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“O! fate to give my bosom peace 

Unsettl’d as I roam 

To bid my restless wanderings cease 

& fix me in a home”

This poem, Home by John Clare, aptly expresses the fundamental desire of people to feel a sense of belonging 

and to have a place to call home.  A place to rest, recover and reminisce; a place to feel safe and secure.

Most commonly, that place takes the form of a bricks and mortar house.  Ireland has undergone significant 

economic and social development over the past two decades, but sadly the need for an adequate housing 

supply has not been met.  We are all familiar with the ongoing housing crisis in this country.

Yet another, perhaps less familiar, crisis in the idea of the home exists in Ireland, and that is in providing care 

for vulnerable people in their own homes.  At time of writing, over 7,000 older people who are currently 

assessed by the health services as in need of home care are waiting – for an unspecified length of time – 

to receive this service.

How we care for the most vulnerable, and indeed the value we attach to their right to be cared for in their 

own home, says a lot about what we value as local communities and as a society.  Home and Community 

Care Ireland (HCCI) believes that this right should be made the law of the land.  Our research echoes this – 

71% of older people said that the ability to stay in their own home in later life meant that they maintain their 

independence.

What makes communities thrive is the bonds that tie people who live near each other – the bonds that build 

between people who have decided to call that place home. Couples settle down, families grow, people age 

and the cycle of life continues.  To deny individuals the freedom to stay in their own homes is also to deny 

communities of individuals that have contributed, and can continue to contribute, so much to their locality.

Our own research supports this.  In their own communities, people over 65 ranked talking with their 

neighbours (62%) – that is, interacting with other members of their own community – as the most important 

aspect of their experience in the local area.  In their own lives, people value their family (78% of those polled) 

and their health (50%) more than any other factor.  

In my role as Chief Executive of HCCI, I have the good fortune to meet a variety of people – carers, people 

receiving home care, families, business-owners, politicians and civil servants, among others.  It often surprises 

many of these individuals to learn that home care is not legislated for at all in Ireland, nor is there any statutory 

regulation of home care.

In this report, HCCI sets out some of our thoughts on the key questions that face the Government, and future 

Governments, in the establishment of a regulated statutory scheme for home care, which is due in 2021.  

This report is not exhaustive, but it aims to address many of the key issues.  Specifically, we set out to explore, 

and provide recommendations, in answer to five key questions.



Providing more citizens the freedom to live at home.6

Question 1: What should a statutory home care scheme look like?

At HCCI, we think the Government should ultimately aim to adopt a broad definition of home care, as set out 

in the Sláintecare report.  However, initially it may be more realistic to have a narrower definition along the lines 

of the current model.  This approach should not impede a commitment toward a universal definition and any 

definition should be supported – for the first time in Irish home care – by a clear set of maximum waiting times.

Question 2: How would this scheme be funded?

HCCI sees few alternatives to a means-tested model.  Ireland’s demographics, and the increasing cost of health care 

that will result, mean that it would be unrealistic to propose that the scheme be funded through general taxation 

alone.  However, funds for home care should, in our view, be ring-fenced and set out in multi-annual budgets. 

The current practice of providing for health care, and therefore home care, through annual budgets does not provide 

enough stability and certainty.

HCCI’s recent polling reveals that, on average, people are willing to contribute 20% of the cost of home care from their 

own means.  Whilst the details need to be worked on, this provides a useful point to frame the level of contributions 

needed to fund a sustainable system.

Question 3:  What implications will a statutory home care scheme have in terms of demand, 

costs and for the workforce?

Our conservative estimates project that the scheme, when it enters operation in 2021, will require an increase 

from the current 18.2M hours home care worker hours per annum to 25.1M home care worker hours per annum.  

This will require an increase in funding from €446M per year to €753M per year.  Again, this is the low end of 

projections and likely the new scheme will require additional hours and funding over these amounts.

To meet this demand, and against a backdrop of an acute labour shortage in the sector, an additional 7,000 home 

care workers will be required.  Government and the HSE must now begin working with stakeholders to develop a 

credible recruitment and training programme, in order to deliver the resources required just two years from today.  

This will be challenging and given the pressure the system is and will be under, at HCCI we take the pragmatic view 

that outsourcing home care is more cost-effective than the HSE’s own service.  The available evidence supports 

this statement.  Therefore, in an environment where the public can be assured that home care is regulated by an 

independent body, there should be no obstacle to increasing the amount of home care that is outsourced in order 

to make available funding go further.  Currently, around 50% of home care nationwide is outsourced to private and 

non-profit organisations.  

Question 4: How would this scheme be regulated? 

In regulating the new home care scheme, HCCI recommends that a service model is adopted.  It is simply too intrusive 

to introduce regulation that requires visiting every recipient of home care.  That said, some mechanism needs to be 

put in place to facilitate home visits to assure all concerned that the regulatory system is robust.  

We also recommend that the English Care Quality Commission’s rating system be introduced.  This would assign 

every home care provider – including the HSE’s own service – a clear rating that the public can use to inform their 

home care decisions. 

Question 5: What is the role of technology in home care?

Despite Ireland’s place as a leader in attracting multinational technology companies, there is a relative paucity 

of innovation in home care (with several notable exceptions).  We therefore recommend that Government adopts  

a national strategy to provide a framework for innovation within the sector, supported by funding through schemes 

such as the Sláintecare Integration Fund.

The private sector has led the way in technology innovation in home care, with much more modern systems for 

rostering, training and handling finances, than the public sector.  One of the main impediments to further change 
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is the out-dated public sector approach.  An innovation framework should allow more flexibility for experimentation 

within a set of clear guidelines.

Our intention with this report is to help frame a discussion around some of the big questions facing Government,  

and the Opposition and the wider body politic as it seeks to legislate for the new home care scheme.  It is encouraging  

to see Government continuing to make clear its firm commitment to introducing the new scheme by the target date 

of 2021 and HCCI notes the efforts of Minister Jim Daly in this regard.

We hope that the new home care scheme will be developed in close consultation with all the relevant stakeholders.  

It should be based on evidence, and the insight and lived experience of those in receipt of home care and those who 

provide it.  The scheme needs to be fully funded and be delivered on time.  We recognise the challenges and we 

remain available to discuss potential solutions.

An effective home care scheme will give more vulnerable people in Ireland the freedom to live in their own home,  

and in their own communities.  This is the right thing to do, not just for people who need home care, but for our 

society. If Ireland’s communities are to grow as vibrant and diverse places to live, home care must be at the centre.   

 

Joseph Musgrave

Chief Executive, 

Home and Community Care Ireland



THE 
SHORT 
VERSION
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HCCI – WHO WE ARE, WHERE WE ARE AND WHAT WE DO
 Home and Community Care Ireland (HCCI) is the representative 

organisation for companies that provide a managed home care 

service in Ireland.  HCCI unites members who directly care for 

thousands of older and vulnerable people in their homes. 

 HCCI was formed in 2012.  We have over 70 members who 

directly employ 14,000 carers and care for over 21,000 clients. 

 We advocate for the highest standard of regulated home 

care services to be made available to all on a statutory basis, 

enabling as many people as possible to remain independent 

within their homes and communities.

 All our members adhere to our constitution, code of conduct 

and standards.  These standards are based on international best 

practice and are in addition to any HSE requirements a member 

is obliged to adhere to. HCCI members are regularly audited by 

an independent inspector to ensure compliance.

HCCI provides a central hub of information and support to 

member companies which includes access to information, peer to peer support, advocacy and approved partners.  

HCCI also provides information to members of the public looking for more information in sourcing home care services.

At present, all our members are commercial companies although membership is open to any organisation that 

provides a managed home care service, private or non-profit.
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OUR METHODS
This report was prompted by the ongoing work of the Department of Health to introduce a statutory scheme 

for home care by 2021. At the time of writing, there is significant uncertainty about what the statutory scheme 

will look like and how it will operate.

Our research has been driven by five overarching questions:

 1. What should a statutory home care scheme look like?

 2. How should home care be funded?

 3. What are the potential implications of a statutory entitlement for home care regarding:

   a. Demand

   b. Costs

   c. Workforce Capacity

 4. How should the provision of a statutory home care scheme be regulated?

 5. What role, if any, should technology play in the future of home care delivery?

  

In collating information to answer the questions above, HCCI has taken a mixed-methods approach by incorporating 

quantitative and qualitative methodologies, underpinned by an extensive literature review. 

Constraints on resources and time meant the literature review was, by necessity, not exhaustive. The literature review 

included peer-reviewed journal articles; government policies, strategy documents and reports; stakeholder position 

papers; submissions to government consultations and research. 

The literature review was supplemented by quantitative methodologies.  This included secondary analysis of publicly 

available primary data (sourced mainly from the HSE and OECD), and the HCCI’s own collection of primary data 

through its first ever 2019 Annual Curám Baile Survey. 

The Annual Curám Baile Survey provides primary data relating to the size of the workforce across all HCCI member 

organisations, as well as the number of recipients and home care hours being serviced by HCCI members both public 

and private.  To this extent, the Annual Curám Baile Survey provides an additional source of information to that of the 

HSE regarding the minimum amount of publicly financed home care being delivered by contracted private providers, 

as well as much needed primary data demonstrating the minimum size of the private home care sector. 

Qualitative methods included the administration and analysis of a web-based questionnaire to a sample of HCCI 

members. A number of relevant expert stakeholders were also engaged in face-to-face meetings.  Both the 

questionnaire and meetings were intended to gain feedback on the main challenges, issues and opportunities 

from a variety of different perspectives facing the home care sector today and into the future. To supplement 

these sources, HCCI also commissioned iReach Insights to carry out an online survey of a nationally representative 

sample of the adult population across Ireland, to gain insights into the general public’s views on what they value 

in their communities and ageing within their own homes .
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THE PRESENT SITUATION

  Most people prefer to receive care in their own 

homes and research shows home care to be a 

relatively cheap health and social care intervention 

with many positive benefits. 

  Demographic changes are placing, and will 

continue to place, huge pressures on the health 

system. Internationally, one of the key responses 

to this has been to re-orient care towards greater 

primary, community and home care. 

  For many years in Ireland, government policy 

has favoured using home care to help people 

age at home. Government action has not always 

supported policy, however.

  There is a large public home care sector and a 

smaller private sector. Public home care is delivered 

through a mix of the HSE, private providers and 

voluntary organisations contracted with the HSE.

  Home care usually involves help with domestic 

duties, personal care and can include therapies 

and other supports to preserve people’s freedom 

to age at home.

  At present, access to public home care is based 

on need and the availability of resources, rather 

than ability to pay. 

 

SECTION OVERVIEW

WHY HAVE HOME CARE IN THE FIRST PLACE?

Most people with health and care needs prefer to receive it in the comfort and familiarity of their own home.1  

Home care is, at the most basic level, about supporting people in need of care to stay at home and maintain their 

independence for as long as possible.  Home care has many benefits which are well-supported by research.  Home care 

is cost-effective, improves health outcomes and quality of life, reduces hospital stays2 and, most importantly, supports 

many to lead an independent life in dignity in their home for as long as possible.3  Formal home care can also be used 

to supplement and sustain the care provided by informal carers.4 

Table 1: Average Cost to HSE, by Care Type and Per Person, 20195 

Average Cost 
Per Person

Home Support 
Services

Acute Care 
(Inpatient) Bed

DAILY €30 €845

WEEKLY €195 €4,820

YEARLY €10,140 €250,640

The ‘Ageing’ Boom

Most home care is unpaid and provided informally by family and friends.  However, the share of care provided by the 

formal, paid, professional care sector in Ireland has grown in recent decades.  The demand has been, and will be, driven 

primarily by demographic changes and a declining pool of informal caregivers.6 

1 (Donnelly, O’Brien, Begley, & Brennan, 2016).
2  (Romagnoli, Handler, & Hochheiser, 2013; Boland, et al., 2017; Han, Kim, Storfjell, & Kim, 2013; Hughes, et al., 1997; Landi, et al., 1999; O’Shea & 

Monaghan, 2016; Tomita, Yoshimura, & Ikegami, 2010; Department of Health and Children, 2009).
3 (Donnelly, O’Brien, Begley, & Brennan, 2016).
4 (Timoney, 2018; O’Sullivan, 2019).
5  Daily home support service cost is equivalent to 1 hour of care (see Text Box on pg.51 for more info on the hourly cost of home care).  Weekly 

and Yearly home support service costs based on receiving an average of 6.5 hours of home care per week.  Acute Care (inpatient) Bed estimates 
are based on the Healthcare Pricing Office’s inpatient base price (€4,820) for 2019 (Healthcare Pricing Office, 2019), with ‘Daily’ cost based on 
inpatient base price divided by average length of hospital stay (5.7 days). The cost of supplying an acute care (inpatient) bed can vary significantly 
but tends to rise with illness complexity and age (Smyth, et al., 2017).

6 (Colombo, Llena-Nozal, Mercier, & Tjadens, 2011; Timoney, 2018).
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Ireland’s population is rapidly growing, living longer and becoming older.  This is a wonderful achievement and a 

positive demonstration of Ireland’s medical and social progress.  It will also be one of societies greatest challenges if 

people are not adequately supported to lead healthy, active, independent lives for as long as possible.7 

The population in Ireland has grown by 30% to almost 5 million people in the last twenty years.  Moderate projections 

predict a 16% increase in the total population over the next twenty years, with a 75% increase in the number of people 

aged 65 and over, and a 130% increase in those aged 80 and over (see Graph 1).8  In 1999, roughly 1-in-10 people were 

aged 65 or over. By 2039 it will be 1-in-5 (see Graph 2). 

Most older persons in Ireland report their health as good or very good.9  At the same time, as people age their 

health needs tend to become more chronic and complex.10  A larger older population will inevitably increase demand 

for health services – especially home care.11  In 2011, for example, 47,000 people were estimated to be affected by 

dementia. By 2041, projections suggest this could be as high as 132,000 people.12

Graph 1: Population Growth (1999-2018) and Projections (2019-2039) in Ireland13

7 (World Health Organisation, 2002).
8 (CSO, 2019).
9 (Department of Health, 2018a).
10 (World Health Organisation, 2017).
11 (Committee on the Future of Healthcare, 2017).
12 (Pierce, Cahill, & O’Shea, 2014).
13  CSO Statbank: https://www.cso.ie/px/pxeirestat/Statire/SelectVarVal/Define.asp?maintable=PEA11&PLanguage=0. Population growth figures for 

the years 2019-2039 are estimates based on the CSO’s M2F2 population projection scenario which estimates a moderate year-on-year growth 
rate. The M2F2 scenario has been chosen for comparability with other reports cited later in this document which also base their projections on an 
M2F2 growth rate scenario.

https://www.cso.ie/px/pxeirestat/Statire/SelectVarVal/Define.asp?maintable=PEA11&PLanguage=0
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Graph 2: Population Composition Changes (1999-2018) and Projections (2019-2039) in Ireland14
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As populations age, the elderly dependency ratio will increase,15 and most likely exacerbate the already declining 

(and ageing) number of people who will be able and willing to provide informal care.  This also throws up some 

serious implications for the formal home care sector.  Demand for formal home care will likely increase further 

if fewer informal carers are available, though the ability to respond on the supply side and recruit professional 

carers could also be compromised by a shrinking proportion of people of working age. 

Table 2: Dependency Ratio in Ireland, 2018 and Projected to 203816

% CHANGE

Age Group 2018 (e.) 2023 2028 2033 2038 2018-2038

0-14 31.8 29.8 26.2 24.3 23.8 -25.0

65 and over 21.2 23.9 26.6 29.6 33.3 57.0

All ages 53.0 53.7 52.8 53.9 57.1 7.8

 

This issue is not unique to Ireland and will be faced by virtually all developed economies over the coming decades.17

A Global Shift Towards Greater Home Care 

Demographic pressures, the effectiveness of home care, and preferences for receiving care in the home, 

have seen home care become an increasingly prominent feature of healthcare systems around the world.  

Many systems, including Ireland, are in a state of reform by shifting the balance of care from acute settings 

to primary and community settings.  The trends suggest that the delivery of home care similarly tends to evolve 

along with broader healthcare reform.18

14 Again, projections from 2019-2039 are based on the CSO’s M2F2 scenario estimates.
15 Dependency ratio refers to the number of people aged 0-14 years and 65 years or over as a percentage of those aged 15-64 years.x
16 (Department of Health, 2018a, p. 13).
17 (Colombo, Llena-Nozal, Mercier, & Tjadens, 2011).
18 (PA Consulting Group, 2009).
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Table 3: Evolution of Home Care Through Healthcare Reform19

Early Stage Reform Stage Mature Stage

Objectives of 
Home Care

Reduce Reliance 
on Acute Care

Maintain Elderly at Home
Broad Maintenance 

and Preventative Role

Funding and 
Administration

Managed by 
Health Service

Managed by Health Service 
with Significant Involvement 

(e.g. local councils)

Cross-Departmental and 
Multi-Agency Working

Referral
Referral Mainly 

from Acute Care
Referral Mainly 

from Primary Care
Self-Referral Supported

Access and 
Entitlements

Targeted at Most Critical Wide Access, Preventative Consumer Choice

Home Care 
Market

Limited Independent 
Sector Role

Cottage Industry, High Turnover
Consolidated, 

Fewer Providers

Range of 
Services Included

Limited, Targeted at High 
Volume Reasons for 
Avoiding Acute Stays

Broader Range of Services 
Shaped by Consumer Feedback 

and Preventative Role

Menu of Services Agreed 
Between Providers and 

Consumer

 

Table 3 shows that in the early stages home care is generally motivated by a need to reduce pressure on more costly 

acute or residential care, but over time develops to take on broader reablement and prevention objectives.  Home care 

delivery tends to evolve towards greater self-directed care driven by care recipient choice and empowerment, while 

market growth and consolidation help to provide the capacity to meet demand and the preferences of care recipients.20  

As will be seen, home care in Ireland is very slowly following these global trends, but with great progress to be made 

in many areas.  

HOME CARE IN IRELAND

Policy & Preference

Home care in Ireland has generally received broad support.  At a national level there has been a clear policy preference 

for home care since at least the late 1960’s,21 which has continued through to the present-day in policies and strategies 

aimed to support older people to age at home.  This can be seen in The Carer’s Strategy, Positive Ageing Strategy, 

the National Dementia Strategy, and Integrated Care Program for Older People, among others.  This is in line with 

recommendations internationally,22 which advocate for older people being supported to remain at home as long as 

possible and to avoid the more expensive choice of institutional care. 

However, government action has not always been in line with this ‘policy preference’ – there is no national policy 

specific to home care; a statutory framework for nursing home care was introduced in 2009 but has been consistently 

delayed over the years for home care; funding levels are significantly below what is needed to meet demand; and 

utilisation rates for home care have been steadily declining since their peak a decade ago – leading some to question 

the state’s commitment to fully supporting home care.

Funders & Providers

Home care can be funded publicly through the HSE, privately by individuals and families, or a mixture of both (e.g. 

where an individual sources additional privately funded home care on top of any HSE-funded home care they may 

19 (PA Consulting Group, 2009, p. 7).
20 (PA Consulting Group, 2009).
21 (Government of Ireland, 1968).
22 (United Nations, 1991; World Health Organisation, 2002; World Health Organisation, 2017).
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be receiving). Publicly funded home care can be provided by the HSE, through private companies or voluntary 

organisations who have been awarded contracts following a tender process.23 

Where people choose to purchase home care from private providers, tax relief is available in some circumstances.24 

It is likely though that tax relief is under-utilised as many people are either unaware  of its availability, find the process 

of claiming the tax relief too complicated or the eligibility criteria to be too strict.25 

It is estimated that home care hours purchased privately have increased as a proportion of the services delivered by 

the home care sector in recent years and there is evidence that the care provided through the private sector is more 

flexible in meeting patient demands.26 Publicly-funded home care is usually subject to greater resource constraints 

and longer waiting lists than private home care.27 

Home care is one of several supports that are available for older people. Other forms of community-based care can 

supplement home care services (where available),28 such as the NHSS, housing adaptation and mobility aid grants, 

respite care, day care, meals-on-wheels, and social welfare supports for carers.

Table 4: Structure of Home Care Provision29

TYPE OF HOME CARE DESCRIPTION

Informal

Family/friend caregiver - 
Unpaid

The bulk of home care is provided by family members / friends mostly in an unpaid 
capacity.  Informal care is viewed as critical in providing hands-on care and taking a role 
in managing / co-ordinating with formal care providers.

Formal (Professional) Home Care

Health Service Executive 
(HSE) Arranged by the 
HSE and provided by 
HSE or under contract 
by voluntary or private 
providers.

Home Support Service (HSS) – consists of the HSE’s Home Help Service (HHS) and 
Home Care Package (HCP) Scheme.30 The support received should be based solely 
on the needs of the individual31 though in reality the availability of resources also 
determines support.
Home Help Service: provides help with housework, shopping, or sometimes may 
provide more personal care such as assistance with dressing, bathing etc.32

Home Care Packages: aimed at individuals with medium-to-high needs, HCPs provide 
additional home help services above the average local level and include a more flexible 
range of community services. May include extra home help, nursing, physiotherapy, 
occupational therapy, speech & language therapy, day care services, respite care, etc.33 

Intensive Home Care Packages (IHCPs) – provide a more intensive range 
of the same services that were available under the HCP scheme – though they 
are far fewer in number.

Private
Usually paid for by 
individuals or families.

Paid for by individuals / families – care provided by agencies or individuals. 
Approximately one in five carers providing this type of care are not attached to an 
agency.34 The particular services available can vary between providers but services 
available on the market include personal care, household assistance, overnight care, 
convalescent care, dementia care, respite care and end-of-life care.

23 (Timoney, 2018).
24  See the Citizen’s Information Website for more info: https://www.citizensinformation.ie/en/money_and_tax/tax/tax_credits_and_reliefs_for_

people_with_disabilities/tax_relief_for_employing_a_home_carer.html 
25 (The Institute of Public Health in Ireland, 2018).
26 (Wren, et al., 2017).
27 (Timoney, 2018).
28 (Timoney, 2018).
29 (Timoney, 2018), unless where otherwise stated.
30  In 2018 the HSE merged together the funding streams and application process for the Home Help Service and Home Care Package Scheme, 

unifying both under the name of Home Support Service for Older People (Health Service Executive, 2017a).
31 (Health Service Executive, 2018b).
32 Provided by home helps and does not include any nursing care (IGEES, 2018, p. 11).
33 (Department of Health, 2017).
34 (Timoney, 2018).

https://www.citizensinformation.ie/en/money_and_tax/tax/tax_credits_and_reliefs_for_people_with_disabilities/tax_relief_for_employing_a_home_carer.html
https://www.citizensinformation.ie/en/money_and_tax/tax/tax_credits_and_reliefs_for_people_with_disabilities/tax_relief_for_employing_a_home_carer.html
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Eligibility & Activity

Eligibility to all public health services in Ireland is firstly based on ‘ordinary residency’.35 Following this it is then based 

on the needs of the individual and the availability of resources, rather than ability to pay.36 Anyone aged 65 years and 

over who thinks they may be in need of home supports can apply (exceptions are sometimes made for people younger 

than 65 on the basis of need), and the individual’s eligibility will then be determined by a needs assessment carried out 

by a health professional.37

The HSE’s primary care needs assessment tool, known as the Common Summary Assessment Report (CSAR), 

considers a number of different factors when assessing need, including the individuals ability to carry out activities 

of daily living (ADLs),38 the current supports (formal and informal) being received, and the wishes and preferences 

of the individual.

The HSE’s National Service Plan 2019 states that resources should be prioritised for individuals requiring discharge 

from acute hospitals.39

Public Home Care

€446m has been provided for publicly funded home care in 2019.40 This compares with an acute hospital care budget 

of €5.2bn.41 It is expected that 18.2m home care hours will be provided to 53,417 people. 

The HSE have estimated a service mix in public home care provision of roughly 50% of home care services being 

provided directly by the HSE, 30% being provided by contracted private providers and 20% being provided by 

contracted voluntary organisations.42 

The HSE have also reported directly employing approximately 6,300 home support staff as of May 2018.43 

Private Home Care

Traditionally, it has been difficult to estimate the size of the private home care sector in Ireland. Home care is not 

regulated and there has been little attempt to collect official data on the private home care sector. The Economic 

and Social Research Institute (ESRI) estimated that roughly one-quarter of all home help recipients in 2015 used 

private home help, though due to data limitations the ESRI have advised caution in interpreting this figure.44 

35  “A person living in Ireland for at least one year is considered by the HSE to be ‘ordinarily resident’. People who have not been resident in Ireland 
for at least one year must satisfy the HSE that it is their intention to remain for a minimum of one year in order to be eligible for health services” 
(Health Service Executive, 2019).

36 (Timoney, 2018).
37 (Health Service Executive, 2019).
38  ADLs generally refer to basic self-care tasks such as grooming, dressing, bathing, toileting, eating, etc. Instrumental Activities of Daily Living 

(IADLs) are generally considered to include more complex self-care tasks such as preparing light meals, housekeeping, shopping, transportation, 
etc. (Han, Kim, Storfjell, & Kim, 2013). 

39 (Health Service Executive, 2018a).
40  Response to PQ by Jim Daly, Minister of State at the Department of Health with Special Responsibility for Mental Health 

and Older People, on 17th January 2019 (available at: https://www.oireachtas.ie/en/debates/question/2019-01-17/173/?highlight%5B0%5D=home&
highlight%5B1%5D=care).

41 (Health Service Executive, 2018a).
42 (Healy, 2018, p. 13).
43 (Healy, 2018, p. 13).
44 (Wren, et al., 2017, pp. 241-243).

https://www.oireachtas.ie/en/debates/question/2019-01-17/173/?highlight%5B0%5D=home&highlight%5B1%5D=care
https://www.oireachtas.ie/en/debates/question/2019-01-17/173/?highlight%5B0%5D=home&highlight%5B1%5D=care


Providing more citizens the freedom to live at home.20

In 2019, HCCI conducted its first ever Annual Curám Baile Survey of its members. The first survey of its kind in Ireland, 

the results showed that: 

   HCCI members directly employ 14,000 home care workers

   HCCI members currently care for over 21,000 clients in Ireland:

        13,000 of these clients are funded by the State and are provided over 5.15m home 
care hours annually.

        8,000 of these clients fund their care privately, with the vast majority receiving no assistance 
from the State and are provided with over 2.3m home care hours annually.45

The first ever Annual Curám Baile Survey is a major step towards providing reliable information on the private home 

care sector in Ireland and it is hoped, that as HCCI’s membership grows, future surveys will provide an increasingly 

comprehensive and accurate dataset.    

45 This includes individuals who purchase private home care in addition to receiving publicly funded home care.
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THE PROBLEMS

SECTION OVERVIEW

  The home care system in Ireland is struggling 

on many fronts.

  Currently, public home care is a ‘discretionary’ service 

provided by the HSE, meaning there is no entitlement 

to services.  As a result, home care is consistently 

underfunded.  Access and quality of care varies greatly 

depending on where a person lives, affecting those 

in hospital as well as in the community.

  There is no independent regulation of home care 

to ensure all providers meet the highest quality and 

standards of care.  The HSE introduced minimum 

standards of care as part of the 2018 tender, which is 

welcome.  However, as a home care provider, the HSE 

is not independent and concerns remain about its 

capacity to audit services. 

  When delivering home care, the HSE has 3 options: 

direct delivery, client-choice of tendered provider, 

or selection of tendered providers through 

an irrational model called ‘fastest-responder first’. 

  Client-choice should be the preferred option but 

is not properly utilised. ‘Fastest-Responder First’ 

forces providers to assess and race for a care package 

within severely limited time constraints, often no 

more than 60 to 180 seconds. It is illogical, 

excessively utilised and potentially dangerous 

to the person receiving care.

  Employment conditions across HSE, private and 

non-profit providers are unequal, inequitable and 

unhealthy. Home care is experiencing significant 

difficulties in recruiting and retaining sufficient 

numbers of skilled staff. This is the biggest area 

of concern for HCCI home care providers. 

  The HSE’s current 2018 tender is aggravating 

these workforce issues. The ability of tendered 

providers to grade pay for staff in a way which 

matches their skills or experience is severely limited.  

  Government policies also contribute. 

Social welfare rules serve to punish and deter 

staff in receipt of welfare from taking shifts 

and employers are restricted in recruiting 

non-EEA carers despite a serious skills shortage. 

  There is an over-reliance on an ageing population 

of informal carers, with support often withheld or 

withdrawn until ‘breaking point’ has been reached. 

 

There are deep structural issues embedded within the home care system which need addressing: 

   Home care provision is patchy and inconsistent around the country, with demand regularly outstripping supply; 

   There is no independent regulation of formal home care to ensure the highest standards of care are met;

   The dominant commissioning model for public home care operates solely to the benefit of the HSE 

and to the detriment of the client and service provider;  

    Unequal, unfair and unhealthy working conditions which contribute to poor staff recruitment and retention 

rates, are greatly exacerbated under the current tender;

   The informal carers on whom the system so greatly relies on are often left with little-or-no support until 

they are overworked, over-stressed and can no longer cope. 

Underlying all of this is an inadequate level of publicly available primary data to assist good quality, reliable research 

and evidence-based policy solutions.  The following section will go on to examine each of these issues in greater detail. 

It will map out the issues to be overcome and set the context for the introduction of a statutory scheme.
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NO STATUTORY ENTITLEMENT

 Community-based supports are underdeveloped in Ireland.46 Within this, 

public home care is a “discretionary” service, meaning that even if a person is 

assessed as needing home care support, there is no entitlement to receive the 

service and no obligation on the HSE to provide it.47 

 Inevitably, this has created many issues.  The lack of entitlement to home 

care has arguably had a negative impact on – the funding of, access to, public 

knowledge of, and the development of – home care services.48

The HSE formally introduced waiting lists for home care in 2016, and with 

no obligation to provide services, the waiting list has been steadily growing 

ever since.  Further, publicly funded home care is organised through nine HSE 

Community Health Organisations (CHOs; see right). The discretionary nature 

of public home care has led to differing practices and a lack of transparency 

across CHOs in the application of eligibility criteria, needs assessments, and 

the management of waiting lists. This in turn has led to wild inconsistencies 

across the country in how public home care is delivered, the services that are 

available, and the length of time a person must wait before service is provided.49  To this extent, access has become 

highly dependent on the location in which one lives. 

Similarly, the CSAR needs assessment tool utilised by the HSE has been criticised for being overly focused on physical 

care needs to the neglect of cognitive and social care needs, thus narrowing the overall number of people who may 

be eligible for home care thus failing to provide a holistic package of supports.50  It is also unclear if it has been 

implemented nationwide, ensuring everyone is assessed under the same criteria.51

The HSE began working to develop a ‘single assessment tool’ (SAT) in 2010 with the objective to roll-out a 

comprehensive, nationally standardised care needs assessment.52 However, the SAT was not piloted until 2016 and 

despite positive results has yet to be fully implemented nationwide.  In fact, the HSE estimate that in 2019 (nine years 

after its development began) only 300 people seeking home care will be assessed using the SAT,53 despite its vast 

benefits in improving the comprehensiveness, transparency and fairness of the needs assessment process, and the 

consistency and quality of service provision more generally across the country (See below).54

46 (Cullen & Keogh, 2018).
47 (Health Service Executive, 2018c, p. 3).
48 (Timoney, 2018).
49 (IGEES, 2018; Donnelly, O’Brien, Begley, & Brennan, 2016; Care Alliance Ireland, 2018; Mazars, 2016; D’Alton, et al., 2018). 
50 (Donnelly, O’Brien, Begley, & Brennan, 2016).
51 (Mazars, 2016).
52 (Donnelly, O’Brien, Begley, & Brennan, 2016).
53 (Health Service Executive, 2018a, p. 139).
54 (Health Service Executive, 2017b).
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Hospital patients are also impacted by the 

discretionary and inconsistent nature of 

home care provision.  As mentioned earlier, 

the HSE has stated resources should be 

prioritised for individuals requiring discharge 

from acute hospitals.  Indeed, evidence 

suggests home care can help reduce 

demand for hospital care by, among other 

things, reducing delayed discharges.55  

And yet, the number of patients in hospital 

awaiting home care is said to be under-

reported, and increasing due to the lack of 

resources.56 Longer-than-necessary hospital 

stays can trigger serious health, emotional 

and financial hardship for a patient, as well 

as creating grave financial implications for 

the health system by caring for patients 

in a far more costly healthcare setting.57  

Older people are disproportionately 

impacted, accounting for up to 90% 

of delayed discharges.58  The longer a 

discharge is delayed, the more likely it is 

that a patient will require residential or 

continued acute care rather than home care. 

Unsurprisingly, there is a high level 

of dissatisfaction with the delivery 

of home care.59

55 (Keegan, et al., 2018; Connolly & O’Shea, 2015).
56  (Working Group on Delayed Discharges, 2018).
57  (Irish Gerontological Society, 2019; Working Group on Delayed Discharges, 2018).
58  (Smyth, et al., 2017).
59  (D’Alton, et al., 2018).

The SAT is a comprehensive IT-based standardised assessment 

system used to assess the health and social care needs of 

people seeking home care or nursing home care support. 

A 2016 pilot confirmed that its use has the potential for 

significant improvement in service provision, and a vast array 

of benefits for care recipients, clinicians, service providers 

and policymakers. Some of the benefits include:

Care Recipient

  Person-centred, holistic assessment of the person’s health 

& social care needs to inform individualised care planning.

  Highlights a person’s potential for improvement or decline.

  Supports outcome-focused, effective care-planning.

Clinicians & Service Providers

  Facilitates individualised & integrated care-planning.

  Supports prioritisation based on assessed need.

  Provides additional information on dementia.

Policymakers & Service Planners

  Enhances knowledge of client populations.

  Identifies gaps in service provision.

  Informs resource allocation based on real-time information.

  Can determine eligibility for services.

  Provides performance monitoring and quality assurance data.

  Demonstrates effective care & value for money.

Source: (Health Service Executive, 2017b).



VARIATIONS IN HOME CARE 
PROVISION – THE POSTCODE 
LOTTERY:

Table 5, Graph 3 and Table 6 demonstrate the 

variety of services provided between CHO’s.  

Table 5 shows wide variation in the average level 

of home help hours available to clients in different 

CHO’s in 2017, ranging from as low as 2.6 hours 

per week in CHO 7 up to 5.5 hours in CHO 1.

Graph 3 demonstrates that in 2017, some CHO’s 

(i.e. 1-5) provided a relatively high proportion 

of home help as part of their home support 

services.  Others (i.e. 6-9) delivered greater levels 

of HCPs.  HCPs are a more resource intensive 

intervention, which may partially explain why 

those CHO’s with a greater proportion of HCPs 

tend to provide lower home help hours per client 

each week.  CHO 9 seemed to be an exception 

by providing the greatest proportion of HCPs in 

2017 but also maintaining above average home 

help hours for clients each week.  It is unclear 

how CHO 9 was able to achieve this. 

Table 6 for 2018 reflects changes in the way 

the HSE now reports data on home care.  Since 

merging the funding and application process for 

Home Help Services and Home Care Packages 

into the single ‘Home Support Services’ scheme, 

the HSE has now similarly merged the data and 

no longer provides separate figures for home 

help or HCPs.

Nevertheless, Table 6 again shows huge variation 

across CHOs in the average home support hours 

available to clients each week.  CHO 6 provides 

on average only 4.5 hours of care compared to 

10.3 hours in CHO 7.  CHO 7 appears to have 

made a dramatic change from 2017 to 2018, 

going from providing the least amount of home 

help hours per client to the highest amount of 

home support hours per client in 2018.  It seems 

CHO 7 has achieved this by drastically reducing 

the number of clients accessing its services (and 

most likely providing HCPs to the vast majority 

of those who do).  

See Appendices 1-3 for further data and analysis 

of home care provision, by utilisation rates, 

waiting lists, unmet need and international 

performance.   

Table 6: Home Support Services Provision by CHO, 2018

2018

# of Public Home 
Support Recipients

# of Public Home 
Support Hours 

(HSH)

Average # of HSH 
Per Week Per Client

CHO 1 5,370 1,800,000 6.4

CHO 2 4,528 1,930,000 8.2

CHO 3 3,979 1,439,000 7.0

CHO 4 8,177 2,700,000 6.3

CHO 5 5,861 1,880,000 6.2

CHO 6 4,800 1,135,000 4.5

CHO 7 3,564 1,915,000 10.3

CHO 8 5,597 1,760,000 6.0

CHO 9 8,624 2,535,000 5.7

Total 50,500 17,094,000 6.7

Source: (Health Service Executive, 2018d).

Table 5: Public Home Help and Home Care 

Package Provision by CHO, 2017 

2017
# of Public 
Home Help 
Recipients

# of Public 
Home Help 

Hours

Average HHH 
Per Week Per 

Client

# of Public 
Home Care 
Packages

# of New 
HCP 

Clients

CHO 1 5,023 1,435,000 5.5 1,331 640

CHO 2 5,843 1,294,000 4.3 1,254 620

CHO 3 3,742 933,000 4.8 1,107 540

CHO 4 8,149 1,983,000 4.7 1,517 685

CHO 5 6,151 1,304,000 4.1 1,094 545

CHO 6 2,870 455,000 3.0 1,725 825

CHO 7 5,331 734,000 2.6 2,171 1,000

CHO 8 6,868 1,260,000 3.5 2,373 1,150

CHO 9 5,023 1,172,000 4.5 4,178 1,995

Total 49,000 10,570,000 4.1 16,750 8000

Source: (Health Service Executive, 2017c).

Graph 3: Proportion of Public Home Help Recipients 

and Home Care Package Recipients per CHO, 

and Average Home Help Hours per CHO, 2017 
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NO REGULATION

There is no statutory regulatory framework for the formal home care sector in Ireland, unlike in many other countries 

and other sectors of the healthcare system. In effect this means there are no statutory requirements around who can 

provide home care, and no independent oversight body to set, monitor, inspect and ensure compliance with national 

quality care standards for home care.60  

The lack of regulation has, among other things, contributed to the growth of a ‘black market’ in home care where 

many people are charging for a private service without insurance, garda vetting, employment standards or any 

oversight, raising issues around the quality of care and the protection of vulnerable adults.61  

As part of the 2018 tender process, the HSE incorporated the National Standards for Safer Better Healthcare drawn 

up by the Health Information and Quality Authority (HIQA) in 2012, as part of the assessment process when deciding 

which private and voluntary organisations were to be awarded service contracts. These standards, though not specific 

to home care, set out key principles of quality and safety that would be applied in any health care service setting.62 

This was a positive and welcome development. 

However, there is a clear conflict of interest in the HSE playing the role of provider and regulator of public home care 

as in the current system.  Furthermore, the HSE only has oversight powers over providers contracted with it; non-

contracted providers are under no obligation to meet HSE/HIQA standards.  The sector needs a consistent approach 

across all types of home care. 

In the absence of a statutory regulatory framework or independent oversight authority, HCCI introduced its own 

National Standards for the Provision of Home Support Care Services in 201263 to ensure our members provide high 

quality care.  Compliance is maintained through independent third-party audits and meeting the standards is a key 

criterion for membership with HCCI.  However, the scope of monitoring is limited to HCCI members or organisations 

seeking membership. HCCI would prefer to see a strengthened regulatory framework.

It is imperative that the statutory scheme for home care creates a role for an independent regulatory authority 

with the power to set, monitor and enforce regulations and national standards for all formal home care service 

providers. This is an issue where there is a need for broad stakeholder engagement.64

60  (Timoney, 2018).
61  (Timoney, 2018).
62  (Health Service Executive, 2018e).
63  (HCCI, n/a.).
64  (The Institute of Public Health in Ireland, 2018).
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THE TENDER PROCESS 

The HSE implemented a new tender for the 

provision of public home support services in 

2018, which included some improvements on 

the previous 2016 tender. These improvements 

included the incorporation of minimum standards 

of care (as mentioned previously) and the 

inclusion of a Consumer Directed Home Care 

(CDHC) model of service delivery (see right). 

It is unfortunate, however, that many negative 

aspects from previous tenders were also 

continued. 

Consumer Directed Home Care

CDHC is a person-centred service delivery 

model, empowering care recipients and enabling 

greater choice, flexibility and autonomy in care 

organisation and delivery.  It is largely cost-neutral 

and may even bring small savings to the HSE.65  

It seems illogical, given the HSE’s commitment 

to delivering person-centred care services, that 

CDHC would not be utilised as the first option 

for delivering home care services.  Of course, for 

different reasons, not everyone will be suitable for 

CDHC or wish to use it,66 and in these instances 

other methods of service delivery which meet the 

clients assessed needs could be used.  

A 2014 labour court agreement appears to be 

the main obstacle to utilising CDHC as the 

first option of service delivery.  The agreement 

stipulates that home care hours must be directed 

to HSE-employed staff before considering any 

other options, meaning that CDHC could only be 

offered to clients as an option in circumstances 

where care hours could not be delivered by HSE-

employed staff.67  

In addition, under the agreement HSE-employed 

staff no longer have ‘If-and-When’ contracts but 

have an annualised hour contract which affords 

them a guaranteed number of hours per week 

and excludes some hours of peak need (e.g. 

weekend or night calls).  According to Family 

Carers Ireland, this system ensures that in many 

cases the HSE’s own best practice standards 

65  (Phelan, Duggan, Fealy, & O’Donnell, 2018).
66  (Phelan, Duggan, Fealy, & O’Donnell, 2018).
67  (Phelan, Duggan, Fealy, & O’Donnell, 2018).

When an individual has been approved for publicly funded 

home care, the HSE has three options in how it can deliver 

those services.  In theory, only when option 1 cannot be 

fulfilled does it move to option 2, and only when option 2 

cannot be fulfilled does it move to option 3.

In practice, feedback from HCCI members suggests 

that when option 1 cannot be fulfilled, option 2 is rarely 

utilised properly and option 3 is by far the more dominant 

commissioning approach.  This has significant negative 

consequences.

1.  HSE Direct

HSE staff directly provide the service. 

2.  Client Choice of Approved Service Provider

If HSE staff are unable to deliver some or all of a service, 

then a contracted provider will deliver some or all of the 

home support.  The HSE can arrange this on the client’s 

behalf, or alternatively, the client can apply to be considered 

for Consumer Directed Home Care (CDHC).  CDHC aims to 

provide an individualised, person-centred service delivery 

by giving clients more control over who provides the services, 

and how and when these services are delivered.  Approval of 

CDHC is said to be based on the capability of the client to 

have control of their own service, or their wish to do so.  

If approved, the HSE gives the client a letter stating the 

weekly amount of funding that can be used to arrange 

home support, with the number of home support hours 

delivered by the chosen provider dependent upon the 

rates charged (which cannot be above that agreed with 

the HSE under tender). 

3.  Random Selection (‘Fastest-Responder First’) 

of Tendered Providers

If HSE staff are unable to deliver some or all of a service 

and the client has no preference of provider, a ‘fastest-

responder first’ model is used.  Under this model, services are 

allocated to contracted providers by emailing all contracted 

providers within a given area details of a person needing 

care.  The quickest provider to reply will receive the service.  

This method is also used when a client is advised to select 

all providers on the approved provider list.

Source: (Health Service Executive, 2018c; Health Service 

Executive, 2018b).
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regarding home care are routinely ignored. By contrast, care workers employed by non-HSE agencies continue to work 

off ‘If-and-When’ contracts, work unsociable hours and are not reimbursed for travel costs.68 

As such, HCCI are aware of and acknowledge the HSE’s obligation to its staff under the 2014 Labour Court Agreement, 

but strongly believe the agreement puts the needs of the client second and is contradictory to the HSE’s own 

commitment to delivering person-centred services. It is advised that the labour court agreement be revisited 

at the earliest possible opportunity to rectify this distortion of priorities.

Unequal Pay and Conditions

Besides CDHC, feedback from HCCI member organisations has been clear – the 2018 tender and procurement process, 

which is due to last for between two and four years, creates unequal working conditions and payment levels between 

HSE staff and contracted provider staff. It appears to favour the HSE staff over service providers and, most importantly, 

clients.  The following issues have been highlighted by our members:

  There is anecdotal evidence that not all tender assessment criteria were applied equally across all CHO’s, 

with some providers who failed to demonstrate they have the sufficient infrastructure, systems and personnel 

to provide quality care still being awarded contracts.

  Allocated shifts are often for as little as 30-minutes.  This is suitable for some staff but is probably used too often 

at present.  Further, in some cases two carers can be required for a single 30-minute visit.  Many contracted 

providers are becoming reluctant to service these requests, as they are difficult to roster, inadequately 

reimbursed,69 and of dubious benefit to most  clients.

  In every tender  providers are informed they must hold their existing prices for the length of the tender.  

Under current market conditions with ever increasing costs, this can be difficult enough over a 2-year period.  

When extended to 4 years, it simply becomes unsustainable.  In fact, with some clients that have received home 

care for many years through tendered providers, the tendered providers have had to hold their original tender 

price indefinitely (e.g. until the client passes away).  This is damaging both to the provider whose financial 

viability can come under threat, and to the HSE whose capacity to deliver home care can be diminished 

if a tendered provider can no longer continue.  

  The working conditions of HSE staff are significantly better than that of contracted service providers. 

The HSE provide its own staff with preferential shifts, block hour contracts, travel allowances70 and other 

conditions, which tendered staff cannot receive under current tender conditions. Providers do not receive 

any funding for working overtime and there is limited scope for contracted service providers to grade pay .71 

These conditions often result in a break in the continuity of care where recipients have to deal with multiple 

providers. It is particularly problematic in isolated and rural areas where carers are regularly required to drive 

large distances to deliver services. 

68  (Family Carers Ireland, 2017).
69   For example, many providers pay their staff a premium rate for 30-minute shifts (e.g. €8 for 30 minutes) compared to a standard rate for hourly 

visits (e.g. €12 for 60 minutes). There can be little financial incentive for staff to work 30-minute shifts without this premium. However, under the 
2018 Tender, the HSE will pay contracted providers the standard hourly rate for two care staff working a 30-minute shift. The additional costs are 
then borne by the service provider. While it is expected the HSE will search for value for money, passing additional costs onto service providers 
in this manner, is not financially sustainable and potentially detrimental to the HSE in the long-term if contracted providers can no longer service 
such shifts.   

70   Travel allowances are only provided to contracted provider staff in rare circumstances. That is, rural areas where the care workers journey from 
one client to another is a minimum of 20km and there is no alternative service available in that area. Payments are agreed on an individual basis 
(Health Service Executive, 2018g). However, travel time is just as important a factor as travel distance. For example, where a care worker has 
worked 10 hours in a day, it is common to only be paid 7 hours as 3 hours were spent driving.

71  See (Health Service Executive, 2018f).
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Undoubtedly these conditions have contributed to the recruitment and retention crisis facing the home care sector.  

The tender conditions prevent contracted providers from providing employment terms which compete with the HSE, 

making it incredibly difficult to retain staff when the HSE is recruiting for home care.  In fact, many of these issues 

have been ongoing for years,72 with the 2018 tender representing a missed opportunity for the HSE to engage with 

stakeholders and develop workable solutions to the benefit of all. 

Fastest-Responder First 

It is also unfortunate that the HSE, under the 2018 tender, has begun applying a ‘fastest-responder first’ model of 

allocating services.  This method is used when the HSE outsources a care package and where the client has expressed 

no, or multiple, preferences of provider. Under the ‘fastest-responder first’ model, CHOs allocate services to contracted 

providers by emailing all service providers details (often minimal and insufficient) of a person needing care, and the 

quickest provider to reply will receive the service.  On the surface this appears to be a logical and efficient method, 

especially from the HSE’s perspective. 

However, feedback from HCCI members suggests there are serious flaws embedded within this model.  Again, it 

appears to be applied inconsistently across the country.  When it is applied, it is clearly not patient-centred – providers 

are forced to compete to provide services without being given time to fully assess the care needs of the client or 

suitability of staff.  If providers fail to reply within 1-3 minutes, in most cases the package will be awarded to another 

provider.  This is untenable and potentially dangerous to the client.  The unpredictability of when or how many services 

will be allocated also makes it incredibly difficult for service managers and staff to plan out rosters with any degree 

of certainty – staff are expected to be available ‘if-and-when’ needed, a work practice situation which is known to be 

harmful to the health and economic security of workers.73

72  See (HCCI, 2018) for further details on issues arising from the tender process.
73  (Pembroke, 2018).
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POOR WORKFORCE MANAGEMENT 

Home care is a labour-intensive sector expected to grow 

substantially over the coming years due to increased 

demand.  The work is meaningful for carers and extremely 

valuable for families and the recipients of care, but it is 

also physically and emotionally demanding.  For many, 

the employment conditions fail to reflect the quality, 

dedication and experience they bring.74 

Internationally, pay in the long-term care sector 

is relatively low.75  Compounding this in Ireland are 

the tender-related issues mentioned previously, such 

as preferential shifts for HSE employees, lack of travel 

allowance, ‘if-and-when’ contracts and limited scope for 

employers to grade pay for carers in a way which reflects 

their training, skills or experience.  

There are few, if any, clear progression paths for carers, 

minimising incentives to upskill or re-train.  Restrictions 

imposed by the Department of Business, Enterprise and 

Innovation on the recruitment of economic migrants 

from outside the EEA is further limiting access to the 

availability of highly skilled carers.

Many carers, particularly among HCCI members, provide 

their services on a part-time basis, many of whom are 

in receipt of social welfare benefits.  However, current 

social welfare rules serve to financially penalise and 

disincentivise home care workers from taking shifts – 

it is often the case that the financial penalties for 

working will be greater than the wages to be earned.     

The brunt of these poor conditions is endured primarily 

by women and a sizeable minority of migrants.76  

Research suggests that these are exactly the kind of work 

conditions which generate low morale, high turnover rates 

and a lower quality of care.  At the same time, Ireland’s 

economic growth and reducing unemployment77 means 

home care employers are competing with numerous 

sectors of the economy for staff from the same shrinking 

labour market pool, many of which can offer more 

attractive working terms and conditions.78 Unsurprisingly, 

home care is facing a crisis in recruiting and retaining 

suitably qualified staff.  The knock-on effect is seriously 

limiting capacity to meet current demand, let alone 

projections for the future.  

74  (Timoney, 2018).
75  (Colombo, Llena-Nozal, Mercier, & Tjadens, 2011).
76  (Colombo, Llena-Nozal, Mercier, & Tjadens, 2011; Migrant Rights Centre Ireland, 2015).
77  (CSO, 2019).
78  (Timoney, 2018).

HCCI asked its members a series of questions about 

their thoughts on the home care sector and the 

biggest challenges they face. We present here a 

selection of the questions we asked and the top 

4 responses to each question. Workforce issues, 

many of which are related to the HSE’s tender 

process, consistently rated among the biggest 

challenges for our members:

What are your greatest challenges in delivering 

a HSE Older Persons Home Care Package?

1. Lack of Qualified Staff.

2.  Government Penalties for Home Care Workers 

in Receipt of Social Welfare Payments.

3.  Rostering Efficiently Given the Distance 

Between Two Clients Homes.

4.  Insufficient Time to Properly Evaluate 

the Packages Offered by the HSE.

What changes are needed to provide increased 

capacity to meet the increasing demand 

for Home Care?

1. More Funding from the Government.

2. More Qualified Staff.

3. A Career Path for Home Care Workers.

4.  A New Way of Assessing and Awarding Home 

Care Packages.

What are the greatest concerns that your staff have 

with their work?

1. Lack of Guaranteed Income.

2. Their Hourly Rate of Pay.

3. No Travel Allowances are Paid.

4. Having to Attend a Client for Too Little Time.

What are your greatest concerns for your workforce?

1. The HSE do not Pay Travel Allowances.

2.  Lack of Available Talent (e.g. Cannot Recruit 

Outside the EEA).

3. The Hourly Rate of Pay.

4.  Deductions Levied on Social Welfare 

Recipients.
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THE DECLINE OF INFORMAL CARERS

Most home care services are provided informally by family and friends, though precisely measuring the amount and 

value of informal care being provided is difficult as estimates vary depending on the method used.  The 2016 census 

recorded 195,263 informal carers (4.1% of the population) providing 6.6m hours of care a week.  Other estimates 

suggest up to 10% of the population provide informal care.  Similarly, estimations of the economic value of informal 

care vary greatly, ranging from €2.1bn to €10bn a year.  Formal home care figures pale in comparison, signifying 

a massive reliance on informal carers.79

In many countries, high levels of informal care provision serve to compensate for inadequate formal care services.80  

Nevertheless evidence shows that older people would prefer their family or friends to be their principal carers. 

The role of health and social services should be to provide support in order to achieve this aim.81 

Most informal carers are women, with a large proportion providing over 50 hours of care a week.82  A caring role is 

often combined with paid employment and this is likely to be an increasing feature of the workplace.83  Like formal 

care, informal caring can be incredibly rewarding and meaningful.  However, if not adequately supported the physical, 

emotional, social and financial toll it can take on the carer is immense.84  In Ireland, community supports such as HCPs 

or respite have become increasingly difficult to access and are often not provided until breaking point is reached.85

The CSAR needs assessment does not consider the needs of the carer.  If a family carer is present, a person in need 

of care will almost certainly receive fewer hours and be considered a lower priority for home support.  However, the 

presence of a family carer alone should not be enough to decide this.  It is necessary to consider the needs of the 

carer to identify whether the carer is also in need of support to continue providing the necessary care and maintain 

their own health and wellbeing.86  To this extent, it is a welcome development that the SAT will include a Carers Needs 

Assessment.

Supports for informal carers in Ireland are mainly provided through direct income supports, which are based on 

different eligibility criteria.87  The primary employment support for family carers is the entitlement to unpaid leave to 

provide full-time care for a dependent up to a maximum of 104 weeks.  However, take up has traditionally been low88 

and the scheme has been criticised for failing to adequately reflect the true value of the labour provided by family 

carers.89 

Demographic changes such as lowering fertility rates, delayed average age of starting a family and increased labour 

force participation by women have meant that as demand for home care rapidly grows, the potential pool of available 

informal carers will significantly decline.  An enhanced response from the state to replenish the care gap will inevitably 

be required.90  

79  (O’Sullivan, 2019; Cox, et al., 2019).
80  (Phelan, Duggan, Fealy, & O’Donnell, 2018).
81  (Donnelly, O’Brien, Begley, & Brennan, 2016).
82  (Cox, et al., 2019).
83  (O’Sullivan, 2019).
84  (O’Sullivan, 2019; Cox, et al., 2019).
85  (Donnelly, O’Brien, Begley, & Brennan, 2016; Cox, et al., 2019).
86  (Family Carers Ireland, 2017).
87  (Phelan, Duggan, Fealy, & O’Donnell, 2018).
88  (O’Sullivan, 2019).
89  (Phelan, Duggan, Fealy, & O’Donnell, 2018).
90  (O’Sullivan, 2019; Phelan, Duggan, Fealy, & O’Donnell, 2018; World Health Organisation, 2017).
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OUR OPPORTUNITY

Home care in Ireland is facing many challenges – inconsistent and inequitable service provision across CHO’s; 

no statutory or independent regulatory framework to maintain high standards of care; a tender and commissioning 

process which places the preferences and needs of care recipients second and serves to exacerbate existing workforce 

difficulties; and insufficient supports for a shrinking pool of informal carers.  All this is in the context of a growing and 

ageing population which will see demand for care continue to grow rapidly and limited publicly available primary  

data to assist good quality, reliable research and evidence-based policy solutions.

Yet, as 2021 looms closer, and work on the statutory scheme for home care continues, there has never been 

a better opportunity for all stakeholders to come together to re-examine, re-design and work towards a better 

home care system for all. 
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A MORE EQUITABLE FUTURE
Work is continuing in the Department of Health to develop a statutory scheme. There has been little indication 

of how the scheme will operate, though it is expected that the first template will be completed by the end of 2019.91 

The development of the statutory scheme provides a crucial opportunity for all stakeholders to collaborate 

on innovative and workable solutions which will afford as many people as possible the freedom to live in their 

own homes for as long as they choose.

The current ‘discretionary’ public home care service means there is a limited supply dependant on funding each year, 

which is rationed out by using waiting lists or stretching the number of hours across clients, with no obligation to meet 

the full care needs of an individual – in short, the system is supply-led. 

The introduction of a statutory entitlement will change home care to a demand-led scheme.92 That is, no matter 

how many people applied, assuming they meet the eligibility criteria, their needs will have to be met. This of course 

requires that services are adequately funded, resourced and accessible, which raises arguments about what level of 

eligibility and entitlement should be set, how needs should be assessed, how the system should be funded and how 

supply can be improved to meet demand.93 

These are precisely the kind of questions we endeavour to answer in laying out a roadmap for home care under a 

statutory scheme.  Specifically, the predominant questions we have sought to answer are:

1.  What should the statutory scheme to home care look like?

2.  How should home care be funded?

3.  What are the potential implications of a statutory entitlement for home care regarding

  a.  Demand

  b.  Costs

  c.  Workforce Capacity

4.  How should a statutory entitlement to home care be regulated?

5.  What role, if any, should technology play in the future of home care delivery?

For the remainder of this report, we will outline our position on these questions, how we arrived at our conclusions 

and lay out our vision for the future of home care in Ireland. 

91   Neither the Department or Minister for Health had provided any indication of what the statutory scheme will look like, with the exception of Jim 
Daly, the Minister of State with Responsibility for Older People, stating that it would likely contain “some form of co-payment” (Shanahan, 2019).  

92  (Timoney, 2018).
93  (Timoney, 2018).
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A STATUTORY ENTITLEMENT TO HOME CARE

SECTION OVERVIEW

  In 2017, the Committee on the Future of Healthcare 
(CFH) published their landmark Sláintecare Report, 
outlining the future direction of healthcare in 
Ireland over the next 10 years. This was achieved 
following extensive public engagement and cross-
party consensus.  It aims to provide Universal 
Healthcare within 10 years.

  Sláintecare also sets out a roadmap for the future 
of home care, recommending that Universal Home 
Care should be implemented within five years. 
As such, the design of the statutory scheme for 
home care should strive to remain as consistent as 
possible with Sláintecare and its recommendations. 

  The CFH definition of Universal Healthcare states: 

      “A Universal Healthcare System will provide 
population, promotive, preventative, primary, 
curative, rehabilitative and palliative health and 
social care services to the entire population of 
Ireland, ensuring timely access to quality, effective, 
integrated services on the basis of clinical need”.

  There appears to be a wide-ranging consensus 
among non-government stakeholders that the 
statutory scheme for home care should be based 
on a broad understanding of need, inclusive of 
physical, social and psychological healthcare needs.  

  Unmet need for home and community care 
services is high and introducing user costs to 
healthcare systems could potentially deter some 
people from accessing home care. However, 
co-payments have become an increasing reality 
of home care systems in Europe. 

  Questions of eligibility and entitlement are likely 
to be the most important, determining who and 
on what basis services are accessed. It reflects our 
values as a society, as well as what we believe can 
be realistically achieved within limited funding 
and resource constraints. 

Q)  What should a statutory home care scheme look like? 
Recommendations 1 - 4:

1.   Utilise the statutory scheme for home care in 2021 as a platform towards universal home care by 2023/2024, 

as advocated by the CFH. Eligibility should be based on need, without reference to age. 

i.     The definition of Universal Home Care should similarly reflect the CFH’s definition of Universal Healthcare. 

That is, a Universal Home Care system will provide population, promotive, preventative, primary, curative, 

rehabilitative and palliative health and social care services, which are integrated and on the basis of need.

2.   Expedite implementation of the Single Assessment Tool with the aim of achieving nationwide 

implementation prior to the introduction of a statutory scheme in 2021. 

i.   Carer’s Needs Assessment must be incorporated as part of the SAT.

ii.   Assessments must be subject to regular review and inclusive of an applicant’s needs in terms of 

rehabilitation and reablement.

3.   Design a holistic basket-of-care capable of facilitating individualised, multi-disciplinary, 

and integrated care-planning.

4.  Enforce entitlements by guaranteeing maximum waiting times in legislation.

i.    Without international guidance on this issue, maximum wait times should be agreed through broad 

stakeholder collaboration and consensus. 

ii.   Commencement of statutory maximum waiting times should ensue within two years of the statutory 

scheme’s introduction (i.e. by 2023). 

See Table 7 on pg.44  for a summary of the specific eligibility criteria, needs assessment process, 

level of entitlements and basket of care which HCCI recommend under the statutory scheme for home care.
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The Big Picture – Sláintecare 

On 30th May 2017, the Oireachtas Committee on the Future of Healthcare (CFH) published their Sláintecare report.  

This report, and the process by which it was arrived at, has been described as “unique and historic”94 as it represents 

the first time that common agreement among all political parties has been achieved on the future vision of the 

healthcare system in Ireland, and how to get there.  Even more important, the recommendations of the CFH were 

based on an extensive public engagement process and international best practice.  Following the publication of the 

Sláintecare report, the Sláintecare Programme Office (SPO) was set up in 2018 to drive its implementation over 

a 10-year period. 

Eligibility and Entitlements 

Under Sláintecare

The CFH proposed a universal, single-tier 

health service where patients are treated 

solely on the basis of health need, to be 

delivered over a 10-year period.  The health 

system should be re-orientated towards 

primary and community care provided at the 

lowest level of complexity in an integrated 

way, ensuring a seamless continuum of care. 

There will be an entitlement for all Irish 

residents to a ‘basket-of-care’ (i.e. range of 

health and social care services), underpinned 

by legislation, and free (or charges 

significantly reduced) at the point of delivery.  

Access to care should be timely, based on 

medical need, and accessed at the most 

appropriate, cost-effective service level. 

It was proposed that every Irish resident will 

receive a health card (Carta Sláinte), entitling 

the holder access to a ‘basket-of-care’ (see 

right), which includes home care supports.  

The Carta Sláinte is to be phased in over 

the first 5 years of Sláintecare, while the 

expansion of entitlements is recommended 

to be phased in over 10-years.

Eligibility for a Carta Sláinte is to be on 

the basis of ‘ordinary residency’.  This 

is consistent with current policy where 

entitlement to healthcare is based on 

ordinary residency rather than citizenship 

or other criteria.95 

94  (Burke, et al., 2018, p. 1278).
95   “A person living in Ireland for at least one year is considered by the HSE to be ‘ordinarily resident’. People who have not been resident in Ireland 

for at least one year must satisfy the HSE that it is their intention to remain for a minimum of one year in order to be eligible for health services” 
(Health Service Executive, 2019). Further, the Sláintecare report also states “The Committee believes that it is important that the definition of 
ordinary residency for healthcare purposes acknowledges situations where people temporarily live abroad and then return to Ireland to take up 
residency once more” (Committee on the Future of Healthcare, 2017, p. 59).

The CFH definition of ‘Universal Healthcare’ states: 

A Universal Healthcare system will provide population, promotive, 

preventative, primary, curative, rehabilitative and palliative 

health and social care services to the entire population of Ireland, 

ensuring timely access to quality, effective, integrated services 

on the basis of clinical need.

The CFH agreed that the following services should be included 

in the basket of care under a universal healthcare system:

   Public Health & Preventive Care, including health promotion 

activities, screening and family planning supports for self-

management of health.

   Community diagnostics.

   Primary care, general practice and chronic disease 

management. 

   Outpatient care (general & specialised) – shifting emphasis 

to the community. 

   Hospital day case, ambulatory urgent day care treatment and 

assessment, inpatient, pre-emergency and emergency care. 

   Rehabilitation.

   Drugs. 

   Access to medical devices and appliances. 

   Allied professional care. 

   Dental, ophthalmic and aural care. 

   Mental healthcare, counselling and drug addiction services. 

   Maternity care, including IVF. 

   Long-term care, including home care supports. 

   Social care. 

   Palliative care.

(Committee on the Future of Healthcare, 2017, pp. 55-56).
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How Reduced Waiting Times for Services will be Ensured

To ensure timely access to care, the CFH proposed a range of measures. In short, these include:

   Guaranteed maximum waiting times for certain services, underpinned by legislation.

   Addressing capacity issues:

        Improving staff recruitment and retention levels:

         Integrated workforce planning.

        Addressing pay and issues causing staff demotivation.

        Re-designing existing professional roles to maximise skills and capacity. 

   Increased funding (by between €380m-€465m per year, plus another €3bn in transitional funding 

over the first six years). 

   Re-orientating towards primary and social care.

   Improving the management and allocation of funding through:

        The phased pooling of budgets. 

        Multi-annual budget cycles.

        Earmarking budgets for certain priority activities.

        Using a Geographic Resource Allocation Model96.

       Using a population health approach to Health Technology Assessment (HTA)97.

How Sláintecare Will be Funded

It was recommended by the CFH that a single National Health Fund (NHF) should be set up to ring-fence funding 

for healthcare expenditure, reducing the proportion of national health expenditure funded through private insurance 

and out-of-pocket payments, and gradually expanding the proportion of public funding towards the health budget 

from 69% to 81%.

The CFH reviewed various ways that money could be raised to fund Sláintecare,98 concluding that a National Health 

Fund should combine:

   general taxation revenues; 

   earmarked taxes and levies (to be decided by the government of the day); and

   savings from reduced tax-relief costs for private health insurance. 

The CFH stated that an Irish (Sláinte) Health Act will provide the legislative basis for the NHF (as well as entitlements) 

and new funding mechanisms for the transitional funding, legacy funding and package expansion components, 

as required.  In the interim, funds for healthcare priorities, such as expanded primary and social care, should be 

ringfenced.99

The Current Implementation of Sláintecare

It was earlier mentioned that the Sláintecare Programme Office (SPO) was set up in 2018 to drive the implementation 

of Sláintecare.  In its Implementation Plan the SPO has provided information on its plans for the first three years of 

implementation up to 2021,100 while in its 2019 Action Plan the SPO provides more in-depth information on its first full 

year of implementing Sláintecare, up to the end of 2019.101

96  Subsequently referred to as a population need-based resource allocation model by the SPO.
97   HTA is said to offer a rational, equitable and objective means of deciding what services to provide and of prioritising limited resources to services 

that provide the greatest population health gain, irrespective of the individual patient’s income or entitlement status (Committee on the Future of 
Healthcare, 2017, p. 100).

98   This included through general taxation, social insurance schemes, private insurance schemes and out-of-pocket spending (Committee on the 
Future of Healthcare, 2017, pp. 120-125).

99  (Committee on the Future of Healthcare, 2017).
100  (Government of Ireland, 2018).
101  (Department of Health, 2019a).
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The Sláintecare Programme Office (SPO) have yet to refer to a ‘Carta Sláinte’ or ‘basket of care’.  As part of its 

Implementation Plan the SPO refer to expanding eligibility for universal healthcare102 – a far weaker commitment than 

expanding entitlement to universal healthcare – while as part of its Action Plan the SPO aim to develop an approach to 

modelling various entitlement and eligibility scenarios.103 This again suggests a weakened commitment to the original 

roadmap and vision of Sláintecare as outlined by the CFH.  To date, neither the Implementation Plan nor the Action 

Plan of the SPO have made any reference to establishing an NHF or implementing legislation along the lines of the 

Irish (Sláinte) Health Act.

Regarding the management and allocation of funding, the SPO state they are progressing towards a population 

need-based resource allocation model (PBF) but will expand an activity-based funding model (ABF) in the interim;104 

will develop proposals for multi-annual budgeting in health and social care systems by the end of 2019; and plan to 

establish a multi-annual transition fund. 

To effectively navigate an integrated care system, the SPO favour a case management/key-working approach,105 

whereby an individual would have a single, named point of contact in their primary care team co-ordinating multi-

disciplinary care planning and service delivery.  This is dependent on the care needs of the individual, however.106

Clearly, while some of these developments are positive (such as implementation of a case-management approach), 

others are somewhat worrisome and raise doubts over the commitment of the SPO to the CFH’s original Sláintecare 

plan.  It is Sláintecare as envisioned by the CFH, and based on an extensive process of stakeholder engagement, which 

achieved cross-party political support. 

Sláintecare and Home Care

The CFH state that social care expansion should start with delivering universal home care services within the first 

five years of the programme,107 and recommend increasing home care provision to cover unmet need over the first 5 

years.108  The SPO meanwhile, has committed to introducing a statutory scheme for home care by 2021.  Sláintecare 

provides a roadmap for reforming the entire health system in Ireland, which includes home care.

102  (Government of Ireland, 2018).
103  (Department of Health, 2019a).
104  HCCI’s concerns regarding an ABF model are addressed later. 
105  This similarly is a key component of the Integrated Care Program for Older Persons (Health Service Executive, 2017).
106  (Government of Ireland, 2018).
107   From discussions with relevant expert stakeholders, it was clarified that the definition of Universal Home Care Services similarly reflects the CFH’s 

definition of Universal Healthcare. That is, a Universal Home Care system will provide population, promotive, preventative, primary, curative, 
rehabilitative and palliative health and social care services, which are integrated and on the basis of clinical need.

108   The 2017 budget allocation for home care was €403m. Wave 1 TILDA data from 2009/2010 indicated there was roughly 26% of unmet need for 
home care services for people over 50 years of age. Based on the 2017 budget allocation, the CFH estimated a 30% increase in provision to cover 
unmet need would cost €120m. This was proposed to be delivered in the first five years of the plan (Committee on the Future of Healthcare, 2017, 
p. 184). Later chapters will demonstrate, however, that these figures likely underestimate the future required funding for home care.
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Who Gets Home Care? – 

Eligibility & Entitlement

The level at which eligibility and entitlement 

should be set are the predominant questions 

in the discussion of a statutory entitlement 

for home care.  Eligibility and entitlement 

will determine what services are included as 

part of public ‘home care’, who gets access 

and on what basis. It is essentially from this 

point that all other questions follow.  And 

answering this question is as much about 

our values as a society, as it is about research 

and evidence on what works best.  It speaks 

to who we believe deserves care, as well as 

who we believe we can most practically and 

sustainably provide care to, given the reality 

that there are limited resources in this world.

Currently, eligibility is based on need and 

the resources available without regard to 

the client’s ability to pay.  But there is no 

entitlement to home care and ‘need’ is 

established through a needs assessment 

process narrowly focused on physical 

needs, to the neglect of all other needs. 

And still, supply cannot keep up with 

demand.  However, given the myriad 

of issues discussed earlier in the report, 

this situation is more indicative of an 

inefficient and under-resourced system 

lacking the prioritisation it deserves, 

rather than a system that has set the bar 

too high and now simply cannot cope. 

On this basis the Committee on the Future 

of Healthcare recommended universal home 

care services within the first five years of 

Sláintecare.109  A statutory scheme for home 

care, established in 2021, could be the first 

critical milestone on the road to universal 

home care. 

There appears to be wide-ranging 

consensus among stakeholders that the 

statutory scheme for home care should be based on a broad understanding of need – inclusive of physical, social and 

psychological healthcare needs – rather than ability to pay.110  HCCI shares this view but stress that there must be a 

concerted effort among stakeholders to collaborate and find sustainable, workable solutions to the issues currently 

109   (Committee on the Future of Healthcare, 2017). Implementation of Sláintecare began in 2018, suggesting that universal home care should be 
achieved by 2023/2024. 

110  (The Institute of Public Health in Ireland, 2018).

Broad stakeholder agreement that a statutory scheme for home 

care should contain*:

1.  Clear Definition of ‘Home Care’, and Clarification of the Content 

and Scope of Services Families, Informal Carers 

and Recipients are Entitled to:

      Reflective of the social, psychological and physical healthcare 

needs of the applicant, without an age limit.

       Services capable of providing a holistic set of supports.

       Available on bank holidays, weekends and overnights 

if required.

2.    Clear, Easily Understood Eligibility Criteria for Applicants.

3.   A Comprehensive, Transparent, Standardised and Patient-

Centred Needs Assessment Process, Incorporating the Views of 

Family/Representatives.

       Development of the SAT for considering 

an applicant’s eligibility.

       Carer’s Needs Assessment incorporated as part of the SAT.

       Assessments subject to regular review and inclusive of an 

applicant’s needs in terms of rehabilitation and reablement.

4. Equality of Access.

5. Patient-Centred Model of Service Planning & Delivery.

       User involvement in care planning.

       User choice in service delivery (CDHC), with information 

available and easily accessible to facilitate decisions.

6.  System of Regulation with an Independent 

Oversight Authority.

       Licensing and registration of service providers.

       Setting and applying common standards of service.

       Minimum training/qualifications for professional carers.

       National register of trained, qualified home care professionals.

       Performance measures and monitoring 

of outcomes for the user, with results made 

publicly available (e.g. CQC ratings system).

       Compliance and enforcement processes.

       Prevention of direct marketing from home care providers.

*This should not be considered an exhaustive list.
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facing home care in Ireland if setting this broad an eligibility level is to succeed in practice, and not just on paper. 

A continuation of the current catalogue of problems into a statutory scheme for home care will not work.

A System Based on Need 

Unmet need for home care, though difficult to accurately quantify, is already high, far outstripping the supply of home 

care (see Appendix 1).  In addition, the research suggests that introducing user costs to healthcare systems may act as 

a deterrent to accessing services for some people, potentially maintaining the level of unmet need .111 

Ensuring equal and equitable access based on need will require the combination of several factors.  This includes a 

clear definition of ‘home care’ within legislation, and clarification of the scope of services families, informal carers 

and users are entitled to;  eligibility criteria that are clear and easily understood by applicants;  a comprehensive, 

transparent, standardised and patient-centred needs assessment process, incorporating the views of family/

representatives;  a patient-centred model of service planning and delivery;  a system of regulation with an independent 

oversight authority;  and a workforce capacity equipped to meet the needs of its population in all areas of the country. 

In assessing eligibility, the SAT incorporating a carers needs assessment seems to be the obvious choice;  not least 

for its ability to deliver a person-centred, holistic assessment of the person’s health and social care needs to inform 

individualised, multi-disciplinary and integrated care-planning.  It would also bring additional benefits for care 

recipients, service providers, service planners and policymakers (see text box on pg.25 ).  The only major concern with 

the SAT has been its desperately slow implementation.  This should be addressed as a matter of priority before the 

introduction of a statutory scheme to ensure its use is embedded in practice by the time a statutory scheme comes 

into force.

At present, there is no standard definition of home care, in Ireland or internationally.112  The HSE states that the “Home 

Support Service for Older People encompasses personal care services & essential household tasks related to the 

service user’s assessed need.”113  A broader needs assessment to facilitate multi-disciplinary, integrated care-planning 

will be of little use within a narrow basket-of-care limited solely to domestic and personal care.114  Indeed, a number of 

community stakeholder organisations115 have advocated for a more comprehensive and whole-of-government range of 

services, to include, for example, primary and community care services, aids and appliances, housing adaptation grants, 

transport and respite breaks. 

While this may sound ambitious, many community services should already be available as part of a HCP or IHCP. 

The CFH have also recommended an entitlement to many of these services within the first 5 years of Sláintecare 

(i.e. 2023/2024).116  Providing a comprehensive basket-of-care will help facilitate greater integration between primary 

and community care services, support independent living, and may also prove more cost-efficient in the long-term 

by preventing or delaying the need for admission into more expensive long-term residential or acute care. 

At the same time, a realistic approach must be adopted regarding funding and resource constraints.  In 2017, the 

Health Research Board (HRB) published an informative report comparing the home care systems in the Netherlands, 

Germany, Scotland and Sweden. In all four countries, the underlying principle of their systems was to support people 

to remain in their own homes, with home care provision based on need rather than ability to pay.117  The basket of 

care in each country varied.  Most included personal care and help with domestic tasks.  Germany also incorporated 

nursing/home healthcare in their care policy, while Sweden included emotional and social supports.118 

111  (McNamara, Normand, & Whelan, 2013; Nolan, Ma, & Moore, 2016).
112  (Kiersey & Coleman, 2017).
113  (Health Service Executive, 2018e, p. 1).
114   In their 2017 consultation invitation on a statutory scheme for home care, the Department of Health (DoH) state that the statutory scheme will 

be limited to home help, HCPs and IHCPs at most, with an underlying implication that domestic and personal care may be all that is considered 
within the basket of care (Department of Health, 2017).

115  (Family Carers Ireland, 2017; Age Action Ireland, 2017).
116  (Committee on the Future of Healthcare, 2017).
117  (Kiersey & Coleman, 2017).
118  (Kiersey & Coleman, 2017).
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However, all four countries have implemented cost-saving measures through recent reforms – all are increasing 

or introducing co-payments (either means-adjusted or fixed price) to fund the provision of home care services 

as well as tightening eligibility requirements in order to deal with increasing demand.119

Given the tension between providing a flexible, comprehensive, integrated basket of care based on a broad 

understanding of need, and the reality of limited funding, resources and competing priorities across the healthcare 

system, HCCI believe that the statutory scheme should guarantee an entitlement to personal care services, essential 

household tasks and the more flexible range of community services which were available as part of a HCP at a 

minimum.120  This should be done with a view to expanding the basket of care as part of Universal Home Care by 

2023/24.  However, HCCI also accept that a certain level of means-tested co-payment will be required to ensure the 

statutory scheme remains financially viable and can deliver on an entitlement to the basket-of-care.121  

Certainly, the current commissioning model will need to change.  The fastest-responder first (FRF) approach does 

not allow sufficient time for the accurate matching of carer skills with client needs, is contradictory to a person-centred 

delivery model and is undoubtably leading to sub-optimal care outcomes for recipients.  CDHC should be the first 

option in service delivery in Ireland with other options capable of achieving better outcomes than FRF, which should 

only be utilised if the recipient is deemed unsuitable for or does not wish to use CDHC. 

119  (Kiersey & Coleman, 2017).
120  This includes services such as nursing, physiotherapy, occupational therapy, speech & language therapy, day care services, respite care, etc. 
121  Co-payments are discussed in more detail in the next section of the report on Funding a Statutory Scheme.
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However, for CDHC to function effectively, 

clients need to have information to make an 

informed choice.  This goes beyond simply 

providing information about CDHC and a list 

of service providers.  It should support people 

in navigating the complexities involved in 

choosing a service provider.  

In this respect, the Assisted Decision-Making 

(Capacity) Act 2015 is especially relevant 

(see across) and could be facilitated by the 

introduction and use of a quality ratings 

system for all service providers similar to 

that utilised by the Care Quality Commission 

(CQC) in England (see next page).  The CQC 

independently regulate health and social 

care services and provide easy to read ratings 

of services based on their inspections and 

the quality of care provided.  By law, care 

providers have to display their CQC ratings in 

order for potential care recipients to compare 

services and make informed choices.122  

Research from the US has associated the 

increased transparency achieved through 

this type of ratings system with significantly 

improved quality of care.123

And finally, in aiming to transition towards a 

universal public home care service with  an 

expanded basket of care, how do we ensure 

that entitlements to services are achieved 

in practice rather than simply seeing an 

escalation in waiting lists? 

The CFH recommended that in order to 

guarantee access to care and not a place on 

a waiting list, those entitled to universal 

health and social care should be guaranteed 

access within a set period of time by 

legislation, with individuals and services 

made accountable for these guarantees.124 

And while the literature suggests the 

application of waiting time limits in other 

countries is primarily directed towards 

hospital care, the international experience is 

122   (Care Quality Commission, 2019). Other potential support options include establishing information and support centres for LTC where individuals 
can contact a credible adviser (HCCI, 2018; Family Carers Ireland, 2017). Access to an independent advocate as a resource for care recipients who 
may not have the support of a family member or significant other person to engage with home support services may be another option (Phelan, 
Duggan, Fealy, & O’Donnell, 2018).

123  (Zhao, 2016).
124  (Committee on the Future of Healthcare, 2017).

ASSISTED DECISION MAKING (CAPACITY) 
ACT 2015

The Assisted Decision Making (Capacity) Act 2015 was 

signed into law on the 30th December 2015. The Act reforms 

Ireland’s capacity legislation which has been in place since 

the 19th century. It establishes a modern statutory framework 

to support decision-making by adults who have difficulty in 

making decisions without help. The Act has not yet been fully 

implemented (full commencement is expected by Q4 of 2020) 

will apply to everyone and is relevant to all health and social 

care services. 

The Act recognises that capacity can fluctuate in certain cases 

and changes Irish law from the current all or nothing status 

approach to a flexible functional capacity assessment, whereby 

capacity is assessed only in relation to the specific matter and 

time in question. If a person is found to lack decision-making 

capacity in one matter, this will not necessarily mean that s/he 

also lacks capacity in another matter.

The Act provides for various levels of decision-making supports, 

based on the person’s current level of capacity. These are: 

   Enduring Power of Attorney.

   Advanced Healthcare Directive.

   Assisted Decision-Making. 

   Co-Decision-Making. 

   Decision-Making Representative. 

The Act is likely to have significant implications for service 

planners, professionals and care recipients. The Act presumes 

that care recipients have decision-making capacity until 

otherwise shown. The role of the professional changes 

from ‘capacity assessor’ to ‘capacity enhancer’ as the onus 

of establishing and supporting decision-making now lies 

on the decision supporter (e.g. professional) rather than 

the decision-maker. Fulfilling this statutory duty for service 

providers and professionals will require not just knowing 

the law but knowing how to put it into practice and dedicating 

the required resources and time. 

Sources & Further Info: (Citizens Information Board, 2016; 

Sage Advocacy, 2019; Mental Health Commission, n.d.).
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clear that without such enforced guarantees waiting lists and 

waiting times will not come down.125 

It may be, that in the absence of any specific international 

guidance, a forum for the various stakeholders to consult 

and establish a consensus may be the best method to decide 

waiting time limits. It is also suggested that to give the 

system sufficient time to reach adequate capacity levels, that 

commencement of statutory maximum waiting times does not 

occur immediately, but also does not occur any later than two 

years into the statutory scheme (i.e. by 2023).

Who Gets Home Care?

Table 7 provides a summary of the eligibility criteria, needs assessment process, level of entitlement and basket 

of care which we believe should be provided under the statutory scheme for home care. 

In short, we recommend utilising the statutory scheme for home care in 2021 as a stepping stone towards universal 

home care by 2023/2024.  Eligibility should be based on need, without reference to age, though HCCI acknowledge 

that some level of means-tested co-payment will be necessary. Assessments should be conducted using a 

comprehensive, nationally standardised assessment tool, inclusive of the physical, psychological and social healthcare 

needs of the individual. Legislation should enforce entitlements by guaranteeing and commencing maximum waiting 

times for home care delivery within the first two years of the scheme (i.e. by 2023). And the basket-of-care should be 

capable of facilitating individualised, multi-disciplinary, and integrated care-planning. 

This model will bring the statutory home care scheme in line with Sláintecare and government policy to support each 

individual to live independently in their own home for as long as possible, while also having the capability of meeting 

the broadest level of need, reducing unnecessary admissions to residential and acute care facilities, and reducing 

delayed discharges from acute care settings. 

Providing a comprehensive, individualised, community-based approach will no doubt add costs and require improved 

capacity when compared with the current provision of home care services. However, economic analyses suggest these 

additional costs would be relatively modest and represent significant value for money through substantial savings from 

delay or avoidance of long-stay residential care and acute care costs.126 

125  (Willcox, et al., 2007; Committee on the Future of Healthcare, 2017).
126  (O’Shea & Monaghan, 2016; Cullen & Keogh, 2018).
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Table 7: Proposed Eligibility & Entitlements for Home Care 

Eligibility: Needs Assessment: Entitlements: Basket of Care 
Services:127

‘Ordinary Residents’ 

of all ages can apply.

Eligibility determined 

on the basis of need. 

Need determined 

by formal assessment.

Assessment carried out using 

a nationally standard tool – the 

Single Assessment Tool (SAT).

Criteria used in assessment 

is inclusive of physical, 

psychological and social needs, 

and incorporates the Carers 

Needs Assessment.128

Flexible, holistic, person-

centred care plan drawn up 

based on the outcome of the 

need assessment.

Needs assessments are subject 

to regular review (every 3-6 

months).129

Means-tested co-payment 

will be required from some 

home care recipients. 

Recipients are entitled 

to any service which they 

are assessed as needing 

and which falls within the 

defined ‘basket of care’ 

for home care. 

Client will need 

to self-fund any additional 

service required which  

falls outside of the 

defined basket of care.

Entitlements are enforced 

by guaranteeing maximum 

waiting times in legislation.

  Home Help.

  Personal Care.

  Public Health Nursing.

  Physiotherapy.

  Speech and Language 

Therapy.

  Occupational Therapy.

  Social Work.

  Emotional and 

Social Support (i.e. 

Companionship).

  Home-Based 

Palliative Care.

  Day Care.

  Respite Care.

  Case Management. 

127   Vast majority of these services are already included as part of HH or HCPs. Others are recommended by the CFH to be part of Sláintecare’s 
basket-of-care and free at the point of delivery for those with a Carta Sláinte.

128  See Appendix 3 for more detailed criteria.
129   Current HSE policy is that persons of moderate or mild dependency are to have their care needs reviewed at a minimum once every 6 months. 

Clients with higher levels of dependency are to be reviewed at least once every 3 months. Intervals may be shorter if deemed necessary (Health 
Service Executive, 2018c, p. 4).
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FUNDING A STATUTORY SCHEME

SECTION OVERVIEW:

  The potential funding models examined 

are out-of-pocket payments, means testing, 

mandatory private insurance, mandatory 

social insurance and general taxation.

  The CFH recommended that Sláintecare 

be funded via a general taxation model.

  Moving towards a universal home care scheme 

based on need along with a holistic basket of care 

will require a funding model which is equitable, 

sustainable in the long-term and capable of raising 

large sums of money.

  It is also recognised that many other countries 

which (in principle) operate a home care system 

based solely on need, have restricted their 

eligibility criteria and/or introduced co-payments 

in recent years to reduce demand and ensure the 

financial sustainability of the system. 

  How funding should be allocated is also 

considered.  The current historical grant-based 

approach is inefficient, inequitable and lacks 

transparency.  Allocating funding on the basis 

of population need is proposed under Sláintecare 

but requires further development. 

  Expansion of activity-based funding (ABF) 

from acute hospitals to community settings 

is being implemented  as an interim solution.  

This model provides funding based on a services’ 

activity levels.  HCCI reserve concerns about 

ABF as a long-term method of allocating 

funds due, in part, to the potential 

for perverse economic incentives.

Q)  How should home care be funded? 

Recommendations 5 - 9:

5.    Fund home care primarily via a general taxation model, supplemented with some modest 

means-tested co-payments. 

i.   General taxation is likely to be the most sustainable primary funding model, require the least amount 

of co-payments, capable of meeting the broadest level of need, and is consistent with the vision and model 

of Sláintecare as outlined by the CFH

ii.  International evidence suggests some level of co-payments will be necessary to ensure the economic 

viability of the scheme.  Co-payments should be means-tested, modest, progressive and avoid placing 

home care recipients at-risk of relative poverty .

6.    Ring-fence the budget for home care.

7.    Introduce multi-annual budgeting.

i.   A potential weakness of general taxation models is that they tend to be exposed to the risk of cutbacks 

at times of economic downturn, or changes in political priorities.  Multi-annual budgets and ring-fencing are 

measures to protect against this.

8.    Simplify and extend the eligibility criteria for anyone whose preference would be to receive home care 

privately rather than publicly. 

9.    Fully develop and implement a population-based funding allocation model as a matter of priority, 

to ensure the equitable and efficient allocation of funding and resources.

 

In determining how the statutory scheme for home care should be funded, there were a number of issues to be 

mindful of when deciding the optimal model.  Firstly, public home care is currently funded through general taxation.  

Secondly, home care is one of many services to be provided as part of the basket of care in Sláintecare, which itself is 
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to be funded through a general taxation model and delivered within the first five years (i.e. by 2023-2024). 

Unless an alternative funding model is decided upon for Sláintecare, it seems logical to conclude that home care 

will need to continue to be funded via general taxation in order to remain consistent with Sláintecare.  Thirdly, 

advocating for a transition towards universal home care service with access based on need, raises the question: 

which funding approach is likely to be the most sustainable, equitable, and capable of raising sufficient levels of 

funding to deliver a high quality and effective service?

With these considerations in mind, the potential funding models examined included funding via out-of-pocket 

payments, mandatory insurance schemes (private and social), general taxation and/or means-testing. 

Out-of-Pocket Payments

Out-of-pocket payments are generally not an effective way of raising large sums of money on the scale needed 

for a statutory scheme for home care.  As such, funding the statutory scheme solely through out-of-pocket spending 

would clearly be inequitable and unsustainable,130 while risking an increase in unmet need.131 

However, given that many people today choose to pay out-of-pocket for private home care, suggests many people 

will continue to opt for private home care even under a statutory scheme where public home care is either free or 

subsidised . 

To this extent, tax relief should continue to be available under a statutory home care scheme for those whose 

preference is to pay privately for home care.  In addition, greater efforts should be made to raise awareness of and 

simplify the eligibility criteria and application process for tax relief schemes.  This could potentially help to relieve 

pressure on the public home care sector.

Mandatory Private Insurance

Under a mandatory private insurance model, coverage would be provided through competing private insurers. 

A 2015 assessment by the ESRI, however, found that this model can be costly, that the vast majority of care would 

remain tax-funded and that many charges would remain.132

Mandatory Social Insurance & General Taxation

Mandatory social insurance and general taxation models are both equitable, sustainable models capable of raising 

large sums of money,133 and are considered superior forms of health system funding when compared to private 

insurance and out-of-pocket models.134 However, the available evidence suggests that health systems financed through 

social insurance are more costly than systems financed through general taxation.135 

A report by the HRB examined home care financing in the Netherlands, Germany, Scotland and Sweden.  In Germany 

and the Netherlands, long-established LTC social insurance schemes have been the primary mechanism funding the 

provision of formal home care services.  In Scotland and Sweden, funding is through national and local taxes.  As 

mentioned earlier, all four countries have implemented cost-saving measures through tightened eligibility criteria or 

co-payments.  However, in Germany, means-adjusted co-payments account for up to 30% of the costs of home care 

compared to 4-5% in Sweden.  Furthermore, in Sweden, co-payments are capped at a maximum level to limit the 

expenses incurred by individuals.136 

130  (Committee on the Future of Healthcare, 2017).
131  (Nolan, Ma, & Moore, 2016).
132  (Wren, Connolly, & Cunningham, 2015).
133  (Oung, Curry, Schlepper, & Hemmings, 2019).
134  (Committee on the Future of Healthcare, 2017; Oung, Curry, Schlepper, & Hemmings, 2019).
135   “It may be that it is not the financing mechanism that causes higher expenditure but rather health system features which are associated with a 

particular financing mechanism. Multiple payers are common in insurance-based systems, which available evidence suggests is cost-inflationary, 
largely due to the increased administrative costs of payers and providers. However, multiple payers are not a necessary design feature of 
insurance-based systems and there are examples of single-payer within insurance-based systems, such as in Estonia and Slovenia” (Wren, 
Connolly, & Cunningham, 2015, p. xix).

136  (Kiersey & Coleman, 2017).
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However, in Ireland, general taxation has struggled to deliver the required funding for home care as it is not ring-

fenced, leaving it exposed to arbitrary changes in political and spending priorities.137  The NHSS has shown that where 

funding is ring-fenced, general taxation is quite capable of consistently raising the required funds.  The primary benefit 

of a mandatory social insurance model over general taxation is that a ring-fencing mechanism is in-built,138 ensuring 

greater stability and transparency in funding.  For a general taxation model to be successful, it will be essential that 

funding is ring-fenced. 

Both funding models are weakened during times of economic downturn, though multi-annual budgeting can help 

ensure funding stability for service planners.139  Pure social insurance systems appear to be more reliant on a strong 

economy140 and are frequently subsidised by general taxation.141  The greater flexibility of general taxation to raise 

revenue through a wider  variety of taxation sources rather than solely through income taxes may also give it 

a distinct advantage.142  

Means-Testing 

Means-testing may provide a more sustainable 

and somewhat equitable method of financing 

home care under a supply-led system by ensuring 

those with a need for home care but lacking the 

necessary financial means are still able to access 

services.  However, means-testing could potentially 

reduce access to home care for some people and 

maintain a level of unmet need by introducing 

costs for those above the benefit threshold . 

Nevertheless, the research is quite clear that in 

other countries which (in principle) provide home 

care solely on the basis of need, means-adjusted 

co-payments are being increasingly relied upon 

to manage rising levels of demand.143  If means-

tested co-payments are to be introduced to ensure 

the financial sustainability of the system, it is vital 

that clients be charged minimal costs.  Payments 

should be progressive and anyone under the 

relative poverty threshold or at-risk of entering 

relative poverty due to co-payments, should not be 

expected to contribute.

137  (Oung, Curry, Schlepper, & Hemmings, 2019).
138  (Oung, Curry, Schlepper, & Hemmings, 2019).
139  (Committee on the Future of Healthcare, 2017).
140  (Oung, Curry, Schlepper, & Hemmings, 2019).
141  (Wagstaff, 2010; Committee on the Future of Healthcare, 2017).
142  (Oung, Curry, Schlepper, & Hemmings, 2019).
143   (Kiersey & Coleman, 2017; Colombo, Llena-Nozal, Mercier, & Tjadens, 2011; Costa-Font, Courbage, & Zweifel, Policy Dilemmas in Financing Long-

Term Care in Europe, 2015).

HOW MUCH ARE PEOPLE 
WILLING TO CO-PAY?

As part of our research, HCCI commissioned iReach Insights 

to carry out an online survey of a nationally representative 

sample of the Irish adult population.  Among the questions 

asked was:

How much would you be prepared to contribute to a 

Homecare package at home?  If it costs the government 

€30 per hour in total to provide homecare – i.e. for a carer 

to come to your home assisting you with personal care needs 

and household chores, etc. – what percentage of this total 

cost would you be willing to contribute?

Respondents were prepared to contribute, on average, 19% 

of the cost – equivalent to roughly €5.70 an hour.  

Nevertheless, many respondents responded that they 

would pay less than 19% and the literature is clear that 

introducing user costs could deter some people in need 

from accessing home care.  There is a clear need for 

additional research on this topic.    



Providing more citizens the freedom to live at home.46

Preferred Funding Model

Most funding should be provided through general taxation.  This is likely to be the most sustainable funding source, 

require the least number  of co-payments, capable of meeting the broadest level of need, and is consistent with the 

vision and model of Sláintecare. 

Based on international evidence, however, HCCI also accept that a certain level of co-payments will be required, 

regardless of the chosen primary funding mechanism, to supplement funding and further ensure the financial 

sustainability of the statutory scheme.  Payments should aim to be modest, progressive and anyone under the relative 

poverty threshold or at-risk of entering relative poverty due to co-payments, should not be expected to contribute .

A potential weakness of general taxation models is that they tend to be exposed to the risk of cutbacks at times 

of economic downturn, or changes in political priorities.  Multi-annual budgets and ring-fencing are measures to 

protect against this.144

Tax relief should continue to be available, simplified and extended for anyone whose preference would be to receive 

home care privately rather than publicly.

How Funds Will Be Allocated

In addition to a funding model, a funding-allocation model which equitably and efficiently distributes funding and 

resources will be necessary.  An external review of home care services in 2016 found significant variations in the annual 

funding received per head of population by CHOs.  As a result, the existing allocation of funds to each CHO does not 

necessarily mirror the size and level of dependency of its constituent population.  

The review recommended developing funding/resource allocation tools to enable the allocation of funds on the basis 

of defined population needs.145  In addition, both the Integrated Care Programme for Older Persons (ICPOP) and 

Sláintecare are working towards population needs-based funding (PBF) models.146  The accuracy and efficiency of such 

a model will be dependent on the quality and quantity of reliable data available to it.  Although some of the required 

data is already collected, and moves are being made towards a population-based allocation model, this is still likely to 

take some time.147  It is anticipated that implementation of the SAT will greatly aid this process.

In the interim, expansion of an activity-based funding (ABF) model from beyond acute care settings to the whole 

health system has been proposed.  ABF is an approach to funding which sees providers funded in line with the activity 

that they undertake.  By establishing a clear link between activity and funding, ABF represents a fairer and more 

transparent system of resource allocation than the block-grant allocation model currently in use.148 

However, HCCI has reservations about utilising ABF as a medium-to-long term method of resource allocation within 

a home care context. Firstly, it’s based on activity rather than need or outcomes. In theory, this may have the potential 

to create perverse economic incentives. CHO’s or service providers could inadvertently be punished if they manage 

to reduce activity by improving outcomes. Secondly, other stakeholders have pointed out that ABF may not be suitable 

for more complex and resource-intensive forms of care such as palliative care or dementia care.149  

Given these concerns, a PBF model should be fully developed and implemented as a matter of priority. 

144  (Committee on the Future of Healthcare, 2017; Oung, Curry, Schlepper, & Hemmings, 2019).
145  (Mazars, 2016).
146  (Health Service Executive, 2017; Committee on the Future of Healthcare, 2017).
147  (Government of Ireland, 2018).
148  (Health Service Executive, 2015).
149  (Committee on the Future of Healthcare, 2017, p. 168).
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SECTION OVERVIEW

  A statutory scheme will change home care from 

being supply-led to demand-led. This could increase 

demand depending on how broad or narrow the 

Department of Health set and assess eligibility and 

entitlement.

  Transitioning towards Universal Home Care will 

almost definitely see demand for home care increase 

but with significant savings in acute care settings. 

  This must be matched by an increase in capacity 

for supply to be able to meet demand, necessitating 

additional funding and efficiency gains with major 

implications for models of care, capacity building and 

workforce planning.

  Given the budgetary pressures on the HSE, the need 

to support ageing at home to the greatest extent 

possible while achieving value for money, and the 

flexibility and quality of care provided by HCCI 

members, there is a case to be made for greater 

outsourcing of home care.

  Outsourcing to date has afforded many more 

people the freedom to age well at home than 

would otherwise have been possible.  Further gains 

can be accomplished by adopting a more rational 

commissioning model

Q)  What are the potential implications of a statutory entitlement for home care? 
Recommendations 10 - 17:

Based on the ‘Reform Scenario’ from the Department of Health’s Health Service Capacity Review 2018, it is estimated that 

the introduction of a statutory scheme for home care in 2021 must: 

10. Provide 25.1m home support hours to 64,400 recipients with a minimum budget of €753m.  

i.    Under current labour conditions, it is estimated this will require nearly 7,000 additional care workers across HSE 

and contracted private providers alone, with an unknown increase among contracted voluntary providers. 

ii.  These projections are more likely to be significant underestimates than overestimates.    

The concentration of home care services on service users with the highest levels of need appears to have 

been at the expense of service users with lower assessed needs. This should not be an ‘either-or’ scenario. 

International research suggests that the absence of low-level support is likely to increase the risk of needing 

more costly, intensive services in the long-term.

11.  Increase service provision for those with lower assessed needs. Foster self-management by providing support, 

training, information and advice, both to older people and to their caregivers.

12.  Access to flexible, personalised rehabilitation and reablement should be available when needed.

13.  Recommendations on integrated workforce planning and capacity building should follow the Comprehensive 

Labour Market Framework utilised by the Department of Health. These are contained in Table 12 on pg.61. 

14.  The Department of Health should publish and engage with stakeholders around the Second Action Plan 

arising from the Working Together for Health report.

15.  The Department of Health and HSE should carry out a cost-benefit analysis to examine the feasibility of further 

outsourcing of public home care to professional private providers. 

16. CDHC should become the primary commissioning model of home support services.

ii.   Greater efforts must be made to assist care recipients in arriving at informed decisions. The Assisted 

Decision-Making (Capacity) Act 2015 and CQC ratings system are particularly relevant. 

17.   Discontinue the ‘Fastest-Responder First’ commissioning model and replace with an alternative, which is 

reached through a combination of research and consensus between stakeholders involved in the delivery 

and receipt of home support services.
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The planned introduction of a statutory scheme will change public home care from a supply-led scheme to a demand-

led scheme,150 meaning no matter how many people applied, assuming they meet the eligibility criteria, their needs 

will have to be met. This must be matched by an increase in social and primary care capacity for supply to be able to 

meet the increased demand. Inability to do so will mean a continuation of rationed services and waiting lists.151 

Ultimately,  this will require 

raising additional revenue and 

improving the efficiency of 

the home care sector.152  The 

flexibility and quality in care that 

HCCI members can provide, 

coupled with the significant 

savings and value for money that 

has been achieved through the 

increased outsourcing of public 

home care, has undoubtedly 

supported many more people 

all over Ireland to maintain their 

freedom to live at home than 

would otherwise have been 

possible.  Despite the above there 

is room for improvement.  Further 

gains are easily achievable 

under a more rational tender 

and commissioning process.  

Given this, and the potential 

implications of a statutory 

scheme, there is a strong case for 

the HSE to consider expanding its 

outsourcing of home care, with 

HCCI members at the forefront. 

Demand, Expenditure 

& Staffing

Trying to project future trends 

and demands is always an 

uncertain endeavour and is 

difficult to do with a high degree 

of precision.  A degree of caution 

should be exercised when 

extrapolating future trends based 

on current data.  Nevertheless, 

a number of reports published 

in recent years predicting where 

and how much demand is likely 

across the healthcare system 

150  (Timoney, 2018).
151  (Committee on the Future of Healthcare, 2017).
152  (Department of Health & PA Knowledge Ltd., 2018).

PUBLIC HOME CARE, 2019

The HSE projects that in 2019, 18.2m home support hours will be provided to 

53,417 people overall, under a budget of €446m.

   Average cost of €24.50 per hour for home support 

(€25 if IHCP’s are excluded).

   17.9m hours of home support (home help/HCP’s) 

will be provided to 53,182 people:

   Weekly average of 6.5 hours of home support

   360,000 hours of intensive home care packages (IHCP) 

will be provided to 235 people:

   Weekly average of 29.5 hours of IHCP’s

In addition, 7,217 people were on a waiting list for home support in June 2019.

   13.5% unmet demand in public home support.

Sources: (Health Service Executive, 2018a; TheJounal.ie, 2019).

THE ‘TRUE’ COST OF PUBLIC HOME CARE

Above, we have used HSE data to arrive at an hourly cost of home care 

of €24.50.  However, this figure fails to take account of hidden costs such 

as overheads or the staff pension costs of HSE staff, etc., and thus likely 

underestimates the true cost of delivering home care.  Unfortunately, 

such data is not publicly available.

A 2009 report by PA Consulting estimated the true cost of care per hour 

to be €29.44 for the HSE (versus €21 for tendered private providers).  

Applying a conservative estimate of inflation of 6% since 2009* suggests 

a true cost per hour of home care of €31.20.  But there are limitations to 

simply applying an estimate of inflation based on the CPI to home care. 

In the absence of more accurate estimates of the true cost of care, HCCI 

have conservatively assumed a true cost of care of €30 per hour for the 

purpose of estimating the cost of home care under the statutory scheme.

To resolve the data gap, HCCI plans to commission research into the 

true cost of care for the HSE, non-profit and private providers, and hopes 

to receive full co-operation from all relevant stakeholders in this endeavour. 

Sources: (PA Consulting Group, 2009; CSO, 2019).

*Based on the Consumer Price Index (CPI).  Estimates vary slightly depending 

on base year.
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suggests it has become an increasingly important aspect of health service planning.153

Scenario 1: Simple Projections of Demand

In assuming that a statutory scheme for home care will change public home care into a demand-led scheme, the most 

basic projection of demand would be to assume that unmet demand (i.e. those currently on the waiting list for home 

care) will become met demand. 

In June 2019, there were 7,217 people (13.5%) on the waiting list for home care.154, 155  In 2019, the HSE expect to provide 

18.2m home support hours to 53,417 people .156  Extending the same level of provision to those on the waiting list – and 

assuming a true cost of €30 per hour for home care delivery – would see roughly 20.6m hours distributed between 

60,634 people in 2021, requiring a budget of €619m  under current costs.

Alternatively, it could be assumed that unmet need will become demand, and this would likely provide a more accurate 

projection of expected demand.  The biggest challenge with this approach is the lack of reliable, usable, up-to-date 

information regarding the level of unmet need for home care. 

In their 2017 Sláintecare report, the CFH attempted to provide costings of the various recommendations made, 

including the recommendation for universal home care.  The CFH assumed unmet need would become demand and 

applied the 26% rate of unmet need for home care as indicated by Wave 1 TILDA data.  Using this same methodology 

and again applying it to 2019 activity levels, it is estimated that the level of provision would need to increase to 22.9m 

hours distributed between 67,299 people in 2021, requiring a budget of €688m . 

These projections are referred to as ‘simple’ for several reasons.  They fail to consider any demographic, population 

health or health system changes that may occur between now and the introduction of the statutory scheme in 

2021.  They fail to take account of the fact that many people receiving public home care in 2019 are not receiving 

a full provision of service, and extending 2019 figures into 2021 would similarly result in some people receiving an 

inadequate level of service provision (which it is hoped a statutory scheme will help to solve).  They fail to consider 

any inflationary costs in providing home care in 2021.  And the 26% estimate of unmet need for home care is based 

on data that is almost 10 years old and from a time when utilisation rates for home care were far greater – the estimate 

may now be outdated and underestimate the true level of unmet need for home care.  All of these caveats suggest our 

‘simple’ estimations are highly conservative.

Nevertheless, if these projections are even remotely accurate, it can be expected that demand for home care will 

increase significantly under a statutory scheme. 

Scenario 2: Sophisticated Projections of Demand

In recent years both the ESRI and the Department of Health (DoH) have attempted to produce more sophisticated 

projections of future demand for home care over a 15-year period – the ESRI from 2015-2030 and the DoH 

from 2016-2031. 

The ESRI report presents a few possible scenarios based on potential trends in demographics, morbidity and mortality.  

It makes projections for demand for public and private home care but fails to consider the impact of a re-orientation 

of the healthcare system away from acute care and towards greater primary and community care.157 

The Department of Health report presents a number of possible scenarios based on potential trends in demographics, 

153  See, for example, (Wren, et al., 2017; Smyth, et al., 2017; Department of Health & PA Knowledge Ltd., 2018).
154  (TheJounal.ie, 2019).
155   According to the HSE, the home care waiting list includes those who have yet to receive any home care, and those who are receiving home 

care but require more. However, HSE data reporting does not show how many people fall within each category. Therefore, for this analysis it is 
assumed that all those on the waiting list have yet to receive any service.

156  Combines HSS and IHCP recipients (Health Service Executive, 2018a, p. 139).
157  (Wren, et al., 2017).
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morbidity, mortality and a re-orientating of healthcare towards primary and community care but restricts its analysis 

to publicly provided home care.158

Neither report considers the likely impact of a statutory entitlement on demand, instead suggesting future 

research should address this.  However, both reports do make scenario projections which consider unmet 

demand becoming met demand.

Table 8 on the next page presents the key long-term (15-year) projections for public home care from both reports. 

The way the data is reported is reflective of the way the HSE previously reported home care statistics prior to 2018.159  

The population projections up to 2030/2031 are very similar. However, home care projections vary significantly 

depending on the scenario.  The DoH present two separate scenarios when predicting demand: 

   The first is based on a continuation of the current model of healthcare up to 2031 –indicating a continued 

over-reliance on the acute sector and under-reliance on primary and community healthcare.160  As the ESRI 

do not take account of changes in the health system, their projections of future demand for public healthcare 

compare most closely with this first scenario from the DoH. It is notable that the DoH report considered this 

scenario to be unsustainable due to the overwhelming pressures it would place on acute care services.161

   The second scenario is based on a series of reforms within the healthcare sector, similar to those proposed 

by Sláintecare,162 and include  a re-orientation towards greater primary and community care.  This would help 

mitigate future demands on acute care but will require capacity investments in primary and community-based 

care greatly over and above that required under the first scenario.163

158  (Department of Health & PA Knowledge Ltd., 2018).
159   That is, home help data and home care package data are reported separately. Since 2018, the HSE has reported combined home help and home 

care package data as ‘home support’ data.
160  (Department of Health & PA Knowledge Ltd., 2018).
161  (Department of Health & PA Knowledge Ltd., 2018).
162   (1) Prevention – Health and Wellbeing Initiatives; (2) Intervention – Emphasis on Community-Based Care with a Specific Focus on Older Persons; 

(3) Efficiency – Productivity Measures with a Specific Focus on Acute Care. These are not the only changes that could or should occur. They were 
selected by the report as they are expected to have the greatest impact on capacity (Department of Health & PA Knowledge Ltd., 2018). 

163  (Department of Health & PA Knowledge Ltd., 2018).
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Table 8: Long-Term Projections of Demand for Public Home Care

ESRI164 Department of Health165

2015-2030 2016-2031

Population 
Projections

  10%-23% growth in overall population 

(14% most likely).

  58%-63% growth in 65+ population.

  93%-99% growth in 85+ population.

  12% growth in overall population. 

  59% growth in 65+ population. 

  95% growth in 85+ population.

Home Care 
Projections

Public Home Care

Projections assume no change in the model 

of care, similar to the Department of Health’s 

Scenario 1 projections.

1.  Home Help

Home Help Hours

Public Home Care 

Scenario 1: Continuation of the Status Quo

This would see a continuation of our over-reliance 

on the acute hospital system and would require 

significant increases in capacity across all aspects 

of the health service. This scenario is considered 

unsustainable due to the overwhelming pressures 

it would put on acute care.

1.  Home Help

Home Help Hours

2015: 10.5m 2030: 14.4m – 16.1m 2016: 10.6m 2031: 17.8m

Home Help Recipients

2015: 48,000 2030: 68,000 – 75,000

2.  Home Care Packages 2.  Home Care Packages

2015: 15,000 2030: 22,000 – 25,000 2016: 15,600 2031: 26,600

3.  Intensive Home Care Packages

2016: 200 2031: 330

Public Home Care 

Scenario 2: Reform

This would see reform in three interlinked areas 

across the health system, in line with Sláintecare 

proposals.  Capacity investments greatly over 

and above the status quo scenario in primary 

and community-based care will be required:

1.  Home Help

Home Help Hours
2016: 10.6m 2031: 23.1m

2.  Home Care Packages
2016: 15,600 2031: 34,600

3.  Intensive Home Care Packages
2016: 200 2031: 660

 

When comparing the long-term projections for home care demand, it can be seen that the upper estimates projected 

by the ESRI still fall below the lower (scenario 1) estimates projected by the DoH.  The difference between the ESRI 

164  (Wren, et al., 2017).
165  (Department of Health & PA Knowledge Ltd., 2018).
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estimates and the DoH’s upper (scenario 2) estimates, which take into consideration Sláintecare-style reforms, 

are even more stark.

Fortunately, both the ESRI and DoH include shorter-term projections of demand for the year 2021 – the year a 

statutory entitlement is due to be introduced.  These are compared in Table 9. However, this time we have also 

provided adjusted figures for ‘Home Support’ to reflect changes in the way the HSE now reports home care data 

to improve comparability.

Table 9: Projections of Demand for Public Home Care by 2021, Unadjusted and Adjusted166

2021
ESRI Department of Health

Home Care 
Projections

Public Home Care

1.  Home Help

Home Help Hours

Public Home Care

Scenario 1: Continuation of the Status Quo

1.  Home Help

Home Help Hours
11.3m – 12.1m 12.5m
Home Help Recipients
53,000 – 56,000 

2.  Home Care Packages 2.  Home Care Packages
17,000 – 21,000 19,000

3.  Home Support (Adjusted) 3.  Home Support (Adjusted)
Home Support Hours Home Support Hours
17m – 19.2m 18.9m
Home Support Recipients Home Support Recipients 
50,450 – 56,800 56,000

4.  Intensive Home Care Packages
230

Public Home Care 

Scenario 2: Reform

1.  Home Help

Home Help Hours
14.4m

2.  Home Care Packages
21,800

3.  Home Support Hours (Adjusted)
Home Support Hours 
21.8m
Home Support Recipients
64,400

4.  Intensive Home Care Packages
350

166   (Wren, et al., 2017; Department of Health & PA Knowledge Ltd., 2018). The Adjusted Home Support figures are not included in either reports. 
Home Support Hours are calculated by combining estimates for home help hours with the number of home care packages, where it is assumed 
each home care package (excl. HHH) delivers an average of 6.5 hours of home support each week. Home Support Recipients are then calculated 
on the assumption that each home support recipient receives on average 6.5 hours of home support each week. These figures are calculated and 
included to improve comparability with the HSE’s current data reporting method for home care.
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The pattern is similar to the longer-term projections contained in Table 8.  ESRI and DoH scenario 1 estimates are 

quite closely aligned.  Demographic pressures will increase demand for home care even without reform of the health 

system.  If we take the adjusted home support figures based on the DoH’s scenario 1 estimates, then 18.9m home 

support hours would be needed for 56,000 people, requiring a home care budget of not less than €567m by 2021 .

However, if Sláintecare-style reforms were to be implemented (which they should if the health system is to be 

sustainable over the coming decade), then the adjusted home support figures based on the DoH’s scenario 2 estimates 

suggest that 21.8m home support hours would be needed for 64,400 people, requiring a home care budget of not less 

than €654m by 2021 .

Preferred Scenario

The DoH’s scenario 2 estimates are the preferred projection scenario for a number of reasons.  Scenario 2 estimates 

take account of potential trends in demographics, morbidity, mortality, the necessary re-orientation of healthcare 

towards greater primary and community-based care, and accounts for unmet demand becoming met demand. 

For those that are currently receiving home care in 2019, the level of service provision is estimated to be falling 15% 

short of assessed care needs.167  This equates roughly to one extra hour of care per person per week.  On this basis, 

it is estimated that 25.1m home support hours would be needed for 64,400 people, requiring a home care budget of 

not less than €753m by 2021, where the true cost of delivering home care is assumed to be €30 per hour . 

The projected growth is equivalent 

to a 22% increase in recipients, 

a 40% increase in home support 

hours and a 69% increase in 

expenditure between 2019 and 

2021.168    

By failing to take account of 

unmet need and healthcare 

inflation, it is likely that these 

projections may still underestimate 

potential demand and required 

expenditure for public home care 

under a statutory scheme.169 

How many staff are needed?

Basic estimates suggest that providing 25.1m home support hours would require a minimum full-time equivalent 

workforce170 of 14,940 care workers.  Due to data integrity issues, we anticipate that this is an underestimate of the 

required resources.  This figure assumes a perfectly efficient workforce.  It fails to take account of the fact that many 

care workers do not work full-time, the amount of travel time it takes to get from one client to another, sick leave 

or the turnover rate in staff from year-to-year.  It also fails to take account of overhead costs associated with an 

expanding workforce.

167  (Care Alliance Ireland, 2018).
168   The greater increase in expenditure compared to home care recipients or hours is due to the fact that the HSE’s 2019 budget does not account 

for the full/true cost of home care, while the 2021 estimate attempts to take the full cost into account. This has the effect of inflating the 
percentage increase for expenditure well above that for recipients or hours of home care. 

169  5% inflation in the costs of home care would see the required budget raise to €791m. 10% would require €828m.
170   Full-time equivalent refers to the size of the workforce if all staff were employed full-time. Calculations are based on a 35-hour working week, 48 

weeks of the year (considering a minimum of 4 weeks annual leave per year) for each staff.

(PROJECTED) 2021 
PUBLIC HOME CARE

Home Support Hours:

25.1m

Home Support Recipients:

64,400

Intensive Home Care Packages:

350

Expenditure:

€753m

2019 PUBLIC 
HOME CARE

Home Support Hours:

17.9m

Home Support Recipients:

53,182

Intensive Home Care Packages:

235

Expenditure:

€446m
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Table 10 outlines a more detailed breakdown of the minimum requirement of 14,940 full-time equivalent care workers 

by taking account of part-time staff, turnover rates and the distribution of staff across different providers.

Table 10: Projected Care Worker Requirements for Public Home Care Provision, by Sector171 

Service 
Provider172

Current 
Staffing 

Level

Current 
Full-Time 

Equivalent 
Number

Full-Time 
Equivalent 

Requirement
(by 2021)

Turnover 
Rates

Headcount 
Requirement

(by 2021)

Total Extra 
Carers 

Needed 
(by 2021)

HSE173

(50%)

Full-Time 

Equivalent:

5,419

Headcount:

6,282

1.16 7,470 4.5% 9,055

Full-Time 

Equivalent:

2,051

Headcount:

2,773

Private/HCCI174

(30%)

Full-Time 

Equivalent:

3,048

Headcount:

9,373

3 4,482 Unknown. 13,446

Full-Time 

Equivalent:

1,434

Headcount:

4,073

Voluntary
(20%)

Unknown. Unknown. 2,988 Unknown. Unknown. Unknown.

 

Clearly there are data limitations in the table above.  HSE figures, though based on 2017 workforce data, were the only 

figures where it was possible to consider staff turnover rates.  It was not possible to find publicly available workforce 

statistics for contracted voluntary providers, while several assumptions also had to be made for the data relating to the 

contracted private providers.  

Strong inference from the available statistics indicates that by 2021, based on projections of demand under a statutory 

scheme and current home care labour market conditions, HSE and private sector capacity alone will have to expand 

by 3,485 full-time equivalent care staff.  That is equivalent to a 41% growth rate in workforce capacity, requiring a 

headcount of 6,846 care staff. 

The Implications for the Workforce

To summarise, it is estimated that a statutory scheme for home care introduced in 2021 will require 25.1m home 

support hours provided to 64,400 recipients with a budget of not less than €753m .  It is estimated this will require 

nearly 7,000 additional care workers across HSE and contracted private providers alone, with an unknown increase 

among contracted voluntary providers as well.  This roughly equates to a 22% increase in home care recipients, 

40% increase in hours, 41% increase in care workers and a 69% increase in expenditure .

171  (OECD, 2019; Health Service Executive, 2018).
172   The HSE have estimated a service provider mix for public home care of 50% of provided directly by the HSE, 30% provided by private providers 

and 20% provided by voluntary providers (Healy, 2018).
173   The HSE’s current staffing levels are based on 2017 OECD figures as these are the most recent publicly available for both full-time equivalent 

staff and a headcount of staff. HSE turnover rates are similarly based on 2017 data.
174   The HSE have estimated that 30% of public home care services are provided through contracted private providers. Results from HCCI’s first 

Annual Curám Baile Survey suggest that roughly 90% of this is provided by HCCI members. Therefore, for the purpose of simplifying the analysis 
we have equated contracted private providers with HCCI members. The Annual Curám Baile Survey further shows that 69% of the home support 
hours supplied by HCCI members are public, compared to 31% private. We assume that the workforce is distributed along those lines also, 
meaning a headcount of 9,373 HCCI carers dedicated to public home care.
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These projections, for the many reasons which have already been mentioned, are likely to be underestimates.    

Meeting the Demand for Home Care 

The projected increases in demand follows two decades of rapid population growth, reduced access to public home 

care and a consequent build-up of unmet demand.  The projected demand, both short-term (up to 2021) and long-

term (up to 2031), inevitably give rise to demand for additional expenditure and expanded staffing. This will have 

major implications for models of care, capacity building, workforce planning and training.  Entitlements to home 

care will count for little without the capacity to provide services on the supply-side.175

Improved Models of Care

Demand for home care tends to be concentrated in older age groups, and as people age, their health needs tend to 

become more chronic and complex.  Health systems that address these multi-dimensional issues in an integrated, 

multi-disciplinary way facilitated by a strong case management approach have been shown to be more effective than 

siloed services which act to specific diseases independently.  Both the academic literature and Irish health policy place 

significant emphasis on designing care plans which are comprehensive, personalised and flexible, while also designed 

to incorporate the person’s preferences.176  It is crucial enough resources are dedicated to implement this approach.

Concentrating home care services on service users with the highest levels of need is a common service delivery 

philosophy when demand exceeds the available supply of services.  In Ireland, this appears to be a growing trend.  

International research suggests that the absence of low level support is likely to increase the risk of needing more 

costly, intensive services in the long-term.177  A key aim should be to foster self-management by providing support, 

training, information and advice, both to older people and to their caregivers.178  Rehabilitation and reablement 

approaches are particularly important in this respect.179 

Home-based rehabilitation is cost-effective, and produces short and long-term reductions in assessed needs 

for home care.180  Access to adequate rehabilitation and reablement should be available when needed to prevent 

permanent disability, reliance on care and support, avoidable admissions to hospital, delayed discharge from 

hospital, and to provide adequate periods of assessment and recovery before any decision is made to move into 

long-term care.  Rehabilitation and reablement services tend to be step-down services following a hospital stay, 

but they can also be step-up services, aiming to provide timely support to prevent any further deterioration that 

could lead to a hospital stay.181 

Capacity across CHO’s varies widely and will need to expand. An effective reablement service requires specific training 

and skills distinct from broader home care services. Training of the workforce should focus on actively supporting 

older people to do things for themselves and recognising that support needs will change as the person’s abilities and 

independence are restored.  The workforce required for home-based rehabilitation and reablement services should 

have an appropriate mix of skills that may include nurses, therapists, and social workers, led by a senior clinician.182

Rehabilitation and reablement services are often time-limited for periods of three to twelve weeks.  Given the benefits 

of personalising supports,183 delivering these services is most effectively executed if focused on achieving the outcomes 

desired for that person.  Therefore, supports should be flexible and ensure that care recipients have sufficient time to 

175  (Committee on the Future of Healthcare, 2017).
176  (World Health Organisation, 2017; Committee on the Future of Healthcare, 2017; Health Service Executive, 2017; Government of Ireland, 2018).
177  (Mazars, 2016).
178  (World Health Organisation, 2017).
179   Rehabilitation and reablement are two services on a continuum of care. Rehabilitation is primarily a health model that includes physical therapy 

and occupational therapy to prevent admission to acute care or facilitate a stepped pathway out of hospital. Reablement is primarily a social care 
model that focuses on promoting and optimising independent functioning rather than resolving health issues. Despite these differences, the 
terms are often used interchangeably (Oliver, Foot, & Humphries, 2014).

180  (Mazars, 2016; Oliver, Foot, & Humphries, 2014).
181  (Oliver, Foot, & Humphries, 2014).
182  (Oliver, Foot, & Humphries, 2014).
183  (Cullen & Keogh, 2018).
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recuperate.  If, at the end of the period of rehabilitation and reablement, a person is assessed as having ongoing needs 

for support, it is important that care is planned to provide those services and maintain the progress made.184   

Workforce Planning & Capacity Building

Increased capacity is particularly dependent on the workforce.  As we have seen, there are already challenges 

in recruiting and retaining adequately trained home care staff. The situation is exacerbated by government policies 

on social welfare rules and economic migration, and the HSE’s tender and commissioning process for home care.  

These will remain critically limiting factors for developing comprehensive services in the years ahead if timely 

modifications are not adapted to redress the balance.  Compounding workforce recruitment and retainment 

challenges is the growing inability to rely on informal carers in the future due to declining caretaker potential 

associated with demographic change, increasing labour force participation rates for women and unsustainable 

levels of carer burden.185

In this context, trying to recruit over 7,000 new care workers across all sectors of home care provision over the next 

18 months will be a challenge. Failure to address the critical labour shortage in the home care sector will likely lead to 

increased waiting times in hospitals at great cost to the State.  Allowing home carers to be recruited from non-EEA 

countries is one relatively quick and simple solution which could help relieve severe labour shortages for all providers. 

This should be seen in the broader context of the capacity in the current system:

   Access issues, such as long waiting lists and high levels of unmet need, suggest significant under-capacity 

in the health system.

   High levels of funding and suboptimal outcomes suggest flawed models of care and significant productivity 

issues. That is, current capacity is under-producing.186

That capacity is under-producing is worrisome, but it does contain within it an opportunity to reduce pressures 

on recruitment if the current workforce can be made more efficient and productive.  In short, it is not enough 

to simply recruit more and more staff – we also need to do more with the workforce we already have.  

A Highly Skilled, Efficient, Productive, Valued & Supported Workforce

All service providers are required to have staff with the competencies appropriate to addressing older people’s needs.  

These include gerontological and geriatric skills, coupled with the more general competencies that are needed 

to provide integrated care. Care staff should have the ability to share information using IT and communication 

technologies and provide self-management support.187

Ensuring an adequately trained workforce will require a cross-stakeholder approach to review and define these 

competencies on a regular basis.  For existing service providers, access to continuing professional development 

will be crucial in this regard.  New workforce career paths should be considered for home care professionals, 

as should options for extending existing roles.188  

As mentioned previously, long-term care generally tends to be undervalued, especially in Ireland.  A crucial action 

will be to ensure that care workers are given the status and recognition that their contribution deserves.189  Improving 

the employment conditions of care workers will have benefits not just on recruitment and retention rates but will also 

accomplish greater staff satisfaction, motivation and higher quality of care.190  

Under the HSE’s tender and commissioning model, there is limited scope for service providers to grade pay in a way 

184  (Oliver, Foot, & Humphries, 2014).
185  (Department of Health & PA Knowledge Ltd., 2018).
186  (Department of Health & PA Knowledge Ltd., 2018).
187  (World Health Organisation, 2017; Committee on the Future of Healthcare, 2017).
188  (World Health Organisation, 2017; Working Group , 2018).
189  (World Health Organisation, 2017).
190  (Timoney, 2018).
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which is commensurate with the skills and experiences of care workers. Many other countries have shown they are 

quite capable of developing career paths, by correlating home care worker grades and pay with levels of staff training 

and skills. 

Table 11: Education Requirements & Care Worker Grades in Four European Countries191

Country Home Help Care/Personal 
Assistant Nursing Assistants Nurse Carers/

Specialists

Germany 0-3 months – 1 year 2-3 years 2-3 years 3-3+ years

The Netherlands 0-1 year 2 years 3 years 4-4+ years

Scotland SVQ Level 2 SVQ Level 3 SVQ Level 5 Nursing Degree

Sweden 3-year upper 
secondary school 
education

3-year upper 
secondary school 
education – short 
course – 3-year 
university course 
(for management role)

3-year upper 
secondary school 
education

3-4 year Degree

 

Many HCCI members report that a substantial number of carers provide home care services on a part-time basis 

whilst in receipt of social welfare payments.  Through its commissioning practices, the HSE regularly provides for 

home care services in 30-minute blocks to recipients.  If a health care worker in receipt of social welfare agrees to take 

that 30-minute shift, they will lose their full social welfare payment for that day, which far exceeds their wage for a 

30-minute shift.    

Reviewing HSE commissioning practices (to allow for more efficient rostering and a restriction of the use of 30-minute 

shifts to those whose needs can be genuinely met in that time) along with  a modest adjustment to the current social 

welfare rules (which considers the amount of time worked as opposed to the number of days) would increase the 

pool of available home care staff by incentivising social welfare recipients to work more hours.  This would also have 

the added benefit of decreasing costs to the Government through increased tax revenue and fewer social welfare 

payments (see Appendix 5).  

The Comprehensive Labour Market Framework

The Department of Health’s Working Together for Health report attempts to address the issues of the recruitment and 

retention of health care workers in Ireland by basing workforce planning on population health and social care needs 

(to ensure a workforce with the right skills, competencies and geographical distribution to deliver services), and by 

aligning organisational and national policy approaches.192  Effectively aligning organisational and national workforce 

plans requires:

    Whole-of-organisation and whole-of-system approaches; and

    Ensuring all relevant stakeholders can feed into the process, to both inform and be informed of national 

policy developments on which their own organisational policies must align.193  This takes on particular 

significance within a home care context, as recent trends suggest increases in public home care are being 

provided through tendered providers (see Appendix 1). 

191  (Kiersey & Coleman, 2017, p. 49).
192  (Department of Health, 2018b).
193  (Department of Health, 2018b).
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From a national policy perspective, the Comprehensive Labour Market Framework provides a useful guide for national 

policy changes that can create the conditions for a healthy labour market.  The framework divides national policy into 

4 inter-linked areas:

 1. Policies on Production (i.e. training and education)

 2. Policies on Labour Inflows and Outflows

 3. Policies Addressing Maldistribution and Inefficiencies 

 4. Policies on Regulation.194

Graph 4: Comprehensive Labour Market Framework195
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In making recommendations regarding how home care capacity can be improved, we have followed the Department 

of Health by basing our suggestions on the Comprehensive Labour Market Framework, contained in Table 12. 

These suggestions are not considered exhaustive.  They reflect what HCCI believes are the minimum necessary 

requirements to see improvements in the capacity of home care. Without these changes it will be very difficult to 

ensure that capacity for home care grows sufficiently and entitlements are more than just a promise on paper.

194   The Comprehensive Labour Market Framework refers to ‘Regulation of the Private Sector’. However, in the context of a statutory scheme for 
home care, it is anticipated that whatever regulations are to be introduced will be equally applied across both the private and public sector. 

195  (Sousa, Scheffler, Nyoni, & Boerma, 2013), cited in (Department of Health, 2018b, p. 30). 
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Table 12: National Policy Suggestions for Home Care Workforce Planning

Production
E.g. New training institutions, provision 
of scholarships, incentives for teaching 
staff, alignment of health worker 
education with population health needs, 
training of new teams of health workers.

Policies will only succeed if designed 
in parallel with policies to ensure 
absorption of new graduates into the 
health workforce and rectify workforce 
maldistribution and inefficiencies.

    Expansion of course and training placements to facilitate greater numbers 
of recruits entering the home care market.

    Educational and training courses to provide professionals with the core 
competencies, with curricula cognisant of developments in the field.

        Standardise training curricula to ensure basic core competencies 
are met.

         Include practical training with medical equipment and assistive devices 
(e.g. hoists) which students are likely to encounter on the job. 

    Develop positive cultural & organisational attitudes to CPD 
and life-long learning among care professionals.

         Support staff at local/organisational levels undertaking courses/training. 
This will require additional funding to ensure appropriate release of staff 
and adequate replacement cover. 

         Develop a broad range of training and skills development programmes to 
build capacity (e.g. QQI programmes, the HSE/Genio module on dementia, 
specialist trainings for staff working in specialist areas, etc.).

Labour Inflows 
& Outflows
E.g. Increasing wages, providing 
allowances, improving working 
conditions, revising recruitment 
strategies, offering training 
opportunities.

Policies need to be designed to take 
account of factors such as geographical 
distribution, productivity and 
performance, skill-mix composition, etc.

    Develop care working in home care as a profession.

         ‘Health Care Assistant’ and ‘Home Help’ should become protected titles 
to ensure the development of the roles as key health occupations.

         Develop positive cultural & organisational attitudes to CPD and life-long 
learning among care professionals (see above).

         Improve Employment Conditions:

        Changes to HSE Tender and Commissioning Practices to allow for:

         Expenses for travel time and mileage.

         Review (with a view to minimising) the use of 30-minute shifts. 

         More efficient rostering & guaranteed hours.

         Greater scope for pay to be graded, reflective of skills & experience. 

        Retainer fees for carers when clients are hospitalised or in respite.

        Special Social Welfare status for employees in receipt of social welfare 
(see Appendix 5).

         Develop care worker grades/career progression paths in a way which 
is reflective of skills and experience (e.g. see Table 13). 

         Develop graduate employment schemes to encourage new graduates 
into home care. 

    Update employment permit policy to place non-EEA carers onto  
the HSEOL list.

    Nationwide media campaign to attract people into the home care profession.
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Table 12: National Policy Suggestions for Home Care Workforce Planning (cont’d)

Maldistribution 
& Inefficiencies 
Policies are designed to address 
geographical imbalances in staffing, 
inappropriate training, and productivity/
performance issues.

E.g. recruitment strategies 
to increase the supply of health 
workers in underserved areas, 
provision of allowances, granting 
of scholarships, matching of health 
workers skills and tasks.

    More effective communication between principal stakeholders to help 
deliver the necessary staff to the required locations. 

    Collect high quality, complete and timely data that takes account 
of retirement patterns and the geographic distribution of workers.

    Appropriate staffing levels and skill mixes should be determined 
by evidence-based approaches – DoH to commission research into 
the staffing levels and skill mixes required in home care with a view 
to re-designing roles to maximise capacity

Regulation
Regulatory policies are to be applied 
across private and public home care.

E.g. Regulatory policies on staff training, 
service quality, dual practice, etc.

    Regulation of home care sector by an independent oversight authority, 
including the creation of regulation and standards.

         Licensing and registration of service providers.

          Setting and applying common standards of high-quality service.

          Minimum training/qualifications (QQI Level 5) for professional carers.

         National register of trained, qualified home care professionals.

          Performance measures and monitoring of outcomes for the user, 
with results made publicly available (e.g. CQC ratings system).

 

The first ‘Action Plan’ arising out of the Department of Health’s Working Together for Health report focuses on initial 

implementation (i.e. planning structures and enhancing engagement between stakeholders) and covered the period 

up to Q1 of 2019. The development of subsequent action plans bi-annually and the inclusion of period reviews 

of the strategy’s effectiveness; regular monitoring; regular review; and updating of progress were identified 

as key requirements.196 However, there is no indication to date of any updates on progress or follow-up action 

plans being publicly released. This should be resolved to facilitate stakeholder engagement and the effective 

alignment of organisational and national workforce planning strategies.

The Sláintecare Programme Office also have plans to develop their own integrated workforce plan beginning in 

2019.197  It is recommended that the SPO take into consideration the framework and suggestions made above.  To 

facilitate initiatives to improve capacity, the Department of Health’s Health Service Capacity Review has recommended 

introducing multi-annual expenditure plans.198

Finally, the CFH emphasise the importance of addressing recruitment and retention issues and developing integrated 

workforce plans but also highlight that integrated workforce planning is not enough on its own.  The health workforce 

is an international market suffering from a shortage of supply.  The European Commission estimated a potential 

shortage of around 1 million health workers by 2020.  The WHO predicts a global deficit of 18 million skilled health 

workers by 2030. There is already a global competition for health professionals, and talented people are migrating in 

search of better terms, conditions and prospects199

Outsourcing and The Home Care Tender – Quality Care at Significant Savings

Direct provision of public home care services by the HSE is likely to be the least cost-effective method, with no 

evidence that the quality of care provided is better than that through tendered providers.  The tender process – despite 

196  (Department of Health, 2018b).
197  (Department of Health, 2019a).
198  (Department of Health & PA Knowledge Ltd., 2018).
199  (Committee on the Future of Healthcare, 2017).
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its many flaws, failings and need for reform – has helped to produce cost-savings and greatly improve value-for-money 

for the taxpayer.  Among tendered providers, several reviews have highlighted the substantial cost-savings that are 

achieved by private home care providers when compared to non-profit providers.200 

These savings accrue because private providers can deliver quality home care 30% cheaper than direct HSE provision 

and non-profit organisations that are subsidised under Section 39 of the Health Act 2004 (Section 39 organisations).201  

At this rate, total outsourcing to private providers may have saved the HSE an additional €93,660,000 in 2019. 

Under the projections for 2021, additional  savings of €158,130,000 could be made202 – leaving significant scope 

to improve tender arrangements and the employment conditions of contracted staff, while continuing to make 

substantial savings. 

In the UK, there has been a noteworthy shift away from the delivery of services by public bodies towards an 

outsourcing model for non-core services.  It is estimated that up to 90% of total contact hours are now provided 

by private providers mostly through outsourcing arrangements by means of framework agreements.203  Greater 

outsourcing of public home support services to professional private providers may be the most feasible, efficient and 

effective method to meet the demand for home care, while also reducing unit costs in a relatively short space of time.

A common concern with outsourcing is that while opening services to increased competition can incentivise 

innovation, it might also lead to a reduction in service quality.  This is not necessarily so.  In Sweden, the privatisation 

of elderly care services has been associated with improved outcomes, such as lower mortality rates,204 as well as 

reduced costs.205  In order to ensure continued quality and effectiveness following outsourcing, the state must ensure 

that the tender contracts are fit for purpose and that it engages in constant monitoring and evaluation.206  

In playing the role of both a provider and commissioner of home care, the HSE has struggled to supply the necessary 

resources into monitoring and evaluating its tender.  At the time of writing, the HSE did not have in place home care 

audit teams in the majority of the country.  Again, greater outsourcing to private providers could have significant 

benefits by freeing up HSE resources for additional home support assessments, monitoring quality of care and 

enforcing tender agreements.  At the least, the potential benefits and value for money to be gained in this area 

demands further exploration by the Department of Health and HSE.  HCCI plan to commission research into the 

cost of providing home care by the HSE, non-profit and tendered providers, and hope to receive full co-operation 

from all relevant stakeholders .

However, even without additional outsourcing, the approach used by the HSE to commission home support 

services must change. CDHC should be the first option in the commissioning of public home care services, 

with greater efforts made to help clients make informed decisions. The Assisted-Decision Making (Capacity) Act 

and a CQC-style ratings system would be helpful and can help improve the quality of care207 as well as facilitating 

client empowerment and choice. 

Further, the ‘Fastest-Responder First’ approach blatantly contradicts the provision of person-centred care 

and serves only to benefit the HSE. The model must be discontinued and replaced by an alternative option 

when CDHC is unsuitable or not desired by the client. An alternative commissioning model could be agreed 

upon through a combination of research and consensus between stakeholders involved in the delivery and receipt 

of home support services. Ideally this model would allow home care providers to play a role in the holistic care 

planning process to assist with increasing capacity through the more efficient rostering of carers.      

200  (PA Consulting Group, 2009; EPS Consulting, 2013).
201  (PA Consulting Group, 2009; EPS Consulting, 2013).
202  Estimates based on extending public provision of home care by private providers from 30% to 100%.
203  (EPS Consulting, 2013).
204  (Bergman, Johansson, Lundberg, & Spagnolo, 2016).
205  (Stolt, Blomqvist, & Winblad, 2011).
206  (Ní Lochlainn & Collins, 2015).
207  (Zhao, 2016).
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REGULATING HOME CARE

SECTION OVERVIEW

    There is a broad consensus that home care should 

be regulated to improve the quality of care and 

employment conditions, and to act as a safeguard 

for people who may be vulnerable.    

    People’s homes are also a personal and private 

space.  Home care recipients should not be 

expected to open their homes for inspection.

    Nor should regulation be considered a panacea.  

Over-regulation can place an unnecessary burden 

on service providers and care workers, and take 

away from time with care recipients. 

    There has been a tendency in other areas 

of healthcare for the Department of Health 

to immediately enact regulations with little 

or no forewarning for service providers.

    In England, the independent regulator of health 

and social care – Care Quality Commission – 

utilises an innovative and easy-to-read ratings 

system which allow people to compare services 

and make informed choices about care.  

Ireland currently lacks such a system.   

Q)  How should the provision of a statutory home care scheme be regulated? 
Recommendations 18 - 23:

18.   Regulatory oversight of home care must be carried out by an independent authority. 

19.   Regulations and standards must be equally applied to all types of professional home care providers 

to ensure the same high quality of service regardless of who provides the care.

20. The regulatory system should include:

i.     Licensing/registration of service providers.

ii.    Setting and applying common standards of service.

iii.   Compliance and enforcement processes.

iv.    Monitoring of outcomes for the user with results made publicly available. This should include 

an easy-to-read CQC-style quality ratings system. 

v.    Minimum training/qualifications for professional carers.

vi.   Developing good practice for carers, families and home care providers.

21.   Implement a ‘service-based’ model of regulation, where the focus would be on the operation of the service 

provider rather than the persons home.   

22.  Consideration should be given to future-proofing any regulations or legislation to be introduced, 

to effectively regulate any new models of care that may arise due to technology, and to ensure 

that service providers are capable of remaining financially viable. 

23.  There should not be an immediate enactment of regulation without any lead-in or transitionary period 

to allow providers to prepare.  A transitionary period of at least 12 months should be considered.

 

Across Europe, regulatory standards are the dominant approach to improving quality208 and have an important role to 

play in safeguarding care recipients.209 

However, despite the potential benefits and importance of regulating formal home care (see pg.26 ), there are several 

caveats worth highlighting.  Regulating home care presents a set of unique challenges that are not seen in other areas 

of healthcare.  Though care takes place in the person’s own home, recipients of care should not be expected to open 

208  (OECD & European Commission, 2013).
209  (PA Consulting Group, 2009).
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their homes to inspection.210  In addition, experience in other countries suggests regulation is not enough by itself 

to deliver quality services.  Over-regulation can create high administrative burdens, take away from time with clients 

and create resistance from frontline workers.  It is essential for all stakeholders to continue listening and responding 

to clients and their families, and for regulations to be designed with the input of stakeholders.211

There is consensus among almost all stakeholders that home care should be regulated and subject to oversight 

from an independent authority.  There are also particular elements which many stakeholders agree should be inherent 

to any regulatory system.  These were earlier mentioned and include:

     Licensing and registration of service providers;

     Setting and applying common standards of service;

     Compliance and enforcement processes;

     Monitoring of outcomes for the user, with results made publicly available;

     Minimum training/qualifications for professional carers;

     Developing good practice for carer’s, families and home care providers;

     Internationally, many of these elements are standard mechanisms within the regulatory frameworks of home 

care systems.212  Regulations and standards should also apply to all types of professional service providers 

equally, whether in the public sector or private sector of home care, to ensure the same high quality of service 

regardless of who provides the care.213  What is less clear is the particular model of regulation that should be 

applied by an independent oversight authority, within which each of the above mechanisms are implemented. 

Regulating Home Care

The Health Information and Quality Authority (HIQA) is an independent oversight authority established under the 

Health Act 2007 to drive high-quality and safe care for people using health and social care services in Ireland.214  

Regarding older persons services, HIQA’s remit includes long-term residential care, but not home care, day care or 

respite services.215  There have been calls in the past for HIQA’s remit to be expanded into professional home care.216 

In the regulation of long-term residential care, HIQA currently follows an ‘establishment’ model, which means that 

each physical location at which a care activity takes place must be registered, and there is a requirement to regularly 

renew registration after a certain period of time.217  If applied to home care, this model of regulation would likely require 

tens of thousands of care recipients to register their homes with an independent regulatory authority and open their 

homes to inspection in order to be eligible to receive home care.  This is not a desirable model. 

In an international review of the regulation of health and social care services, HIQA noted that many other countries 

have moved to a ‘service-based’ model.  This means that a service provider registers with the regulator and informs 

them of the different types of care they are providing, and in what locations.  Providers simply register once and are 

then monitored for compliance on an ongoing basis thereafter; there is no requirement to renew their registration.218  

210  (Health Information and Quality Authority, 2017a).
211  (Timoney, 2018).
212  (Kiersey & Coleman, 2017).
213  (Health Information and Quality Authority, 2017a).
214  (Health Information and Quality Authority, 2019; Department of Health, 2019b).
215  (Health Information and Quality Authority, 2017b).
216  (Law Reform Commission, 2011; HCCI, 2018).
217  (Health Information and Quality Authority, 2017b).
218  (Health Information and Quality Authority, 2017b).
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Under this model of regulation, the focus would be on the operations of the service provider rather than the care 

recipient’s private home.219 

In addition, HIQA further noted variations in how regulations were developed and applied. In some countries there was 

a separate suite of regulations governing each of the different models of care (e.g. home care, day services, nursing 

services, etc.).  However, in England one overall set of ‘fundamental standards’ for all services is used and the regulator 

will select the elements that are appropriate to each particular setting.220

Having considered the different approaches, HIQA concluded a service-based model of registration — coupled with 

a suite of regulations and standards specific to each model of care — represented the best option for the future 

regulation of community-based health and social care services for older persons.  The benefits of this approach 

include:

     It provides clarity to service users, providers and regulators;  

     Separate regulations can be tailored to each service model; 

     Service providers can be more flexible and innovative. For example, they could accommodate 

service users with different support needs in the same settings;

     Administration would be reduced, both for the service provider and the regulator.221

Despite calls in the past for HIQA’s remit to be expanded into home care, the Department of Health 

have yet to indicate whether they favour extending the remit of an existing oversight authority 

or establishing a completely new authority for the purposes of regulating home care.  

Regardless of who the chosen body is, the statutory framework governing home care will require a clear 

and comprehensive definition of home care and of what constitutes a service provider.222  An extension 

of HIQA’s remit into home care and moving from an establishment model to a service-based model 

will require the Health Act 2007 to be amended.223 

Further Attention Needed

Of course, no approach is perfect, and the strengths and weaknesses of any regulatory model should be carefully 

considered by the Department of Health.  Under a service-based model, managing complaints and health and safety 

concerns, enhancing transparency and ensuring the voice of care recipients are captured as part of the monitoring and 

inspection process may require slightly adjusted approaches in comparison to the establishment model. 

It is standard practice for all service providers to have a clear, effective, easily accessible complaints systems which 

allows complaints to be dealt with in a quick, transparent and equitable manner.  In many countries, if a care recipient 

is not satisfied with the complaints process of a service provider then monitoring agencies can investigate specific 

complaints.224  In a service-based model where inspectors are likely to have little, if any, direct face-to-face contact 

with home care recipients, careful consideration will need to be given to regulating complaints. 

In England, the Care Quality Commission (CQC)225 enhanced the transparency and accessibility of their inspection 

results through the utilisation of an easy-to-read quality ratings system.  This was previously referred to (see page 

39) as a potential mechanism to assist care recipients compare the quality of services to assist in informed decision-

219  (Health Information and Quality Authority, 2017a).
220  (Health Information and Quality Authority, 2017b).
221   Currently, services must renew their registration with HIQA every three years. It is HIQA’s view that this registration cycle is overly burdensome, 

both for the service provider and the regulator. If this were removed, it would allow for more thematic inspection programmes and greater 
flexibility to target resources at the areas of highest risk (Health Information and Quality Authority, 2017c, p. 5).

222  (Health Information and Quality Authority, 2017a).
223  (Health Information and Quality Authority, 2017b).
224  (Kiersey & Coleman, 2017).
225  Regulator of health and social care services in England.
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making.226  This kind of ratings system is not an inherent aspect of any regulatory model but is an innovative 

development which HCCI strongly believes would greatly benefit thousands of potential care recipients to navigate a 

complex home care system.  Research from the US has also indicated that increased transparency achieved through 

an appropriately calibrated rating system will significantly improve the quality of care.227    

Rejecting the provision of home care to a person in need due to health and safety concerns (e.g. where the care 

recipient is considered aggressive and unsafe for staff, or the home environment is considered too hazardous and 

places the individual’s health at risk) are fortunately rare occurrences. However, in a very small number of cases such 

concerns are a reality.  It is unclear from our analysis how a service-based model would handle such cases, yet effective 

protocols and procedures will still be required to ensure a fair and transparent outcome for all involved.    

Avoiding a Regulatory ‘Big Bang’ 

During our meetings with stakeholders, it was stated that the immediate enactment of regulation without any lead-in 

or transitionary period to allow providers to prepare is a situation that has previously arisen in other healthcare sectors.  

It is imperative that service providers are fully advised and updated by the Department of Health regarding the 

regulatory scheme for home care and the standards they will be expected to meet, well before they are formally 

introduced.  Failure to do so could have drastic consequences in terms of the capacity of the home care sector and 

place an otherwise avoidable strain on services to meet the new standards. 

In the absence of any information from the Department of Health regarding the preferred regulatory system for home 

care, HCCI were advised that focusing on good governance and management processes may be the most fruitful way 

for service providers to prepare for regulations and improve quality of service.  Indeed, HIQA inspections have found 

that compliance with good governance and management processes is the best indicator of quality across the whole 

of a service.228 

‘Governance’ refers to the organisational framework that supports the workforce to do the right thing or make the right 

decision at the right time.229  This includes:

     The ‘fitness’ of service providers;230

     The skills and experience required of persons in charge and persons participating in management; 

     Clarity in terms of authority and accountability; and 

     Effective lines of communication.231

Good governance also means having a positive attitude to regulation and using inspection findings as a quality 

improvement tool.  On the other hand, poor governance leads to poorer quality outcomes for people using services.232  

Many home care providers are likely to already have good governance and management processes in place.  However, 

it can take time to effectively embed these processes within an organisation and newer home care providers may still 

be in the process or developing an effective governance framework. 

HCCI strongly advocates a lead-in or transitionary period of at least 12 months prior to the enactment 

of regulations.  We believe this will greatly benefit all service providers, even if providers have already adopted 

a good governance framework.  

226  (Care Quality Commission, 2019).
227  (Zhao, 2016).
228  (Health Information and Quality Authority, 2017d; Health Information and Quality Authority, 2018a).
229  (Health Information and Quality Authority, 2018b).
230   Fitness is a relatively broad term, referring to ‘providers’ as an organisation, management and persons in charge. It refers to, among other things, 

the ability of all three to perform their roles; ensure the delivery of a service provides suitable and sufficient care; comprehensively understand 
and comply with regulations and nationally mandated standards; and have robust governance arrangements in place which include timely and 
responsive quality assurance processes to assure the quality and safety of the service provided (for more detailed information and guidance 
relating to ‘Fitness of a Service Provider, see Health Information and Quality Authority (2018b)).

231  (Health Information and Quality Authority, 2017d).
232  (Health Information and Quality Authority, 2017d).
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Regulating the Future 

It has been suggested that consideration should be given to future-proofing any regulations or legislation to be 

introduced, as much as is practicable, to effectively regulate any new models of care that may arise due to technology, 

or to ensure that service providers are capable of remaining financially viable. 

New service models will inevitably evolve that do not meet any of the current standard definitions of home care.  

For example, developments in technology hold tremendous potential for improving the ability of people to live 

independently and are becoming realistic options for recipients of home care services.233  

There is no provision in Ireland’s health system referencing the financial viability of a regulation on a provider’s 

ability to fulfil its functions.  This presents an element of risk as shown by cases in England during 2011.  England 

now operates a ‘market oversight’ regime under the auspices of the national regulator.  Providers that are designated 

‘difficult to replace’ must satisfy the regulator that they are financially sustainable.  Though there are no specific 

concerns in an Irish context, it may be sensible to introduce measures which would guard against a similar situation 

before it arises.234

233  (Health Information and Quality Authority, 2017b).
234  (Health Information and Quality Authority, 2017b).



A roadmap to the statutory scheme for home care in ireland 67

FINDING A HOME FOR TECHNOLOGY

SECTION OVERVIEW

    Technology is likely to play an increasing role in the 

delivery of healthcare in coming years and decades.

    To date, evidence on the effectiveness 

of technology in home care has been mixed 

and ongoing research is needed. 

    Nevertheless, if applied correctly, technology has 

significant potential to support independent living 

and reduce healthcare costs.  

    Multiple health policy documents recognise the 

benefits of technology, but none provide any clarity 

on its implementation within a home care setting.  

This is a significant policy gap. 

    There is also an absence of a clear legal framework 

which clearly sets out roles and responsibilities 

in relation to the provision and usage of health 

technologies within the home.  

    Ireland’s health system has limited capacity at 

present to trial and scale new health solutions.

    The policy and legal gap, and limited capacity for 

trialling, are placing a barrier on service providers 

innovating with new technologies.

Q)  What role, if any, should technology play in the future of home care delivery? 
Recommendations 24 - 25:

24.  The Department of Health and HSE should, in collaboration with all relevant stakeholders, 

draw up a national policy/strategy document which provides a framework and guidance 

on technological solutions within home care.

25.  The creation of a specific policy should be supplemented by ongoing research in this area. 

A fund similar to the Sláintecare Integration Fund for the testing and scaling of technologies 

in home care settings should be considered.

Whilst we will need to invest more in home care in the coming years, both as a society and as individuals who are 

living longer, technology will likely have an increasingly important role to play in easing projected pressures on the 

home care system, improving the quality of care, and helping people age at home for longer.235 

By careful consideration of novel home-health technologies, it should be possible to seamlessly provide preventative 

interventions when and as needed, detect the earliest signs of aggravation of chronic conditions, or identify and 

respond to any emergency situations.236  Indeed, there is a growing body of research showing that technology-enabled 

care has the potential, if applied correctly, to support independent living; reduce healthcare costs; and improve access, 

efficiency and outcomes while delivering a more versatile and personalised service.237  This also represents an area of 

significant economic and employment potential nationally.238 

235  (UK-RAS, 2019).
236  (Kim, Gollamundi, & Steinhubl, 2017).
237  (Deloitte Centre for Health Solutions, 2015; Sinclair, D; Creighton, H, 2015; Cullen, Delaney, Stapleton, & Wynne, 2016).
238  (Varnai, Simmonds, Farla, & Sharp, 2015; Department of Health, 2013).
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The Need for a Clear Vision and Strategy

In responding to the challenges of an ageing population, there is no doubt that technology must be part of the 

healthcare solution.  Multiple health policy documents – eHealth Strategy for Ireland, The National Carers’ Strategy, 

The Irish National Dementia Strategy and Sláintecare – recognise the benefits that technology can bring.239  However, 

none of these documents provide any clarity or framework around how technology may be most effectively utilised 

and implemented within a home care setting.

This represents a significant policy gap. There are  serious ethical and legal issues relating to informed consent, data 

ownership and privacy at home that need to be considered.240  The absence of regulations or a clear framework with 

defined roles and responsibilities creates a grey area which can deter service providers from attempting to innovate 

their service delivery for clients by testing new technologies. Unlike some other countries around the world, Ireland has 

not yet fully realised the potential that technology can deliver in terms of transforming care.241 Ireland must strive to be 

on the vanguard internationally of the health technology revolution or risk being left behind.242   

Put Technological Research on the Agenda

Despite the potential of technology, its acceptance and practical application within a home care setting has been slow, 

and results on its cost and clinical effectiveness have been varied to date. Nor is technology a substitute for human 

care.243  Research into home-health technologies is still in its infancy, consisting mainly of small-scale studies and few 

longitudinal studies.  This can make the findings difficult to generalise from one group to another,244 and there is a 

need for ongoing research, particularly in Ireland, on what technologies work best, for who, at what times and under 

what conditions. 

Technological developments are occurring at unprecedented rates.245  But Ireland’s health system has a limited 

capacity at present to test new health solutions, again placing a break on home care innovation, as well as limiting 

economic opportunities for tech developers to test new concepts and products in the domestic market.246  In other 

countries, state-backed pilot schemes allow smaller organisations to test emerging technologies in real-world settings, 

and showcase novel products and applications to clients.247  Optimal product designs can be achieved where clients, 

informal carers and service providers are all involved in pilots and lend insights into what works for them and what 

does not.  HCCI strongly supports the development of pilot schemes designed to improve the quality of care provided 

in the home

The Sláintecare Integration Fund which provided €20m in 2019 to test and scale interventions focused on prevention, 

community care and the integration of care services, is an inventive and welcome initiative.  Given the potential 

of health technology innovation – such as mobile apps, wearable technologies, 3D printing, cloud computing, the 

‘Internet of Medical Things’ and Big Data, among others248 – and the vast array of health and economic benefits to 

be gained, it may be commercially astute to develop a similar initiative dedicated to technological innovations in the 

home.  The challenge for designers will be to promote cost and clinically effective, user-friendly technologies that 

respond to users’ needs and improve quality of life.249 

239  (Department of Health, 2012; 2013; 2014; 2019a), (Committee on the Future of Healthcare, 2017; Government of Ireland, 2018).
240  (Mort, Milligan, Roberts, & Moser, 2008; CARDI, 2013).
241  (Government of Ireland, 2018).
242  (Varnai, Simmonds, Farla, & Sharp, 2015).
243   (Sinclair, D; Creighton, H, 2015; Liu, Stroulia, Nikolaidis, Miguel-Cruz, & Rios Rincon, 2016; CARDI, 2013; Cullen, Delaney, Stapleton, & Wynne, 

2016; Kim, Gollamundi, & Steinhubl, 2017; Chen & Schulz, 2016; Fan, 2016; Pham, Mengistu, Do, & Sheng, 2018; Sanders, et al., 2012). 
244  (Yusif, Soar, & Hafeez-Baig, 2016).
245  (Liu, Stroulia, Nikolaidis, Miguel-Cruz, & Rios Rincon, 2016; Deloitte Centre for Health Solutions, 2018).
246  (Varnai, Simmonds, Farla, & Sharp, 2015).
247  (Varnai, Simmonds, Farla, & Sharp, 2015).
248  (Sinclair, D; Creighton, H, 2015; Deloitte Centre for Health Solutions, 2015; Deloitte Centre for Health Solutions, 2018).
249  (Mort, Milligan, Roberts, & Moser, 2008).
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CONCLUSIONS & RECOMMENDATIONS
Home care is a vital community care service which supports thousands of people across Ireland to maintain their 

freedom and independence at home.  However, there is much to be done if publicly funded home care is to reach its 

full potential.  The sector is continuing to recover from recessionary-era cutbacks and the capacity to deliver high-

quality standardised care nationwide is limited by the discretionary nature of the current system.  Population ageing 

and a reduced availability of informal carers over the coming years will add further pressure and simply underline the 

need for comprehensive reform.  The statutory scheme for home care presents a critical opportunity to achieve this.  

Resolving the extensive catalogue of problems hampering the sector will require a co-ordinated, whole-of-government 

response and an engagement with stakeholders.  It is in this context that HCCI present a roadmap for achieving an 

equitable, efficient and a sustainable statutory scheme for home care, capable of helping as many people as possible 

live independently in their own homes.   

The report has been driven by five overarching questions:

1.  What should the statutory scheme to home care look like?

2.  How should home care be funded?

3.  What are the potential implications of a statutory entitlement for home care regarding

  a.  Demand

  b.  Costs

  c.  Workforce Capacity

4.  How should the provision of a statutory home care scheme be regulated?

5.  What role, if any, should technology play in the future of home care delivery?

In researching the five overarching questions above, the report has produced 25 recommendations for the statutory 

scheme for home care, and the home care system more generally.

What Should the Statutory Scheme to Home Care Look Like?

1.  Utilisation of the statutory scheme for home care in 2021 as a stepping stone towards universal home care by 

2023/2024, as advocated by the CFH. Eligibility should be based solely on need, without reference to age, 

and free (or at the lowest possible cost) to recipients.

 i.  The definition of Universal Home Care should similarly reflect the CFH’s definition of Universal Healthcare. 

That is, a Universal Home Care system will provide population, promotive, preventative, primary, curative, 

rehabilitative and palliative health and social care services, which are integrated and on the basis of need.

2.  Expedite implementation of the Single Assessment Tool with the aim of achieving nationwide 

implementation prior to the introduction of a statutory scheme in 2021. 

 i. Carer’s Needs Assessment must be incorporated as part of the SAT.

 ii.  Assessments must be subject to regular review and inclusive of an applicant’s needs in terms 

of rehabilitation and reablement.

3.  Design a holistic basket-of-care capable of facilitating individualised, multi-disciplinary, 

and integrated care-planning.

4.  Enforce entitlements by guaranteeing maximum waiting times in legislation. 

 i.  Without international guidance on this issue, maximum wait times should be agreed through broad stakeholder 

collaboration and consensus. 
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 ii.  Commencement of statutory maximum waiting times should occur within two years of the statutory scheme’s 

introduction (i.e. by 2023). 

A summary of the eligibility criteria, needs assessment process, level of entitlements and basket of care which HCCI 

recommend under the statutory scheme for home care:

Eligibility: Needs Assessment: Entitlements: Basket of Care Services:

‘Ordinary Residents’ 

of all ages can apply.

Eligibility determined 

on the basis of need. 

Need determined by 

formal assessment.

Assessment carried 

out using a nationally 

standard tool – the Single 

Assessment Tool (SAT).

Criteria used in assessment 

is inclusive of physical, 

psychological and social 

needs, and incorporates 

the Carers Needs 

Assessment.

Flexible, holistic, person-

centred care plan drawn up 

based on the outcome of 

the needs assessment.

Needs assessments are 

subject to regular review 

(every 3-6 months250).

Means-tested co-payment 

will be required from some 

home care recipients.

Recipients are entitled 

to any service which they 

are assessed as needing 

and which falls within the 

defined ‘basket of care’ 

for home care. 

Client will need to 

self-fund any additional 

service required which 

falls outside of the 

defined basket of care.

Entitlements are enforced 

by guaranteeing maximum 

waiting times in legislation.

Services to be made available 

as part of the basket of care 

for home care would include 

a range of community-based 

care services to facilitate a 

multi-disciplinary, integrated 

and rehabilitative approach:

    Home Help.

    Personal Care.

    Public Health Nursing.

    Physiotherapy.

    Speech and Language 

Therapy.

    Occupational Therapy.

    Social Work.

    Emotional and 

Social Support (i.e. 

Companionship).

    Home-Based Palliative Care.

    Day Care.

    Respite Care.

    Case Management.

 

How Should the Statutory Scheme be Funded?

5.  Fund home care primarily via a general taxation model, supplemented with some modest 

means-tested co-payments.  

 i.  General taxation is likely to be the most sustainable model, require the least amount of co-payments, 

capable of meeting the broadest level of need, and is consistent with the vision and model of Sláintecare 

as outlined by the CFH.

 ii.  International evidence suggests some level of co-payments will be necessary to ensure the economic viability of 

the scheme.  Co-payments should be means-tested, modest, progressive and avoid placing home care recipients 

at-risk of relative poverty. 

6.  Ring-fence the budget for home care.

250   Current HSE policy is that persons of moderate or mild dependency are to have their care needs reviewed at a minimum once every 6 months. 
Clients with higher levels of dependency are to be reviewed at least once every 3 months. Intervals for review may be shorter if deemed necessary 
by the relevant clinician.
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7.  Introduce multi-annual budgeting.

 i.  A potential weakness of general taxation models is that they tend to be exposed to the risk of cutbacks 

at times of economic downturn. Multi-annual budgets and ring-fencing are measures to protect against this.

8.  Simplify and extend the eligibility criteria for anyone whose preference would be to receive home care privately 

rather than publicly. 

9.  Fully develop and implement a population-based funding allocation model as a matter of priority, 

to ensure the equitable and efficient allocation of funding and resources.

 

What Are the Potential Implications of a Statutory Scheme?

Based on the ‘Reform Scenario’ from the Department of Health’s Health Service Capacity Review 2018, it is estimated 

that the introduction of a statutory scheme for home care in 2021 must 

10.  Provide 25.1m home support hours to 64,400 recipients under a budget of at least €753m  

 i.  Under current labour conditions, it is estimated this will require nearly 7,000 additional care workers across HSE 

and contracted private providers alone, with an unknown increase among contracted voluntary providers. 

 ii. These projections are more likely to be underestimates than overestimates.    

 iii.  This will necessitate an increase in social and primary care capacity for supply to satisfy demand, ultimately 

requiring additional revenue and improving the efficiency of the home care sector through improved models 

of care, capacity building, workforce planning and training. 

The concentration of home care services on service users with the highest levels of need appears to have been 

at the expense of service users with lower assessed needs. This should not be an ‘either-or’ scenario in the interest 

of transparency. International research suggests that the absence of low- level support is likely to increase the risk  

of needing more costly, intensive services in the long-term.

11.  Increase service provision for those with lower assessed needs. Foster self-management by providing support, 

training, information and advice, both to older people and to their caregivers.

12.  Access to flexible, personalised rehabilitation and reablement should be available when needed.
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13.   Recommendations on integrated workforce planning and capacity building following the Comprehensive Labour 

Market Framework utilised by the Department of Health, and are contained in table below:

Production
E.g. New training institutions, 
provision of scholarships, incentives 
for teaching staff, alignment of health 
worker education with population 
health needs, training of new teams 
of health workers.

Policies will only succeed if designed 
in parallel with policies to ensure 
absorption of new graduates into the 
health workforce and rectify workforce 
maldistribution and inefficiencies.

    Expansion of course and training placements to facilitate greater numbers 
of recruits entering the home care market.

    Educational and training courses to provide professionals with the core 
competencies, with curricula cognisant of developments in the field.

     Standardise training curricula to ensure basic core competencies are met.

     Include practical training with medical equipment and assistive devices 
(e.g. hoists) which students are likely to encounter on the job. 

    Develop positive cultural & organisational attitudes to CPD and life-long 
learning among care professionals

     Support staff at local/organisational levels undertaking courses/training. 
This will require additional funding to ensure appropriate release of staff 
and adequate replacement cover. 

     Develop a broad range of training and skills development programmes to 
build capacity (e.g. QQI programmes, the HSE/Genio module on dementia, 
specialist trainings for staff working in specialist areas, etc.).

Labour Inflows 
& Outflows
E.g. Increasing wages, providing 
allowances, improving working 
conditions, revising recruitment 
strategies, offering training 
opportunities.

Policies need to be designed to 
take account of factors such as 
geographical distribution, 
productivity and performance, 
skill-mix composition, etc.

    Develop care working in home care as a profession.

     ‘Health Care Assistant’ and ‘Home Help’ should become protected titles 
to ensure the development of the roles as key health occupations.

     Develop positive cultural & organisational attitudes to CPD and life-long 
learning among care professionals (see above).

     Improve Employment Conditions.

   Changes to HSE Tender and Commissioning Practices to allow for:

     Expenses for travel time and mileage.

     Review (with a view to minimising) the use of 30-minute shifts.

     More  efficient rostering & guaranteed hours.

     Greater scope for pay to be graded, reflective of skills & experience. 
     Retainer fees for carers when clients are hospitalised or in respite.

   Special Social Welfare status for employees in receipt 
of social welfare (see Appendix 5).

     Develop care worker grades/career progression paths in a way 
which is reflective of skills and experience (e.g. see Table 11). 

     Develop graduate employment schemes to encourage 
new graduates into home care. 

    Update employment permit policy to place non-EEA carers onto the HSEOL list.

    Nationwide media campaign to attract people into the home care profession.

Maldistribution & 
Inefficiencies
Policies are designed to address 
geographical imbalances in 
staffing, inappropriate training, and 
productivity/performance issues.

E.g. recruitment strategies 
to increase the supply of health 
workers in underserved areas, 
provision of allowances, granting 
of scholarships, matching of health 
workers skills and tasks

    More effective communication between principal stakeholders to help deliver 

the necessary staff to the required locations. 

    Collect high quality, complete and timely data that takes account of retirement 

patterns and the geographic distribution of workers.

    Appropriate staffing levels and skill mixes should be determined 

by evidence-based approaches – DoH to commission research into 

the staffing levels and skill mixes required in home care with a view 

to re-designing roles to maximise capacity.
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14.  The Department of Health should publish and engage with stakeholders around the Second Action Plan arising 

from the Working Together for Health report.

15.  The Department of Health and HSE should carry out a cost-benefit analysis and examine the feasibility of further 

outsourcing of public home care to professional private providers. 

16.  CDHC should become the primary commissioning model of home support services.

 i.  Greater efforts must be made to assist care recipients in arriving at informed decisions. 

The Assisted Decision-Making (Capacity) Act 2015 and CQC ratings system are particularly relevant. 

17.  Discontinue the ‘Fastest-Responder First’ commissioning model and replace with an alternative, 

which is reached through a combination of research and consensus between stakeholders involved 

in the delivery and receipt of home support services.

 

How Should a Statutory Scheme for Home Care be Regulated?

18.  Regulatory oversight of home care must be carried out by an independent authority. 

19.  Regulations and standards must be equally applied to all types of professional home care providers 

to ensure the same high quality of service regardless of who provides the care.

20.  The regulatory system should include:

 i. Licensing/registration of service providers.

 ii. Setting and applying common standards of service.

 iii. Compliance and enforcement processes.

 iv.  Monitoring of outcomes for the user, with results made publicly available. This should include an easy-to-read 

CQC-style quality ratings system. 

 v. Minimum training/qualifications for professional carers.

 vi. Developing good practice for carer’s, families and home care providers.

21.  Implement a ‘service-based’ model of regulation, where the focus would be on the operation of the service provider 

rather than the persons home.   

22.  Consideration should be given to future-proofing any regulations or legislation to be introduced, to effectively 

regulate any new models of care that may arise due to technology, and to ensure that service providers are 

capable of remaining financially viable. 

23.  There should not be an immediate enactment of regulation without any lead-in or transitionary period to allow 

providers to prepare.  A transitionary period of at least 12 months should be allowed for.

 

What Role, if Any, Should Technology Play in Home Care? 

24.  The Department of Health and HSE should, in collaboration with all relevant stakeholders, draw up a national 

policy/strategy document which provides a framework and guidance on technological solutions within home care.

25.  The creation of a specific policy should be supplemented by ongoing research in this area. A fund similar to the 

Sláintecare Integration Fund for the testing and scaling of technologies in home care settings should be considered.
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APPENDIX 1 – AN ASSESSMENT 
OF PUBLIC HOME CARE PROVISION

A RATIONED SERVICE? 

Part 1 – Utilisation Rates in Ireland

As well as service provision being inconsistent, inequitable and lacking transparency at a regional level, there have 

been questions asked as to whether public home care services have been rationed at a national level in recent years 

despite increases in the level of service provision.  This has been a surprisingly difficult question to untangle during this 

research, due to the severely limited and insufficient primary data publicly available on the subject.251  Previous studies 

have arrived at different conclusions, with varying suggestions that home care provision has increased,252 decreased253 

or simply kept pace254 with demographic trends in recent years. 

There appears to be some truth to each of these conclusions based on the data gathered as part of this analysis.  In 

short, a trade-off is being made between providing more intense levels of service provision by increasing the number 

of home care packages available to those with greatest need, and a very gradual rationing of services for everyone else.  

This is made somewhat clearer by comparing graphs A1 and A2 (also see Appendix 2 for the table on which the graphs 

are based). 

It is immediately evident from looking at the graphs that some years (2005 and 2014 in particular) have gaps in the 

data.  When interpreting the graphs, the reader should be aware that the data on home care packages, for both graphs, 

is largely a subset of the data on home help (HH).255  The data available on HCPs is also more limited than that for HH. 

Graph A1 shows the total number of public home help hours per year (green bars), the estimated number of public HH 

recipients (blue line) and the estimated number of public HCP’s (yellow line) for the years 2004 to 2018. The provision 

of public HH, both in terms of the total number of hours supplied and the number of HH recipients rose very rapidly 

(by 73%) from 2004 to 2008, while remaining relatively stable from 2008 to 2010. The total number of HH hours 

and the number of HH recipients both fell between 2010 to 2012 and have been very slowly increasing from 2012 up 

to 2018 (by 5% and 10% respectively). In this context, the absolute level of home help provision, both in terms of the 

hours provided and the number of recipients, has grown slightly since 2012 though the total number of hours are still 

some way off their peak levels in 2008 and 2010. 

HCP’s were introduced in 2006 and provide a more intense level of care than HH.256  In contrast to HHHs and 

recipients, the number of people accessing HCPs257 has grown every year since its introduction.  The growth in HCPs 

seems to have escalated since 2013, with an 86% increase in the number of people receiving home care packages 

between 2013 and 2018. 

Having considered graph A1 alone, it would be easy to conclude that public home support services are on the rise in  

251  It is worth noting at this point that repeated calls had been made for the HSE to improve its data collection and reporting (Mazars, 2016; IGEES, 
2018; Care Alliance Ireland, 2018). Up to 2018, the HSE provided separate data on home help and home care packages, though the data made 
available to the public was minimal and difficult to base any meaningful analysis on. After combining the HHS and HCP scheme as mentioned 
earlier, the HSE changed its data reporting to reflect this. However, this change in data reporting has in many ways made a meaningful and 
detailed analysis even more difficult as it no longer possible to separate the data to analyse the two schemes separately. This is regrettable and 
should be rectified in future.

252 (IGEES, 2018).
253 (Roe, Thomas, Trépel, & Normand, 2018).
254 (Care Alliance Ireland, 2018).
255  Home help, as a service, caters for much greater numbers of recipients than home care packages, but it is reported that the vast majority of HCP 

recipients receive home help as part of their package of care (Mazars, 2016; IGEES, 2018). The exact percentage is unclear but HSE data reporting 
would suggest it is very close to a 1-to-1 ratio (that is, each HCP includes some level of home help support). For example, in 2017 the HSE 
expected to provide 10.57m home help hours to 49,000 people (Health Service Executive, 2016, p. 35). In 2018, when the HSE changed its data 
reporting, the HSE expected to support 50,500 people between both HH and HCPs. This again included the delivery of 10.57m home help hours 
(Health Service Executive, 2017a, p. 116). 

256 Counting begins in 2007 on the graph as it is unclear if the HCP figures for 2006 are directly comparable with later years.
257 The HSE count each package as one person.
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recent years.  Indeed, in absolute terms this is true.  However, as indicated by graph A2, home care coverage across the 

population has been declining overall.

Graph A1: Total Number of Home Help Hours (HHH), HH Recipients and HCPs Per Year, 2004-2018258

Graph A2 shows the average amount of HHHs received per recipient each week (green bars) and the proportion of 

the population aged 65 and over in receipt of HH (blue line) and HCPs (yellow line).  The average amount of HHHs 

received per recipient each week during the first seven years of the graph (2004-2011) was 4.4 hours per week, 

reaching its peak (4.65 hours per week) in 2006.  For the following seven years (2011-2018), the average amount of 

weekly HHHs fell to 4.1 hours per week, reaching its lowest level in 2018 (3.9 hours per week).  Similarly, the proportion 

of people aged 65 and over receiving HH (blue line) has been declining.  Since reaching a peak utilisation rate in 2008 

of 11.27% among those aged 65 and over, the proportion of people accessing home care steadily declined to 7.54% by 

2017.  After a decade of decline, utilisation rates increased slightly in 2018 (though they have fallen again in 2019).259  

Overall, lower utilisation rates for HH and declining weekly HHHs suggest the provision of public HH has failed to keep 

pace with demographic changes.

258  Data retrieved from the HSE’s National Service Plan for each respective year (available at: https://www.hse.ie/eng/services/publications/
serviceplans/). 

259 The utilisation rate for home support services in 2019, which includes both HH and HCPs, is estimated at 6.49%.

https://www.hse.ie/eng/services/publications/serviceplans/
https://www.hse.ie/eng/services/publications/serviceplans/
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Graph A2: Average Weekly HHH Per Client & Utilisation Rates for HHs and HCPs, 2004-2018260

The proportion of people receiving HCPs (yellow line) on the other hand, has very gradually increased,261 indicating 

that HCP provision is slightly exceeding population growth among those aged 65 and over.  Further, based on data 

from 2017 and 2018,262 it is estimated that HCP recipients receive roughly 6-7 hours of care per week on top of the 

hours of care they receive through HH.  If HHHs are included with HCPs, it estimated that HCP recipients receive 

roughly 10-11 hours of care per week – more than double what those solely in receipt of home help receive each week.  

It may come as little surprise then, that as utilisation rates for HCPs have increased (yellow line), utilisation rates for 

HH have decreased (blue line) as resources for HH have been restricted to accommodate greater resources being 

directed to HCPs.  Consequently, in earlier years more people would have accessed a less intensive home care service, 

the HSE now appears to be moving towards providing less people (i.e. those with higher needs) with a more intensive 

form of home care.

On the one hand, it is extremely welcome that there is a growing service for people with medium-to-high needs, 

helping to reduce an over-reliance on institutional care and maintain those with greatest need in their homes for 

as long as possible.  On the other hand, the same criticisms of unequal access depending on geographic location 

apply – provision focuses far greater on home help in some CHO’s and HCP’s than in others.263  Further, the shifting 

of resources towards HCP’s seems to be occurring at the expense of people with lower assessed needs.  Clearly, this 

should not be an ‘either-or’ scenario and it is essential that sufficient resources are dedicated to all those in need of 

home care.  Intervening early is cost-effective and can help improve quality of life to the point where the need for 

a HCP or institutional admission is prevented, or at least greatly delayed.264  Failure to do so will likely result in an 

exacerbation of already growing waiting lists, heightened unmet need (which is a risk factor for hospital admission 

and nursing home placement265), and additional pressure on overburdened acute care services – a scenario which 

will be unsustainable into the future.266

260  Data retrieved from the HSE’s National Service Plan for each respective year (available at: https://www.hse.ie/eng/services/publications/
serviceplans/).

261  It is important to remember, however, that the data on the number of people accessing HCP’s, and by extension the utilisation rates for HCPs, are 
a subset of the data on HH. The utilisation rates for HCPs are not in addition to the utilisation rates for HH. As we will see though, the number of 
hours received through HCPs is significantly greater than that for HH.

262 (Health Service Executive, 2017a; Health Service Executive, 2016). See Appendix 1 for more.
263 (IGEES, 2018).
264  (Tomita, Yoshimura, & Ikegami, 2010; Shapiro & Taylor, 2002; Gustaffson, et al., 2012; Travers, Romero-Ortuno, Bailey, & Cooney, 2019; Mazars, 

2016).
265 (Age Action Ireland, 2017).
266  See, for example, baseline scenario projections from the Department of Health’s capacity review in 2018 (Department of Health & PA Knowledge 

Ltd., 2018).

https://www.hse.ie/eng/services/publications/serviceplans/
https://www.hse.ie/eng/services/publications/serviceplans/
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PART 2 – UNMET DEMAND AND UNMET NEED

It may be unsurprising then, given that utilisation rates for home support have been falling, that the level of unmet 

demand has been increasing.  To help manage this, the HSE introduced formal waiting lists for home care in 2016. 

As demonstrated in graph A3 below, the number of people placed on the waiting list has been growing each year.  

Graph A3: Waiting List for Home Support Services, April 2016 – October 2018267

Once more, the data limitations are immediately obvious with gaps in data for much of 2018.  In the two-and-a-half 

years from April 2016 to the most recent publicly available data in December 2018, the number of people placed on 

the waiting list almost doubled, from 3,228 to 6,120 respectively – equating roughly to a 12% unmet demand rate for 

public home care.

Furthermore, recent research conducted by Care Alliance Ireland268 on the waiting lists for home care has highlighted, 

among other things, serious flaws in the data collection methods of many CHO’s (calling into question the quality 

and reliability of HSE data); huge disparities in waiting list times around the country, ranging from no waiting times in 

some CHO’s to two years in others.  It also highlighted the level of care provision, which is estimated to be, on average, 

15% below what the care recipient has been assessed as needing (lending additional weight to arguments that home 

care services are being rationed).269

And yet, unmet demand may significantly underestimate unmet need by excluding people who may require home 

care supports but, for whatever reason, do not apply for it.270  The difficulty with assessing unmet need for home care 

in Ireland, however, is the lack of good quality, reliable, usable data.  Thus, discussions of unmet need for home care 

are often limited to unmet demand.  Nevertheless, from the research that is available, we can still be confident that 

there is likely to be a significant degree of unmet need beyond that captured by unmet demand. 

The Irish Longitudinal Study on Ageing (TILDA) and the Healthy and Positive Ageing Initiative (HaPAI) have gone 

267  Waiting lists include individuals who are in receipt of home care support but awaiting additional hours, and those who have yet to receive any of 
their approved home care support. Figures are derived from the respective HSE Performance Reports which began including waiting list data for 
home care in 2017 (available at: https://www.hse.ie/eng/services/publications/performancereports/). 

268 (Care Alliance Ireland, 2018).
269 See Appendix 3 for data on waiting lists by CHOs and LHOs.
270 (Committee on the Future of Healthcare, 2017, p. 65).

https://www.hse.ie/eng/services/publications/performancereports/
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some way to filling in the data gaps on unmet need for healthcare services.  For example, according to the CFH, data 

collected in 2009/10 (Wave 1) as part of TILDA indicated that provision of home care would need to increase by 26% 

to cover the rate of unmet need among those aged 50 and over271 – this at a time when utilisation rates were far 

greater than they are today. 

The HaPAI reports data on several areas relevant to home care.  Using data collected in 2016/17 (Wave 4 of TILDA), 

HaPAI report that 13% of people aged 56+ report unmet need for a community care service – including home care 

– with unmet need increasing slightly with age.272  Using CSO population statistics for 2017, 13% equates to roughly 

145,000 people aged 56+. Lack of information was the most common reason for unmet need, followed by cost.273  

Further, unmet need for those aged 50+ in the last year of their life was 16% for home help, 15% for community care 

services and 30% for allied health care services.274  This suggests many people are dying while waiting for the care that 

they need. 

More recently, the Department of Social Protection published a report examining unmet need in home care.275 

The findings revealed: 

    20% of households that include an older person require some degree of assistance (formal and/or informal): 

   For 36.5% of households that include an older person in need of assistance, informal care was deemed 

to be sufficient. 

   For 63.5%, formal home care was deemed to be required:

     39% of those with professional home care needs had their needs met.

     61% of those with professional home care needs did not have their needs met276.

The difficulty with this data, however, is that it is based on households rather than individuals. This makes 

comparability difficult with HSE or TILDA data and thus difficult to estimate the rate of unmet need across 

individuals.  Nevertheless, it clearly suggests the rates of unmet need among older people for home care 

is very high. The reasons for unmet need were:

     Service was not available – 29% 

     Service was of insufficient quality – 18% 

     Cannot afford it – 14.9%

     Refused by person needing it – 6.5%

     Other reason – 31.7%

That the level of unmet need was most likely to be due to unavailability or quality of service is to some extent 

to be expected given public provision is free.  But this also makes it difficult to explain why 14.9% of individuals 

reported an unmet need due to unaffordability.277

271 (Committee on the Future of Healthcare, 2017, p. 65).
272  “Community care services include: public health nurse; occupational therapy; chiropody; physiotherapy; speech and language; social work; 

psychology/counselling; home help; personal care attendant; meals-on-wheels; day centre; optician; dental; hearing; dietician; respite care” (HaPAI, 
2018, p. 86).  

273 (HaPAI, 2018).
274  Community care for this indicator referred to public health nursing, day centres and respite care. Allied health care referred to occupational 

therapy, chiropody services, physiotherapy, speech and language therapy, social worker, psychological/counselling services, optician, dentist, 
hearing service and dietician (HaPAI, 2018, p. 88). However, ‘Unmet Need’ in this case actually referred to unmet demand, meaning that the true 
level of unmet need among those aged 50+ in their last year of life may actually have been even higher.

275 (Grotti, Maitre, & Watson, 2019).
276  This includes people in receipt of professional home care but who require more than they are receiving, as well as those with a need for 

professional home care but are receiving no service at all.
277  This suggests either there is a lack of awareness around the provision of public home care services; or that people are opting for private over 

public home care but are unable to afford it; or perhaps reflects individuals who are receiving public home care but require additional hours which 
they are unable to afford privately. 
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PART 3 – UTILISATION & EXPENDITURE ACROSS THE OECD

International comparisons of home care utilisation and spending are difficult to make, mainly due to differences in 

data collection, reporting and definitions of home care.  Nevertheless, we briefly examine a snapshot of spending levels 

and utilisation rates for long-term care in Ireland and other OECD countries for the year 2016 to help assess if we are 

performing above or below that of our neighbours.278

The phrase ‘long-term care’ is not a term which appears to be used often in Ireland, but it is a common phrase used 

within an international context.  Long-term care (LTC), though it includes home care, is a broader term which also 

includes residential and community care services such as nursing homes, day care, respite care and more.  To put it 

simply, LTC refers to care for people in need of support in many different facets of living over a prolonged period of 

time.  Usually, the care provided is related to ADLs, such as bathing, dressing, or getting in and out of bed.  

LTC services can be formal (i.e. paid and professional) or informal (i.e. unpaid and usually carried out by friends or 

family).  People older than 65 years of age (and especially over 80 years) are the most likely to receive LTC services; 

most recipients are women, as are most carers; and LTC is a labour-intensive sector which is mostly publicly funded.279 

Table A1 below compares Ireland with seventeen other OECD member states280 in terms of utilisation rates for LTC 

(columns 2-4) and varying measures of expenditure (columns 5-7).  Countries are ranked from lowest to highest 

according to the percentage of the population aged 65 years and older in each country accessing LTC in the home 

(column 2).281  Ireland and the OECD average have been highlighted for ease of comparison.  Furthermore, graph A4 

provides a visual aid of some the key data contained in the table (columns 1-5), and similarly ranks each country based 

on access to LTC in the home (green bars).  

What is clear from the data in the table and graph is that Ireland spends well above the OECD average on LTC, 

whether it be as expenditure per capita, as a proportion of GDP, or as a proportion of overall health spending. 

Yet, Ireland’s utilisation rates for LTC, and more specifically for home care, are well below the OECD average. 

This is effectively demonstrated by graph A4 which shows that while Ireland ranks 4th out of 15 countries in terms 

of expenditure per capita, it ranks only 12th out of 18 in terms of utilisation rates for home care.282  

Exploration of the reasons for this are unfortunately beyond the scope of this report.  It may be that in Ireland more 

comprehensive home care is provided to a relatively small number of people, while in other countries fewer intensive 

services are spread across a greater number of people.  Or it may also be that perhaps Ireland is less efficient and 

effective in how its home care sector operates compared to other countries and incurs unnecessary costs where others 

do not.  Again, it is beyond the scope of this report to investigate these possibilities, but concern should be borne in 

mind as to warrant further future examination of this area by stakeholders. 

278 2016 is the most recent year that the OECD has complete data on LTC utilisation rates and expenditure.
279 (Colombo, Llena-Nozal, Mercier, & Tjadens, 2011).
280 These countries were chosen due to the availability of data for LTC recipients aged 65+ at home.
281 ‘LTC at home’ is used as a proxy measure for formal home care.
282 3 countries (Australia, New Zealand and Israel) did not have expenditure data available for 2016.
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Table A1: LTC Utilisation Rates among Older Adults and Expenditure in OECD Countries, 2016283 

Country

% of LTC 
Recipients 

Aged 65+ at 
Home

% of LTC 
Recipients 

Aged 65+ in 
Institutions284 

Combined 
% of LTC 

Recipients 
Aged 65+

LTC 
Expenditure 
Per Capita 
(US $)285

LTC 
Expenditure 

as a % of 
GDP

LTC 
Expenditure as 
a % of Health 

Spending

Portugal 0.8 1.2 2 70.1 0.2 2.6

Korea 5.2 2.6 7.8 316.7 0.9 11.8

Estonia 5.7 5 10.7 119.1 0.4 5.9

Australia 5.7 6.3 12

France 6 4.1 10.1 741.6 1.8 15.3

Finland 6.5 4.7 11.2 785.5 1.8 19.5

Ireland 6.6 3.5 10.1 971.8 1.6 21.7

Spain 7.1 1.9 9 290.0 0.8 9.3

Luxembourg 7.3 5.4 12.7 887.3 1.0 18.5

United States 7.5 2.4 9.9 504.1 0.9 5.1

Canada 8.6 4.2 12.8 714.5 1.6 15.2

OECD Average 8.9 3.5 12.4 614.9 1.3 13.8

Hungary 9.3 3 12.3 76.5 0.3 3.9

Germany 9.5 4.1 13.6 924.9 1.9 16.7

New Zealand 9.5 4.5 14

Sweden 10.9 4.5 15.4 1318.9 2.9 26.1

Norway 11.4 4.5 15.9 1636.3 2.9 28.1

Switzerland 16.6 5.8 22.4 1345.8 2.4 19.4

Israel 18.7 1.8 20.5

 

Graph A4: LTC Utilisation Rates and Per Capita Expenditure among OECD Countries, 2016

283 (OECD, 2019).
284 Excludes Hospitals.
285  LTC expenditure per capita based on current prices and current Purchasing-Power Parity measures for the year 2016, as per OECD 

recommendations (see http://www.oecd.org/sdd/prices-ppp/1961296.pdf for more).

http://www.oecd.org/sdd/prices-ppp/1961296.pdf
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A Growing Provision Through Tendered Providers
The HSE’s capacity to service public home support services has been declining steadily in recent years, pointing to an 

increased reliance on contracted providers. 

The HSE has been increasing the number of public home support hours it provides (though not by enough to increase 

utilisation rates), while at the same time, as can be seen in the table and graphs below, the HSE’s full-time equivalent 

workforce for home care has been steadily declining.  Fluctuating headcount rates amidst a declining full-time 

equivalent workforce also suggest that a growing minority of the HSE’s home care workforce are being employed 

on a part-time basis.  Decreasing capacity combined with an increased absolute provision of home support hours 

suggests that the HSE has been moving towards greater provision of public home care through tendered providers.  

By 2018, HSE estimates suggested that it directly provided 50% of public home support, while private providers 

supplied 30% and non-profit providers supplied 20%.286  

Table A2: HSE Long-Term Care Personal Care Workers at Home in Ireland, 2008-2017287

 
Headcount Full-Time Equivalent

Year Total Headcount

Headcount Per 
100 Population 
Aged 65 Years 

and Older

Total FTEs
FTEs Per 100 

Population Aged 
65 Years and Older

2008 6694 1.4
2009 6837 1.4
2010 6024 1.2 6670 1.3
2011 5634 1.1 6318 1.2
2012 6640 1.2 6097 1.1
2013 6122 1.1 5935 1.1
2014 7093 1.2 5683 1
2015 6593 1.1 5544 0.9
2016 6195 1 5467 0.9
2017 6282 1 5419 0.8

286 (Healy, 2018).
287  (OECD, 2019). Headcount data is available from 2010 to 2017. FTE data is available from 2008 to 2017. Irish data is not directly comparable 

with that supplied by other countries due to ‘differences in methodology’, which prevented an international comparison of home care workforce 
statistics.  
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Graph A5: Total Number (by Headcount & Full-Time Equivalents) of HSE Long-Term Care Personal Care Workers at 

Home in Ireland, 2008-2017288

Graph A6: Number (by Headcount & Full-Time Equivalents) of HSE Long-Term Care Personal Care Workers at 

Home in Ireland Per 100 Population Aged 65 Years and Older, 2008-2017289

The flexibility of outsourced providers makes delivering home care services far cheaper.  Yet, this only serves to further 

highlight the unsustainability of the current tender arrangements and unequal working conditions faced by carers 

of contracted providers.  Improving tender arrangements and working terms and conditions for the highly skilled 

and valuable work of carers will be necessary pre-requisites for improving recruitment and retention rates into home 

care, and ensuring the system is sustainable.  This in turn should produce favourable results including greater staff 

satisfaction, higher quality of care, and reduced waiting times for home care and acute care as improved capacity 

relieves pressure on hospital services.

288 (OECD, 2019).
289 (OECD, 2019).
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APPENDIX 3 – WAITING LISTS AND ACTIVITY LEVELS 
AT MARCH 2018 AND 2019, BY CHO AND LHO290

WAITING LIST ACTIVITY
CHO LHO Mar-18 Mar-19 Mar-18 Mar-19

National Total 6,458 6,238 4,133,558 4,215,754
CHO 1 Total 303 519 384,394 431,668

Cavan-Monaghan 156 253 106,510 121,904
Donegal 147 161 163,053 187,034
Sligo-Leitrim 0 105 114,831 122,730

CHO 2 Total 1,482 788 430,832 447,569
Galway 724 307 235,883 236,698
Mayo 467 334 124,823 131,563
Roscommon 291 147 70,127 79,309

CHO 3 Total 495 483 350,344 361,036
Clare 370 381 105,214 118,426
Limerick 72 85 134,973 133,993
North Tipperary-East Limerick 53 17 110,157 108,618

CHO 4 Total 218 119 619,054 631,753
Kerry 0 0 156,430 157,196
North Cork 0 0 98,554 98,716
North Lee 0 0 123,743 132,506
South Lee 69 27 159,386 165,292
West Cork 149 92 80,943 78,042

CHO 5 Total 581 610 445,139 495,671
Carlow-Kilkenny 0 0 117,760 126,135
South Tipperary 0 0 87,267 100,890
Waterford 44 31 90,768 92,221
Wexford 537 579 149,344 176,426

CHO 6 Total 333 196 324,655 320,296
Dublin South East 0 0 89,823 81,186
Dun Laoghaire 123 0 114,079 113,753
Wicklow 210 196 120,753 125,359

CHO 7 Total 724 1,176 482,339 459,308
Dublin South City 93 336 102,627 87,687
Dublin South West 250 236 118,516 111,157
Dublin West 261 278 110,737 93,021
Kildare West Wicklow 120 326 150,459 167,442

CHO 8 Total 926 542 382,679 410,947
Laois-Offaly 698 369 93,640 107,423
Longford-Westmeath 62 9 79,851 91,315
Louth 3 0 110,199 99,980
Meath 163 164 98,991 112,230

CHO 9 Total 1,396 1,805 714,124 657,505
Dublin North 572 834 296,569 239,028
Dublin North Central 144 214 215,409 228,815
Dublin North West 680 757 202,146 189,662

290  Response received from HSE to written PQ (ref: 17762/19) on waiting lists for home support services from Deputy Louise O’Reilly on Tuesday 16th 
April 2019.
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APPENDIX 4 – COMPARISON OF PROPOSED ELIGIBILITY AND 
ENTITLEMENT CRITERIA WITH FOUR EUROPEAN COUNTRIES291

In terms of the needs assessment process and entitlements to care, we have emphasised throughout this report 

the benefits of flexible, holistic, person-centred care planning and entitlements.  Indeed, Irish research suggests that 

although this would marginally increase the costs of home care, it improves outcomes for clients and represents 

significant value for money.  

In Germany, the needs assessment process and entitlements work differently – people are placed into care grades 

(or categories) based on the outcome of the needs assessment. Entitlements to services then correspond with the 

care grade (or level of assessed need).  HCCI also recognise the potential merits of this approach where resources are 

limited and must be fairly and efficiently distributed.  

The proposed eligibility criteria for Ireland within the table below are located on page 100 of this report.  We have 

included two options for Ireland for the purposes of comparison.  Option 1 is a flexible, holistic approach as advocated 

throughout the report.  Option 2 is a ‘graded’ approach to entitlements and care, like that provided in Germany. 

HCCI have advocated for Option 1 based on the availability of research demonstrating its benefits.  The research on 

Option 2 is comparatively scant but HCCI remain open to such an approach if future research were to demonstrate 

similar benefits in terms of costs and outcomes.       

Country: Eligibility: Needs Assessment: Entitlements: Basket of Care 
Services:

Germany (1) Recurrent 
inability to fulfil 
basic ADL (activities 
of daily living), and 
to some extent 
IADL (instrumental 
activities of daily 
living), for at least 
six months. 

(2) Must have made 
at least six months 
of contributions to 
the LTCI prior to 
being eligible to 
avail of allowances.

Impairments of 
independence or 
incapacitation measured 
in 6 areas, each of which 
carries a specific weighting:

(1) Mobility; 
(2) cognitive and 
communication abilities; 
(3) behaviour patterns and 
psychological problems; 
(4) level of self-sufficiency; 
(5) health restrictions, 
demands and stress due to 
therapies; 
(6) structure of everyday life 
and social contacts.

When assessments 
are complete, one of five 
care levels are assigned to 
the care user.

Need for care is typically 
assessed every 6 months.

Dependent on care grade. 

When a care recipient 
is approved for the 
benefits, they:

(1) are offered a choice 
between cash benefits and 
in-kind services, the amount 
of which is dependent on 
their assessed care level;  

(2) receive a list comparing 
the services and prices 
of the facilities in the area 
to choose from (public, 
private or non-profit) or can 
allocate monies towards 
‘informal care’ (typically 
from family members).

Possible for recipients 
to avail of a combination 
of in-kind services 
and cash allowances.

Services covered include:

--Personal Hygiene
--Nutrition
--Mobility
--Home Help
--Organised Care (respite, 
day care, night care, etc.)
--Various Aids (nursing 
aids, technical aids, etc.).

291 Comparison based on 2017 HRB report (see Kiersey & Coleman (2017)).
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The 
Netherlands

All ages are eligible 
to apply. Not 
contingent on 
income.

Eligibility considers:
(1) ADL Limitations

(2) Alternative 
solutions (e.g. 
rehabilitation, home 
adaptation)
 
(3) Ability of family 
caregivers to 
provide care

Assessment carried 
out using a nationally 
standard tool.

Limitations assessed on a 
4-point scale. Criteria used 
to aid assessment:

(1) General health status; 
(2) limitations in functioning 
as a result of the disease/
handicap; 
(3) the home and living 
environment; 
(4) psychological and 
physical functioning; 
(5) social circumstances; 
(6) amount and duration 
of currently offered care; 
(7) best suitable client 
profile

All who think they need 
home care are entitled 
to apply for a needs 
assessment.

However, stricter eligibility 
criteria for those in need of 
care means only if there is 
no informal caregiver or if 
the informal caregiver does 
not want to provide as many 
hours of care as is needed 
by the client, is the client 
entitled to formal care.

Services covered include:

--Home nursing
--Personal Care
--Home Help 
--Day Care
--Night Care
--Respite
--Assistive Devices 

Scotland Eligibility is 
determined by 
needs assessment, 
carried out by a 
local authority 
healthcare worker 
who establishes 
the specific needs 
of the potential 
care recipient and 
determines how 
these needs may 
be met.

Unclear. People over the age of 65 
are entitled to receive free 
personal home care services 
if need is determined via 
assessment.

However, co-payments 
are used for some services 
but it’s not entirely clear 
from the report which are 
free, and which are not. 
Presumably services which 
fall under the basket of care 
are free, and those which 
do not are subject to co-
payments.

Services covered include:

--Personal Hygiene
--Personal Assistance
--Continence Management
--Food Preparation & 
Dietary Services
--Equipment & Adaptation
--Simple Medical 
Treatment (e.g. 
administering medication, 
applying creams and 
lotions, changing simple 
dressings, etc.)

Additional services can be 
organised but are subject 
to a fee, or income cap, 
and include:

--Housework
--Laundry
--Shopping
--Out-of-Home Services 
(e.g. day care)
--Supplying food and 
preparing meals
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Sweden All permanent 
citizens  of all ages 
that have care needs 
are eligible to apply 
for home care. 

Benefits are at 
the discretion of 
the need assessor 
but guidelines for 
assessment have 
become stricter in 
recent years.

Assessment carried out 
using a nationally standard 
tool. 

Criteria are unclear.

Sweden’s universal social 
welfare system allows all 
citizens the right to publicly 
funded social care and 
support regardless of their 
financial situation, with 
public authorities given 
responsibility to ensure 
that they receive adequate 
support for their needs.

To be entitled to home care 
specifically, prospective 
care recipients must have 
their needs assessed and a 
regional care manager must 
approve the relevant care 
services.
 

Services covered include:

--Home Help
--Personal Care
--Emotional & Social 
Support

Additional services can be 
organised but are subject 
to fixed fees. Costs to 
individuals are capped (at 
approx. €185 in 2015) and 
include:

--Home adaptations
--Meals on wheels
--Home Medical Services.
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Ireland 
(proposed)

‘Ordinary Residents’ 
of all ages can apply.

Eligibility 
determined on the 
basis of need. Need 
determined by 
formal assessment.

Assessment carried 
out using a nationally 
standard tool – the Single 
Assessment Tool (SAT).

Criteria used in assessment 
are inclusive of physical, 
psychological and social 
needs, and incorporates the 
Carers Needs Assessment. 
Specific criteria of the SAT 
include:

(1) Formal supports received 
in the past 7 days
(2) Family care support 
received in the past 3 days
(3) Psycho-social well-being
(4) Mental Health and 
Behaviour
(5) Communication
(6) Activities of Daily Living 
(ADLs)
(7) Instrumental Activities 
of Daily Living (IADLs)
(8) Health Conditions 
& Medical Complexity
(9) Nutritional Status
(10) Medical Treatments 
& Procedures Received in 
the past 3 days
(11) Client’s Preferences 
& Expectations

Option 1:
Flexible, holistic, person-
centred care plan drawn up 
based on the outcome of the 
need’s assessment.

Option 2:
Client assigned a care 
grade (e.g. 1-5) based on 
the outcome of the needs 
assessment and a person-
centred care plan is drawn 
up.

Needs assessments are 
subject to regular review 
(every 3-6 months292).

Means-tested co-payment 
will be required from some 
home care recipients .

Option 1:
Recipients are entitled to 
any service which they are 
assessed as needing and 
which falls within the defined 
‘basket of care’ for home 
care. 

Option 2:
Entitlements are dependent 
upon recipients assigned 
care grade, as determined by 
a needs assessment. 

Each care grade has a 
defined basket of care. The 
higher the grade, the greater 
the basket of care.

Client will need to self-
fund any additional service 
required which falls outside 
of the defined basket of 
care.

Entitlements are enforced 
by guaranteeing maximum 
waiting times in legislation.

Services to be made 
available as part of the 
basket of care for home 
care would include a 
range of community-
based care services 
to facilitate a multi-
disciplinary, integrated and 
rehabilitative approach:293

--Home Help
--Personal Care
--Public Health Nursing
--Physiotherapy
--Speech and Language 
Therapy
--Occupational Therapy
--Social Work
--Emotional and 
Social Support (i.e. 
Companionship)
--Home-Based Palliative 
Care
--Day Care
--Respite Care
--Case Management 

292  Current HSE policy is that persons of moderate or mild dependency are to have their care needs reviewed at a minimum once every 6 months. 
Clients with higher levels of dependency are to be reviewed at least once every 3 months. Intervals for review may be shorter if deemed necessary 
by the relevant clinician (Health Service Executive, 2018c, p. 4).

293  Vast majority of these services are already included as part of HH, HCPs or IHCPs. Others are recommended by the CFH to be included as part of 
the basket-of-care within Sláintecare and to be free at the point of delivery for those with a Carta Sláinte.
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APPENDIX 5 – PROPOSED CHANGES TO SOCIAL WELFARE 
RULES FOR STAFF IN RECEIPT OF SOCIAL WELFARE

The Issue
Many HCCI members report that a sizeable number of carers provide home care services on a part-time basis 

whilst in receipt of social welfare payments.   

The Health Service Executive (HSE) is the primary commissioner of home care services through its national tender 

process. The most recent of these was Tender 2018, completed in September 2018. Through its commissioning 

practices, the HSE provides for home care services in 30-minute blocks to clients, with a typical home care package 

being 2 hours of care per day for 3 or 4 days per week. When the HSE commissions a package, unless the client 

decides to pay for additional home care hours from private funds, the package must be delivered in the hours 

approved by the HSE. 

Packages are also commissioned per client demand.  This means that, although every effort is made to roster a home 

care worker in an efficient manner, it often proves difficult to achieve. Below we outline a typical scenario for a home 

care worker in receipt of social welfare payments who would choose to provide home care.

Scenario A:

     Home care worker provides 2 hours of care per day Monday through Wednesday, and a 1 hour call 

on Thursday for a total of 7 hours care per week. 

     Home care worker wages is €91 (7 x €13 per hour). 

     Home care worker is subject to social welfare penalty of €33 per day worked, for a total penalty of €132. 

     The effect of working, therefore, would be a cost to the home care worker of €41.

This scenario, common in the home care industry, means that there is no financial incentive for the many home care 

workers on social welfare for providing much needed care. Those that do provide care do so despite the financial 

penalties. 

As a result, the many home care workers on social welfare who decide not to provide home care services remain reliant 

on social welfare payments for their income leading to a €198 per week cost to government.

Proposed Solution
One of our proposed solutions is to change the rules for home care workers claiming social welfare benefits. 

We advocate a system whereby a home care worker is deducted a day’s benefit according to the following table:

Band Hours Worked Per Week Social Welfare Deduction
A 0-7 hours €33
B 7-14 hours €66
C 14-21 hours €100
D 21-28 hours €133
E 29-35 hours €165
F 35-42 hours €198
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This taper system would end the current rules that penalise a social welfare recipient a full day’s social welfare 

payment for working merely 30 minutes in a day – as we have explained, the working hours are driven mostly by the 

HSE packages awarded to HCCI members. We have outlined how this would change Scenario A in Scenario B, below:

Scenario B:

     Home care worker provides 2 hours of care per day Monday through Wednesday, and a 1 hour call 

on Thursday for a total of 7 hours care per week. 

     Home care worker wages is €91 (7 x €13 per hour). 

     Home care worker is subject to social welfare penalty according to the new banded system, 

so in this case a Band A penalty (€33). 

     The effect of working, therefore, would be a benefit to the home care worker of €58.

In this scenario, the Government will pay less in social welfare payments to the recipient – in this case it would pay 

€165 to the person rather than €198.  In addition, the recipient would make up the shortfall in social welfare payments 

through their wages and receive a total of €256 per week.

In short, home care services are vital for the operation of the community health service, and it is stated Government 

policy to support home care.  We have highlighted that the procurement practices of the HSE, overseen by the 

Government, means that home care services are commonly provided in relatively small blocks of 2 hours per day, and 

sometimes in 30-minute slots. HCCI has, through our membership and thus knowledge of the operation of the service, 

come to realise the extent of this issue.  Our proposed solution in this paper is merely one suggested way of dealing 

with the problem.  We would be delighted to work with the Department for Employment Affairs and Social Protection 

on any change to the current system which would support a category of worker who provides a vital service and does 

so in an atypical work pattern. We feel that these changes are necessary to support and sustain a necessary and often 

forgotten part of the Irish health care sector.
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APPENDIX 6 – ESRI AND DOH PROJECTIONS 
OF COMMUNITY CARE294

ESRI Department of Health

2015-2030 2016-2031

Community 
Care 

Projections

Public Community Care
Projections assume no change in the model of care, similar 
to the Department of Health’s Scenario 1 projections. ESRI 
projections are based on the number of referrals and visits 
made to various primary care professionals.

Public Community Care 
Scenario 1: Continuation of the Status Quo
Continued over-reliance on acute hospitals, requiring 
significant increases in capacity across all aspects of the 
health service. This is considered unsustainable due to the 
overwhelming pressures it would put on acute care. DoH 
projections are based on the Whole-Time Equivalent staffing 
projections to meet demand.

2015: 2021: 2030: 2016: 2021: 2031:

Public Health Nursing
Visits (‘000s) WTE Staff

1,360 1,480 – 1,530 
(↗ 9 – 12.5%) 

1,710 – 1,840
(↗ 26 – 35%)

1,500 1,800
(↗ 14%)

2,200
(↗ 46%)

Physiotherapy
Referrals (‘000s) WTE Staff

189 208 – 219
(↗ 10 – 16%)

237 – 250 
(↗ 25 – 32%)

540 610
(↗ 14%)

740
(↗ 38%)

Visits (‘000s)

760 832 – 851
(↗ 9.5 – 12%)

943 – 991
(↗ 24 – 30%)

Occupational Therapy
Referrals (‘000s) WTE Staff

88 99 – 104 
(↗ 12.5 – 18%)

119 – 124
(↗ 35 – 41%)

500 570
(↗ 13%)

660
(↗ 32%)

Visits (‘000s)

347 390 – 395 
(↗ 12.5 – 14%)

462 – 479 
(↗ 33 – 38%) 

Speech and Language Therapy
Visits (‘000s) WTE Staff

147 145 – 155 
(↙ 1.5 – ↗ 5.5%)

143 – 170 
(↙2.5 – ↗ 15.5%) 

470 480
(↗ 2%)

440
(↙ 6%)

Public Community Care 
Scenario 2: Reform

This would see reform in three interlinked areas across the 
health system, in line with Sláintecare proposals. Capacity 
investments greatly over and above the status quo scenario 
in primary and community based care will be required:

2016: 2021: 2031:

Public Health Nursing

1,500 1,930
(↗ 29%)

2,600
(↗ 67%)

Physiotherapy

540 670
(↗ 23%)

840
(↗ 58%)

Occupational Therapy

500 620
(↗ 24%)

760
(↗ 50%)

Speech and Language Therapy

470 480
(↗ 2%)

420
(↙ 11%)

294  (Wren, et al., 2017; Department of Health & PA Knowledge Ltd., 2018).  Both forecasts, though inclusive of home care, more broadly reflect 
primary and community care requirements.
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WITH THANKS TO OUR MEMBERS

Be Independent Homecare
Bluebird Care Carlow, 
Kilkenny & Waterford

Bluebird Care Cavan, 
Monaghan & Louth

Bluebird Care Clare Bluebird Care Cork Bluebird Care Donegal & Leitrim

Bluebird Care Dublin North-East Bluebird Care Dublin South Bluebird Care Dublin South-West

Bluebird Care Galway
Bluebird Care Laois, 

Offaly & Kildare
Bluebird Care Limerick

Bluebird Care Longford, 
Roscommon & Westmeath

Bluebird Care Kerry & West Cork Bluebird Care Mayo & Sligo

Bluebird Care Meath & Dublin West Bluebird Care North Dublin
Bluebird Care Tipperary 

& East Cork

Bluebird Care Wexford
Bluebird Care Wicklow 
& Dublin South-East

Care About You

Caremark Ireland Caremark Cork & Kerry Caremark Dublin North

Caremark Dublin South 
& South-East

Caremark Dublin South-East 
& Wicklow

Caremark Dublin West 
& South-West

Caremark Galway, 
Roscommon & Mayo

Caremark Kildare & West Wicklow Caremark Laois & Offaly

Caremark Meath & Louth Castle Home Care Comfort Keepers

Communicare Agency Heritage Home Care Home Instead Senior Care

Home Instead Senior Care HIA Home Instead Senior Care HIB Home Instead Senior Care HIC

Home Instead Senior Care HID 
(North Dublin)

Home Instead Senior Care HIE 
(Galway)

Home Instead Senior Care HIF 
(Cork)

Home Instead Senior Care HIG 
(Wexford)

Home Instead Senior Care HII 
(Wicklow)

Home Instead Senior Care HIK 
(Kerry)

Home Instead Senior Care HIL 
(Limerick & Clare)

Home Instead Senior Care HIM 
(Tipperary)

Home Instead Senior Care HIO 
(Mayo)

Home Instead Senior Care HIR 
(Kildare & Laois)

Home Instead Senior Care HIS 
(Cork North)

Home Instead Senior Care HISCSW 
(North County Dublin & Swords)

Home Instead Senior Care HIT 
(Meath & Cavan)

Home Instead Senior Care HIV 
(Kilkenny & Carlow)

Home Instead Senior Care 
Dublin West

Home Instead Senior Care
Louth & Monaghan

Home Instead Senior Care Sligo, 
Leitrim & Roscommon

Home Instead Senior Care 
Westmeath, Offaly & Longford

Home Instead Senior Care 
Waterford

Home Care Solutions Irish Homecare

Kareplan Dublin North Pioneer Homecare Right at Home Dublin

Right at Home Cork Right at Home Galway Sandra Cooney Homecare

Westcare Homecare Clannad Care



Email: info@hcci.ie 

Phone: 086-796-1800
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