with the greatest needs or at highest risk (Local Government
Management Board, 1997a; Clark, Dyer and Horwood, 1998). Low-level
services to prevent deterioration are now rare, although a specific gov-
ernment grant to local authorities is attempting to improve this situa-
tion (Department of Health, 1998a). The average level of home care
service provision is low: older service users in England without an
informal carer receive an average of three hours of home care services
a week and those with an informal carer two and a half hours (Royal
Commission on Long Term Care, 1999a). 

It is possible that devolution between the different countries within
the UK may in the long-term lead to greater regional variations
(Rummery, 1998). On the other hand, the continuing strong emphasis
on performance management and inspection of local authority and
NHS services through national systems of inspection and accountabil-
ity may reduce current variations in the level and quality of both
health and local authority services throughout the UK (Department
of Health, 1997a; 1998a). These management systems involve clear,
outcome-focused service objectives, national service development
priorities and close monitoring of change and routine performance
(Department of Health, 1998a).

Charges

Because of the funding basis of NHS services, no charges are made or
subsequently reclaimed from patients in respect of any GP, home nurs-
ing or hospital treatments. Older people are also exempt from most
charges for drugs, eye care and dental care. Within the NHS, separate
budgets for hospital and community health, family doctor services and
pharmaceuticals have proved a major barrier to innovation and experi-
mentation – for example, the substitution of physiotherapy for drug
treatment or the use of nurses to provide services hitherto provided by
doctors. From April 1999, there has been greater flexibility across these
different health-related funding streams, although overall spending on
mainstream health services will increasingly shift from being driven by
demand to being ‘capped’. 

Levels of spending on local authority social care services have been
tightly controlled since 1993 (Lewis and Glennerster, 1996). Moreover,
since the early 1980s local authorities have introduced means tested
charges for their domiciliary and day care services. In 1993, a standard



means test (including the value of property owned by an older person)
was introduced for all institutional care as well. Charges for home and
day care services are highly variable, both between local authorities and
between particular services within a local area, although the financial set-
tlement negotiated between central and local government assumes that,
overall, the latter will raise 9 per cent of its total budget from user charges
(Baldwin and Lunt, 1996). In July 2000 the Government announced that
it would take action to reduce the widely criticized variation in home
care charges across local authorities (Secretary of State for Health, 2000).

The charges levied for residential and nursing home care (including
short-term respite placements) and for domiciliary and day care ser-
vices are based on an assessment of the income of the older person and
spouse; no wider family means test is involved. However, there are
many hidden care-related costs which can fall on individual older peo-
ple and their families. For example, although local authorities fund res-
idential and nursing home placements for older people, these will be at
a set minimum fee and families may be asked to make additional con-
tributions for extra services in the institution, such as hairdressing or
chiropody. Older people who have to sell their houses to cover the cost
of institutional care may deprive their children of anticipated inheri-
tances; and there is plenty of evidence on the loss of earnings and pen-
sion entitlements of younger relatives who give up work to provide
care for an older relative (Glendinning, 1992; McLaughlin, 1993). 

Early in 1999, the Royal Commission on Long Term Care (1999a)
recommended changes in the current balance of responsibilities for
funding care between individual older people and the State. In particu-
lar, the Commission proposed that all nursing and personal care
should be available free of charge, regardless of where it is provided, for
those who are assessed as needing it. This recommendation would end
the current situation, widely regarded as unjust, whereby older people
in nursing and residential care homes contribute to the costs of this
care according to their means, whereas older people living in their
own homes receive nursing care free of charge. As noted above, the
Government has responded with a commitment to make all nursing
care free, whether in nursing homes or in the community, but social
care services will remain means tested.

Older people’s incomes

Although the average incomes of older people have increased in both
absolute and relative terms over the past 40 years, very considerable
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income inequalities remain. Since the late 1970s, inequalities within the
pensioner population have increased. In 1996–97 the poorest 20 per cent
of single pensioners received an average income of e110 a week (before
housing costs), compared with the richest fifth, who received e332 a
week (Department of Social Security, 1998). Over one-third of single pen-
sioners retired on incomes of e162 a week or less, and nearly one-third
of pensioner couples had a joint income of e259 a week or less. The
tenth of all pensioners with the highest incomes now have an average
gross weekly income more than five and a half times higher than the
average of the bottom 10 per cent (Falkingham, 1998). In 1996 over two
million people aged 60 years or older were dependent on means tested
social assistance benefits and a further 1 million were thought to have
incomes low enough to be eligible for social assistance but were failing to
claim it (Department of Social Security, 1997). Previous labour market
experience and the opportunity to build up occupational pension entitle-
ments and accumulate savings and investments are key determinants of
higher incomes and financial security in later life – advantages which are
all much more likely to be enjoyed by men than women and by younger
retired people rather than older and very elderly people (Arber and Ginn,
1991). Variations in access to, and levels of, occupational pensions pro-
vided through employers have contributed substantially to the widening
income inequalities among older people over the past 20 years. In future,
inequalities in access to private, personal pensions are likely to widen fur-
ther income disparities among older people (Ginn and Arber, 1999).

A recent analysis of inequality in the UK showed that nearly two-
thirds of people aged over 70 were among the poorest 40 per cent of the
population and were only half as likely as the average person in other
age groups to be among the most well-off 40 per cent of the population
(Goodman, Johnson and Webb, 1997). Under a major reform of the UK
pension system, in April 1999 the Government introduced a new ‘min-
imum income guarantee’ for pensioners, based on means testing, which
guarantees single pensioners incomes of at least e122 per week and
couples approximately e189 per week, with slightly higher rates for
those aged 75 or older (Department of Social Security, 1998). Low-income
pensioners are also eligible for assistance with housing costs.

Access and entitlement

Almost all older people in the UK are registered with a family doctor.
Any exceptions are likely to be homeless older people or those with
particularly transient or chaotic lifestyles. Appointments can be made
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to see a doctor normally within a couple of days. Restrictions on choice
may be experienced by older people in residential and nursing homes
if local GPs identify one of their number to specialize in caring for the
very high, and sometimes specialized, needs of this group (National
Health Service Executive, 1999). 

A range of other community health services is available through GPs.
Patients will be able to access some of these directly, for example a
nurse employed by the GP, for minor ailments or health checks. Other
community health services, for instance more specialist services such
as advice on continence management or palliative care, will only be
accessible following a referral from the GP. GPs also play a crucial role
in referring patients to specialist medical services such as psychogeri-
atric services for older people with mental health problems. 

Since the Community Care Act of 1993, local authority social work-
ers have been required to carry out detailed assessments, in collabora-
tion with other professionals where appropriate, of all older people
requesting residential, domiciliary and day care services. With increas-
ing pressure on local authority budgets, these assessments are less of a
comprehensive examination of the needs of an older person and more
a means of rationing access by applying eligibility criteria that exclude
older people with relatively low levels of dependency or risk (Lewis and
Glennerster, 1996). Indeed, as already noted, many local authorities
now ration access to assessment itself through a range of managerial
and bureaucratic procedures which effectively delay or circumvent the
full assessment process for all but those older people at the highest risk
of harm (Davis, Ellis and Rummery, 1997; Rummery and Glendinning,
1999). By 2002 the Government intends that older people who are
most vulnerable, such as those living alone or discharged from hospi-
tal, will be able to access both health and social care services through
one assessment (Secretary of State for Health, 2000).

There is little hard evidence that the means tested charges imposed
for local authority social care services deter older people from using
them. However, there is evidence that social workers are themselves ill
informed about charges and means testing and that the widely varying
bases on which charges for domiciliary services are assessed can lead to
confusion and anxiety, with older people reluctant to report any
increased needs for services because they are uncertain about the likely
financial consequences (Wright, 1998; National Consumer Council,
1995; Chetwynd et al., 1996). There is also a marked lack of consis-
tency across the country in levels of charges made, an issue which the
Government has stated it will address (Department of Health, 1998a).
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Standards and quality

During the early 1990s there was an attempt to improve the quality of
public-sector services through the introduction of consumer charters –
guarantees of minimum service standards. In the NHS these related to
aspects of services such as waiting times for initial appointments, the
identification of officials by name, and maximum waiting times for
service responses. However, it is debatable whether these charters have
contributed to any extension of rights in relation to access or the qual-
ity of services. 

National Service Frameworks for health and social services are cur-
rently being developed (Department of Health, 1997a). These will set
national standards and define service models for specific services or
groups of people, including older people. They aim to develop and
achieve greater consistency in the availability and quality of services
provided by health and local authorities, reducing variations in care
and standards of treatment. These frameworks are to be implemented
and monitored by managers and health professionals, but it is unclear
to what extent they will constitute ‘rights’ against which older people
might make claims for particular services or treatments. 

It is likely that substantial progress will be made during the next few
years in regulating the quality of services in both the public and pri-
vate social care sectors. At present, local authorities and health author-
ities are responsible for the registration and inspection of, respectively,
residential and nursing homes. Neither the few remaining residential
care homes run by local authorities themselves, nor public or private
domiciliary care provider organizations, have been subject to indepen-
dent registration or regulation. Moreover, registration of residential
and nursing homes is currently largely restricted to the physical envi-
ronment and staffing levels and does not cover many other aspects
of quality of care. A Government policy paper in 1998 announced
the introduction of new regional Commissions for Care Standards
(CCS), independent statutory bodies with representatives from local
and health authority purchasers, provider organizations and users
(Department of Health, 1998a). These will regulate standards of all
residential, nursing home and domiciliary social care provider organi-
zations, register providers, carry out inspections and enforce improve-
ments where necessary. In addition, at the time of writing new draft
national quality standards for care homes are under consideration by
the Government, and these will require all homes to conform to new
quality standards, including levels of staff training (Green, 2000).
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Within the UK, there are very few formal entitlements to health and
social care services. Recent court cases have established that a local
authority can reduce its provision of services to existing users because
of financial pressures, regardless of whether there has been any change
in the circumstances of individual users. However, such changes must
be made as explicit policy decisions and be reflected in revised written
eligibility criteria. They cannot be made ad hoc by frontline practition-
ers or managers.

The main formal entitlements are in relation to social security pay-
ments – pensions, Attendance Allowance for older people with
considerable personal care needs, and Invalid Care Allowance for non-
employed, informal carers of working age. Here conditions of entitle-
ment are formally written in statutory regulations and there are rights
of appeal to an independent tribunal if a claimant is dissatisfied with a
decision about her or his entitlement.

Choice

In the UK the State plays a major role as a proxy purchaser of both
health and social care services on behalf of older people. Health
authorities and the new GP-led Primary Care Groups purchase health
care on behalf of the patient. There are relatively few opportunities for
patients (or potential patients) to express choices about the services
which are purchased on their behalf (Chambers, 2000). Local authority
social services departments also act as proxy purchasers of domiciliary
and residential care services on behalf of older service users
(Department of Health, 1989b). Each local authority social services
department has been encouraged to purchase from a number of differ-
ent providers. However, the degree of choice available to individual
older people over which care home or home care provider they use is
likely to be very limited in practice. Older people themselves tend to
express a strong preference for local authority over private-sector home
care provision (Sykes and Leather, 1997). Moreover, local authorities
have quickly moved from individualized ‘spot’ purchasing to the
‘block’ purchase of large units of services. While this reduces trans-
action costs, it also reduces the range of choice for users (Lewis
and Glennerster, 1996). In addition, the widespread introduction of
care management during the 1990s did little to increase choice as one
interpretation of the care manager’s role is that she or he acts as a
micro-purchaser of services on behalf of older people (Challis et al.,
1995).
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Whether or not older people with care needs have any choices about
how their needs are met depends on their own financial resources
(whether they can afford to purchase domiciliary or residential services
from a range of private providers); the financial and other resources of
their families (whether their relatives can provide care or help with the
purchase of services); the levels and range of services available in their
area (whether, for example, intensive or round-the-clock home nursing
services are available); and the liaison arrangements between local ser-
vices and professionals (so that contact with one professional might
lead to information about, or referral to, other services). In many areas,
however, there may be little choice about whether to stay at home or
enter institutional care, once care needs reach a certain threshold. The
choice of care homes varies from area to area; there are particular
shortages in London. Recent research has also confirmed the very lim-
ited choices available to older people about what home care services
are provided, when and by whom (Hardy, Young and Wistow, 1999).
This is partly because a comprehensive range of flexible and responsive
domiciliary social care services has been very slow to develop (Audit
Commission, 1997). It is also partly because it is often cheaper for local
authorities to offer institutional care than intensive domiciliary sup-
port (Audit Commission, 1996).

Choices are likely to be particularly limited for those older people
who need very intensive or expensive support services in order to
remain in their own homes. Constraints on local authority funding
mean that residential care may be the only option on offer, as local
authorities may be unwilling to pay for often more expensive intensive
home care services (Audit Commission, 1997). In some parts of the UK,
particularly southern England, a labour shortage in the care market
contributes to the lack of availability of sufficient home care. Choices
are also likely to be limited for the growing numbers of people from
other cultures and minority ethnic communities who are now growing
old in the UK.

Since April 1997 some local authorities have provided cash payments
to younger disabled people who then purchase their own domiciliary
and personal care services. These direct payments will be extended to
older people during the next few years, thereby offering at least some
older people greater choice over how, when and by whom home care
services are provided (Department of Health, 1998a).

There is little information on the extent to which more affluent
older people use their own resources to choose and purchase services.
One study found that older people discharged from hospital after a



stroke were very reluctant to use their own money to purchase per-
sonal care or rehabilitation services, in contrast to the readiness with
which they purchased larger cars or household equipment. This sug-
gests that current generations of older people may be resistant to the
transformation of health or social care into a consumer commodity
(Baldock and Ungerson, 1994).

Information about services

The effective provision of information to older people is highly vari-
able, particularly where decisions have to be made quickly or in a crisis.
For example, pressures to expedite the discharge of older people from
hospital may result in very little discussion of options or consultation
about preferred arrangements (Clark, Dyer and Hartman, 1996). Even
where such pressures are absent, information tends to be poor. Recent
surveys of social services department users show that only 23 per cent
of users and carers have any information on the services available to
them before their first contact; 38 per cent receive no written informa-
tion subsequently about the services they are to receive; and 57 per
cent do not know how to make a complaint (Audit Commission, 1997).
Voluntary organizations such as Age Concern may provide much of the
information which is most useful to older people. The Government
recently published plans to improve information provision through an
initiative called Care Direct (Secretary of State for Health, 2000). Care
Direct help-desks will be established in each local authority area to
assist older people and carers negotiate and access services.

The timing at which information is given is also crucial if it is to pro-
mote informed choice. For example, it is debatable whether informa-
tion provided prior to discharge from hospital offers a basis for
informed decisions about long-term care options, given the context of
managerial pressures to secure early hospital discharge and the length
of time required for full rehabilitation and recovery (Audit Commission,
1997). A recent survey found that most older people discharged from
hospital had not been given much advance warning; a few felt strongly
they had been discharged too soon; and some reported not receiving
any written information about their condition and care needs to pass
on to health and social care professionals in the community (Dalley
and Dennis, 1997). Recently, local authorities and health authorities
have been required to develop together better rehabilitation and recov-
ery services for older people. This should provide a greater opportunity
for reassessing older people’s needs in a more realistic time-scale, thus
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giving them a greater element of choice about the most appropriate
setting for their future care (Department of Health, 1997b).

Health and social care services in the UK do not make provision for
regular, multi-disciplinary reviews of older people’s needs. Since 1990
family doctors (GPs) have been required to offer an annual ‘health
check’ to all patients aged 75 and over. These checks are usually carried
out by practice-based nursing staff. However, although older people
receiving these checks appreciate them, they are not carried out system-
atically on all older people, they cover only a limited range of potential
health problems and they do not necessarily lead to referrals for other,
non-health services (Chew, Glendinning and Wilkin, 1994a,b). 

Although local authorities have a statutory duty to assess social care
needs following an initial referral, there is no corresponding duty to
monitor and respond to changes in those needs over time. Older peo-
ple whose residential or nursing home care is funded by the local
authority are normally reviewed after six weeks and again after six
months. However, the latter review may be too late to alter the care
placement if, by this stage, the older person’s home has already been
sold to release funds for institutional care, or an older person’s confi-
dence in her or his ability to manage independently has been lost.
There is no obligation on either health or social services professionals
to review the care needs of older people who fund their own residential
or nursing home placements. 

Similarly, there is no statutory responsibility to monitor changing
needs among older people receiving domiciliary or day care services.
Alerting health or social services professionals to these needs may be
particularly problematic when these services are provided by indepen-
dent or private organizations, as formal referral and liaison mecha-
nisms may be poorly developed. The lack of transparency in many
local authorities over how charges for these services are calculated can
also act as a deterrent to revealing new needs if the possible financial
consequences are uncertain (Chetwynd et al., 1996; Baldwin, 1997).

Major problems can arise in ensuring co-ordination and continuity,
both between hospital and community services and between health
and social care services (Audit Commission, 1997). A report of the
experiences of older patients with hip fractures noted the problems
which can arise in co-ordinating continuing complex needs for health
and other services following discharge from hospital (Audit Commission,
1995). The extensive purchasing of domiciliary and day care services
from voluntary and commercial provider organizations creates even
greater challenges in ensuring continuity and co-ordination.
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It is possible that these problems will diminish over the next few
years. As already noted, health and social services organizations are to
be permitted to pool their budgets to purchase integrated services, to
delegate service purchasing or commissioning to a single lead organiza-
tion, and to create integrated provider organizations (Department of
Health, 1998b). Similar arrangements have already existed in Northern
Ireland for some time; the proposals will allow their extension, in care-
fully monitored pilot schemes, to the rest of the UK (Rummery and
Glendinning, 1997). 

There are some major discrepancies between the provision of services
and what older people themselves regard as important. Older people
themselves prioritize services which maximize their autonomy and
independence, adequate income, suitable housing, home help services,
advice and information, transport, personal care and home mainte-
nance and repairs (Sykes and Leather, 1997). In contrast, services are
increasingly targeted at those with the highest levels of dependency
(Local Government Management Board, 1997). Low-level preventive
services are increasingly scarce (Clark, Dyer and Horwood, 1998), and
the importance of housing and the environment to maintaining inde-
pendence in old age is frequently neglected (Audit Commission, 1998). 

On the other hand, there are some pioneering experiments in engag-
ing older people in the development of community services in the UK
and a new initiative, ‘Better Government for Older People’, is develop-
ing new ways in which older people can be involved in developing and
monitoring the quality of local services generally (Benington et al.,
1998; Blunden, 1998). The new NHS Plan, published in July 2000, seeks
to address many of the problems experienced with the co-ordination of
care services for older people, the provision of intermediate and pre-
ventative services, and the scope and variation in charges, but it will be
some time before the extent of improvements is evident (Secretary of
State for Health, 2000).
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State, family and individual responsibilities

Traditionally, the family has taken most responsibility for the care of
frail older people in Ireland, and this is still the expectation. Although
adults are not legally obliged to care for their parents or other elderly
relatives, there is an implied moral obligation placed on them to do so,
whenever possible. The evidence suggests that Irish families continue
to show a willingness to look after dependent older people and the per-
centage of older people in institutional care has not changed much in
the last century.

The specific nature or limits of the division of responsibility between
the State and the family has never been spelled out in Irish public pol-
icy (Fahey, 1997). But the fact that even health services, apart from
hospital care, are means tested, and the presence of family members
and details of family circumstances are considered in means testing for
social services, implies that central responsibility for care still falls to
the individual and his or her family in the first instance. The gross
underdevelopment of community services for older people living at
home underlines this premise.

The State, the Church and voluntary organizations have played a
residual role by comparison to the family, providing a basic level of
health services but otherwise stepping in only when the older person
has no family or when the need is greater than available family sup-
port. GP services, hospital services and public health (community)
nursing are provided predominantly by the statutory sector, although
many hospital services were originally developed by religious orders.
Unlike the UK, the Irish State has never been a major direct provider of
social services for older people at national or local authority level. This



is unlikely to change. Historically, formal social care services, including
institutional and domiciliary care, have been the responsibility of vol-
untary organizations, including religious organizations. The Roman
Catholic Church, in particular, has exercised considerable influence in
the development and provision of services for older people over time
although, with a decline in vocations in the last 20 years, its influence
has diminished considerably.

Organizations in the voluntary sector, including many comprising
small groups of volunteers, still account for most formal social care ser-
vice provision for older people at community level. State funding of
voluntary services has increased dramatically over the years. Recently,
the Irish Government, fearing a decline in voluntary participation in
social service provision, has explored new ways to support local initia-
tives and even to expand the role of the voluntary sector, with private
as well as traditional statutory financial support (Department of Social
Welfare, 1997).

In the last few years, the need to support carers to look after depen-
dent relatives has been acknowledged in Irish social policy (Department
of Social Welfare, 1997). Carers who provide full-time care to depen-
dent persons, including older people, may apply for a carer’s allowance
which is means tested. Although eligibility criteria have been extended
in recent years, coverage remains limited, the rate of payment is set at
a very low (social welfare allowance) level, and income of other family
members in residence is considered. The carer’s allowance is an income
payment for those who have no other form of income, not payment
for care services. As such, recipients are precluded from receiving any
other form of social welfare benefit.

For carers with private income, full tax relief is given on payments
for nursing home care of older people. Other forms of support to carers
include information and advice from the National Social Service Board
as well as from individual government departments; respite care,
mainly in hospital; day centre services which may be provided by the
health boards, voluntary groups or private nursing homes (with health
board funding and available subject to means testing); and domiciliary
care, provided in some areas by voluntary groups with support from
state-supported employment schemes. These support services are poorly
developed and unevenly distributed, availability varies greatly depend-
ing on geographical area, and older people and carers must take the
initiative themselves to find out what is available where they live. In
general, carers receive a low level of support.
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The Irish Government is increasingly using the media to promote
the idea that individuals should take personal responsibility for their
own health and welfare. Generous tax relief is given for private health
insurance and occupational pension payments, and workers are being
encouraged to subscribe to both, with a view to increasing individual
responsibility for future health care needs.

Structure, funding and organization of services

When the health boards were established in 1961 by the Health
(Corporate Bodies) Act, there was no provision for the establishment of
separate social services departments. As a result, health and social ser-
vices in Ireland are organized and funded from within the same admin-
istrative department, the Department of Health (now the Department
of Health and Children). While this should contribute to better inte-
gration of health and social services, it has also been at the expense of
social service development because of domination by the medical and
hospital sector in the eight regional health boards which plan and
deliver services. Statutory personal social services continue to have low
priority in a system dominated by the medical model and, as a result,
they remain underdeveloped and under-resourced, with treatment the
main focus and rehabilitation a poor second (Convery, 1998a; Giarchi,
1996).

When the health boards were established, there was an automatic
assumption that social workers would work exclusively with children
and families, and this has been the case with only a few exceptions.
There are currently only two or three full-time social workers working
in the community with older people and their families in the whole of
the Republic of Ireland. Statutory psychological services for older peo-
ple in the community are virtually non-existent. The development of
occupational therapy, physiotherapy and speech therapy for older peo-
ple is extremely limited. These services are referred to as ‘paramedical’
services and are typically defined with reference to the medical services
(Convery, 1998b). The other factor inhibiting social service develop-
ment in Ireland is the lack, up to now, of legislation obliging the
health boards to provide community care services to maintain older
people at home in the community (National Council on Ageing and
Older People, 1998). In the absence of a community care act, the med-
ical and health needs of older people continue to dominate, social ser-
vices have low priority when resources are being allocated, and social
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service development and provision has been left to voluntary organiza-
tions which are funded on a discretionary basis.

Health services

Irish health services are centrally financed and mainly provided by
regional health boards. Seventy-five per cent of health expenditure
comes from general taxation and 25 per cent is funded by private
health insurance and income (Leahy and Wiley, 1998). Until recently,
health boards were typically divided into three or more programmes:
hospital, special hospital (psychiatric) and community care. There are
currently eleven health boards. The Eastern Health Board, which covers
the Greater Dublin area and is the largest health authority in Ireland,
was recently divided into three separate health authorities. Health
board services for older people include hospitals, hospital day care,
medical assessment, public health nursing, occupational therapy, phys-
iotherapy and in-patient and out-patient psychiatric services. These
statutory services are administered under different programmes or by
more than one programme, depending on the health board. For exam-
ple, in the Eastern Health Board, geriatric medicine, psychiatry of old
age and residential units for older people formerly were administered
under the Acute Hospitals and Elderly Programme, while community
services, including public health nursing, occupational therapy and
physiotherapy were administered by the Community Care Programme.
GP services are administered separately by the General Medical Service.

There are moves taking place to devolve responsibility for health
planning from regional level to local areas which will be expected
to assess local needs and develop strategic plans for developing and
providing services in each area. The division of the Eastern Health
Board reflects this new direction. Local areas will have new responsibil-
ity for their own budgets and for establishing formal contractual
arrangements with service providers. The framework for the allocation
of national resources is to be ‘measurable health and social gain’ as
spelled out in a 1994 health policy document (Department of Health,
1994).

Social care services

The health boards provide some social care services directly, but most day
centre services, meals services and home help services (in the Eastern
Health Board and some other health boards) are provided by voluntary
organizations, with at least partial funding in the form of grants from
the health boards. Until recently, funding arrangements between the
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health boards and voluntary organizations were informal, that is,
unwritten and based largely on historical precedents and relationships
between individuals in each sector. This inhibited voluntary groups
from planning and developing new services. The lack of mechanisms
for involving the voluntary sector in area planning and decision mak-
ing contributed to serious problems regarding co-ordination and inte-
gration of services. Historically, there has been poor communication
between voluntary organizations and the health boards, and very few
joint projects have been initiated (Haslett, Ruddle and Hennessy, 1998).
The proposed development of formalized contractual arrangements
between the health authorities and voluntary service providers is calcu-
lated to improve accountability but also to put voluntary providers on a
more secure financial footing which, it is hoped, will encourage new
service development (Department of Social Welfare, 1997).

Against a background of unprecedented growth in the Irish econ-
omy, there is evidence of increasing use of private sector health and
social care services, including private nursing home care, home nurs-
ing, home help services, and private meals services. Estimated figures
suggest that the vast majority of people with dementia who are in resi-
dential care are in private nursing homes (O’Shea and O’Reilly, 1999).
This is a function of increased demand for private services, which some
feel are of better quality than state provision, and is also related to the
decrease in public long-term beds and the dearth of statutory service
alternatives, especially community home care services. Long waiting
lists for statutory ‘public’ services and means tests with low income
thresholds are other factors influencing the growth in the market for
private health and social services.

Coverage and variation in provision

Health boards are obliged to provide basic health services but all are
means tested, except in-patient public hospital care, assistance with the
cost of prescribed drugs (above a minimum level each year) and some
community services. Older people whose income is below a certain level
are eligible for a medical card, which entitles them to further services
including general practitioner services; dental, optical and aural ser-
vices; drugs and medicines; and medical, surgical and technical appli-
ances. Currently, income limits for medical card eligibility go from
approximately e127 per week for a single person from 66–69 years up to
e177 per week for a single person over age 80. For a couple, the income
limits range from approximately e188 per week to e265 per week if one
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spouse is over 80 years. Seventy-five per cent of older people in Ireland
qualify for the medical card and thus have free health services, where
available. Fifteen per cent are covered by private health insurance and
10 per cent are covered by neither the medical card nor private insur-
ance, which is a cause of some concern (Layte, Fahey and Whelan,
1999).

GP and basic hospital services are widely available to everyone in
Ireland, including those living in rural areas. Public health nurses,
working from local health centres in every part of Ireland, provide
services to older people in need who are living in their geographical
area, although priority is given to the terminally ill and to those in
need of acute health care. Occupational therapy assessments are avail-
able in all health boards and medical, surgical and technical appliances
are provided, although availability is limited and there may be waiting
lists. Chiropody services are available to older people through private
chiropodists with funding from the health boards, but provision is
unevenly distributed and scarce in some areas (Ruddle, Donoghue and
Mulvihill, 1997).

Home help services, providing personal care, home care and emo-
tional support, exist in almost every area of Ireland, although coverage
is low, with only 3 per cent of people over 65 in receipt of services. The
majority of home help recipients live alone (Lundstrom and McKeown,
1994). Intensive but short-term personal care and domiciliary rehabili-
tation services are available to medical card holders in the Eastern
Health Board region and only two other health boards through the
District Care Units (or community wards) which target older people who
are at risk of institutionalization, often following hospitalization. The
District Care Units offer a multidisciplinary care management approach
to assessment and development of care plans to this select group of
older people, although there are no social workers on the team. Apart
from this, formal care management is not employed at all in work with
older people in Ireland unless they are in hospital.

Other services, including day centres, day hospitals, meals on wheels,
respite care, rehabilitation, specialist consultant services and residential
care services are, in general, scarce and very unevenly distributed, with
some areas, including Dublin, much better served than other areas.
People in isolated rural areas are particularly disadvantaged in this
regard. There are only ten Psychiatry of Old Age services in Ireland,
with six located in Dublin. There is a particular shortage of specialist
dementia services, including day care, respite care and residential care
throughout the country (O’Shea and O’Reilly, 1999).
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Charges

Medical card holders get free health services although they may have
to make a contribution towards social care services which receive
health board funding. These contributions are typically very small, for
example e1.2 per day for day care services, e1.2 per day for transport,
e1.2 per day for meals, and e6 per week for home help services.
Voluntary providers fix their own charges and practices vary between
areas; some organizations do not charge at all although, due to rising
costs, most groups are under some pressure to raise a proportion of
costs from charges to service users. The desirability of educating con-
sumers about the need to pay for services in future has been argued in
the social policy literature in recent years (O’Shea and Hughes, 1994;
O’Shea and O’Reilly, 1999).

Those who do not qualify for the medical card usually would not be
considered to be eligible for social care services in the statutory or vol-
untary sector. They would expect to buy services in the private sector.
Older people without medical cards also pay for all health services,
including GP services, except for basic in-patient hospital care to which
everyone is entitled. Hospital charges have been introduced for X-rays
and hospital tests in hospital casualty departments, and non medical
card holders are also charged a minimum daily charge for hospital care.
Costs for all health services, including private domiciliary nursing, are
rising; private health insurance will only pay a proportion of costs, and
usually there is a time limit on services covered. The rising cost of pri-
vate long-term nursing home care is of particular concern in the Irish
context. In Dublin especially, costs may be five to six times the old age
pension, which is the main source of income for over 80 per cent of
older people living alone in Ireland (Layte, Fahey and Whelan, 1999).
In contrast, the maximum statutory nursing home grant, with avail-
ability subject to a medical assessment and a means test, is roughly
only one and a half times the amount of the pension. Social care costs
are usually not covered by private insurance, so individuals or families
must bear the entire cost.

Older people’s incomes

All older people are entitled to a basic income in Ireland. There are two
categories of social welfare payment: contributory and non-contributory.
Eligibility for the contributory pension requires a certain number of
deductions for social insurance payments during the person’s working
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life. Additional payments are made for dependants. The contributory
pension for a single person under age 80 is approximately e121 per
week, e128 for a person over age 80, and e203 for a couple. The non-
contributory pension, subject to a means test, is paid to people who
were never employed or who did not make the minimum number of
employee contributions. The current rate is approximately e108 per
week for a single person under age 80, e114 per week for a person over
80, and approximately e174 per week for a couple. People aged 65 or
older may receive other non-cash benefits which may increase their
well-being. Everyone in this age group is eligible for free travel on pub-
lic transport, including trains, at off-peak hours, although this is of no
use to older people who live in areas without public transport or to
those who cannot access it because of disability. An electricity allowance,
solid fuel allowance, television licence, free telephone rental and living
alone allowance (for those over age 80) may also be offered, depending
on household circumstances.

The income situation of older people in Ireland has improved con-
siderably over time, largely due to increases in the old age pension as
well as increases in the number of people covered by occupational pen-
sions. However, pension rates have not increased in line with incomes
for the working population in recent years and this is a source of some
concern because social welfare pensions are the main source of income
for the majority of Irish households headed by an older person (Layte,
Fahey and Whelan, 1999). Thirty per cent of households headed by
older people have incomes that are less than 50 per cent of the national
average, while almost 60 per cent have incomes below 60 per cent of
the national average. Under 10 per cent of older people in Ireland are
poor as defined by income plus material deprivation, which is the
same as other population groups. But there are sub-groups in the popu-
lation of Irish older people, including women, and rural women in par-
ticular, whose incomes are particularly low compared to the rest, and
these are at a higher risk of poverty. Those on non-contributory pen-
sions and widows pensions are also vulnerable. Certain groups of older
people may also be disadvantaged because of poor physical housing
standards and because of inadequate access to health services (Layte,
Fahey and Whelan, 1999).

Access and entitlement

Older people’s access to services in Ireland depends partly on their
address. Because of the uneven development and distribution of
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services throughout the country, people with equal need do not receive
the same services across counties or regions. Older people who live in
rural areas without public transport have difficulty accessing services
and must either rely on family or neighbours for lifts or pay for taxis
where available. Those with mobility problems, although they may live
near public transport, may also be unable to use it and thus are also
disadvantaged regarding access to services. Income also determines
access to services; those with incomes above the threshold for medical
card eligibility must pay for services from their own income, or by pri-
vate health insurance, or both. Those whose income is low enough to
qualify for the medical card (75 per cent of older people) are entitled to
the range of free health services described above and, assuming that
need for medical services has been established, the principle barrier to
access is availability of services.

There is no statutory entitlement to the comprehensive assessment
of care needs in Ireland nor is there entitlement to social services based
on need. Services are at the discretion of the health boards and volun-
tary providers. Carers do not have a statutory entitlement to assess-
ment of their needs. Existing legislation empowers the health boards to
provide services to older people in the community but does not require
them to do so (National Council on Ageing and Older People, 1998). In
hospitals, social workers, working in teams with occupational thera-
pists, physiotherapists, nurses and consultants, may do an assessment
of older people’s care needs at the point when they are being dis-
charged from hospital, but the priority is less on comprehensive assess-
ment of individual need than on the pressure to free up hospital beds.
At that stage, the hospital social worker or liaison nurse may refer the
patient leaving hospital to community support services, but there are
major problems with follow-up.

The medical card is often used by voluntary organizations to estab-
lish basic entitlement to social services, including home help, for
example. But entitlement to a voluntary service does not mean that
applicants will automatically be able to access it. Each organization pro-
viding services may determine its own eligibility criteria and these may
differ from those of other comparable services, even in the same area.
Day centre directors, home help organizers, meals-on-wheels coordina-
tors and others may do their own assessment of individual need (based
on interviews with the applicant, local knowledge about the applicant
and her family, and information from professionals). They prioritize
referrals accordingly. In the ordinary course of their work, public
health nurses assess social as well as health need and refer older people
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to other services as appropriate. They act as gatekeepers to other com-
munity services in an informal care management capacity. To a lesser
extent, GPs may also act as gatekeepers to social support services like
day centres and home help services. In general, priority will be given to
medical referrals for any community support service, and only doctors
can refer people for hospital respite care.

Formal care management with respect to older people does not exist
except in hospital settings in Ireland, apart from District Care Unit
teams operating in three health boards, which do not typically target
older people with chronic care needs. The lack of formal care manage-
ment is seen as a weakness in the Irish social care system, and care
management structures are now being recommended in policy docu-
ments (O’Shea and O’Reilly, 1999).

Standards and quality

Attempts to evaluate quality or to set quality standards for health and
social services in Ireland have been isolated and individual up to now,
although the formation of the multidisciplinary Irish Society for
Quality in Health Care in 1994 is evidence that there is concern about
standards in health care (Leahy, 1998). The lack of systematic methods
of data collection and poor development of information systems in
the health services is a factor that has inhibited the development of
national standards (Keogh and Roche, 1996). This problem is begin-
ning to be addressed. There is increasing emphasis in government pol-
icy statements on achieving cost effectiveness in the Irish health
system. In the past ten years, service evaluation has been a condition
of funding for local partnerships involving voluntary service providers
in the community, mainly to ensure accountability for statutory funds,
but quality assurance may also be part of the agenda. The issue of
accessibility to health services is also beginning to be addressed at
Department of Health level, in part driven by political pressure caused
by media reports of long waiting lists. However, there are no national
minimum service quality standards to date, apart from policy recom-
mendations which often focus on professional staff/patient ratios
rather than on quality of service. Private nursing homes are the only
service where inspection is required by legislation under the Health
(Nursing Homes) Act 1990. Senior public health nurses working in each
health board area carry out the inspections. The emphasis is on health
and safety more than quality of service, although there is a voluntary
code of practice that has been developed from within the private
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sector. Voluntary and statutory residential care facilities are not subject
to the same legislation.

For non-institutional services including day centres, home help and
meals services, there are no standardized application procedures for ser-
vices, no standard criteria for eligibility for services, no standard mini-
mum service levels, and no quality standards across or even within
health board regions in some cases. The proposed introduction of for-
mal contracts for services between statutory funding agencies and vol-
untary service providers, and between providers and consumers in the
case of private nursing homes, will improve service accountability and
could help to formalize quality standards.

There has been recent research, and a focus in policy documents, on
consumer views of services and consumer participation in health care
planning and decision making. Health boards are beginning to develop
consumer complaints services and even to solicit the views of service
users. A major research project is currently being undertaken by the
National Council on Ageing and Older People in two health boards,
including the Eastern Health Board, to assess older people’s views of
community care services for older people which will influence future
developments. Following a pilot project initiated by the Department of
Health, committees have been set up in each health board to focus on
women’s health issues, with participation of service consumers, includ-
ing older women in some cases. Age and Opportunity, a voluntary
body committed to changing attitudes towards older people in Ireland,
has been conducting workshops to make health professionals more
aware of the way in which older people experience the health services.
All of the above developments are contributing positively to the devel-
opment of quality standards in Ireland.

Choice and information

Little is known about older people’s access to, or use of, information
about services. Because of the fragmented nature of health and social
care provision, it is not easy for consumers to get a full picture of what
services are most appropriate and what is available locally. The lack of
a community social work service accentuates this problem. The National
Social Services Board develops and distributes information leaflets and
also trains volunteers who staff Citizens Advice Centres in towns all
around the country. The Department of Social, Community and Family
Affairs publishes very ‘user-friendly’ documents explaining its services
to consumers. These and other information literature are found in local
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health centres, GP offices, social welfare offices and post offices. Some-
times social welfare entitlements for older people are publicized in the
newspaper where there is thought to be low take-up. A national tele-
phone helpline service for older people, which is also staffed by older
people, has been developed recently by a voluntary organization in the
Northeastern Health Board, and the service received 150 calls in a
three-month period following its initiation. Service objectives include
the dissemination of information and about 23 per cent of callers dur-
ing that period used the helpline for that purpose (Morton, 1998). It is
interesting to note that this service is modelled on a similar service in
Italy. There are telephone helplines in three other boards and there are
plans to develop similar services in the remaining four health boards
using voluntary organizations to provide services, with financial sup-
port from the health boards.

Individual choice of services is not really an issue for older people in
Ireland except perhaps for those living in Dublin who can afford to
buy services from the private sector. Otherwise, services are spread so
thinly that the only choice is whether or not to take up a service that is
available. People in rural areas are confined to using the hospital and
sometimes even the GP who is nearest to where they live. Other health
services available to them are determined by the catchment area in
which they live. If they are lucky enough to have a day centre in the
vicinity, they can choose to attend or not, but because of difficulties
around distance and transport, it is unlikely that there will be a practi-
cal alternative. Likewise, although they may refuse to accept home
help from someone living in the locale, it may not be easy to offer an
alternative. Even in Dublin, the relative scarcity of available social care
services in the statutory and voluntary sectors, and the unevenness of
distribution of services, often means that older people in need of ser-
vices are offered no choice. People who have sufficient income can buy
in home nursing, home help type services, prepared meals and other
domiciliary supports, and they also have the option of paying privately
for respite or long-term residential care. They may also have a choice of
day care services in the private sector. Older people with low incomes
do not.

The Irish Government is increasing public spending on care services
for older people. Residential units with 20–50 places are being devel-
oped to provide long-term and short-term care, respite care and day
services. With the growth of private nursing homes – over half of all
long-stay beds are now in the private sector – the publicly-funded sub-
vention for private nursing home care is being reviewed at the time of
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writing with a view to containing costs. District Care Units are being
developed or extended in several health board areas, targeting short-
term rehabilitation services at frail older people who are at risk of insti-
tutionalization. However, Ireland continues to have a shortage of
long-term care provision, and current shortages of nurses and care staff
have resulted in the closure of scarce public beds, inhibited private
nursing home development in some areas and raise questions about
quality of care in both sectors.
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Italy
Janet Convery and Elisabetta Cioni
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State, family and individual responsibilities

In Italy, family ties are very strong and it is assumed that families will
take primary responsibility for providing care and support to older rela-
tives. Considerably more is expected of daughters than sons, especially
regarding the personal care of dependent family members. Table 7.1
presents survey data showing that, depending on level of disability,
80–85 per cent of older people needing help with care or mobility
received this solely from family members, with most living with their
children. At the highest level of disability, 20 per cent received help
from public or voluntary services.

Although there is a subtle shift taking place from an acceptance of
family duty to a notion of citizenship rights to public services, publicly
provided services still carry stigma and are largely confined to individ-
ual older people who are without family and on low incomes (Cioni,
1999). People must ask for services; they are not offered, and a distinc-
tion is made between the ‘deserving’ and ‘undeserving’ poor. Better-off
older people, on average or above-average incomes, would not approach
the municipality for assistance. ‘Deserving’ generally means that the
person has a recognized health need and entitlement to free health
care, although services provided to meet any associated social care
need may still have to be paid for on a means tested basis. 

Disabled people, including older people, are entitled to receive an
attendance allowance, regardless of their means, but the amount is so
low that it must be interpreted principally as a token reward and an
incentive for the family to take responsibility. Family obligations, and
their gender specificity, are widely held expectations, supported more
through the lack of provision of alternatives – non-policies – than
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through the provision of positive incentives encouraging this behav-
iour (Saraceno, 1998).

According to Italian law, an older person who cannot support him- or
herself financially is expected to be supported by their relatives, in the
order of spouse, children, grandchildren and siblings. Although this is of
symbolic importance, in practice very few older people are supported
financially by their families – an estimated 0.6 per cent of older men
and 1.5 per cent of older women (ISTAT, 1997). The tacit acceptance of
an intergenerational contract can also mean that older people with good
pensions give financial help to their adult children. The financial contri-
bution of older people to households is very high and amounts to more
than 50 per cent of income in households of two or three people in
some areas of Italy, especially the islands and the south (Mirabile, 1999). 

When the decision to place an older person into residential care is
made, the resources of the family are taken into account and family
members may be called on to share the cost of care, even if they do not
agree with the decision. Personal property, including home ownership,
may be considered, but people cannot be compelled to sell their homes
to cover the cost of institutional care. Some municipalities may try to
recover the cost of care after the older person’s death, but they seldom
succeed.

Relatively standardized health services are available to all permanent
or temporary citizens, including older people, through the National
Health Service (Ferrara, 1996). This universalist system was established
by legislation in 1978, replacing previous fragmentary occupational

Table 7.1 Help received by older people in Italy from informal and formal
sources, 1990

Level of Help only from family Help from Number of
disability public or respondents

In same Not in same voluntary (1000)
household household services

Bedfast/chairfast 45.1 34.8 20.1 237

Needs assistance 48.5 37.8 13.7 277
with activities of
daily living

Needs assistance 41.2 41.0 17.8 330
with mobility
outdoors

Source: ISTAT (1990).
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coverage. Universal coverage of health care has improved access to
social care where there is an associated social care need, as noted above,
but social care services are not provided as of right. All municipalities
will include in their budgets provision for social care services, at least
for residential care services for poor older people, and many now pro-
vide domicilliary services. Residential and nursing homes provide care
at three levels: if an older person is eligible for full support, the munici-
pality pays all the cost of the lowest level of care, while the cost is
shared equally with the health service for the higher two levels. Private
homes are used if places in public-sector homes are not available. 

As in Ireland, voluntary organizations in Italy, heavily reliant on vol-
unteer labour, have traditionally provided services which complement
statutory services for older people, often with funding from the statu-
tory sector. Not-for-profit Roman Catholic organizations are significant
residential home providers. Domicilliary provision in any given locality
for an older person without family help or the means to obtain private
help will be a mix of direct municipal provision and – mostly – social
co-operatives with which the municipality contracts for services. Social
co-operatives started to develop from grassroots community initiatives
in the mid 1970s. They saw strong growth during the 1980s, reaching
an estimated 3800 in total by 1996 (Ranci, 1999). It is estimated that
there are also 11 000 voluntary organizations providing social support
for older people free of charge, mostly home help, transport, meals,
educational and leisure activities, and help in hospitals and residential
homes (Ranci, 1999). This ‘third sector’ is more developed in northern
and central Italy than the south. 

Those Italians who can afford to do so are taking out private health
insurance and are choosing to purchase health and social care services
in the private sector, which is growing rapidly (Jakubowski and Busse,
1998). This growth is encouraged by legislation that allows doctors in
public hospitals to take private patients, a tax system which allows par-
tial tax relief for costs paid for private health services, and a dearth of
social care service provision in the public domain (Saraceno and Negri,
1994). Just over a half of residential homes for older people in Italy are
in the private sector and 50 per cent of hospital admissions in some
regions are to private hospitals (Hutten, 1996).

Structure, funding and organization of services

Both health care and social care services are administered through
local authorities in a highly decentralized system and financed from
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a national fund for health care derived from general taxation and
employer and employee contributions. Every year, the Health Ministry
proposes a National Health Services Plan to Parliament in which gen-
eral objectives and regulations are specified and financial resources
distributed to the regions. The national government defines national
health service standards and criteria for resource allocation based on
regional differences in health service needs. It also retains responsibil-
ity for collecting workers’ contributions and income taxes which
finance the system (Saraceno and Negri, 1994). National and regional
agreements determine the services that are provided by family doctors
and the fees paid to them by the National Health Service. Family doc-
tors dominate the primary health care system because of a large supply
of GPs and a shortage of nurses (Hutten, 1996). They receive a higher
annual amount from the NHS for patients who are over 60 years old.

The regional administrations have the main policy responsibility for
shaping health and social care services. They determine the geographi-
cal boundaries of local health units (the Azienda Unita Sanitaria Locale
or AUSL) which provide health and social services, and approve a
Regional Health Plan, establishing objectives and fixing budgets for
every local unit (Ferrara, 1996). The local units are headed by a man-
ager responsible for budget and organizational decisions, under the
control of a political organization composed of the mayors of the muni-
cipalities in each sub-regional area. Thus, the Italian health service is
politically controlled at local level but operationally autonomous, in
contrast to the more directly politically controlled municipalities. The
territory of every AUSL is divided into smaller local organizational
units, called districts.

Although practice varies between regions, the following example
from Tuscancy is fairly typical. Requests for help will be directed to a
social worker or GP who will make a referral to the district. If the
request is for practical help only, such as domestic help, transport or
laundry, the decision about service provision is made by a social
worker. If there is a nursing or rehabilitation need, the GP makes the
decision. If both types of need are involved, the case is referred for a
multiprofessional assessment to a Geriatric Evaluation Unit (UVG).
UVGs are multidisciplinary teams comprising the family doctor, the
district specialist in geriatrics, the district nurse and the district social
worker (De Gennaro, Palleschi and Zuccaro, 1997). So far, 12 of Italy’s
20 regions have UVGs.

Historically, welfare services for older people in Italy consisted pri-
marily of hospitalization (Mirabile, 1999). In the late 1970s, however,
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there was a strong public reaction against the policy of institutionaliz-
ing the disabled and chronically ill, and powers of social service juris-
diction and organization were given to regions and municipalities to
develop non-institutional services for older people. Legislation in 1978
resulted in the establishment of local health centres and also set out
guidelines about the integration of social and health services (Mirabile,
1999). But without clear national guidelines, services developed very
unevenly, with innovations being introduced in the most socially
active regions and municipalities in north and central Italy but with
little development in other areas. 

In 1992, Parliament approved the National Project for the Protection
of the Health of Older People which established new principles and
rights to services, including rights to financial benefits, home helps for
dependent older people and sheltered housing. Unfortunately these
rights have never been fully enforced. The project targeted older people
with disabilities who were at risk of becoming totally dependent and
was aimed at either preventing hospital admission or at the rehabilita-
tion of older people to the point where they could continue to live at
home. Funds were made available to improve the availability and qual-
ity of residential care services and to develop non-institutional care
solutions including new domiciliary services. However, while financial
pressures have tended to reduce the use of hospital care for older peo-
ple over time, the proposed range of alternative community services
has been slow to develop. 

Coverage and variations in provision

Although the 1992 project aimed to provide home care to 2 per cent of
people over 74 in response to disability or risk of serious disability, and
to 10 per cent of older people needing medical care at home, the evi-
dence suggests that the level of social service provision remains fairly
low. Costanzi (1991) sees a correlation between the general lack of cul-
tural awareness in Italy of the need for domiciliary care and the lack of
legislation to dictate service development. Regions and municipalities,
influenced by different local political cultures, organizational capacities
and available resources, determine their own priorities regarding levels
of expenditure on social services, and they each decide which services
will be provided and to whom (Mirabile, 1999). Thus, local party poli-
tics has a considerable influence on the level and direction of social
service development and provision. 

New service development in some areas may be hampered by local
municipalities having to find the funds for any services that are
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provided above and beyond the nationally defined standard package of
health services. Administrative inefficiency and funding nationally
agreed wage agreements for public-sector employees have also con-
strained the development of health and social services. The relative
political bargaining power of particular groups or geographical areas is
another reason for uneven social services development and distribu-
tion (Saraceno and Negri, 1994). Other factors inhibiting domiciliary
service development include conflicts between the health sector, which
has a national remit to develop policy, and local community social ser-
vice providers about their respective responsibilities, and the weakness
of the nursing profession within the system (Hutten, 1996). 

There are wide local variations in the availability of social services for
older people and the circumstances in which they receive services.
Specifically, there are notable differences in coverage of services between
regions in north and central Italy where health service expenditure is
higher than in southern Italy (Fargion, 1997; Saraceno, 1998). However,
even though services are generally better and more widely available in
the northern and central regions, there is still wide variation within
these regions in the availability and quality of services, depending on
different local policies. Overall, there is evidence of a serious general
shortage of community support services and rehabilitation services for
older people. 

Typical of social services generally, home care services for older peo-
ple vary considerably between areas and are not yet available at all in
some parts of the country. As one moves south in Italy, home care ser-
vice provision deteriorates and the proportion of older people receiving
services falls dramatically (Hutten, 1996). The numbers receiving a ser-
vice may be so small as to make provision insignificant in terms of the
needs in a particular area. In addition, home care services in different
municipalities are administered by widely differing organizational sys-
tems, and problems exist in co-ordination and integration with other
services.

There is also a great shortage of residential care in Italy. In 1998 there
were 3159 residential homes, with just under half being public
(Prezidenza del Consiglio dei Ministri Departimento per gli Affari Sociali,
1998). Giarchi (1996) cites a shortage of long-term beds, especially for
the ‘non self-sufficient’ elderly, including bedridden chronically ill
older people and those with dementia. The closure of psychiatric insti-
tutions in 1978, the gradual fragmentation of family life, and a drop in
religious vocations have also contributed to the problem and increased
the demand for long-term residential care. In 1988 legislation was passed
calling for the establishment of ‘health care homes’ for dependent



older single people and for those who could no longer stay at home. A
target was set of 140 000 beds but by 1998 only 17 per cent of this tar-
get had been achieved (Prezidenza del Consiglio dei Ministri Departi-
mento per gli Affari Sociali, 1998). 

Charges

Until the mid 1980s, all health services were free. Since then, the dete-
riorating public financial situation has forced the Government to start
charging. Nowadays, only GP services and hospital care are still free in
Italy. People are asked to pay for instrumental analysis, specialist ser-
vices and prescriptions, depending on their income, age and disease.
Drugs and instrumental analysis are free to people over age 65 in cases
of chronic disease, or where annual income is very low, that is for an
individual with an income of less than e10 000 and, for an elderly cou-
ple, e32 500. In 1994, only 38 per cent of older people who needed to
visit a specialist paid for it, whereas 61 per cent of people under 65
paid (ISTAT, 1997). 

Municipalities apply means tested charges for domiciliary and day
care services as well as for institutional care. The social work assess-
ment, which can be very intrusive, is not only based on the older per-
son’s income and assets, including home ownership, but also on the
income of extended family members. Existing social service provision
is not sufficient to meet the needs of the older population, so potential
service clients are discouraged from asking for assistance. Scarce home
care services are targeted first for older people who live alone and have
low incomes; after that, services are allocated on the basis of local regu-
lations and priorities and social workers’ discretion.

In some cases, individuals who choose private health services or pri-
vate specialist services in certain circumstances, such as when there is a
lack of alternative public services or urgency, may have the costs par-
tially reimbursed. Medical expenses may also be deducted from income
tax with the greatest benefits going to those with higher incomes
(Saraceno and Negri, 1994). 

Older people’s incomes

Most older people in Italy are owner occupiers – 79 per cent of males
aged 65 plus and 70 per cent of females. Older households have
incomes that are about 25 per cent below the national average in Italy.
Monthly incomes average e775 to e1030, compared to e1030 to e1290
a month for other households (Mirabile, 1999). In 1995, households
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headed by a person over 65 were at a higher risk of poverty than other
groups: 17 per cent were considered to be at risk of poverty, compared
to 7.5 per cent of households headed by someone under 65. Among
the poor, one in three is over 65 (ISTAT, 1997). The highest risks of
poverty exist among the older elderly, who are mostly women, and for
older people who live in the southern regions of Italy (Pace and Pisani,
1998).

The minimum social pension in Italy is one of the lowest in Europe,
amounting to only 8 per cent of the average net earnings of manual
workers in manufacturing and those uninsured people who are depen-
dent on the social pension experience considerable hardship (Ferrara,
1996). Included in this group of the poorest in Italy are many older
people, including ex-peasants and older women who have always been
housewives or who had short and irregular working records (Trifiletti,
1999). On the other hand, those who have experienced job security
and status in their working lives receive relatively high earnings-related
pensions when they retire (Ferrara, 1996).

In 1995, 83 per cent of Italian men aged between 60 and 75 years,
and 97 per cent of men over 75, lived principally on their pensions.
The percentages are lower for women, 74 per cent and 90 per cent
respectively. Among 60 to 75 year-old Italian women, one in five
depends on her spouse’s income (Cioni, 1999).

There are many different types of pension which, until recent align-
ments in benefits, showed great variation in pension levels. In general
Italian pension levels based on employment are among the highest in
Europe. There are three types of occupational pension. The first type,
di anzianita, where the pensioner had been at work for a minimum
number of years, differs according to occupation and whether he or she
worked for the private or public sector. When a worker reaches pen-
sionable age without reaching the minimum number of working years
to be entitled to a pension, a second kind of pension, called di vecchiaia,
is paid, proportionate to contributions. If this pension is under a mini-
mum level, the State pays a supplement to bring the pension up to the
minimum level, but only if the pensioner’s spouse’s income is less than
three times the amount of the pension. Before 1992, the supplement
was granted on the basis of the individual’s income only and the di vec-
chiaia was considered to be a safety net for people, mainly women, who
had worked in part-time, poorly paid occupations. A change in means
testing criteria has negatively affected this group (Trifiletti, 1999).

The third type of occupational pension is called ai superstiti and
is given to the spouse after the pensioner’s death. It is equivalent to
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60 per cent of the original pension. Those who have no other pension
or source of income are entitled to receive a state pension called the
social pension, provided that their spouse’s income does not reach
double the amount of this pension (Saraceno, 1998). Almost half of
social pensions are below e515 per month (Ciocia, 1997). 

Recent reforms to pensions have sought to control future expendi-
ture, including a change in the way that contributory pensions are cal-
culated, from calculations based solely on the pensioner’s last working
years to a system which takes into account an individual’s entire work-
ing career. Other changes involve extending the retirement age to
60 years for women and 65 for men, and limiting early retirement on a
full pension (Mirabile, 1999).

Access and entitlement

In Italy, every citizen has a right to free primary health care and has a
choice of family doctor, although doctors cannot exceed maximum
patient numbers. Most family doctors’ surgeries are near where their
patients live (ten minutes on average). But because it is unusual for
them to give appointments except for home visits, patients may have
long waits in the doctor’s waiting room (Mapelli, 1994). Hospital care
is also free and, except for emergencies, patients are admitted to hospi-
tal through the family doctor, who plays a crucial gatekeeper role in
regulating access to hospital and to all other public health services,
including specialists, diagnostic tests and drugs.

There is a problem regarding adequate assessment of older people’s
need for health services in Italy. In the first instance, many needs may
be dismissed as being a normal part of old age, and older people may
not be directed to health services even when they might improve their
health and quality of life. If rehabilitation or recovery is possible,
health services are more likely to be provided. If not, the person may
be given social care services.

As noted above, there is no right to free social care services, which
are available only to the very poor and, even then, people who apply
for services are subject to very rigorous and intrusive means testing
involving scrutiny of the finances of the older person’s extended fam-
ily. The main criteria of eligibility for home care services, which were
set up in the 1970s in many municipalities in Italy, include the follow-
ing: that the older person be resident in the area where the service is
offered; that he or she be of a minimum age (which could be between
55 and 70 depending on the municipality); that the person’s income
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does not exceed the minimum social pension; that he or she is in poor
physical or mental health, including disability or invalidity; and that
there is an absence or shortage of family help (Costanzi, 1991). 

Social workers with university qualifications act as gatekeepers to all
non-medical services at municipality level. Although they must con-
form to local authority regulations which may vary considerably
between regions and municipalities, they do have some discretion over
the allocation of services. There is pressure on social workers to ration
services in an under-resourced system which cannot possibly meet the
needs of the older population. Many social workers feel caught in a
dilemma with their professional ethics on the one side and their loy-
alty to their employer (municipalities or AUSLs) on the other. Some
express concern about what they see as a double mandate, and report
tension between their roles as advocates for their clients who are in
need of social care and as agents of the welfare state.

In the Italian context, more than charges, it is the lack of services or
their scarcity that inhibits access. People with little money find it diffi-
cult to access free services. Others who have higher incomes may have
doubts about the quality of public services, and so may choose to pay
for private services. The well-off are ready to pay very high charges to
be admitted to private long-term residential care or to access services.
In general, education and income are linked with use of private health
and social services (Mapelli, 1994).

The fragmented and decentralized nature of the Italian welfare state
has inhibited the development of national service standards and qual-
ity assurance measures. In general, there is little evidence of any sys-
tematic effort at a national level to understand how health and social
services work in Italy, to establish service standards or to evaluate for-
mally service effectiveness. Many regions have not yet approved diag-
nostic and therapeutic standards and, in general, there is a lack of
widespread practice of service evaluation (Turcio, 1997). Saraceno and
Negri (1994) note that the State controls resources and regulation, but
appears to disregard implementation at local level. They see attempts
to diminish political clientelism by giving more power to professionals
and managers at local and national levels as laudable but less effective
than improving the co-ordination of existing organizations. Bureaucracy
and party politics continue to be inhibiting factors in the implementa-
tion of care services for older people (Giarchi, 1996).

In the 1970s, regions in north and central Italy established standards
regarding patient numbers, physical facilities and the provision and
organization of services in the residential care sector. This was in
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response to the legacy of traditional institutional practices of the time.
The regions funded municipalities and not-for-profit organizations to
improve standards of care. Unfortunately, standards in residential care
in the southern regions are still quite low. 

There is a serious lack of regulation of the growing private sector
which provides services for many older people, including nursing
homes and other types of residential care, sometimes by contract with
the local municipality. Service users have no access to information on
standards and rights and are afforded little protection from malpractice
or abuse. In the not-for-profit sector there is also an absence of moni-
toring and evaluation of services (Saraceno and Negri, 1994). A new
Minister for the Family has been installed in the last few years and new
national social services legislation, being debated in Italy at the time of
writing, may legitimate and support the more advanced local initia-
tives taking place and provide national service standards. 

Choice and information

Although information about social services in Italy tends to be very
poor generally, Giarchi (1996) considers patronati offices located in
some regions to be very helpful and supportive to older people and
their families. The patronati have advisers and a lawyer who provide
information regarding welfare rights, act as advocates and also assist
with form filling. For health matters, the family doctor is the usual
channel for information in the first instance. Social workers may also
give information to their clients, who are mainly confined to the use of
public services due to low income. A telephone helpline for older peo-
ple operated by older volunteers in 130 centres in Italy under the aus-
pices of AUSER, an association of retired trade union members, was the
model for the development of a similar helpline service in County
Westmeath in Ireland. 

Informal networks are important to the dissemination of informa-
tion about services in the private sector. A national survey conducted
in 1991 revealed that 20 per cent of the sample surveyed had never
heard about home help services, suggesting that lack of information is
a serious problem and has inhibited service take-up by some older peo-
ple (Giarchi, 1996).

Older people in Italy are still held in high esteem and may exert
power in the family because of ownership of property and other assets.
They may therefore have a strong voice within their own family in deci-
sion making about their care, although the ultimate choice of formal
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services depends upon family income. Since the mid 1980s, people with
adequate incomes have increasingly been choosing to pay for private
health and social care services, and the number of private, for-profit
providers has increased commensurately (Saraceno, 1998). Individuals
and families are choosing private services for themselves and for those
who are dependent on them. Based on available evidence, older people
themselves are likely to choose specialists and hospitals in the public
sector, and this may reflect both lower educational levels and lower
incomes among the elderly (Mapelli, 1994; Istat, 1997). 

The local authorities have traditionally depended widely on non-
governmental, charitable and other not-for-profit organizations to pro-
vide social services, and this fact is deeply rooted in the history of the
Italian welfare state (Guimelli, 1994). During the last few years, the
practice of contracting for services has been strengthened. In some
cases, contracts with external organizations have been introduced for
services that were previously directly provided by local authorities in
an effort to increase flexibility and to reduce costs (De Leonardis,
1998). It is the local authority that chooses between prospective service
providers; no choice is given either to the social workers who make
referrals or to older people as users of the services. However, local asso-
ciations of older people have spread in recent years and accessed fund-
ing and support from the municipality to run social activities and
provide facilities. In this way, more than 600 Centri Sociali Anziani
(older people’s social centres) have been set up throughout Italy
(Mirabile, 1999).

Currently, a system of payment for health and social care services is
under debate, whereby individuals would be given vouchers which
they can use to purchase services from the private or public sector or
from social co-operatives. It is argued that this would enhance individ-
uals’ choice considerably, but to date there has been no political con-
sensus on the issue. The past decade has also seen the spread of a new
cash allowance, provided at local level by municipalities and some-
times local health units. This is targeted at very frail older people
with low incomes, and is aimed at diverting these older people from
institutionalized care. The allowance is paid directly to the older per-
son, or sometimes their relatives, following an assessment. The money
can be used as additional income or to hire care. Although the
allowance is an attempt to contain the cost of caring for sharply rising
numbers of older people in Italy, it is a popular measure (Gori, 2000).
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State, family and individual responsibilities

Responsibility for health and social care services for older people in
Greece is divided between the family, the State, local authorities, social
security and mutual funds, the Greek Orthodox Church, non-profit
organizations, and the private for-profit sector. Basic primary health
care, as well as hospital care, is universal, provided through the Nati-
onal Health System and/or through the social security/social insurance
system. Social support and social care services are discretionary and
are developed mainly by the local authorities, the Church and other
non-profit organizations. Provision is limited and there is little or no
support for many carers, but there are signs of increasing state inter-
vention in response to the needs of older people. The number of home
help programmes offered by local authorities is growing rapidly and a
new state-funded National Organization for Social Care, equivalent to
the National Health System, emerged in 1998. There is a commitment
to develop this area further. Residential care is offered by the State, the
social insurance funds, the local authorities, the Church, non-govern-
mental organizations and private companies, but availability is limited,
and in most cases it is expensive.

Social security and insurance coverage is of utmost importance.
Compulsory deductions are made from the wages of everyone in
employment and this money is put into social insurance schemes
which pay for services as needed. Employer and employee contribu-
tions totalling approximately one-third of workers’ salaries throughout
their working lives are paid in the expectation that if they need care or
treatment, their social insurance scheme will cover the cost. The State
acts as a safety net only in cases where people are either unable to work
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because of disability or where a person’s employment record is short or
broken, and even then state benefits are means tested and minimal. If
an older person lives with other family members, then the financial sit-
uation of the household as a whole is taken into consideration before
state benefits are allocated. If older people have social insurance or pri-
vate insurance coverage for services, there is no means testing involved.
Services or treatment are the right of the insured regardless of his or
her financial situation.

The family plays a critical role in the care of dependent older family
members in Greece and there is a legal duty imposed on adult children
to care for their elderly parents under Article 1485 of the Greek Civil
Code. Article 1485 assumes that parents and children have a mutual
responsibility to care for each other. Failure to accept responsibility for
one’s parents may result in disinheritance. The shortage or lack of
alternative statutory care provision makes family involvement essen-
tial, but there are also strong family values which continue to place the
family at the nucleus of Greek society as its most supportive institu-
tion. Greeks are loyal to their family, expect to take responsibility for
their family members, even in the extended family, and they also
expect that the family will take care of them in times of need. They do
not show a similar trust in the State or the Government, for historical
reasons (Stathopoulos and Amera, 1992). Reduction in family size,
internal migration to urban areas, changed expectations, participation
of women in the workforce, low birth and death rates and high life
expectancy have all contributed to change in the dynamics of family
care in Greece in recent years. But the family network is still very
important to the health and welfare of older people.

In spite of the predominance of the nuclear family unit in Greece in
recent years, older people maintain close contact with family members
and 30 per cent of older people live with their children. There is an
important bond and sense of identification between generations that is
unlikely to diminish in the future (Amera, 1990). Moussourou (1985)
found that there was daily contact between grandparents and grand-
children in one out of three Greek families which increases if there is
illness, and there is also a high level of residential proximity between
older people and at least one of their children (Stathopoulos and
Amera, 1992).

Reciprocity is a factor in the mutual support system that operates
between the generations in Greek families. By their willingness to care
for dependent children, many grandparents facilitate women to take
paid employment outside the home, and the pensions of grandmothers
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living with their adult children often contribute significantly to house-
hold income (Amera and Maratou-Alibrandi, 1988). The close relation-
ship that develops between the generations then leads to a commitment
to care for older family members when they become dependent.
‘Caring for the old is, thus, a way of life corresponding to that of rais-
ing children; a responsibility families are reluctant to give up’
(Stathopoulos and Amera, 1992). However, Drew (1994, p. 56), in point-
ing out the gender aspect of Greek familism, notes that the lack of fam-
ily policy to support the family in Greece reinforces ‘the role of women
as sole carers of children and the elderly by nurturing, reproducing and
legitimising their dependency on men’. Greek women between the
ages of 25 and 49 have the lowest employment participation rate in
the EU, 40 per cent compared to the EU average of 60 per cent. The
heavy reliance on family care can also impose a high price on relation-
ships between carers and family members. The lack of part-time
employment opportunities for carers in Greece contributes to tension
in families whose members may be overstretched by the demands of
full-time work as well as caring for dependent older relatives (Drew,
1994). Elder abuse and neglect is not unheard of, with verbal abuse
being its most common form within the family. Spinellis and Pitsiou-
Darrough (1990) report that Athens General Hospital had 225 cases
of elder abandonment in a four-month period; almost 70 per cent
involved families who either did not want to care for the older person
any more or were not able to care for them.

There is little support for carers in Greece (Mestheneos and
Triantafillou, 1993). The State offers tax deductions to any family caring
for a person with more than 67 per cent disability and a monthly bene-
fit to anyone who is declared by the appropriate state committee as
‘totally disabled’ and who is not insured by a social security fund. Social
security funds vary in their benefits, but a number of them pay an
allowance towards payment to a carer. Some accept a family member
as a carer. However, the allowance is usually not substantial or even
realistic in terms of the costs of care. The State’s provision of tertiary or
long-term institutional care of older people who are sick or disabled is
minimal, with only an estimated 1 per cent of those aged 65 years and
over in public or private residential homes (Mestheneos and Triantafillou,
1993). The vast majority of disabled and dependent elderly people are
being cared for either by family members or by foreign and Greek care
workers. Because the pension of many older people is sufficient to cover
the cost of a live-in carer and because there are many immigrants, usu-
ally from Eastern Europe, willing to work for lower wages (including
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room and board) than Greeks would accept, it is possible for many fam-
ilies to employ others to provide care for older relatives in their own
home. Greek home care workers demand higher wages than non-Greeks
and are usually not willing to live in – which is very convenient for
non-Greeks. If the person being cared for is more than 67 per cent dis-
abled, the immigrant worker can obtain a work permit and this provides
an incentive for some to seek out this type of work, to the advantage of
everyone. So while families retain the responsibility for their elders,
many are hiring others to actually provide the care.

Cultural values in Greece have also influenced the way that care ser-
vices have developed over time. These include an approach to life that
places more importance on resourcefulness than on long-term plan-
ning or systematic methods. Urban living is valued more highly than
rural living because of the greater opportunities and access to educa-
tion and health services available in cities. Belief in the importance of
investment in education, in insurance for health and retirement, and
in one’s children is another value that has influenced Greek social pol-
icy up to the present (Stathopoulos and Amera, 1992).

Structure, funding and organization of services

National guidelines for the development and provision of health and
welfare services are expressed through legislation and through the rules
and regulations of the various organizations providing services. There
is dialogue about these guidelines and rules between the interested par-
ties, including social insurance organizations and unions, following
assessment by experts of needs and options. The Ministry of Health and
Welfare sets health policy in conjunction with the national Direc-
torates of Public Health, Health Protection and Promotion, and Mental
Health, which have responsibility over particular areas of health and
welfare. The Central Health Council (KESY) which advises the minister
on health policy and research is made up of professional service
providers (mainly medical) and consumers (Jakubowski and Busse,
1998). Committees at prefectural level have some discretion in plan-
ning local services and administering means tests for services and ben-
efits. They are also involved in administering services for social
insurance organizations. Service providers must be registered at national
and/or prefectural level. Health, welfare and residential care of older
people comes under the Ministry of Health and Welfare. Social security,
unemployment and public housing come under the Ministry of Labour
and Social Security.



112 Social Care and Social Exclusion

Health and welfare services are funded from taxation and compul-
sory employee contributions into a plethora of occupational pension
schemes/social insurance funds which cover approximately 91 per cent
of the population. Contribution levels are set by central government
and contributions are supplemented by the central budget (Jakubowski
and Busse, 1998). These schemes cover the cost of health and social
services but there is great variation in the type and level of coverage.
Access to all but very basic health care and treatment is determined by
the occupational pension scheme to which a person belongs. Members
of higher-status occupations have much better health insurance cover-
age than members of low-paid, low-status occupations. Those with
no employment record, or who have a short or broken employment
record, must rely on the public assistance network (Ferrara, 1996). At
present, there is serious concern in Greece about the fact that some of
the social insurance funds are going bankrupt as care costs increase.
Many people have lost faith in the social insurance system and have
taken out additional private medical, hospital and/or pension insurance.
Increasingly, individuals are choosing to pay directly for private services
as evidenced by the fact that Greece has one of the highest percentages
of expenditure on private health services in the EU, despite the low per
capita income of its inhabitants (Athens Medical Association, 1998).

National health services

With the introduction of Law 1397 in 1983, the National Health
System came into being in Greece, giving the State the principal
responsibility for the provision of health care services. The creation of
new private hospitals or their expansion was prohibited, as was private
practice by public doctors. Any state subsidy to private, non-profit hos-
pitals was also stopped under the NHS legislation (Katrougalos, 1996).
NHS goals included universal coverage of the needs of the population
with equal access for all; the development of primary health care and
general practice; and a welfare policy which allocates services to those
most in need.

There are nine regions which encompass 53 prefectures with a total
of 1033 municipalities in Greece. Services are delivered on a decentral-
ized basis through the local municipalities which organize and provide
them. Since its establishment, the NHS has achieved universal coverage
for the entire Greek population, as well as for the more than 500 000
legal and illegal migrants living in the country. This is an impressive
achievement, especially given the geographical features of the country
and the spread of the population. Through the NHS, all communities,
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no matter how small, have the presence or weekly visit of a general
practitioner. In rural areas, this service is often provided by medical
graduates, who are all obliged to serve one year in a rural district of
Greece after qualifying as doctors. A number of health centres, usually
connected with a state hospital in the locale, are scattered all over the
country. These health centres are usually staffed by a doctor, a regis-
tered nurse and possibly a registered midwife, both university trained.
Some centres have various other medical specialists. There is heavy
reliance on hospital care and hospitals are used to provide primary care
as well as respite. The establishment of nearly 200 diagnostic centres
since 1985 is an important feature of the Greek health care system.

The 53 prefectures have a total of 130 hospitals, with in-patient and
out-patient departments. Big hospitals exist in the large urban centres
or in cities where there is a university medical school. There is country-
wide free ambulance service with motor vehicles and helicopters so
that people who live in isolated communities can access hospital care
in an emergency. All-weather helicopters have recently enhanced this
service. Scattered around Greece are 20 state residential institutions
for chronic illnesses. Dependent older people, especially those with
dementia, are often placed in these institutions, although capacity is
very limited and there are usually long waiting lists.

In spite of the achievements of the NHS system since its establishment
in 1983, there continue to be serious problems in the Greek system of
health and social care. It has not been given the attention and funds nec-
essary to develop these services equitably throughout all parts of Greece.
There is no community nurse service in Greece, there are no day care
centres, no meals-on-wheels services or community chiropodists. These
gaps in services have serious implications for dependent older people liv-
ing at home, as well as their carers. Statutory home help services have
only been available in a few areas in some municipalities: less than 1 per
cent of the population is estimated to receive them (Giarchi, 1996).
There is an overabundance of specialized doctors compared to the num-
ber of general practitioners, which is low, although there is considerable
variation in the quality and availability of services. Specialist medical ser-
vices are concentrated in the cities and there is a shortage in the numer-
ous mountainous and small island communities. Sixty per cent of
psychiatrists are in Athens, and psychiatric hospitals in Greece’s two
largest cities account for 60 per cent of total psychiatric beds in the coun-
try (Athens Medical Association, 1998). Best served are those who can
afford to pay, either through their own funds or through good social or
private insurance schemes.



The very serious shortage of nurses in Greece, even in big hospitals,
private hospitals and nursing homes, means that those without family
members to provide nursing support at their bedside are at a consider-
able disadvantage. In August 1999, the Minister of Labour and Social
Security announced the employment of 4000 additional staff, includ-
ing 800 doctors, to cover patient needs in hospitals, and this may lead
to some improvement in nursing services in the short term. The level
of satisfaction with the NHS is low and there is some feeling that older
people are worse off than other groups since there are no geriatric beds
and no places for older people to go once they leave hospital. Social
workers experience distress continuously with cases of old, dependent
people whose families are unable to care for them or who have
nowhere to go. There is evidence that up to 50 per cent of Greeks vol-
untarily pay extra money to medical staff for NHS services which are
technically free in the belief that they will receive better care or be
shortlisted for an operation (Katrougalos, 1996). The NHS’s failure to
satisfy both the people served by it and those serving in it is, to some
extent, related to Greece’s application to join the European Monetary
Unit, which dictates the lowering of public expenditure and which
has resulted in increased privatization. The NHS’s inability to manage
health services efficiently and effectively in this decentralized system is
another issue.

Municipalities’ health and social services

In recent years, Greek social policy for older people has been aimed at
providing care in the community for as long as possible and the provi-
sion of services to a broad segment of the older population, and not
just to the destitute and seriously ill (Stathopoulos and Amera, 1992).
To achieve these aims, KAPI centres (Open Care Centres for the Elderly)
were set up to offer primary health services and social services for older
people living in the community. These services are usually free of
charge or have a token fee only, and all older people in their geograph-
ical area have access to membership. As such, KAPI centres, which now
exist in the capital cities of all 53 prefectures, are a good example of a
non-stigmatizing, universal service for older people where entitlement
is based on residency and age (60 plus) alone. KAPI centres are staffed
by a social worker, a visiting nurse or a registered nurse, a physiothera-
pist, an occupational therapist (all tertiary education trained) and a
medical doctor (visiting or volunteer). They also employ home assistants.
KAPI objectives include prevention of social, psychological and health
problems; fostering co-operation and contact with other age groups;
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promotion of social participation; and encouragement of social activity
(Stathopoulos and Amera, 1992). They also aim to educate the wider
public as to the problems and needs of older people and undertake
research. KAPI centres are a model of the good integration of social and
health services, with needs assessment and service delivery being offered
from one central location. Services are local and personalized, and KAPI
centres harness the participation of local volunteers (Karantinos, Ioannou
and Cavounidis, 1992).

The range of health services offered to KAPI members is wide and
includes medical care, physiotherapy, medical assessment and diagno-
sis, inoculations, advice and information, and counselling. Social activi-
ties include education programmes, excursions, dancing, arts and crafts,
cooking, writing and many activities to promote Greek culture. On an
informal basis, active members keep an eye on more dependent mem-
bers who cannot attend KAPI centres. In recent years, some KAPIs have
received funding to formally develop domiciliary home care/home help
services for members who are confined to home. Some 300 home care
schemes have been developed in conjunction with the KAPI centres,
offering home care, home help and even home nursing in some cases.
These projects employ social workers and nurses and depend exten-
sively on volunteers from the community. The need for such services is
great and this presents a major challenge to the municipalities.

Most of the 250-plus KAPI centres in Greece are located in the
Greater Athens area. They are financed largely by central government
and operated by the local authorities. Unfortunately, political pressure,
party nepotism and clientelism are factors in their operation
(Stathopoulos and Amera, 1992). Further development of the KAPI net-
work has been slow and in many only recreational opportunities are
on offer with few other health or welfare services available. While
these services may be important to combating social isolation, avail-
ability and access to services remains a problem (Karantinos, Ioannou
and Cavounidis, 1992). Hospitals are used for emergency respite care
because of the absence of social support services for dependent older
people and their carers. Social workers are employed in the public wel-
fare department of each prefecture, including Athens, but in the rural,
mountainous regions of Greece particularly they face special difficulties
in delivering services to a population scattered over very large areas.
Budget constraints in some local authorities may lead to a concentra-
tion on medical services at the expense of non-medical services to sup-
port chronic disabled people in the community. This will increase
demand for residential services which are already scarce.
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The Church and non-governmental organizations

The Church in Greece has traditionally played an important role in
giving financial and material assistance to older people in institutions
and at home. Volunteers provide services at local parish level and a
proportion of welfare funds from donations and church collections go
to older people. In Athens, a small number of social workers are
employed by the Archdiocese and part of their work is with older peo-
ple in the community. The Church runs community centres for the
‘elderly and needy’ and offers meals in these centres as well as in the
homes of parishioners who are either temporarily or permanently in
need of this service. The Church also gives financial assistance for the
payment of bills, such as heating and electricity, and runs homes for
the aged, including one for the chronically ill, where payment or prop-
erty donation is normally necessary, although those without means
may also be accepted.

Non-government organizations like the Red Cross, Volunteers’ Lea-
gue, the Institute for Social Work and the Centre for the Care of the
Family and the Child have researched and implemented new ideas
about social care in Greece. New services initiated by NGOs have later
been taken over by the State and the local authorities’, including
KAPIs’, home help services and tele-alarm systems. In this way, they
help to shape and direct statutory service development. Although the
contribution of the Church and the NGOs has been very valuable, ser-
vices provided have not been universal or consistent over time, and
distribution has been very uneven.

The private sector

In recent years, the development of health and welfare services has
escalated. In the Athens area, it is possible to access private services by
telephone, including home help, nursing, medical tests, physiotherapy,
general practitioners and even specialist medical services. The number
of retired people moving to Greece from neighbouring EU countries to
the north will undoubtedly stimulate the development of even more
high-quality services in the private sector. But they may be out of reach
for most Greek pensioners because of their cost (Stathopoulos and
Amera, 1992).

Future trends

The development of a ‘third sector’ to provide not-for-profit services
of high quality and lower cost to the State, under the direction and
administration of local authorities, is a possible solution to weaknesses in
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the present system which is finding its way into new Greek legislation.
Under local authority initiatives, funds from different sources, including
state, private, social and private insurance funds, are administered by the
local authorities to develop and synchronize services, including those
provided by NGOs, which contribute to meeting social needs. The devel-
opment of this sector is a major challenge for the immediate future
(Yfantopoulos, 1999). The KAPI model offers hope but also suggests that
developments in this direction must be approached with caution. Unless
a formal commitment to services for older people, including social care
as well as health care, is made, and standards regarding type, level and
quality of services are established and safeguarded, services for older peo-
ple may shrink in importance compared to services for other groups.
Social service professionals may be considered to be non-essential, and
services for older people may become medicalized again and the benefits
of prevention and rehabilitation may be overlooked.

Coverage and variations in provision

As suggested above, there are very great variations in health and social
services for older people in Greece. KAPI services are concentrated in
the Athens area. Karantinos, Ioannou and Cavounidis (1992) estimate
that only 6 per cent of the older population have access to KAPI ser-
vices. The greatest variation exists between provision in the large cities
and in the mountainous and small island communities where services
are scarce, if they are available at all, and where service delivery
remains a major challenge. The recent depopulation of rural areas,
with the exodus of younger people to the cities or abroad, has con-
tributed to increasing social as well as geographical isolation. This has a
major impact on the 40 per cent of older people in the Greek popula-
tion who live in rural areas (Giarchi, 1996).

Charges for services

Social services provided by the Ministry of Health and Welfare and
delivered by the prefectural offices are free. Through these, citizens can
get information about their rights to state and other benefits and can
apply for such benefits. For the time being, existing services provided
at the municipal level, including primary health care, vaccinations and
social tourism in camps, are also free. Social tourism in hotels, off sea-
son, may involve small payments. KAPI membership costs between
nothing and e5 per year, and members can enjoy all kinds of services,
almost free, including recreation, physiotherapy and rehabilitation.
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Home help and home care, where available, cost a small fee or are
offered free to members.

Care for chronically ill or disabled older people is very expensive,
regardless of whether the care is offered in hospital, in an institution or
at home. In cases where a foreign care worker has been employed, the
full amount of the elderly person’s pension typically goes towards the
care worker’s wages (they would also receive free room and board).
Because of the severe shortage of nurses in the Greek health system,
untrained nurses must be employed by patients in hospital or at home
unless someone in the family can directly provide this care. Private
untrained nurses charge about e40 per seven-hour shift. Some social
insurance funds do pay for nursing services, and individuals or families
with money can afford to employ nurses where necessary. However,
uninsured persons or those with the minimum social insurance, who
are poor enough to receive totally free hospital care, are also expected
to finance this service themselves, and obviously find this difficult if
not impossible. This is the biggest problem in the Greek system of
long-term care at present.

Charges for health care, including hospital, surgical and rehabilita-
tion, vary with a patient’s insurance fund and the agreement that each
fund has with the State. For some funds, all services are free – for the
patient but not necessarily for the fund – while for others the patient
pays a proportion of costs. The following examples give an idea of how
the system works. An ophthalmological examination may cost nothing
at one’s social insurance fund’s out-patient clinic, e4 at a state hospi-
tal’s out-patient clinic for a person without insurance but on low
income, and e40 at a private hospital out-patient clinic. A home visit
by a GP from one’s insurance fund may cost nothing, but a private GP
will charge about e35 per visit. Some funds may reimburse the patient
for all or part of this amount. Open heart surgery may cost nothing
or very little at a state hospital but may cost more than e28 000 at a
private hospital, with the patient’s insurance fund paying only about
5 per cent of that amount. Private insurance may pay the entire amount,
depending on coverage.

Older people’s incomes

Despite improvement in pensions during the 1980s, the fragmenta-
tion of the social protection system in Greece still perpetuates great
inequalities in income (Stathopoulos and Amera, 1992). There are over
300 social insurance schemes with 95 organizations providing primary
pensions or supplementary pension benefits. Pensions are determined
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by occupation. Many workers with high incomes are purchasing pri-
vate pension insurance to complement their social insurance. Some
groups of workers, insurance company employees and bank employees,
have organized mutual funds into which they pay voluntarily towards
an additional pension which is paid when they retire. Some of these
funds are very strong, and the additional pension is substantial. For
other occupational groups, however, pension levels are much below
the estimated minimum cost of living for an elderly person (Katrougalos,
1996). The incidence of poverty in Greece increases greatly when the
household head reaches 65 years and is even greater for those house-
hold heads over 75 years. Twenty-six per cent of households headed by
the 65–74 age group are estimated to be in poverty. For the over 75s,
42 per cent are estimated to be in poverty (Karantinos, Ioannou and
Cavounidis, 1992). In a 1990 National Statistical Services report, older
people comprised one-third of the lowest income decile. Older people
also fare badly in terms of housing facilities such as indoor toilets and
heating (Karantinos, Ioannou and Cavounidis, 1992).

In 1999, the pension rate from the Farmers’ Insurance Fund (OGA),
which covers insured farmers and uninsured persons over age 68, was
e90 per month, compared to approximately e350 per month from the
IKA and TEBE social insurance funds, which cover employees in the
private and public sector as well as small business owners. The OGA
pension is below subsistence level for farmers living in rural areas and
even more so for older people in urban areas where the cost of living is
much higher. While family networks help to alleviate some of the
financial pressure on older people, a high percentage still work at farm-
ing in rural areas because of financial need (Karantinos, Ioannou and
Cavounidis, 1992).

The support given to people over 60 who have 67 per cent disable-
ment or more in 1999 was e53 per month, provided the individual
had no other insurance. Local Welfare Directorates of the Ministry of
Health can give monetary aid between approximately e45–e300 once
a year in emergency situations to individuals or families, including
older people. Non-cash benefits include reduced train and bus fares
from the Greek Railroad Organization (Karantinos, Ioannou and
Cavounidis, 1992).

Access and entitlement

All Greeks are entitled to medical assessment by a GP and have a
general entitlement to hospital services, although there are no beds
specifically for geriatric patients. GPs make referrals to hospital or to
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specialist medical services where they exist. In the municipalities, the
KAPI social worker is often the first point of contact that people have
with services, although this is mostly in cases where there is no family,
where the family has problems, or where the older person has no pen-
sion coverage through social security or private pension funds. In these
cases, the social worker assesses the applicant’s situation, including the
financial situation of the family, and makes recommendations to the
prefecture committees. Referrals are made to other services as appropri-
ate. State committees determine eligibility for benefits for those who
are 67 per cent disabled and without social insurance. There is no
statutory entitlement to social services in Greece, although everyone is
guaranteed a (very low) minimum income.

In general, access to services is determined by one’s address and
income. As noted earlier, there is a concentration of services in large
urban areas and this is especially true of specialist medical and psychi-
atric services. There is a dearth of services in rural areas, except for GP
services which are available to all and hospital care which is also gener-
ally accessible. In the cities, all older people are eligible to attend KAPI
centres in the area in which they live. But in many rural areas, no such
services exist. As noted earlier, many families can afford to pay immi-
grant workers to care for dependent older relations in their own home,
if necessary. Older people with good pensions from well-endowed
social insurance funds can access any of a growing number of private
services. They can also afford to buy additional private insurance to
cover service costs.

Standards, quality and choice

There is great variation in quality of services, and very often services in
the statutory sector may be better than in the private sector. Recently
two developments have been initiated with a view to making services
accountable to consumers. The first is concerned with the protection of
patients’ rights and the other is that of the public ombudsman. The
second appears to be more active than the first.

Choice regarding health and welfare services exists in Greece when
there is money either through one’s own means or family means, or
through a good social security or private insurance fund. People in the
best position to choose are those who can pay for private services,
whether hospital care and treatment, specialist services, or residential
or nursing homes. When it comes to long-term care, Greeks prefer to
stay in their own homes with live-in help and, as discussed above, it is



possible for many Greeks to make this choice. Those Greeks who have
no family and very poor social security have no choice of services
unless they live in an area where local services have been developed by
voluntary organizations, including the Church, for people in poverty.
Even then, their choice is whether or not to take what services exist.
There is usually no question of choosing between alternative services
or service types. For people living in isolated rural areas, the situation
with regard to choice is even worse because so many services are con-
centrated in the big cities. Again, people in rural areas with financial
means or good social insurance coverage do have the choice to go to
the cities for treatment and care, especially if they have family living
there, although sometimes this results in dislocation, increased depen-
dence and death.

Information is not readily available, regulations often change, and
older persons and even professionals have a hard time keeping well
informed about services. Social workers find that KAPI members, espe-
cially female members who are illiterate and live alone, do not know
their rights to state or other benefits and services. Most of these bene-
fits have to do with financial assistance that may improve their stan-
dard of living. In every prefecture, even in very remote areas, social
workers, nurses, GPs and priests do their best to inform people about
what services might be available to them.

By March 2000, 49 of Greece’s 53 prefectures had established home
help programmes, operated by the local authorities under the authority
of the Ministry of Health and Welfare and the Ministry of Labour and
Social Security. More than 10 000 older people in Greece are benefiting
from the programmes, which provide help with domestic tasks and
personal care, meals-on-wheels, support from social workers, nursing
care and, in some cases, physiotherapy. Services are offered on a daily
basis if necessary. There is a commitment to develop these programmes
to cover all municipalities in Greece (Amera and Stournara, 2000).

Greece 121



9
The Case Studies
Tim Blackman, Anna Amera, Sally Brodhurst, Elisabetta Cioni,
Janet Convery, Gunvor Erdal, Evangelos Paroussis, Merete Platz,
Bridget Robb and Mia Vabø

122

Chapters 3 to 8 have described the social care each of the six countries
provides for older people at the ‘system’ level of family, public, volun-
tary and private institutions. This chapter turns to what this means for
individual older people who need assistance with activities of daily liv-
ing because of ill-health or disability.

The need to understand how the actual experience of social policy
varies across countries has led to greater use of a ‘micro’ case study
approach in comparative research (Mabbett and Bolderson, 1999). This
is a difficult exercise with social care because there are no fixed entitle-
ments and much depends on the availability of family and financial
resources, and the judgements of care professionals. Data are not avail-
able that could be used to compare what older people receive in each
country, given their needs and circumstances. The approach taken
here, therefore, is to use informed judgement to demonstrate what an
older person would typically receive.

Four contrasting cases of older people needing help with their care
were selected, taken from actual case files held by the Social Services
Department of Oxfordshire County Council in England, and selected
by the department to be broadly representative of the variety of needs
and circumstances which it encountered. More details are presented
below but the four cases involved, respectively, chronic and terminal
illness, moderate physical disability, mental health problems, and low-
level physical disability. Family arrangements varied from living alone
with no nearby relatives to living with a spouse or adult child. The
contents of the files were presented as an anonymized statement for
each case, giving the person’s age, sex, ethnic group, language, health
details, family details, key people involved, current support, a detailed
description of their situation and any additional information which
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was relevant to the case. After agreeing that the case descriptions were
also valid in the five other countries, a paper was drawn up for each
country describing how each case’s needs were likely to be addressed.
Advice was also sought from practitioners known to the authors. The
papers were circulated and discussed at a meeting of the group.

The assessments which were developed through this process are
inevitably subjective. They are informed judgements of what care an
older person would, in general, be likely to receive in given circum-
stances. Inevitably, this method is not totally reliable, both because of
different individual judgements and because a feature of all countries is
local differences – to varying degrees – in the services available. A fur-
ther limitation is that this method does not enable the countries to be
compared in terms of the extent of unmet need among older people
who do not come to the attention of care services. The results, there-
fore, need to be considered as part of a wider picture, including the
data presented in Table 1.1 in Chapter 1. The cases are presented here
to illustrate the contrasts and similarities that emerge; each one is sum-
marized in a table to facilitate comparison. They start with Mrs A, who
has the highest level of need for care, and finish with Mrs D, whose
needs are quite modest.

Mrs A: terminally ill with high-level needs

The first case, Mrs A, is an older person with multiple chronic health
problems (see Table 9.1). She is 83 years old and terminally ill with
only a short time to live. She was recently discharged from hospital
after treatment for heart problems and wishes to remain at home. Mrs A
cannot walk or cope with her own personal care and has occasional
bladder accidents. She needs help over a 24-hour period, including toi-
leting, drinking, feeding, changing position and dressing severe pres-
sure sores. She lives with her husband in a small cottage with an
upstairs bathroom. Her son and daughter live a 30-minute car journey
away. Her husband is frail and unable to help his wife with physical
tasks.

Denmark

In Denmark, Mrs A would be assessed in hospital as needing immediate
intensive care services upon discharge. Three options would be dis-
cussed with her and her husband, and they would be able to choose
which they preferred. The first option would be for Mrs A to move into
a nursing home. Nursing and social care would be free of charge but
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Mrs A would pay for food and accommodation. The second option
would be for her to stay at home during the day and go to a nursing
home at night, with free transport from the local authority. She could
have an evening meal and breakfast at the nursing home, for which
she would pay. Nursing home staff would attend to her personal care.
The third option would be for Mrs A to receive 24-hour services at
home, with daily visits from a community nurse and frequent daily
home help visits, at no charge, to assist with personal care and domes-
tic tasks including weekly shopping, cleaning and laundry. Meals-on-
wheels would be provided seven days a week, for which there would be
a charge. Technical aids such as a toilet chair, hoist, hospital bed and
continence pads would be provided free of charge, as well as a safety
alarm. Of the three options, care in the home would be most costly to
the local authority and some authorities would encourage Mrs A to
choose the cheaper nursing home option. An alternative would be a
hospice, but these are very rare in Denmark.

Norway

In Norway, Mrs A would be encouraged to move into a nursing home,
although her wish to be at home would have to be respected if she
insisted on it. The home care service would regard meeting her 24-hour
needs for care to be excessively costly. An acceptable standard of care
would only be possible if complemented by informal care, and this
would only be an option if Mrs A received help from an adult child,
a friend or a neighbour, a charity nurse or volunteers. In some
Norwegian cities, religious organizations support people who are termi-
nally ill and want to stay at home. If additional informal care is not
available, the home care service would try to convince Mrs A and her
husband that it is better for both of them that she moves to a nursing
home to receive intensive nursing and personal care. Being terminally
ill, she would be offered a bed immediately. The home care service
would be concerned about the risk to Mr A of exhaustion and stress if
he continues caring for his wife at home; they would want to prevent
him becoming a new user. But Mrs A would have a legal right to
remain at home and, if she insisted on this, the home care service
would do what they could. An occupational therapist would assist with
the provision of technical aids such as a wheelchair, lift and commode.
Home nurses would visit every three hours round the clock to check on
her condition and provide personal care. Up to seven hours of staff
time each day would provide help with bathing, feeding, drinking and
changing position. The house would be cleaned once a fortnight and,
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if close relatives were unable to help, home help staff would also assist
with shopping and laundry.

England

In England, Mrs A’s needs are likely to be addressed through a package of
services jointly funded by the local authority’s Social Services Depart-
ment and the National Health Service. This would be based on a joint
assessment of her needs. Some Social Services Departments might argue
for full funding of her care by the NHS, especially if it is concluded that
Mrs A will end her life with a short stay in a nursing home. But it is
more likely that a jointly funded domiciliary package would be
arranged. This would include daily visits by an NHS community nurse or
Macmillan nurse (daily wash, toilet, commode, pressure sores and med-
ication) and two home care workers, arranged by Social Services, visiting
daily and during the night to undertake personal care, prepare meals,
settle her for the night and turn her during the night. Help would be
provided with shopping, laundry and cleaning (probably three hours per
week). Meals-on-wheels, or frozen meals, and an alarm and telephone
might also be offered. There may be daily visits by her family doctor. It is
possible that Social Services would commission a private agency to pro-
vide home care because, compared with their own home care service,
this is likely to be more flexible in providing care at the times required,
and cheaper. Appropriate equipment such as a hoist would be installed
in the cottage. Mrs A’s husband would receive a carer’s assessment and
he is likely to be offered respite care, such as a sitting service, for perhaps
three hours a week. Services are likely to be reviewed weekly.

An issue in this case is that the cost of a domiciliary package may be
so high as to lead to a decision to offer Mrs A only a place in a nursing
home because it is cheaper. Public funding of a domiciliary package is
generally limited to the equivalent cost of a nursing home place; any
expenditure above this ‘cap’ has to be met by the user or family. Some
care managers may also have reservations about Mrs A being cared for
at home at all. If she deteriorates quickly, she may be moved to a hos-
pice if one is available, run by the voluntary sector.

Ireland

In Ireland it is unlikely that Mrs A would have been discharged from
hospital unless she and her family were insistent about her going
home. Given the heavy medical bias of Ireland’s care system, and the
dearth of services in the community to support someone in Mrs A’s situ-
ation, it is more likely that hospital staff would recommend continuing



The Case Studies 127

hospital care, transfer to a geriatric unit in a general hospital or a move
into a private nursing home. The GP and the public health nurse
would be likely to agree that she should not be discharged from hospi-
tal. While hospital care is free, private nursing home care is not,
although the family may be entitled to a subsidy in the form of a nurs-
ing home grant, subject to a geriatrician’s assessment of need, which
would pay a proportion of the cost. Mrs A’s son and daughter would be
expected to take some responsibility for both their parents but, given
the extent of Mrs A’s care needs, they would probably not be expected
to meet her care needs themselves unless one of the children is single
and without children themselves, in which case he or she might be
expected to move in with their parents for Mrs A’s final days. The
daughter, especially if she has no family of her own, would be consid-
ered an obvious candidate; the son and any daughter-in-law would
come under less pressure.

If the family are committed to Mrs A staying at home, domiciliary
services exist in some areas of Ireland which could be provided at no or
minimal cost for a short period until she died, including home help,
care attendant services and night-time nursing. The public health nurse
would be likely to call daily and act in a supervisory capacity. If there
are no public or voluntary domiciliary services locally, private services
would be the only option to complement family care. These would be
expensive, especially in Dublin, and may not be available in rural areas.
The public health nurse could arrange for equipment to be loaned,
such as bedpans and mattress covers, at no cost. Meals-on-wheels could
be organized for both Mr and Mrs A at very low cost. If hospice out-
reach services exist locally, Mrs A might receive palliative nursing care
for a few hours a day. Mr A’s future after his wife’s death would be dis-
cussed between the family, the GP and perhaps the public health nurse.
He would be perceived as needing help not only because of his frailty
but also because he is a man. Options could include going to live with
his son or daughter; continuing to live in their present house, in which
case he would probably receive home help to assist with practical tasks;
moving into supported housing, which however is rare in Ireland;
moving into a welfare home for semi-independent older people if there
is one in his area; or moving into a private nursing home if it is felt
that he cannot care for himself and the family can afford it.

Italy

In Italy, Mrs A would be assessed by the district UVG (Geriatric
Evaluation Unit), a multiprofessional team comprising geriatricians,



social workers and nurses. Institutionalization is likely to be avoided,
and Mrs A would receive care at home from her daughter, her son, a
nurse and a home carer. Care services would be organized by a social
worker, who would report back to the UVG periodically about Mrs A’s
condition. A nurse would visit at least three times a week which, as
health care, would be free of charge. A non-professional home carer
would visit for two hours every day to help with personal care and
cleaning. The social worker in charge of the case would interview the
children and, depending on their means, determine whether they
should pay all or part of the cost of the home care service.

Greece

In Greece, family members would be very involved in the details of
organizing all of Mrs A’s day-to-day care, advised by the family doctor.
Although her husband would not be expected to do more than he is
able to do, it is not unusual for a husband to provide intensive per-
sonal care to a dependent partner (sons in Greece can also be involved
in providing intimate personal care to mothers or mothers-in-law). The
most likely solution for Mrs A would be that a woman is hired pri-
vately to provide care, possibly a nurse but quite likely an untrained
foreign immigrant who would live with Mrs A. The cost is likely to be
high (a Greek carer would be three to four times more expensive), but
an insurance organization might pay towards the night-time care. If
Mrs A enters a nursing home, the family would be expected to pay for
exclusive nursing, which can be extremely expensive, especially if
24-hour care is needed. If this is unaffordable, she would be cared for at
home or in a nursing home at a level covered by the insurance organi-
zation, probably a room shared with four or five other people, with
family members visiting to share her personal care between them. If
she lives in Athens, Salonika or several other large cities, a KAPI is
likely to be accessible and could provide home care using volunteers.
In Athens, Red Cross home care and home nursing are available in
some areas. Very little help would be available in rural areas of Greece,
where neighbours would be of heightened importance, although there
are district nurses who provide some support.

Mr B: suffered a stroke, living alone

The second case, Mr B, is an 85-year-old widower (Table 9.2).
Discharged from hospital following a stroke, he is recovering well but
is weak on one side of his body, affecting his balance and confidence
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(he was very anxious about returning home). He lives alone in a two-
storey house with no family, although he has a son who lives in
Canada. Mr B is worried about the stairs and does not feel able to shop,
cook or do laundry and housework without assistance.

Denmark

In Denmark, Mr B would be assessed before leaving hospital to estab-
lish whether he would benefit from physiotherapy. Rehabilitation
would take place in hospital or in a day centre, arranged and paid for
by the local authority. Ideally, he would continue to receive physio-
therapy at home to build up his confidence in managing for himself,
but this is unlikely to be available. Arrangements would be made
before discharge from hospital for a local authority community nurse
to visit within a few days of Mr B arriving home to assess his need for
home help. It is likely that he would receive one to two hours once a
week or once a fortnight. Laundry would be arranged but at his own
expense, and shops could deliver daily. He would also be assessed for
any technical aids needed either in the home or to assist with mobility
outside. Meals-on-wheels would be provided, for which there would be
a charge. It is possible that not all services would be in place before
Mr B arrives home from hospital. If he is unable to cope with the stairs,
it is likely that he would be recommended for a more appropriate
dwelling with no steps and stairs, and a large bathroom. This would be
in preference to carrying out costly adaptations to his existing home,
which in Denmark are normally restricted to younger disabled people.
An insufficient supply of suitable housing means that he may have to
wait quite a long time, and his situation would probably not give him
a high priority. The rent level would depend on his income.

Norway

As in Denmark, in Norway if Mr B’s chances of recovery are considered
good he would be referred to a rehabilitation centre for daily visits. He
would have been informed about local authority care services by hospi-
tal staff before discharge and the home care service would pay particu-
lar attention to him during his first week home. He would receive a
daily visit by a home nurse to check on his situation. The home help
service would clean the house fortnightly and help with laundry and
shopping if no other assistance were available, perhaps providing
some extra help because of his ‘masculine helplessness’. An occupa-
tional therapist would visit him at home to assess needs for technical
aids and adaptations to increase his security and comfort. He may
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receive a stairlift and a safety alarm. An important philosophy of
Norwegian home care services is to promote the autonomy and activity
of users and to avoid passivity, and Mr B would be encouraged to support
himself. He may be offered a flat in a sheltered housing scheme,
although he might have to join a waiting list as expansion of this type of
housing has been quite slow in many areas, and other older people are
likely to be assessed as having a higher priority than Mr B. His case would
be reviewed after six months, which is standard practice in Norway.

England

In England, Mr B would receive an assessment from a hospital social
worker. An occupational therapist may be requested to assess the need
for adaptations to the stairs and kitchen (grab rails are likely to be
installed, and a stairlift if his ability deteriorates further). He may be
offered physiotherapy at home for a maximum of six weeks, after
which his condition would be reviewed, but if not he would be able to
attend the day hospital for rehabilitation once a week. He is likely to
receive one to two and a half hours per week of home care to help with
shopping and laundry, and to be provided with frozen meals daily
(with possibly a couple of days of meals-on-wheels instead, or meal
preparation by home care workers). An alarm might be installed. Day
care once a week might be provided. Help with housework would prob-
ably have to be obtained privately. Services may be reviewed after one
to four weeks to see if daily visits are still required. Some care managers
may provide just day care once a week, with no home care. A key task
will be to build up his confidence and ability to cope (home care work-
ers would try to work with him, not for him). There may have been
pressure from the hospital to discharge him because his treatment had
finished, even though not all services are in place at home.

Ireland

In Ireland, it is likely that Mr B would be transferred from an acute
hospital to a community hospital to allow time for a more thorough
assessment of his functional ability and to build up his confidence. The
public health nurse, who might already know him, would be notified
when he was discharged home. He would be considered deserving of
help because of his medical condition and lack of family, and because a
man would not be expected to cope as well as a woman in his situa-
tion. Many – but not all – hospitals have social workers and, if Mr B
was referred to a hospital social worker before discharge, he or she
would do some work with him to improve his confidence and reduce
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his anxiety about moving back home. The nursing staff, hospital occu-
pational therapist or physiotherapist might do likewise.

Once home, Mr B would be visited by the public health nurse in his
area and would probably be allocated home help for four to ten hours
per week to help with shopping, cooking, laundry and housework.
He would also get meals-on-wheels if available. After Mr B has been
home for a few weeks, he might be readmitted to hospital for a short
period for respite care, further medical monitoring and rehabilitation.
Continued short periods of hospital care alternating with time spent at
home might be organized until his confidence returns and it is felt that
he can manage at home full time. Home help would continue indefi-
nitely and the GP and public health nurse would monitor his health.
He might receive ambulance transport to the nearest hospital for
physiotherapy.

If Mr B lives in one of the health boards that have District Care Units
(DCUs), on discharge from hospital he would receive intensive domi-
ciliary rehabilitation services, supplemented by day hospital services
aimed at restoring some level of independence. DCU staff, including
an occupational therapist, physiotherapist, and personal care assistant
would stay involved with him for eight weeks or more. If his income is
low, he could apply for a grant from the local authority for adaptations
to his home, although the application process is slow and the grant
fund very limited. A move to sheltered housing would be a possibility
depending on local availability and waiting lists.

Italy

In Italy, Mr B would be assessed by the district Geriatric Evaluation
Unit. They would be likely to recommend that he is given a place in a
day centre for three months where he would receive meals and occupa-
tional therapy. The case would be re-examined after this period. He
may be referred for sheltered housing which, however, is scarce.

Greece

In Greece, it would be quite unusual for Mr B to live alone after being
widowed; it is likely that he would have remarried, usually to a younger
woman. This contrasts with widows, who tend to live on their own or
close to the family of a child. Many factors would influence what hap-
pens to Mr B: his personality, his contacts with other relatives, friends
and neighbours, his social insurance coverage, the services available in
his area, and his income and savings. If a son or daughter lives abroad,
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they would be likely to return to make arrangements for his care at
home (the Greek International Social Service would make contact with
an overseas relative). If there are no close relatives, then distant rela-
tives, friends or even neighbours would be likely to make these arrange-
ments. Mr B might also be invited to live with relatives in another city
until he is ready to return home. If there is an Open Care Centre for the
Elderly (KAPI) nearby, a social worker from the centre would arrange for
help and company to be provided through its services and volunteers,
enabling him to remain at home. Physiotherapy and medical care are
also provided through KAPIs, and there may be help with arranging for
installation of a ground-floor toilet, possibly through the local author-
ity technical service. Other options that might be available are a safety
alarm; a nurse during the night, either paid by himself or for a short
period of time by his insurance organization; a live-in carer, hired pri-
vately and probably foreign; a short-term stay in a hostel (only in
Athens); a short-term stay in a rehabilitation centre. If Mr B has a diffi-
cult personality he may well end up in a residential home. On the
other hand, one case is known to the authors of a 75-year-old widowed
man who was discharged from hospital with a physical disability and
looked after for a while by a KAPI members’ mutual support committee.
They decided that he needed a more stable situation and found him a
marriage partner: a woman in her fifties who was not Greek and
wanted Greek citizenship, and who welcomed the prospect of a resi-
dence permit, a home and the possibility of inheriting a pension.

Miss C: living alone, with mild confusion

Miss C is a 73-year-old German woman with mild confusion, living
alone (Table 9.3). Although she copes reasonably well on a day-to-day
basis, her doctor is concerned about self-neglect and the risk to herself
and others when she drives (which she does on occasions to shop).
There are reports of her being at the shops or the doctor’s surgery but
unclear where she is going or why. Her nutrition appears to be poor
and there is evidence of some lack of personal hygiene. She is very fru-
gal and is reluctant to buy food, believing that she does not have the
money, although she has significant savings at home and in Germany.
When agitated she lapses into German. Miss C is a very private person,
suspicious of professional staff and with no insight into her difficulties.
She used to be a professional musician and taught music. Her only
family is a nephew who lives in Germany, with whom she has only
occasional contact.
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Denmark

In Denmark, a geriatric medical examination would be undertaken fol-
lowing referral by her doctor or community psychiatric nurse to deter-
mine whether Miss C’s confusion is linked to a physical illness or
whether there is a psychiatric problem. If the latter, a case conference
would be held to determine whether she should be made a ward of
court. This is a rigorous process and it is unlikely that a decision to this
effect would be made for Miss C as there does not, as yet, appear to be
a serious risk of danger to her or anyone else. Her nephew would be
asked to visit to encourage her to accept assistance. The community
psychiatric nurse would contact the local home care service which
would assess her with the nurse, if Miss C agrees to the visit.

There would be no doubt that Miss C needs help. She would be
strongly encouraged to accept meals-on-wheels every day; the cost can
be deducted directly from her pension so that she does not have to
concern herself about paying. She would be encouraged to attend a day
centre once or twice a week. She is likely to be encouraged to accept a
home help for a half to one hour daily to ensure that she has breakfast,
washes and dresses in clean clothing, that dirty clothing is sent to the
laundry (at her expense) and to help with shopping. However, some
local authorities would be more reluctant to offer home help for this
case. If Miss C refuses services, the psychiatric nurse would stay in close
contact and if her condition deteriorated the question of her becoming
a ward of court would be reconsidered. If her GP is worried about her
driving a car, he or she can arrange for Miss C’s licence to be withdrawn.

Norway

In Norway, Miss C is likely to be regarded as a difficult borderline case.
If, as seems likely, the home care service is contacted by a concerned
neighbour, relative or doctor, the home care organizer will make an
informal telephone call to contact her. Given Miss C’s suspicion of pro-
fessional staff, the home care service will seek to establish her trust and
focus initially on neutral practical matters such as housework. She may
be offered a home help to assist with cleaning and shopping, free of
charge. The home care service would try to match Miss C with a suit-
able worker, probably mature, cheerful and easy to get on with. Her
doctor would be likely to recommend that she applies for meals-on-
wheels, which may be offered three days a week. If considered appro-
priate, charges can be waived. The home care service would seek to
encourage Miss C to realize that she needs help because of her confusion,
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but it would be vital to make a correct diagnosis (possibly dementia,
but possibly also another mental or physical health problem). Some
local authorities have a specialized team trained for diagnosing demen-
tia, and Miss C would be encouraged by the home help worker to
appreciate that an assessment would benefit her. An occupational ther-
apist would also visit to install a safety switch on the stove.

England

In England, Miss C is likely to have been referred to the Social Services
Department by a community psychiatric nurse, who would have been
involved in her case by her GP, or possibly by a concerned neighbour
or friend. The referral is likely to go to a community team specializing
in older people’s mental health. They would offer Miss C an assess-
ment. Alternatively, the social worker allocated the case might request
a report from the psychogeriatric service (part of the National Health
Service). These assessments would focus on the level of risk presented
by her situation and inform an overall assessment made by the social
worker. Monitoring will be seen as important, although Social Services
may regard this to be entirely a health service responsibility and,
indeed, may limit their involvement to making a referral to the NHS
psychogeriatric service. It is more likely, however, that Miss C’s social
worker would offer home care services for half to one hour a day to
assist with personal care, preparing meals and to monitor her condi-
tion. She is also likely to be offered meals-on-wheels or frozen meals
each day, and might be offered an hour a week of home care for shop-
ping and attendance at a day centre once a week, and a safety alarm.
If Miss C agreed to these services, the social worker – as her ‘care
manager’ – would make the necessary arrangements. Opportunities to
converse in German, music therapy and safety at home (such as a
smoke alarm) are needs that may be addressed by some care managers,
drawing on voluntary services if they are available.

Miss C’s care manager will be concerned about balancing her rights
to control her own life with the level of risk to her and others. All prac-
ticable steps would be taken to meet her needs without recourse to a
guardianship order, which would only be pursued in the event of seri-
ous risk and a medical assessment that Miss C is ‘mentally incapaci-
tated’. Services may be introduced slowly as the care manager seeks to
get to know Miss C and gain her trust. Given her assets, she would nor-
mally have to pay for the social care services provided. This would vary
depending on the local authority area in which she lives. For example,
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a few local authorities do not make any charge for home care, but the
vast majority do and Miss C could be charged up to e14 to e15 per
hour. Given her concern about spending money, charges may be
waived pending arrangements about the management of her finances.

Ireland

In Ireland, Miss C is likely to be seen by a psychiatrist or psychogeria-
trician for an assessment if her GP is concerned about her. A commu-
nity psychiatric nurse would be involved and monitor her situation.
Miss C would probably be allowed to continue as she is for some time
unless a crisis arises, such as an accident or deterioration in her health
which leads to hospitalization. There will be great reluctance from pro-
fessionals to step in, partly because of her middle-class background and
partly out of respect for her privacy. There could, nevertheless, be con-
siderable discussion between Miss C’s neighbours and the community
psychiatric nurse, GP and possibly the psychiatrist, but no action taken
unless there is an emergency. It would be left to the community psy-
chiatric nurse to organize support for Miss C, probably from concerned
neighbours, and to convince her that she should accept help. The
nurse might be able to arrange home help, meals-on-wheels and what-
ever other support from voluntary or parish groups is available locally,
or do this through the public health nurse.

If there is serious concern about Miss C’s health and safety, such as
continuing to refuse help despite reports of serious incidents, injury or
physical illness, a case conference would be called to determine the
level of risk and the action to be taken. This would ideally involve rep-
resentatives from psychiatric services, care services and her GP. Strategies
might be developed to help Miss C accept services that would lessen
risk, such as home help, day hospital or day centre visits, meals-on-
wheels and financial advice. Attempts would be made to contact her
nephew so that he would talk to Miss C about her need for help, or
provide direct support. The occupational therapy service would assess
how her home could be made safer for her. In rural towns and villages
it would be much easier than in urban areas to co-ordinate informally
different services for Miss C. In urban areas the formal co-ordination
that would be needed is often lacking.

If Miss C is considered to be at very serious risk, her GP or psychiatrist
would act directly to commit her to hospital. If there is an immediate
risk and she cannot be persuaded to accept services, Miss C might be
made a ward of court. She might then be able to continue living at
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home if someone with the necessary skills could spend time introduc-
ing her to services. Home help services would work flexibly with her.
The court could take control of her assets and use them to pay for her
care. Some areas of Ireland have specialized Alzheimer’s day centres
where, if Miss C could be persuaded, she could go. However, if she is
made a ward of court it is most likely that she would be committed to
residential care, probably a private nursing home given her means,
which would include money from the sale of her house. Few private
homes specialize in dementia care although most accept people with
confusion problems. If she deteriorates to become unmanageable in this
setting, hospital care in a private or public psychiatric hospital or ward
might be considered necessary, although there are few long-term beds
in the public sector for people with dementia and policy has discour-
aged hospitalization for dementia in recent years. The Eastern Health
Board is establishing small community residential units which might be
an option, and similar developments are taking place elsewhere in the
statutory sector, but the most likely result is that Miss C would stay in a
private nursing home until she needs acute hospital care or dies.

Italy

In Italy, Miss C is unlikely to receive any services. Someone from the
parish Church or other volunteer or friend may visit her. If neighbours
or a GP contact the district social worker, he or she would make con-
tact with Miss C, but action would only be taken in an extreme situa-
tion where the social worker’s assessment is that Miss C is in danger or
is a danger to others. This action would be an application to appoint a
guardian to decide on her behalf what Miss C needs, paid for from her
savings. The guardian may request that Miss C is admitted to a nursing
home or arrange for home care, possibly hiring someone – maybe a
migrant worker – to live in with her. The guardian can request help
with making these decisions from the local authority social services,
but is not obliged to do so.

Greece

In Greece, Mrs C’s suspicion of professional staff and lack of awareness
of her own situation also make it unlikely she would receive any help.
There are no community psychiatric services. Intervention is likely only
if there is a major crisis, proving that she is dangerous to herself or
others. International Social Service might contact her nephew. If she
can be persuaded to accept assistance she might receive home help or
enter a home for the aged, finances permitting. If she comes to the
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attention of the prefectural social worker, the Church she belongs to,
or the community of Germans living in Greece, it is possible that vol-
unteers or professionals would contact her and keep an eye on her.

Mrs D: recently widowed and discharged from hospital
after a heart attack

Mrs D is a 75-year-old widow with severe osteoarthritis (Table 9.4). She
has been discharged from hospital after a heart attack which followed
the sudden death of her frail husband, for whom she had cared for
16 years. She has been advised not to do anything strenuous, walks
with the aid of a stick and finds it difficult to do housework and bath
herself. Mrs D lives in low-income housing with her son, who is a long-
distance truck driver and often works away from home. Her sister lives
nearby and neighbours visit daily. She has lost confidence in going out
alone, feels low and is physically weak.

Denmark

In Denmark, help would be arranged for Mrs D at home, unless there
was a problem with the accessibility of her dwelling, in which case
moving to more suitable housing would be considered. Her doctor, a
hospital case worker or Mrs D herself would have been likely to contact
the home care service before discharge from hospital. A supervisor,
usually a nurse, would visit her at home and assess her needs for home
help, a community nurse, day care and technical aids. The supervisor
would arrange home care if necessary. If technical aids are assessed as
likely to be beneficial, a visit by an occupational therapist would be
arranged. There would be no reason to offer day centre visits as she has
a good social network and would be regarded as capable of administer-
ing any medicine herself, without help from a community nurse.
Home help would be considered necessary to assist with housework
once a fortnight (excluding her son’s rooms) and bathing once a week.
Help with shopping would not be offered if there were alternative
options. A nurse would visit once a week if necessary.

Some local authorities may decide that Mrs D’s needs for housework
can be met by her sister, but only if Mrs D and her sister agree; other-
wise, housework would be undertaken by the home help service – the
preferred option among older Danes. As a member of her household
rather than living elsewhere, Mrs D’s adult son would be expected to
give practical assistance to his mother, but only when he is able to be
at home. If this is on a regular basis, he would be expected to do the
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laundry and shopping. Shops will also make home deliveries. It would
be regarded as important for her quality of life that she regains the
confidence to get out and about, but home care services in Denmark
do not provide for this and the need would probably only be addressed
by offering a walking frame. It is also possible that she would be
offered an alarm call device which she can keep on her person, improv-
ing her security and confidence indoors and out. Because Mrs D’s sister
would not be required to do housework, she might have more time to
take her out for a walk and do a little shopping. Neighbours may also
help in this way.

Norway

In Norway, Mrs D would be given general information about the local
authority home care service by a social worker or nurse while she is in
hospital. She would be visited within a few days of being discharged by
a registered nurse who would assess her home care needs. Her son, sis-
ter and neighbours would be taken into account in considering these
needs and how they might help with them. Given the fact that her son
is frequently away working, she would probably receive a home help
visit once a fortnight to clean the house (although not her son’s
rooms). Her son’s help with laundry and shopping means that these
would not be provided. The home care service would be careful not to
replace family care or discourage Mrs D’s capacity for looking after her-
self. Assistance would probably not be offered for a bath as long as she
can manage on her own while her son is in the house. If she comes to
need help with bathing, this would be offered. Her son would not be
expected to help his mother with intimate personal care tasks. She
would probably have to pay for her home help because user fees are
based on household income and her son is in employment. This would
not exceed more than about e165 a month. She would also probably
be offered installation of a safety alarm, which in Norway is linked to
the fire service and would cost a further e16.50 per month. To ease her
grief, Mrs D would be offered counselling once a week for four to six
weeks. A nurse would also visit during this period to check on medica-
tion. She may also receive help from a physiotherapist, following a
doctor’s referral, to improve her confidence moving about outdoors.

After a period of time, if Mrs D feels lonely she may be encouraged to
attend a senior service centre. These centres provide leisure activities
for all older people, with a leader funded by the local authority and
active older people working as volunteers. Transport is sometimes pro-
vided, and there is a scheme for reduced taxi fares.
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England

In England, a social services assessment is likely to conclude that Mrs D
has adequate current support from her son, sister and neighbours (espe-
cially for emergency contact). It is unlikely that more than a minor
input of services would be provided, probably a safety alarm and, if she
does not already have one, a telephone. This would, however, depend
on her informal support being stable and consistent. Her carers are also
entitled to an assessment of their needs, and this would include their
willingness to continue caring.

Although some social workers might decide not to offer Mrs D any
services, others might offer more, most probably a half to one hour of
home care each day to help with personal care (including bathing),
and an hour a week for shopping together with perhaps an hour for
housework. Housework is a low priority for Social Services in the UK so
it is likely that only help with shopping would be offered, and this
only when the son is away. Mrs D would be expected to manage house-
work herself or pay privately. She may also be allocated one or two
days a week at a day centre to address her social isolation, and possibly
either frozen meals or meals-on-wheels. The social worker might ask an
occupational therapist to assess her needs for technical aids and adap-
tations such as handrails. Bereavement counselling is very unlikely to
be offered unless a voluntary organization provides this service in her
area. If Mrs D is not offered any home care, she is in any case likely to
be entitled to Attendance Allowance (a cash benefit) which would
assist with buying one or two hours of private help. Given her low
income she will receive any services provided by Social Services either
free or for a small weekly charge (perhaps e3.30 a week). These services
are likely to be reviewed after one to four weeks.

Ireland

In Ireland, the decision to send Mrs D home from hospital would be
made by her doctors in consultation with Mrs D and her son. Dis-
charge would be likely to happen speedily given the existence of family
care. If there is a social worker at the hospital, he or she would be
called in to assess Mrs D’s situation at home, whether she needs ser-
vices, and whether these are in fact available locally, including making
referrals to voluntary services. Responsibility for Mrs D’s care would lie
with her family and friends, with monitoring by the GP and the public
health nurse in her area, who would automatically be notified of her
discharge from hospital. The nurse would assume a case management
role and, with Mrs D’s GP, be involved in any decisions about health
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interventions while Mrs D continues to live at home. Home help or
care attendant services would probably be considered necessary given
Mrs D’s physical weakness and that she lives alone much of the time.
The hospital social worker or public health nurse would contact the
local home help organizer to arrange a visit, or these arrangements
might be left to the family. A health board care attendant might be
allocated for a short period. Mrs D might also be referred to a day hos-
pital or to a day centre. Transport to the day hospital would be pro-
vided, but might not be available at a day centre. Consultants make
referrals to day hospital while eligibility for day centre services is often
determined informally, largely depending on whether there are places.
A private day care centre might also be an option. Meals-on-wheels,
from two to five days a week, might be another option depending on
availability. The public health nurse might make a referral to the occu-
pational therapist to assess needs for adaptations and technical aids.

Mrs D would be considered well-supported by her social network,
although her son’s absences would mean she would be regarded as
deserving of additional help. Her family care would be expected to
continue, including the son’s help with bathing. Emotional support to
help with her bereavement is not provided by statutory services and
would come from the voluntary or private sector, if available, and be
arranged by family or friends.

Italy

In Italy, Mrs D’s case would be considered in hospital where it is likely
to be decided that she does not need help if she is upper or middle
class. However, if she is in poorer circumstances she would be referred
to the local authority and be visited by a social worker. The social
worker would explore what help her son is not able to provide, and her
sister would be regarded as having a duty to care unless she had family
difficulties herself. It is the responsibility of the older person to requ-
est services in Italy. A GP would not do so, but might suggest that the
son sees a social worker. The social worker’s assessment is intrusive and
is essentially ‘detective work’. The social worker would determine
whether Mrs D’s needs are for social or health care, why she cannot
afford private help and why her family are unable to assist her. Her son
would be expected to help and only if Mrs D is poor, and the economic
circumstances of her son and sister are also poor, would she receive, at
best, a little assistance. If she has already received assistance, such as
with social housing, the social worker may well decide that she has
already received enough help and it is her turn to pay. It is possible
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that she would receive some help from health services, such as free
rehabilitation, although this would be little more than a gesture. A
social worker can recommend to a multiprofessional team meeting that
she receives health care. Her sister might receive a care allowance, but
it would be very small.

Greece

In Greece, Mrs D’s sister is likely to be extensively involved in provid-
ing care for her. A Greek or foreign carer might be hired to live in or
visit during the day, providing company and help with personal care
and domestic tasks. Often such carers would not speak Greek, but
many Greeks would be able to communicate at some level in, for
example, Albanian or Russian. Greek speakers cost more: overall, paid
carers who live in earn anything from the wage of an unskilled
labourer to a college lecturer. Cash benefits would be available for Mrs D
from the State or her insurance organization if she is certified as 67 per
cent or more disabled. If she lives in Athens, she might have access to
Greek Red Cross home care and home nursing, as well as a safety
alarm. If she lives in the vicinity of an Open Care Centre for the Elderly
(KAPI) she is likely to have been a long-standing member well-known
to health and social care workers at the centre. They are likely to have
made contact with the hospital and to have planned her care on dis-
charge (some KAPI centres can also connect members with a long-
distance electrocardiograph). A members’ mutual help committee may
be involved in helping with shopping and providing company, possi-
bly also providing help with laundry and bathing, although her sister
is more likely to be involved with the latter. Most KAPIs now have a
home care/home help scheme to which she would have access. All
organize social activities and excursions.

Summary

Mrs A has the highest level of need among the four cases, and would
receive an intensive package of nursing and social care in Denmark,
Norway and England. Despite wanting to stay at home, she is likely to
be persuaded to enter a nursing home in Norway out of concern for
both her quality of care and the cost to the local authority of a domi-
ciliary package. The latter factor would also be a strong influence in
Denmark and the UK, and in the UK it would be likely that the excess
cost of a domiciliary package compared to nursing home care would
have to be met by Mrs A’s family if she insisted on this option.
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In Ireland’s more medicalized system, Mrs A is unlikely to be dis-
charged from hospital and would probably be denied her wish to end
her life looked after at home. In Italy, she is likely to go home because
of a lack of alternative options. She would receive a reasonable level of
support from services, for which her family may have to pay. Finally, in
Greece there are several possibilities for Mrs A, including a live-in carer,
but all of these options would cost a lot of money, and her family
would carry the responsibility for organizing her care.

In all six countries, some level of rehabilitation services would be
available to Mr B, but only in Denmark, Norway, England and Ireland
could he expect to receive home care for domestic tasks, an alarm and
technical aids to assist with mobility. His ‘male helplessness’ is a factor;
in Ireland in particular it is likely he would receive quite a lot of help
with domestic tasks. Although in short supply, a move to suitably
adapted housing is a possibility in all countries except Greece. In
Greece, Mr B would have to depend on his family or volunteers from a
KAPI; remarriage or hiring someone to live with him would also be
regarded as possible care solutions.

It is Miss C, with possible dementia, who meets with most variety in
how her needs would be addressed across the six countries. In Italy,
Greece and Ireland she is not likely to receive any formal services
unless a crisis erupts. She would receive a specialist assessment in
Denmark, Norway, England and Ireland. In Denmark, Norway and
probably England, a modest input of care services would follow.

Mrs D’s needs are quite modest, and she also receives help from her
son and sister. In Denmark and Norway she would receive some home
care and technical aids; in Norway she is also likely to be offered
bereavement counselling. In England the response to Mrs D’s needs is
likely to be very variable, with some care managers matching the
Scandinavian response and others offering only a safety alarm. She is
likely to receive home care for domestic tasks in Ireland. In Italy, she is
unlikely to receive any formal services after discharge and to rely on
her family. In Greece, the main responsibility will also be with her fam-
ily, who may hire some help for her, or she may have access to a KAPI.

Discussion and conclusions

All four cases, following referral, would receive a formal assessment of
their needs in Denmark, Norway and the UK, undertaken by a commu-
nity nurse in Denmark and Norway and, most likely, by a social worker
(now often called a ‘care manager’) in the UK. These assessments
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should be comprehensive and may involve further specialist assess-
ment by, for example, an occupational therapist or a housing officer,
and negotiation with home care and other services about appropriate
provision. They would also consider the needs of any informal carers.
In the UK, where social workers do not receive training in health care,
more complex cases may involve further assessment by a health profes-
sional, such as a community nurse, at the social worker’s request.

These three countries have a system of care management whereby
formal services work with the user and any family carers under the
co-ordination of a single professional, the care manager. The allocation
of formal services is guided by written eligibility criteria which match
spending to the resources available in a way that attempts to achieve a
degree of equity between cases. As is apparent from this and earlier
chapters, however, significant variability can occur in what older peo-
ple with similar needs receive. Although assessments are in principle
‘needs led’, the response depends on the level of resources available.
The level of provision of social care services is higher in Denmark than
Norway, and higher in Norway than the UK. This is reflected in the ser-
vices the four cases receive, but variability also exists at an individual
level. This is especially the case in the UK with the low to moderate
needs cases of Miss C and Mrs D. They might receive no home care at
all or they might receive anything from seven to 14 hours a week,
depending on judgements made in their assessment, particularly con-
cerning risk and the availability of informal care.

The absence of comprehensive assessment and care management
arrangements in Greece, Italy and Ireland reflects the lack of develop-
ment of formal care services for older people in these countries.
However, this does not mean that there is no responsibility or supervi-
sion exercised by the public sector. In Greece, the local doctor or a
social worker may help the family with advice and organizing care. The
public health nurse in Ireland plays an important assessment and
supervisory role in the care of older people who are considered to be
vulnerable, responding to requests for help, working with family carers
and putting the older person in touch with what formal services exist
locally. Hospital social workers may perform this role at the point of
discharge from hospital, and GPs also make referrals to social care ser-
vices. But intervention normally only occurs when needs cannot be
met by the family and a crisis point is reached, often an emergency
hospitalization or an extreme situation arising from chronic ill health,
disability or dementia. Case management does not exist, other than occa-
sionally and in the short term for older people needing rehabilitation
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when it is delivered through a District Care Unit, as with Mr B.
Ireland’s ‘last resort’ system of formal social care provision places rela-
tively little priority on support in the community and still tends to be
dominated by a protective risk-adverse medical model. This leads to an
undue emphasis of residential care, and protective and disempowering
practice within residential homes.

In Italy, social work intervention is typically for older people with
below average incomes; social care services are discretionary, with no
attempt to establish universal coverage or minimum standards. The
social worker’s assessment seeks to find the support an older person
needs from the caring and financial resources of their own family. If
health care is appropriate this will be provided via a GP or UVG, unless
the person’s problems are dismissed as ‘old age’, and social care may be
included. Residential care and supported housing are scarce, and fol-
lowing a policy of closing Italy’s psychiatric hospitals there is a serious
problem of families coping with older people with dementia. More
positively, Geriatric Evaluation Units (UVGs) are a new model being
established mainly in areas of northern and central Italy, providing
joint assessment of health and social care needs, with regular reviews.

There is an absence of formal eligibility criteria governing access to
mostly voluntary organized social care services in Italy, Ireland and
Greece. Entitlement is based on public perceptions and traditions.
However, this can work in favour of older people, who are widely seen
as ‘deserving’, especially if they have no family carers. In Ireland,
where services do exist they are often personal, responsive to local
needs and very flexible. If an older person, or a member of their family,
refuses to pay towards a service it is likely to be provided anyway if the
doctor or public health nurse thinks the need is there.

In Greece, Italy and Ireland, a strong sense of family obligation and
duty still prevails. Older people can have a strong voice within their
families because they own property and younger members of the fam-
ily may depend on their pension. But this is changing. The picture is
less true of urban Ireland than rural, and of the north of Italy compared
with the south. There are signs of a shift in social attitudes from family
obligation and responsibility to individual responsibility and citizen-
ship rights, and this is influencing social workers’ decisions about eligi-
bility and access to services. In Greece, the dominance of professional
opinion evident in some other countries is not so marked, and the
extent of care in the family – even with a hired live-in care worker –
maintains older people’s place within the family structure. With Miss
C, families in all three countries would be likely to take responsibility
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for someone in her condition and determine what level of risk is
acceptable; ward of court proceedings would only occur in extreme
cases, perhaps after the police have been called in a crisis. This lack
of professionalization is also apparent in the extent of volunteering
and community-based activities associated with the KAPIs, which are
open-access community facilities, although also accommodating small
multiprofessional care teams.

The down side of this informality, however, is the great potential for
inequities in how individual older people (and their families) are
treated, and of course the threat of large financial bills. An Italian
social worker, for example, might deny Mrs D services because it is felt
that she has already received enough help from the State. There is no
single assessment procedure and different assessments may be made by
care professionals, with eligibility often decided informally by care ser-
vices themselves. Although in all these countries an older person or
their family can turn to the local authority to request help, what they
receive depends on both the judgement of the professional they
contact, or the service provider, and what is available locally. Family
members have a lead role in providing or paying for social care, supple-
mented by formal services depending on their local availability, which
is low and varies greatly.

In Ireland, the lack of publicly funded social care services means that
the focus of care policy for older people tends to be on pathology.
Unless an older person has the money to buy the care they need, they
can find themselves patronized by doctors and nurses in a medicalized
system which defines old age as an illness. Medical services predomi-
nate and rehabilitation services are few and far between.

The centrality of the family is apparent in all these case studies.
There is no country where a member of the family cannot choose to
provide social care, including intimate personal care, which is of course
not the case with much medical care. Publicly funded social care ser-
vices complement rather than substitute for family care and in no
country are they subsidized to the extent of health care services. Sipilä
and Anttonen (1999, p. 2) comment that formal social services are
quite marginal issues when considering the social care of older people
in Europe:

Even in the countries of most developed social policy the responsi-
bility of care has primarily rested with the family and the kin, which
both are called informal actors in social service research. Without
rules on paper the family and the kin have defined who takes care
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of whom, how and to what extent. In this sense we might say that
there is only one regime of care – all the world belongs to the infor-
mal regime. Differences in the ways of care concern the margin:
what happens when the informal network does not provide the care
needed.

Thus, the major context of care is the work and emotional support of
family members, although much of this work is undertaken by paid
care staff in Norway and Denmark. Even in Denmark spouses, particu-
larly spouses of people with dementia living in the community, under-
take much of the care of older partners needing support. Rostgaard and
Fridberg (1998) report Danish survey data which show that among
people aged 70 years and older, most of their personal care and domes-
tic tasks are undertaken by themselves, with the next highest propor-
tion undertaken by the spouse, followed by the home help service.
Only a few older people receive help from children and this is gener-
ally with practical tasks such as laundry or minor repairs. Formal care
services are thus interventions in this wider context of self-help and
family care among older people, and conditional upon need being
demonstrated in an assessment.

While Norway and Denmark’s extensive public provision has dis-
placed private sector providers to a marginal role, and reduced the cost
of care services for the user to a minor consideration, in Greece the
needs of an older person for substantial help may face the family with
a large financial burden, relieved only by rather inadequate insurance
coverage and the availability of immigrants from Eastern Europe,
Albania or another Asian or African country for hire as care workers. In
Ireland and Italy, the provision of social care is normally contingent on
the older person having needs for health care as well: the idea of tax-
payers funding social care for its own sake, to contribute to older peo-
ple’s quality of life, has little saliency. In the UK, the organization of
social care in Social Services Departments separate from the NHS has
often been justified because of a ‘quality of life’ role distinct from
health care and its treatment focus. But provision has been cut back
and increasingly the priority is for social care to be ‘targeted’ as a pre-
ventative arm of health policy in an attempt to reduce costs. Help with
housework has been a prominent victim of this reorientation. While
similar pressures are evident in Norway and Denmark, there is no insti-
tutionalized divide between social and health care, and the strength of
a social model of health in these societies means that it is accepted that
social care should be as universally available as health care. The Greek
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KAPIs demonstrate the same commitment in principle, but within a
very underfunded public sector in which the extent of formal care pro-
vision depends greatly on volunteering.

As already noted, in Greece, Ireland and Italy the role of the family
extends to providing often substantial financial support for an older
dependent relative needing care. In Greece, money can come from
family businesses or family members in civil service jobs, working over-
seas or in the merchant navy. Paying for a live-in carer, normally for-
eign, is an option that would be financially possible for a majority of
Greek families. It is a popular option because it keeps the older person
out of an institution and the family in control; such carers become part
of the extended family and if they leave they will often find someone
to replace them from within their own family. Social insurance can
also be an important source of financial help in Greece, but in the case
of nursing will be limited to a short period of time. KAPIs also emerge
from the case studies as a significant part of social care provision in
Greece. They bring several health, social care and recreational services
together and make them available either free or for a small charge to all
older people in their area, drawing substantially on volunteers among
more active older residents. Their expansion is critical in Greece’s
attempts to meet the needs of its ageing population. Community based,
they emphasize prevention, activity and ageing well. However, while
there are plans to develop small residential units, the major issue for
Greece is still older people who are poor, frail and living alone. KAPIs
have problems in finding solutions in these circumstances. Home nurs-
ing is not provided and the coverage of home helps, provided by the
municipality through the KAPI, or by volunteers, is not universal,
although it has increased tremendously in importance and availability
since the middle of 1999 (see Chapter 8).

In Italy family care, based on strong family ties and a generational
contract which can see older people helping out their children from a
relatively good pension income, is the norm. Social care competes with
other services for funding and many local authorities have made large
cuts to social services budgets in recent times. There are very few places
in institutions and they are unpopular. A church influence in Italian
society encourages separating ‘deserving’ from ‘undeserving’, and this
is combined with a sociological emphasis on providing only temporary
help after which people should be able to manage for themselves.
Public services carry a stigma in this climate.

While Denmark is a model of universalist principles by comparison,
its provision is by no means comprehensive. It is low-level needs that
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are most likely to remain unmet. An example is Mrs D’s need for some-
one to accompany her so that she can develop the confidence to get
out and about; but it is important to note that by relieving her sister of
any ‘duty’ to do housework, the Danish care system creates the poten-
tial for family carers to have the time to attend to this type of need for
emotional and social support. Even with Denmark’s generally high
level of services for older people, with all local authorities required to
provide community nursing and home help services free of charge, it is
not the case that older people in the same situation will receive the
same level of services. Different local authorities may address the same
needs in different ways, and the level of provision – especially home
help – differs across authorities. Denmark is, however, unique in hav-
ing a formal system of preventative home visits by a nurse or social
worker to all people aged 75 or older, at least twice a year, to detect
unmet needs for social and health care, as well as housing, income and
leisure needs. Despite being at the other end of the spectrum, only
Greece has a similar approach in the form of KAPIs which undertake
visits and surveys of older people in their area for the same purpose.

The organized home care services of Denmark, Norway and the UK
are all under pressure from rising demand and tightening budgets. All
three countries now give less priority to housework, especially in the
UK. Growing use is made in the UK of private home care providers
which are less costly than in-house home care services. The growth of
private and voluntary sector services, stimulated by the reforms made
in the early 1990s, has expanded choice of provider compared with the
local authority monopoly in Norway and Denmark, but the extent to
which this actually increases user satisfaction is unclear: certainly it has
helped to improve the flexibility and reduce the cost of both private
and public sector services. Some Norwegian authorities have begun to
contract out in an effort to reduce costs, and home care services gener-
ally are much busier and staff are under more pressure.
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So far in this book we have explored how older people are cared for in
six European countries, discussing similarities and differences at the
level of both care systems and individuals. Each of the countries pre-
sents a different national context. Formal care services are interven-
tions in these different contexts: in Ireland, Italy and Greece,
interventions are quite rare – usually to avoid, or in response to, a crisis
arising from inadequacies in family care, income or insurance which
leave an older person at risk. In these countries, the vast majority of
older people depend on the context of family and community life for
their care. Day care in Greek KAPIs is perhaps an exception because it is
open access and aims to improve the general quality of life for older
people, but its success owes much to the way KAPIs are part of their
communities, drawing on substantial voluntary help. In other coun-
tries, notably Denmark and Norway, services are likely to be provided
to any older person needing assistance, rather than being provided as a
last resort. In the UK, services aim to provide assistance beyond a basic
level of responding only to crises, but they are frequently criticized for
being inadequate and means tested (Royal Commission on Long Term
Care, 1999a).

This chapter takes the analysis a step further by using the concept of
social exclusion as a means of evaluating the adequacy of arrange-
ments in each country, especially the quality of care in different care
settings. The idea of ‘welfare culture’ is introduced to take account of
national differences in the role of the family, and the chapter considers
whether social exclusion can be applied as an evaluative concept across
different welfare cultures. This is done by focusing on issues of access
and entitlement, including variations in the provision of services, the
roles of assessment and discretion, and the balance between informal
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family care and formal, organized services. The chapter ends with some
observations about where particular weaknesses lie in the different care
systems.

Ageing and social exclusion

Social exclusion has different meanings in different national dis-
courses. Rene Lenoir has been credited with inventing the term in the
early 1970s, and it gained in popularity in France during the 1980s,
spreading through European Commission channels to be introduced
into other national debates (Haan, 1997). In the UK, until recently,
more attention has been paid to poverty and its measurement than to
social exclusion, which has been regarded as a broad concept that is
difficult to measure. Inequality captures some of its meaning in opera-
tional terms, but not those aspects of social exclusion that relate to the
solidarity and status of shared citizenship and common opportunities
to participate in society. Tiemann (1993) comments that, ‘Social exclu-
sion can be seen, not just in levels of income, but also matters such as
health, education, access to services, housing and debt’ (quoted in
Spicker, 1997, p. 134). A European Commission (1993, p. 43) commen-
tary states:

When we talk about social exclusion we are acknowledging that the
problem is no longer simply one of inequity between the top and
the bottom of the social scale (up/down) but also one of the dis-
tance within society between those who are active members and
those who are forced towards the fringes (in/out). We are also high-
lighting the effects of the way society is developing and the con-
comitant risk of social disintegration and, finally, we are affirming
that, for both the persons concerned and the society itself, this is a
process of change and not a set of fixed and static situations.

The idea of social exclusion in France arose from the French concept
of solidarity and the role of the state in furthering social integration.
According to this view, social exclusion entails a rupturing of the social
bond between an individual and his or her society, culturally and
morally. It is a multifaceted idea and the policy responses have been
equally multidimensional, although focusing on the concept of ‘rein-
serting’ individuals, families or groups. This is perhaps easier to under-
stand in terms of reconnecting unemployed people with labour
markets through training and job subsidies than with regard to older
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people who cannot, or do not wish to, take up employment. Indeed,
the integration of all people of working age into the labour market is
now a dominant theme in social policy across Europe, both to reduce
dependency on welfare spending and to promote economic growth
(Cousins, 1999b). Levitas (1996, p. 5) argues that this has overshad-
owed other aspects of social exclusion as a policy issue:

the concept of social exclusion … has become embedded as a crucial
element within a new hegemonic discourse. Within this discourse,
terms such as social cohesion and solidarity abound, and social
exclusion is contrasted not with inclusion but with integration, con-
strued as integration into the labour market … Within this discourse,
the concept of social exclusion operates both to devalue unpaid
work and to obscure the inequalities between paid workers.

Marginality in relation to the formal labour market, however, is a
general feature of social exclusion, underlying its manifestation among
diverse social groups (Corden and Duffy, 1998). This is because of the
central importance of paid work as a distributional mechanism in mar-
ket economies. But while being unemployed or unwaged is an impor-
tant cause of social exclusion, the condition cannot be reduced to
economic disadvantage. This is in part because social exclusion is mul-
tidimensional, but also because it is not a distributional concept
(Room, 1996).

The main dimensions of social exclusion are relational. Corden and
Duffy (1998) summarize these dimensions as discrimination in relation
to rights; marginalization in relation to economic production; and a
catastrophic break from the rest of society (Corden and Duffy, 1998).
Older people – vulnerable to age discrimination and dependency on
others, often regarded as ‘non-productive’, and often isolated from the
rest of society by immobility and a decline in social networks – are
clearly at risk of the multidimensional impact of social exclusion.

The difficulties of old age are conventionally attributed to biological
ageing – the process by which the body’s adaptive mechanisms are
impaired, contributing to the increasing incidence and prevalence of
most diseases and disabilities with age. The ageing process, however, is
not purely a genetic process: it is a consequence of an interaction of
genetic, environmental and social factors. Although the influences of
extrinsic environmental factors, such as the design of buildings, neigh-
bourhoods and household appliances increases with age, they are often
modifiable or preventable. Old age is also socially constructed by wider
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values and attitudes about ageing, and by economic exclusion such as
compulsory retirement from the labour market, so that the experience
of old age can have relatively little to do with biological ageing.

Those older people who have to cope with chronic illness or disabil-
ity can find that their quality of life greatly depends on a wide range
of these extrinsic environmental, economic and social factors. They
include, for example, support from family members and friends; envi-
ronmental obstacles and availability of public transport; income and
the ability to pay for services; and the availability, accessibility and
quality of organized social care services. Older people with chronic ill-
nesses or disabilities are dependent on suitably adapted environments,
practical help with activities of daily living, and appropriate medical,
nursing and personal care. But they occupy different positions of power
in relation to these resources (Gibson, 1998).

The extent to which an older person is empowered in relation to the
resources needed for their care has ideological as well as material
dimensions. Ideologically, disempowerment can occur because older
people are not regarded as having legitimate needs as individual citi-
zens because they are unproductive and at the end of their lives. The
‘burden of ageing’ still dominates both popular and policy discourses.
For example, an OECD Policy Brief published in 1998 states:

Population ageing in OECD countries over the coming decades
could threaten future growth in prosperity … Countries could
finance future social spending obligations by raising payroll taxes to
whatever level was necessary, but these would be so high as to dis-
courage work effort and would cut deeply into working people’s liv-
ing standards. These considerations point to the overriding
importance of curbing the growth of spending on public pensions,
health and long-term care. (OECD, 1998b, pp. 1–2)

This view is contested by other economists and the argument is
essentially political rather than economic: it is about the allocation of
resources rather than the sustainability of expenditure (Atkinson,
1995). In ageing societies, assuring the living standards of all those in
retirement while protecting the quality of life of those with particular
health and social care needs does call for debate about the balance
between private and public income and expenditure, and the targeting
of public resources. However, the continuing currency of the ‘burden
of ageing’ in these debates contrasts with the relative success of the dis-
ability rights movement which has made much progress in reframing
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disability as a social and political issue, concerning discrimination and
the distribution of resources, rather than a personal issue of individual
functioning and burden (Oliver, 1998). The idea of ageing as a burden
on society stigmatizes older people as well as the services they receive,
both of which become devalued and associated with negative depen-
dency (Spicker, 1984).

While physical and mental disabilities are causes of dependency, most
older people are not disabled. The major cause of dependency for older
people as a group is low income arising from compulsory retirement.
Although many older people in Europe enjoy a relatively comfortable
retirement, many do not and the extent of inequality both within and
between countries is a growing issue. The trend in many countries is
towards income polarization as older people divide between pension-
poor and pension-rich groups depending on whether they have a good
second pension, especially an occupational pension. Among the six
countries discussed in this book, only Denmark is seeing a trend
towards greater equality in pensioner incomes (Ministry of Finance,
1999). There is little evidence that many older people want to remain
dependent on waged employment, and where early retirement pay has
been relatively generous, as in Denmark, it has been a very popular
option and much more so than partial retirement schemes (Platz and
Freiberg Petersen, 1992). The issue is instead one of securing adequate
living standards for older people in retirement, including enabling older
people’s continuing involvement in productive activities.

Because formal health and social care can be very costly for those
who need it, no income support scheme can incorporate these needs,
and special arrangements for funding care services are necessary. As
noted in Chapter 1, arrangements for securing access to health care
through universal health insurance or service coverage are reasonably
comprehensive across Europe, although the level of public expenditure
on health varies greatly. In 1995, spending per capita ranged from
about e1600 in Denmark and Norway; to about e700–800 in the UK,
Italy and Ireland; to only e350 in Greece – although Greece increased
its spending eight-fold between 1975 and 1995, compared with
increases of about five times among the other five countries (OECD,
1999). This range in spending per capita, however, is smaller in terms
of purchasing power parity – from e545 in Greece to around e1300 in
Norway and Denmark (OECD, 1999).

These differences are much more pronounced with regard to social
care, largely because there is no policy commitment to universal cover-
age in Greece, Ireland or Italy. The southern Europe, family-based
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welfare regimes are characterized by a preference for direct monetary
benefits rather than services. In Italy, children are legally obliged to
provide financial support to their parents, including paying for care, so
older people may be placed in a position of negative dependency on
their children. Mirabile (1999, pp. 112–13) comments that:

this arrangement penalizes older people because they are forced to
look for care services on the market. These services are costly and
often older people cannot afford them, in spite of ‘high’ pensions.
From this point of view, the wide variations in the economic and
social circumstances of older people in Italy should be mentioned …
within this spectrum, there is a particular predominance of women
receiving social pensions (about 80 per cent of total beneficiaries).
This kind of benefit is so low that it is often an indication of poverty
or hardship.

Pension policy is often considered in terms of the prevention of
poverty. Greece, the UK and Italy fare badly in this respect, with
20–30 per cent of their older people (65 years plus) classified as poor in
terms of incomes at or below minimum social security standards
(Tsakloglou and Panopoulou, 1998; Walker and Maltby, 1997). Poverty
is a particular issue in Ireland among a significant minority of older
women who never married and lack sufficient contributions to obtain a
full pension. In Greece, all employees and their dependants are obliged
by law to join a contributory social insurance scheme which provides
health care, holiday and pension benefits; unemployed people receive a
state retirement pension and free medical services (see Chapter 8). But
Stathopoulos and Amera (1992, p. 184) observe that although insurance
coverage for medical needs and retirement benefits is effectively univer-
sal, ‘there are great differences in both benefits and contributions, and
there are some pensioners who have 10 or 20 times the amount of the
minimum pension’. There is a marked lack of trust in the social insur-
ance system and inadequate benefits, leading those who can to opt for
‘top-up’ private insurance. In the UK, the poorest 20 per cent of single
pensioners in 1996/97 received an average income some three times
lower than the richest fifth (Department of Social Security, 1998). The
state pension is below the minimum social security threshold, with the
result that pensioners with no other source of income must claim a
means tested benefit, Income Support, to bring their income up to this
threshold. It is estimated that about one million eligible pensioners in
the UK do not claim this entitlement (Pension Provision Group, 1998).



In understanding the effect of low income on quality of life, it is
inequality rather than poverty alone which is important because in
unequal societies low income excludes people from a wider general
prosperity (Atkinson, 1995). Thus, the European Commission defines
people who face exclusion as those who have an income below 50 per
cent of median household income after tax (European Commission,
1993). Exclusion defined in this way is least prevalent in the citizen-
ship-based welfare states of Scandinavia, but not absent. In Norway,
although no more than 1 per cent of older people have to resort to
means tested social assistance payments, in 1990 7.9 per cent of people
aged 67 or older were poor by the EC definition (Koren and Aslaksen,
1997). Surveys have also revealed a gender difference. Fifteen per cent
of women and 6 per cent of men aged 67 or older reported that they
would have problems paying an unforeseen bill of NOK 2000 (about
e255), while 5 per cent of men and 3 per cent of women aged between
67 and 79 reported problems managing current expenses (Daatland,
1997a; Dahl and Vogt, 1995).

In both Denmark and Norway, state pensions are a right of citizen-
ship. They are universal and set at a level that secures the participation
of older people in the country’s general prosperity. Norway’s state pen-
sion is structured rather differently from Denmark’s and is not as egali-
tarian (Daatland, 1997a). The level of pensions in both countries is such
that family members will normally not feel any obligation to give
financial support and in Norway surveys indicate that older people
often support their children with financial help (Gulbrandsen and
Langsether, 1999). Social inclusion is a general principle in these welfare
systems and extends beyond pensions to universal social care coverage
and the extensive provision of disabled access housing. While all is cer-
tainly not perfect, the social policy debate in Denmark and Norway is
framed by a particular welfare culture in which social inclusion is a pub-
lic issue and state responsibility (Chamberlayne et al., 1999). Romøren
(1996, p. 70) comments that despite experiments with private provision

the principle of equal access for every citizen to almost total public
financing of formal care has not changed. Today it is reasonable to
consider this model more as a cultural pattern in the small and
homogeneous Scandinavian populations than as a view held by one
or other political wing.

The welfare culture of southern Europe is quite different. Social inclu-
sion is not evident as a strong public policy objective. But as a set of
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norms and values the concept is manifest in these societies, although
in the private realm of family responsibility. The Greek family has been
described as a type of ‘clearing house’ for the provision and receipt of
financial and social support, mediating between individuals and the
country’s fragmented employment and income maintenance struc-
tures. Without this clearing house role, these structures would fail to
provide security and welfare for many individual Greeks. Papadopoulos
(1998, pp. 54–5) states that

One could argue that the Greek nuclear family functions internally
as a cooperative while competing with other families in a society dom-
inated by the idea of social mobility. Solidarity remains firmly
within the private sphere, as an inter-generational responsibility
towards the family unit. In this context, the development of notions
of social responsibility or social solidarity, essential for the creation
and functioning of a civil society, encounter enormous obstacles.
Thus, the possibility of creating a sustainable ideological base for
expanding the residual welfare state in Greece is limited.

Although the inclusion of older people within families in countries
such as Greece appears to be high, the perception of older people
themselves may be different. Giarchi’s (1996) description quoted in
Chapter 1 of older Italians living within a type of closed institutional
care within the family questions any necessary connection between
family care and social inclusion. Karantinos, Ioannou and Cavounidis
(1992, p. 82) comment about the Greek situation that

the fact that recourse to family networks is often if not usually a
matter of necessity for elderly people rather than a matter of choice
means that older people are often forced to compromise their dig-
nity and become dependent on their kin. Tensions and strain in
relations with kin are often the result, and while the necessary eco-
nomic or physical aid may be forthcoming, it is often at the cost
of satisfactory emotional relationships … (T)he burdens placed on
members of informal networks, whether kin, friends, or neighbours,
are numerous and severe. Among these burdens are the strain on
economic resources, and the time and effort that must be devoted to
care of the elderly. There are particularly serious implications for
women, as it is they who bear the brunt of the latter burden.

Hugman (1994) reports recent studies that have found high levels of
self-reported loneliness among older people in Greece and Poland,
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both countries with an apparently high degree of family centredness
(see also Chapter 2). He suggests that this is due to the greater expecta-
tions that older people have in these cultures about the range and
frequency of contacts they should have, compared with the more indi-
vidualistic Anglo-Saxon world.

Just as familism is not synonymous with inclusion, individualism
does not imply that older people are excluded in terms of their family
relationships. There is plenty of evidence from the UK, Denmark and
Norway that older people generally prefer to live apart from their adult
children, but that close kin remain important in their lives through
‘intimacy at a distance’ (McRae, 1999; Jakobsson, 1998). There is no
necessary relationship between the apparent ‘closeness’ of family rela-
tionships and the social inclusion of older people. Indeed, Platz (1989)
found in Denmark that while it is single older people in particular who
feel lonely, frequent contact with children and others does not com-
pensate for this feeling.

McRae (1999, p. 23) comments that in Britain co-residence of older
people with their children was more common in the past because of
necessity rather than choice:

What we are seeing in Britain today are increased opportunities for
older people to realize their wish to live independently: they are
healthier and live longer, so there are more close friends with whom
to socialize; there is better state support and more facilities (both
state and private) to support independent living; and there is a sig-
nificantly larger housing stock, so older people have somewhere to
live. Had these conditions existed fifty or sixty years ago, it seems
likely that many more older people would have chosen to live apart
from their adult children.

Does the extent of familism in some countries reflect economic
underdevelopment rather than cultural preference? Within Italy,
60 per cent of disabled older people in the less-developed south of the
country live with their children, compared with 20 per cent in the
more developed north, suggesting a relationship between the level of
development and opportunities for independent living (Cioni, 1999).
The cultural distinctiveness of southern Europe has been used as a basis
for identifying a separate type of welfare regime. However, Katrougalos
(1996) contests this, arguing that in the case of the Greek welfare state
it is essentially a less developed version of a Continental ‘state-corpo-
rate’ welfare regime like Germany or France, a model not represented
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among the six countries in the present book (Esping-Andersen, 1990).
It is less developed because of economic underdevelopment.

The type of care dependent older people receive is likely to reflect
wider social attitudes towards old age, a point made at the conclusion
of Chapter 1. Kitwood (1997) develops the idea of ‘personhood’ as a
relational term in the care of people with dementia, using it to describe
a type of interaction with older people that validates and empathizes
with the experiences of ageing, rather than regarding these experiences
as undesirable, either denying them or treating them as problems to be
managed. Kitwood (1997, p. 12) makes a connection between the
micro level of how older people are cared for, and the macro level of
social norms and policies. Writing from a UK perspective, he describes
the ‘psychodynamics of exclusion’ in the following terms: ‘Many soci-
eties, including our own, are permeated by an ageism which catego-
rizes older people as incompetent, ugly and burdensome, and which
discriminates against them at both a personal and structural level.’

The care setting itself can exclude rather than promote the inclusion
of older people; Kitwood (1997, p. 116) criticizes the ‘warehousing’ of
older people with dementia, but notes that smaller, more homely resi-
dential units are still no guarantee against isolation:

Huge benefits are to be gained when the doors of formal care set-
tings are opened, giving access in both directions. The clients can
maintain their links with the community, and more readily main-
tain a sense of their own history: doing some shopping, going to the
pub, to the theatre, to church, taking a walk in the local park.
People from the community – not merely relatives and close friends –
can become regular visitors. In some instances a local school has
established a strong contact with a day centre or residential home.
Some organizations are making provision for people to become
fully-fledged volunteer helpers, providing the necessary preparation
and training … When volunteers are fully drawn into dementia care
there is even the possibility of having ‘staff’ to client rations of 1 : 1.

If social exclusion is to be used as an evaluative concept for compar-
ing arrangements for the social care of older people across different
countries, it is necessary to take account of both cultural and socio-eco-
nomic differences. For example, what may seem to be a high degree of
segregation of many older people living alone in small apartments
in, say, Copenhagen, actually reflects the extent to which suitable
housing is available to enable older people to make this choice to live
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independently. What may seem to be the impressive integration of
older people in their families and communities in Athens exists along-
side quite the opposite degree of opportunity. Similarly, an apparently
stigmatizing process of assessing and means testing older people in
need of help from care services in the UK may appear to a Greek or
Italian older person as an extensive procedural right to assessment and
a gateway to care services targeted at those who really need them.

A definition of social exclusion is needed which takes account of
cross-national diversity. Taking into account the above discussion of
family care, retirement and formal services, the following seems to
meet this criterion, defining social exclusion as ‘a process of interaction
of the dynamics of the family and personal networks, the labour mar-
ket and the welfare state that results in a chronic and structured inabil-
ity by individuals and groups to participate in social life’ (Duffy, 1996,
p. 13). This definition captures the dimensions of family and personal
relationships, the unwaged ex-worker role and dependency on the wel-
fare state that are so important to the experience of old age. The extent
to which each dimension is significant depends on the welfare regime
in each country. The prime focus of this book is on the role of orga-
nized social care services that support older people’s activities of daily
living. Exclusion occurs when an older person does not control the
resources he or she needs in order to undertake everyday activities with
the degree of autonomy most other people would take for granted.
This is partly a question of whether the necessary care resources exist
and can be drawn on, but it is also about how care is provided and by
whom. An absence of rights, marginalization from economic and polit-
ical power, and isolation from the mainstream of society tend to com-
pound each other for the most vulnerable older people.

Welfare culture and social exclusion

It is difficult to avoid the significance of the level of economic develop-
ment in explaining cross-national variation in the provision of formal
care services. Even the link between women’s labour market participa-
tion and publicly funded services for older people noted in Chapter 1
reflects the higher demand for labour in the stronger economies of
northern Europe. Referring back to Table 1.1, there is indeed a relation-
ship between the gross domestic product of each country and the level
of publicly funded social care services for older people. There is, though,
also evidence pointing the other way – towards the significance of wel-
fare cultures. For example, from Table 1.1 it seems that Italy and
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Ireland should be able to afford a level of social care provision closer to
that of the UK than Greece, but there is little evidence of this being a
significant policy priority for their governments, even in Ireland where
GDP growth has been the highest of all OECD countries during the
1990s. Given its low GDP, it is perhaps surprising that Greece even
achieves the low level of social care provision which it does. It seems
plausible that it is lack of funds rather than familism which holds back
provision in this country although, as suggested by Katrougalos, this
may not be evidence that welfare culture is of little importance in
explaining cross-national differences because the basic welfare princi-
ples of the Greek system are closer to the Continental ‘state-corporate’
regime than to the more Catholic-influenced southern European
model.

The Nordic countries provide an interesting test of the influence of
welfare culture. Eydal (1999) discusses the anomalous position of Iceland
among these countries with regard to the state provision of child care.
Despite having the highest level of female labour market participation
of all the Nordic countries, Iceland has the lowest level of day care pro-
vision. Eydal suggests that Iceland’s particular history and culture have
created an attitude that problems such as reconciling paid work and
child care should be solved privately, reinforced by a common view
that too much adult supervision of children is undesirable. Among the
Nordic countries, Iceland also has the highest proportion of older peo-
ple living with their children – about 20 per cent, compared with 5 per
cent in Denmark. Iceland’s public expenditure on older and disabled
people is also lower at 8 per cent of GDP compared with 15 to 20 per
cent in the other Nordic countries, and it has the highest proportion of
older people in institutions (Jakobsson, 1998).

Returning to the Greek welfare state, however, Cousins (1999a) ques-
tions whether its distinctiveness can just be explained in terms of eco-
nomic underdevelopment. There are similarities with the Continental
state-corporate welfare regime because of the high degree of fragmenta-
tion in social insurance arrangements along occupational lines and an
emphasis on cash benefits rather than welfare services. But Greece dif-
fers from countries such as Germany and France in fundamental ways,
notably the extent of clientelism and patronage in its welfare state, and
the gulf between workers in core sectors of the labour market who have
good social protection and others in weak labour market positions who
have meagre or no benefits. As already noted, even with economic
growth the role of the family in this wider context militates against
political demands for a more developed welfare state because the family



is already meeting many needs, a situation also applying in Italy and
generally in southern Europe.

The family meets a whole range of needs of members, for example,
provision of housing and financial support for those who are unem-
ployed or in precarious jobs, education expenses, as well as caring
for ill, disabled, and elderly people and for young children … The
family therefore takes much of the strain of high unemployment,
precarious work or inadequate social protection. (Cousins, 1999a,
pp. 17–18)

Echoing Papadopoulos (1998) on the Greek family, Trifiletti (1999)
describes the Italian family strategy as a ‘synthesis of breadcrumbs’,
involving the pooling of a range of partial incomes from different
sources such as agriculture, self-employment and benefits. The duty to
care falls mainly on women in the absence of extended formal provi-
sion for child or elderly care, but Cousins (1999a) observes that support
among women across generations means that the lack of formal ser-
vices is not the constraint on women’s participation in paid work
which it is in northern Europe, as carers can still be found within the
family.

Welfare culture is clearly important in determining whether needs
become expressed as political demands on the State. High employment
levels have been a product not just of strong economies in Scandinavia
but also of deliberate policy measures (although increasingly chal-
lenged by globalization and competitive market pressures). State inter-
vention is an independent factor, with effects on society separate from
wider economic forces, and either reinforcing or moderating their
influence, especially with regard to the distribution of income and ser-
vices (Musterd and Ostendorf, 1998). The extent and nature of such
intervention is greatly influenced by the value systems prevalent in a
given welfare culture, especially the centrality of social exclusion in
political debate. Social exclusion exists because access to a resource –
including both material and social resources – is prevented by eco-
nomic, political or social barriers. These barriers are constructed by
mechanisms of exclusion controlled by people with more power than
those who are excluded. Exclusion for some is created by the actions,
words and beliefs of others, and although economic power is a key fac-
tor, exclusion is also created ideologically through the social construc-
tion of marginality and vulnerability in both political and everyday
discourses.
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As considered above, social exclusion is a wider concept than income
inequality. It focuses analysis on ‘exclusion mechanisms’: the struc-
tures and processes which marginalize older people and their needs
within a given welfare culture. It might appear that the welfare cultures
of Norway and Denmark are more successful than those of the other
countries in achieving the social inclusion of older people because of
the existence of well-funded welfare states. But in other countries
social inclusion is achieved in different ways, such as the provision of
care and sharing of resources within families in which older people
occupy a position of relative power. Although there is evidence of lone-
liness in familist welfare cultures, there is also evidence of dissatisfac-
tion with services in well-funded welfare states where older people may
feel less empowered because of professional dominance. Even bringing
the situation of the family carer into consideration, it is not necessarily
the case that familist care systems exclude women from wider opportu-
nities because of their ‘duty’ to care. There is evidence of women tak-
ing up new opportunities for education and employment because of
cross-generational support within their families, and extensive volun-
teering in familist welfare cultures gives many older people a produc-
tive role in their societies. This is not to deny the extent of burden that
can exist for female carers and the loss of dignity that can be involved
when, for example, a son has to attend to the intimate personal care
needs of his mother, but it is to argue that whole systems of care can-
not be rejected as exclusionary because they do not conform to, say,
the traditional Scandinavian welfare model. All systems have strengths
and weaknesses, and the possibilities for reform lie in building on the
strengths and tackling the weaknesses.

Social exclusion therefore involves looking at the overall situation: it
is perhaps most extreme in the economically depressed and depopu-
lated rural areas of Greece or Italy where there are few informal or for-
mal supports, but it can also exist in much more developed care
systems. For instance, the well-being of many older women is bound
up with their sense of self as competent adults able to maintain socially
acceptable standards such as a clean house. In the UK, Norway and
Denmark, the withdrawal of housework from the services provided by
a local authority for older people, because funding and providing per-
sonal care is a higher priority than help with ‘non-essential’ practical
tasks, has been criticized for impairing this sense of competency and
undermining the person’s motivation and ability to stay independent
(Clark, Dyer and Horwood, 1998). Even in Denmark, the rising cost of
care services for an increasing number of ageing older people has seen
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a tightening of eligibility criteria for services. Some local authorities,
for example, no longer offer help with shopping and cleaning unless
the older person has mental health problems. The number of home
care users has increased but services are more sharply targeted. There
has been a reduction in hours per user, largely due to less help with
housework and other practical tasks, and a focus on personal care and
security. Sixty-five per cent of Danish home help users receive less than
three hours help per week (Leeson, 1997). The same trend is evident
in the UK, although the situation is not comparable given that about
20 per cent of older people receive some sort of local authority help in
their homes in Denmark, compared with about 10 per cent in the UK.

Social exclusion is about how older people feel as well as structures
and processes that deny material resources to older people in the inter-
ests of other more powerful groups in a society. The issue of how
accessing the services that are available is experienced is crucial in this
respect; in particular, the effects on an older person’s dignity which fol-
low from the experience of referral and assessment. ‘Gatekeeping’ is an
inevitable feature of resource allocation, but this can take place either
within a framework of rights or within a culture of disempowerment
and discretion. Variations – or inequalities – between countries in the
care services available for older people raise difficult political issues
about the large-scale cross-national transfers of resources which would
be needed to reduce them. However, there are also aspects of prac-
tice and policy within each care system which involve unnecessary
exclusionary mechanisms that create inequities and stigma within
the system. Variations in the allocation of resources and decisions
about access and entitlement are particularly problematic issues in this
regard.

Allocation of resources

None of the six countries provides substantive rights to social care ser-
vices for older citizens, although the insurance-based system in Greece
defines certain rights to financial assistance towards hiring care if a
person is assessed as more than 67 per cent disabled. Generally, social
security systems tend to define legal rights to cash benefits, but rights
to social care services are not defined in law. While legal rights to care
could be regarded to be an ideal situation, this would be likely to
encourage a mechanistic approach, removing the capacity of assessors
to make sensitive judgements about complex individual circumstances
because of fixed rules about entitlement (Blackman, 1998).
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Norway, Denmark and the UK have legislation requiring all local
authorities to provide social care services. Types and levels of provision
are not prescribed in Norway and the UK, but are for home help and
community nursing services in Denmark, including one or both of
these services being available round the clock. These three countries
also have a procedural right to assessment whereby an older person
who appears to be having difficulty with his or her care must be
professionally assessed. These rights extend to the older person being
informed about the reasons behind the subsequent decision whether to
provide services, which is guided by eligibility criteria. As described in
earlier chapters, however, older people may not understand what their
rights are, and practitioners may not apply them as rigorously as they
should, often due to workload and budgetary pressures.

The selective and discretionary nature of social care provision is evi-
dent to different extents in all six counties. This should in theory be
moderated in Denmark, Norway and the UK by the routine use of stan-
dard assessment and eligibility criteria, which are publicly available
and guide decisions on the basis of consistency and proportionality in
the treatment of different cases depending on their needs. But even if
selectivity is undertaken systematically according to objective criteria,
there is still plenty of room for professional discretion. This was inves-
tigated in detail by research in the UK which used case study exercises
in assessment and care planning to explore the consistency with which
social care professionals responded to each case (Blackman, Durbin and
Robb, 1998). The study was undertaken in two local authority areas,
involving 160 practitioners. Marked variation was found in the num-
ber of hours of home care allocated to the same case, especially for
older people with low or moderate needs. For one case with a low level
of need as suggested by the local authority’s own eligibility criteria,
just under half of the 160 practitioners allocated no home care, about
40 per cent allocated up to four hours per week, just under 20 per cent
allocated four to ten hours per week, and a few allocated ten or more
hours per week. Another case with a high level of need revealed more
consistency, probably because there are fewer options at this level and
a greater focus would be expected. Over two-thirds of practitioners
allocated this case ten or more hours per week, although over 10 per
cent opted instead for long-term institutional care. About 10 per cent
allocated between five and ten hours of home care per week, and a few
allocated less than five hours.

Variations are also evident across local authorities in the UK in levels
of service provision. It is difficult to make like-with-like comparisons
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because of social and geographical differences between local authority
areas, which influence the level of central government grant paid
towards funding local services. But taking the ‘big city’ metropolitan
district councils in England, in 1998/99 the proportion of people aged
65 or older receiving social care services in their own home ranged
from 5.5 to 17.1 per cent, with 80 per cent of authorities within the
range 5.7 to 12.4 per cent (Department of Health, 1999). The propor-
tion of older people receiving an intensive domiciliary package of ten
or more hours of home care per week varied from 0.3 to 3.4 per cent,
with 80 per cent of authorities within the range 0.5 to 1.9 per cent. The
number of publicly funded admissions to a residential or nursing home
as a proportion of all older people varied from 0.9 to 5.5 per cent, with
80 per cent of authorities in the range of 1.1 to 2.2 per cent. There was
no relationship between the level of home care services provided and
the level of residential and nursing home care.

Similar variations are apparent with regard to the ‘shire’ county coun-
cils in England. The proportion of older people receiving social care
services in their own home ranged from 2.2 to 14.4 per cent, with
80 per cent of authorities within the range 4.1 to 8.6 per cent. The
proportion of older people receiving an intensive domiciliary package
varied from 0.2 to 2.8 per cent, with 80 per cent of authorities within
the range 0.3 to 1.1 per cent. The proportion of older people admitted
with public funding to a residential or nursing home varied from 0.2 to
3.4 per cent, with 80 per cent of authorities in the range of 0.8 to 1.8
per cent. There was also no relationship between the level of home care
services provided and residential and nursing home care provision.

There is also evidence of geographical variation in Norway, as dis-
cussed in Chapter 4. Næss and Wærness (1996) report variations in
receipt of home care services across local authorities from a high of
22.9 per cent to a low of 17.6 per cent of people aged 67 plus – not a
considerable difference. Home help visits ranged from an average of
140 minutes to an average of 126 minutes. More marked were differ-
ences in the number of institutional beds for people aged 80 or older,
which varied from 16 to 39 per 100 people in this age group. These
local variations reflect the different care profiles of local authorities in
Norway: some have ‘traditional’ profiles with a relatively large number
of institutional beds and moderate provision of home care services
catering for people with more modest needs. Others have a low num-
ber of institutional beds and more generous provision of home care
services, with more frequent visits and longer hours.
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In Denmark, receipt of home help services has been found to vary
from 40 per cent below the national average in the local authority with
the lowest coverage to 40 per cent above in the authority with the high-
est coverage (see Chapter 3). These variations cannot be explained by
either geographical or demographic factors. While the size of the local
authority is the key factor with regard to differences in levels of provi-
sion, other differences reflect local decisions about the service mix. In
the quarter of local authorities with the lowest coverage of nursing
homes, 9 per cent of older people receive evening help and 4.7 per cent
night-time help, compared with 5.7 per cent and 2.1 per cent respec-
tively in the quarter of municipalities with the highest coverage of nurs-
ing homes. Fewer nursing homes places are thus compensated to a
degree by more home care services. In both Norway and Denmark, there
is an inverse relationship between the number of older people in a local
authority area and the number of nursing home places and care workers,
so that the volume of services in smaller local authorities is proportion-
ately higher than in the large local authorities. Thus, the State having a
responsibility for the social care of older people is not the same as peo-
ple having substantive rights to services that are equitably allocated.

However, it is in those countries where the State has little responsibil-
ity for the general population of older people who need social care that
inequities are most evident due to patchy provision and no formal allo-
cation criteria. Italy has very marked geographical variations in provi-
sion, with the southern regions having significantly lower standards of
living, and scarcer and poorer quality social and health care services
(Giarchi, 1996). In all regions there are also significant local variations,
with extensive decentralization following the principle of subsidiarity
leading to a coverage of services that is determined by local political fac-
tors rather than by any national framework or needs-led allocation of
resources. Levels of provision reflect the political make-up of municipal-
ities, with left-wing administrations of north and central Italy far more
likely than those on the political right to have developed social care ser-
vices. Extensive bureaucratization is also a feature of Italy’s care system.

Greece is attempting to develop its social care services beyond a tradi-
tional residual focus on the destitute and seriously ill to achieve a
broader coverage of the older population. Older people with very low
incomes who are chronically disabled receive cash help with the cost of
care through the social security system. For other older people, Greece is
seeking cost-effective ways of providing services, such as the open-access
KAPI centres which now form a key part of the country’s health and
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social services provision for older people, combining public sector and
voluntary resources (see Chapter 8). A significant expansion of home
help programmes operated by local authorities is underway. Services pro-
vided by religious and non-governmental organizations and the private
sector contribute to the patchy and uneven coverage of services rather
than help to improve equity of access. The Church and large charities
such as the Red Cross work autonomously. A range of private-sector
organizations meet gaps in provision such as residential homes, nursing,
home help and befriending, but only for those who can afford to pay.

In Ireland, the formal social care services that are provided are
absorbed within a health service run by large area health boards and
are often fragmented, with poor co-ordination between health and
social care planning and delivery. In the largest of these, the Eastern
Health Board, services for older people were, until recently, grouped
together with acute hospital services. A relatively large voluntary sector,
including many organizations associated with the Catholic Church,
provides services that vary substantially in geographical coverage and
the types of assistance they provide (see Chapter 6). The recent expan-
sion of short-term services by health boards is not addressing Ireland’s
lack of universal long-term care provision.

Assessment

The right to a formal assessment of need is not a feature of care services
in Italy, Ireland or Greece, where there is no legal duty on local authori-
ties to provide social care services. Assessments in these countries are
ad hoc and decisions about responding to need are discretionary, unreg-
ulated and strongly influenced by whether a local authority or, in partic-
ular, a voluntary organization happens to be providing a service in the
locality. In Italy, Giarchi (1996) reports that discretion about what help
is provided entails judgements about an older person’s health and dis-
ability and whether they live alone. Provision of services is often limited
to people with incomes below the official poverty line – about one-fifth
of older people in Italy – with others expected to make their own
arrangements privately. There are also long waiting lists for assessment.

In Ireland, the assessment of an older person’s needs can be made by
a community nurse who will also provide limited help with organizing
services such as home help and meals-on-wheels. An older person may
also receive assessments by particular service providers in the voluntary
sector which each have their own criteria for eligibility, and these assess-
ments are often informal and judgemental. General practitioners can
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take a lead role in assessment and organizing services, as can hospital
social workers with discharge cases.

The formality of the assessment process in the UK, Norway and
Denmark is important because it represents a single access point to ser-
vices and is linked to decisions about eligibility, and these have
become increasingly explicit and standardized. It is also linked to the
practice of care management, with one professional taking responsibil-
ity for organizing services for an individual older person. This system
of formal assessment and care management makes older people very
dependent on professional power, but efforts are made to include users
and carers in decisions. Unlike Greece, Italy and Ireland, the system
can in theory make professionals accountable for their decisions
because of the existence of bureaucratic guidelines. For example, many
local authorities in Norway use a dependency scale as part of the indi-
vidual needs assessment, both as a check-list and as a means of making
decisions transparent. The need assessment is provided in writing to
the user, but it is very general. It is recognized that there must be room
for frontline staff to make informal judgements and adjustments with
time, especially as it is not always possible to obtain a clear picture of
needs at the beginning. Needs, however, are formally reassessed every
six months. In Denmark, a similar type of written statement is used,
but it is more tightly worded. A home helper must sign after each visit
to the effect that she or he has provided the help defined in the state-
ment. While protecting both the care worker and the user, the system
discourages flexibility about what is done for the user from day to day.

There is a difficult balance to strike between formally defined entitle-
ments and day-to-day flexibility, especially as a user’s condition and
social context may change over short periods of time. Without formal
entitlements, however, discretion may occur on subjective grounds
that cannot be justified objectively and remain hidden: for example,
discriminating between ‘deserving’ and ‘undeserving’ older people on
grounds other than need, such as personality, apparent material cir-
cumstances or family context. There is a growing number of examples
of successful legal action to establish rights to social care. In the UK
these have concerned mainly procedural rather than substantive rights,
with the important exception of a recent case that established a right
to free nursing care (see Chapter 5). In Norway legal action has estab-
lished a right to care services in an older person’s own home rather
than their transfering to a residential or nursing home. But it is much
more difficult to establish rights to particular amounts of help or, fre-
quently, the type of help provided.
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A significant issue with access which exists in the UK is that the pro-
cedural right to an assessment of need is combined with a financial
assessment in the form of a means test. This is different from the sys-
tems of co-payment which exist for some services in Norway, including
visits to family doctors, which are quite low and do not generate signif-
icant income for the local authority. In some UK local authorities,
means testing can involve even older people on a very low income
having to contribute something to the cost of their services, while
users on middle or high incomes have to contribute a substantial pro-
portion of the cost of any services they receive.

Intrusive means testing and judgements about ability to pay increase
the stigma many older people feel about publicly funded services. In
Greece and Italy, the older person’s children are included in assess-
ments of ability to pay, reflecting their wider duty to care. In Ireland,
this was also the case until 1999 for private nursing home grants but
was abandoned because of difficulty with enforcement. In the UK,
means testing is restricted to members of the person’s immediate
household, although there is no provision in law to demand a contribu-
tion towards the cost of services from a liable relative (Schwehr, 1999).
The means test is normally undertaken by a social worker, who will
require the older person to provide evidence about their income and
savings. Liability to pay towards the cost of a placement in a residential
or nursing home is also assessed against the value of the person’s origi-
nal home, unless it cannot be sold because a partner continues to live
there (although from April 2001 no sale will be required for the first
three months of such a placement, and the alternative of a new loan
system is to be introduced). In Ireland, where property has greater legal
protection, the State does not have a claim on the value of a home
vacated by a person who moves into subsidized nursing home care.
Private nursing home beds are helping to free up hospital beds,
although the cost of this strategy is escalating.

Older people in Ireland who hold medical cards are eligible for,
although not entitled to, services such as home help, day centres and
meals-on-wheels. This is normally for a small charge and although
both home help and meals-on-wheels exist almost everywhere, their
availability may be limited. With social care services in the community
predominantly provided by voluntary organizations, means testing can
be rough and ready. Even if someone refuses to pay, a service is
unlikely to be denied if a doctor or public health nurse considers it is
needed. Some 25 per cent of older people do not have medical cards, of
whom two-thirds have health insurance; others are faced with the full
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cost of buying health or social care services. An older person without a
medical card would normally not expect free services and would be
likely to pay for private services in an increasingly buoyant private care
market. Access to public funding for nursing home care is means tested
and requires a medical assessment of dependency, but the grant pro-
vided, added to the older person’s pension, can often be less than the
fees charged. Families are therefore under pressure to pay the differ-
ence. In very exceptional cases, where the person is very dependent
and has no family, the health board will pay the full cost. The escalat-
ing cost of Ireland’s private nursing home subvention system has led
to a major national review being undertaken at the time of writing,
including exploring non-residential care options.

Charging is least prevalent in Denmark. Charges for home care for
more affluent users were introduced in 1992 but later removed. Users
of residential and nursing home care must pay for their board and
lodgings, but this is not a particular financial burden given the rela-
tively generous level of Denmark’s universal and earnings-linked state
pensions. Charging is more extensive in Norway, but it avoids some of
the worst features of the UK’s approach and is largely aimed at limiting
‘unnecessary’ demand while ensuring that low income and high-inten-
sity users are not excluded from services. Charges for home care are
low and cover only 5 per cent of the service’s budget; local authorities
have direct access to tax records which enables the financial assess-
ment to be done without a personal means test. As in Denmark, there
is a flat-rate, cost-price charge for meals-on-wheels, and nursing home
care is directly subsidized so that users pay 75–85 per cent of their pen-
sions in charges. These arrangements in Norway and Denmark reflect
their relatively high pensions and avoid confronting older people with
the full cost of their care and then requiring a means test before a deci-
sion is made about providing services.

In Italy social workers explore in detail why an older person cannot
afford to buy the services they need and only provide publicly funded
services if it is clear the person has no alternative. Older Italians are
therefore very dependent on their pensions to buy care. With state pro-
vision being cut back in many localities, the private sector and – for
poorer older Italians – the voluntary sector are increasing their role.
Social co-operatives have grown substantially in importance, originat-
ing from grassroots action but often contracting with the local author-
ity to provide services.

In the UK, a ‘mixed economy’ of publicly funded care services was
introduced during the 1990s to extend choice of provider and contain
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costs through competition. Privatization is most extensive in the resi-
dential and nursing homes sector where a huge growth in the number
of private homes during the 1980s was a largely unplanned conse-
quence of demand-led funding of places through the social security
system (see Chapter 2). Particular criticism was made of the lack of
flexibility of local authority services, such as few 24-hour services and
little multitasking, as well as their cost of unionized workforces. While
the UK has gone much further down the privatization route than
Norway or Denmark, there are trends in the same direction in these
two countries. Some Norwegian local authorities have contracted out
the provision of care services and separated the need assessment func-
tion from service provision – reforms which have been budget driven.
Such pressures have stirred up debate in Denmark about whether there
should be a charge for help with domestic tasks. Local authorities
increasingly contract out the delivery of domestic help to private and
non-profit organizations, and some give the option to older people of a
cash payment to purchase their own services rather than use local
authority domestic services – a practice that is likely to become more
common and includes the possibility of employing a family member.
The absence of any significant private care market in Denmark, how-
ever, makes users dependent on local authority gate keeping because
the only access to services is through a local authority assessment. In
contrast to the UK and Ireland, where it is quite common for better-off
older people to purchase a place in a residential or nursing home with-
out any local authority involvement, in Denmark and Norway a state
monopoly means that access is via a professional assessment of need,
with the possibility of a long wait or that access will be denied if need
is not established.

Care settings

Although developments are taking place that are extending formal
social care services in the familist social care systems of Ireland, Greece
and Italy, there is as yet no national coverage equivalent in philosophy
or scope to Denmark, Norway or the UK. Greece has recently estab-
lished a National Organization for Social Care equivalent to the
National Health System, but services are still very limited in availabil-
ity. The formal sector in these countries still consists largely of services
provided by private or voluntary organizations, and access depends on
ability to pay in cash or through insurance schemes or, for a minority,
on charitable benevolence. The nature of social care provision in the
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UK is much closer to that of Denmark and Norway than to these three
other countries. This is because there is a universal entitlement to
assessment, a national system of funding local authorities to provide
social care services for older people, and a legal duty that they make
appropriate provision for their areas. Crucial issues, however, are the
equity of these arrangements and the adequacy of their funding. All
three countries have now moved towards national ‘frameworks’ which
set out general standards regarding what should be available in all
localities, a development that is new for the UK but is in fact a shift
away from earlier and stricter national norms and standards in
Scandinavia (Jakobsson, 1998). The expansion of devolved budgets and
devolved policy implementation is creating variation in patterns of ser-
vices within municipalities as well as between them. The question of
how national norms can be reconciled with local discretion remains
unresolved; it is a particular concern in the UK where local decision
making in the NHS is already unaccountable to local government
(there are, however, proposals for this to change, with elected local
authorities having the right to carry out formal scrutinies of local NHS
services and refer major planned changes to central government
(Secretary of State for Health, 2000)).

All the countries are entering the twenty-first century from different
situations. Norway has high levels of both institutional and home care
provision while Denmark, with a higher overall level of spending, has
had a stronger policy of home care and ‘ageing in place’. Thus Denmark
has only 4 per cent of older people living in residential and nursing
homes compared with over 7 per cent in Norway (Leeson, 1997;
Daatland, 1997a). However, Denmark has been an important influence
on the ideology of the Norwegian long-term care system, which is
shifting its emphasis from a traditional medical orientation towards a
social model, including a rebalancing of resources towards community
care and supported housing. Denmark’s number of nursing homes has
fallen and access is more selective, with the result that their residents
are severely disabled, often with dementia, and older. Indeed, it is also
the case that most residents in Norwegian nursing homes – some
70 per cent – are people with dementia. Overall, about 16 per cent of
those aged 80-plus live in nursing homes in Denmark, compared with
Norway’s figure for this age group of 23 per cent. Even special housing
for older people in Denmark is now largely confined to older people
who are very disabled or ill. Small communal schemes for older people
with dementia have been built since 1988, justified by their contribu-
tion to the quality of life of people with dementia and the protection
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of neighbours from disruptive behaviour (Platz and Petersen, 1992).
Dementia is one of the last challenges to the philosophy of deinstition-
alized care for older people.

The UK’s social care services are as deinstitutionalized as those of
Denmark, with 4 per cent of older people living in residential and nurs-
ing homes. During the 1980s there was a rapid expansion of private
homes funded by demand-led social security payments but reforms
implemented in 1993 capped expenditure on social care and trans-
ferred responsibility for managing budgets and rationing provision to
local authorities. This budget-driven scenario continues to encourage
diverting older people from care in residential and nursing homes. In
recent years the number of older and physically disabled people living
in residential care settings has fallen and this is projected to continue
(Hirst, 1999). Largely as a result of this, domiciliary services such as
home care are being concentrated on relatively fewer, more dependent
older people. Residential care is increasingly reserved for older people
with dementia.

In Denmark, Norway and the UK, the role of residential and nursing
homes is largely an issue of how to achieve a high quality of life for very
dependent older people in these type of settings. In contrast to the UK,
both Denmark and Norway have come to see residential homes as com-
promising the quality of life of older people. In Denmark, there are no
residential homes and nursing homes have a much smaller role than in
the past, and in Norway most residential homes have become nursing
homes, with improved staffing and equipment, or have been converted
into supported housing with independent small flats. In Italy, Greece
and Ireland, however, the issue is still one of underprovision of afford-
able institutional care outside the hospital. Italy has relatively few nurs-
ing or residential homes, the tradition having been for the family to care
for very frail older people within their household. In recent years this
lack of provision has been recognized as a national shortage of suitable
care, and attempts are being made to increase the number of homes. In
Ireland, until recently, there was heavy reliance on non-acute hospital
care of older people when family caring arrangements were either inade-
quate or broke down altogether. However, in the last decade there has
been a huge increase in the number of older people going into private
nursing homes, some health boards have developed purpose-built resi-
dential units based on a nursing model, and there has been an increase
in respite and day care services. Nevertheless, there is a severe shortage
of places in statutory residential units where the cost for the resident is
low and limited to their pension minus a ‘comfort allowance’.
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Supported housing in the community remains a very underdevel-
oped type of provision in Ireland, Italy and Greece. In Ireland, ‘welfare
homes’ were set up in the 1970s for fairly mobile older people who
could no longer stay at home, with a view to residents moving on
when they became more dependent. The closure of long-term hospital
wards, however, has meant that there is often nowhere to move on to.
The homes, either run directly by health boards or by voluntary organi-
zations, and financed mostly by health boards, now accommodate very
dependent populations, needing more support than originally inten-
ded. Sheltered housing schemes for older people provided by local
authorities or voluntary organizations are relatively scarce and often
lack the resources necessary to provide in-house social care services.

Greece has the lowest level of provision of residential care, with less
than one per cent of older people living in residential or nursing
homes (Stathopoulos and Amera, 1992). This represents a very substan-
tial underprovision and those few homes that do exist – run by volun-
tary groups, religious orders or sometimes local authorities – usually
have long waiting lists. Sometimes an older person needing nursing
care receives this in a series of consecutive stays in ‘short-term’ clinics.
Residential and nursing homes are very expensive to build and staff,
but attempts are being made to expand this type of care so that each
prefecture has at least one home, also offering day care services.
However, it is not unusual for family members to provide the nursing
care themselves for an older relative who is in a home.

In all six countries an important policy priority is to find the most
cost-effective care setting for older people with care needs. With the
exception of Denmark, there is a general trend towards developing ser-
vices that support and complement family care in the hope that gravi-
tation towards more expensive care settings can be prevented or
delayed. In the UK, as noted above, it is relatively common for residen-
tial homes to be used by local authorities as a cheaper option than a
domiciliary package of support for very dependent older people. The
responsibility of the NHS for paying for nursing care in a nursing
home, rather than this cost being met as part of a means tested
local authority ‘social care’ placement, has been ill-defined; the recent
Government decision that all nursing care in nursing homes will be
free of charge should help to resolve this although activities defined as
social care will remain means tested (see Chapter 5). In Norway, sup-
ported housing is a cheaper option than nursing home care for local
authorities. While local authorities fund both types of provision, resi-
dents in supported housing must pay rent and, because this is sometimes
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quite high, many residents receive a housing allowance which is paid
by central government.

There is a marked trend towards shorter stays in expensive hospital
settings, enabling the number of hospital beds to be reduced, although
to a lesser extent in Italy (see Table 10.1). While this has, in part, been a
welcome move away from a medical orientation that tended to con-
struct older people with social care needs in a dependent sick role, it has
given rise to concerns about the adequacy of services in the community,
both health and social care. Italy and Ireland have lagged behind north-
ern European countries in shifting from hospital care to community
support, although in Italy polyclinics have been successful in providing
local access to health care for older people (Giarchi, 1996). Denmark
has the strongest commitment to reducing unnecessary hospitalization
among older people but, even with its generous provision of commu-
nity care services, delays in hospital discharge can occur because of a
shortage of services and suitable housing in the community. This situa-
tion shows marked variation between local authorities but overall has
improved in recent years, although many municipalities believe that
counties discharge hospital patients too early – the situation reflecting
an organizational and financial divide between community and hospi-
tal services (Platz and Freiberg Petersen, 1992). This issue is also evident
in Norway, and among attempts at solving it in both countries is the
power of hospital authorities to charge local authorities for the cost of
each day that discharge is delayed by lack of community provision.

Despite their established publicly funded social care services, defined
quality standards are a recent innovation in the UK, Norway and
Denmark. The UK adopted quality standards for nursing and residen-
tial homes in 2000, backed up by regional inspection arrangements
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Table 10.1 In-patient hospital care: beds and length of stay

Beds per 1000 of Average length of
population stay in days

1986 1996 1986 1996

Denmark 6.9 4.9 10.2 7.3
Norway 16.1 15.0 11.3 9.9
Greece 5.3 5.0 12.0 8.2
Ireland 8.0 4.9 8.0 7.2
Italy 8.1 6.2 12.1 9.8
UK 7.2 4.7 15.2 9.9

Source: OECD (1998c).



(Department of Health, 1998a). Denmark’s local authorities started
introducing standards in 1998, but progress has been slow. In Norway,
by 2000 all local authorities are expected to have established compre-
hensive quality control systems based on professional standards.
Ireland, Italy and Greece are well behind in setting and regulating
quality standards. In Ireland the lack of mandatory quality control
over a growing private care sector – with a trend towards building large
private nursing homes of 100 beds or more in some cases – is currently
causing concern. Grants towards the cost of private nursing home
care are only available if the home is registered by the health board,
requiring conformity with minimum health and safety standards but
not quality of care standards. In Greece conditions within the small
number of public nursing homes are poor and ‘such that many of
those admitted soon lose the self-serving capacities they had upon
entry … Evidence suggests that approximately 30–50 per cent of the resi-
dents of these homes become bed-ridden within a few years of entry’
(Karantinos, Ioannou and Cavounidis, 1992, pp. 89–90).

Conclusion

Social care in Europe sits uneasily between the policy priorities of gov-
ernments seeking to contain public expenditure and the needs and
rights of growing numbers of older people. Older people and their car-
ers want practical help and other support when and where it is needed.
The low coverage of publicly funded provision to address these needs
in Greece, Italy and Ireland does not necessarily mean that older peo-
ple are less likely to have these needs met at some level, but that
responsibility falls on the family. In the UK, Norway and Denmark it is
the State that has a legal responsibility to ensure that social care needs
are met when there is no alternative, but services are subject to increas-
ing rationing and targeting of ‘legitimate’ needs only. This is most
marked in the UK, where there is a marked trend towards more inten-
sive services for fewer, more frail, older people. The result is that older
people with needs for less intensive support are often failing to receive
any services because provision is being skewed towards higher levels of
need: for example, between 1993 and 1997 the number of users who
received one home care visit of less than two hours fell from 37 per
cent to 23 per cent (Community Care, 1999). Even in Norway’s relatively
generously funded system, Vabø (1998) found that family members
may be undertaking care work out of a feeling that public services are
inadequate, although not intimate personal care.
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This chapter has sought to bring together the range of material from
earlier chapters and discuss its different aspects from the perspective of
a concern with social exclusion. The results are multifaceted, from
issues of variations in coverage of services to the effects on older people
of assessment and care practices. The next chapter concludes the book
by discussing some of the positive lessons that can be drawn from this
analysis.
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11
Conclusion: Issues and Solutions
Tim Blackman
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This concluding chapter reviews a number of issues that arise from the
material presented and discussed in previous chapters. It points to
some possible solutions to the problems encountered with the social
care of older people, identifying the various strengths that exist in both
policy and practice, especially where these help to prevent the types of
exclusion discussed in Chapter 10.

The chapter first considers the extent to which it is possible to gen-
eralize about welfare regimes and care systems, and whether such gen-
eralization helps us to understand why countries have different
approaches to the social care of older people. This is followed by a
short discussion of Denmark as a possible exemplar of social care provi-
sion, and a wider discussion about cross-national policy transfer. Issues
and solutions are then explored, drawing on the experiences of all
six countries considered in the book and, where appropriate, other
research evidence. This starts with the decentralization and integration
of social and health care services, and then moves on to the assessment
of need, supporting informal care, the relevance of a social model, and
the empowerment of older people. A final section draws together the
main themes and conclusions.

Welfare regimes, care systems and
cross-national policy transfer

We opened the book by asking whether the values and structures of
Europe’s diverse welfare regimes predispose countries towards particu-
lar configurations of social care provision for older people. We asked
whether welfare regimes, and the systems of care that exist within
them, determine particular patterns of responsibility, provision, access



and entitlement for older people needing social care; and we posed the
question as to what extent these configurations or systems of care could
be regarded as successful in tackling social exclusion. What answers
might be suggested to these questions?

First, can we distinguish separate welfare regimes? Broadly speaking,
Denmark and Norway are two representatives of the Scandinavian
social democratic regime of high public spending on a welfare state,
including social care. The liberal welfare regime, with a high degree of
selective provision and extensive means testing, captures many of the
features of the UK and Ireland. Italy and Greece generally accord with
the south European ‘familism’ model of very limited state-funded social
care services (Castles, 1995; Daly, 1996; Ferrera, 1996; Katrougalos,
1996; Leibfried, 1993; Rhodes, 1997).

The difficulty with these general models is that features of welfare
provision differ by the type of provision as well as by country. This is
apparent if we compare health care with social care provision. The UK,
Norway and Denmark have universal health care systems that are used
by all sections of the population and have substantially displaced private-
sector providers. In Norway and Denmark, but not the UK, this is also
the case with regard to social care for older people. Ireland, Italy and
Greece have established universal coverage of health services but with
arrangements that allow considerable scope for private health care. Social
care services are largely informal or private, and publicly funded or vol-
untary services are unevenly provided and very discretionary. In Ireland,
hospital care in public wards is free (except for small token charges to
non-medical card holders) and there is a free community nursing service.
Greece achieves universal medical care coverage by requiring employees
and their dependants to join social insurance schemes and provid-
ing subsidized state care for people aged over 67 years. But the Greek
National Health Service has serious shortcomings, including a major
shortage of nurses, and, despite one of the lowest per capita incomes in
the EU, a high proportion of health care spending in Greece is on
expensive private care (OECD, 1998).

The Scandinavian and liberal welfare models derive from Esping-
Andersen’s (1990) early classification of welfare regimes. This classifica-
tion has been criticized for being based on a male breadwinner model
of society, marginalizing the experience of women, and for being core-
centric, thus marginalizing the experience of peripheral countries in
the world economic system such as Greece (Lewis, 1992; Cousins,
1997). The core-centric criticism has led to the addition of the south-
ern European welfare regime as a separate model distinguished by its
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dominant ideology of familism, a model with which Ireland has much
in common (Cousins, 1997; Ferrera, 1996; Papadopoulos, 1998). The
feminist critique of the male breadwinner model, on the other hand,
has turned attention to the gender-based analysis of welfare. This does
not focus on the extent to which welfare states free wage earners from
dependence on the market, as with Esping-Andersen’s (1990) concept
of the ‘decommodification’ of labour power, but on the extent to
which women are freed from gendered caring roles and can participate
on equal terms with men in the labour market (Sainsbury, 1994).

Thus, it is possible in general terms to group the countries according
to regime types, but there are important differences not captured by
these broad classifications. Ireland, for example, shares some features
of its welfare state with Britain, has comparable if not slightly better
pension provision but considerably worse social care provision, making
it similar in these respects to Italy (Anttonen and Sipilä, 1996). Britain
organizes many aspects of its social care services in the same way as
Norway and Denmark, but provides less extensive coverage and has a
much more poorly trained social care workforce. Norway and Denmark
still conform to the classic Scandinavian model, but Norway has a
higher proportion of older people living in nursing and residential
homes compared with Denmark’s more deinstitutionalized system.
Although Italy’s social care provision is typically southern European in
nature, many of its pensioners enjoy incomes comparable to those of
the Scandinavian countries; the patchy provision of social care services
is compensated to some extent by the ability of a large majority of
older people to purchase services, as long as their needs are fairly mod-
est. Similarly, Greece is often included in the southern European
model, but is now making significant investments, as resources allow,
in developing home help and home nursing services.

The Scandinavian countries have pursued policies aimed at the opti-
mal mobilization of both men and women for paid labour. The model
which has informed this strategy is individualist, based on the right of
both men and women to economic independence, despite the collec-
tivist arrangements developed to realize this right. There is a general
consensus about the State’s role as a source of security for the individ-
ual; Daatland (1992) comments that this explains the continuing, wides-
pread public support for health services and care services for older
people in Norway, while there is more division among the Norwegian
public about the desirability of egalitarianism and the extent to which
taxes and pensions should be redistributive. In contrast, the south-
ern European countries have developed policies that work with a
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traditional family model: the economic interdependence of the family
as a whole, and its role as a source of security for family members. The
UK and Ireland lie in between, with the UK more towards the
Scandinavian model and Ireland the southern European model.

Overall, the most significant factor in understanding approaches to
the care of older people across Europe is welfare culture, and the very
different attitudes to the respective roles of the State and the family.
The six countries span the range of attitudes. In Denmark, the post-war
growth of a large public sector offering professionalized care services to
older people has substantially displaced the family from a role in pro-
viding care work (Leeson, 1997). Many of the employees in these ser-
vices are women, and many women who would once have been
informal carers are now paid carers employed by the public sector.
Rather than seeing the type of concerns evident in the UK and Ireland
about whether the current level of family care will continue into the
future, both Denmark and Norway face the issue of high turnover and
recruitment problems among a care workforce that provides a very
high proportion of all the social care older people receive when they
cannot care for themselves. There is no evidence, however, that the
care systems of Norway and Denmark are unsustainable. Denmark is
the most impressive example among the six countries of a care system
based on universal coverage of health and social care services, a high
level of funding from general taxation, and public ownership and con-
trol of services. Norway shares these features to a large extent, but with
more emphasis on family care.

The Danish model

If we consider Denmark because of its overall higher spending and
strong commitment to social inclusion reflected in the extent of com-
munity-based services, to what extent is it an exemplar to which other
countries could aspire?

The Danish welfare state is based on an explicit principle of social
inclusion for both older people and women of working age, who are
relieved of any duty to provide unpaid care work. The UK Royal Com-
mission on Long Term Care (1999b, p. 182) expressed some unease
about how this is achieved.

Danish people are under no obligation to look after or provide care
for their older relatives. This has been a deliberate policy stance
linked to the equal involvement of women in the Danish workforce.
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However, we detected some feeling that the breakdown of extended
family structures in Denmark had gone too far, with older people
increasingly isolated from the nuclear families of the succeeding
generations. However, some felt that this was compensated by
increasing autonomy for older people and strong social networks
outside the family. In general the support for current social arrange-
ments appears strong, especially from women.

This doubt about the Danish model almost certainly reflect cultural
differences in attitudes to the family and personal autonomy, although
the Royal Commission strongly endorsed the main features of
Denmark’s care system but doubted if there would be public support
for the level of taxation necessary to pay for this level of provision.
Denmark secures a high degree of social inclusion for older people
through a developed welfare state that defines inclusion in terms of
personal autonomy and citizenship. Other countries with much less-
developed welfare states compensate for this, to some extent, with
other mechanisms of social inclusion, especially within the family.
Previous chapters have identified some of the problems this creates in
terms of carer stress, dependency on relatives, variable levels and qual-
ity of care, and the stigma attached to using public or charitable ser-
vices, but have also highlighted some of the advantages when older
people can expect family members to have a duty to care for them. In
addition, these problems are not unique to informal care, and formal
care services can also be associated with carer stress, dependency, vari-
ability and stigma. An impressive aspect of Denmark’s system is that
these problems appear to be minimized by the volume and quality of
service provision.

Alber (1995) discusses the factors that have led to Denmark’s high
level of good-quality public-sector provision. An early secularization of
Danish society meant that the principle of subsidiarity was never estab-
lished, so that voluntary action has not had a major role. Services were
expanded through the public sector. Access was based on citizenship
rather than employment status, so that common life situations such as
ageing and disability came to be fully integrated into public policy.
Denmark introduced a means tested state pension for older people in
1891, replacing poor relief and, because pensioners were not allowed to
be supported in the workhouses, leading to the establishment of insti-
tutional care for poor older people by local authorities. Local authori-
ties were given a duty by central government to provide services, and
the integration of community health with social care services has
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meant that both have expanded together. This expansion and the qual-
ity of the services provided have been driven by both central policy
and funding, and local democracy. The latter includes a large bloc of
older voters and the ability to levy local taxes to supplement central
government subsidies. Alber (1995) contrasts this with the more frag-
mented structures of other countries where co-ordinated expansion is
impeded and consumer interests have relatively little weight.

Although Denmark fits the Scandinavian model of a welfare regime,
like other Scandinavian countries this regime is essentially a system of
local welfare states. Daatland (1997a, p. 24) comments that ‘one often
talks of the “welfare municipality” rather than the “welfare state” as far
as services are concerned’. The notion of a regime essentially describes
a framework, and indeed the Scandinavian countries have ‘framework’
laws which govern their local welfare states. Thus, in Denmark all
lower-tier local authorities (municipalities) must provide home help
services, home nursing, adapted housing or nursing homes, rehabilita-
tion and preventive home visits. Twenty-four hour services must be
available.

Within these national requirements, every municipality decides the
coverage, intensity and range of provision, as well as eligibility criteria.
Decisions are taken at a very local level: the municipalities can be quite
small and over half have populations of less than 10 000 people. This
devolution of responsibility leads to differences in local tax rates; the
highest local tax rate is about 9 per cent higher than the lowest (Royal
Commission on Long Term Care, 1999b). There is variation across local
authorities in both the extent and intensity of service provision, as dis-
cussed in Chapter 10, but it is variation above a high basic level of pro-
vision that applies across the country. In fact, at a more fundamental
level, the Danish welfare state is sustained by a wide employment base
and relatively egalitarian distribution of income which create the con-
ditions for universal services and common standards, especially as
there is widespread public support for high investment in these ser-
vices and a very direct relationship between local populations and the
municipalities they elect and finance.

None of the main features of the Danish care system would be easily
exportable to the other countries, except for Norway – where this has
indeed happened (Romøren, 1996). This is because these features do
not exist independently of the context in which they have evolved and
are reproduced in policy and practice. Contextual factors vary greatly
across all six countries, depending on history, culture, economic devel-
opment and political ideology. Policy transfer is much more evident
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between Norway and Denmark than any of the other countries, reflect-
ing the importance of similar economic and political contexts, and the
institutionalization of these similarities in cross-national networks.

In general, despite all six countries facing the common challenge of
ageing, there are relatively few signs of convergence on a single type of
model or system, although some common developments are apparent.
The deinstitutionalization of care in favour of domiciliary services
delivered to the older person’s own home has gained favour across
Europe, and all countries are under pressure to find new ways of caring
for older people rather than simply increasing the capacity of existing
care services. In Denmark, Norway and the UK distinctions between
nursing and residential homes, day and respite care, and various types
of supported housing and care provided to ‘ordinary’ housing have
become more blurred. Residential or nursing homes provide day care,
and services to supported and ordinary housing are provided in more
intensive packages, substituting for institutional care. The discharge of
older people with social care needs from hospitals continues to cause
problems at times in all three countries, but short-term community
and rehabilitation services have been developed specifically in an
attempt to address this.

Other common trends, although to varying degrees so that they may
be very significant in some countries but still ideas being debated in
others, are: recognizing and supporting family carers and volunteers;
looking to voluntary and private sector organizations to provide care
services more flexibly and cheaply, and to offer more choice; targeting
and selectivity, mirrored by some growing concerns about prevention
due to the erosion of low level services in favour of provision for a nar-
rower range of more intensive needs; and avoiding negative depen-
dency in care policies and practices.

Some developments have not transferred as much as might be
expected. Examples include formal assessment and care management
(practised comprehensively only in the UK, Norway and Denmark); the
planning and provision of community-based day centres (Norwegian
and Danish service centres and Greek KAPIs); and volunteering
(Ireland, Greece, Italy and Norway). Day centres are a particularly
important example. In Denmark, approximately one in ten people over
60 years old attends a day centre, especially women, those living alone
and the very old, and two-thirds of local authorities have an open
access day centre. In Norway, one in five people over retirement age
attends open access service centres, with many working as volunteers
(Daatland, 1997a). These day centres provide opportunities for therapy
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and club activities, provide cafeterias and restaurants, and are often
run by older people themselves. The Greek KAPI centres are particu-
larly impressive examples of preventative day services promoting social
interaction, both among older people and with the wider community
(see Chapter 8).

There is in general no equivalent provision to senior centres or KAPIs
in the UK, with the nearest parallels being either day hospitals, which
have a strong medical focus, or day centres, which provide respite care
and rehabilitation on a referral basis. The main exception is black and
minority ethnic elder centres which have developed in the voluntary
sector as important points of access to care services, but their existence
largely reflects deficiencies in mainstream social care services for black
and minority ethnic groups (Patel, 1999). Ireland has many commu-
nity-based day centres which provide activities and some services, with
active older people working as volunteers and perhaps a paid director
who is typically a non-professional or a retired nurse. They are mainly
aimed at dependent older people, although not exclusively. The
scarcity of community-based day centres in the UK is a gap in provi-
sion for older people. In other countries they have been shown to have
a key role in providing preventive health care, social activities and sup-
port, and educational and recreational opportunities, with strong com-
munity ownership among both users and the wider community. Rates
of use are high. In America, it is estimated that 15 per cent of older
Americans attend senior centres, both as users and volunteers (Lamb,
1999). As Convery (1987, p. 105) comments in a review of the Dublin
area’s day centre services:

(D)ay centres are sometimes crucial to maintaining elderly people in
the community. At relatively low cost they may offer a lifeline to
many old people who live alone (often by choice), and who are not
able to look after their own physical needs on a daily basis. Day cen-
tres may help to prevent family caring arrangements from breaking
down by offering relief from the sometimes constant demands made
by frail elderly relations … For some clients, day centres offer some
place to go and something to do – escape from an otherwise lonely
and tedious existence. Many independent and mobile elderly also
derive benefits from the opportunities to socialize and join in activi-
ties (and to do volunteer work) that day centres offer. Voluntary day
centres, especially, deliver personal care in an informal setting free
from the stigma of ‘welfare services’.

188 Social Care and Social Exclusion



Decentralization and integration

In Norway, during the middle to late 1980s, all community health and
social services for older people were integrated under local authorities
(municipalities), including the transfer of nursing homes from the
counties. Earmarked state subsidies were also largely replaced with a
general government block grant so that a local authority could decide
itself on the balance of spending between, say, schools and older peo-
ple’s services. Although central government controlled expenditure
more tightly, local authorities were given more power to decide local
priorities. The rationale is explained by Daatland (1997a, p. 25) as
follows:

Cost-containment was evidently a major, but not the single, moti-
vating factor behind these reforms. The gathering of services and
responsibilities on one administrative level should provide incen-
tives for constructing a better and more integrated chain of services,
and as Norwegian municipalities in general are fairly small, they
should have intimate knowledge of the needs of the local popula-
tion, and be in a better position than the county and state adminis-
trations to judge what profile of services are the better.

However, this degree of local autonomy caused variations to emerge in
the volume and profile of services across local authorities (Lingsom,
1997). Calls for stronger national norms and standards to govern the
quality of care have followed, and central government has assumed
a more active role in care policies, with commitments to specific ser-
vice improvements and more direct involvement in monitoring local
authority plans and activity (Daatland, 1997a). The most recent
national plan for care services for older people makes it clear that gov-
ernment grants to local authorities for expanding care services must be
reflected in local planning and new activity, with the sanction of with-
holding funding if is this is not the case (Ministry of Health and Social
Affairs, 1999). The plan is to be reviewed after two years, including an
appraisal of the efficacy of the instruments used to implement it.

Denmark’s community services are similarly integrated at municipal
level. Both countries illustrate the tensions between national standards
and local autonomy. Local autonomy is regarded as important because
it narrows the implementation gap that can exist between centrally
formulated policy and local delivery by bringing decision making nearer
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to where needs arise and resources are collected. By decentralizing
responsibility, policy making is brought closer to implementation, also
facilitating opportunities for user and citizen participation in decisions.
This does not generate large inequalities in provision in Norway and
Denmark, however, because minimum standards are set down nation-
ally and there is a commitment to providing the funding necessary to
achieve a relatively high level of basic provision across the country.

In the UK, social care services have been part of the elected local gov-
ernment system, while health services are provided by the National
Health Service and managed by boards appointed by central govern-
ment (except in Northern Ireland, where health and social services are
jointly administered by area boards). Integration is beginning. Recent
legislation has removed barriers to joint working by allowing social ser-
vices and health authorities to pool budgets, transfer funds and dele-
gate or integrate some services, and over the next few years it is
expected that local authorities will delegate their social care functions
to Care Trusts (see Chapter 5). The lack of integration is widely seen as
a problem. Joint planning arrangements have sought to address this,
and are being strengthened to achieve better co-ordination between
primary and community health services, hospitals and social care ser-
vices. Major changes in the organization, management and governance
of health and social services are underway (Department of Health,
1998). These are seeking to achieve better collaboration between health
and social services regarding needs assessment, planning and the use
of resources, as well as improved scrutiny and accountability, and
improved cost-effectiveness. The role of new Care Trusts in moving
towards multidisciplinary health and social care teams for populations
of about 100 000 people is particularly significant. It is increasingly rec-
ognized that policy priorities such as the decentralization of acute ser-
vices from hospitals to home care requires an integrated program
across the continuum of health and social services, as well as address-
ing forces within the NHS which continue to foster unnecessary post-
acute institutionalization (Wistow, 1997).

As in Norway and Denmark, and indeed to a greater extent in the
UK, there is a tension between local autonomy and national prescrip-
tions from the centre. For example, local eligibility criteria reflect local
priority setting and – ideally – user involvement, but national service
frameworks are promising explicit standards and principles for the pat-
tern and level of services, and greater consistency regarding eligibility
and charging (Department of Health, 1998). There is much that could
be learned from how Denmark and Norway have sought to tackle this
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issue, although the UK’s comparatively low level of public spending is
likely to limit some of the options.

Devolution of responsibility is a strategy also evident in Ireland,
where powers have shifted from central government to local areas with
the aim of improving co-ordination between services. Ireland’s social
care provision is also integrated with health care under eight health
boards but, unlike Scandinavia, social care services are poorly devel-
oped and a medical model dominates. Ireland’s relatively few home
care workers are part of the health care system organized under com-
munity nursing. They mostly comprise home helps providing practi-
cal domestic assistance; care attendants providing personal care are
employed in some areas but are relatively scarce. Traditionally, general
hospital care for older people has been well resourced, reflecting the
powerful position of hospitals in the Irish health care system, but in
recent years community services have received more investment and
the use of hospital care has declined.

In Greece, local authorities are increasingly adopting a co-ordinating
role among a variety of care providers. They allocate financial support
for KAPI centres and have begun facilitating a ‘third sector’ which uses
funds from state, private, and social and private pension sources,
administered by the local authorities, to develop not-for-profit services.
European Union funding has recently supported an expansion of home
care projects linked to the KAPIs and drawing in volunteers. Local
authorities are also experimenting with a variety of schemes including
sheltered housing, home care and older people’s self-help groups.

Central government in Greece has implemented measures to reduce
inequality in welfare provision and secure universal access to key ser-
vices, including new administrative sub-divisions, universal coverage
by general medical practitioners, and expansion of health centres and
ambulance services. Benefits are also being more directly targeted
where needs are greatest. KAPIs have been established in the major
urban areas and almost all have started home help services, giving pri-
ority to dependent older people who live alone and have no family
near to them. But Greece’s capacity to develop its welfare provision
through taxation and public spending is severely limited by the objec-
tive of joining the European Monetary Union, which dictates lower
public spending and privatization. This makes it very difficult to estab-
lish a national framework governing the types, level and quality of ser-
vices for older people, and there is a danger that provision will return
to a medicalized system in which prevention and rehabilitation have
little priority.
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Decentralization to Local Health Units (USLs), local government and
local centres, combined with integration of services, was an aim of
Italy’s health reforms in the early 1990s. There was also a focus on pre-
vention. The reforms failed, according to Saraceno and Negri (1994),
because the ‘clientelist-particularistic’ features of the Italian welfare
state undermined them: the distribution of social services reflected
political bargaining power rather than need, cash benefits were still
preferred over services, and inefficiency, waste and corruption were
widespread. There was little development of home care or locally based
integrated services. A wide implementation gap also undermined the
reforms. Policy was developed centrally but implementation was
imposed on lower levels of local government, and there was a failure to
draw in the voluntary sector, mostly based on the Catholic Church,
and social co-operatives.

Later reforms sought to tackle these problems and included attempt-
ing to ensure that the granting of social assistance benefits and services
was no longer purely a matter of discretion for the individual adminis-
trator or social worker. New efforts to improve managerial efficiency
and develop linkages between public and private services were initi-
ated in 1992. Local Health Units were given managerial autonomy, but
this often decoupled health services from the social care functions of
local authorities (communes). There is no legal requirement to provide
social care and the extent of provision depends on local policy and
spending priorities. Whether health care is organized together with
home care varies from region to region. In some, community nursing
services are organized by communes and grouped with home care and
social work services. In others, community nursing services are orga-
nized by Local Health Units together with home care services. Some
regions have home care services run separately by the communes. Most
communes provide home care at some level, but predominantly for
poor older people and with little backing from occupational therapists,
physiotherapists or chiropodists, for which older people generally have
to pay privately. Home care may be provided directly by the commune
or through subsidized co-operatives and voluntary agencies.

Integration between health and social care services is clearly more
extensive in Denmark and Norway, and is likely to be so in the UK,
than in the other three countries. Developments in health care towards
interventions in the community rather than hospital, and the scarcity
of family care that is still available in Ireland, Italy and Greece, are the
main drivers towards integrated care. In the UK, there is some resis-
tance to integrating social care services into the NHS because of a
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concern among social care professionals that their distinctive role will
be eroded, and concern among local politicians that local authorities
would lose control of a major service area. The Royal Commission on
Long Term Care (1999a) was not in favour of integrating health and
social care services under local authorities because it did not have con-
fidence in their ability to manage health services and especially to
avoid the development of major inequalities in provision. The Danish
and Norwegian experiences demonstrate how this need not be the
case, and their integration of these services at a very local level would
almost certainly have advantages for older people in the UK, including
the lead role of nurses in community care.

Assessment of need

In Denmark and Norway, older people’s needs are assessed by a commu-
nity nurse, sometimes with a home care organizer. Community nurses
are trained in social care as well as health care, and their continuing
involvement as care managers with an older service user realizes the
integration of services at the individual level. In the UK, assessment and
care management are mostly undertaken by a local authority social
worker or, generally for users with lower levels of need, by a home care
organizer, neither of whom is trained in health care. Health care profes-
sionals from the NHS are often only involved in hospital discharge cases
(ECCEP Bulletin, 1998). Social workers have a comprehensive remit span-
ning assessment, review and care management, but there is evidence
that they under-identify health problems, especially depression and cog-
nitive impairment (Banerjee et al., 1998; ECCEP Bulletin, 1998). A recent
Audit Commission (2000) report highlights how this problem extends
to the organization of services. The Audit Commission found that many
older people with mental health problems may receive an assessment in
the community but do not access the services they need because most
of the resources for specialist mental health services come from health
agencies and go on hospital and residential care rather than integrated
community services. It concluded that people who would otherwise
need residential care could live at home if provided with flexible home-
based care by joint health and social services teams. Government plans
to integrate services under Care Trusts, with a single assessment process
and possibly a nurse lead for the most vulnerable older people, directly
address these issues (Secretary of State for Health, 2000).

In both Norway and Denmark, social and nursing care services are
both led by nurses, in contrast to the split between social workers and
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nurses in the UK, but the model of care is a social rather than a med-
ical model. This is particularly the case in Denmark, where nurses
receive a strong social care element in basic training, and managers
receive further training in social and gerontological aspects of care.
Home help workers, who rarely have a care qualification in the UK, are
qualified and trained in both social and health aspects of care, and
they are integrated under common management with home nursing
services. Formal assessment of need takes the older person’s whole situ-
ation into account and one person, normally a community nurse, co-
ordinates the help provided. The system is similar in Norway, but the
medical model remains stronger because both nursing homes and dis-
trict nursing services are regulated under health care legislation.

The State’s responsibility for the social care of older people in
Norway, Denmark and the UK is expressed in the universal right to an
assessment of need following referral. Despite the different levels of
family care in these countries, the existence of assessment means that,
in theory at least, there is a safety net for the older person when family
care fails. But the effectiveness of this safety net depends on the ade-
quacy of the referral process, especially whether older people in need
are always referred; the quality of the assessment, including whether
all older people referred are properly assessed; and the entitlements of
the older person following assessment by a professional gatekeeper of
resources. In all three countries, services are only available to those
who ‘need’ them, that is who are unable to do things for themselves.
In the UK, access to free or subsidized services also depends on a finan-
cial assessment or means test.

The aim of these processes is to ensure that the provision of social
care from public funds is equitable and needs led. In the UK, since the
introduction of new assessment and care management procedures in
the early 1990s, the equity and efficiency of resource allocation in
social care appears to have improved, although there is continuing evi-
dence of general shortfalls in services from the point of view of users
(ECCEP Bulletin, 1998; Richardson and Pearson, 1995). Highest levels of
dissatisfaction and unmet need have been reported as existing among
more dependent users (Blackman, 1998; ECCEP Bulletin, 1998). There
are also major gaps in provision for minority ethnic older people
(Patel, 1999). However, despite these resource issues, the system of
assessment and care management has much to commend it. In the UK
it has been associated with ‘new managerialism’ and the rationing of
resources, but underfunding is a wider issue and, indeed, makes assess-
ment and care management even more important to achieve equity
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and an efficient use of resources. As Baldock (1999, p. 93) concludes:

Anyone who knows the history of social services management will
know that the ‘new managerialism’ represents a deliberate effort on
the part of the Department of Health to replace the professional
social work culture that dominated the provision of social services
until the mid-1980s. That approach, built upon the idea that a prop-
erly trained and socially committed social worker was the best judge
of the appropriate allocation of services, was systematically discred-
ited by research in the 1980s. It was frequently shown that local ser-
vices were almost randomly allocated, had no clear objectives and
produced no measured results that could be used to judge value for
money … Within its own terms the ‘new managerialism’ is logical
and had its own integrity. It is difficult to argue with attempts to
find those most in need, assess them, arrange services and then
measure the outcomes against the original intentions.

In Greece, Italy and Ireland it is the family which provides its mem-
bers with a safety net rather than the State. This support is not medi-
ated by professional gatekeepers and is unconfined by eligibility
criteria and rationing. But the absence of these processes only adds to
the fragmented and clientelist features of their welfare systems. The
southern model of welfare involves the exercise of a high level of dis-
cretion by professionals, managers and politicians in the allocation of
welfare resources, heavily influenced by patronage (Ferrera, 1996). For
example, in an otherwise positive appraisal of KAPI centres, Stathopoulos
and Amera (1992, p. 185) remark that their operation is influenced by
political pressures and ‘party nepotism towards its clientele by the
mayors’. Katrougalos (1996, p. 55) cites evidence that, ‘50 per cent of
patients in the National Health System (in principle free of charge for
all citizens) have, illegally, paid some extra money to the medical staff
in order to have better care’. One effect of this clientelist use of state
power is to reinforce traditional mistrust of the State and suppress pop-
ular support for some displacement of family care by state provision.

Many older people need social care, which would benefit their qual-
ity of life, but do not have medical or nursing needs. There is no rea-
son, though, why social care should not receive the same attention to
achieving universal coverage according to need and a fair allocation of
resources as health care. Not only is it a type of provision which in its
own right services the aim of countering the social exclusion of older
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people, but it is an essential complementary provision to health care
and, indeed, indistinguishable in many aspects of practice. An absence
of medical treatment can cause preventable pressure on social services,
just as inadequate social care can lead to preventable pressure on med-
ical care. For example, there is evidence from the UK that older people
with depression are not receiving appropriate treatment, and that
depression may lead to increased social care use, independent of dis-
ability, and higher hospitalization rates (Banerjee and Macdonald,
1996; Walker et al., 1998). Conversely, there is evidence that supported
housing in the community may be protective against depression for
older people living alone (Walker et al., 1998).

Supporting informal care

Besides the issue of procedural equity – systems and practices that treat
people with similar needs in the same way and with different needs in
different ways – other aspects of the Danish and Norwegian systems are
less transferable for economic and cultural reasons. As Romøren (1996,
p. 70) comments, the almost total public funding of care at a high level
should be considered ‘more as a cultural pattern in the small and
homogeneous Scandinavian populations than as a view held by one or
other political wing’. In other countries family care will remain of great
importance, and the issues are more ones of equity, choice and balance
than of a general popular belief that public services should substitute
for family care. In the UK, there is widespread acceptance of family
care but growing concern that it is inadequately supported. Research
has revealed informal caring as often a satisfying and rewarding experi-
ence, although it has also demonstrated high levels of stress among
many carers (Evandrou, 1996). Studies have focused on the factors that
put informal carers at risk, and a particular issue is that households
where there is a co-resident carer are less likely to receive social care
services than households with an older person living alone (Evandrou,
1996; RIS MRC CFAS, 1998). Recognition of both the costs and benefits
of informal care have led the UK to adopt a national strategy for carers,
boosting funding for respite care, creating new pension rights and local
tax breaks – in other words, working to support informal care rather
than displace it (Department of Health, 1998).

The key issue, however, is choice. Ellingsæter and Hedlund (1998,
p. 29) write that in Norway, ‘Families are allowed some choice: to pro-
vide care without public support, to form a care partnership with the
public authorities or to relinquish care obligations to the state’. They
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point out that an important principle underpinning this choice is that
all residents are in principle eligible for services. Whether the balance
is right can be judged by whether informal carers are denied employ-
ment opportunities and lose income, and whether their role is associ-
ated with physical and emotional strain that damages their health.
Lingsom (1997) reports that the most extensive providers of informal
care in Norway are women aged 45 to 66, of whom 30 per cent provide
care, on average for just under three hours per week. Most care givers
are employed. Lingsom found that the employment and income effects
of care giving were generally modest, although negative effects on
employment were identified for care givers that lived in the same
household as the person receiving care. She also found that most care
givers do not experience physical or emotional strain. This contrasts
with the UK where there is substantial evidence that care givers experi-
ence both loss of earnings and extra expenditure, and that care giving
is stressful for many informal care givers, at times leading to a break-
down in informal support (RIS MRC CFAS, 1998). Informal carers in
the UK spend an average of 20 hours per week undertaking caring
tasks; an estimated 14 per cent provide care for 50 hours per week or
more (Evandrou, 1996).

While the UK grapples with finding a balance between family care
and public services, the failures of care systems based almost entirely
on family care are becoming increasingly evident. The lack of formal
care services means that families have to find ways of coping, but this
is a difficult challenge when the older person needing care is very
dependent. In these circumstances, one coping strategy for families in
Greece is to hire an immigrant worker to live with an elderly family
member, part of a general increase in demand for immigrant workers
to take on household tasks as young educated Greek women turn away
from traditional mother and home worker roles (Cousins, 1999a;
Fakiolas, 1999). In northern Europe, this option would be unaffordable
for all but the most wealthy families. However, it is far from a panacea.
Amera (1999) makes the following observations about Greece:

Lately there has been a lot of criticism directed towards the whole
system and even a panel of four previous ministers of health admit-
ted on TV that there are many failures. Elderly people fare worse
than all others as there are no geriatric beds and as there is no place
for them to go once hospitals have nothing more to offer to them.
Social workers in hospitals have a permanent anguish with cases of
old, dependent elderly whose families are unable to care for them or
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who have no one to go to. Home help and home nursing programs
operate only in very few areas but most of them do not have the
necessary personnel to care for the type of problems encountered.
What is most important is that people in political positions do not
have the concept of such services and feel that a visit by a volunteer
for companionship alone is enough.

Carer support should clearly be a priority for Italy, Ireland, Greece
and the UK. Carer support interventions have been evaluated with pos-
itive results in reducing stress in care givers, including complementary
home care and respite care provision as well as quite modest resource
commitments such as regular telephone contact giving psychosocial
support (Bass, Noelker and Rechlin, 1996; Caradocdavies and Harvey,
1995). Care giver training and individual and family counselling have
been demonstrated to delay the admission to nursing homes of people
with dementia (Brodaty, Gresham and Luscombe, 1997; Mittelman et al.,
1996). The effects of dementia on family carers have been shown to be
ameliorated simply by providing a diagnosis (Schofield et al., 1998).

Volunteering is an area where there is potential for cross-national
learning. As already noted, Norway, Greece and to a lesser extent
Ireland offer impressive examples of community-based centres for
older people with open access and the participation of older volunteers
in providing services and activities for other older people, although
mostly at a level of low to moderate needs. O’Shea and Larragy (1999,
p. 15) report that many Irish voluntary organizations encourage the
active participation of older people: ‘they are, for the most part, run by
“the not so old” for older people’. Voluntary activity by all older peo-
ple is common, with over 40 per cent of 66 to 70 year olds estimated to
be engaged in some type of voluntary activity, and 20 per cent of 71 to
80 year olds. In the UK, the volunteer contribution to community care
is a neglected area in both policy and research (Knapp, Koutsogeo-
rgopoulou and Smith, 1996). However, the new NHS Plan promotes
volunteering with a strategy of linking the new network of local Care
Direct information points with older volunteer befrienders (Secretary
of State for Health, 2000).

A social model

An impressive achievement of Greek KAPIs is their integration of med-
ical and social care, which was an aim from their inception. In Italy, in
those localities where integrated social and medical care with case
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management has been introduced, improvements in cost effectiveness,
reductions in admissions to hospitals and nursing homes, and reduc-
tions in functional decline among older people living in the commu-
nity have been demonstrated (Bernabei et al., 1998). In Denmark and
Norway, decentralization has been pursued with the explicit aim of
integrating and providing better services. The philosophy behind these
attempts at integration is the social model of care.

The social model can be applied at both societal and individual
levels. At a societal level the social model focuses attention on states
of health and well-being as emerging from social and economic condi-
tions. The health and care needs of an individual are seen as largely
resulting from the social environment acting on him or her (Brunner
and Marmot, 1999). At the individual level, the social model is ‘person
centred’. It focuses on the person and their capacities and needs, rather
than a specific disease or disability which is ‘treated’ in isolation. It
understands a person’s capacities and needs in relation to their con-
text, including their family and their wider community and its values
(Cheston and Bender, 1999).

The social model is therefore antipathetic to care or treatment, which
unnecessarily excludes older people from being able to exercise their
capacities, meet their needs and continue living in the context they are
used to. In Norway, the social model includes a more recent emphasis
on the State taking a supportive role in order to encourage self-care and
family care. Like other aspects of the social model, however, there is
concern about the extent to which it serves as a legitimization for the
State to withdraw from responsibility for meeting certain needs.
Daatland (1997a) notes that encouraging self-care and family care has
been motivated by the objective of containing costs, especially as
improvements in standards and care workers’ pay and conditions have
increased costs without increasing the volume of services.

Nevertheless, the growing influence of the social model reflects an
increasing commitment to social inclusion, despite cost pressures exist-
ing alongside its implementation. In Norway and Denmark, nursing
homes are frequently providers of domiciliary services and short-term
care as well as long-term care for older people; services are planned
across the spectrum of levels of need from open access senior centres
run with significant community participation to specialist nursing
homes; and care services are led by nursing practitioners trained within
a social model of care that emphasizes older people’s preference to
remain in ordinary housing in the community supported by domiciliary
services. Hospitals, on the other hand, are run by larger county councils,
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with the priority on specialist medical treatment delivered within a
temporary institutional setting.

Decentralization does not necessarily imply integration within a
social model of service provision. Ireland’s care services remain rela-
tively medicalized despite the recent decentralization of authority to
area health boards. The formal social care services that are provided
exist within a health service run by large area boards, and are often
fragmented, with poor co-ordination between health and social care
planning and delivery. Social work and rehabilitation services for older
people remain primarily hospital based.

In all the countries, hospitals have had their role more tightly con-
fined to medical interventions that cannot be efficiently or safely per-
formed in the community. Outside the hospital, the distinction
between ‘social’ and ‘medical’ care settings in Norway, and especially
Denmark, has faded away to a great extent. Social and medical care can
be provided in a range of settings and the aim, still tempered by cost
considerations, has been to prioritize quality of life. Residential homes
have been converted to supported housing and the continuing exis-
tence of nursing homes has been justified in terms of quality of care for
very dependent older people, backed up by substantial investment in
staffing and equipment in these homes.

The negative impact of enclosed institutional life on the autonomy
and dignity of older people has been well researched but, as discussed
in Chapter 10, the type of care practice is probably of more significance
than the care setting. For example, in dementia care, ‘person-centred’
practices have been found to improve orientation to place, lower social
disturbance, lower levels of apathy, and promote ‘rementing’ (Kitwood,
1997). These practices entail high levels of individual attention, care-
fully planned activities, close personal support and opportunities for
users to participate in general decision making. Social contacts are also
important for all older people, and appear to be as valued as functional
ability or health status (Farquhar, 1995). If older people have little con-
tact with family or friends, there is a danger that even with relatively
well-funded services formal social care cannot secure a decent quality
of life, especially when services are increasingly focused on personal
care rather than wider quality-of-life criteria. Meretz (1999) comments,
on attempts to make the home care services in Denmark more effi-
cient, that:

There is not enough time for a chat or to go for a walk – maybe to
the local shopping centre where the old can choose for themselves

200 Social Care and Social Exclusion



what they want to buy. Several years ago it was normal that the
home helper (with or without assistance of the old) cooked dinner.
The old chose themselves what they wanted to eat and they could
enjoy the preparing and the smell of the food. Today it is meals-on-
wheels. It is more effective and cheaper for the municipality. But
many old people lose their appetite.

This does not mean that older Danes want to return to dependency on
family care, which is widely regarded as undesirable. There is strong
support for equal rights to universal social care services but continuing
tensions about satisfying demand. Leeson (1997) argues that a ‘care
gap’ has emerged in Denmark, bringing a response from grant-aided
initiatives in the voluntary sector, with volunteer visiting for people
with dementia, voluntary support for the first few days after hospital
discharge and peer counselling. As already discussed in Chapter 10, sys-
tems based on familism fare little better in achieving a good quality of
life for older people. Karantinos, Ioannou and Cavounidis (1992,
pp. 87–88) comment about Greek elders that ‘While most of the elderly
population have many hours of free time available every day, the only
“company” and “activity” available to much of the elderly population
today is the television set.’

The integration of health and social care services is an important
aspect of the social model, but just as important are opportunities for
social contact and activities.

Empowerment

The lack of formal social care provision for older people in Ireland,
Italy and Greece does not reflect exclusion from the policy-making
process. They are well represented in Italy’s trade unions, which are sig-
nificant political actors (Mirabile, 1999). In Ireland older people are
represented at a national policy-making level by the National Council
on Ageing and Older People, which advises the minister of health
(under whom there is a junior minister for the elderly), and through
representatives from older people’s organizations on the National Eco-
nomic and Social Forum. In Greece a government minister is responsi-
ble for older people’s matters. But in these countries the political issues
largely concern pensions, and social care services are a marginal issue.

Older people are regarded as having a strong voice within their fami-
lies in Italy, Ireland and Greece. O’Shea and Larragy (1995, p. 1)
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comment about Ireland:

There is no evidence of any major cleavage between the generations
in this country. There have, for instance, been no popular political
movements campaigning for either more, or less, opportunities for
older people. The general view is that old people are well integrated
into the economic and social fabric of Irish society. Whatever pres-
sure exists is concentrated on ensuring that older people’s access to
health care and pension rights are protected.

Layte et al. (1999), however, point out that a significant minority of
older people in Ireland, especially older people living alone without
occupational pensions or social insurance entitlements, live in dep-
rived circumstances. They also reveal the considerable burden and oppor-
tunities foregone experienced by family carers, especially of very
dependent older people, and the extent of care provided by older peo-
ple themselves to their partners.

It is in Denmark and Norway, where social care services are most
developed, that older people’s representation is strongest. There is a pro-
minent consultative role for councils of older people in local decision-
making, as well as influential national organizations. Both countries
have experienced direct action by protest groups about care services for
older people, supported by the media. About e1.3 million extra (NOK
1 billion) of public spending, for instance, was won in 1990 following a
nationwide campaign that grew from local grassroots action in part of
Oslo (Daatland, 1997a).

In the UK, while consultation with older people’s and carers’ orga-
nizations is required at local level, and there is a range of initiatives
to promote the involvement of older people in local decision making
through the Better Government for Older People programme, there is
no formal structure or representation at national level (Bennington,
1998). The growing proportion of the electorate who are older, how-
ever, is promoting discussion about how older people’s interests should
be represented in central government.

Conclusion

For the foreseeable future the different social care systems of these six
countries seem unlikely to change significantly. The exception could
be the UK’s current system of social care provision. A major reorganiza-
tion of the NHS is presently taking place which is likely to lead to
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social care being integrated with health services under local Care Trusts
serving populations of around 100 000 people. Some of the recommen-
dations made by the Royal Commission on Long Term Care (1999a)
call for radical changes, in particular the ending of means testing for
long-term care in nursing homes and personal care. However, it is
unlikely that the UK will shift away from means tested and highly tar-
geted social care services, although a substantial increase in public
spending is planned over the next few years, much of it to fund the
new commitment fo free nursing care in nursing homes. The key issue
remains as to what the costs will be for those older people excluded
from publicly funded services. Evidence about the extent of stress and
loss of income among informal carers, for example, points to an exten-
sive problem of social exclusion. Better local planning, consultation,
assessment and care management practice, and the integration of ser-
vices will go some way towards addressing this, but the only real solu-
tion is a continuing expansion of services.

There is little prospect of family care being displaced to any great
extent by an expansion of state provision in Greece, Italy or Ireland.
This is not a high political priority and, by and large, families cope
with limited support. A feature of the southern European family-based
model is a preference for direct monetary benefits rather than servi-
ces, and in all these countries pension reform is much more signifi-
cant politically than the provision of social care services (Walker and
Naegele, 1999). However, the recent establishment of a National
Organization for Social Care in Greece demonstrates that policy inertia
is not inevitable. But coping with the care needs of older people who
are very dependent remains a major challenge: a key priority is support
for family carers and an improvement in provision for when the capac-
ity of family care is exceeded.

In Norway and the UK, ageing pressures on public spending have
increased awareness of the benefits of supporting family carers through
financial incentives, social support and respite care. Denmark, Norway
and the UK can be distinguished from the other three countries because
of their procedural rights to social care services, and the national net-
work of service provision which underpins this, despite the more resid-
ualist features of the UK system. However, in Greece, Italy and Ireland
there is a family duty to care. This duty reflects cultural context, partic-
ularly the national religious context and the influence of Catholicism
and Eastern Orthodoxy. Only Italy, Ireland and Greece have constitu-
tions which recognize the family and are committed to protecting its
role in these societies (Hornsby-Smith, 1999). But both rights and
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duties are under pressure – from rising financial costs in Denmark,
Norway and the UK, and from women’s increasing participation in the
public spheres of education and work in Greece, Italy and Ireland.

It is bureaucratic processes which enable Denmark, Norway and the
UK to achieve some degree of rational matching of services to needs.
Family care alone cannot be relied on to produce an equitable distribu-
tion of care, nor can quality be assured. Formal social care services exist
in Italy, Greece and Ireland, but they have strong client–patron fea-
tures which distinguish them from the more bureaucratic principles of
public administration in northern Europe. As Ferrera (1996, p. 29)
comments, ‘discretion based on professional or bureaucratic evaluation
is not the same as political discretion based on systems of patronage’.

Overall, the six countries represent two worlds of social care: the
more family-oriented systems of Ireland, Italy and Greece, and the
more individual-oriented systems of Denmark, Norway and – in less
universalist form – the UK. These two worlds reflect distinctive welfare
cultures, but they are experiencing new pressures from the bottom up
as expectations change. In seeking to improve the care of older people
in these cultures, resources need to be developed that work with exist-
ing sources of care but which also extend the rights of older people, at
least to assessment and an equitable matching to needs of the care ser-
vices available.

Variability in provision, inconsistency of practice and an undervalu-
ing of both paid and unpaid carers are issues that apply to the particu-
lar features of the care systems of all the six countries. The different
levels of provision of organized social care services are a major aspect
of inequality among older people, both within and between the coun-
tries. This is a general service development issue for their national gov-
ernment to address, involving political decisions about taxation and
public expenditure, and within the EU decisions about the extent to
which the equal rights being extended to employees should also
extend to the care needs of older people. In Greece, Ireland and Italy
the priority is support for the needs of family carers and investment in
services for very dependent older people. In Denmark and Norway, the
main issue is how to achieve a high quality of life for dependent older
people living outside institutional settings, especially people with
dementia. The UK shares all these issues to some extent – because pri-
vate and family care remain significant due to very selective gate keep-
ing of access to formal care services.

While there is little prospect for any wholesale policy transfer across
national boundaries, there is potential for selective cross-national



learning about the role of social care in tackling social exclusion.
Examples include the demonstrable inadequacy of support for family
carers in the UK when their stress and loss of income is compared with
Norway’s family carers; the model provided by KAPIs and senior cen-
tres in terms of how to promote healthy ageing, community involve-
ment and volunteering; the extent of variability in resource allocation
at geographical and individual levels, and the importance of clear
frameworks and monitoring to reduce these variations; the wide range
of innovations to promote older people’s participation in democratic
processes and decision making; and the importance of achieving inte-
gration between different types of care at the local level. A clear general
lesson, however, is that if older people anywhere are to enjoy rights to
care based on equitable needs-led principles, the State must have an
active role in taking responsibility for securing these rights within each
care system.
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