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Introduction
Policy towards eldercare in Ireland has largely been based on the assumption that familybased or community-based care is the preferred option and that the role of public provision of
eldercare is mainly an option to be provided when family or community-based care is not
available. This has meant that eldercare provision has relied primarily on the availability of
women to carry out unpaid care work in the home or community. As demographic trends
change, reflected in the growing proportion of the population in the older age categories, and
the proportion of women in paid employment has risen, the need for publicly provided
eldercare services has also grown. Women are no longer available, to the extent that they have
been in the past, to provide eldercare services while at the same time life expectancy levels
have increased and as a consequence the need and demand for public, voluntary and private
market-based care services has grown.
Demographic Trends
In an EU context Ireland has a relatively young population but this is a rapidly changing
profile. According to the 2006 Census of Ireland there were 468,000 people aged 65 years and
over accounting for just over 11% of the population, compared to an EU average of 17%. This
is the result of a relatively high birth rate as well as a younger age profile among immigrants
who accounted for 10% of the population in 2006. By 2021, the population in the 65+ age
group is projected to grow to 16% of the population (751,000 persons) and by 2041 to 1.4
million people (three times more than in 2006) accounting for 22% of the population. This
represents a forecasted 61% increase in the elderly population over the fifteen year period
2006-2021.
Life expectancy at birth in 2007 stood at 81.6 for women and 76.8 for men, placing women in
Ireland at the lower end of the EU15 and Irish men in the low to middle position among
EU15. Life expectancy at 65 years reveals significant gender differences between women at
19.8 and men at 16.6 (both among the lower levels of EU15 countries.) While older people
constituted about 11% of the population (low by EU and international standards) projections
indicate that by 2050 older people will represent 29% of the population. This shift over the
coming decades will have a major impact, particularly on pensions, health and care services,
including long-term care, and on other services such as transport. (CARDI 2009)
Projected estimates for dependency ratios in Ireland show the overall dependency rate rising
from 45.7 in 2006 to 52.8 in 2021 and 56.3 in 2031. Projections for the Elderly Dependency
Rate reveal a steeper increase of eight percentage points from 16.1% in 2006 to 24.5% in
2021 (based on assumptions of zero net migration in the over 65 age category and a static
fertility rate). In practice, against a background of severe economic crisis, net outward
migration has resumed in Ireland since mid-2008 and these projections for elderly
dependency are likely to significantly underestimate the actual rates (CARDI 2009). Data on
age and disability shows a sharp increase in disability with age. Because of gender differences
in life expectancy rates, the proportion of women in the older age groups is far higher than
men and their disability rates are also higher. Among women over 65 years 31.9% are stated
to have a disability (compared to 26.6% of men); among women aged 85 and over those with
a disability is estimated at 61.8% (compared to 51.4% of men). In 2005, nine out of ten older
persons considered their health to be „fair to good‟ while 3.0% characterised it as very bad.
However, over 51% of those aged 65 or over reported having a chronic illness or disability,
compared to 18% of the working age population.
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Current demographic trends have led to both an increase in the need for care services, and a
decrease in the supply of those services by traditional care providers (mostly women). Until
recently, the relatively low proportion of older people in the Irish population and low levels of
paid employment rates among women have provided the basis for the informal care model in
Ireland. However, changes in family structures, women's labour market participation and
population ageing are making this model less sustainable (2002 Report).
According to the 2006 Census nearly 5% of adults (161,000 people) provide care in Ireland
and over half of the population provide care at some point during the lifetime. It is projected
that the demand for carers will increase by 28% in the period from 2006 to 2021, representing
a need for around 200,000 carers by 2021. Most carers are women – almost two-thirds of the
total – and it is estimated that 57% provide up to 14 hours of care per week and over 25%
provide 43 or more hours care per week. Women carers work on average more hours than
men involved in caring and two-thirds of all carers are involved in either full-time or part-time
employment. The majority of men carers are in the labour force and just over half of women
carers are in the labour force. Carers come from a range of age groups and ethnic groups.
11% of carers are over 65 years and about 7% are of nationalities other than Irish, from other
parts of Europe, Africa, Asia and America. Only just over a quarter of carers receive the
carers allowance (Equality Authority 2005).
Poverty levels are high among older people in Ireland. The proportion of older people at risk
of poverty (based on 60+ of median) fell from 30% in 2003 to 13.6% in 2006 but rose to
16.6% in 2007. Eurostat data on the risk of poverty among people aged 65+ across EU27
revealed Ireland at sixth from the bottom of the league at a rate of 29% - significantly above
the EU average of 19%. In relation to income, social welfare pensions have been significantly
increased over the decade to 2008 but this trend has been negatively affected by the recession
since 2008. State pensions and other social transfers are particularly important for older
people as they account for an estimated 60% of their income and reduce their „risk of poverty‟
from 88.1% to 20.1%. Low incomes among the older population are partially offset by noncash benefits for older people including medical cards (for the majority), electricity and
telephone allowances, TV licence, Free Travel, and minor house repairs.
Employment rates among those aged 65 and over in Ireland differ markedly from the EU
average, largely because Ireland continues to have significant agricultural and self-employed
sectors which don‟t have a formal retirement age. Ireland‟s employment rate for 65+ is double
the EU average. Among the age group 60-64 labour market participation rate was 58.3% in
2006. Low educational attainment levels are prevalent among the older age group in Ireland.
In 2006 just under 50% of people aged 65+ had primary education or no formal education.
Research indicates that most older people would prefer to live in their own homes and to have
support services provided in a way that would allow them remain in their own homes and
communities for as long as possible. The provision of higher levels of care and support for
older people, particularly the growing number of those living alone, becomes necessary as
dependency increases with age. This means that community care encompassing personal care
services, nursing and certain health care services, as well as housing and transport services
need to be provided in a manner that meets these needs through a combination of selfcare,
support for formal and informal carers in the family and at community level, as well as
developing a parallel system of residential care.
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Provisions and Providers
Eldercare in Ireland is a mixture of both public and private provision, a large proportion of
which is provided by private individuals within the family, together with some voluntary
sector provision and private market-based services. The Irish system of eldercare relies
heavily on unpaid care and most of this care is provided by women. The need and demand for
care services is projected to grow significantly over the coming decades as the proportion of
the older population increases and those who are dependent - or those with a disability become a higher proportion of the population. At local level the most important source of help
and support to older people comes from women within extended family structures, General
Medical Practitioners (GPs) and certain community and voluntary-based services, for example
„home helps‟ or „meals-on-wheels‟. There is little data on the informal care provided by
families and communities but all the research evidence indicates that informal care is central
to the health and well-being of older people in Ireland.
Research surveying the health and well-being of older people has found that around threequarters reported being self-sufficient and nearly two-thirds reported that they had no
„functional disability‟. Of those that reported needing help 6% reported major difficulties and
a further 8% reported that they were „severely impaired in their ability to undertake daily
living tasks‟. In relation to access to services 93% reported having had a GP appointment
(averaging 5.3 visits per year) and 25% had an out-patient appointment within the previous
twelve months. In terms of access to services, the most important service is the GP service,
followed by public health nursing service, home help, day-care and other community health
services. Reported use of community-based services was low at 5%; within this „home help‟
was used by 5%; „meals-on-wheels‟ by 1%; personal care attendants by less than 1%; respite
care by less than 2%; day care hospitals or day care units by 5%; community-based therapy
services by 3%; social work services by 1% (National Council for Ageing and Older People
2002).
The latest Census data reveals that the majority (66%) of older people live with others, 28%
live alone and 7% live in communal establishments. The proportion of those living in
communal establishments increases with age; 11% of those aged 80-84 and 25% of people
aged 85+. Examining the gender lines within the data it is evident that there are significant
differences. For example, nearly 7% of women were in nursing homes or hospitals in 2008
compared to just over 4% of men and among those aged 85+ the figures are 25% of women
and 23% of men. Of those in long-stay units in 2006 just over 36% were in public units (down
from 41% in 2001), 16% in voluntary units (up from 14% in 2001) and 47% in private units
(up from 45% in 2001). It is evident from these figures that public provision of long-stay units
has decreased substantially over this relatively short period of time by five percentage points.
Health Statistics 2008 provides the latest breakdown for the provision of long stay residential
accommodation for older people showing that 61% of long-stay patients are in private
facilities, 30% in public facilities and a further 9% are in voluntary run facilities. The large
majority of those in long-stay facilities are over 75 years (81%) and a further 11% are
between 65 and 75 years, with little difference between the age breakdown across public,
voluntary and private facilities (Table 1). Two-thirds of those in long stay units are women,
ranging from 61% of those in public facilities to 69% of those in private facilities (Table 2).
The data also shows that those with high dependency needs are more likely to be in public
(42%) rather than private facilities (31%) or voluntary facilities (29%).
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Table 1 : Long Stay Units by Category: Percentage Distribution of Patients Resident at
31 December 2008 by Age

Long Stay and
Limited Stay
(combined)
Public (1)

Under 65

65 – 75

75+

Total

5.%

15%

80%

100%

Voluntary (2)

17%

10%

73%

100%

Private (3)

6%

10%

84%

100%

Overall
Percentage

8%

11%

81%

100%

Note 1: Health Service Executive (HSE) Extended Care Unit and HSE Welfare Home
Note 2: Voluntary Home/Hospital for Older people/Voluntary welfare home
Note 3: Private Nursing Home
Table 2 :
Long Stay Units by Category and by Gender – Percentage Distribution at
31 December 2008
Long Stay and Limited Stay

Female

Male

Total

Public
Voluntary
Private

60.7%
61.7%
69.5%

39.3%
38.3%
30.5%

100.0%
100.0%
100.0%

Overall %

66.6%

33.4%

100%

Note 1: Health Service Executive (HSE) Extended Care Unit and HSE Welfare Home
Note 2: Voluntary Home/Hospital for Older people/Voluntary welfare home
Note 3: Private Nursing Home
Table 3 : Long Stay Units Percentage Distribution by Level of Dependency of Patients
Resident at 31 December 2008
Long Stay
& Limited
Stay
(Combined)
Public

Low

Medium

High

Maximum

Total

10%

22%

26%

42%

100%

Voluntary

18%

24%

29%

29%

100%

Private

11%

26%

32%

31%

100%

Overall
Percentage

10.2

23.2

30.7

35.9

100

Note 1: Health Service Executive (HSE) Extended Care Unit and HSE Welfare Home
Note 2: Voluntary Home/Hospital for Older people/Voluntary welfare home
Note 3: Private Nursing Home
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Research on eldercare highlights the importance of informal care provided by families and
communities in Ireland. Nearly 85% of carers were in the working age population according
to Census 2006 data; 56% aged over 44 years; 45% aged between 45 and 64 years; 11% in the
65 + age category; 3.4% in the teenage group. The highest concentration of carers was in the
45 – 65 age group providing an average of 24 unpaid care hours per week. Average hours of
caring increases across the age span with those aged over 65 years carrying out an average of
36 care hours per week. Of those providing full-time care 22% are over 65 years. Carers
under 25 provide an average of 16 care hours while those aged 65 + provide an average of 36
care hours each week.
Most carers maintain an attachment to the labour market – 56% are in paid employment,
providing an average of 19 hours of care per week. Of those 21% of carers working in the
home they provide an average of 34 hours of unpaid care per week. Given the profile of an
ageing population care needs within the home are likely to increase putting new pressures on
carers and their relationship to paid work. Educational attainment among carers is low – only
31% have completed a third level qualification and 16% have completed only primary level
education or lower.
1. Time Related Provisions (See Grid 1)
There are a limited number of time-related provisions in relation to the provision of care that
are directly relevant to the care of older people. The Homemaker's scheme, introduced in
April 1994, allows for periods spent providing full-time care to children up to 12 years of age
or an incapacitated person to be taken into account for pension purposes. It does not provide
social welfare payments while homemaking. This scheme potentially benefits many women
who leave the workforce for periods spent caring and consequently may have gaps in their
insurance records which can affect their entitlement to a State Pension (Contributory) at age
66.
The Carer‟s Leave Act, 2001, entitles an employee to unpaid leave to provide full-time care
and attention for a dependant. The Act applies both to direct employees and to those
employed through an agency. The maximum leave entitlement is 65 weeks and the minimum
13 weeks in respect of any one person in need of care. Leave may be taken in one continuous
period or several periods, with the minimum statutory entitlement being 13 weeks at a time.
Those availing of leave under the Act, if they meet the eligibility criteria, may claim carer‟s
benefit for the 65 week period. The maximum limit of 65 weeks for each person may not be
long enough for some carers. They do have the option to apply for Carer‟s Allowance after
the 65 weeks of Carer‟s Benefit has elapsed. However the requirement to take blocks of leave
rather than more flexible leave can also be unsuitable. Some carers may prefer reduced
working hours and a pro- rata benefit payment, or to take their leave in a pattern that suits
their caring situation. Expansion of Carer‟s Leave and Carer‟s Benefit to cover more than one
carer is also an important requirement if the model of one person having the main caring
burden is to be replaced by one that embraces a sharing of caring responsibilities.
Public sector workers may take up to five years career break for educational, care
responsibilities or other reasons. Flexi-time working is also available to public sector workers.
This leave may only be taken with the agreement of the employer. Women account for the
majority of those taking career breaks and mainly for care purposes. When men take career
breaks it is primarily for educational or career development purposes. Public sector
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employment is a majority female area of employment (at the lower and middle levels) partly
reflecting the fact that women can avail of more flexible working time arrangements.
2. Cash Payments (See Grid 1)
The primary financial payment to those over 65 years is the State Pension which has increased
substantially over the decade to 2008 to a current level of €207.00 per week. Ireland continues
to operate a household-based welfare system within which many older women are classified
as dependents and are allocated an adult dependent allowance paid through their spouses. The
non-contributory State Pension is means tested while eligibility for the contributory State
Pension (paid at a slightly higher rate of €217.00) is linked to employment history and
depends on insurance payments. Additional benefits (for example free travel on public
transport, electricity and fuel allowances) are also available to those over 65 years. Medical
cards, which provide access to general medical services and proscribed medication, were
available to all those over 70 years for a short period until late 2008 when means testing was
introduced following an emergency budget.
Table 4 State Pension (Transition) from January 2010:
State Pension (Transition)
Maximum Weekly rate
Personal rate, aged 65

€230.30

Adult dependant

€153.50

Child dependant

€29.80 (full-rate), €14.90 (half-rate)

State Pension (Contributory) payment in 2010:
PRSI
Increase for a Qualified Adult
Rate per week
Contributions
(under 66)

Increase for a Qualified Adult
(aged 66 and over)

48 or over

€230.30

€153.50

€206.30

20 - 47

€225.80

€153.50

€206.30

15 - 19

€172.70

€115.10*

€154.70*

10 - 14

€115.20

€76.80*

€103.20*

Dept of Social Welfare and Family Affairs 2010 (*Qualified adult rates apply to claims made from 6 April
2001)

A promise by government to raise the level of the Qualified Adult Allowance for pensioner
spouses to the level of the State Pension (non-contributory) by 2009 has not been realised.
This would have meant an individualisation of state pension entitlements and, if accompanied
by an individualised administrative system, would have meant a significant change in terms of
equality of treatment between women and men of pension age. In 2007 another small but
important change was introduced which meant that any amount of social welfare pension
received by those over 65 years, in excess of the basic social welfare rate, will be disregarded
when determining entitlement to rent assistant in private rented accommodation.
Only 27% of carers receive a Carer‟s Allowance, the vast majority of whom are women
(80%), and two-thirds of those receive the full amount. This is a means tested payment and
subject to the household-based system of means testing which in practice means that many
women carers do not qualify. Since 2007 carers providing full-time care to another person are
entitled to retain certain welfare payments and are eligible to a half-rate carer‟s allowance. It
is estimated that the value of care provided by unpaid carers was €2.5 billion in 2006 and this
to have risen to €3.16 billion by 2021. The average cost of nursing home care was estimated
at €1000 per week in 2008 and this compared to the maximum Carers Allowance of €335.10.
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When the cost of additional benefits of home-based care was included it was estimated that
nursing home care was at least 50% higher than home care (Equality Authority 2005, Carer‟s
Report 2008, IPCHA 2010). The provision of an „additional income support for carers who
are providing the highest level of care‟, i.e. looking after a highly dependent person
('continual care payment') was recommended in the 1998 Review of the Carer's Allowance
but has not been introduced (Research and Social Policy – supporting carers 2002).
3. Services (See Grid 1)
Primary Care and Community Services
Primary, community and continuing care covers a range of services provided outside the
hospital setting. It includes General Practitioner (GP) care, long stay care, community mental
health and disability services, public health nursing, home care services and reimbursement
services such as the drug repayment and long term illness schemes.
Home-based care services
Supports for home-based care is made up of a mixture of support for contracted care services,
grants towards therapeutic equipment and other such community services and is based on a
needs and means assessment with the stated aim of enabling older people to remain at home.
Home Care Support Package (HCSP): The Health Service Executive (HSE) provides home
care support through its HCSP in one of three ways :
•
•
•

provision of home care services directly by HSE staff;
contracting of home care services from non-profit providers;
contracting of home care services to private providers.

HCSPs are aimed mainly at those requiring medium to high caring support to continue to live
at home independently. They may include the services of nurses, home care attendants, home
helps and the various therapies including physiotherapy services and occupational therapy
services.
The Home Care Support Scheme is not established in law and there is no automatic right to
the Scheme, nor to avail of services under the Scheme. National guidelines regarding how
admission to the Scheme is decided or how income or means are assessed are currently being
developed – at present there is wide variation between how the services is offered in different
regions of the country. The package may include the services of nurses, home care attendants,
home helps and various therapies including physiotherapy services and occupational therapy
services. Individual packages vary according to the medical condition and the level of care
required.
In some instances services under the Scheme are provided directly by the HSE; in others
services are provided by voluntary groups or organisations on behalf of the HSE. Packages
may sometimes involve direct cash grants to enable the patients family to purchase services or
supports privately. A combination of direct services and cash payments is provided in some
areas of the country.
The stated priority of the HCSP is older people living in the community or those who are inpatients in acute hospitals at risk of admission to long term care. HCSP are also intended to be
be available to those older people who have been admitted to long term care and who can
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(with support), return to the community. Packages are also intended to be offered to those
already using existing core services, such as home helps, but who may need more assistance
to continue to live in their community.
There is currently a range of different types of support packages available and the HSE states
that it is currently working on standardising a national needs assessment of all individuals. In
the meantime there is no standard assessment of the needs of people who apply and no rules
about how any assessment are carried out. In the majority of cases, public health nurses assess
care needs.
Serious problems have been revealed in relation to the homecare scheme for older people and
people with disabilities. A 2009 report from the National Economic and Social Forum (NESF)
found that the public had difficulty in finding out about homecare packages and how to access
them. It also found that huge differences exist in the operation of the scheme around the
country and there was an absence of data to assess if the scheme was working well or not
(NESF 2009). Another major new independent Report on the system of home care in Ireland
was published in 2010 and was carried out by PA Consulting on behalf of the Irish Private
Home Care Association (IPHCA). It found that the current service provided by the HSE for
the care of Ireland‟s elderly population “suffers from large scale inefficiencies and a complete
absence of regulation”. This report argues that significantly more older people could be cared
for if greater reliance was placed on private home care companies who provide cheaper
services (at a rate of €21.00 per hour rather than the cost of €29 per hour to the public sector.
Just 4% of services are currently provided by private companies.
Public Health Nursing Service: Public health nurses aim to provide a range of services for
carers and persons in need of care e.g. nursing care, advice, support, assessment of individual
needs for services and special aids. However, there is evidence of growing pressure on the
public nursing system due to “unrealistic expectations of what public health nurses can
achieve in the context of their current workloads” (CARDI 2005
Home Help Service : Home Help services are a vital part of home support services and
usually assist people with normal household tasks such as meal preparation and transport
although they may also help with personal care. However, there is limited availability of this
service which is increasingly under pressure as a result of cutbacks in recent budgets. There
have also been calls for training and skill development for those providing the service.
Semi-Residential Care (See Grid 1)
Respite Care Services : There is limited support for respite care services which are aimed at
enabling carers to have opportunities for breaks in their care responsibilities. There has also
been criticism of the lack of transparency in the way criteria for respite care are applied and
on the lack of flexibility in the system.
Day Care Services : Day care services are another important part of the community care
services linked to older people based in their own homes. Services are limited however and
particular criticism has been made of the shortness of opening hours resulting in difficulties
for home carers who wish to access paid employment.
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Residential Care (See Grid 1)
Long-term Care
There is evidence of a gradual change in the age distribution of residents of nursing homes
with an older age profile and generally higher dependency levels. This reflects both the
significant improvements in health and life expectancy and the improved availability of home
care supports.
The Nursing Homes Support Scheme (NHSS) also known as the “Fair Deal”, has as its stated
aim to provide financial support to people who need long-term nursing home care and is
operated by the HSE since 2009. Under this scheme, an older person makes a payment
towards the cost of their care and the State pay may pay the balance if the applicant meets
strict criteria for eligibility and if the financial situation in a specific health area allows
payment to be made. The scheme covers approved private nursing homes, voluntary nursing
homes and public nursing homes. Anyone who is ordinarily resident in the State and is
assessed as needing long-term nursing home care can apply for the scheme. The scheme
covers long-term nursing home care only. It does not cover short-term care such as respite,
convalescent care or day care. There is a set level of funding for the scheme each year and
consequently there is a waiting list linked to the availability of limited funds. Older people in
hospital, but no longer in need of acute care, may be charged for long-term care in that
hospital if they are not on NHSS waiting list.
A gender perspective on current figures for long-term residential reveal the importance of
high dependency care provision for women as can be seen in Table 4 below. Over two-thirds
of those in all residential beds, including long-stay beds, are women and three-quarters of
those in long-stay beds are women.
Table 5

2008 Long-Stay Activity Statistics, Summary of Results by Bed Type
Long-stay

Limited-stay

All Beds

Number of Beds
Reported

22,967

2,242

25,209

% Female

67.1%

60.9%

66.6%

% Age 80 and over

68.3%

54.8%

67.3%

% Men Aged 80 and
Over

54.7%

45.2%

53.9%

% Women Aged 80
and Over

75.0%

60.9%

74.0%

% High or Maximum
Dependency

68.7%

41.7%

66.6%

Prepared by the Information Unit, Department of Health and Children 2008

Care Needs Assessment is carried out by the HSE and determines whether long-term nursing
home care is needed or whether an older person can be supported to continue living at home.
Assessment encompasses the ability to carry out the activities of daily living, for example,
bathing, shopping, dressing and moving around; the medical, health and personal social
10

services being provided at the time of the carrying out of the assessment and generally; the
family and community support available; older person‟s wishes and preferences.
Affordability
Home Care Costs : Home Care Packages vary depending on the assessment of individual
needs. This means that services vary and typical packages of support available under the
Scheme may be worth between €350-500 per week in respect of each patient, depending on
assessment of individual need. There are no national guidelines on how income is assessed
and whether a care payment will be made. If an older person employs someone in their own
home (for example, a private carer) funded through a HCSP or from their own resources, they
then become their employer and may avail of tax concessions if part or all of the costs are
paid from their own resources.
The Report by the IPHCA argues that significantly more older people could be cared for if
greater reliance was placed on private home care companies who they estimate provide
cheaper services (at a rate of €21.00 per hour rather than the cost of €29 per hour to the public
sector). Just 4% of services are currently provided by private companies. This is disputed by
the HSE which argues that the figures in the report are inaccurate as they do not take into
account the HSE services can include weekend and night services as well as therapy and
nursing care which mean higher costs (IPHCA 2010)
Long-term Care Costs : A new Nursing Home Support Scheme (NHSS) was introduced in
2009 whose stated aim is „make long-term residential care affordable to all who need it‟. This
represents a significant new policy development and, because it is at a very early stage of
implementation, is difficult to assess – this is discussed under policy development below. It
will replace the present system, in which older people generally face considerably higher
costs if they use a private rather than a public nursing home. Under the new scheme, each
person will make a payment towards the cost of their care, based on a means test, and the
HSE states that it will meet the balance, in both public and private nursing homes. In the
interim, basic and enhanced rates of nursing home subvention have been increased
substantially pending the introduction of the NHSS in 2008.
The Financial Assessment carried under the NHSS looks at an older person‟s income and
assets in order to determine their payment towards the cost of care and the balance which
State Support may pay under strict and limited conditions. An optional application for a
Nursing Home Loan can be made if a person wishes to defer paying the part of their
contribution which is based on their home or other property. In the case of a member of a
couple, the assessment will be based on half of the couple‟s combined income and assets.
Income includes any earnings, pension income, social welfare benefits or allowances, rental
income, income from holding an office or directorship, income from fees, commissions,
dividends or interest. An asset is any material property or wealth, including property or wealth
outside of the State. Assets are divided into two distinct categories, namely cash assets and
relevant assets. Cash assets include savings, stocks, shares and securities. Relevant assets
include all forms of property other than cash assets, for example a person‟s principal
residence or land.
Having assessed income and assets, the Financial Assessment determines a payment for care
based on :
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80% of income (less deductions below) and
5% of the value of any assets per annum.
However, the first €36,000 of assets, or €72,000 for a couple, will not be counted at all in the
Financial Assessment.
Where assets include land and property, the 5% contribution based on such assets may be
deferred and paid to Revenue after death, based on the Nursing Home Loan system. An older
person‟s principal residence will only be included in the financial assessment for the first 3
years of their time in care. This is known as the 15% or „three-year cap'. It means that an older
person will pay a 5% contribution based on your principal residence for a maximum of three
years regardless of the length of time you spend in nursing home care. In the case of a couple,
the contribution based on the principal residence will be capped at 7.5% where one partner
remains in the home while the other enters long-term nursing home care, that is, the „threeyear cap‟ applies. If an older persons opts for the Nursing Home Loan in respect of their
principal residence, their spouse or partner can also apply to have the repayment of the Loan
deferred for their lifetime. A couple is defined as a married couple who are living together. It
also includes a heterosexual or same sex couple who are cohabiting as life partners for at least
3 years. Older persons who are already in a public nursing home or a HSE contract bed in a
private nursing home will not be affected and will make payments towards care on the same
basis as at present.
The HSE has promised that safeguards have been built into the Financial Assessment which
ensure that nobody will pay more than the actual cost of care; older persons will keep a
personal allowance of 20% of their income or 20% of the maximum rate of the State Pension
(Non-Contributory), whichever is the greater; a spouse or partner remaining at home will have
50% of the couple‟s income or the maximum rate of the State Pension (Non-Contributory),
whichever is the greater.
Acceptability of Service Provision
Home Care Service : In its analysis of the demand for home-based care services the National
Economic and Social Forum (NESF) highlights the strength of older people‟s preference for
home care. They conclude that older people are very positive about home care services
because they allow them to remain in their homes for longer and their families to continue
caring for them, reducing stress and increasing the quality of life. They also highlight that
many carers, managers and others involved in implementing HCPs were strongly committed
to this scheme working well (NESF 2009).
The independent report carried out on behalf of the Irish Private Home Care Association
(IPHCA) has revealed that Ireland's home care market is completely unregulated. This report
reveals that the draft National Quality Guidelines for Home Care Support Services have never
been implemented, and points out that regulation is a matter of urgency given the growing
numbers of older persons who are relying on home care. In an analysis of the findings of the
report the Irish Times concludes :
“This means that for many of the 60,000 seniors that are availing of home care, there
are no monitoring to ensure they receive quality home care services. The report found
that the nursing home sector, which caters for significantly smaller numbers than
home care, is now fully regulated and the report stated that a clear risk of abuse was
possible due to unsuitably qualified, vetted or monitored care givers. Additionally the
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report found that for those looking to avail of home care services, the absence of
regulation and monitoring results in an unease and a lack of transparency when
making a choice to purchase home care.” (Irish Times March 2010).
In response to these criticisms the HSE have indicated that National Quality Guidelines for
Home Care Support are in the process of being signed off and once this is completed will be
rolled out on a phased basis throughout the system. The HSE also state that national
guidelines for the standardised allocation of home help hours to individual clients have been
drawn up and will be implemented during 2010. The HSE further states that National
Guidelines for the Standardised Implementation of Home Care Packages are due to be
finalised in the first quarter of 2010 and will be implemented during the second half of 2010.
In its analysis of the home care services the IPHCA emphasised the need for Individual
Support Systems i.e. support groups, training programmes and personal development courses
for carers have much to contribute and should be provided on an ongoing and planned basis.
There is also a strong prima facie case to be made for a specific social work support service
for carers. They also argue that provision needs to be made for a more comprehensive range
of home based support services on an ongoing basis, as well as at times of crisis and they
point out that many carers need more help and support in dealing with the demands of nighttime and week-end caring. Home-based respite care is identified as particularly important
since the preferred care alternative of most people is care in their own home. Other criticisms
concern the fragmented nature of service provision causing difficulties arising from gaps in
individual services have been made in research and policy reports (2002 Report).
Long-term care: Following media revelations of unacceptably low standards of care
provision and after considerable public pressure for the development of standards of quality
and a system of regulation of long-term residential care institutions, the Health Bill 2006
provided for the establishment of the Health Information and Quality Authority (HIQA) and
the Office of the Chief Inspector of Social Services within HIQA. The Chief Inspector has
statutory responsibility for inspecting and registering children‟s residential services,
residential centres for people with disabilities, residential centres for older people and private
nursing homes. HIQA has stated that this process will address criticisms which had been
made concerning weaknesses in the regulation and standards system, the need for legislation
and an independent inspectorate for both public and private facilities. The Chief Inspector
now has the responsibility to inspect these services against standards set by HIQA and
regulations made by the Minister for Health and Children. In this context, HIQA published
the „National Quality Standards for Residential Care Settings for Older People in Ireland in
2008‟. The standards were described as
“…a significant milestone for the protection of the rights of older people in residential
care settings across the country. They will guide and assist service providers in the
provision of the highest quality of care to their residents. The purpose of the standards
is to promote best practice in residential care settings for older people and improve the
quality of life of residents in these settings. The quality standards outline what is
expected of a provider of services and what a resident, their family, a carer, or the
public can expect to receive in residential care settings. They deal with the areas of
rights of older people; protection; health and social care needs; quality of life; staffing;
the care environment; and management and governance. In addition, the standards
include supplementary criteria that apply to units which specialise in the care of
people with dementia.”
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Development of the standards involved consultation with service users, service providers,
healthcare professionals, older people‟s representative groups, the Department of Health and
Children and the Health Service Executive. These standards are intended to focus on „key
areas that most affect the quality of life experienced by service users, as well as the physical
environment in which they live‟. The standards have the stated aim of „ensuring respect for
and protection of the rights of older people who live in residential care settings‟. In a linked
development a total of €2 million was allocated to the National Implementation Group on
Elder Abuse to address the issue of elder abuse. It is stated that this Group will consider issues
not included in the original report on elder abuse including self neglect and institutional abuse
(2006 Report).

Policy Development
The strong tradition of informal care in Ireland is evident both in policy statements and from
surveys that have sought to establish preferences for different forms of care provision. One of
the earliest policy documents that clearly articulated the preference for home-based as
opposed to institutional care was the Care of the Aged report published by the Inter
Departmental
Committee
on
the
Care
of
the
Aged
in
1968.
“It called for greater involvement of the voluntary and community sectors, but
significantly not of the State, in the provision of community care. In accordance with
the principle of subsidiarity, the report recommended that the State's role (through
Health Boards) be limited to providing financial assistance to voluntary bodies, and to
monitoring the standards of service provision by the informal sector.” (Yeates 1997).
A Report on Housing of the Elderly in Ireland (National Council for the Aged 1985) called
for health and housing services to support family carers. The 1985 Commission on Social
Welfare report recommended improvements in financial support, including the payment of the
Prescribed Relative's Allowance to the carer rather than the person being cared for. „The
Years Ahead‟ report (Department of Health 1988) continued the tradition of emphasising
community care, but also called for recognition of informal carers, increased financial support
for people dependent on care, and more support for families providing care services.
The emphasis on informal care in the home is also evident in recent policy statements. For
example, the 1994 Health Strategy states that health and social services for older people are
intended " to encourage and support the care of older people in their own community by
family, neighbours and voluntary bodies" (Department of Health 1994 p. 67). The stated aim
of the health policy under this strategy was to ensure that at least 90 per cent of over 75-yearolds continued to live at home. There is no emphasis on a comprehensive system of state
support, based on enhanced public services funded through a public support system, nor to
statutory entitlements to care provisions.
The National Action Plan for Social Inclusion 2007 – 2016 published in February 2007 states
that “community care services are essential to enable older people to maintain their health and
wellbeing, in order to live active, full independent lives, at home for as long as possible”. This
report also identifies income supports as having a key role to play in alleviating poverty in old
age. Their recommendations include increased investment in home care, community care and
day care services and the maintenance of the pension at a minimum level of €200 in 2007
terms.
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“Every older person would have adequate support to enable them to remain living
independently in their own homes for as long as possible. This will involve access to
good quality services in the community, including: health, education, transport,
housing and security, and; Every older person would, in conformity with their needs
and conscious of the high level of disability and disabling conditions amongst this
group, have access to a spectrum of care services stretching from support for self-care
through support for family and informal carers to formal care in the home, the
community or in residential settings. Such care services should ensure the person has
opportunities for civic and social engagement at community level.” (Social Inclusion
Action Plan 2010-2016).
This perspective was confirmed by the social partnership agreement Towards 2016 that
supports should be provided “where necessary, to enable older people to maintain their health
and well-being, as well as to live active and full lives, in an independent way in their own
homes and communities for as long as possible”.
The stated aim of current government policy is of a comprehensive system of eldercare
provision emphasising maintaining the value of the pension while providing a mix of services
focusing primarily on home and community care and, where necessary, residential care :
“The provision of higher levels of care and support for older people, particularly the
growing number of those living alone, is required as they become more dependent
with age. Most would prefer support services to be delivered in ways that enable them
to stay in their own homes and communities for as long as possible. Such service
provision is a key objective of policy on care. Therefore, while maintaining the value
of pensions, priority will be given to investment in the type of services that provide a
good quality of life for older people, including community care, good housing
standards, health services, transport, security, options for continued participation in the
labour market and access to lifelong learning opportunities. Access to a continuum of
care services from support for selfcare, through to support for family and informal
carers, formal care in the home, the community or in residential settings is particularly
important.” SOURCE
In order to explore the expressed preferences of older people, the Department of Social and
Family Affairs commissioned the ESRI in 2004 to carry out a survey to examine the general
public views and attitudes on how older people should be cared for. The results indicated that
that the overwhelming majority of the adult population (81%) considers it very important to
remain at home for long as possible. The Report of the Interdepartmental Working Group on
Long Term Care, 2006, stated that there should be a move towards the provision of home care
packages on the basis of a national standard approach, with clear criteria in terms of access,
quality standards and availability.
There is clearly a strong case to be made for supporting carers on the basis that care at home
is the preferred option for many. There are also strong economic arguments in favour of this
approach. However, there are key aspects of the carer support system that need to be
enhanced and developed.
“Care of older people and people with disabilities in Ireland have traditionally been
carried out primarily by women who had little or no opportunity to participate in the
labour market outside the home. This model is becoming increasingly unsustainable as

15

the number of those who need care increases while the number of those who are
willing and able to provide largely uncompensated informal care decreases.” EA 2005
Statutory Provisions : Strong critical assessments of the implementation of stated health and
care policies have been made by organisations of older people, researchers, women‟s
organisations and others. A key critical perspective has focused on the lack of legislative or
statutory provision and consequently the weak basis to many of the provisions or stated
entitlements. A particularly comprehensive Report on „Implementing Equality for Older
People‟ was produced by an advisory committee on older people and published by the
Equality Authority in 2009. ??
“While virtually all health policy documents assert the desirability of promoting
community care over residential care, in practice this does not always happen. At
present, there is a clear legislative entitlement to general practitioner and hospital
services. There is no such clear legislative entitlement to the basic services necessary
for living in the community - for example, home help services. It is unlikely that
adequate funding will be provided for services unless there is a clear entitlement to
services. The only significant legislation dealing with older people - the Nursing
Homes Act, 1990 - has led to an increase in institutional rather than community care.
The high cost of institutional care may be the motivating force for considering
community care. We would argue that community care is not necessarily always a
cheaper option than residential care. Traditional (female) community carers'
participation in the labour market is increasing and participation rates by men are
consistently high. In addition, the intensification of work means that people are
struggling to find a work life balance, particularly where they have children to care
for. Therefore, the state is called on to provide more of the supports in the community
for older people that may have been provided free of charge by daughters or sisters in
particular in the past. Either these supports cost money for recipients or are not
provided. Where community supports are lacking there is little option but for older
people to enter residential care.
However, we would argue that there is a strong equality argument for ensuring older
people can remain in their community. In the first instance the provision of home help
and home nursing as a legal entitlement can make it possible for an older person to
remain at home. Such an approach with imaginative and comprehensive supports will
lead to a better quality of life for most older people.
We, therefore, recommend that community care should be underpinned by clear
legislative entitlement and dedicated funding provided to ensure that this legislative
entitlement is delivered. Amongst the community care services to be covered by this
entitlement are home help, night sitting services, respite care inside and outside the
home, day care and social activity centres, social work services for older people,
community and domiciliary paramedical services especially chiropody, and day
hospital care.
Residential care and community care are in many cases, but not all, two sides of a
single coin. The more community provision, the less pressure on residential care and
vice versa. Therefore, a person who is entitled to long term care should be entitled to
receive up to the equivalent subsidy if he/she is able to avail of community care - there
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should be clear equality of entitlement for people who are cared for in the
community.” Equality Authority 2009
Funding for respite care as well as comprehensive housing and transport provision for older
people are also recommended in this report. It also argues for a strong involvement of older
people‟s organisations in the policy development process.
“The present generation of older people and their organisations are not sufficiently
represented in the policy making processes. The concerns of older people are
addressed in some of these processes but often without the direct input of those
affected. Getting more older people and their organisations involved in the policy
making process poses challenges for policy makers and for older people themselves”.
(Equality Authority 2009) ???
Current Legal Status of Older People : The current legal status of older people is addressed
in the Irish Constitution, equality legislation, the EU treaties, other legislation and common
law. There is no specific legislation dealing with older people. At present, under the Health
Insurance Act, 1994 all health insurers must offer “Community Rating". This means that all
adults pay the same for the same benefits - unlike motor insurance or life insurance - the price
charged for health insurance is not affected by age, health or past record of claims. While
older people do not have to pay more than other adults for health insurance, it is legally
possible to refuse to provide cover for new members over the age of 65 and, in practice, the
main insurers do this. Equality legislation in Ireland (1998 and 2000) prohibits discrimination
in employment and service provision on grounds of gender, marital status, family status,
sexual orientation, religion, age, disability, race and membership of the Traveller community.
Equality legislation also permits positive action in favour of people aged 50 or over to assist
integration into employment, to promote equality of opportunity, or to cater for special needs.
The upper age limit of 65 does not apply under the Equal Status Act 2000 covering service
provision.
There are a number of general exceptions to the principle that discrimination is prohibited.
Among the relevant exceptions are the following:
•

•

differences of treatment in relation to annuities, pensions, insurance policies or any
other matters related to the assessment of risk, which are based on actuarial or similar
data, other relevant underwriting or commercial factors and which are reasonable
having regard to the data and other relevant factors;
reasonably necessary differences of treatment on the grounds of gender, age,
disability, nationality or national origin in relation to sporting facilities and events;

The main category of complaint received by the Equality Authority by older people is access
to insurance. Amongst the other categories of complaint are transport, medical insurance and
access to pubs or night clubs.
Carers : Care of older people and people with disabilities in Ireland has traditionally been
carried out primarily by women who had little or no opportunity to participate in the labour
market outside the home. This model is becoming increasingly unsustainable as the number of
those who need care increases while the number of those who are willing and able to provide
largely uncompensated informal care decreases. Recent policy changes have been partly
aimed at maintaining the supply of care services and continuing to rely on the traditional Irish
model of informal (home-based) care provision. The means-tested Carer's Allowance has
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been improved, although from a very low base, and a new social insurance benefit, the Carer's
Benefit which is paid at a slightly higher rate for those who satisfy the employment-related
eligibility conditions. The Carer‟s Allowance, for example, is strictly means tested and
commentators have viewed it more as an income support rather a „payment for caring‟. In
practice, the compensation for lost earnings is low and policies aimed at combining care and
employment are inadequate.
Table 6 Carer's Allowance rates from January 2010:
Carer
Maximum weekly rate
Aged under 66, caring for 1 person
€212
Aged under 66, caring for 2 or more

€318

Aged 66 or over and caring for 1 person

€239

Aged 66+, caring for 2 person

€358.50
€29.80 (full-rate)

Increase for each qualified Child
€14.90 (half-rate)
Carer's Benefit rates from January 2010:
Carer

Maximum weekly rate

Caring for 1 person

€213

Caring for 2 persons

€319.50

Increase for each qualified child:
Dept of Social and Family Affairs

€29.80 (full rate), €14.90 (half rate)

The Homemakers Scheme has been an important recent initiative and has an important role to
play particularly in relation to labour market sustainability. It provides for an unpaid break
from paid employment for those undertaking caring responsibilities (in relation to care of an
elderly or disabled person).
“While these policy initiatives go some way towards compensating for the loss of
earnings and enabling people to combine paid employment and caring duties, the cost
of providing home care is still large, particularly in terms of lost earnings and lost or
diminished social opportunities. The Carer's Allowance, despite income disregards
introduced in recent budgets, remains a tightly means-tested payment that is an income
support rather than a payment for caring. While the improvements in carers' payments
are clearly intended to secure a continued supply of informal care labour, it is not
certain whether this strategy will work in the long run, especially as there are very few
support structures that would enable people to combine care work and increasingly
attractive paid employment outside the home.” (2002 Report)
The Action Programme for the Millennium (Government of Ireland 1997) recommended new
tax allowances for family carers and relaxation of the qualifying criteria for the Carer's
Allowance. This was followed by a 1998 Review of the Carer's Allowance (Department of
Social, Community and Family Affairs 1998) which acknowledged that government policy
had as its stated focus the maintaining of people in the community and the valuable role of the
carer in community care. The Health Strategy (Department of Health and Children 2001) also
makes some references to carers and outlines Government's intention to reform "the operation
of existing schemes, including the Carer's Allowance, in order to introduce an integrated care
subvention scheme which maximises support for home care". Furthermore, the Strategy states
that "community groups will be funded to facilitate volunteers in providing support services
such as shopping, visiting and transport for older people", and that "programmes to support
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informal caregivers through the development of informal networks, provision of basic training
and the greater availability of short-term respite care will be developed and implemented"
(Department of Health and Children 2001).
However, the Carer's Allowance remains a strictly means-tested payment that is more an
income support rather than a payment for caring. It is questionable whether this payment
system is sufficient to ensure a supply of informal carers in the long run, especially as there
are very few support structures that enable people to combine care work and paid
employment. Evidence of the impact of the current economic crisis in Ireland on care
provision emerged when the Government announced in March 2009 that it has dropped its
plans to publish a national carers‟ strategy that was promised under social partnership and in
the Coalition‟s Programme for Government. In her statement the Minister for Social and
Family Affairs said it was a “difficult decision” not to proceed with the plan but that the
economic situation “makes it difficult to commit to major advances in services for carers.”
(Irish Times March 2009).
Importance of migrant workers : Migrant workers have been important to the whole public
health system in Ireland over the last ten to fifteen years. Around ten per cent of the
population are migrants and they have been central to all occupations within the health sector,
such as nurses, doctors and home carers both within the public and private systems, and
within both formal and informal care systems.. Table 5 below indicates the trends in
migration revealing a feminisation of migration over 2008-09 as women migrants outnumber
men for the first time. Data on the allocation of PPS numbers to foreign nationals reinforce
the evidence that health, social care and personal services are very significant for women
migrants, the largest numbers of whom come from the U.K. (5,000); the rest of the EU 15
(8,200); EU 12 (6,800); U.S (1,400); rest of world (7,800).
Table 7
2004
2005
2006
2007
2008
2009

Women
Im
28,000
37,100
47,500
52,100
43,900
29,200

Men - net inmigration
Em
14,000
14,600
17,300
18,600
17,700
26,100

Net
14,000
22,500
30,200
33,500
26,100
3,000

18,100
32,600
41,600
33,800
12,300
-10,900

Central Statistics Office : Statistics on Migration 2009

Research on carer’s needs: The picture that emerges from research and policy analysis is
that many carers experience isolation - geographical, social and emotional. It is evident that
more is required in the form of individual support systems which maximise the role and
contribution of service providers (statutory and voluntary), other family members and peer
group support from other carers. Carers frequently describe complex needs and require
assistance in acquiring the knowledge and skills needed for the caring role. Carers also
identify a need for assistance with planning for opportunities to maintain their own mental
and physical health and well-being, an important issue because frequently carers describe
becoming so involved and absorbed in their caring role that they may overlook their own
needs and interests, i.e., they care for others but not for themselves. Much of care work is also
heavy, manual work (lifting, washing and so on) that may result in health problems for carers.
Measures have been identified that would aim to redress the isolation experienced by many
carers and to prevent situations where one individual has total responsibility all of the time.
Support groups, specific social work support service for carers, training programmes, personal
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development courses and a helpline for carers have all been suggested as having much to
contribute in this regard.
Long-Term Nursing Home Care : A significant new development during 2009 has been the
implementation of the long-awaited „Fair Deal‟ Scheme which is bringing major changes to
the system of public support for long-term nursing care.
“The Fair Deal scheme aims to make long term nursing home care accessible and
affordable whether in a voluntary, public or private care home and will free families
from anxiety over financial commitments for the care of their loved ones.” Aine Brady
TD Minister for Older people and Health Promotion 2009 Irish Times ??/
The new Fair Deal Scheme (FDS) replaces the Nursing Homes Subvention Scheme (NHSS)
but FDS applies to both public and private long-term nursing home care, while the NHSS
covered only private nursing home care. Under the NHSS a person whose means exceeded a
certain limit was effectively deemed ineligible for subvention. Up until 2005 thousands of
people living in publicly financed long term residential care (such as publicly provided
nursing home care for older people and long term residential care for people with disabilities)
were being charged for the service, although legally, they were entitled to it free. After a
lengthy legal battle in the Supreme Court in 2005, the ruling stated that those in need of such
care were charged illegally and were entitled to be reimbursed. Shortly after the case, the
government took measures to legalise the charging of such care, by amending the Nursing
Homes Regulations Bill. Following this controversy, the new Nursing Home Support Scheme,
or „Fair Deal‟ was introduced in December 2006 but suffered delays and was not
implemented until October 2009. Because of the three year delay in implementation there was
a major public outcry, particularly when in 2008 Budget of the €110 million set aside for the
Fair Deal nursing home support scheme; €85m was taken back as savings by the department.
“The continued delay in implementing reforms in how long-term care is funded has
left many older people and their families facing unexpected nursing home charges.
These people need clarity.” Age Action spokesperson, Gerard Scully.
Another legal battle surfaced regarding patients in long term care in 2005. This related to the
nursing-home residents and long-stay patients who had given their private property accounts
to the former health boards for safe-keeping and the interest of such accounts was illegally
held by the former health boards. After 4 years of waiting for reimbursements, the money due
which amounted to €48million, finally started to be repaid in the summer 2009 and is still
ongoing.
Controversy - medical cards for over 70’s: Medical cards were introduced on a universal
non means-tested basis for those over 70 in 2002. This was seen by many commentators as
primarily a political move due to the fact it was not in line with current health policy and
funding issues emerged almost immediately. €15 million was the estimated cost of the scheme
when in fact by October 2008 it was costing €243million per year. Coinciding with the
emergency budget that same month, the Minister of Finance announced that means-testing of
medical cards for the over 70s was to be introduced. The reaction by the media, public and
opposition politicians was so strong that changes had to be made to the means-testing system
on five different occasions, including the raising of the income threshold. Despite being
deemed an „unwarranted attack on the elderly‟ by a member of the political party that
introduced it, everyone over 70 in Ireland is now subject to means-testing for their medical
card. (Sara Burke‟s Irish Apartheid, Healthcare Inequality in Ireland 2009)
20

Concluding Summary
Current demographic trends have led to both an increase in the need for care services, and a
decrease in the supply of those services by traditional care providers (mostly women). Until
recently, the relatively low proportion of older people in the Irish population and low levels of
paid employment rates among women have provided the basis for the informal care model in
Ireland. However, changes in family structures, women's increased labour market
participation and population ageing are making this model less sustainable.
According to the 2006 Census nearly 5% of adults (161,000 people) provide care in Ireland
and over half of the population provide care at some point during the lifetime. It is projected
that the demand for carers will increase by 28% in the period from 2006 to 2021, representing
a need for around 200,000 carers by 2021. Most carers are women – almost two-thirds of the
total – and it is estimated that 57% provide up to 14 hours of care per week and over 25%
provide 43 or more hours care per week. Only 37% of cares receive the Carer‟s Allowance,
the main state support for home-based care work. The majority of those in the older age
groups are women, mainly due to the fact that women‟s life expectancy continues to be higher
than mens (although this gap is narrowing). Consequently the primary users of services for the
elderly are women, for example the majority of those in long-term residential care are women.
Eldercare in Ireland is a mixture of both public and private provision and of formal and
informal care, a large proportion of which is provided by private individuals within the home,
linked with some voluntary sector provision and private market-based services. The Irish
system of eldercare relies heavily on unpaid care and most of this care is provided by women.
The need and demand for care services is projected to grow significantly over the coming
decades as the proportion of the older population increases and those who are dependent - or
those with a disability - become a higher proportion of the population.
At local level the most important source of help and support to older people comes from
women within extended family structures, General Medical Practitioners (GPs) and certain
community and voluntary-based services, for example „home helps‟ or „meals-on-wheels‟.
There is little data on the informal care provided by families and communities but all the
research evidence indicates that informal care is central to the health and well-being of older
people in Ireland.
After lengthy legal battles and the lack of a comprehensive programme towards the public
provision or support for residential care, a significant new development was announced
during 2009 - the implementation of the long-awaited „Fair Deal‟ Scheme which is bringing
major changes to the system of financing and supporting public long-term nursing care.
Alongside this new financing system, for the first time a system of establishment and
regulation of the standards of care is being put in place.
Poverty levels are high among older people in Ireland, and this particularly effects women
who make up the majority of the elderly, and are among those on the lowest incomes. The
proportion of older people at risk of poverty (based on 60+ of median) fell from 30% in 2003
to 13.6% in 2006 but rose to 16.6% in 2007. Eurostat data on the risk of poverty among
people aged 65+ across EU27 revealed Ireland at sixth from the bottom of the league at a rate
of 29% - significantly above the EU average of 19%. In relation to income, social welfare
pensions have been significantly increased over the decade to 2008 but this trend has been
negatively affected by the recession since 2008. State pensions and other social transfers are
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particularly important for older people as they account for an estimated 60% of their income
and reduce their „risk of poverty‟ from 88.1% to 20.1%. Low incomes among the older
population are partially offset by non-cash benefits for older people including medical cards
(for the majority),
Research indicates that most older people would prefer to live in their own homes and to have
support services provided in a way that would allow them remain in their own homes and
communities for as long as possible. The provision of higher levels of care and support for
older people, particularly the growing number of those living alone, becomes necessary as
dependency increases with age. This means that community care encompassing personal care
services, nursing and certain health care services, as well as housing and transport services
need to be provided in a manner that meets these needs through a combination of selfcare,
support for formal and informal carers in the family and at community level, as well as
developing a parallel system of residential care.
Serious criticisms of many of the eldercare provisions in Ireland emerge from various
different reports. On the one hand, there is criticism of the lack of adequate support for
carer‟s, the household-based means testing which discriminates against women, and the low
income that creates a situation in which many carers live in poverty. On the other hand, there
is criticism of the lack of a national system to ensure that an acceptable standard of quality of
care is delivered across the country, in all areas urban and rural. But, in conclusion, the most
fundamental criticism of the system of eldercare in Ireland is the lack of statutory entitlements
within a legislative framework that would underpin a rights-based approach to the provision
of critical services and supports at household, community and institutional levels.
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Grid 1. Types of provisions and their usage according to stage of disability.
Type of provision

Brief description

Prevalent
use at
different
stages of
disability:
mild (1),
moderate
(2), severe
(3)

Time related provisions
1. Targeted leaves

Carer’s Leave and Carer’s Benefit :.

Carer’s Leave and Carer’s
Benefit

The Carer‟s Leave Act, 2001, entitles an employee to unpaid leave to
provide full-time care and attention for a dependant. The Act applies
both to direct employees and to those employed through an agency.
The maximum leave entitlement is 65 weeks and the minimum 13
weeks in respect of any one person in need of care. Leave may be
taken in one continuous period or several periods, with the minimum
statutory entitlement being 13 weeks at a time. Those availing of
leave under the Act, if they meet the eligibility criteria, may claim
carer‟s benefit for the 65 week period. The maximum limit of 65
weeks for each person may not be long enough for some carers.
They do have the option to apply for Carer‟s Allowance after the 65
weeks of Carer‟s Benefit has elapsed. However the requirement to
take blocks of leave rather than more flexible leave can also be
unsuitable. Some carers may prefer reduced working hours and a
pro- rata benefit payment, or to take their leave in a pattern that suits
their caring situation. Expansion of Carer‟s Leave and Carer‟s
Benefit to cover more than one carer is also an important
requirement if the model of one person having the main caring
burden is to be replaced by one that embraces a sharing of caring
responsibilities

Prevalent
at all
stages of
disability.

2. General leave schemes

Homemakers Scheme:

Homemaker's Scheme

The Homemaker's scheme, introduced in April 1994, allows for
periods spent providing full-time care to children up to 12 years of
age or an incapacitated person to be taken into account for pension
purposes. It does not provide social welfare payments while
homemaking. This scheme potentially benefits many women who
leave the workforce for periods spent caring and consequently may
have gaps in their insurance records which can affect their
entitlement to a State Pension (Contributory) at age 66.

Prevalent
at all
stages of
disability.

3. Flexible time arrangements

Career Breaks
Public sector workers may take up to five years career break for
educational, care responsibilities or other reasons. Flexi-time
working is also available to public sector workers. This leave may
only be taken with the agreement of the employer. Women account
for the majority of those taking career breaks and mainly for care

Prevalent
at low to
moderate
stages of
disability.
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purposes. When men take career breaks it is primarily for
educational or career development purposes. Public sector
employment is a majority female area of employment (at the lower
and middle levels) reflecting the fact that women can avail of more
flexible working time arrangements.

Cash transfers

1.

Disability
allowances/pensions

State Pension (Contributory)

State Pension (Noncontributory)

State Pension (Transition) from
January 2010:

Private Pensions and
Occupational Pensions

The State Pension (Contributory) is paid at age 66 to those who have
built up eligibility through payment of full-rate social insurance
contributions. It is not means tested but is taxed. Paid employment or
other income may be combined with the Contributory Pension.
Social insurance eligibility is established by paying a specific
number of contributions paid before a certain age and an average
number over the payment years.
The State Pension (Non-Contributory) is paid at age 66 to people in
Ireland who do not qualify for a State Pension (Contributory). It is
means tested and subject to the Habitual Residency Condition which
means that an EU citizen must have lived in Ireland for two years
immediately prior to claiming.

Pensions
are paid to
all that
reach the
age of 65
regardless
of
ability/disa
bility.

The State Pension (Transition) is paid to people aged 65 who have
retired from work and who have built up eligibility through payment
of full-rate social insurance contributions. It is not means tested. Paid
employment cannot be combined with the State Pension (Transition).
Approximately 50% of the population, including 40% of women, are
covered by occupational pensions or private pension schemes.
Occupational pension schemes vary considerably and may be either
„defined benefit‟ or increasingly „defined contribution‟ schemes. The
strongest occupational schemes are in the public sector. Other private
pension schemes are generally private investment pensions, most of
which have been negatively affected by the economic and financial
crisis.
Pension Reform announced 2010
A new Pension System was announced on March 10 2010 including
the introduction of a supplementary pension scheme which
employees not already in a private pension scheme will be
automatically enrolled in once they reach a specific income
threshold. It will provide additional income on retirement and will be
financed by a combination of employee, employer and state
contributions. The State contribution will equal 33% tax relief. A
new reduced pension scheme will be established for entrants to the
public sector after 2010. The State pension will remain as the basis
of the pension system in Ireland and the government has stated that
„every effort will be made by the State to keep the value of this
pension at 35% of average earnings‟. The age at which people
qualify for the State Pension will be increased – to 66 years of age in
2014, 67 in 2021 and 68 in 2028.
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Disability Allowance

Housing adaptation grant.

2.

Ot

Care Allowances

Disability Allowance
Disability Allowance is a weekly allowance paid to people with a
disability who are between 16 and 65 years of age. This is a means
tested allowance, subject to the Habitual Residency Clause, and
applies to those who have had, or are likely to have a serious
disability for at least a year
Housing adaptation grant
is available where changes need to be made to a home to make it
suitable for a person with a physical, sensory or intellectual disability
or mental health difficulty to live in. The grant can assist in making
changes and adaptations to homes, for example, making it
wheelchair-accessible, extensions to create more space, adding a
ground floor bathroom or toilet and stair-lifts. In some cases, the
provision of heating can be included but only under certain
conditions. Limited minor work can be applied for under the
Mobility Aids Grant Scheme and this is means tested.
Carer’s Allowance payment is paid to (mainly women) carers who
meet the requirements of a strict household-based means test. Since
2007, the Carer's Allowance scheme changed to allow more people
who are caring to qualify for payment. Carers who are receiving
certain social welfare payments and are providing full-time care to
another person can now keep their main social welfare payment and
get half-rate Carer‟s Allowance payment. The household-based
means test and the requirement that an applicant is providing fulltime care limits the percentage of carers (27%) who are deemed
eligible. Carers who are providing care to more than one person may
also be entitled to an additional 50% of the maximum rate of Carer's
Allowance. 64% of Carers were in receipt of the full allowance in
December 2008. Over 90% of Carers receiving an allowance are
claiming for one person. The means test for the Carer‟s Allowance
operates on a sliding scale. The maximum rate of Carer‟s Allowance
is paid in the case of a couple with two children where earnings do
not exceed €30,700 per annum and a minimum rate (including other
benefits for carers) is payable where earnings are between this and
€49,200 per annum.
Carer's Benefit is a payment for people who have been in paid
employment, have the required level of social insurance
contributions , have recently left the workforce and are providing
full-time care. Carer's benefit is paid for a maximum of 2 years for
each person being cared for and is paid at a higher rate than Carer‟s
Allowance. This may be claimed as a single continuous period or in
any number of separate periods up to a total of 104 weeks. However,
if you claim Carer's Benefit for less than six consecutive weeks in
any given period you must wait for a further six weeks before you
can claim Carer's Benefit to care for the same person again. If you
are caring for more than one person, you may receive payment for
each care recipient for 104 weeks. This may result in the care periods
overlapping or running concurrently.

This new
pension
initiative is
not related
to
disability.

This is paid
to those
with severe
disability
up to 65
years of
age.
Available to
those with
moderate or
high level
disability.

Mainly paid
in situations
where care
is being
provided to
those with
moderate or
high level
disability.

Employment of a Carer Tax Allowance is a specific tax allowance
is for the employment of a carer which was introduced in 2002 and
can be claimed at the marginal tax rate. Take up has been low.
Care sharing was introduced in 2005 and provides for two carers
who are providing care on a part-time basis for the same person to be
accommodated on the carer's allowance scheme.
The Respite Care Grant is an annual payment for full-time carers

Mainly paid
in situations
where care
is being
provided to
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who look after certain people in need of full-time.The payment is not
means tested and carers can use the grant in whatever way they wish.
A Respite Care Grant of €1,700 (June 2010) is paid once each year,
usually in June. It is not taxable.
Those in receipt of Carer's Allowance or Carer's Benefit may be able
to get social insurance credits for the period spent caring. These
credits are awarded after the allowance/benefit ends. To qualify for
these credits, the carer must have made a paid social insurance
contribution in the two years before starting to receive the payment.
Those on Carer's Benefit are generally likely to qualify for social
insurance credits but many other carers may not. For example, many
women who have spent extended periods outside paid employment
for childcare and other caring reasons often do not satisfy the social
insurance requirement.
The Home Carer Tax Credit was introduced in 2000 and is a tax
allowance paid to the earning spouse in relation to a spouse who is a
full-time carer for a dependent in the home. This payment is also
available to stay at home parents and there is no breakdown of the
numbers of claimants who are carers as opposed to parents..
3.

those with
moderate or
high level
disability.

Mainly paid
in situations
where care
is being
provided to
those with
moderate or
high level
disability.

Vouchers

Free Travel : Free Travel is available to people aged 66 or over
resident in the State and to people aged under 66 in receipt of certain
disability-type social welfare payments or carer's allowance. It
allows a person to avail of public transport, and a large number of
private bus and ferry services, free of charge.
Free Travel Companion Pass : Certain incapacitated people can get
a free travel companion pass if they are assessed as unfit to travel
alone. This type of pass allows any one person, aged 16 or over, to
accompany a qualified person when traveling.
Cross-Border All Ireland Free Travel : Holders of a Free Travel
Pass from the Department of Social and Family Affairs or a
smartpass from the Department for Regional Development in
Northern Ireland may make cross-border journeys free of charge
between the Republic of Ireland and Northern Ireland. Free travel
pass holders aged 66 or over may travel for free on public transport
within Northern Ireland. Similarly, smartpass holders aged 65 or
over may travel for free on participating services in the Republic of
Ireland.
Household Benefits Package : The Household Benefits Package is
made up of three allowances, the Electricity or Gas Allowance, the
Telephone Allowance which now may be paid in respect of either a
landline or a mobile phone and the Free Television Licence. These
allowances provide contributions to electricity or natural gas or
bottled gas refill bill and telephone bill and cover the cost of
aTelevision Licence each year. The allowances are applied directly tt
the relevant bills. The package is available to people aged over 70
who are resident in the State and to people under age 70 in certain
circumstances. Only one person in a household can qualify for the
package at any time

Mainly paid
in situations
where care
is being
provided to
those with
moderate or
high level
disability.

Payment
not related
to disability
level.

Payment
not related
to disability
level.

Payment
not related
to disability
level.
Payment
not related
to disability
level.
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Payment
not related
to disability
level.
Services, including
Home care
1. Basic home care (cooking,
meals on wheels, cleaning,
bathing, minding, remote
assistance)
2. Home nursing
3. Paramedical and medical care
(chiropodist, physiotherapist,
mental therapist etc.)
4. Respite care
Other

Home Help
Home helps assist people with normal household tasks although they
may also help with personal care. A home help is normally required
to do light cleaning, some shopping, cooking and laundry but it
depends on your individual needs. If you get a home help, you may
have to make a contribution towards the cost, even if you hold a
medical card.
Meals Services
Meals services are generally provided by a mixture of voluntary and
statutory bodies. The ways in which these are provided vary from
area to area. Access to meals services is generally by referral. You
may be asked to contribute towards the cost of meals services.
Eligibility conditions vary from area to area.

Prevalent
use with
those with
moderate
disability.

Transport
Transport services are provided by the HSE on a varying basis
throughout the country. These services include access to day
hospitals and day centres and access to outpatient departments and
other hospital services

Prevalent
use with
those with
moderate
disability.

Public Health Nurses
Public health nurses supply many basic nursing and medical needs
and a number of special services are provided in some community
care areas. These include night nursing, day nursing, weekend
nursing and twilight nursing. The services provided by the public
health nurses vary from area to area.
Medical Care
Medical care is provided through GP‟s and Public Health Nurses.
Medical cards are provided for those on a low income threshold
however these are means-tested even for the elderly. These will
assist with the financial cost of medication and GP visits.
Semi-residential care
1. Outpatient clinics
2. Day-centres
3. Community social services
Other

Prevalent
use with
those with
moderate
disability.

Outpatient Clinics
Outpatient clinics are provided mostly in a hospital setting.

Day Centres
Day centres include centres that provide day activities such as
recreational, sport and leisure facilities and specialised clinic
facilities that provide a combination of medical and vocational
rehabilitation services. Day centres are provided on a variable basis
throughout the country, some being funded by the Health Service
Prevalent use with those with moderate or high disability.
Executive (HSE) and others funded by voluntary organisations. Day
centres providing medical care are less widely available and are
funded by the HSE. Access to day centres is by referral and the
eligibility conditions vary from area to area with means tests
applying in some cases.
Community care services
Community care services can include the public health nursing
service, home help service, physiotherapy, occupational therapy,

Prevalent
use with
those with
moderate
or high
disability.
Used at all
levels of
disability.

Used for
low to
moderate
levels of
disability.
Prevalent
use with
those with
moderate
or high
disability.

Used for
low to
moderate
levels of
disability
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chiropody service, day care and respite care service. The rules about
which community care services must be provided, differ in
accordance with the different services. In some cases, the Health
Service Executive (HSE) is obliged to provide services while, in
others, the HSE has discretion about whether to make the service
available or not.
Respite Care
Respite care or temporary care may be based in the community or in
an institution. In practice, respite care is provided to a varying degree
at a number of locations around the country – in some cases by HSE
and in others by voluntary organisations.

Residential care
1. Nursing home
2. Sheltered homes or
flats/residential houses
Other

Residential Care
Residential Care in Ireland is a mix of public, voluntary and private
units, the majority favouring private institutions. These are then partfunded under the NHSS. Eligibility for publicly provided care is
based on an assessment of dependency and on means. Dependency is
assessed by reference to need for help with activities of daily living,
available social support, medical condition, housing conditions,
number of people in the household, ability of the household
members (if any) to provide care, extent of support from the
community and the services already being received.

Prevalent
use with
those with
moderate
or high
disability.

Mainly
used by
those with
moderate
to high
levels of
disability

Grid 2. Source of care for the elderly
Source of care services
Home care
(% share)

Institutional care
(% share) Longterm stay
Family and/or friends
90%
(not applicable)
Not-for-profit organizations
11%
Public authorities
7%
40%
Private carers / for profit firms
46%
Note: This grid asks about actual providers of care, i.e. those who deliver the care; if the percentage share is not
available, please, give rough estimates or simply describe the prevalent combination.

Grid 3. Coverage rates* (breakdown by gender if possible)
Age group
Home care
Semi-residential care

Residential care

65+
93%
75+
89%
Note: *% share of elderly cared for in the age group.

Grid 4. User fee for different services (moderate level of disability)
Type of services

User fee, Euro
(specify also year if not the current figure)

Publicly subsidized
nursing home or equivalent residential
€3000 - €4,500 per month (estimate)
care (specify)
Home care package if publicly provided €2000 per month (estimate)
(about 3 hours daily)
Note: *If average is not available, please give the range.
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Grid 5. Gender of (paid) care workers*
Share of women in
Type of care worker**

Home care

Nursing home care

Basic care worker (no or little formal qualifications
Overwhelming
Overwhelming
required)
majority of women
majority of women
Nurse
Note: * If figures are not available, describe prevalent gender composition, e.g. overwhelming majority of
women.
** In commenting the grid please, highlight any significant difference according to type of employers (public,
private firm, family).

Grid 6. Pay for care workers, by skill level (please, breakdown by gender if available)
Type of care worker*

Average salary per hour or month, Euro
(specify hourly/monthly, and consider full-timers for
monthly data; please, also specify year )
Home care
Nursing home care

Basic care worker (no or little formal
€12.00 per hour
€14.00 per hour
qualifications required)
Nurse
€25.00 per hour
€15.00 per hour
Note: * Please, specify the type of employer (public, private firm, family).
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Table

2008 Summary of Results by Bed Type
Long-stay

Limited-stay

All Beds

Number of Beds
Reported

22,967

2,242

25,209

% Female

67.1%

60.9%

66.6%

% Age 80 and over

68.3%

54.8%

67.3%

% Men Aged 80 and
Over

54.7%

45.2%

53.9%

% Women Aged 80
and Over

75.0%

60.9%

74.0%

% High or Maximum
Dependency

68.7%

41.7%

66.6%
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Figure 1. Coverage rates for publicly subsidized care
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Source: Marin et al. (2009: Table 1, p.53, our elaboration)

Figure 2. User fee for institutional care, in percentage of the APW net wage (2007)

Source: Huber et al. (2009: Figure 7.14, p. 121)
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Figure 3. Subjective estimate of professional home care affordability

Source: Eurobarometer (2007)

Figure 4. Subjective estimate of the nursing home care affordability

Source: Eurobarometer (2007)

33

Figure 5. Stigma against nursing homes

Source: Eurobarometer (2007)
Table 1. Share of female carers
Country
AT
BE
BG
CY
CZ
DE
DK
EE
ES
FI
FR
GR
HU
IE
IT
LT
LU
LV
NL
NO
PL
PT
RO
SE
SI
SK
UK

Share of female cares among <50, %
63.65
58.33
58.95
65.62
57.71
62.06
64.71
51.65
64.24
60.84
65.45
59.50
61.56
62.60
64.64
64.38
69.39
66.15
64.66
71.01
58.93
72.95
56.99
63.28
60.86
60.33
67.29

Share of female cares 50+, %
59.05
61.86
57.25
56.77
56.54
65.14
70.83
64.02
66.10
59.03
62.29
65.70
60.24
66.75
61.19
79.69
73.75
67.11
60.29
61.17
59.93
75.35
59.67
63.07
59.75
57.40
61.66

Source: LFS 2005 ad hoc module, our calculations
34

