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Glossary of Key Terms Used in Long Term Care 

 

Activities of daily living (ADL): a term used to describe self-care activities that a person 

must perform every day, such as eating, dressing, bathing, transferring between the bed and a 

chair, using the toilet, controlling bladder and bowel.  

 

Assessment: the overall process for identifying and recording the health and social care risks 

and needs of an individual and evaluating their impact on daily living and quality of life, so 

that appropriate action can be planned. 

 

Assistive technology (AT): can be defined as any piece of equipment that helps people to 

perform activities of daily living. This broad definition incorporates a large number of 

devices, ranging from ‘low-tech’ mobility devices such as Zimmer frames to ‘high-tech’ 

speech synthesizers or stair-climbing wheelchairs.  It also, with the advent of wireless and 

satellite communications, incorporates: telecare, which involves the use of electric sensors 

and aids (such as emergency cords, speakers linked to a call center, epilepsy sensors, 

medication dispensers) that make the home environment safer, enabling people to live at 

home, and independently for longer; telehealth, referring to the use of electronic sensors or 

equipment to monitor people’s health in their own homes (e.g., blood pressure, weight, 

oxygen levels); and telemedicine, which refers to the use of sensors and electronic devices for 

communication to aid diagnosis and management of health and social care.   

 

Carer: the person providing care to the dependent older person. Also called caregiver.  

 

Care package: services designed to meet an individual’s assessed needs as part of the care 

plan arising from their assessment. Consists of one or more services, which may be 

residential and/or community-based. A cost is often attached if provided, and hence needs to 

be approved by the budget holder; may also require contributions from the individual.  

 

Care plan: personalized care plan details the high level, integrated health and social care 

requirements after a holistic assessment has taken place. Based on the summary of the risks 

and needs from the assessment, it should include details of the services to be provided, the 

assessed individual and their carers' participation, the objectives, a review date and consent 

from the assessed person to share the plan with the care team.  

 

Care recipient: the dependent older person in need of or receiving care.  

 

Care user: see under care recipient.  

 

Case management: when an individual has numerous long term-conditions and complex 

needs, their care becomes more difficult for them to manage. Case management is where a 

named coordinator actively manages and joins up care by offering, among others, continuity 

of care, coordination, and a personalized care plan for vulnerable people most at risk. 

 

Cash-for-Care (CfC): cash benefit schemes aimed at covering expenses to purchase formal 

care at home or in an institution or to support informal care, allowing household’s choice 

over care decisions.  
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Cognitive impairment: refers to a deterioration or loss of intellectual capacity that results in 

impairments related to short- and long-term memory; orientation to people, place, and time; 

deductive or abstract reasoning; and ability to perform activities of daily living. 

 

Community care: network of health and social care designed to enable an individual to 

remain independent and living in his or her own home. See also under home care.  

 

Dementia: the loss of memory, reason, judgment, and language to such an extent that it 

interferes with a person’s ability to perform activities of daily living. It is not a disease itself, 

but a group of symptoms that often accompanies a disease or condition.  Alzheimer’s disease 

is the most common type of dementia. Other types include vascular dementia, dementia with 

Lewy bodies, and frontotemporal dementia. 

 

Dependency: condition when older people’s overall level of functioning is substantially 

reduced, such that they are likely to require help from a third party or substantial help from 

aids and adaptation to fulfill the normal activities of daily life. Dependency is often used as a 

synonym for emerging social risks to which LTC responds.  

 

Dependency ratio: demographic indicators that relate the young and old age population 

[those generally inactive] to the population of working age.  

 

Domiciliary care: is used interchangeably with the term "Home care" to mean any type of 

health and/or social care given to a person in their own home.  Both phrases are used 

interchangeably regardless of whether the person requires skilled care or not.  More recently, 

distinctions are drawn between "home health care," meaning skilled nursing care, and "home 

care," meaning non-medical social care. 

 

Estate recovery: procedures allowing recovery of long-term care expenses from the estate 

(assets, savings and investments) of the care user before or after his or her death as a means 

to finance long-term care expenses. Sometimes linked to reverse mortgages or deferred 

payment schemes when applied to housing assets. 

 

Formal care: long-term care services supplied in some kind of contractual relationship (e.g., 

by the employees of an organization or of the care recipient) in either the public or private 

sector, including care provided in institutions like nursing homes, as well as care provided to 

persons living at home by either professionally trained care assistants, such as nurses, or 

untrained care assistants.  

 

Home care: care provided to care recipients living in their own houses or apartments, 

including day care, respite care, and direct support to individuals who provide care, such as 

care allowances and care leaves.  

 

Informal care: care provided by informal caregivers such as spouses/partners, other 

members of the household and other relatives, friends, neighbors and others, usually but not 

necessarily with an already existing social relationship with the care recipient; usually 

provided in the home and typically unpaid. 

 

Iatrogenesis: refers to inadvertent adverse effects or complications caused by or resulting 

from medical treatment or advice.  In addition to harmful consequences of actions by 

physicians, iatrogenesis can also refer to actions by other healthcare and social care 

http://en.wikipedia.org/wiki/Adverse_effect_(medicine)
http://en.wikipedia.org/wiki/Complication_(medicine)
http://en.wikipedia.org/wiki/Medicine
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professionals, such as psychologists, therapists, social workers, pharmacists, nurses, dentists, 

etc.  

 

Institutional care: long-term care services supplied or available 24 hours a day in 

institutions that also serves as a place of residency for those receiving care, with common 

areas of living for residents, even if they enjoy separate rooms. It does not include temporary 

or short-term stays such as respite care.  

 

Instrumental activities of daily living (IADL): activities that enable a person to live 

independently in a house or apartment, such as preparing meals, performing housework, 

taking drugs, going on errands, managing finances, using a telephone.  

 

Long-term care (LTC): the organization and delivery of a broad range of services and 

assistance to people who are limited in their ability to function independently on a daily basis 

over an extended period of time. The services may be provided in a variety of settings 

including community-based, residential settings, and in people’s homes.  

 

Sub-national level: the sub-national level serves to differentiate from the national level of 

governance and encompasses regions, municipalities, provinces, and other authorities of 

public administration at a non-state level. In the design of Long-term care, the sub-national 

level is of critical importance given differentials in ageing, dependency ratios, etc.  

 

Nursing care: provision of care that includes assessment, treatment or care which can only 

be provided by or under the supervision by a qualified nurse and extends to control of 

medication, dressing, injections, feeding requiring nursing skills, pressure sores, specialist 

incontinence management, complex prosthesis management and appliances, cognitive and 

behavioral support, and management of complex psychological or aggressive states; but does 

not include any prescribed activity for the provision of equipment by health authorities.  

 

Nursing home: care home that provides nursing care.  

 

Palliative care: Palliative care is the active holistic care of people with advanced progressive 

illness. It includes the management of pain and other symptoms and provision of 

psychological, social and spiritual support. The goal of palliative care is achievement of the 

best quality of life for patients and their families. Many aspects of palliative care are also 

applicable earlier in the course of illness and provided in conjunction with other medical and 

social interventions. Palliative care seeks neither to hasten death nor to postpone it. The 

provision of euthanasia and assisted suicide is not part of the responsibility of palliative care. 

 

Personal care: provision of Long-term care that does not fall under the term nursing care and 

although its actual meaning depends on the appropriate care context, it often includes care 

relating to personal hygiene and toileting; assistance with feeding, eating, and drinking; 

management of urinary and bowel functions; promotion of continence and management of 

incontinence; assistance with mobility and transfers; promotion of independence and social 

functioning; anxiety and behavior management; social care needs assessment and ensuring 

personal safety; encouragement and assistance with cognitive functions; and administration 

and monitoring of medication.  

 

Re-ablement: refers to services which help someone to accommodate their illness or loss of 

activities by daily living by learning or re-learning skills necessary for daily living. 

http://en.wikipedia.org/wiki/Psychologist
http://en.wikipedia.org/wiki/Therapist
http://en.wikipedia.org/wiki/Pharmacist
http://en.wikipedia.org/wiki/Nurse
http://en.wikipedia.org/wiki/Dentist
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Rehabilitation: focuses on services for helping someone to get better. 

 

Residential home: residential care home that does not provide nursing care. 

 

Social care: often used as a synonym to long-term care in literature, but refers to 

promotional, preventative, and protective measures that can be taken to provide personal 

social services to adults, children, and other groups such as people with disabilities, 

offenders, and people with drug dependencies.  In the specific context of Long-term care for 

the elderly, social care refers to services providing assistance with self-care and instrumental 

activities of daily life, including personal functioning, domestic maintenance, and social 

activities given on a continuing basis to individuals with chronic impairments and/or 

increased levels of dependency. 
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Executive Summary 

1. Population aging is in many ways a demographic success story, driven by changes 

in fertility and mortality that are associated with economic and social development.  

Progress in reducing child mortality, improving access to education and employment 

opportunities, advancing gender equality, and promoting reproductive health and access to 

family planning have all contributed to reductions in birth rates.  Moreover, advancements in 

public health and medical technologies, along with improvements in living conditions, mean 

that people are living longer and, in many cases, healthier lives than ever before, particularly 

at advanced ages.  Together, these declines in fertility and increases in longevity are producing 

very substantial shifts in the population age structure, such that the share of children is 

shrinking while that of older persons continues to grow.  This Extended Technical Note 

therefore focuses on strategic policy areas linked to aging in Seychelles, particularly financing 

and governance arrangements for the provision of long-term care (LTC), and identifies policy 

options that respond to demographic changes and the increase in non-communicable diseases 

(NCDs).  

2. Population projections emphasized in this report focus on the number of older 

persons in the population which have more certainty than projections aimed at 

foreshadowing the total size a population might reach in future or its overall age 

composition. The reason for adopting this approach is that the population undergoing aging 

already exists and any additions to it can only come from in-migration and any deductions to 

it from death or out-migration.  Thus, projection assumptions made with respect to future 

levels of fertility are irrelevant and only death and migration need to be considered. Of these, 

migration is the least predictable, and this raises analytical difficulties in small island states 

(SIDS) like Seychelles.  This is because the impact of migration, both internal (rural-urban 

and between outer islands and main islands) and international, can make a major difference 

in terms of how rapidly or slowly the domestic older population grows.  However, future 

trends in fertility are clearly relevant to the issue of the overall age structure and the relative 

balance between the older population and the younger population that has the responsibility, 

directly or indirectly, to care for it.  

3. Demographic trends in Seychelles over the next half-century will be very 

different from those in the past.  The main features entail rapid aging of the population and 

a shrinking of the working-age population.  The population for age groups 0-14 and 15-64 

years is projected to decline from 22.4 percent to 16.6 percent and 70.2 percent to over 65 

percent, respectively, for the period 2010-2050.  However, the population for the age group 

65 years and over is expected to increase to nearly threefold of the 2010 population, and life 

expectancy at 65 years will increase from 16 years in 2015 to 18.9 years in 2050.  

4.  The number of people aged 65 and older has more than tripled from just over 

2,000 at the time of Seychelles 1960 census to over 10,000 at the time of the 2010 census.  

In 2015 the number of older people stood at 10,900 i.e., 11.2 percent of the population. The 

aging process is projected to accelerate in the next few decades, with growth of the older 

population being especially pronounced during 2015–2050 when the old age dependency ratio 

will triple from 11.2 in 2015 to 36 in 2050. 

5. The population of people aged 80 and over will increase at a faster pace than the 

total older population.  The proportion of older people in Seychelles aged 80 years and over 

is projected to rise from 1.8 percent in 2015 to 6 percent in 2050. This trend will have 

important implications because the oldest old (80 years of age and over) are much more likely 
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than the younger old (aged 65 to 79) to need help with ADLs and instrumental activities of 

daily living (IADLs) and to make greater demands on medical and LTC services due to higher 

levels of physical frailty and more severe forms of cognitive impairment.  The acceleration in 

population aging will raise the potential support ratio for the working-age population in 

Seychelles. At the same time, the number of working age people is expected to decline after 

2020—earlier than that of total population—leading to a decreasing support ratio of working-

age to elderly population. 

 

6. Evidence from the social and economic determinants of health highlight that 

Seychelles has experienced a striking shift in its epidemiological profile in recent 

decades, with NCDs becoming the country’s top health threat.  The main causes of 

disease-related morbidity and mortality in 2013 were cardiovascular diseases, cancers, and 

respiratory diseases – which account for about 60 percent of all deaths.  This shift from 

communicable to non-communicable diseases has been attributed to epidemiologic transition 

as well as affluence and changes in lifestyles and habits of the population.  For example, in 

Seychelles the leading causes of years lived with disability (YLDs) changed significantly 

between 1990 and 2013.  Diabetes, schizophrenia, back and neck pain, and depression are 

now responsible for the largest number of YLDs.  In terms of disability adjusted life years 

(DALYs) lost, dietary risks, high systolic blood pressure, and high body-mass index were the 

leading risk factors in 2013.  The total number of people with NCDs in Seychelles is 

expected to rise over time (since NCDs tend to occur more often at middle and/or older age) 

even if interventions to prevent and control NCDs are successful. 

 

7. Concerns have been raised about Seychelles preparedness for the expected 

increase in demand for LTC services.  LTC services focus on both the medical and non-

medical needs of people with a chronic illness or disability who cannot function 

independently on a daily basis over an extended period of time. Experience from the 

Organization for Economic Cooperation and Development (OECD) countries, European 

Union (EU) member states, and East Asian states such as Japan and South Korea shows that 

expenditures for LTC services increase with the aging of the population.  The elderly 

population are more likely to lose the ability to live independently, to be disabled, or to be 

bedridden and therefore have higher demand for LTC services. Without cost effective and 

financially sustainable LTC systems, thousands of Seychellois could enter old age over the 

next few decades without adequate social support and pose high opportunity costs for 

families and the state. 

 

8. The first concern is that aging populations will exert further demands on public 

resources because the elderly will have higher health care needs due to the increase in 

NCDs.  An increasing number of the elderly will need LTC as they become frail and unable 

to care for themselves which will become very costly given current arrangements for the 

provision of LTC.  The second challenge is that Seychelles will need to find ways either to 

increase the number of care providers and/or increase the productivity of care providers in 

different parts of the LTC system. 

 

9. Aside from population aging, other key determinants of LTC expenditure are 

linked to policy choices.  An important factor that drives LTC costs is policy choices in 

regard to the design of sustainable financing mechanisms; the definition and application of 

cost-sharing arrangements between the individual, the family, and the state; the composition 

and balance of service provision across home, residential/hospital and community-based 

services; and the governance structures for managing the critical interface between health and 

http://en.wikipedia.org/wiki/Chronic_illness
http://en.wikipedia.org/wiki/Disability
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social care services and for commissioning and managing the demand and supply of LTC 

services.  

 

10. In LTC one size does not fit all and so policy responses need to be customized. 

Based on the evidence assembled in this Extended Technical Note, key priorities for reforming 

existing LTC programs and meeting future challenges of aging services focus on a number of 

specific strategic and operational issues:   

 

Strategic: 

 

 Seychelles faces the task of determining how to handle the steep rise in demand for 

LTC that will occur between 2015-20150.  Developing and implementing a national 

strategy on aging and LTC will clearly help in identifying and developing medium 

term options for better risk pooling and fiscally sustainable funding options for LTC 

– including options linked to social insurance, reverse mortgages and/or deferred 

payment systems – that take account of wealth accumulation over the life cycle.  

 

 Developing estimates of the future need for, and costs of providing, LTC will help 

identify the measures required to improve policy coordination and reduce 

fragmentation across health, social care and housing services for the elderly 

population. Tasks integral to policy coordination will need to take account of 

information management systems to monitor and review the stock and flow of 

clients across different parts of the LTC system, the governance reforms that focus 

on separating service commissioning, service provision and inspection/quality 

assurance functions. 

 

 Workforce planning is essential to the task of ensuring that Seychelles has the 

requisite mix of technical, managerial and service delivery skills for the provision of 

LTC.  Undertaking regular workforce planning in the LTC sector will help avoid 

bottlenecks in the provision of cost-effective LTC services and ensure that other 

sectors of the economy are not adversely affected by labor demands for the provision 

of LTC   

 

Operational: 

 

 Measures to strengthen the eligibility criteria to the Home Care Program and to 

residential services through enhanced the means test and by taking greater account 

of income, assets and savings in order to improve equity and sustainability in service 

provision. 

 

 The current mix of assessment tools and the way they are deployed to determine 

access to LTC needs to be reviewed.   A key part of this review will need to assess 

the utility the Global Assessment of Functioning (GAF) tool, and the extent to 

which this could be replaced with the World Health Organization (WHO) Disability 

Assessment Schedule 2.0. 

 

 Unit costs of LTC are currently not quantified.  This makes it difficult to adequately 

attach a price to the provision of different LTC services, or to assess whether a 

particular service (or bundle of services) is providing value for money.   Developing 

unit costs for different LTC programs and services is essential so that effective 
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cost comparisons can be made based on a balance of service provision. 

 

 LTC costs are currently not adequately reflected in Seychelles System of Health 

Accounts (SHA).  Ensuring that SHA takes full account of the health and social care 

components of LTC and is compiled in full accordance with the methods and 

approaches of the 2015 SHA guidelines needs to be made a priority for the health 

accounts that will be prepared for 2017. 

 

 Community level for a such as Elderly Clubs need to be modernized to address the 

challenges of an aging population. Strengthening the role and function of community 

level fora – particularly in regard to preventive measures, health promotion measures 

that reduce the prevalence and impact of non-communicable diseases, and the 

provision of reablement services.  

 

 Seychelles exhibits a number of policy challenges in aging and LTC that hold 

common across small island states.  The authorities need to explore avenues for 

deepening policy dialogue and policy learning on how small island states and 

territories are responding to aging and the provision of LTC.         

 

11. Policymakers in Seychelles will need to weigh the relative merits of different 

funding mechanisms so as to yield a “preferred” combination of impacts on equity, 

efficiency, and sustainability. For a country of Seychelles size, it will be important to take 

into account the specific characteristics at the district levels given that some districts will age 

faster than others.  Perhaps the most fundamental and difficult policy question implicit in the 

reform of the existing LTC programs concerns the relative prioritization of groups in society, 

both in terms of who should contribute financially and in terms of who should be supported. 

These decisions will need to be shaped by societal preferences on issues like the role of the 

family in providing care, views on intergenerational transfer of assets, and optimum levels of 

taxation. In order to help build a consensus around any LTC system, it will be important to 

try to involve all sectors of society in a consultation process on the future shape of the 

system. 
 

12. Ultimately, Seychelles requires coordinated social and economic policies to 

respond to the demographic challenges over the next 40 years. To provide for a population 

that will consist of more and more dependents relative to the number of active workers, 

Seychelles needs a set of policies that will ensure high economic growth and ensure that the 

country can finance its social obligations in a sustainable manner.  
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Chapter 1: Population Aging, Demographic Trends and the Policy Implications for 

Long Term Care in Seychelles 
 

1.1 What is aging?  Population aging refers to the process whereby older persons 

comprise an increasingly larger share of the total population.  Use of the terms “old” or 

“elderly” refers to the transition between middle age and older age and the cut-off point 

varies widely depending on the context in which they are used.   In this report, the older 

population is defined as persons aged 65 years and over1.  This definition accords with the 

Organization for Economic Development and Cooperation (OECD)2 cut-off point used for 

high income countries. Seychelles graduated to a high income country in 2015.3  Because the 

older population in Seychelles is also aging reference is also made to the “oldest old”, defined 

as persons aged 80 years and older. 

 

1.2 The socio-economic implications of aging. Population aging is a demographic 

phenomenon in the first instance but it is accompanied by a range of socioeconomic 

challenges, both for the individuals concerned and for the institutions that provide the 

services that older people, both men and women, are in particular need of.  These needs arise 

from the fact that the older population is much more likely to be sick, infirm, or disabled than 

young people or the middle-aged.  These conditions, along with others, also diminish the 

ability of the old to earn an income, even as the costs and complexity of their health and long 

term care (LTC) are increasing. The welfare and quality of life available to the old is 

therefore crucially dependent upon the capacity of the institutions that have the responsibility 

for providing the necessary support according to cultural norms and values.   

 

1.3 Population aging is in many ways a demographic success story, driven by 

changes in fertility and mortality that are associated with economic and social 

development. Progress in reducing child mortality, improving access to education and 

employment opportunities, advancing gender equality, and promoting reproductive health 

and access to family planning have all contributed to reductions in birth rates. Moreover, 

advancements in public health and medical technologies, along with improvements in living 

conditions, mean that people are living longer and, in many cases, healthier lives than ever 

before, particularly at advanced ages. Together, these declines in fertility and increases in 

longevity are producing very substantial shifts in the population age structure, such that the 

share of children is shrinking while that of older persons continues to grow. 

 

1.4 Growth in the numbers and proportions of older persons can be expected to have 

far reaching economic, social, and political implications. In many countries the number of 

older persons is growing faster than the number of people in the traditional working ages, 

leading many Governments to consider increasing the statutory ages at retirement in an effort 

to prolong the labor force participation of older persons and improve the financial 

sustainability of pension systems. At the same time, population aging and growth in the 

number of persons at very advanced ages, in particular, puts pressure on LTC systems, 

                                                   
1 UN population analysis uses 60 as the cut off point for the transition to old age. This is based on the need to 

take account of lower life expectancy in low income countries.    
2 See:  https://data.oecd.org/pop/elderly-population.htm 
3
 Seychelles has a GNI per capita of $15,644, which in June 2015 contributed to its elevation into the World 

Bank’s ‘high income’ category of countries. For fiscal year 2016, the World Bank classifies countries with a 

Gross National Income (GNI) per capita above USD 12,2736 as ‘high income’ – see 

http://data.worldbank.org/about/country-and-lending-groups 

 

https://data.oecd.org/pop/elderly-population.htm
http://data.worldbank.org/about/country-and-lending-groups
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increasing the demand for home and residential care, health services and technologies to 

prevent and treat non-communicable diseases (NCDs) and chronic conditions associated with 

old age.   Countries have sought to address these and other challenges by anticipating the 

coming demographic shifts and enacting policies proactively to adapt to an aging population.   

As life expectancies increase, it has, for example, become more important than ever for 

governments to enact policies that promote good nutrition and physical activity to prevent or 

postpone the onset of age-related diseases4.   

 

1.5 While it is not yet clear whether population aging will have significant, negative 

economic effects, the issue is of concern in many countries.  Population projections that 

forecast the number of older persons in a population have more certainty than a projection 

aimed at foreshadowing the total size a population might reach in future or its overall age 

composition. The reason for this is that the population that is undergoing aging already exists 

and any additions to it can only come from in-migration and any deductions to it from death 

or out-migration.  Thus, projection assumptions made with respect to future levels of fertility 

are irrelevant and only death and migration need to be considered - migration5 is the least 

predictable, and can raise analytical difficulties in island states like Seychelles.  This is 

because the impact of migration, both internal (rural-urban and outer islands - main islands) 

and international, can make a major difference in terms of how rapidly or slowly the domestic 

older population grows.  However, future trends in fertility are clearly relevant to the issue of 

the overall age structure and the relative balance between the older population and the 

younger population.   This balance is of particular importance because the younger 

population has the responsibility, directly or indirectly, to care for the older generation. 

 
1.6 The world is aging.   The 2002 Madrid International Plan of Action on Aging 

(MIPAA)6, adopted during the Second World Assembly on Aging, highlighted the need to 

consider older persons in development planning, emphasizing that older persons should be able to 

participate in and benefit equitably from the fruits of development to advance their health and 

well-being.   Population aging is now clearly set to become one of the most significant social 

transformations of the twenty-first century, with implications for nearly all sectors of society, 

including labor and financial markets, the demand for goods and services, such as housing, 

transportation and social protection, as well as family structures and intergenerational ties.   In 

2010, an estimated 524 million people were aged 65 or older—8 percent of the world’s 

population. By 2050, this number is expected to nearly triple to about 1.5 billion, representing 16 

percent of the world’s population. Although high income countries have the oldest population 

profiles, the vast majority of older people—and the most rapidly aging populations—are in low 

and middle income countries. Between 2010 and 2050, the number of older people in low and 

middle income countries is projected to increase more than 250 percent, compared with a 71 

percent increase in high income countries: virtually every country in the world is experiencing 

growth in the number and proportion of older persons in their population. 

 

1.7 The demographic pattern of aging has raised three main concerns. First, the elderly 

population generally does not produce nearly as much as the working-age population, so the 

                                                   
4 WHO (2014a)  
5  Migration is on is one of the largest components of population change in Seychelles besides births and deaths, 

and external and internal movements have a substantial influence on the changing level and composition of the 

population in general. Accurate measurement of the net flows of people both into and around the country is, 

therefore, very essential to obtaining reliable population estimates. These estimates are at the heart of decisions 

around policy development, labor market policies, resource allocation, and service delivery across health, LTC 

and housing. 
6 United Nations (2002) 
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economic growth rate of countries with a high share of older people would seem likely to slow. 

Second, it appears that a segment of the population (the elderly) that is relatively larger than in 

the past will have to be supported by a relatively smaller group of economically active adults.  

Third, countries are concerned that the increase in the elderly population will impose a substantial 

burden on economies as a whole, since the elderly require more medical and LTC than younger 

people (see Figure 1).  

 
Figure 1: Projected Acceleration of World Population Aging 

 

 
Source: UN (2015a) World Population Prospects: The 2015 Revision. 

 

1.8 Increasing longevity has also drawn attention to the issue of quality of life for the 

elderly population. As mortality rates decline and life expectancy increases, concerns arise 

about the quality of years lived.  The major challenge faced by policymakers, pension / 

insurance institutions, health and long term care services, and individuals is therefore not the 

trend in longevity itself,7 but rather uncertain life expectancy in the future—i.e. does a higher 

life expectancy imply more years will be spent in good health, or will it lead to an extension 

of life with morbidity and/or disability?  

 

1.9 Many countries are making efforts to strengthen LTC services to help ensure a 

better quality of life for the older population. LTC is a combination of medical and non-

medical services that enables people to live independent lives8 and perform activities of daily 

living (ADLs) and instrumental activities of daily living (IADLs). ADLs refer to personal 

care and mobility activities that are necessary for everyday living, while IADLs are additional 

activities for independent living such as shopping and laundry.9 Box 1 provides more detail 

on the definition of LTC, as described by the OECD. 

                                                   
7 De Waegenaere et al. (2010). 
8 OECD (2015).  
9 Lawton and Brody (1969). 
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1.10 LTC has certain attributes that make it distinct from ‘mainstream’ health care.  

While mainstream health care services seek to change health conditions (from unwell to well), 

LTC services seek to make current conditions (frail or unwell) more bearable.  Individuals may 

need LTC because of disability, chronic condition, trauma, or illness that limits their ability 

to carry out basic self-care or personal tasks that must be performed on a daily basis.  Concerns 

about LTC are a response to three trends: increases in longevity and time spent living with 

disability; erosion of family support caused by shrinking family size and changes in the patterns 

of family-based care for the elderly; and pressure on health care and other systems of support 

for those with disabilities. 

1.11 In the majority of LTC systems the health component of LTC spending relates 

to health and nursing care to those who need assistance on a continuing basis because of 

chronic impairments and reduced degree of independence and ADLs. The following 

items are included in LTC’s health component: palliative care; long-term nursing care; personal 

care services (assistance with ADL restrictions); and services in support of informal (family) 

care. The social care component10 of LTC includes home care (help with IADLs); residential 

(care) services; and other social services provided in a LTC context. 

 

1.12 Rapid aging and social change have exposed the limitations of traditional 

informal modes of LTC for frail elderly people. The traditional response in many 

                                                   
10 Social care encompasses promotional, preventative, and protective measures that can be taken to provide 

personal social services.  In the specific context of LTC for the elderly, social care refers to services providing 

assistance with self-care and instrumental activities of daily life, including personal functioning, domestic 

maintenance, and social activities given on a continuing basis to individuals with chronic impairments and/or 

increased levels of dependency. 

Box 1:  What is Long-Term Care? 

 

LTC is a range of services required by persons with a reduced degree of functional capacity—

physical or cognitive—and who are consequently dependent for an extended period of time on 

help with basic ADL such as bathing, dressing, eating, getting in and out of bed or chair, moving 

around, and using the bathroom. This assistance is frequently provided in combination with basic 

medical services such as help with wound dressing, pain management, medication, health 

monitoring, prevention, rehabilitation, or services of palliative care. LTC services also include 

lower-level care related to help with instrumental activities of daily living such as help with 

housework, meals, shopping, and transportation. 

 

LTC can be received in institutions or at home. An LTC institution is a place of collective living 

where care and accommodation is provided as a package. It refers to a specially designed 

institution or a hospital-like setting where the predominant service component is LTC. LTC at 

home is provided to people with functional restrictions who mainly reside in their own home. It 

also includes institutions used on a temporary basis to support continued living at home, such as 

community care and day care centers and respite care facilities. Home care also includes specially 

designed or adapted living arrangements for persons who require help on a regular basis while 

guaranteeing a high degree of autonomy and self-control and adapted/supportive living 

arrangements. 

 

Source: OECD 2008 
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countries has been default reliance on health systems, but this approach is proven costly and 

complicates health reform efforts.  Proactive policy choices in the LTC domain are therefore 

important.  However, there is ample evidence11 pointing to the need for careful planning with 

respect to the interaction with informal care systems and formal health and social welfare 

systems.  Whatever the reform choices, countries with aging populations need to craft an 

explicit (rather than costly default) LTC strategy and related systems, with a strong emphasis 

on cost-effective home- and community-based care.   Aging adds to health costs. However, 

taking account of improvements in healthy life expectancy when assessing aging’s effects over 

time is also important. This is because structural reform challenges facing health 

delivery systems become more acute as populations age due to the increased incidence of 

chronic non-communicable diseases (NCDs).  This means that the share of people living 

with these conditions will increase and that larger shares of people will be living with 

multiple chronic NCDs. 

 

A. Seychelles Demographic Trends 

 

1.13 Performance on human development is high, but current and projected 

demographic trends in Seychelles have given rise to concerns about population aging 

and old age support. The Seychelles Human Development Index (HDI)12 value for 2014 

was 0.772— which puts the country in the high human development category—positioning it 

at 64 out of 188 countries and territories13. Between 2000 and 2014, the Seychelles HDI 

value increased from 0.715 to 0.772, an increase of 8.0 percent or an average annual increase 

of about 0.55 percent. Based on the 2015 Revision World Population Prospects14 population 

growth in Seychelles has already slowed due in large part to a declining fertility rate15 (see 

Figure 2), and the population is projected (under the most likely 2015 median variant 

scenario) to peak at around 101,000 in 2030 (see Figure 3).   Total fertility rates indicate a 

trend where the Total Fertility Rate (TFR) peaked at 6.9 percent per woman in 1970 declined 

to 2.0 in 2001. The TFR levels in the last decade seem to indicate a slight rebound16.  

However, the long term declining trend is expected to continue until reaching a minimum 

level of around 1.7 children per woman by 2030, and then start recovering towards a level 

closer to replacement rates by 2080.  

                                                   
11 Joshua (2015)  
12 UNDP (2015)  
13 The Seychelles 2014 HDI of 0.772 is above the average of 0.744 for countries in the high human development 

group and above the average of 0.518 for countries in Sub-Saharan Africa.  
14 The 2015 Revision of World Population Prospects is the twenty-fourth round of official United Nations 

population estimates and projections that have been prepared by the Population Division of the Department of 

Economic and Social Affairs (UNDESA) of the United Nations Secretariat. The 2015 Revision builds on the 

previous revision by incorporating additional results from the 2010 round of national population censuses as 

well as findings from recent specialized demographic and health surveys that have been carried out around the 

world.  The 2015 Revision provides the demographic data and indicators to assess population trends at the 

global, regional and national levels and to calculate many other key indicators commonly used by the United 

Nations system. 
15NBS (2014).  
16 In countries where this phenomenon has been observed, two possible reasons which are relevant to Seychelles 

have been presented.  First, most of the countries where fertility has improved are notable for their relatively 

egalitarian approach to gender roles, and the ready availability and affordability of childcare. Second, fertility 

may also be linked to a more flexible labor market which allows women to move in and out of employment 

rather than giving up their careers permanently when having a family. 
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Figure 2: Seychelles Total Fertility Rate 

 
 
Source: United Nations (2015a) World Population Prospects: The 2015 Revision 

 

Figure 3: Seychelles Population Growth 
 

 
 
    Source: United Nations (2015a) World Population Prospects: The 2015 Revision 

 

1.14 Demographic trends in Seychelles over the next half-century will be very 

different from those in the past and will have an accentuated gender dimension.  The 

main features will entail rapid aging of the population and a shrinking of the working-age 

population.  The population for age groups 0-14 and 15-64 years is projected to decline from 

22.4 percent to 16.6 percent and 70.2 percent to over 65 percent respectively for the period 

2010-2050.  However, the population for the age group 65 years and over is expected to 

increase to nearly threefold of the 2010 population and life expectancy at 65 years will 

increase from 16 years in 2015 to 18.9 years in 2050.  Gender is an important dimension of 

aging in Seychelles given that current life expectancies at birth are much worse for males 

than for females: 69 years and 79 years, respectively and will continue to rise until it reaches 

80 for men and 86.5 years for women.17   This pattern has been characterized as the 

feminization of aging18 given the excess of women over men among the elderly.  More 

generally, concerns over old age support, social security, and labor supply issues will 

therefore be amplified by the need to build appropriate institutions for an aging society in 

which those reaching old age in 2050 are already entering the workforce. The decisions those 

                                                   
17 NBS (2014) 
18 Davidson et al (2011)  
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individuals make over their adult life will be framed by the existing and expected institutional 

arrangements for providing social security, health, and LTC in old age. 

 

1.15 The aging of Seychelles population is projected to accelerate further over the 

next few decades. The number of people aged 65 and older has more than tripled from just 

over 2000 at the time of Seychelles 1960 census to over 10,000 at the time of the 2010 census 

(Figure 4).  In 2015 the number of older people stood at 10,900 i.e., 11.25 percent of the 

population.19  The aging process is projected to accelerate in the next few decades, with 

growth of the older population being especially pronounced during 2015–2050.20   The old 

age dependency ratio21 will triple from 11.2 in 201522 to 36 in 2050.23  

 

Figure 4: Population Distribution by Age Groups 1950-2050 
 

 
 

    Source: United Nations (2015a) World Population Prospects: The 2015 Revision 

 

1.16 The size of the population of people aged 80 and above will increase at a faster 

pace than the total older population.  The proportion of older people in Seychelles aged 80 

years and over is projected to rise from 1.8 percent in 2015 to 6 percent in 2050.24  This trend 

will have important implications because the oldest old (80 years of age and over) are much 

more likely than the younger old (ages 65 to 79) to need help with ADLs and IADLs, and to 

make greater demands on medical and LTC services due to higher levels of physical frailty and 

more severe forms of cognitive impairment.  

 

1.17 As in other countries, concerns with aging are compounded by the dramatic rise 

in NCDs.  Evidence from the social and economic determinants of health25 26 highlights that 

Seychelles has experienced a striking shift in its epidemiological profile in recent decades, 

with NCDs becoming the country’s top health threat.  The main causes of disease-related 

                                                   
19 UN 2015 (b). 
20 ibid 
21 Presented as the number of dependents aged 65 and over per 100 persons of working age (20-64). 
22 UNDP (2015)  
23 House (2013) 
24 ibid  
25 WHO (2014a) 
26 Stringhini et al (2014)  
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morbidity and mortality in 201327 were cardiovascular diseases28, cancers and respiratory 

diseases – which account for about 60 percent of all deaths.  This shift from communicable to 

NCDs has been attributed to epidemiologic transition, as well as affluence and changes in 

lifestyles and habits of the population.  For example, the leading causes of lives lived with 

disability (YLDs)29 in Seychelles changed significantly between 1990 and 2013 – see Figure 

5.  Diabetes, schizophrenia, back and neck pain, and depression are now responsible for the 

largest number of YLDs.  In terms of disability adjusted life years (DALYs)30 lost dietary 

risks, high systolic blood pressure, and high body-mass index were the leading risk factors in 

2013.  Data on the number of people with one or more ADLs and IADLs is scarce in 

Seychelles.  Likewise, epidemiological data on mental health, including cognitive impairment 

and the prevalence rate of Alzheimer’s, is also scarce31.   The total number of people with 

NCDs in Seychelles is expected to rise over time (since NCDs tend to occur more often at 

middle and/or older age) even if interventions to prevent and control NCDs are successful.32 

 

Figure 5: Leading Causes of Years Lived with Disability in Seychelles and Percentage 

Change (1990-2013)

 
Source: IHME (2014) 

 

1.18 A comparison of age-standardized mortality rates
 
between Seychelles and 

other countries, using a five-year average, reveals comparable performance. Seychelles 

is doing slightly better than Latvia, Lithuania, and Estonia, all of which have higher per 

                                                   
27 Ministry of Health (2013)  
28 Cardiovascular diseases are group of disorders of the heart and blood vessels and include: coronary heart 

disease: disease of the blood vessels supplying the heart muscle; cerebrovascular disease: disease of the blood 

vessels supplying the brain; peripheral arterial disease: disease of blood vessels supplying the arms and legs; 

rheumatic heart disease: damage to the heart muscle and heart valves from rheumatic fever, caused by 

streptococcal bacteria; congenital heart disease: malformations of heart structure existing at birth; deep vein 

thrombosis and pulmonary embolism: blood clots in the leg veins, which can dislodge and move to the heart and 

lungs. 
29 Years Lived with Disability (YLDs) refer to years lived in less than ideal health.    
30 DALYs for a disease or health condition are calculated as the sum of the Years of Life Lost (YLL) due to 

premature mortality in the population and the Years Lost due to Disability (YLD) for people living with health 

conditions or their consequences. 
31 Bloom (2011) WHO (2014b) 
32 Ministry of Health (2015) 
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capita incomes, and about the same as Mauritius – see Figure 6. Seychelles has a disease 

burden similar to that of other higher-income countries, with cardiovascular diseases and 

cancers being the main causes of death. The cancer mortality rate is twice as large as in 

Mauritius, but comparable to that of countries with higher income levels. 

 

Figure 6: Age Standardized Mortality Rates33 by Cause of Death (5 year averages for 

countries sorted by per capita income 

 

 
Source: World Bank 2014 

 

1.19 NCDs pose a threat to the health and ADL/IADL status of the population, as well 

as to the economy as a whole. The increasing NCD burden is ominous as disability will 

likely be substantial in the years to come, putting greater strain on Seychelles health system. 

A growing cohort of people with chronic ailments will also give rise to severe economic and 

social pressures as the country tries to meet the needs of the elderly with a reduced ratio of 

healthy workers to frail and sick dependents.   The burden of NCDs affects not only the 

quality of life of affected individuals and their families34, but also the country’s 

socioeconomic structure35 and results in significant loss of national income. 36 Addressing 

NCDs and mental health issues can have tremendous economic benefits.37 

 

1.20 In addition to aging, societal factors are likely to affect future spending on LTC.  

While the number of elderly that need assistance in carrying out activities of daily living is 

growing in Seychelles, other societal changes – notably reductions in the provision of 

informal care due to rising labor market participation by women, declining family size, the 

number of single headed families, and rising divorce rates – will create pressures to improve 

                                                   
33Age-standardized rates allow fairer comparisons between groups with different age distributions.   
34 Bloom et al (2011) 
35 The impact includes health system costs: hospital, primary care, specialist medical services, pharmaceuticals, 

diagnostic imaging, allied health services, health research, public health awareness; social care costs: whether 

provided by in the home or in residential accommodation—including recurrent expenditure and capital facilities; 

productivity losses especially for people with early onset forms of illnesses and who may have to stop work; 

mobility aids, equipment and home modifications—e.g., memory aids, bathing and toileting aids, safety aids, 

adapted cutlery and common items such as clothing, daily pill boxes, mobility/transport aids, nursing aids; and 

the deadweight losses of government transfer payments, including the distortions and administration costs of 

taxation revenue foregone and additional welfare payments. 
36 WHO (2014c) 
37 ibid 
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value for money in the provision of LTC.  In addition to the challenge of adopting measures 

that improve the health and functional capacity of older people, special attention needs to be 

given to the protection of the rights of the frail and elderly.   Protective measures against 

violence such as physical, sexual, psychological, emotional, financial and material abuse, 

abandonment, neglect and serious loss of dignity also need to be instituted38.   These factors 

add pressures on the workforce in this highly labor-intensive sector.  Adding to this are the 

difficulties, which have been encountered in many other countries39 in attracting and 

retaining care providers in what is a physically and mentally grueling profession.   Higher 

nursing and social work skills may be necessary for intense-care jobs that provide services to 

older people affected by dementia or with multiple chronic-care needs.   But many LTC jobs 

in home care and residential setting require a relatively low-level of skills. Training programs 

play an important function in helping to guarantee quality standards for both intense-care and 

low-level care needs.  Developing training programs and career structures for LTC workers 

will help attract and retain people in the sector. 

1.21 Migration and skill shortages pose added pressures on services for an aging 

population. A crucial feature of aging in Seychelles is the country’s small population size 

which imposes a human resource constraint. Outward migration among the working age 

Seychellois population and the return of older Seychellois significantly affects the age 

structure of the population40, and exacerbates the impact of aging and increases demand on 

health and LTC services.   So, even if the population is well trained and fully employed, it 

would be challenging for Seychelles to produce the labor force to provide LTC services for 

the aging population alongside demand for skills in other sectors.   Trade-offs between 

sourcing the required labor force and skills for LTC domestically, and sourcing particular 

skills from outside the country to compensate for shortages will therefore need to be 

considered.   In many countries such trade-offs have been informed by workforce planning 

which aims to delineate different LTC tasks and skills sets that can be sourced domestically 

and those skills that need to be sourced externally.  The design of core competencies for 

different groups of staff who provide LTC services will be a key intervening variable in 

determining the skill mix required and from where the skills should be best sourced. 

B. Conclusions 

 

1.22 Preparing for an aging population is integral to ensuring healthy lives.   The 

population dynamics of Seychelles are central to understanding the prospects and constraints 

of economic development and the scope for social policy interventions.  Promoting well-

being at all ages, gender equality, full and productive employment, reducing inequalities, and 

making cities and human settlements inclusive, safe, resilient and sustainable are integral to 

addressing population aging.  The 2002 MIPAA highlighted the need to consider older 

persons in economic and development and planning. As Seychelles population grows 

increasingly aged, it will be more important than ever that the authorities design innovative 

policies and cost effective LTC services.  The next part of this policy note provides a review 

and evidence based analysis of LTC in Seychelles; based on this information it proposes a 

policy framework for the LTC system to adapt to the emerging needs of a growing economy 

and the challenges posed by aging, and the increased demand for LTC services.   

                                                   
38 WHO (2011)  
39 Fujisawa and Colombo (2009)  
40 International Office of Migration (2013)  
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Chapter 2: An Overview of Long Term Care in Seychelles 

 

2.1 The Constitution of Seychelles provides a framework for organizing the duties of 

the state and the responsibilities of families for social protection.  The right to social 

protection is enshrined in the 1993 Constitution, which establishes the State’s responsibility 

to “undertake and maintain a system of social security” and provide “the highest attainable 

standard of physical and mental health”.   The Civil Code of Seychelles, as a subsidiary law 

to the Constitution41, establishes several rules which protect the family, especially through the 

obligations of its members. For example, it specifies that “children shall be bound to maintain 

their father and mother or other ascendants who are in need, and makes this obligation 

extensive to those who are relatives- in-law.  However, the Constitution also states that "the 

State recognises the right of the aged and the disabled to special protection and with a view to 

ensuring the effective exercise of this right undertakes to make reasonable provision for 

improving the quality of life of and for the welfare and maintenance of the aged and 

disabled”.42 

 

2.2 Seychelles has some LTC programs in place but lacks an overall strategic 

approach to aging.   Social protection in Seychelles has had a relatively short history.  

Before independence in 1976, formal and institutionalized social protection was patchy and 

was often limited to public servants and others in formal employment43.  The social 

protection system has evolved significantly and is now comprised of entitlement programs; 

discretionary cash and in-kind social assistance schemes; and a social welfare assistance 

scheme to keep households above the “poverty line”.  The system also provides a home care 

program, a housing scheme, home improvement loans44, a mortgage subsidy scheme, skills 

programs, subsidized transport fares, free education and universal free basic health care.  The 

home-care program - which provides services to people with difficulties performing ADLs 

and IADLs - is administered by the Agency for Social Protection (ASP)45.  The ASP is 

responsible for administering social protection programs and falls under the mandate of the 

Ministry of Social Affairs, Community Development, and Sport (MOSACDS).  In addition to 

the Home Care program a number of social care services46 are provided to the elderly, these 

include community nursing services, occupational therapy, mental health services, health 

prevention services, and long-stay residential social care and nursing care services.   

Responsibility for the provision of these services principally fall under the mandates of the 

Ministry of Health (MoH) and the MOSACDS.  Although the government’s program is spelt 

out in the Medium Term National Development Strategy (MTNDS) 2015-2019 – service 

                                                   
41 Civil Law is based on the French Napoleonic Code adapted to Seychelles, and is known as the Civil Code of 

the Seychelles. 
42 Article 36 
43 Campling et al (2011)  
44 In the 2016 State of the Nation Address, a person who is 63 years and older, and is the owner of his/her home, 

can now apply for up to SR50,000 for renovation or repair works on their house. The home owner can also get a 

loan of up to SR100,000 for re-roofing. These special loans carry no interest. Furthermore, the government will 

subsidize by 25 percent all loans to pensioners under this scheme. This means that when a pensioner decides, for 

example, to take a loan of SR100,000 to repair their house, they will have only SR75,000 to repay, and no 

interest. 
45 The administration of the Home Care program was transferred to the then Social Security Fund in July 2011. 

Prior to 2008 the program was administrated by the Social Affairs Department and from 2009 to 2011 it was 

administered by the Ministry of Health. The administrative responsibilities of the programs were transferred to 

the ASP upon its creation in 2012. 
46 In addition to the elderly, social care services provided to children (such fostering, adoption, guardianship), 

people with disabilities, victims of domestic violence in a range of home, community and residential settings. 
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entitlements for the elderly population are fragmented across a number of policy documents – 

such as the draft National Health Policy47, the Draft Strategy on Disability48, and the Strategic 

Plan for the Agency for Social Protection49 - and in a number of legislative Acts, including: 

the Health Care Agency Act 2013, the Agency for Social Protection Act 201250, the Public 

Financial Management Act 2012, and accompanying regulations which introduced Program 

Performance Based Budgeting (PPBB), the Social Security Act 201051, the Protection of 

Human Rights Act 2009, the Mental Health Act 2006, the National Council for the Elderly 

Act 1997, and the National Council for Disabled Act 1994.  

 

A. Long Term Care for the Elderly 

 

Breadth, scope and depth of the LTC system 

 
2.3 Rapid aging and social change have clearly exposed the limitations of traditional 

and informal modes of providing LTC for frail and elderly people, but a formal strategy 

on aging is absent.  The traditional response in many countries towards addressing the needs 

of an aging population has been default reliance on health care systems.  This approach is 

costly and complicates efforts to reform health care systems.  Proactive policy choices in the 

LTC domain are therefore important and require careful planning with respect to their 

interaction with informal care systems and formal health and social welfare systems.  

Although Seychelles has a number of formal residential, community based and home care 

programs that provide services to the elderly, and has previously attempted to assess the 

needs of its elderly population52, it has no formal strategic policy to guide the financing and 

governance of services for its aging population.    

 

Home Care Program 

 

2.4 Home Care is the single largest program providing LTC in Seychelles. The Home 

Care Scheme (also known as the domiciliary care program) was established in 1987.53  The 

primary objective of the program is to provide a service to support elderly persons and people 

with disabilities to remain in their family and community settings54, and was administered as 

part of the ‘Approved Schemes’ under the Social Security Fund.  With the enactment of the 

Social Security Act 2010 and the Agency for Social Protection Act 2012, all ‘Approved 

Schemes’ were transferred to the new Agency for Social Protection (ASP).  The home care 

program makes it possible for people to remain at home rather than use residential, long-term, 

or institutional-based nursing care. The providers of home care in Seychelles render services 

in the client's own home and focus on assisting and enabling people to perform ADLs (bathing, 

                                                   
47 National Health Policy Draft for Discussion, Version 3, June 2015   
48 Seychelles Initial Report on the Implementation of the United Nations Convention on the Rights of Persons 

with Disability, 2015 
49 Agency for Social Protection, Strategy 2015-2018  
50 The Agency for Social Protection Act established the Agency for Social Protection (ASP) and mandated it 

administer social security benefits and welfare payments.   The Act also gave portfolio responsibility for the 

ASP and its welfare programs to the Minister in charge of Social Affairs.   
51 The Social Security Act (SSA) gave responsibility to the Minister responsible for finance oversight of the 

SSA.  
52 Elderly Needs Assessment Survey (2010)  
53 Government of Seychelles (undated) 
54 In Seychelles, the term home care is used to distinguish non-medical care which is care that is provided by 

persons who are not nurses, doctors, or other licensed medical personnel, whereas the term home health care 

refers to care that is provided by licensed personnel. 
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dressing, transferring, using the toilet, eating, and walking) that reflect the patient's capacity 

for self-care; and IADLs (light housework, preparing meals, taking medications, shopping for 

groceries or clothes, using the telephone, and managing money) that enable people to live 

independently in the community.  The home care program is delivered alongside living 

assistance by professional health care services provided by community nurses, occupational 

therapists, and physiotherapists.  The professional home health services provided include 

wound care, medication teaching, pain management, disease education and management, 

physical therapy, speech therapy, and occupational therapy.  

 

2.6 There is a lack of transparency in how Home Care program eligibility criteria 

are used and omissions in the calculation of household income and asset streams despite 

recent efforts to improve the system.  For many years’ Home Care program applicants were 

approved by the Department of Social Services (under the MOSACDS) using the Barthel 

Index – which uses 10 variables55 to assess ADLs and IADLs.  However, following 

complaints about the lack of transparency in the system of eligibility determination, a 

decision was taken to also refer all home care cases to the Means Testing Board in 2005/656.   

Subsequent reforms, in the wake of the Social Welfare Act 200857, were enacted in 2010.   

These reforms focused on the introduction of two other assessment tools: a mental capacity 

assessment58 using criteria set out in the Global Assessment of Functioning (GAF)59 which is 

used to test mental functioning capacities; and a tailored means test for the Home Care 

program to assess household income.    The means-test, based on a simple formula, takes 

account of income of all household members, but excludes pensions, child support payments, 

social welfare payments and assets such as land or property60.   The formula for the means 

test61 is expressed as: 

  

                                                   
55 The index is comprised of the following variables: a) presence or absence of fecal incontinence; b) presence 

or absence of urinary incontinence; c) help needed with grooming; d) help needed with toilet use; e) help needed 

with feeding; f) help needed with transfers (e.g. from chair to bed); g) help needed with walking; h) help needed 

with dressing; i) help needed with climbing stairs; and j) help needed with bathing 
56 Under the Means Test Board Act of 1995  
57 The Social Welfare Act 2008 was repealed when the Social Security Act 2010 was passed.   
58 Bastienne (2010)  
59 The GAF has traditionally been used by mental health clinicians and physicians to rate subjectively the social, 

occupational, and psychological functioning of adults, e.g., how well or adaptively one is meeting various 

problems-in-living.  Questions have been raised about the GAF Scale in terms of its reliability and validity when 

predicting the future. A principal criticism is the way the scale integrates three different dimensions of 

functioning into one total score, rather than examining each aspect of the patient’s life separately. For example, 

because a person’s lowest score in all areas is used, the GAF’s current form suggests that an individual who 

poses a physical threat to herself should be assigned a score below 20, despite her competent level of 

functioning at home and within personal relationships. The biggest shortcoming of the GAF Scale is its lack of 

standardization. The scoring is highly subjective, which means that an individual could be assessed by two 

clinicians on the same day yet may still walk away with significantly different scores.  The GAF was 

discontinued from use in the Diagnostic and Statistical Manual of Mental Disorders, due to its unreliability and 

replaced by the cross-cultural WHO Disability Assessment Schedule 2.0 (WHODAS) which is directly linked to 

the International Classification of Functioning, Disability and Health (ICF) – see 

http://www.who.int/classifications/icf/whodasii/en/ 
60 The means test considers household debt.  This means that persons who have incurred debt for consumables 

such as furniture, vehicles, or luxury items (such as holidays) are more likely to qualify than persons who have 

been more cautious about incurring debt. 
61 op cit  

http://www.who.int/classifications/icf/whodasii/en/
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𝐻𝑌 =
Σ𝑌𝐻

𝐴𝐸𝐻
+  𝑌𝑎 

 
Where: 𝐻𝑌 is the Household Income 

 
Σ𝑌𝐻

𝐴𝐸𝐻
  is the summation of income in the household per Adult Equivalent 

 

Income is counted as 100 percent for the spouse, children and parents of the applicant.  

Otherwise income is counted as 20 percent for any other members of the household; and 

 

𝑌𝑎 is counted as any other streams of income received by the applicant. 

 

The revised framework, introduced in 2009, achieved three things: i) it reinforced the Barthel 

Index as the principal mechanism for determining the level and intensity of care required by 

the beneficiary based on two options; ii) it established a system of linking home care 

payments62 to co-payments by care recipients based on a means test of household income 

thresholds; and iii) established a high level of discretion into the system through the use of 

subjective GAF scores.   In addition, the 2010 reforms dismantled the administrative unit that 

was responsible for carers in the Department for Social Services and ideas were floated on 

establishing an out-sourced unit to manage and regulate carers.   To date no outsourced unit 

has been established.    

 

2.7 Reforms introduced in 2013 consolidated the Home Care into a single program, 

but made no provision for estate recovery or other cost recovery mechanisms.  Previously, 

the Home Care program had two components: a family support program component which 

paid an allowance to a family member to help them care for a relative – this component was 

not subject to a means test; and a home care program component which provided a ‘home 

carer’ who is not a relative, but which was subject to a means test.  Under the consolidated 

program all clients became subjected to a means test irrespective of the relationship between 

the carer and the older person.   Aside from problems associated with the use of GAF, which 

has been discontinued by the WHO, there is a distinct lack of transparency in how the Barthel 

Index and the GAF scores are used, in combination, to determine eligibility to the home care 

program; nor is it clear how rigorously the means test is deployed to determine co-payments 

given that very few care recipients actually make a contribution to their LTC costs.  There is 

currently no provision for a savings floor63, deferred payment scheme64 or reverse mortgages 

when considering options on meeting the costs of Home Care or other LTC services.   

 

2.8 Current financing arrangements for the Home Care program ensure that the 

taxpayer foots the bill, the client has no constraints on who they choose to provide care, 

and the carer has very limited contractual obligations to provide a service.   The 

assessment and eligibility criteria of the home care program follows a sequence whereby a 

person who feels65 they need a carer and cannot fund this service from their own resources 

                                                   
62 The level of co-payments – ranging from 0-100 percent – are based on a 20 percent interval scale. 
63 A ‘savings floor’ involves a threshold above which the state will not pay for LTC.    
64 Deferred payment schemes involve arrangements for LTC client to pay for their care after they have died 

through the sale of their homes.  
65 Some applicants are referred by their District Officer, Member of the National Assembly, or General 

Practitioner.   
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initially approaches their local health center (which are under the mandate of the MoH).   

Staff from the latter66 are charged with the responsibility for assessing the performance of 

ADLs (using the Barthel Index) and undertaking a mental health check using the GAF 

assessments.  Applicants deemed to have high dependency, and/or if they are over 80 years of 

age, are allocated a care package of 8 hours per day67; applicants with lower dependencies are 

allocated a care package of 4 hours per day.  There are no alternatives to these two care 

packages.  Once levels of dependency are defined, applicants are then referred to the ASP 

office in their respective district for a means test.   The ASP has no means of challenging a 

decision taken by the MoH, and is simply tasked with notifying the applicant of the type of 

package they have been deemed eligible for and issuing notice of the level of funding the 

ASP will provide.   The applicant has full discretion on sourcing their own carer, and notifies 

the ASP so that payment arrangements can be instituted.   Many applicants select a relative to 

care for them without establishing whether the person they have selected is interested, 

suitable, has the skills for the job, or whether they pose a risk to the health and safety of 

person in need of care.  Carers are paid the equivalent of the minimum wage.  Both the carer 

and the ASP pay social insurance contributions to the Seychelles Pension Fund (SPF).   

Carers are also entitled to holidays68, which means that even if they are caring for a relative 

and remain at home, they receive holiday pay.  In addition, when on holiday leave, another 

carer is assigned to the elderly person.   The employment status of carers falls into a 

regulatory ‘twilight zone’: no formal employment contract; excluded from labor inspections; 

not required to hold indemnity insurance; no formal professional supervision; and, no skills 

or qualification requirements.   Despite these omissions, the state pays the carers’ wages, 

social insurance contributions, and holiday costs.       

 

2.9 The current approach to managing the Home Care program creates perverse 

incentives and generates technical and allocative inefficiencies.   The sequence deployed 

for determining eligibility means that for every new client that is enrolled into the Home Care 

program the government effectively funds the full cost of either one (1) full time or one (1) 

half-time carer.  It also means the government has no quality control regime to ensure the 

carer has the basic skills and/or competencies to provide care to the old and frail,69 and there 

is no inspection regime to ensure that value for money is being achieved.   Moreover, there is 

no integrated system of case management to review care needs and determine whether the 

care package is suitable.  The 4-hour and 8-hour care packages are rigid and do not provide 

flexibility for meeting the diverse needs presented by different clients.   For example, some 

clients may not need care in 4-hour or 8-hour blocks; instead they might benefit from an hour 

of care in the morning and an hour in the evening.  Other clients with high dependency needs 

might require 24-hour care, or night time care.  Under the current regime opportunities to 

respond to the real-time changes in the needs of LTC clients are severely constrained.   

Moreover, given the structure of the care packages, many carers are believed to be 

unproductive for significant periods of time, and there are reports of care recipients being 

physically abused and/or neglected by their carers.70  These practices are accentuated by the 

absence of professional management and supervision.  In other words, the Home Care 

                                                   
66 A few years ago community nurses were trained in the use of the Barthel Index, but many of these nurses 

have left and many new staff have not been similarly equipped.   
67 There is no data on the number of people who apply for home care but are deemed ineligible. The informal 

‘rule of thumb’ appears to be that once a person applies they will be deemed eligible for at least the 4-hour 

package of care.   
68 Terms and conditions for the home carers were defined and elaborated in 2006.   
69 There is anecdotal evidence that a significant number of carers have dysfunctional behaviours which make 

them ill-equipped to deal with the demands and challenges of providing care to the elderly and frail.      
70 Agency for Social Protection (2013)   
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program does not respond to the intensity of care and type of dependencies presented by 

different clients and provides poor value for money to the tax payer.  Although some people 

hire carers without reverting to the government funded Home Care program, the numbers are 

small given that the carers are often foreign, are subject to immigration control procedures71, 

and the people hiring the carers have to meet core labor standards72.   Overall, the current 

approach is not sustainable in a context: where an aging population is exhibiting higher levels 

of physical and cognitive impairment; there is rising demand for home care services and 

inadequate mechanisms for copayment and means testing; a significant proportion of the 

workforce does not have core competencies in LTC; and, where LTC needs to compete for 

labor demand with other segments of the economy.  

 

2.10 Costs associated with the Home Care program have been escalating, the number 

of carers has risen, and if the current financial and administrative governance 

arrangements do not change these trends will continue.  Despite on-going reforms to 

control public expenditure in certain social programs, spending on the Home Care program 

has, in nominal terms, been increasing as proportion of total spending on social protection 

(see Figure 7 below).   The Home Care program is the second largest program, by spending, 

after retirement benefits.   In 2009, the Home Care program accounted for 10.08 percent of 

the total social protection budget, in 2010 it rose to 11.5 percent, in 2011 it jumped to 15.92 

percent, and by 2014 it had escalated to 19.05 percent.  In 2015 it dropped slightly to 17.5.  In 

2016 SR 121,053,000 was budgeted for the Home Care program, but this is expected to 

increase by an additional SR31 million to take account of the increase in the minimum 

wage73 to SR5050 for a 35-hour week.  The measure was introduced in the State of the 

Nation Address.74  There is no personal income tax deduction on the minimum wage.   The 

number of Home Care providers75 has risen from 1957 in 2009 to a total of 2,641 (i.e., around 

6 percent of the labor force76) in 2015, and the number of people receiving both the 4 hour 

and 8 hour care packages totaled 3,516 in 201377.  Over 79 percent of Home Care program 

users are male; the majority of clients (male and female) are aged 63 and above.   More than 

60 percent of Home Care users received the 8-hour care package in 201378.   The cost and the 

number of users of this program are expected to rise in the context of demographic aging, 

increases in life expectancy for those aged 65, and the increasing number of people with age–

related dependencies.  

 

 

 

                                                   
71 According to the Ministry of Employment there were 44 work permit requests for live in carers in 2015, of 

which 22 were approved.  The majority of foreign carers seeking work permits were from Madagascar, Kenya 

and Philippines.    
72 According to the Immigration Division, because Seychelles has a high level of human development through 

its continuous investment in social welfare services, immigration to Seychelles is an ‘attractive [proposition] to 

people throughout the world’.  As a result, the Government has to exercise caution and maintain ‘strict 

immigration policies to ensure that the social services system and infrastructure do not become overburdened -  

Seychelles News Agency, Seychelles migration profile: immigration and employment at a crossroads, 26 July 

2014. 
73 The nominal minimum wage for carers rose from SR 2906 in 2011 to SR 3950 in 2015 for the 8-hour care 

care package; and from SR 1660 in 2011 to SR 2370 in 2015 for the 4-hour care package 
74 See: http://www.statehouse.gov.sc/speeches.php?news_id=2995 
75 Elderly couples living together share a carer.   
76 The total labour force (2015) is 55,083 – including 13,413 foreign migrant workers.  The figure of 6 percent is 

based on the domestic workforce (41,670) and excludes foreign workers.     
77 op cit  
78 op cit  

http://www.statehouse.gov.sc/speeches.php?news_id=2995
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Figure 7:  Spending on Home Care Program as a proportion of all Spending on Cash-

Based Social Protection Programs 2009-2016 (SR 000’)79 

 
Source: ASP Data (2016) 

 

Long Term Nursing and Residential Care Services 

 

2.11 Seychelles has a network of nursing and social care facilities that provide LTC. 

The state provides universal access to healthcare, and its health indicators are very good, 

comparing favorably with those in other small island states and even some counties within 

the OECD.   However, with the disease burden shifting to NCDs and mental health 

problems the network of health centers, long term nursing and residential care services are 

coming under greater strain.  The country has around 22 operational government health 

facilities: 3 cottage hospitals (one each in Mahé, Praslin, and La Digue), 1 tertiary hospital, 

1 psychiatric and mental health hospital, 1 rehabilitative hospital - which includes a 136 bed 

long term regional facility that provides nursing care for the elderly80 - all located in Mahé; 

and 16 district level health centers (14 in Mahé, 1 in Praslin, and 1 in Silhouette Islands).   

There are also nine publicly funded residential social care facilities81 for the elderly which 

accommodate around 116 residents, and one faith-based facility – St Elisabeth which 

receives a regular government subsidy.82  These facilities are akin to sheltered 

accommodation and are designed to provide a supportive environment for older vulnerable 

and disabled people which enable them to stay independent whilst benefiting from support 

and security.  

 

                                                   
79 For the sake of consistency expenditures on the home care program and the family support program of have 

been merged for the years 2009, 2010, 2011, 2012 and 2013.  Expenditures for 2014, 2015 and 2016 are based 

on the costs of the unified program.    
80 North East Point Regional Residential Home 
81 Located in Anse Bolieau, Anse Royal, Au Cap, Point la rue, Plaisance English River, La Retraite, La Digue 

and Parslin. 
82 The amount of subsidy was not disclosed for the purpose of this review. 
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2.12 Management of nursing and social care facilities is fragmented and demand for 

LTC beds is very high. Altogether around 340 beds83 are devoted to the provision of 

residential LTC across health care and social care facilities funded by the public sector.  Bed 

occupancy rates are generally high, and a ‘waiting list’ for residential social care services 

varies between 80 and 150 persons.84  The 136-bed regional facility that provides long term 

nursing care for the elderly and the 40-bed mental and psychiatric facility is under the 

mandate of the MoH; while the 9 long term residential social care facilities are under the 

mandate of the MOSACDS.  The total number of staff working across the nine residential 

facilities is 45 – with each facility having a dedicated team comprised of an office assistant, 

a maintenance assistance and three carers.  None of the staff in these facilities have 

professional competencies in social work or nursing.  As part of an effort to downsize 

certain agencies85, operational management of all nine residential social care facilities for 

the elderly were transferred from the ASP to the National Council for the Elderly (NCE)86 in 

April 201587.  It is noteworthy that members of the NCE have little or no prior experience or 

technical skills of managing budgets, human resources, or providing professional support 

services of the scale and magnitude required across the nine residential social care facilities.   

 

2.13 Admission criteria to long term care institutions is inconsistent. Admission to the 

long term nursing facility and the mental health facility is based on clinical diagnosis and on 

physical and mental dependencies.  Admission to the nine long term residential social care 

facilities, on the other hand, is subjective and not linked to any formal psychological, 

financial or social assessment protocol.  Formally residents in the latter have to be over 63 

years of age88; be polite and respectful; not suffer from a chronic disease; be mobile and do 

their own house chores; be non-alcoholic; and have no relative able to care for them.89  

When the dependency level of a resident in one of the nine residential social care facilities 

deteriorates they are transferred to one of the two MoH facilities.  It is notable that the 

formal criteria for accessing residential social care in the nine facilities is not overtly linked 

to frailty or dependencies, and no household means or asset test is applied.  In the absence of 

technical and means testing protocols to govern admission to the nine residential LTC 

facilities, it is unclear how many clients could potentially stay in their own homes for 

longer, how many would actually benefit from home care, and how many could actually 

make a financial contribution to the cost of their care.  

                                                   
83 136 beds in North East Point Regional Home for the Elderly, a 27 bed chronic care ward in North East Point 

Hospital, 6 Bed palliative Care Ward at North East Point Hospital, and 40 beds in the mental home for the 

elderly, 116 beds in the none residential social facilities.  A growing number of beds in the psychiatric and 

mental health facilities are also used by the elderly due to neurological disorders.  
84 There is no official waiting list.  The numbers are based on requests – based on known cases – that filed by 

District Administrators and/or National Assembly members.  
85 Circular No 1 of 2015 on the Reclassification of Pubic Bodies 2015 2nd Edition, 1st January 2015  
86 The NEC was enacted by the President and the National Assembly on 30 July 1997, and falls under the 

mandate of the MOSACDS.    The functions of the NEC are to: (i) provide care and assistance to the elderly; ii) 

to promote, develop and organize services and programs for the elderly; and iii) to advise the Government on all 

matters concerning the elderly.   
87 Under this new arrangement The Minister of Social Affairs has political oversight, the Director of Homes in 

the MOSACDS has professional oversight, while the Council of the NCE is the caretaker of all assets including 

the Homes’ operating budget, the services the Homes provide and the staff.  The NCE Executive Secretary is 

responsible for management of the Budget, the Human Resources and Administrative Duties.   Each residential 

facility has a separate Board of Trustees – all voluntary – appointed by the District Authority where the Home is 

located.  
88 Applicants under 63 years of age can be considered eligible if they are not suffering from a disability. 
89 Homes for the Elderly: Procedure for Admission in the Home for the Elderly, 2015    
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Long Stay Regional Residential Facility 

 

2.14 Services provided by the long stay regional residential facility is in high 

demand.  In 2012 and 2013 there was a waiting list of around 100 persons, this dropped to 

60 in 2014 and 15 in 2015.   Applicants who are not able to secure admission are referred to 

the Home Care program.   The number of people admitted, discharged, transferred or 

deceased each year varies (see Figure 8 below).  As of December 2015, there were a total of 

140 residents – with extra beds brought in to meet demand: 31 (22.1 percent) of the 

residents were aged 60-69; 44 (31.4 percent) were aged 70-79; 41 (29.2) were aged 80 plus; 

and 24 (17.3 percent) were under the age of 50. 

 

Figure 8: Stock and Flow of Clients in the Regional Long Stay Residential Facility for 

the Elderly 2013-2015 

 
Source: MoH (2016) 

 

2.15 Demand pressures on the long stay residential facility for the elderly will rise as 

population aging and NCDs increase.   The Constitution grants all citizens access to health 

care services free of charge at the point of delivery.  The long stay residential facility falls 

under the MoH and therefore the services provided are exempt from means testing and 

copayments which, in theory, apply to the Home Care program.   Expenditures on this long 

term regional health facility will continue to rise, partly because of increased demand for its 

services as the population ages and due to the increase in disabilities caused by NCDs.   An 

important consideration for the future is that Seychelles has low economies of scale, 

particularly for capital investment, so the unit cost of service provision in this facility will 

increase and remain high.  The main cost drivers for this facility are (i) salaries and wages, 

and (ii) food and ration supplies.   In recent years capital costs have also increased - Figure 9 

below provides an overview of recurrent, capital and total costs90 for the long stay residential 

facility.  

                                                   
90 Budget figures are based revised budgets for each financial year which are similar to the initial budget 

request.   
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Figure 9: Budget for the Long Stay Regional Facility for the Elderly 2013-2016 (SR 

000’) 

 

 
Source: MoH  

 

District Level Residential Social Care Facilities  

 

2.16 Recurrent and capital costs are rising and copayments are currently tokenistic.  

In view of the fact that the NEC has recently absorbed budget responsibilities for the nine 

residential facilities, historical budget details were not readily available for the purpose of this 

review.  However, the 2015 budget – to cover costs for Quarter 2 through Quarter 4 - for all 

nine facilities transferred to the NEC to cover all recurrent costs was SR 2.6 million; the 

capital budget for the same period was SR 534,913.  The recurrent budget for 2016 is 

expected to be around RS 3.5 million; capital costs are expected to be in the region RS 

500,000.  In addition, a new line item of RS1.7 million for security was added to the 2016 

budget.91    Thus the total budget (recurrent and capital) for the nine residential social care 

facilities in 2016 is expected to be in the region of RS 5.7 million.  According to the NEC, 

capital costs are likely to rise significantly given the poor physical state of the infrastructure.   

All residents in these facilities are required make a token contribution of RS 400 per month 

towards the cost of social activities (such as for the provision materials for in-house arts and 

crafts).   However, if residents live in two of the nine facilities that do not have a central 

kitchen they are also required contribute an extra RS1000 per month (i.e., RS 33.3 per day) 

towards the cost of their meals.  Otherwise all meals, utility costs, maintenance costs, wages 

and salaries, security etc. are paid for from public funds.   There are no private facilities that 

provide LTC to the elderly population with low dependencies.   

 

Mental Health Institution 

 

No information was provided by the MoH on the 40-bed Mental Health Institution    

 

 

 

                                                   
91 The security provision is expected to cover 1545 hours – to 0815 hours during week days; and 24-hour cover 

at weekends   
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Community Based Support Structures for LTC: 

 

2.17 Civil Society has a limited role in LTC, but the Local Government Act 2015 

provides opportunities to improve existing community support structures.  Civil 

society’s direct participation in the provision of LTC is minimal.  This may be as a result of 

the government’s role as the sole health care provider in Seychelles over the last 40 years 

and, since the 1980s, the main provider of home care and residential care services for the frail 

elderly.  At the national level civil society activities are coordinated through the Citizens 

Engagement Platform of the Seychelles (CEPS) which was established in 2014.92   At the 

sub-national level, the participation of civil society actors is mainly focused on the 25 

districts – each of which is led by a District Administration93 - with have an average 

population of 3200.  The role of each District Administrator – alongside the District Social 

Committee (DSC) and the District Team (DT) - is to serve as an interface between 

communities and the government, and to operate in partnership with community-based 

organizations.  Within the framework of these district level structures sit Senior Citizen 

Community Clubs (SCCC) which were established in 1999 and tasked with promoting well-

being activities for citizens aged 55 and over.   The Association of Senior Citizens of 

Seychelles (ASCS) acts as the umbrella organization of the SCCC and its members.   A 

similar structure of clubs and associational structures exist to support people with disabilities 

and coordinated through the National Council for Disabled Persons (NCFD).   The role and 

function of the SCCCs has not undergone a fundamental review since they were established.  

Thus their role and function in the context of aging, the prevalence of NCDs, and increasing 

levels of social isolation of the elderly needs to be updated.   The potential of a revamped 

SCCC to act as a conduit for the provision of expanded range of cost-effective day-care 

services – either as a substitute for, or to complement, home care and residential care - that 

focus on health prevention, re-enablement and communal services to the elderly needs to be 

actively explored and planned.   The new Local Government Act 201594 sets out the 

framework and roles of the District Council and requirements for the development of District 

Plans.  The expansion and coordination of LTC services at the sub-national level would 

clearly benefit from being integral to the District Plans.   

B. Strategic Priorities in Financial and Administrative Governance of LTC 

 

Financing Arrangements 

 

2.18 The government’s program is spelled out in the Medium-Term National 

Development Strategy (MTNDS) 2015-2019 but policies linked to aging are not 

explicitly identified.   The government aims to continue its efforts to increase public sector 

efficiency by improving transparency and governance, including public financial 

management, and to implement a set of reforms aimed at achieving results based 

management across government.  The Public and Financial Management Act was adopted in 

2012, and regulations in 2014 introduced Program Performance Based Budgeting (PPBB).  

The government has also introduced a new Chart of Accounts that features a functional 

classification to facilitate fiscal reporting in compliance with the 2001 Government Finance 

                                                   
92 CEPS replaced the Liaison Unit for NGOs (LUNGOs) which was established in 1989.  Details on CEPS can 

be accessed here:  http://www.civilsociety.sc/civil-society-in-seychelles/lungos-organisation-profile/ 
93 The Community Development Department within the MOSACDAS has responsibility for overseeing local 

governance in the 25 district administrations. 
94 See:   http://www.seylii.org/files/Act%207%20of%202015(1)_optimized.pdf 

http://www.civilsociety.sc/civil-society-in-seychelles/lungos-organisation-profile/
http://www.seylii.org/files/Act%207%20of%202015(1)_optimized.pdf
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Statistics Manual. The government is planning to roll out PPBB across the whole of 

government.  At the aggregate level these developments bode well for ensuring fiscal 

discipline in LTC, and at the operational level the introduction of PPBB opens-up 

opportunities for improving allocative efficiencies and technical efficiencies in the way LTC 

programs are delivered.  

 

2.19 Expenditures on long term nursing and residential care have many omissions 

and are not easy to disaggregate.  Technically, the System of Health Accounts (SHA)95 

should provide a comprehensive overview of expenditures on both long term health and 

social care.  However, the last year for which SHA data exist – 2013 – provides a very partial 

picture of expenditures on LTC.   Current SHA data only covers the long stay regional 

residential facility, and does not take account of expenditures linked to the Home Care 

program, the nine residential social care facilities, occupational therapy, community nursing, 

social work services, palliative care, mental health, transport, housing improvements loans, or 

the community-level structures at district level.   This is partly because the financial 

administration of LTC expenditures is fragmented and therefore availability of disaggregated 

expenditure data is limited, and also because there is no information on private expenditures 

on LTC.   Moreover, the SHAs currently under preparation for 2014 and 2015 is based on 

coding guidelines issued in 2011 and not those issued in 2015 – the latter make specific 

reference to methods for calculating health and social care services and other aspects of LTC 

expenditure.96   It will be necessary to ensure that SHA prepared for 2017 are based on the 

2015 guidelines for the classification of LTC expenditures.    

2.20 Unit costs of different LTC services are not presently known, and therefore 

the authorities do not know what different combinations of LTC actually cost to 

deliver.  A unit cost methodology – relevant to LTC needs to be developed and applied to 

different types of LTC interventions across health, social protection, social care services 

and housing.   This analysis will need to take account of hospital care, residential care, 

home care, mental health care, occupational therapy, physiotherapy, social work support, 

community nursing support services, district level services.   The methodology applied to 

assessing the costs of LTC will need to be divided into the Cost of the work performed by 

the staff (to take account of wages and salaries);  Other costs or operational costs such as 

transport, communication, stationery and office supplies, expendable materials (such as 

goods and services); and Depreciation of both movable and immovable property items 

(such as goods and services and capital outlays). 

 

2.21 The authorities have not considered the introduction of equity release schemes or 

copayments to fund LTC.  Evidence suggests that the regulatory environment is not yet 

sufficiently well-established to ensure transition to the use of equity release measures or 

deferred payment mechanisms (where people pay for the care are after they have died) to 

fund LTC.  It will be useful for the authorities to explore the utilization of these approaches in 

the context of family living arrangements, culture and traditions of inheritance, the extent to 

which legislation on the supervision and regulation of equity release schemes can be 
                                                   

95 Seychelles started compiling the System of Health Accounts in 2009.  
96 See - https://www.oecd.org/els/health-systems/Table-of-Content-Metadata-OECD-Health-Statistics-2015.pdf  
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instituted, the adequacy of guaranty law and terms for transfer guarantees and public 

information.   The system of copayments for LTC are presently unsatisfactory and, at the 

very least, need to be reviewed in terms of the relationship between assets (income, capital 

and savings) and means-testing.  

 

Workforce Competencies and Planning  

 

2.22 Staff competencies and workforce planning for LTC services will increasingly 

become essential.  The provision of residential services is hampered by the availability of 

skilled LTC staff for health and social care.  There are also substantial challenges to the 

recruitment and retention of staff.   For example, there are just two 2 gerontologists (from 

Cuba), 3 nurses who specialise in geriatric nursing, three occupational therapists who provide 

rehabilitative and physiotherapeutic services across home care and residential settings, and 

around 13 community-based mental health nurses.   There are also very few social workers 

with specializations in adult social care – although the University of Seychelles will yield its 

first group of generic social work graduates in 2017.97   Staff who provide Home Care and 

those that work in the nine long term residential social care facilities for the elderly lack any 

formal training.  However, an advanced certificate course on providing care to the elderly and 

people with disabilities was initiated by National Institute of Health and Social Studies 

(NIHSS) in December 2013.98  The course was designed to provide 30 weeks of practice, 8 

weeks of theory and 6 weeks of reflective learning.   The course was run twice in 2015 for a 

total of 30 carers’, but there was a high drop-out rate and only 12 completed the course99.   In 

addition to the course for carers, the NIHSS is also implementing a course on LTC for Health 

Care Assistants.   The latter course is part-time, spread over two years, and leads to a 

certificate.  These are important developments.  But the workforce in health and social care 

is, like the rest of the population, aging too and the number of retired health and social care 

workers will double in one decade and triple in two decades.  Thus, a proactive approach to 

workforce planning for the provision of LTC needs to be developed.   There is a need for 

clarity on how best to align policy developments with practice.  Staff who work in LTC need 

a breadth of knowledge and flexibility to meet the changing demands of people who use LTC 

services, especially people with complex needs.   Supervision and effective support for 

workers will be increasingly challenging.  Developing and maintaining high-quality 

workforce development programs will require creative approaches in the light of available 

resources. 

 

Strategic and Operational Coherence: 

 

2.18 The multi-sectoral nature of LTC poses an institutional challenge to the 

development of a coherent approach to LTC in Seychelles.   There is no coordinating 

strategic document or specific legislation on aging and LTC that can be used to help set 

goals, priorities and performance objectives of the numerous ministries and levels of 

government involved in LTC-related areas.   At the central government level, responsibility 

for LTC policy cuts across various Ministries, Agencies and Departments (MADs).  The lack 

of effective coordination limits the overall cost effectiveness of LTC initiatives.  The 

symptomatic effects of this are already visible in many forms.  The lack of coordination has, 

                                                   
97 The University commenced the social work course with 16 students in 2014.   
98 Ministry of Education/NIHSS (2013)  
99 According to NIHSS, the reasons for the high drop rate included drug and alcohol dependencies and the 

absence of soft skills such as listening, communicating, attendance and self-discipline among the trainee carers.   
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for example, severely hampered the ability to: adequately assess unit costs of different types 

of LTC; assess the relevance of and interface between promotional, preventative and 

protective LTC measures; develop outcome and performance standards for LTC 

interventions; assess alternative and appropriate options for funding LTC; and weak 

separation between commissioning, purchasing and inspection functions in LTC services.    

At the sub-national level, districts have important responsibilities for designing, coordinating, 

and implementing LTC services in collaboration with voluntary organizations.  These sub-

national structures need to be upgrade to address future challenges posed by an aging 

population.      

 

2.19 Stock and flow information of LTC clients is weak and its absence impedes 

planning and anticipating future demand for different LTC services.  Current LTC 

programs and services operate in silos and information flows are inhibited by the lack 

transparency in the stock and flows of data of elderly and frail clients across different parts of 

the health, social protection, and social care systems.   The absence of an integrated planning 

and information management system means that different MADs have no means of assessing 

current demand, anticipating future demand, measuring performance and outcomes, or 

determine how best to structure and manage referrals between services.  The absence of an 

integrated management system for LTC that can be accessed by different actors means that 

resources are used in less than optimal ways; it also means that there is no comprehensive 

overview of waiting lists for different services.   As the population ages the current 

fragmented approach to information management will become unsustainable.  A simple stock 

and flow information and communication system would help address these systemic 

impediments.   

 

2.20 Eligibility to the Home Care Program and to Residential Care needs revision 

with greater emphasis accorded to income, savings and assets in order to manage costs.  
The current structure and composition of the eligibility tests for the Home Care program and 

Residential Care lack transparency and coherence.   In particular, for the Home Care program 

the combination of the Barthel Index, the means test, and the GAF methodology for assessing 

mental capacities needs to be revised.  This revision would benefit from the following 

measures: (i) linking the Barthel Index to thresholds of care required based on dependency 

levels – the thresholds should be explicitly graded and linked to a more flexible range of 

options beyond the current rigidities of 4-hour and 8-hour care packages.  This measure 

would need to be linked to the assessment of unit costs outlined above; (ii) ensuring that the 

means test takes better account of the ability of Home Care applicants to contribute to the 

costs of their care.  This could involve the assessment of income, savings and assets; (iii) use 

of the GAF framework should be discontinued and replaced with the more culturally 

sensitive, and less subjective WHODAS 2.0 framework - referred to earlier in footnote #59.   

An assessment pathway – with explicit regulations - should be developed based on revisions 

to the eligibility criteria.  Access to residential care needs to accord greater weight to 

copayments based on a means test that takes into account income, savings and assets.  These 

measures will improve equity in access to home care and residential care services, and ensure 

that copayments take better account of life-cycle accumulation/decumulation of wealth and 

intergenerational equity.    The Seychelles is not in a positon to offer LTC programs that 

provide unlimited entitlement to services without a strategy for managing costs.  Some 

countries limit LTC benefits on a per person basis. Others stay within a fixed budget by 

adjusting eligibility thresholds, limiting services, or varying criteria.  
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C. Conclusions 

 

2.21 LTC services are comprised of programs that cut across different domains of 

social protection and involve other sectors, particularly the health sector. The purpose of 

LTC services is to help meet the medical and non-medical needs of people with a chronic 

illness or disability who cannot function independently on a daily basis over an extended 

period of time. Thus, LTC services are comprised of programs which sit primarily at the 

boundaries of health and social care and cut across medical, social, and housing 

dimensions.100  This interface between health and social care as well as other domains of 

social protection has significant implications for management and governance of LTC 

programs.   

 

2.22 Significant progress has been made in Seychelles with regard to provision of 

health care services, but aging imposes an additional challenge.  Seychelles is still 

grappling with challenges of shifting its health care services to delivery outcomes that focus 

on NCDs and meet the demand for expensive tertiary treatment, including overseas treatment.   

An aging population will require more health care alongside more LTC and therefore cost 

drivers across both health and social care need to be carefully monitored over time. 

 

2.23 Many policy challenges remain in ensuring cost-effective LTC.  The weakening of 

family-based support systems and the absence of a cost effective and outcome oriented range 

of LTC services in urban and rural locations indicate the need for strategic national 

arrangements in this domain of social policy.   While the rapid progress in developing health 

and social protection systems has been impressive, further efforts are needed to improve the 

design, cost effectiveness and implementation of existing programs as well as developing an 

overall strategic approach to meet LTC needs in the future. 

 

2.24 Addressing inter-agency coordination issues, longer-term workforce planning, 

and financial management will be important for the effective provision of LTC in 

Seychelles.   As described above, the multi-sectoral nature of LTC brings the enormous 

challenge of institutional coordination across the different agencies involved. While medium 

term budget and expenditure plans provide an overall coordinating framework to consider 

these matters, there is no effective institutional mechanism to ensure coordination at the 

implementation level. Going forward, it will also be important to consider medium- and long-

term workforce planning to improve the content and quality LTC services.  In addition, 

financial management issues must be addressed to ensure that districts—particularly those 

with the greatest needs—have sufficient resources to finance LTC. 

 

2.25 These challenges in the design and implementation of LTC services are not 

unique to Seychelles and have been experienced by other countries and regions. Many 

advanced and emerging economies are further along the aging curve than Seychelles and 

have already undertaken reforms to address LTC needs.  The next chapters provide insights 

into some of the basic principles and approaches that other countries have used in the 

provision and governance of LTC services, which will be useful to Seychelles in the 

development and reform of its own LTC-related policies101. 

                                                   
100 Chawla et al (2007). 
101 The Background Note on LTC in eight OECD countries provides greater detail on the experiences of, and 

approaches towards, the development and implementation of reforms to LTC. 

http://en.wikipedia.org/wiki/Chronic_illness
http://en.wikipedia.org/wiki/Chronic_illness
http://en.wikipedia.org/wiki/Disability
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Chapter 3: Governance Arrangement for Long Term Care 

 

3.1 Experience from other countries underscores the degree of complexity involved 

in the production of LTC services.  Complementary bundles of services are required to 

meet multiple LTC needs.  While the degree to which health care interventions are needed 

may diminish, some beneficiaries with lower levels of ADL and IADL dependency will still 

need ongoing support from health assistants, social workers and occupational therapists.   The 

production of LTC services – which cover a wide range of interventions - include, among 

others: financial contributions such as cash-for-care (CfC), services such as home care, add 

directly to the resources of an individual’s informal network and enable household members 

to purchase goods and services; primary and tertiary health care services, home adaptations 

that improve the productivity of individuals with impairment; home care workers; social 

work interventions; and residential care.  

 

3.2 Complexity makes the governance of LTC especially challenging. The mix of 

interventions and the range of professional and semi-professionals involved have major 

implications for the ways in which services are produced, governance arrangements 

established, planning and monitoring data collected, and workforces recruited.  This chapter 

highlights some global and general principles for the governance of LTC, drawing from the 

experiences of other countries to help inform the further development and refinement of 

Seychelles LTC policies and programs. 

 

A. Improving Integration for LTC 

 

3.3 Experience from other countries has shown that coordination across sectors is 

critical for improving service and benefit delivery. As outlined in Chapter 2, the multi-

dimensional nature of LTC in Seychelles makes institutional coordination particularly 

challenging.  The need to address this feature is not unique to Seychelles and mirrors 

experiences of other countries that are seeking to reduce levels of fragmentation of LTC 

across health and social care services, and improve the interface with other social assistance 

programs.   These features make the goals, objectives and outcomes of LTC more difficult to 

pin down.   Indeed, when housing and the role of sub-national government is included in the 

mix, the scope and structure of LTC become even more complex.  

 

3.4 The lack of coordination results in the inefficient allocation of resources for 

LTC.  The number of elderly people who will be relying on LTC in Seychelles will be 

increasing year-on-year and the challenge of ensuring the financing and stability of care 

services is one that the government needs to face.  Overly generous provision is 

unsustainable.  At the same time, low and unstable levels of resources for LTC, or resources 

that are spread too thinly across too many programs, can significantly compromise the 

effectiveness of LTC systems.  Poor targeting of a given amount of resources for LTC can 

reduce financial efficiency and compromise equity.  There is, therefore, a string case for 

strengthening the integration of LTC services.  The rationale for integrating LTC systems is 

depicted in Figure 10 below, focusing on the need for the production of LTC that takes into 

account policies, legal regulations, ways of working, assessment structures, eligibility 

criteria, and modes of governance and financing. 
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Figure 10: Integrating LTC Systems 

 

 
Source: Author 

 

3.5 A number of countries have adopted the production of welfare102 approach as an 

organizing framework to improve policy coordination, manage demand and supply, 

expand access, and ensure fiscal sustainability of LTC. The framework is based on the 

following components: 

 Economic costs: The pursuit of economy requires detailed and accurate cost information, 

but—in its strictest sense—pays no heed to the impact of lower spending on LTC users, 

families, or communities. Economy is closely linked to cost. 

 Effectiveness: Improving effectiveness means enhancing user welfare and quality of life or 

increasing the number of clients supported, services delivered, or referrals processed. 

Effectiveness is closely linked to outputs and outcomes. 

 Efficiency: Efficiency combines the resource and effectiveness sides of LTC. There are 

many definitions of the term, including allocative and productive. The pursuit of 

efficiency can mean reducing the cost of producing a given level of outcomes (or 

effectiveness), or improving the level of effectiveness or the volume and quality of 

outcomes achieved from a fixed budget. Cost effectiveness is a measure of efficiency in 

the transformation of resources (summarized in terms of their costs) into outcomes (often 

called effectiveness in economic evaluations). 

 Equity: Equity refers to fairness. Two kinds can be distinguished: horizontal equity refers 

to the equal treatment of equals (individuals with the same ‘needs’ should receive 

equivalent amounts of care or support), and vertical equity refers to the unequal treatment 

of un-equals (i.e. differential allocation of treatments or outcomes to individuals with 

                                                   
102 Knapp (1984). 
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different needs). Targeting services on needs is most commonly used in the pursuit of 

greater equity. 

3.6 Notably, the production of welfare framework is concerned not only with service 

activity, but also with having an impact on the lives of clients and reducing opportunity 

costs, and foregone earnings of informal carers.107 Diagrammatically, this ‘picture’ of LTC 

services can be elaborated as shown in Figure 11. The resource inputs are the labor, 

buildings, and equipment (capital) which comprise LTC services, and can be summarized in 

monetary terms as costs. The intermediate outputs (i.e. the level of activity generated by a 

service) can be measured as the level of provision, turnover, or volume of services provided. 

Non-resource inputs can include the social features of the LTC environment and the 

characteristics, personalities, and attitudes of managers, staff, and clients. The outcomes are 

changes in the welfare of clients and their families (e.g., less isolation, better ability to 

manage degenerative conditions, less rapid depletion of private assets).  

 

Figure 11:  Core Cost Linkages and Inputs/Outputs of LTC 

 

 
Source: Joshua (2006a)  

 

B. Assessing Unit Costs for LTC 

 

3.7 The balance of service model has become a defining characteristic that has 

underpinned the approach to LTC in European, North American, and East Asian 

countries.  Figure 12 below provides an illustration of how the balance of service model can 

be applied to particular types of LTC services for the elderly. The horizontal axis (X) 

measures some of the ADL and IADL characteristics of elderly people that lead to their being 

in need of LTC services. The vertical axis (Y) measures the marginal costs of alternative 

forms care such as hospital, residential, or home care (domiciliary care). The costs are 

necessary for the elderly person concerned to achieve a given level of functioning, for 

instance to perform or be assisted to perform ADLs and IADLs.   Choosing the most efficient 

form of care for an elderly person is straightforward: the form of care with the lowest 

marginal cost is picked in each case. Thus, if the elderly person concerned has a degree of 

                                                   
107 An opportunity cost is the value of the alternative use of assets that have been tied-up in the production of a 

service.   

Costs 
Resource 

Inputs 

Final 

Outcomes 

Service 

Outputs 

Non-

Resource 

Inputs 



 

30 

 

dependency in the range OA, then the most cost-effective mode of care is home care; for 

those in the range of AB the most cost-effective mode is residential care; and for the range B 

and beyond it is hospital care. 

 

Figure 12: Balance of Service Model of LTC Services 
 

                       

 

 

 

 

 

 

 

 

 

 

 

 

 

 

    
 

     Source: Joshua (2006b) 

 

3.8 Assessing unit costs within a balance of service model for LTC can provide 

clarity on total expenditure in particular areas of service provision. The focus on unit 

costs reflects a common desire to improve cost effectiveness, public value, and improve 

client outcomes by identifying different ways of achieving the same level of benefit to clients 

at least cost to public and private finances. It is also useful for estimating unit cost 

performance indicators—i.e. ensuring the scope of activities included in the indicators is the 

same across all areas of a country, thus making it easier to compare them. Measuring how 

much is spent on meeting the needs of an individual client in residential, home-based, or 

community-based settings enables policymakers to measure how much of each service a 

client receives, then work out the cost of each amount before adding everything together. 

This approach helps set the framework for establishing realistic budgets and the combination 

of funding mechanisms for the provision of LTC. Table 1 below illustrates how costs and unit 

estimations can be structured for a LTC worker providing a community-based LTC service. 

 

Table 1: Unit Cost Estimations – An Illustration 

Costs and Unit 

Estimation 

Value (Base Year X)  Notes 

Wages and Salary 

 

 

 

 

 

 

 

Value in year X Information needs to be generated 

from a workforce survey based on a 

cross-section of urban and rural 

regions.   The value attributed to 

wages and salary should be the 

midpoint between the average 

minimum and the average 

maximum salary/wage cost.       

 

            Y            Home Care 

 

Marginal Cost of            Residential Care 

Alternatives Forms of  

LTC Service Provision 

                     Hospital Care 

                  

 

 

 

 

 

   O            A                   B                                           X                                      

                     

    Levels of ADL and IADL Dependency 
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Salary on costs Value in year X Employer’s contribution to pension 

and other payroll taxes. 

Overheads Value in year X Information needs to be based on 

establishing a proportion of the 

salary costs attributed for 

management and administrative 

overheads. Such information will 

need to be developed on the basis of 

a cohort study of management and 

administrative costs attributed to a 

single worker.      

Capital Overheads Value in year X This needs to be based on a 

proportion of building 

maintenance/utility costs and 

administrative/clerical support 

costs. 

Travel and 

Miscellaneous  

 

 

 

Working Time 

 

 

 

 

 

   Direct client contact  

Value in year X 

 

 

 

Number of weeks per 

year, and hours per 

week 

 

 

 

 

Number of hours spent 

with individual clients per 

week  (e.g., 1 hour per 

client per week)  

Cost of using a private car or public 

transport to visit clients. 

 

 

This needs to include allowances for 

annual leave and statutory leave 

days such as public holidays.   It 

also needs to make assumptions 

about sickness days and 

study/training days. 

 

This calculation needs to separate a 

worker’s time spent in direct time 

on client-related activities, which 

allows an hour spent on client-

related activities to be costed.   

(This is not the same as the cost per 

hour spent with a client.) 

Source: Joshua (2006b) 

3.9 Regardless of the specific LTC service delivery context, certain principles should 

be applied in calculating unit costs.  Specifically, unit cost estimations should:  

 

 Be inclusive. Unit cost estimations should take into account the financial implications 

of all the components of an LTC service such as staffing, utilities, and maintenance.  

There will be some support from the organization(s) providing it, such as a 

management, payroll, or administration.  Contributions from other agencies or budgets 

must be taken into account, as well.  

 

 Tally with how services are used. One client is unlikely to use a whole social work or 

medical team for an entire week. A team will usually provide support for a group of 

clients, and each client may see one professional for only an hour or two. Unit costs 

need to be sensitive to how people use services and be specific to the activity that each 

entails. 
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 Be capable of aggregation. While it is intuitively correct to measure service use and 

costs for individual clients, the data will need to be added together to inform decision-

making. If data can be collected for a large enough group of people, it is usually 

possible to explore the variation in their LTC costs and to examine the relationship 

between needs, activity in response to needs, costs, and outcomes. Aggregation of 

costs data can then be constructed for particular groups by age, needs, and so on. 

 

 Reflect long-run marginal opportunity costs. Resources are scarce, so should a 

government enable the provision of new residential institutions, or should it enable 

support services to help people in their home environments? Either way, the 

government will have foregone the benefits of the next-best alternative. Having more 

residential care institutions often means that more elderly people are looked after at the 

state’s expense, but there will be no improvement in enabling people to be supported in 

the community with the opportunity to lead as normal a life as possible. 

 

 Be up-to-date. Unit cost information should apply to the period in which the policy is 

to be implemented or the service used. Too much delay and services may change, thus 

making the cost data irrelevant. Inflation indices are useful if the original information 

on which unit costs are based is more than a year old, but the correct index has to be 

chosen since service costs often rise at different rates. 

 

3.10 EU and OECD countries have used top-down and bottom-up approaches to 

estimating unit costs, both of which have their advantages. The top-down approach 

assembles all relevant expenditure and divides it by units of activity, while the bottom-up 

approach identifies the different resources tied up in the delivery of the service, assigns a 

value to each, and sums these values to determine the unit cost of the service. The top-down 

approach is relatively simple to apply and can be used as a starting point for questions about 

costs incurred by lower tiers of government in service provision. The value of the bottom-up 

approach is that it requires grappling with the details of every element of a service. It 

encourages a good understanding of the services being costed and consideration of the 

relationship between patterns of work in an organization and the way LTC services are 

delivered. Bottom-up estimates are far less straightforward to produce than top-down costs 

but are more versatile. For most purposes, a bottom-up approach to unit cost estimation for 

LTC is preferable. Annex 1 describes a model for costing LTC services. 
 

C. Commissioning and Providing LTC Services: Managing Demand and Supply 

and Controlling for Quality  
 

3.11 Institutional arrangements for managing the demand and supply of LTC 

services is critical to determining how resources to the production of LTC services. If a 

key role in the system is unfilled or mixed up with another, fewer people will be served or 

they will be served below the optimum level.  Resources will be wasted, and public value will 

decline. The task of rationing LTC and matching services to clients in timely manner is not a 

simple task.  Addressing these issues in a systematic manner requires an appreciation of 

demographic and social trends, technical knowledge to perform the LTC service, and an 

efficient system for assessing and matching particular clients to residential, home care, or 

community-based services. 

 

3.12 The technical knowledge and specifications required for service delivery create 

the foundation for a system of licensing LTC service providers. While demographic and 
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social trends provide indications of the types of services that will be required in order to 

ensure a Balance of Service Provision between home-based, residential and hospital-based 

services.  In most countries three distinct aspects of supply have to be balanced for the 

provision of services to elderly people with different levels of dependency: 

 

 The needs of clients (screening “needs” based on assessment and the 

development of individual LTC service care plans); 

 The identification of appropriate and affordable interventions and prioritisation 

of funding to clients against cost and effectiveness criteria (demand 

management);  

 The supply of the services efficiently, at a high quality (competent service 

providers). 

 

The role of the financing framework in a licensed-based commissioning-provider 

arrangement aims to balance these three aspects. A financing framework achieves this by: 

 

 Ensuring that demand is financed so that LTC services are rationed properly in 

accordance with agreed ‘need’ screening criteria, and ensuring that those in need 

of LTC services access the services that yield the best outcomes, and  

 Provide incentives so that LTC service providers supply services efficiently and at 

a high quality based on clear outcome indicators and linked to appropriate 

incentives. 

 

3.13 Organising the financing framework to support efficient and effective LTC 

services primarily depends on the institutional structures.  If a key role in the system is 

unfilled or mixed up with another – and results in conflicts of interest – fewer people will be 

served or they will be served below the optimum level, and resources will be wasted and 

public value will decline.  The “commissioning-provider” model is recognised as an 

optimising mechanism for the delivery of LTC services within a license-based regime - see 

Figure 13 for an illustration of the basic organisational structures of a commissioning-

provider model.  The commissioning-provider approach is also known as the system where 

the “money follows the client” as opposed to money following the supplier of the service. 

 

Figure 13: The Commissioning-Provider Model for LTC: 

 
     Source: Joshua (2006c) 
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3.14 The ‘commissioning-provider’ model is internationally recognized as an 

optimizing mechanism for the delivery of LTC services within a license-based regime. 
The model separates responsibility for deciding which LTC services are provided to clients 

(commissioning) from the responsibility for the delivery of services (provider), and from 

inspection and audit (quality control) functions.  It offers the following benefits: 

 

 More accountability, by providing a clear delineation of responsibilities and the use of 

standards and performance monitoring; 

 

 Greater transparency, since the use of formal contracts between the commissioning 

agency and its services providers gives LTC clients better access to information on the 

quality of the services provided by the supplier; 

 

 Improved resource allocation, as the commissioning agency has greater freedom and 

incentives to determine those services that most effectively and efficiently promote the 

policy objectives of LTC; and 

 

 Enhanced efficiency, since the provider is given greater freedom and incentives to seek 

new ways of delivering LTC services, resulting in more output for a given level of 

resources or reduced unit costs for a given output.     
 

3.15 In many countries, setting prices and institutional arrangements for a license-

based commissioning-provider model for LTC services has proven worthwhile but 

challenging.  Governments have had to address the following practical questions: 

 

 What level of government is optimally placed to undertake the responsibility of 

commissioning LTC services, generate economies of scale, and keep transaction costs 

in check? 

 Which level of government is best equipped to coordinate the licensing of providers of 

LTC services? 

 How will prices for LTC services be determined in the absence of reliable estimates of 

unit costs? 

 How will a balance be established between residential, home-based, and community-

based social services if there are no targets that act as cap on the number of residential 

institutions or on the number of admissions into residential institutions? 

 How will incentives be established in central government transfers for the provision of 

LTC by sub-national levels of government? 

 How can fragmentation of line ministry responsibilities for LTC be reduced to ensure 

that health, social care, and social assistance services work together?    

 How will inspection, auditing, and control functions become better aligned to take 

account of various components of the LTC service delivery system?  

 What steps can be taken to reduce dissonance between strategic and budgetary 

planning at the central government levels and across different tiers of local 

government? 
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D. The Challenges of Quality Assurance, Prevention, and Re-ablement 
 

Quality Assurance in LTC 
 

3.16 As LTC has become more pervasive, ensuring quality has become an ever-

pressing issue for policy makers. The urgency is reflected in public and private initiatives 

and national reforms to assess and regulate the standards and quality of LTC. Such efforts 

have focused primarily on improving the quality of care, either by introducing quality 

improvements or by reporting the performance of providers to consumers and decision-

makers for quality assurance and enhanced consumer choice and competition.108  

 

3.17 Quality of care is typically measured by using structure, process, or outcome 

indicators, although a combination of process and outcome criteria is frequently 

employed. Structure refers to a provider’s or facility’s capacity to provide high quality care. 

Structural variables encompass the level, mix, education, and training of staff; characteristics 

of the facility, such as ownership, size, and accreditation; and the demographic profile (for 

example, age, gender, ethnicity). Process aspects include the services actually provided or 

administered, encompassing such deficiencies as overuse of care, underuse of care, or poor 

technical performance. Outcomes represent changes in ADL and IADL status that are 

attributable to care provided or not provided.  

 

3.18 Policymakers have had to contend with several technical and methodological 

challenges in considering quality assurance for LTC, including:  

 

 In policy environments where LTC has various links between purchasers and 

providers, between private and public, and between health and social care, it is 

challenging to develop and apply quality measures not just to individual organizations 

but to a multitude of stakeholders that often depend on a variety of governing bodies 

at different levels of government. 

 

 Existing measures of quality are often inappropriate for older people. In the past, 

quality of care measures in older people focused solely on specific diseases or aspects 

of care. These approaches often do not provide a complete picture of overall quality. 

On the other hand, broader systems of evaluation may exclude quality indicators for 

aspects of care that are most important to the well-being of older people. 

 

 Data collection may be inaccurate or incomplete, and data reporting over time and 

across health and social care providers may not be uniform.  

 

 Accounting for regional variations and the case mix of clients can be difficult. Older 

people in residential homes or hospitals are generally more disabled than people 

receiving home care services and may therefore be at greater risk for certain adverse 

outcomes regardless of the quality of care. 

 

 It is challenging to collect, collate, and report quality information and avoid conflicts 

of interest, particularly where providers are also owners of LTC facilities. In a similar 

vein, there may be a propensity to underreport quality-related problems due to 

potential regulatory sanctions. 

                                                   
108 Mor et al (2014).  
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3.19 From a governance point of view, quality assurance needs to consist of control 

mechanisms which ensure that service providers respect (minimum) standards defined 

by law.  Under the Outcome and Assessment Information Set (OASIS), the United States has 

made progress in quality measurement and reporting, especially in terms of mandatory and 

standardized assessment systems.  EU member states such as Finland, Germany, The United 

Kingdom, and more recently The Netherlands have established systems of quality assurance, 

and EU-wide systems such as E-Qalin109 being adopted as standard tools across a number of 

countries.  In all these systems, public authorities can impose specific requirements on LTC 

providers such as: internal quality assurance and quality management, the provision of data 

and access to external control (inspection), respect for minimum standards and norms, and 

regular reporting to health and social welfare authorities.  

 

3.20 Quality management consists of various features ranging from quality assurance 

to continuous improvement. For a long time, quality assurance has been the most common 

approach in social care, with public authorities setting minimum (structural) standards for the 

adequacy of care provided. Quality management with broader objectives in terms of quality 

improvement is refocusing on LTC processes, implying that desired outcomes derive from 

the defined quality of ‘production’ processes. Quality management also entails the definition 

and approaches for attaining desired results or outcomes of LTC activities, while paying 

comparatively less attention to the processes and structures with which they are reached. 

 

3.21 Encouraging provider competition can help stimulate improvements to the 

quality of LTC services. The introduction of social LTC insurance in Japan in 2000 led to 

the market entry of several competing LTC providers, with positive outcomes for user choice 

and increased incentives for cost management. Some Nordic countries (Sweden, Denmark, 

and Finland) are using vouchers for LTC, enabling users to choose freely among accredited 

competing providers. Generally, LTC user satisfaction is high, although little impact 

evaluation has been done on quality or cost-effectiveness. It should also be noted that 

competition can hamper the coordination of care across different providers, unless 

coordination is specifically encouraged. Pay-for-performance initiatives are another means of 

encouraging quality improvement.  

 

Prevention, Rehabilitation, Re-ablement Measures 
 

3.22 LTC systems have too often concentrated only on those with the greatest and 

most complex needs, leaving less resources to meet lower-level needs and leading to a 

‘vicious cycle’ of LTC. In many countries, the low usage of cost-effective preventative 

measures has led to situations in which people requiring a small amount of social support 

have been denied assistance until a major crisis has occurred and they become eligible for 

LTC support or require hospitalization.  In the United Kingdom, it has been estimated that 

just one year’s delay in providing an adaptation to an older person’s home costs up to GBP 

4,000 in extra home care hours,110 and postponing entry into a residential facility by just one 

year through adapting a person’s home saves in excess of GBP 28,000.  

                                                   
109 See:  http://www.ede-eu.org/index.php?page=eqalin 
110 See: 

http://www.careandrepairscotland.co.uk/docs/The_Costs_and_Benefits_of_Housing_Support_Services_for_Old

erPeople_in_Scotland_draft_21.pdf. 

  

http://www.ede-eu.org/index.php?page=eqalin
http://www.careandrepairscotland.co.uk/docs/The_Costs_and_Benefits_of_Housing_Support_Services_for_OlderPeople_in_Scotland_draft_21.pdf
http://www.careandrepairscotland.co.uk/docs/The_Costs_and_Benefits_of_Housing_Support_Services_for_OlderPeople_in_Scotland_draft_21.pdf
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3.23 To break out of this situation, policymakers have recognized that there is a need 

to invest more fully and strategically in prevention, rehabilitation, and re-ablement 

measures. These measures can help older people to stay healthier, more independent, and 

more socially included for longer and to recover ADL and IADL capacities as fully as 

possible when they do require hospital treatment. Particular measures include:  

 

 Primary prevention, which helps prevent the person from becoming ill or frail in the 

first place through healthy lifestyles, vaccinations, screening, falls prevention, and the 

use of adaptations in the home such as handrails and security lighting. 

 

 Secondary prevention, which helps someone manage a condition as well as possible, 

for example through re-ablement services which help people accommodate their illness 

or loss of ADLs and IADLs by learning the skills necessary for daily living. 

 

 Tertiary prevention, which prevents deterioration in an existing condition or the risk of 

iatrogenesis.  

 

 Rehabilitation, which provides active support to help someone get better and regain as 

much autonomy and independence as possible. 
 

 Assistive technologies such telecare, telehealth,  and telemedicine as part of a broader 

strategy in preventative approaches.112  

 

3.24 The focus on prevention has led to the question of whether integrating budgets 

from different services will facilitate stronger prevention measures that target a wider 

group of people. Risk assessment and screening is believed to be a crucial element of 

preventive measures.  However, quite often the care pathways of these procedures are made 

for a single disease, such as cardio-vascular diseases or cancer.  It has been argued that a 

more holistic approach would involve assessing lifetime risk in terms of a range of 

diseases.113 Others have argue that more ‘invasive’ primary interventions are required,114 

which would require even greater integration between social care providers with other areas 

of healthcare.  There is also a challenge posed by people who have a greater risk of certain 

illnesses due to their lifestyle but who rarely or never ask for medical help.  In many 

instances civil society organizations – with extensive outreach capabilities - are deemed to be 

better positioned, as they have access to a wider network of people who are vulnerable and in 

greater danger of becoming ill.  

 

3.25 Evidence on the outcomes of preventative measures—including assistive 

technologies—is gradually emerging.  Such information is emerging from the United 

States, Japan, and the European Union.115 Box 2 describes how intermediate LTC services 

                                                   
112 Telecare includes the use of electric sensors and aids (such as emergency cords, speakers linked to a call 

center, epilepsy sensors, medication dispensers) that make the home environment safer, enabling people to live 

at home and, independently for longer. Telehealth refers to the use of electronic sensors or equipment to monitor 

people health in their own homes (e.g., blood pressure, weight, oxygen levels). Telemedicine refers to the use of 

sensors and electronic devices for communication to aid diagnosis and management of health. 
113 Furness (2008).   
114 ibid  
115 The EU is one of the world’s largest investors in research and development of AT for LTC through the 

Ambient Assisted Living Program - http://www.aal-europe.eu and the European Space Agency (ESA) 

http://www.esa.int/SPECIALS/Telemedicine_Alliance/ESAR528708D_0.html#subhead1 

http://www.aal-europe.eu/
http://www.esa.int/SPECIALS/Telemedicine_Alliance/ESAR528708D_0.html#subhead1
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have been to integrate prevention and rehabilitation services, with striking results. A series of 

initiatives, new services, and emerging research such as the Whole Systems Demonstrator 

(WSD) should help improve understanding of the issues at stake and help tailor future 

prevention and health promotion strategies to maximize outcomes for older people.  

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

E. Workforce Planning for LTC  

 

3.26 The increasing numbers of people with high ADL and IADL dependencies, 

coupled with social changes such as a reduction in informal care, are placing increased 

pressures on the highly labor-intensive LTC sector. As the scope and structures of LTC 

has expanded, the number of formal and informal LTC workers has grown steadily in most 

EU and OECD countries. Growth in employment has been particularly pronounced in home-

Box 2:  Integrating Prevention and Rehabilitation Services for LTC  

 

Since 2000, England has developed intermediate LTC services to help prevent unnecessary 

hospital admissions, facilitate swift and timely hospital discharges, and prevent premature 

admissions to permanent residential and nursing care. The aim is to create a network of 

services that are: (i) targeted at people who would otherwise face unnecessarily prolonged 

hospital stays or inappropriate admission to acute inpatient care, long-term residential care, 

or continuing National Health Service inpatient care; (ii) provided on the basis of a 

comprehensive assessment, resulting in a structured individual care plan that involves active 

therapy, treatment, or opportunity for recovery; (iii) designed to have a planned outcome of 

maximizing independence and typically enabling patients/users to resume living at home; 

(iv) time-limited (normally less than six weeks and often as little as 1-2 weeks or less); and 

(v) multidisciplinary in how they work, with a single assessment framework, single 

professional records, and shared protocols (Regan, et al 2008). 

 

A typical example of this approach is the home care re-ablement service, Norfolk First 

Support, which was remodeled by Norfolk County Council Adult Social Services. Key 

aspects of Norfolk First Support’s work include a six-week assessment and re-ablement 

service, an intensive support package aimed at maximizing independence, and careful 

monitoring of levels of independence throughout the six weeks by Home Support Workers 

and Managers. Around 400 service users per annum receive support from Norfolk First 

Support. The service is currently receiving referrals from acute hospitals, community 

hospitals, and transitional beds. It has trained over 250 staff to work on assessment and re-

ablement skills, as well as hospital and other health and social care managers. The service 

also works very closely with local occupational therapy teams. 

 

To date, the Norfolk First Support scheme has been viewed as successful in terms of 

helping people reach and maximize their potential, supporting the assessment process, and 

reducing hospital delays in transfers of care (Pilkington, 2009). Significant preventative 

outcomes associated with the work of the service include: 

 Care hours were reduced for those going on to longer-term care by 90 percent. 

 23 percent of service users ceased using the service with no further requirement for 

support. 

 The average weekly hours of support required by service users were reduced 

significantly. For example, across the whole scheme, the average number of care 

package hours at the beginning of the service was nine, compared to six for those 

who completed the service. 
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based and community-based LTC,116 and initiatives to recruit, train and retain staff have 

expanded significantly. One challenge is attracting and retaining carers to physically and 

mentally demanding front-line occupations.117 This challenge is reflected in evidence from 

the United States that about one-third of family members providing care for people with 

dementia had symptoms of depression and other health problems.118  Nursing aides, 

orderlies, and attendants providing LTC are also reported to have the highest nonfatal 

occupational injury and illness rates in the United States.119 

 

3.27 Experience in the OECD countries has shown that labor market conditions for 

LTC caregivers must be improved to help ensure an adequate supply of workers. In 

general, wages for LTC workers are typically lower than the average wage in the economy. 

In Japan, the United Kingdom, and the United States, caregivers typically earn between 50-70 

percent of the average wage. Similarly, work-related benefits for LTC workers, such as 

pension or child care benefits, tend to be poor. In addition, caregivers are frequently subject 

to long and irregular working hours, while their working situations are often precarious since 

part-time and short-term employment contracts are common. As a result, turnover rates and 

vacancy rates for LTC positions are high in several OECD countries.  Investing in higher 

remuneration and benefits, better working conditions, training opportunities, more on-the-job 

responsibilities, feedback support, and supervision have all been found to be important 

ingredients of a successful LTC job attraction and retention strategy. 

 

3.28 The evolution and expansion of LTC services is redefining the range of skills sets 

that are required. At the senior management level, new skills and competencies are required 

for leadership and strategic planning, financial management, commissioning, coordination, 

and operational skills for LTC services and benefits across a diverse range of providers and 

beneficiaries.   In terms of service delivery, medical, nursing, occupational therapy, and 

social work skills are clearly necessary. Having a technically competent and skilled frontline 

professional workforce is essential to achieving value for money and for helping to guarantee 

quality standards. However, many LTC tasks can be performed by people with relatively low 

level of skills, such as nursing assistants or social care assistants. In many countries, the 

introduction of CfC schemes—which have, in part, been introduced to compensate people 

with heavy care responsibilities who are less likely than people with light or no care 

responsibilities to be in full-time paid work—has expanded the scope of the LTC workforce 

but without any formal contractual agreements.  
 

3.29 It should be noted that there are no minimum international standards specific to 

LTC training, but many countries have adopted national-level requirements. 
Differences in training content, job categories, and the organization of LTC services make it 

difficult to compare country experiences, curricula, and requirements. In Japan, the training 

of home help ranges between 130 hours and 230 hours depending on grades. The United 

Kingdom introduced a unified system of National Vocational Qualifications in the 1980s 

which is structured into competency-based modules focusing on specific skill sets required 

for various LTC occupations. For professional qualifications in social work and occupational 

therapy, formal degrees are required for practice, with training durations of three to five 

years. 

 

                                                   
116 op cit. Fujisawa and Colombo (2009). 
117 ibid.  
118 Alzheimer’s Association (2008).  
119 Institute of Medicine (2008).  
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F. Research, Development and Knowledge Systems for LTC 

 

3.30 With populations aging rapidly, governments in North America, Europe, and 

Asia have devoted greater resources to research on the problems of the elderly. A 

number of population-based studies of aging are now being carried out around the world.  In 

North America, the USA Health and Retirement Study (HRS)120 and the Canadian 

Longitudinal Study on Aging (CLSA)121 have been developed to provide longitudinal data on 

biological, medical, psychological, social, and economic information on people’s lives. 

Similar initiatives have progressed in Europe with the Survey of Health, Aging, and 

Retirement in Europe (SHARE);122 the English Longitudinal Study of Aging (ELSA);123 and 

the WHO Study on Global Aging and Adult Health (SAGE),124 which compiles 

comprehensive longitudinal information on the health and well-being of adult populations 

and the aging processes in six countries.125 These surveys enable policymakers to assess: 

 

 The prevalence rates of various diseases and chronic conditions among the elderly; 

 The levels of physical and mental functioning among the elderly; 

 The extent to which increases in longevity are associated with higher rates of 

disability that impair ADLs and IADLs; 

 How various socioeconomic characteristics such as education or income level relate 

to the health and health practices of the elderly, and how health status in turn affects 

incomes and assets; and 

 The rates of health and social care utilization among the elderly and how they obtain 

and pay for care. 

 

3.31 A number of aging studies with enormous potential for planning LTC have been 

established in Asia, including the Japanese Study of Aging and Retirement (JSTAR),126 the 

Korean Longitudinal Study of Aging (KLoSA)127.  These studies are comparable with each 

other and with HRS, SHARE, and ELSA and provide a number of ways in which aging 

research can be made especially useful for LTC policymakers. Research that is longitudinal 

in design—that is, which uses data gathered from the same respondents on a number of 

different occasions—is more likely to be effective in untangling some of the important causal 

relationships related to aging.  How, for example, do changes in co-payment plans for LTC 

affect individual savings?  Or how do income levels affect health? The best insights into such 

questions – which are salient to the Seychelles - will often come from longitudinal data, 

although this does not imply that cross-sectional surveys should be abandoned. 

 

3.32 Survey data provide the most helpful information for policy decisions on LTC if 

they address issues in a variety of policy areas, including basic demographic details, 

employment and income, health and use of the health care system, housing, social care 

arrangements and family structure, and pensions and retirement planning. They should also 

                                                   
120 See: http://hrsonline.isr.umich.edu/ 
121 See: http://www.clsa-elcv.ca/en/welcome/ 
122 See: http://www.share-project.org/  
123 See: http://www.natcen.ac.uk/elsa/ 
124 See: http://www.who.int/healthinfo/systems/sage/en/index.html 
125 China, Ghana, India, Mexico, Russian Federation and South Africa. 
126 See: http://www.rieti.go.jp/en/projects/prd/prd-1/05.html 
127 See: https://g2aging.org/?section=survey&surveyid=49 

 

http://hrsonline.isr.umich.edu/
http://www.clsa-elcv.ca/en/welcome/
http://www.share-project.org/
http://www.natcen.ac.uk/elsa/
http://www.who.int/healthinfo/systems/sage/en/index.html
http://www.rieti.go.jp/en/projects/prd/prd-1/05.html
https://g2aging.org/?section=survey&surveyid=49
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allow researchers to examine the interactions between these different areas. In addition, 

understanding the needs and behaviors of populations as they get older requires information 

and insights from a variety of specialties, including demographers, social psychologists, 

sociologists, economists, statisticians, gerontologists, biomedical researchers, and specialists 

in studies of health care and social care systems.  

 

3.33 Although well-designed population studies in a single country are valuable, even 

greater power comes when cross-country analyses can be performed.  Cross-national 

comparisons – particularly for small island states (SIDS) like Seychelles - are possible with 

data collected from multiple surveys as long as the data are comparable.  Once time and 

resources have been spent collecting data on aging populations, the best way to maximize the 

return from the investment has been to make the data readily accessible to as broad a range of 

researchers as possible.  While the sharing of data from surveys of this sort raises privacy and 

confidentiality concerns, a number of effective methods, both legal and statistical, can be 

used to protect the privacy of survey respondents. 

 

3.34 The Commonwealth and the United Nations hold the potential to provide a 

useful learning platform for garnering knowledge and insights into LTC.  Seychelles 

membership of the Commonwealth – comprised of 53 nations (including 31 small island 

states) and over 1.5 billion people - provides a useful network for exploring opportunities 

(through seminars, training events, analytical studies, technical assistance, and institutional 

twinning arrangements) to build technical capacities and explore lessons and approaches 

towards aging and the provision of LTC – particularly the experiences of small island states 

and territories, with ageing populations, in the Indian Ocean, Pacific Ocean, the Caribbean, 

and in Europe (e.g., Malta, Cyprus, the Isle of Man, Jersey and Guernsey).  Likewise, 

Seychelles membership of the UN also provides a useful global platform for address aging 

and LTC. 

 

E. Conclusions 

 

3.35 As the broader financial situation for LTC has become more challenging, 

countries have placed increased emphasis on improving the governance of LTC. Efforts 

have included identifying mechanisms for commissioning and providing LTC, tackling 

significant variance in outcomes, and exploring the comparative effectiveness of systems. In 

a number of countries, steps have been taken to improve production, governance, and quality 

assurance by involving multiple actors, interest groups, and categories of stakeholders. 

 

3.36 It should be noted that attempts to improve the structure and processes for LTC 

must also involve service users to ensure that initiatives are reaching their intended 

objectives. Improving the governance of LTC service delivery does not guarantee that LTC 

production and delivery systems fulfill their promises or that linkages between components 

are integrated. It is important to base policy not only on financial, managerial, or professional 

priorities but also on the voice of service users and civil society actors as an indispensable 

component of planning for LTC. The involvement of service users is often necessary for 

identifying appropriate ways to deliver health and social care services as well as to evaluate 

their suitability and promote high levels of quality. Nevertheless, only a few countries have 

made attempts to involve the voices of all actors as a mechanism for improving the quality of 

LTC services.    
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Chapter 4: Approaches to Long Term Care Finance 

 

4.1 The issue of how to pay for LTC cannot be meaningfully separated from the 

wider debate as to how countries like the Seychelles pay for aging populations. As 

demand for LTC increases in line with the aging of the population, the scope for Seychelles 

to fund LTC will come under pressure from two factors.  First, the aging of the population 

increases demand for other types of public spending, in addition to LTC—in particular, 

health care and pensions.   Second, as the current generation of 25-60 year olds enter old age, 

the ratio of working-age individuals to people in retirement declines. Fewer people pay 

income tax and other taxes to fund those aspects of public spending principally directed at 

older people. Demand for these services rises, while the revenue available to meet this 

demand decreases. The sustainability of public spending on health and pensions will 

therefore be subject to intense fiscal pressure arising from demographic change, even before 

consideration has been given to whether more public spending should be used to fund LTC.  

 

4.2 Countries have adopted different models for funding LTC that pool risk in 

different ways in relation to the incidence of LTC needs. Some financial products pool the 

risk of paying for LTC among everyone, before anyone needs care. This is known as ‘pre-

funded insurance.’  Subsequently, some individuals in the risk pool will require care, and the 

risk is therefore pooled among those who will need LTC and those who will not. In contrast, 

some financial products for funding LTC are purchased at the ‘point-of-need’ and pool the 

‘longevity risk’ associated with paying for care only among those individuals already 

requiring LTC.  This chapter reflects on some of the major approaches to LTC finance and 

the models that are being used in the European Union, North America and Asia with a view 

to offering insights the Seychellois authorities may wish to draw upon. 

 

A. Funding Mechanisms for LTC: Accumulation, Decumulation, and the Life 

Course 

 

4.3 The design of LTC funding schemes is anchored to the distinction between two 

phases in the life course: the accumulation phase and the decumulation phase. In the 

accumulation phase, assets and wealth are built up, while in the decumulation phase—usually 

beginning around age 65—the process of ‘spending down’ wealth and assets occurs. 

Financial behavior, planning activities, priorities, and attitudes toward various risks differ 

between the accumulation phase and decumulation phase. The salience of the ‘life course’ 

approach for LTC is that the risk of needing LTC is largely focused on the end of life, which 

for most people occurs after retirement in the decumulation phase. 128 

 

4.4 Many individuals in the accumulation phase do not attach significance to the risk 

of LTC nor undertake voluntary preparations for it, which has important implications 

for models of LTC funding. First, younger working-age cohorts are likely to resist or ignore 

any voluntary opportunity to make specific financial preparations for requiring LTC when 

they are in the ‘accumulation phase.’ Second, since younger cohorts tend to attach low 

significance to the risk of requiring end-of-life care, they may oppose compulsory increases 

in income tax to fund increases in public spending on long-term care. 

 

                                                   
128 The ‘life course’ approach to asset accumulation that has most influenced economics and other academic 

fields is the Life-Cycle Hypothesis of Consumption, which argues that households will seek to ‘smooth-out’ their 

consumption in the context of potentially large variations in their household income during their life. 
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4.5 There is often a disconnect between the need for LTC, which is a mostly 

decumulation phase event, and the accumulation phase, when individuals are usually 

able to afford contributions toward insuring themselves for LTC. This divergence can 

also be found in relation to health care: individuals use most of the health resources they will 

consume during their life in their final years, which for most people occurs in the 

decumulation phase. For this reason, many systems of health care funding operate on the 

basis of a compulsory pay-as-you-go ‘intergenerational contract,’ which enables individuals 

to ‘pay-in’ during the accumulation phase and ‘draw-down’ in the decumulation phase.  The 

disconnect between the accumulation and decumulation phases has led to the proposal that 

LTC could be financed via social insurance, with the premium paid as a lump sum either at 

age 65 or out of a person’s estate.129 The idea behind this approach is that as a person gets 

older, the range of uncertainty about the probability of needing LTC becomes smaller.   

Furthermore, if a person can buy insurance for a single premium payable out of his or her 

estate, the cost of LTC does not impinge on his or her living standard during working life or 

in retirement but is taken from housing wealth. Taking the premium out of a person’s estate is 

referred to as ‘equity release.’ 

 

4.6 Considered in terms of the total wealth within society, there are a limited 

number of potential sources of new wealth that can be brought into a LTC funding 

system.  If a greater proportion of the wealth in a society is to be spent on LTC provision, 

this wealth has to be derived from general taxation, specific new earmarked contributions and 

provision by working-age individuals in the accumulation phase that are distinct from 

taxation (for example, contributions to a private sector insurance product or a new social 

insurance fund), or the various types of income and assets available to individual older people 

during the decumulation phase. However, these potential sources of wealth are not only 

limited in number but are also unstable and subject to fluctuations associated with the 

economic cycle.  

 

4.7 For these reasons, most countries fund LTC through two types of risk pooling 

instruments, namely:130 

 

 Tax-financed means-tested systems. This instrument provides LTC for those who 

need but cannot afford it, while individuals with more than a given value of assets 

must pay for it themselves. Medicaid in the United States, and the LTC system in the 

United Kingdom are examples of such an instrument.  

 

 Universal entitlement, either financed from taxes or social insurance contributions. 

These instruments are entirely needs-based and apply to the whole population 

regardless of income and means. In the case of social security-financed systems, every 

contributor has equal access to benefits, based on their need for LTC—Germany, 

Japan, and the Republic of Korea are examples of this system.  Universal tax-financed 

systems, as in the Nordic countries, are based on universal rights and entitlements 

administered by sub-national governments. In practice, however, local governments 

that operate LTC programs adjust the criteria for eligibility to fit available finances.       

 

4.8 Most countries use a combination of both instruments but place differing weights 

on the importance of universal entitlements versus means testing. Most countries apply a 

                                                   
129 Merlis (2004).  
130 Joshua (2016).  
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universal system that provides a basic package of LTC, combined with mean testing for the 

indigent. The degree of universality differs from country to country. In France, the LTC 

system combines elements such as health insurance schemes, tax deductions, and private 

LTC insurance (LTCI). Poland and other transition countries in Central and Eastern Europe 

such as the Czech Republic, Serbia, Romania, and Hungary have hybrid LTC systems that 

blend elements of the legacy of transition but are also undergoing reforms to streamline 

funding and service delivery based on either tax-financed or social insurance models.  

 

4.9 Some countries are exploring options for expanding LTC risk pooling 

instruments to increase savings, which can then be used to support increased spending 

on LTC as large cohorts of people grow older. In some publicly funded systems, there 

have been measures for LTC to be fully funded, in a manner akin to the fully funded 

component within social security. As an alternative, some governments have been trying to 

spur demand for private supplemental LTCI and equity release schemes. However, in the 

majority of countries with the exception of France, the utilization of private LTCI and equity 

release schemes is limited. Evidence from various countries suggests that LTC systems have 

evolved from new compromise between the family, the market, and the state.  

 

4.10 In addition to measures for increasing current savings of future LTC 

beneficiaries, governments have sought to shift demand toward less expensive LTC 

services. In doing so, governments aim to improve the sustainability of LTC systems as well 

as increase employment opportunities.   Some policies subsidize informal care giving and 

home-based community services, in an attempt to shift demand among those with moderate 

ADLs and IADLs away from expensive institutional LTC. 

 

4.11 Across all types of funding systems, the way in which ‘dependency’ based on 

ADLs and IADLs is defined or measured is a key determinant of who benefits from 

LTC. No LTC system offers a public program that provides unlimited entitlement to services 

without a strategy for managing costs.  Some countries limit benefits on a per person basis. 

Others stay within a fixed budget by adjusting eligibility thresholds, limiting services, 

varying criteria, or establishing waiting lists.131. 

 

 

B. Comparing Means-Tested, Social Insurance, and Private Insurance Mechanisms 

for LTC 

 

4.12 The key features of means-tested programs for LTC relate to limited eligibility 

and benefits levels. In means-tested programs, eligibility is limited to very high-need—

meaning highly disabled and dependent—individuals. Eligibility criteria typically include a 

combination of exclusion criteria with regard to income and assets. Box 3 provides a 

summary of the criteria that is applied to means-tested LTC services in an OECD country. 

Another feature of means-tested systems is that the LTC services provided are limited. Such 

systems rarely provide comprehensive services, so means-tested systems for LTC typically 

generate large unmet needs for LTC in the population. It is argued that means-tested 

programs are effective at controlling public expenditures because these programs are 

generally tightly targeted and padded with controls to prevent abuse. 

                                                   
131 Implicit rationing may arise if services are covered but unobtainable. At the start of the German program, 30 

percent of the home care budget could not be spent because there was no one to provide care.  Budget systems 

may also ration informally. In the UK, where local governments provide LTC services under fixed allocations 

from the central government, there are no universal eligibility or benefit standards.   
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4.13 Means testing can create several difficulties. Means testing is sometimes resisted by 

individuals and can be difficult to implement because people deliberately move and transfer 

assets in order to ‘game’ a means test. Furthermore, using means testing to allocate public 

spending, particularly among older generations, can be perceived to penalize those who have 

saved for their retirement, so means testing in retirement dis-incentivizes retirement saving 

among those of working age. Means-tested systems can also generate strong incentives for 

people to deplete their resources to qualify for services. Finally, means-tested systems can 

generate high transaction costs due to the need for strong administrative systems to 

implement the means test and maintain controls to prevent fraud and abuse. 

 

4.14 In terms of insurance mechanisms, social insurance offers several advantages 

over private insurance. First, because membership for social insurance is generally 

compulsory, it is possible to break the link between premium and individual risk. Second, the 

contract in social insurance is usually less specific than private insurance, so protection can 

be given against risks that the private market cannot insure or cannot insure well. Moreover, 

developing private insurance for different types of LTC needs is problematic because the 

need for LTC tends to be correlated with dependency, so demand for LTC is often greatest 

Box 4.3:  Means Testing for LTC 

 

Since the 1980s, the United Kingdom has shifted from LTC services that are free at the point of 

delivery to services that are means-tested. The UK system distinguishes between the health and 

social components of LTC, with the former providing universal access to health services which 

are provided ‘free’ at the point of delivery and the latter providing a means-tested safety net 

mechanism for people on low incomes and with few assets. Local authorities operate a system 

of public funding that provides state-funded LTC services to individuals with assets below a 

threshold level, although these are often subject to charges.  Individuals with assets over an 

upper limit of around GBP 23,500 (income, capital, savings etc.) in England are not eligible for 

local authority support. The better-off are expected to pay for their LTC themselves. The value 

of a house is included in the means-testing asset assessment if the older person is moving into a 

residential care home (and no partner or qualifying person remains living in the house) but not 

for home care.     

 

The means-testing system in the United Kingdom relates charges to ability to pay.  For those 

receiving state support in residential care homes, the local authority will take all income—

including pension and benefits—apart from a minimal weekly personal allowance of around 

GBP 24.90.  An older person receiving LTC in their own home is usually asked to pay charges 

as long as this does not reduce their net income below a certain level. 

 

The amount of LTC support any individual person actually uses in the care system will depend 

on their assessed level of need and two tests: a needs test and a financial means test. The 

assessment is based on professional practice, but the needs test and financial test are 

mechanisms to ensure that public expenditure falls within budget.  The needs test controls 

expenditure by limiting access to the public system. Each person is assessed to determine their 

level of need based on ADLs.  Local authorities then set a needs-eligibility threshold, and 

people with needs assessed at below this threshold do not receive support. The financial test 

depends on the funding arrangements in the system. The test can therefore be seen as limiting 

support to people with low levels of wealth and levying a charge on people to limit public 

expenditure. It also gives people who face charges an incentive to delay or reduce their service 

use.   
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among those least able to afford insurance. In addition, it is difficult for individuals to 

anticipate whether they will need care and support in the future and, if they do, how extensive 

and long-lasting those needs will be.  Prior to needing care and support, individuals may also 

be uncertain about whether and what kinds of LTC services are available. These features of 

LTC-its uncertainty and unpredictability, the impact of inequalities, and the lack of 

information about short- and longer-term options--indicate that there are limitations in 

assuming that private insurance markets can provide socially optimal outcomes. 

 

4.15 Compulsory contributions to social insurance also have significant economic 

advantages. A compulsory scheme recognizes the evidence from behavioral economics that 

people do not always make decisions in their own self-interest. It also avoids adverse 

selection, since good risks cannot opt out and bad risks cannot choose to buy inefficiently 

large amounts of cover. Allowing a person to decide whether to insure creates problems of 

adverse selection since the only people who buy insurance are those who find that they need 

LTC. Another advantage is that a compulsory system allows some redistribution, thus it is 

possible to charge a contribution of x percent of earnings, respecting ability to pay. 

 

4.16 Regardless of what type of systems countries choose, the greatest challenge for 

all countries is demographic transition. Most countries finance significant parts of their 

LTC needs by relying on intergenerational solidarity, which raises some concerns about 

sustainability during the demographic transition. At the same time, the prospects of 

increasing private spending on LTC, or private savings for future LTC needs, are dim. Other 

options for ensuring fiscal sustainability relate to the type of LTC services provided and the 

balance of service provision across health and social care and among residential, community, 

and informal services. 

 

C. Calculating and Projecting LTC Expenditures 

 

4.17 Given the complexity and inter-sectoral nature of LTC, calculating and 

projecting expenditures can be difficult. Evidence and experience with data on LTC 

expenditures suggests that the distinctive feature of LTC—i.e. the way in which it operates at 

the boundaries of health and social care systems and the interface with disability—make the 

calculation of estimated levels of spending challenging.132 Various models and systems to 

classify and assess LTC expenditures have been pioneered by the WHO,133 EU,134 OECD,135 

and the Japanese Ministry of Health, Labor and Welfare.136  

 

4.18 Many countries have developed comprehensive classification systems model the 

demand for, and impact of, LTC services. The modeling approach, depicted below in 

Figure 14, aims to maximize the number of factors affecting LTC expenditure that can be 

examined.   Specifically, the methodology137 seeks to analyze the impact of changes in 

assumptions about the future number of elderly people, the future numbers of dependent 

elderly people, the balance between formal and informal LTC provision, the balance between 

home care and institutional care within the formal care system, and the unit costs of care.   

                                                   
132 OECD, EU and WHO (2008).  
133 Brodsky et al (2003). 
134 See: http://ec.europa.eu/eurostat/statistics-explained/index.php/Population_structure_and_ageing 
135 OECD (2006).  
136 Further information is available at www.mhlw.go.jp/english/topics/elderly/care/2.html 
137 See: http://ec.europa.eu/economy_finance/publications/european_economy/2014/pdf/ee8_en.pdf 

 

http://ec.europa.eu/eurostat/statistics-explained/index.php/Population_structure_and_ageing
http://www.mhlw.go.jp/english/topics/elderly/care/2.html
http://ec.europa.eu/economy_finance/publications/european_economy/2014/pdf/ee8_en.pdf
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Figure 14: Micro-Simulation for LTC Services 

 
Source: Author 

 

D. Conclusions 

 

4.19 In the future, demographic transition will lead to an increase in the number of 

LTC service consumers and a decrease in the potential number of payers for LTC. In a 

significant number of countries, the demographic transition will reach its peak from the mid-

2020s onwards, when the children of the generation born between 1960 and 1980 will start to 

retire. This generation is the largest cohort in human history and will be followed by a 

smaller number of younger workers. As a result, old-age dependency ratios will significantly 

deteriorate, and younger generations will be confronted with the challenge of higher numbers 

of older people with reduced ADLs and IADLs. 

 

4.20 This trend has raised questions as to whether tax-financed LTC systems are 

sustainable and how financing needs can be smoothed during the demographic 

transition. There are essentially two ways in which countries are presently attempting to 

smooth the financial burden: by shifting some of the burden to future generations or by 

increasing the financial burden on the present generation of older people.  The former would 

require significant increases in public expenditures from 2020 onwards, but given public debt 

levels in many European, Asia-Pacific, and North American countries, this option has its 

limitations. 

 

4.21 For Seychelles, using earmarked savings through social insurance for future 

LTC needs could help guarantee financial sustainability and expand coverage. If LTC is 
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to be financed through tax revenues, higher contributions and tax rates for future generations 

will be unavoidable.  It should be noted that Seychelles already has a high payroll tax base 

which needs to be cut in aggregate, so any additional levy for LTC would probably have to 

come at the expense of other social insurance rates. 
 

4.22 Another option would be to cut LTC services significantly in the future, but the 

political economy of aging might make it impossible to cut services if large parts of the 

population rely on publicly financed LTC. Given rising longevity and the prevalence of 

NCDs, informal and home-based services can act as a substitute to institutional care only to a 

certain extent.  Supplemental equity release schemes or deferred payment scheme might also 

hold promise as asset accumulation patterns across the life course change.  



 

49 

 

Chapter 5:  Key Issues in LTC Policy Options in Seychelles 
 

5.1 In further developing LTC policies Seychelles faces the task of determining how 

to handle the steep rise in demand for LTC.  Can the aging population be sure of receiving 

quality LTC at a price they can afford? What needs to be done to fund, improve access to, 

and ensure the quality of LTC services? Among the questions policy makers need to address 

is when older people who need help with ADLs and IADLs should be better supported in 

their own homes or moved to special residential accommodation? How can the mix of 

community-based services and policies be improved to enable a larger number of older 

persons to stay in their homes?  In either case, who should provide—or pay for—the care 

needed? As the number of frail older people increases, Seychelles will have to set aside more 

money for LTC through public and private sources.  

 

5.2 To estimate future needs and costs of LTC, it will be important to understand 

whether the prevalence of disability among older people in Seychelles will continue to 

increase. Given that people in Seychelles are living longer, a key question is whether the 

extra years of life that new cohorts of older people enjoy will be spent in a disability-free 

state. The effect of the predicted rises in the number of older people on service demand could 

be more than offset by a significant reduction in the prevalence of disability. However, much 

more evidence is required to predict with confidence likely future disability trends among 

older people in Seychelles. Other key factors that will influence future demands for LTC 

include the availability of informal care, the evolution of unit cost of services, and changes in 

the levels of wealth of older people.  Lessons emerging from approaches in other countries – 

particularly from Commonwealth small island states and territories – will be particularly 

helpful.  

 

5.3 A number of key questions must be addressed in the context of assessing 

different options for funding LTC. First, an assessment of future need for LTC services 

across the population in different locations is necessary. The potential demand for such 

services will help determine the different models of service provision that may be funded 

through the public sector and the extent to which individuals may have to make greater 

contributions toward the costs of care.  Second, the rationale for using public funds for 

funding LTC must be established. Finally, policymakers will need to assess which funding 

arrangements can maximize equity and efficiency in the system given the constraint of 

creating economies of scale in Seychelles.     

 

5.4 One policy option is a residual system that minimizes state intervention and 

concentrates support on one population subgroup: those individuals lacking the 

financial ability to pay for the cost of services.  Experience suggests this can be very 

effective in controlling state expenditure, given the smaller pool of beneficiaries. However, as 

discussed earlier, tight restrictions on eligibility can generate significant unmet need and put 

greater pressure on sources of informal support, on the health system and generate high 

opportunity costs for labor market participation. 

 

5.5 Another option is a universal system that covers the entire population but at 

significantly greater cost. Universal systems with population-wide access to LTC can 

prevent catastrophically high personal costs for people who become dependent. As a result, 

the need for social assistance programs to cover private funding gaps can be greatly reduced. 

However, such a system can require costly contributions and involve extending benefits to 

those who could finance their own care.  However, co-payments may still be levied for a 
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broader range of services. Tax-funded universal systems can also employ expenditure 

constraints and define eligibility criteria to optimize resource use. Social insurance-funded 

systems tend to be needs-driven rather than budget-constrained but can lack flexibility. 

 

5.6 A third possible option is a universal system with more rigorous means testing, 

which combines a universal entitlement with a means-tested element. The universal 

nature of support can increase public support for the system among those who would not 

qualify for some benefits under the minimum safety benefit system. As in the case of 

universal schemes, this can also have the effect of raising the profile of LTC services and 

reducing the stigma attached to the receipt of care in means-tested systems. 

 

5.7 Public costs for LTC can be controlled through a number of measures, including 

private cost sharing and private insurance. Supplementary private insurance could play a 

stronger role in the future to cover private cost sharing – but this option will have to factor in 

the small size of the population.   Private insurance on top of a basic universal social 

insurance could concentrate on risks that are easier to calculate and therefore to insure 

compared to full coverage of all LTC needs in old age.  For example, such insurance could 

cover the cost of accommodation in care homes where such care is needed, with care costs 

themselves being covered by public insurance.   Other measures for controlling public costs 

include confining public benefits to those with low means, withdrawing or limiting public 

support for those with only mild ADLs, and using public health strategies to prevent or delay 

the onset of disability in old age. 

 

5.8 If, as in most LTC systems, service users are required to contribute to the costs 

of services at the point of need, policymakers should consider the extent to which 

charging policies will protect the dignity of service users. It is important to ensure that 

service users are left with enough resources to afford their normal daily expenses. Many 

means-testing systems exclude a certain level of wealth and assets from the assessment 

process.  Another key criterion for policymakers to consider is the extent to which the system 

promotes a partnership based on personal, family, and state responsibilities – this would be in 

line the Constitution and the Civil Code.  For instance, policymakers could consider whether 

current charging rules inappropriately penalize individuals who have saved prudently for old 

age.  The implications of incentives on the demand for services need to be considered 

carefully, as does their use as a way of encouraging cost-effective preventative measures. 

 

5.9 Public consensus needs to be achieved around any new mechanism for LTC 

funding. As part of stewardship of the health system, consideration should be given to: (i) 

ensuring that comprehensible information and advocates to help individuals navigate LTC 

systems are in place; (ii) assuring quality standards, providing support to informal carers, and 

facilitating flexibility in care package choices by creating more options beyond the current 4-

hour and 8-hour care; and (iii) pursuing measures to improve coordination between LTC and 

associated sectors.  

 

5.10 The importance of informal care should be taken into account in considering 

policy options for LTC.  Formal care can never wholly replace unpaid care, particularly 

given that many families choose to provide unpaid care.  Rather, the role of government 

should be to: (i) ensure the supply of formal care across society at a sufficient level to 

eliminate unmet need from the system, (ii) ensure that health care systems do not become—

by default—the main providers of social care services for an aging population; and (iii) help 

reduce the excessive burden of unpaid care shouldered by many individuals and families by 
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creating a more balanced ‘co-production’ of care in which LTC is provided by both paid 

carers and family members. 

 

5.11 Workforce planning is another issue that Seychelles will need to address for the 

coming years.  It is unlikely that better quality care will be sustainable in the future without 

serious attention to staffing and skills sets for LTC.  Staff qualifications are already a concern 

for LTC policy makers.  Furthermore, the difficult working conditions of providing LTC can 

generate high turnover of nursing staff and social care staff, and early retirement can 

aggravate weak workforce planning.  It will be important to address such issues in order to 

avoid bottlenecks in the provision of LTC services in the future.  

 

5.12 Coordination with other LTC-related services and service providers will be 

critical for meeting the needs of the elderly effectively and efficiently. LTC policies face 

numerous challenges where they overlap with other health and social services, assistive 

technologies, and informal care provided at home.  Problems in coordinating acute health 

care, rehabilitation, and LTC, for example, can lead to unsatisfactory outcomes and result in 

inefficient use of both health care and LTC resources.  Policies to improve coordination have 

been put in place in many countries through a range of measures, including national strategic 

frameworks, balance of service frameworks, and the adoption of production of welfare 

approaches. Such coordination is often implemented by multidisciplinary care assessment 

teams which provide advice to households and consumers about available care alternatives. 

Some countries have integrated funding structures across sub-components of LTC. 

 

5.13 Policymakers in Seychelles will need to weigh the relative merits of different 

funding mechanisms so as to yield a “preferred” combination of impacts on equity, 

efficiency, and sustainability. For a country of Seychelles size, it will be important to take 

into account the specific characteristics at the district levels given that some districts will age 

faster than others.  Perhaps the most fundamental and difficult policy question implicit in the 

reform of the existing LTC programs concerns the relative prioritization of groups in society, 

both in terms of who should contribute financially and in terms of who should be supported. 

These decisions will need to be shaped by societal preferences on issues like the role of the 

family in providing care, views on intergenerational transfer of assets, and optimum levels of 

taxation. In order to help build a consensus around any LTC system, it will be important to 

try to involve all sectors of society in a consultation process on the future shape of the 

system.  
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Annex 1: Developing a Costing Model for Long Term Care Services: 

  

1. Development of a costing model for LTC services, using the Production of Welfare 

framework, can be based on a building block approach that incorporates four stages. 

These stages are: 

 

 Description – the ingredients of the service 

 Identification – the activities and unit of measurement 

 Estimation – the cost implications of service elements 

 Calculation – the unit cost. 

 

This annex describes each of the four stages that policy makers deploy for integration into the 

model for the development of LTC unit costs. 

 

Description 

 

3. Clear description is an important starting point because it helps ensure that a cost 

is included for every aspect of an LTC service. This requires listing items such as building 

use; the number, salary grade, and working hours of staff in different professions and roles; 

office services; and travel arrangements. In the process, it should be possible to identify what 

might be called ‘hidden costs,’ such as some expenses paid directly by other agencies. 

 

4. Expenditure accounts are an ideal basis for service cost estimations, but the 

variation between the organization and accounting practices of sub-national agencies or 

other service providers means that different elements will need to be included in or 

excluded from ‘cost center’ headings. It is therefore doubly important to describe the service 

in detail so that completeness of the financial data can be assessed. Accurate description has 

the further advantage of bringing to light aspects of a service that appear to have no cost—for 

example, the rent-free provision of a building to a non-governmental organization. Volunteers 

may appear to be a free resource but have opportunity costs over and above the costs of their 

training and expenses.   

 

Identification 

 

5. In the identification stage, the aim is to list everything a service does and to decide 

upon a unit of measurement that will make it possible to calculate unit costs. For some 

LTC services, identifying a unit of measurement is a relatively simple matter. For example, an 

older person may stay in residential care for a certain number of weeks. Other elderly people, 

in receipt of home care services, receive these services for a specific number of weekly 

sessions. Each will have a set number of places, and there will often be a capacity indicator—

100 percent capacity indicates there are no spare places. These are obvious examples of service 

outputs and provide a logical unit of measurement. In other cases, facilities that appear to be 

one thing may actually be responsible for a range of activities:  for example, a residential 

institution may also provide day care for non-residents. Unless these other activities are 

carefully described and joint costs allocated to them, the ‘per bed’ cost of the residential home 

will look far more expensive than is actually the case. 

 

6. For some facility-based services, separating the strands can be even more 

complicated. For example, a day care center may provide day care services for older persons, 

while at the same time taking referrals from other agencies and providing a range of 
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recreational facilities to the wider community. Thus, taking account for these multi-purpose 

type service centers may require a number of different units of measurement, one for each 

element. Community-based services, which can be defined as those LTC services delivered by 

a single member of staff (who may often work as part of a team) to individual clients or groups 

of clients, may pose similar challenges.  These clients may be seen at the office of the team, 

but peripatetic staff will also travel to their homes or other locations (e.g., a hospital, a 

residential home, or day care center). Social workers or home support staff from health 

facilities are often the most common examples, and the most obvious unit of measurement is 

an hour of the staff member’s time. However, many other types of activity apart from face-to-

face contact with clients contribute to their workload—for example, contacting other 

professionals, writing up case notes, planning meetings, or traveling to appointments.  Thus, 

productive work hours (hours that a member of staff is contracted to work) will often be a less 

appropriate measure than a unit—often referred to as ‘client contact’—adjusted to reflect time 

spent on all activities that support face-to-face contact. 

 

7. Experience suggests that establishing an accurate activity measure [numerator of 

unit cost] is as important as getting the total cost figure [denominator of unit cost] right. 

Without this information, it is difficult to determine the unit costs that should constitute the 

basis for setting prices and contracting LTC services to NGOs or other service providers and 

for establishing appropriate budgets for services delivered by government agencies or social 

insurance funds. Consistency is obviously vital if unit cost indicators are to be compared across 

provinces or between service providers. It is usually possible to assemble a picture of how 

much of which services each client (e.g., elderly and disabled people) uses over a given period, 

calculate the unit costs, then extrapolate the result to find the total cost of providing social 

services. 

 

Estimation 

 

8. The estimation stage is usually time-consuming, not least due to difficulties in 

obtaining service-specific information. Experience from countries suggests that agencies 

providing LTC services may be reluctant to explain how their budgets are spent, or they lack 

the data to do so. The possibility that a department or agency’s financial systems may not be 

set up in a way that readily meets the needs of a unit cost analysis and may not be able to 

generate the required data is very common, and it gives reason for allowing plenty of time for 

this stage of assessment.    

 

Calculation 

 

9. Once all the information has been collected, it usually needs to be adjusted to 

ensure that all the service elements across various agencies have been included and that 

each component is treated appropriately. For example, the running costs associated with a 

residential institution (such as staff costs or utilities) are recurrent expenditures and are usually 

presented annually, but a building in which a service is located is usually intended to last longer 

than a year and so represents a long-term investment. However, calculating unit costs is usually 

easier if long-term investments can be represented in a form commensurate with revenue costs, 

allowing total costs to be described as a single amount.  The convention for calculating the 

opportunity costs of capital provides one such solution.   For example, it could be assumed that 

the best alternative use of capital would be to invest it to earn interest over an equivalent 

lifetime of 60 years. The opportunity cost of capital is therefore calculated as the constant 

stream of cash payments or annuity that will deplete the lump sum over the lifetime of the 
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building. Like much else, information on capital costs may be presented in different ways by 

different tiers of government, but it is important that depreciation figures are taken into account 

for items that diminish in value over their lifetime, such as furniture or computer equipment.   

 

10. The final task is to make a careful amalgamation of the information from the 

identification and estimation stages of the Production of Welfare model. The aim is to 

calculate a relevant unit cost for each service or activity with a particular type of LTC service 

as the best estimation of the long-run marginal cost. This can be achieved by adjusting the total 

cost of the service to reflect the unit(s) of measurement identified. Elderly clients in need of 

LTC will usually use more than one service—for example, an elderly person may use home 

care and recreational facilities or psychiatric/counseling support. To be able to assemble a total 

cost of support for each client, their use of different services needs to be recorded, then a unit 

cost estimated for each service and the figure adjusted to reflect the frequency and duration of 

use by each client.  
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