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EXECUTIVE SUMMARY 

1. Pressures for increases in long-term care 
(LTC) expenditure are both a current and a 
prospective feature of public policy in higher 
and middle income countries. The pressure 
emerges as a result of numerous factors but 
the main ones are considered to be the 
demographic and economic forces which 
have lead to population ageing and more 
women working outside the home. Effective 
public policy to manage LTC expenditure 
requires both a robust definition of LTC 
expenditure and alongside this the collection 
of consistent and comparable data on LTC 
expenditure.  

2. The term ‘long-term care services’ refers 
to the organisation 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. There are two 
complementary components of this 
definition: the care continues over a long 
time period, and second the care is usually 
provided as an integrated programme across 
service components. The services may be 
provided in a variety of settings including 
institutional, residential1 or home care. 

3. In order to have good comparable and 
consistent LTC data, the services 
encompassed by the LTC system need to be 
carefully defined. More challenging is the 
choice of the approach to divide total LTC 
into long-term health care (LTHC) and long-
term social care (LTSC), so countries are 
able to assess both the total cost of LTC 

 

                                                

1  In this report, residential refers to services of 
care and social support provided in supported 
living arrangements. 

services but also the cost to the health (or 
social) sectors of LTC.  

4. This report sets out to provide a 
Conceptual Framework and Methods for 
Analysis of Data Sources for Long-term Care 
expenditure. It consists of 3 parts. The first 
part summarises the methodological 
developments in the definition of LTHC and 
LTC expenditures over the last 10 years. 
Knowledge of the developments is crucial 
for an understanding of the current 
guidelines for the collection of LTHC and 
LTC expenditure under the Joint Health 
Accounts questionnaire (JHAQ)2  

5. There are 3 major LTC aggregates of 
interest in this area. They comprise LTC 
expenditure itself and its two subcomponents 
of LTHC and LTSC. As the development of 
guidelines under this report is being 
undertaken in part to feed into the revision of 
the System of Health Accounts (SHA) 
manual we are most interested in a consistent 
and comparable measurement of LTHC. For 
government, policy makers and researchers, 
however, LTC expenditure as a whole and 
associated comparative analyses are also of 
interest.  

Thus we recommend that both 
aggregates of LTC and LTHC 
expenditure be collected.  

 
2. The Joint Health Accounts Questionnaire 
refers to the data tables and methodological 
guidelines used to collect System of Health 
Accounts (SHA) data by the three international 
organisations of the OECD, Eurostat and WHO.  
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6. The measurement of LTSC expenditure is 
either derived as the difference between the 
other two aggregates or LTSC is collected 
directly and LTC is the sum of the LTHC 
and LTSC. Generally, the second approach 
applies where total LTC is an aggregation of 
LTHC and LTSC. A basic schema of the 
relationship between LTC, LTHC and LTSC 
as well the place of them within the health 
and social sectors is provided in Figure 1. A 
more complex version of the Figure is 
provided in Part 1.  

Figure 1 Long-term Care within the Health and
Social Sectors 

7. The OECD and EU countries who were 
asked to express their views on this issue 
supported the collection of both LTC and 
LTHC expenditure. . The results of the 
survey of the countries are provided in Part 
1. In addition, the countries were asked to 
consider the more complex issue of the 
definition of the boundary between LTHC 
and LTSC. Countries were presented with a 
number of options including the current 
guidelines for comment.  

 iv

                                                

8. The LTC expenditure guidelines used for 
the JHAQ collection propose that the 
delineation should be based on the types of 
services received in terms of the intensity of 
care provided. There are a number of ways 
of categorising the intensity of services 
received but the guidelines suggest a well-
known division based on help with two types 
of restrictions. The first type of LTC service 
is help with activities of daily living (ADL) 
restrictions. These limit independence 
through curtailing personal care activities 
such as washing and eating. Because these 
restrictions require complex care, often 
performed by or supervised by nurses, they 
are considered as health services. The second 
type of LTC service is help with instrumental 
activities of daily living (IADL) restrictions 
which limit the capacity of an aged or 
disabled person to function normally within 
their home or community. IADL services 
provide help with shopping, household 
finances and cleaning and are considered as 
social services.  

9. Although there is not a full consensus on 
the issue of the definition of the boundary, 
we find that a majority of countries favour 
the current guidelines of using the types of 
services provided based on the ADL/IADL 
restrictions as a workable interpretation of 
the boundary in the majority of 
circumstances and representing the majority 
of expenditure. This also reflects the 
fundamental approach of the System of 
Health Accounts in defining health services 
according to the services provided rather 
than who is providing the services or 
financing them.  

10. On the basis of the responses from 
OECD and EU countries, we recommend 
that the definition of the boundary 
between LTHC and LTSC should be 
based on types of services received 
(ADL/IADL distinction)3. This 
recommendation maintains the status quo 
of the current guidelines under the JHAQ.  

11. Under the current guidelines, delineation 
of the boundary is problematic for 

 
3 Before, however this recommendation goes 

forward as a proposal for inclusion in the SHA 
manual 2.0, it will need to be considered by the 
International Health Accounts Team (IHAT). IHAT, 
comprising health accounts experts from the OECD, 
Eurostat and WHO, holds jointly the responsibility for 
revising the SHA manual.   This proposal is to be 
discussed by the IHAT under the framework of the 
SHA revision, and, if endorsed, included in the 
proposal on boundaries of health care to be prepared 
by Eurostat. 
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institutional care and home services where 
recipients receive both help with ADL and 
IADL restrictions at the same time and from 
the same care providers. Country experience 
in dealing with these cases suggests that the 
data may be separated in the following way:  

1. Survey methods or expert opinion may be 
used to ascertain the proportion of 
services provided in either in institutions 
or home services which are ADL vs. 
IADL.  

2. In cases where it is difficult to separate 
LTHC and LTSC based on ADL/IADL 
restrictions, a second best approach is to 
define the boundary using health status of 
recipients (requiring ADL vs. IADL care)  

3. If methods for separating home care and 
home help provided together for persons 
with ADL restrictions are not available, 
we recommend that the expenditure 
should be recorded as LTHC rather than 
LTSC, as the main reason for help is the 
restrictions with ADL. 

12. Given the considerable differences in the 
organisation, financing and provision of LTC 
services across OECD and EU countries, we 
recommend pragmatic solutions based on 
expertise within the countries for areas where 
there is some greyness or ambiguity in the 
distinction between health and social care. In 
order to assist countries in applying the 
approach to defining the boundary between 
LTHC and LTSC, we provide at the end of 
Part 1 some country experiences and 
difficulties in reporting LTC data under the 
current guidelines.  

13. Part 2 provides country information on 
data sources for LTC expenditure for each 
OECD and EU country: The country 
information includes a description of the 
financing and provision of LTC and the 
health sector generally, information 
concerning the national concept and 
definition of LTC; availability of data on the 
main components of LTC services; 

information on defining and using the 
distinction between ADL and IADL and data 
sources on LTC expenditure Where available 
LTC data is provided. A few countries 
provide data prior to 2000.  

14. As a result of the detailed analysis of 
LTHC and LTC data in this report better 
information is available on what components 
countries do include in their LTHC data and 
which group of countries can be compared 
with each other. Furthermore with a better 
understanding of country practices, proposals 
can be made for countries to improve the 
comparability of LTHC and LTC data. 

15. Finally, Part 3 presents some results 
based on both cross country comparisons and 
trends of LTC expenditure data. 
Comparability of LTC data is an integral part 
of the current report, as developing robust 
and clear definitions of LTC, LTHC and 
LTSC expenditure is important for building 
up a database of consistent and comparable 
data for analysis in the future.  

16. The analysis in Part 3 highlights the 
difference in the composition and definition 
of countries’ measures of LTHC and thus 
provides a more transparent picture for 
making comparisons. Data for example on 
the financing sources of LTC expenditure 
particularly with regard to the breakdown 
between public and privates sources of 
financing are inadequate.  

17. When one looks at the trend analysis of 
LTC expenditure, it is even more apparent 
that there is a deficiency of LTC expenditure 
data. Amongst OECD and EU countries, 
some countries still do not report LTC 
expenditure, some have very few 
observations and a few countries, notably the 
US and Canada, have a reasonably long 
series of data. Nonetheless it is encouraging 
that more countries are reporting LTC 
expenditure and the break in the series of 
LTC expenditure indicates that countries 
have adjusted their data collections to 
accommodate international definitions 
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promoted in the JHAQ questionnaire, all of 
which points to more and better quality data 
in the future. 
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CONCEPTUAL FRAMEWORK AND METHODS FOR ANALYSIS OF DATA SOURCES 
FOR LONG-TERM CARE EXPENDITURE 

INTRODUCTION 

18.  Clear definitions and the international 
harmonisation of the boundaries of health 
care are major requirements for producing 
comprehensive and internationally 
comparable data on total expenditure on 
health. Experience with data on long-term 
care expenditure, however indicates that in 
the System of Health Accounts (SHA) 
Manual 1.0 (OECD, 2000) the definition of 
long-term nursing care (HC.3) is not 
adequately clarified. Additional guidance 
and clearer definitions have been provided 
since the preparation of the manual but 
outstanding issues remain. As a result, 
variations in the treatment of long-term 
health care has an effect on the comparability 
of key indicators such as health expenditure 
to GDP ratio and the public-private share of 
financing with different estimation methods 
affecting total health expenditure by up to 
10%.  
 
19.  The general objective of this project on 
long-term care (LTC) is to refine the 
definition and the methodology for the 
collection of long-term care data with an 
overall aim of contributing to the amendment 
of the current Guidelines and to improve and 
enhance the availability and comparability of 
LTC data. This amendment will contribute to 
the definition of long-term care expenditure 
and will feed into the revision process for the 
SHA manual. The revision of the SHA 
manual is a joint collaborate activity of the 
OECD, Eurostat and WHO.  

20. In addition, specific objectives of the 
project are to produce an inventory of 
country sources of LTC data and report on 
both cross country and trend analysis of the 
data.  

Definition of Long-term care 

21.  The term ‘long-term care services” refers 
to the organisation 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. There are two 
complementary components of this 
definition: the care continues over a long 
time period, and second the care is usually 
provided as an integrated programme across 
service components. The services may be 
provided in a variety of settings including 
institutional, residential4 or home care.  

22. Long-term care needs are most prevalent 
for the oldest age groups who are most at 
risk of long-standing chronic conditions 
causing physical or mental disability. The 
term ‘disability’ is used as an umbrella term 
covering any or all of the following 
components: impairment, activity limitation 
and participation restriction This usage was 
endorsed in the International Classification 
of Functioning, Disability and Health 

 
4  In this report, residential care refers to 
services of care and social support, other than 
nursing homes, provided in supported living 
arrangements.  
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(ICF)by the World Health Assembly in 
20015. 

23. Assessment of an individual’s need for a 
type of long-term care has traditionally been 
based on the measurement of dependency. 
One of the most common categorisations of 
dependency, but not the only one, is the 
degree of difficulty performing activities of 
daily living (ADLs) and instrumental 
activities of daily living (IADLs). The degree 
of difficulty people experience in carrying 
out ADLs and IADLs denotes their level of 
dependency. ADLs is a core set of self-care 
or personal care activities which includes 
bathing and washing, dressing, feeding, 
getting in and out of bed, getting to and from 
the toilet and continence management. In the 
above definition of disability, ADL 
restrictions are activity limitations which 
imply that an individual has difficulty in 
executing daily activities. IADLs relate to 
domestic tasks such as shopping, laundry, 
vacuuming, cooking a main meal and 
handling personal affairs. IADL restrictions 
may otherwise be considered as participation 
restrictions or problems an individual may 
experience in involvement in life situations. 
Assistance with ADL denotes a higher 
degree of dependency than assistance with 
IADLs and thus is associated with more 
intensive care.  

Background 

24.  The effect of ageing on public spending 
(including health and social budgets) is a key 
policy issue. Among the main purposes of 
public policies are to ensure adequate income 
(through the pension system and social 
assistance) and to provide services to people 
who are limited in their ability to function 
independently on a daily basis. From the 
point of view of public budgets, it is 
desirable to provide information concerning 

 
                                                

5 .  WHO (2001), International Classification of 
Functioning, Disability and Health, Geneva. 

 

the total spending on services provided to 
dependent people.  

25. To ensure comparability across countries, 
a major criterion of the SHA is 
“comprehensiveness”. In accordance with 
the functional approach, all programmes 
designed for promoting health and 
preventing disease, curing illness, caring for 
persons with health-related impairment, 
disability, etc. through the application of 
medical, paramedical and nursing knowledge 
and technology should be included in total 
health expenditure, regardless of whether it 
is labelled “health care” or not in national 
statistics. The current LTC Guidelines used 
for the collection of the SHA data under the 
Joint Health Accounts Questionnaire (JHAQ) 
apply the same functional and 
comprehensive approach for long-term care6. 
All programmes designed to provide LTC 
services should be counted, regardless how 
they are labelled in national statistics. In a 
conceptual sense, this approach ensures 
comparability across countries and over time. 

26.  In essence there are two issues here. One 
is that government and policy makers would 
like to know the total costs of providing 
long-term care to dependent people. The 
second is that from the perspective of health 
expenditures, it is desirable to know the 
proportion of LTC which is health care (in 
this report called long-term health care or 
LTHC). If carefully measured, the difference 
between the LTC and LTHC is long-term 
social care (LTSC). In practice, the division 
of LTC into its health and social components 
is challenging as many services provided to 
LTC recipients have both a health and social 
component.  

27.  As the guidelines for collecting data on 
LTC under consideration in this report are an 
integral part of the collection of consistent 

 
6 . The Guidelines for Estimating Long-Term 
Care Expenditure in the Joint 2006 SHA Data 
Questionnaire are available at 
http://www.oecd.org/dataoecd/1/23/37808391.pdf.  

http://www.oecd.org/dataoecd/1/23/37808391.pdf
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and comparable health expenditure data 
under the SHA framework, the definition of 
the health care provided in the SHA manual 
(2000) is applicable. The definition provided 
is that it comprises the sum of activities 
performed either by institutions or 
individuals pursuing through the application 
of medical, paramedical and nursing 
knowledge and technology with the goals 
(inter alia) of caring for persons affected by 
chronic illness, with health-related 
impairments, disabilities and handicaps and 
assisting who require nursing care and end-
of-life care7.  

28.  Over the last four years, the OECD has 
conducted three projects with the aim of 
improving the conceptual framework, 
Guidelines and the availability of data on 
LTHC and LTC. These are: Long-term care 
for older people under the OECD Health 
Project; the “Complementary data collection 
on expenditure on health and social care for 
the elderly and people with physical and 
mental impairments”; and the subsequent 
work on LTC Guidelines which was applied 
in the 2006 Joint OECD, Eurostat and WHO 
Health Accounts data collection.  

29.  Long-term care for older people focused 
only on long-term care as a component of 
total health expenditure. There was a 
realisation however that a better 
understanding of differences across countries 
required going beyond the boundaries of the 
health system. Therefore, the OECD Health 
Data 2005 complementary data collection 
compiled basic information regarding the 
availability of expenditure data on health and 
social care for the elderly and people with 
physical and mental impairments, regardless 
of whether a particular item is recorded in 
the current health or social statistics in 
member countries.  

30.  Based on the results of the two projects 
mentioned, together with experience from 

 

                                                

7  A System of Health Accounts, OECD, 2000, 
p. 42. 

SHA implementations between 2000 and 
2005 and knowledge from the international 
literature, more detailed Guidelines for 
estimating LTC expenditure were developed 
[HA2005(3)].  

31. The LTC Guidelines were further 
amended based on the feedback from the 
2005 Meeting of Health Accounts Experts, 
and included in the Guidelines (“Explanatory 
Note”) of the 2006 Joint OECD, Eurostat and 
WHO Health Accounts questionnaire 
(JHAQ)8. At the 2005 Meeting of Health 
Accounts Experts, there was agreement that 
health accounts should report both health and 
social components of LTC and total 
expenditure on LTC should also be reported 
among the key aggregate figures. Total 
health expenditure would include only the 
health component of LTC, however. 

32. An interim version of the current project 
was produced in December 2006. It provided 
a description of the available data sources for 
long-term care expenditure and clarified four 
options for drawing the boundaries between 
health and social components of LTC. Health 
accounts experts were asked to comment on 
these options in early 2007 and again at the 
2007 Meeting of Health Accounts Experts 
with the presentation of a LTC report 
[DELSA/HEA/HA(2007)/6]. 

33. Feedback from countries involved in the 
Joint Health Accounts Data Collection has 
been taken into account in preparing the final 
report of this project. This project will also 
contribute to the revision of the System of 
Health Accounts manual which like the 
JHAQ is a joint cooperative activity between 

 
8 . By 2005, nearly all EU Member States and 
OECD countries had at the least commenced pilot 
implementation of the SHA framework. OECD, 
Eurostat and WHO, who had been increasingly co-
operating in health accounting activities, decided 
to extend the cooperation to the launch the first 
joint health accounts questionnaire (JHAQ) in 
December 2005. The second JHAQ in December 
2006 was thus a natural progression emanating 
from the success of the first JHAQ.  
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the three international organisations of the 
OECD, Eurostat and WHO.  

The Structure of this Report 

34. There are three major components to this 
report. Part 1 presents the conceptual 
framework and methods for analysis of data 
sources for LTC expenditure. Country 
experiences in reporting LTC data are 
provided at the end of Part 1. 

35. Part 2 provides country information on 
data sources for LTC expenditure for each 
OECD and EU country:  

• Description of the financing and 
provision of long-term care; 

• Information concerning METADATA 
(questions concerning the national 
concept and definition of LTC; 
availability of data on the main 
components of LTC services; 
information on defining and using 
distinction between ADL and IADL); 

• DATA SOURCES on LTC expenditure 

• Available data where available from 
2000. Some countries provide data for 
the years prior to 2000.  

36. As comparability of LTC data is also an 
integral part of the LTC report, Part 3 
presents results from a cross country 
comparison of LTC data and analysis of 
trends of LTC expenditure. 

Contributions for the project on long-term 
care expenditure  

37.  The report on long-term care was funded 
during 2006 and 2007 by regular 
contributions from member countries of the 
OECD. The long-term care expenditure 
project was also supported during 2006 and 
2007 by a grant provided by the Directorate 
General for Public Health and Consumer 

Affairs of the European Commission9. As the 
project is partly financed by the European 
Commission, it also includes those EU and 
candidate countries that are not members of 
OECD. 

 
9 Contribution Agreement No. 2005150.  
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PART 1: CONCEPTUAL FRAMEWORK AND DEFINITION OF LONG-TERM CARE 
EXPENDITURE

Long-term care in a wider context 

38. Figure 2 illustrates the major components 
of spending on services provided for aged 
persons and people with physical and mental 
disabilities. Some public spending on the 
aged and disabled persons both in the form 
of benefits in-kind and in-cash are not due to 
health-related impairments but are 
universally available. Examples are various 
types of pensions and free use of public 
transport for pensioners.  

39. Figure 2 also illustrates that LTC is 
positioned between the health and social 
sectors as LTC has both health and social 
components. The challenge in dealing with 
data on LTC expenditure, and one 
considered in this report, is to define the 
boundary in a practical and comprehensive 
way between LTHC and LTSC.  

40. Under the SHA framework, the reporting 
of only long-term health care (HC.3), social 
services of LTC (HC.R.6.1) and cash 
benefits related to sickness and disability 
(HC.R.7) are requested. 

Definition and interpretation of LTC 
expenditure in the System of Health 
Accounts10  

41. The functional classification of SHA (ICHA-
HC) includes three categories related to care 
provided due to chronic impairments and a 
reduced degree of independence for aged and 
disabled persons:  

 5

                                                 
10 . Annex II provides details of the linkage of the 
SHA classifications to the System of National 
Accounts (SNA) Classifications.  

HC.3 Services of long-term nursing care as a 
component of total expenditure on health  

HC.R.6 Administration and provision of 
social services in kind to assist living with 
disease and impairment. This category is 
wider than help with IADL limitations; it 
also includes, for example, special schooling 
for the handicapped, vocational rehabilitation 
and sheltered employment. 

HC.R.7 Administration and provision of 
health related cash-benefits. This category is 
wider than cash benefits provided to persons 
with ADL or IADL limitations: it also 
includes, for example, sick pay. 

42. By definition, health-related expenditure 
(HC.R.6 and HC.R.7) are not included in 
total expenditure on health. 

Figure 2 The wider context of Long-term care 
expenditure 

 

Definitions in the SHA Manual  

43. The definition of Services of long-term 
nursing care (HC.3) provided in the SHA 
Manual is: “Long-term health care comprises 
ongoing health and nursing care given to in-
patients who need assistance on a continuing 
basis due to chronic impairments and a 
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reduced degree of independence and 
activities of daily living. In-patient long-term 
care is provided in institutions or community 
facilities. Long-term care is typically a mix 
of medical (including nursing care) and 
social services. Only the former is recorded 
in the SHA under health expenditure.”  

44. Services of long-term nursing care 
(HC.3) consists of three subcategories: In-
patient long-term nursing care (HC.3.1); Day 
cases of long-term nursing care (HC.3.2); 
and Long-term nursing care: home care 
(HC.3.3).  

45. With respect to providers of home care, 
the SHA Manual includes not only providers 
with health qualifications, but also 
households: "Private households as providers 
of home care" (HP.7.2). The Manual 
emphasises: “The production of health care 
services not only takes place in 
establishments …but also in private 
households, where care for the sick, infirm or 
old people is provided by family members. 
… SHA includes, however, personal services 
provided within households by family 
members, in cases where they correspond to 
social transfer payments granted for this 
purpose.” (p. 59, SHA Manual) 

46. Definition of Administration and 
provision of social services in kind to assist 
living with disease and impairment 
(HC.R.6): “This item comprises (non-
medical) social services in kind provided to 
persons with health problems and functional 
limitations or impairments where the primary 
goal is the social and vocational 
rehabilitation or integration. Includes: 
education of bed-bound children and special 
schooling for the handicapped (ICD-9-CM, 
93.82); occupational therapy (ICD-9-CM, 
93.83); vocational rehabilitation and 
sheltered employment (ICD-9-CM, 93.85).” 

47. Definition of Administration and 
provision of health related cash-benefits 
(HC.R.7): “This item comprises the 
administration and provision of health-

related cash benefits by social protection 
programmes in the form of transfers 
provided to individual persons and 
households. Included are collective services 
such as the administration and regulation of 
these programmes. 

Main problems with the definitions in the 
SHA Manual  

48. The content of HC.3 defined as “ongoing 
health and nursing care” is not specified in 
detail11. In particular, the content of 
“ongoing health care”, the difference 
between “health” and “nursing” care and the 
content of “nursing” care are not explained. 
As a consequence, “Long-term nursing care” 
can be (and has been) interpreted in two 
ways: (a) as a type of care regardless who 
provides it, and (b) as services provided by 
health personnel. The general functional 
approach of the SHA and the fact that the 
SHA includes households as providers of 
“LTC: home care” suggest that “nursing 
care” refers to the character of the activity 
and not to the qualification of the provider. 
However, paragraph 3.3 of the SHA says (p. 
42): "The prerequisite of a basic level of 
medical and nursing knowledge refers in 
most cases to national standards of 
accreditation or licensing for health care 
personnel." If this requirement is applied in a 
strict sense, LTC provided by personnel 
without medical or health qualifications and 
home care provided by private households 
should not be included in HC.3.3 long-term 
nursing care: home care.  

49. Furthermore, the phrasing of the 
definition of HC.3 is inadequate. It refers 
only to in-patients (p.118), while it is 
obvious that HC.3 is a wider category 
including home care.  

50. Total LTC expenditure cannot be 
calculated based on the current SHA Manual, 

 
11  It excludes preventive, curative and 
rehabilitative care, because these are reported 
under other categories of ICHA-HC. 
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as health related categories (HC.R.6 and 
HC.R.7) contain a wider group of services: 
for example, vocational rehabilitation, 
sheltered employment and payment for 
maternity leave, etc.  

Definition of long-term care in Long-term 
care for Older Persons  

51.  Long-term care for older people project 
covered 19 countries, with a focus on the 
description of characteristics of service 
provision and financing (e.g., continuum of 
care, consumer protection, etc.). The data 
collection under Long-term care for older 
people resulted in only limited new 
information on LTHC expenditure12. 
Additionally, the issue of whether the 
differences in the data were due to real 
differences in financing and provision of 
LTHC or were due to differences in the 
interpretation of LTHC data and its 
availability were not addressed.  

52. In the project, LTC was defined as help 
with ADL restrictions. No distinction was 
made between health and social components 
of LTC and consequently, total LTC is 
included under total expenditure on health. 
This concept of LTC deviates in some 
respects from the SHA Manual as according 
to the Manual, LTC is a mix of health and 
social services.  

53. Thus, the main problem with the 
definition of LTC in this project was that the 
boundary between health and social care was 
not defined. As a result the content of LTC 
was ambiguous. For example, it was not 
clear whether help with help with IADL 
provided to persons whose primary need is 
help with ADL was included in LTC or not.  

 
12  The Long-term care for older people project 
collected data from 8 of the 19 countries covered 
by the project.  Data for another 4 countries were 
only rough estimations, and for the remainder of 
the countries, the data was taken from OECD 
Health Data. (See Table 1.2. in OECD, 2005 p.26) 

Long-term care Guidelines under the Joint 
OECD, Eurostat and WHO Health 
Accounts data collection (the current 
definition) 

54. The Guidelines for estimating Long-Term 
Care expenditure (LTC Guidelines) applied 
in the Joint Health Accounts Questionnaire 
(JHAQ) for collection of 2006 and 2007 
SHA data report the following categories 
separately: 

• Long-term health care, to be included in 
total health expenditure under the SHA 
framework (HC.3). 

• Social services of Long-term care (LTC 
other than HC.3)– that is, HC.R.6.1  

• Total long-term care (LTC), including 
the “social” and “health” components of 
long-term care (HC.3 plus HC.R.6.1). 

55. Table 1 shows the place of the aggregates 
(HC.3 and HC R.6.1) among the categories 
of ICHA-HC. It also shows the breakdown of 
HC.3 into its 3 components. In practice, few 
countries report Day cases of LTHC (HC3.2) 
and the category is usually combined with 
HC 3.1. 

Total long-term care (HC.3 + HC.R.6.1) 

56.  One of the key improvements in the LTC 
Guidelines, compared to the SHA Manual, is 
that it specifies the components and content 
of services provided under LTC by providing 
a detailed description of components of LTC 
expenditure and assigning them to HC.3 or 
HC.R.6.1. 

57. The delineation between health and social 
care is based on whether care is provided for 
help with functional dependencies associated 
with ADLs or IADLs. ADL functions are 
essential for an individual’s self-care (e.g. 
washing or dressing oneself), whereas IADL 
functions are more concerned with self-
reliant functioning in a social or community 
environment (e.g. shopping, housekeeping). 
From the perspective of the patient, both 
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limitations associated with ADL and IADL 
functions are restricting. However, in many 
countries, the delivery of care with respect to 
these two groups of activities is provided by 

different professions or agencies (sometimes 
combined with different types of financing); 
therefore, these two groups of activities may 
be distinguished and measured separately. 

Table 1. Aggregate in ICHA-HC 

HC1 & HC2 Services of curative and rehabilitative care 
HC3 

HC3.1 
HC3.2 
HC3.3 

Services of Long-term nursing care 
Inpatient long-term nursing care 
Day case of long-term nursing care 
Long-term nursing care: home care 

HC4 Ancillary services  
HC5  Medical goods 
HC 6  Prevention and public health 
HC7 Health administration and health insurance 
HC1-2, HC4-7 EXP. ON PREVENTIVE, CURATIVE and rehabilitative HEALTH CARE 
HC 1-7 TOTAL CURRENT HEALTH EXPENDITURE  
HC 1-7; HC.R.1 TOTAL HEALTH EXPENDITURE 
Memorandum items 
HC.R.6 Social services of Long-term care (LTC other than HC3) 
HC3 + HC.R.6 Total LTC EXPENDITURE  
HC 1-7, HC.R.6 TOTAL CURRENT HEALTH AND LONG-TERM CARE EXPENDITURE 
  

58. To assist with measuring total LTC as 
well as defining the boundary between health 
and social long-term care services, all 
services of long-term care are included. 
These are as follows in decreasing order of 
medical or health intensity:  

• Palliative care (end-of-life care)  

− According to the SHA Manual long-
term nursing care (HC.3.3) includes 
hospice or palliative care. The 
original text (page 118) continues to 
apply: “This includes hospice or 
palliative care (medical, paramedical 
and nursing care services to the 
terminally ill, including the 
counselling for their families). 
Hospice care is usually provided in 
nursing homes or similar specialised 
institutions.” 

• Long-term nursing care (intensive, high 
level care and assistance with ADL 
restrictions), including accommodation 
in (high-level care) nursing homes 

− Long-term nursing care generally is 
care provided by a skilled nurse, 
according to national professional 
standards that govern registration or 
licensing of nurses. In the context of 
long-term care, this often refers to 
skilled nursing care that is provided 
to clients on a daily/ongoing basis. 
Sometimes this refers to care by less 
qualified personnel but provided 
under the supervision of a (higher) 
qualified health professional. 
provided in a number of specialised 
institutional service settings, such as 
nursing homes or mental hospitals, or 
homes for individuals who are 
developmentally challenged. The 
term can also be used for nursing 
home care by qualified professionals 
provided for chronically ill or 
disabled persons. 

• Personal care services (assistance with 
ADL restrictions) 

− Personal care services refer to 
intermediate care, mainly of 
assistance with one or more ADLs 
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either through physical support or 
supervision for a person who is 
disabled or is otherwise unable to 
care for themselves in this respect. 
Personal care services are in many 
instances provided by care assistants, 
or aides who are not medical 
professionals (such as qualified 
nurses, other medical or paramedical 
personnel) but often are trained to 
help with these tasks. 

• Home help and care assistance (help 
with IADL restrictions, including 
housekeeping, meals on wheels) 

− Home help refers to a variety of home 
care arrangements of all (most) levels 
of care need and care intensity. 
Generally care received in the home 
would be of a lower level than that 
received in an institution. The service 
arrangements, and service 
availability, however for lower level 
care differ widely between countries. 

• Services and financing in support of 
informal (family) care  

− Social services in support of informal 
or family care givers includes care 
allowances, social protection of 
informal carers, training and 
counselling. 

• Residential care services other than 
nursing homes:  

− Residential care services covers a 
variety of long-term care services 
which exist in the between “living at 
home” and “living in an institution”. 
It includes a range of housing 
arrangements adjusted to the needs of 
older persons, or persons with 
disabilities such as independent living 
and supported or assisted living 
arrangements. Generally, these 
residential care services offer 
individual combinations of housing, 

personalised supportive services (help 
with IADL restrictions) and personal 
care, but usually do not provide the 
highly skilled and/or more intense 
care provided in a nursing homes. 
There are considerable differences 
between countries in the types of 
services available. 

• Other social services provided in a long-
term care context  

− Other social services include social 
services of day care, case 
management and coordination, 
special types of transportation and 
social activities for dependent older 
persons.  

Services of long-term health care (HC.3) 

59. This item is included in total expenditure 
on health. In the current Guidelines, the 
following are included under HC3: 

• palliative care,  

• long-term nursing care,  

• personal care services, and  

• services in support of informal (family) 
care. 

60. Long-term nursing care comprises a 
range of services required by persons with a 
reduced degree of functional capacity, either 
physical or cognitive, who are consequently 
dependent on help with basic activities of 
daily living (ADL). This physical or mental 
disability can be the consequence of chronic 
illness, frailty in old age, mental retardation 
or other limitations of mental functioning 
and/or cognitive capacity. In addition, help 
with monitoring status of patients in order to 
avoid further worsening of ADL status.  

61. Long-term nursing and personal care 
services may be provided and remunerated as 
integrated services with lower-level care of 
home help or help with instrumental 
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activities of daily living (IADL) more 
generally, such as help with activities of 
home making, meals etc., transport and 
social activities.  

62. In principle, expenditure on IADL 
services should be reported under HC.R.6.1. 
When disaggregation of these spending items 
into ADL and IADL services is not possible 
or problematic, country experts should 
decide, based on the dominant character of 
the particular programs, whether these cases 
are reported under HC.3 or HC.R.6.1. When 
it is not possible to judge the dominant 
character of the programmes concerned, the 
current guidelines proposed to report this 
expenditure under HC.R.6.1, unless a 
country already has an established practice of 
reporting this expenditure under HC.3   

Social services of Long-term care 
(HC.R.6.1.) 

63. This item is excluded from total 
expenditure on health, but included in total 
LTC expenditure. In the current Guidelines, 
the following are included under HC.R 6.1: 

• home help and care assistance,  

• residential care services, and  

• other social services.  

64. These services are aimed predominantly 
at providing help with IADL restrictions to 
persons with functional limitations and a 
limited ability to perform these tasks on their 
own without substantial assistance. An effort 
should be made to estimate expenditure on 
these items separately. For example, where 
home help is provided together with long-
term nursing (for ADL restrictions) and 
home help (for IADL restrictions), the 
services should be separately counted under 
Long-term nursing care: home care (HC.3.3) 
and HC.R.6.1 (home help). When the 
separation is not possible, all expenditure 
should be reported under HC.R.6.1.  

Possible approaches to define long-term 
care and long-term health care  

65.  A key purpose of the current project is to 
clarify and discuss possible options for the 
treatment of LTC expenditure under the 
revised SHA manual.  

66. Three broad alternative approaches (or a 
combination of them) could be taken to 
define the boundaries of long-term care and 
distinguish between health and social LTC 
expenditure: 

• A functional approach based on the type 
of services (help with ADL vs. IADL; or 
using other categories of services) as 
currently used under the JHAQ;  

• An approach based on the type or 
characteristics of providers or financers. 
Within this approach, three further 
possibilities can be discerned:  

− (i) health vs. non-health qualification 
of personnel (that is only services 
provided by personnel with medical 
or nursing qualification are classified 
as LTHC);  

− (ii) health vs. social institutions (that 
is only services provided by 
institutions or personnel reported 
under health sector in national 
statistics are classified as LTHC);   

− (iii) financing from heath vs. social 
budgets (that is only services 
financed by health or LTC insurance 
or health budget are classified as 
LTHC). 

• An approach based on the health status 
of recipients (LTC health and social 
services provided for persons with ADL 
restriction vs. social services of LTC 
provided for persons with IADL 
restriction only).   

67.  The functional approach defines health 
components of LTC as help with ADL and 
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social components of LTC as help with 
IADL. This approach requires separate 
accounting of expenditure on the different 
types of services. This approach is the closest 
to the functional approach of the SHA.  

68.  The second approach is based on the 
type or characteristics of providers or 
financiers and defines the health component 
of LTC as nursing care services provided by 
personnel with medical or paramedical 
qualifications or in institutions classified as 
health care in national statistics (hospitals or 
nursing homes). Similarly, the health 
component of LTC may be defined as 
services financed by health insurance or 
government’s health budget. However, there 
is considerable variation in how (by what 
personnel and in what institution) the same 
types of services are provided or financed 
across countries. Thus, the comparability of 
data based on this approach is limited.  

69. The third approach makes a distinction 
between health and social components of 
LTC based on the severity of a person’s 
restrictions with activities of daily living. All 
services provided to persons with ADL 
restrictions are categorised under long-term 
health care, including help with IADL 
(provided to persons whose basic need is the 
help with ADL). 

Arguments for a functional approach  

70. The SHA Manual should provide a 
framework that is able to better serve the 
policy needs. In particular, it is desirable to 
provide comparable data on total LTC and its 
health and social care components, taking 
into account the diversity of national 
practices and changes in national 
institutional arrangements.  

71.  As institutional arrangements differ 
across countries, and help with ADL 
restriction may be provided by personnel 
with differing qualifications across countries, 
it seems that an approach based on the type 
of institutions or professional qualifications 

cannot provide comparable data on the 
consumption of personal care services 
(consequently on LTC expenditure). On the 
other hand, the functional approach, by 
disentangling the main components of LTC 
and defining whether each should be 
reported as health or social care, has a better 
potential for internationally comparable data. 

72. The LTC Guidelines require further 
clarification of definitions, even if the basic 
characteristics of the current definition (used 
under the JHAQ) are maintained. One area 
where the current definitions (under the 
JHAQ) could be easily and quickly amended 
is the classification of Personal care services 
(assistance with ADL restrictions). These 
services are classified as health under the 
LTC Guidelines, whereas home help or care 
assistance (help with IADL) is classified as 
social services of LTC. These services are 
positioned at the centre of the debate on the 
divide between health and social care as in 
practice it can be very difficult to distinguish 
the two types of services.  

73. Help with ADL (personal care services) 
which is currently classified as a health 
service may be provided under different 
institutional circumstances and by caregivers 
with different professional qualifications. In 
several countries help with ADL and IADL 
for persons living in their home is provided 
together by the same provider and, hence, 
expenditure data cannot be disentangled 
(e.g., Germany and Switzerland). These 
countries report spending on these combined 
home care and home help services under 
health expenditure. This however, does lead 
to an inconsistency: home help is classified 
as health expenditure in these countries, 
while in other countries, where separate data 
are available, as social expenditure. A 
question for further debate is how to handle 
this inconsistency.  

74. A functional approach, in classifying 
personal care services (assistance with 
ADL), can be applied in two ways:  
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• keep the current method with personal 
care services classified as health 
services, or  

• classify personal care services as social 
services.  

Arguments for an approach based on 
characteristics of providers 

75. In several countries, policy-making is 
still focused on the budget of different 
government services and less interest is 
placed in total spending on meeting the 
needs of the elderly or handicapped. In this 
circumstance, there is considerable focus on 
the statistics on spending by institutions and 
thus this information is readily obtained.    

76. Alternatively, a key means for 
distinguishing health and social services is 
the professional qualification of personnel. In 
this case, only services provided by health 
professionals (medical practitioners, nurses 
and other health practitioners) would be 
classified as LTHC. With this approach, 
expenditure on services provided by health 
professionals employed in social care 
institutions should be separated and reported 
as health care. This approach, however, also 
means that home care provided by 
households would be excluded from health 
care expenditure.  

77. An approach based on characteristics of 
providers, either who finances the services or 
the qualifications of those providing the 
services, may be more readily available from 
national statistics. Thus, data collection and 
reporting may be easier than under a 
functional approach that may require 
considerable work with mapping of national 
categories to ICHA-HC.  

78. Implementation of the functional 
approach for estimating LTC expenditure 
requires co-operation between experts 
working with health and social statistics. It 
may be easier where statistical offices are 
responsible for compiling Health Accounts. 

Countries where a health information 
institute is responsible for estimating 
national health expenditure may find it 
difficult to establish co-operation between 
different institutions. Such kinds of problems 
do not arise in the case of the approach based 
on characteristics of providers.  

Possible approaches for modifying the LTC 
Guidelines 

79. The revised SHA Manual is expected to 
provide definitions of, and Guidelines for 
estimating LTC expenditure which fulfil the 
criteria of policy relevance, comparability of 
LTC data, and feasibility of the estimation 
methods. In addition, consensus on the 
definitions and Guidelines is considered 
important. Therefore, the second phase of 
this project has re-examined the major 
options. With this purpose, all OECD and 
EU countries were sent a request in April 
2007 to provide their view on two 
interrelated issues:  

• their preference regarding the three 
alternative approaches mentioned 
previously to define the boundaries of 
long-term care and distinguish between 
health and social LTC expenditure;  

• their preference regarding four possible 
ways of modifying the LTC Guidelines 
currently applied in the OECD, Eurostat 
and WHO Joint data collection. 

80. The options for modifying the LTC 
Guidelines, on which countries were asked to 
express their preferences, are as follows:  

Option A: the status quo  

This option would entail maintaining the 
basic characteristics of the current 
definition (under the JHAQ). In particular, 
the recommendations on defining the 
boundary between health and social 
components of LTC require further detail. 
The current Guidelines contain a set of 
recommendations, but further advice on 
data compilation should be developed and 
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further guidance provided on estimation 
and data compilation issues. 

Option B: use different approaches to 
define the boundary between health and 
social components of LTC. Four different 
approaches are outlines below. 

Option B.1 entails using a functional 
approach based on types of services (ADL 
and IADL) as in option A but modifying 
the current definition in only one respect. 
Personal care (help with ADL) which is 
currently categorised as health would be 
categorised as social care13.  

Option B.2 involves applying an approach 
based on the professional qualification of 
providers. In this case, only services 
provided by personnel with medical or 
nursing qualification are classified as 
LTHC14. 

Option B.3 involves applying an approach 
based on the types of institutions or 
financing arrangements. In this case, only 
services provided by institutions or 
personnel reported under health sector in 
national statistics are classified as LTHC or 
only services financed by health or LTC 
insurance, or from the health budget are 
classified as LTHC. 

Option B.4 entails applying an approach 
based on health status of recipients as the 
preferred criteria to define the borderline 
between health and social components of 
LTC.  

Option C: report total LTC only 

                                                 
13 . The reasons for this change are discussed in 
paragraphs 54-56 above. 
14  Of all the options, this is the one closest to the 
definition of HC.3 Services of long-term nursing 
Care provided in the SHA Manual 2000.  The 
SHA Manual definition, however also includes 
home care provided by households, that is by 
carers without medical or health qualifications. 

In this case, no distinction is made between 
health and social components of LTC. 
LTHC is excluded from total health 
expenditure Thus the definition and 
estimation of total expenditure on health 
would be narrower than the current one, 
since health care would include only 
prevention, curative and rehabilitative care. 
(Only such nursing services that are 
integral part of a curative or rehabilitative 
episode of care would then be included.)  

Option D: report LTHC only  

Only services provided for LTHC would be 
reported. The advantage of this approach is 
that although it would be necessary to 
define the boundary between health and 
social care, it would not be necessary to 
count and report social services of LTC in 
the JHAQ data collection15. The boundary 
between LTHC and social services of LTC 
could be defined according to one of the 
four approaches as outlined in paragraph 48 
(i.e. ADL vs. IADL, professional 
qualifications of providers, types of 
institutions, types of financing 
arrangements or health status of recipients). 
This option would entail a narrower 
definition for total long-term care than the 
current one. Social components of LTC 
(e.g. home help) would be labelled as social 
care, and would not be included in the 
definition of total LTC. In this case, 
obtaining the total expenditure on services 
provided for people with functional 
limitations would require summing up 
LTHC expenditure and expenditure on 
certain types of social care.  

81.  Health accounts experts were asked to 
comment and express their preferences on 
the options for modifying the LTC 
Guidelines in early 2007. Answers received 
from 29 countries (22 OECD and 7 non-

                                                 
15  Two social expenditure statistics data 
collections, SOCX and ESSPROS, collect and 
publish data on social expenditure in long-term 
care.   
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OECD EU countries) concerning the options 
for modifying the LTC Guidelines are 
provided in Table 2 and summarised below. 
Note that 10 countries did not respond to the 
request for information.   

82. Option A: the status quo was supported 
by 15 countries. In their response, 5 out of 15 
countries said that they also use data on 
recipients (option B4) to assist with the 
separation of the expenditure into health and 
social components.  

83. Option B.1: classifying personal care as 
social care was supported by 2 countries, and 
an additional 2 countries in combination with 
another approach. 

84. Option B.2: approach based on 
professional qualifications was supported by 
3 countries with another 2 countries opting 
for either professional qualifications or 
another approach to define the boundary. 

85. Option B3: approach based on 
institutions (either financing or providers) 
was supported by 2 countries with another 4 
countries opting for either institutions or 
another approach to define the boundary. 

86. Option B.4: approach based on recipients 
was supported by 3 countries in combination 
with another approach. Recipients data was 
mentioned by an additional 7 countries as 
useful for helping to determine the boundary 
between health and social care.  

87. Option C: report LTC only was supported 
outright by two countries and as a possible 
option by another 3. 

88. Option D: report LTHC only was 
supported by 3 countries but in all cases in 
conjunction with another option.

Table 2. Country responses to options 

Country Option on reporting LTC Option Supplementary 
Information used 

Austria Current JHAQ guidelines A  
Bulgaria Current JHAQ guidelines A  
Denmark Current JHAQ guidelines A  
Finland Current JHAQ guidelines A  
France Current JHAQ guidelines A  
Germany Current JHAQ guidelines A recipients data B4 
Luxembourg Current JHAQ guidelines A  
Norway Current JHAQ guidelines A recipients data B4 
Slovenia Current JHAQ guidelines A  recipients data B4 
Switzerland Current JHAQ guidelines A  
Canada Current JHAQ guidelines or just LTHC A or D  
Czech Republic Current JHAQ guidelines or just LTHC A or D  
Ireland Current JHAQ guidelines or report TLTC A or C  
Romania Current JHAQ guidelines or report TLTC A or C  
Iceland Current JHAQ guidelines or change 

boundaries 
A or B4  

    
Cyprus Change JHAQ guidelines  B3 (Providers) or B4  
Estonia Change JHAQ guidelines  B1 or B3 (Providers)  
Hungary Change JHAQ guidelines  B2  
Japan Change JHAQ guidelines  B2   
Korea Change JHAQ guidelines  B2, B3 (Financing)or 

B4  
 

Latvia Change JHAQ guidelines  B1 or B3 (Providers & 
financing) 

 

Lithuania Change JHAQ guidelines  B2 or B4  
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Netherlands Change JHAQ guidelines  B1   
Sweden Change JHAQ guidelines  B1  
United States Change JHAQ guidelines  B3 (Providers)   
Turkey Change JHAQ guidelines & report only 

LTHC 
B3 (Providers & 
financing )& D 

 

    
Australia Report TLTC C  
Belgium Report TLTC C  
Spain Report TLTC or change JHAQ guidelines  C or B4  
    
Croatia No comment   
Greece No comment   
Italy No comment   
Malta No comment   
Mexico No comment   
New Zealand No comment   
Poland No comment   
Portugal No comment   
Slovak Republic No comment   
United Kingdom No comment   
    

Part 2 provides a summary of the current 
country status of implementing the JHAQ 
Guidelines.  

Recommendations 

89.  On the basis of the responses in Table 2, 
the majority of countries support the 
collection and reporting of LTC as an 
important indicator to understand the 
expenditure on all levels of LTC, not just on 
health. In addition, there appears to be 
acceptance of the overall boundaries and 
components of LTC. Thus, use could be 
made in the reporting of and comparisons 
using SHA data of this aggregate. In the 
same manner, the aggregate for curative-
preventive care (HC1-2, HC4-7) could 
similarly be better reported and used more 
frequently for comparisons. Therefore as a 
first recommendation LTC should be 
collected and be reported as an aggregate.  

90. 2 countries (plus 1 country partially) 
express the view of restricting the reporting 
just to the aggregate total of long-term care 
(LTC). The above recommendation will 
satisfy this. The majority of countries (26) 
expressed a preference for some kind of 
boundary between the health and social 

components of LTC. Most of these favour 
retention of the current JHAQ Guidelines. 
Thus based on the responses from OECD 
and EU countries, we recommend that the 
definition of the boundary between LTHC 
and LTSC should be based on types of 
services received (ADL/IADL distinction)16.  

91.  However, even those countries that 
purport to follow the current JHAQ 
Guidelines in their national reporting cannot 
make a clear separation of health and social 
components using the ADL/IADL approach. 
Many countries express the importance of 
relying on other available information such 
as that of beneficiary status to assist in the 
delineation of the data between health and 
social care. This practice is acknowledged 
and encouraged as recognition that there is a 

                                                 
16 Before, however this recommendation goes 
forward as a proposal for inclusion in the SHA 
manual 2.0, it will need to be considered by the 
International Health Accounts Team (IHAT). This 
proposal will be discussed by the International Health 
Accounts Team in the framework of the SHA 
revision, and, if endorsed, included in the proposal on 
boundaries of health care to be coordinated by 
Eurostat.  
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grey area between health and social care 
where division is problematic.  

92.  Country experience in dealing with 
problematic cases suggests that the data may 
be separated in the following way:  

1. Survey methods or expert opinion may 
be used to ascertain the proportion of 
services provided in either in institutions 
or home services which are ADL vs. 
IADL. The Ministry of Health France 
uses surveys to separate health and 
social care.  

2. In cases where it is difficult to separate 
LTHC and LTSC based on ADL/IADL 
restrictions, a second best approach is to 
define the boundary using health status 
of recipients (requiring ADL vs. IADL 
care)  

93. Those countries opting for a change in 
the approach to the definition of the 
boundaries (options B.2, B.3, B.4) obviously 
prefer other methods of delineation. 
Therefore, although the functional approach 
is often been promoted as being theoretically 
correct and in keeping with the functional 
approach of the SHA, from a practical point 
of view the Guidelines for Long-term care 
should be improved to enable countries to 
make better use of available national data to 
make the necessary allocation of 
expenditure. In this regard, publication of 
more country approaches of methods for 
delineating health and social care 
expenditure would be beneficial (5 examples 
of country best practice are provided below 
in Annex I). 

94. There was little response from the 
countries to option B1 of shifting personal 
services (help with ADL) into social 
services.  

95. In several countries home care (help with 
ADL) and home help services (help with 
IADL) are provided together at the home of 
the beneficiaries with ADL restrictions. If 

methods for separating health and social care 
are not available, we recommend that the 
services should be assigned to LTHC rather 
than LTSC, because the main reason for help 
is the restriction with ADL.  

96. Any proposed changes to the 
measurement of Long-term care expenditure 
need to accommodate both current 
challenges in measurement and those which 
arise with policy developments in LTC. 
Several such countries have Long-term care 
insurance systems17. Amongst the 
motivations for introducing the system is a 
desire to reconstruct the present vertically-
divided system between health, medical and 
welfare services, and to establish a system by 
which service recipients can receive 
comprehensive services from a variety of 
institutions of their choice. In these 
countries, access to insurance benefits is 
based on the assessment of an individual’s 
functioning capabilities. The questionnaires 
for evaluation of the appropriate care level of 
aged and disabled persons provide a rich 
source of data which should be used as much 
as possible when delineating long-term care 
into health and social components. The data 
on health status of recipients does not 
necessarily align perfectly with the services, 
ADL and/or IADL received but of the 3 
alternative options (under B2, B3 and B4), it 
is the closest to the current guidelines. Thus, 
data on health status and service 
requirements of recipients may be used 
pragmatically to separate health and social 
expenditure.   

97. Guidelines for defining the boundary 
between LTHC and LTSC should be flexible 
in order to accommodate the considerable 
differences between countries in long-term 
care organisation and also changes in the 
organisation over time. Separation of 
expenditure into health or social components 
is relatively straightforward for the largest 

 
17. Germany, Japan and Luxembourg have long-
term care insurance. Long-term care insurance will 
be introduced in Korea in 2008.  
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portion of LTC expenditure in most 
countries. For the grey areas where services 
provided straddle the health and social 
sectors, countries can learn from each other. 
In order to formalise this process, we 
propose to integrate more country 
information into the Guidelines. 
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Annex I 

Country Experiences in Defining the Boundary between Health and Social Care 

 

Australia 

98. Until recently, the Australian Institute of 
Health and Welfare (AIHW) had been 
splitting residential aged care expenditure 
into health and welfare based on the Resident 
Classification Scale (RCS) categories. There 
are 8 Resident Classification Scale categories 
from RCS 1 to RCS 8. These are ranked 
progressively in terms of intensity of need. 
RCS 1 to 4 are described as high-level care, 
and RCS 5 to 8 are low-level care. Funding 
for residents assessed in category 1 was the 
highest. Residents classified in category 8 do 
not attract any funding. Expenditure for 
residents classified as RCS 1 to 4 (high level 
care needs) was allocated to health 
expenditure and expenditure for those 
classified as RCS 5 to 8 (low level care) was 
allocated to welfare services expenditure. 

99.  For funding purposes, each resident is 
classified according to the answers given to 
the RCS questionnaire. The questionnaire 
has 20 questions ranging from 
communication and mobility to technical and 
complex nursing procedures. It is the view of 
the AIHW that the majority of these 
activities (excluding 17 to 19) fall under the 
category of personal care assistance rather 
than health care. The following three areas 
(17 to 19) could be considered health 
services: medication; technical and complex 
nursing procedures; and therapy. The other 
17 areas, which mostly involve assistance 
with activities of daily living, could be 
considered welfare services. These activities 
can be performed by people without health 
qualifications, and this is an indication that 
the activities do not primarily have a health 
purpose. On that basis, the three areas 
allocated to health accounted for 28% of the 
total government basic subsidy for 
residential aged care. The other 17 areas 

accounted for 72% of the government basic 
subsidy. 

100. Given that over two-thirds of the 
expenditure for residential care facilities is of 
a welfare services nature rather than a health 
nature, the AIHW considers that it is no 
longer appropriate to continue to use the high 
level care/low level care split whereby 78% 
of residential aged care expenditure was 
allocated to health and 22% to welfare 
services. In the reporting of health and 
welfare expenditure from 2005-06 onwards, 
all expenditure on residential aged care 
facilities is classified to welfare services in 
accordance with the classification practices 
of many other Australian government 
departments.  

101. In addition, the AIHW comments that 
higher level care categories should not 
necessarily be associated with higher needs 
for health services. For many in aged care, 
illness is the cause of the need for care this 
does not mean that the provided type of care 
has a health purpose. A service has a health 
purpose if the service is actively aiming to 
improve a person’s health or to prevent 
illness or injury. Most residential aged care 
services have a care focus rather than a cure 
focus. Most of the services are to cater for 
needs for personal care that have developed 
because of declines in health status in the 
past, but are not directly attempting to 
reverse that health status decline. 

102. From 20 March 2008 a new 
assessment instrument, the Aged Care 
Funding Instrument, will be introduced. This 
instrument is a set of 12 questions and will 
enable categorisation according to 3 levels of 
care of low, medium and high. The 
categories are associated with two new 
supplements, each paid at three levels (low, 
medium and high) for mental and 
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behavioural conditions, including dementia, 
and the other for complex health care needs, 
including palliative care. 

103. This summary has been extracted 
from Health Expenditure Australia 2005-06 
Health and welfare expenditure series no.30, 
Australian Institute of Health and Welfare 
2007 available at: 

http://www.aihw.gov.au/publications/hwe/he
a05-06/hea05-06-c06.pdf  

Canada  

104.  The current Canadian Health 
Accounts contain 42 discrete categories of 
expenditure grouped into 8 major categories 
(uses of funds). The classification of uses of 
funds in the current Canadian Health 
Accounts may be defined as a mixed 
classification of providers and functions, but 
is largely a classification of providers. 

105. One of the 8 major categories is 
“Other Institutions”. This category includes 
residential care types of facilities (for the 
chronically ill or disabled, who reside at the 
institution more or less permanently) and 
which are approved, funded or licensed by 
provincial or territorial departments of health 
and/or social services. Residential care 
facilities include homes for the aged 
(including nursing homes), facilities for 
persons with physical disabilities, 
developmental delays, psychiatric 
disabilities, alcohol and drug problems, and 
facilities for emotionally disturbed children. 
Facilities solely of a custodial or domiciliary 
nature and facilities for transients or 
delinquents are excluded. 

106.  In the Canadian context, residential 
institutions are classified based on a 
considerable share of residents receiving care 
as classified in the Residential Care Facilities 
Survey. In the Survey, there are 4 types of 
care distinguished: 

1. Type I care is that required by a person 
who is ambulant but who has decreased 

physical and/or mental faculties, and 
who requires primarily supervision 
and/or assistance with activities of daily 
living.  

2. Type II care is that required by a person 
with a relatively stabilized (physical or 
mental) chronic disease or functional 
disability, who, having reached the 
apparent limit of his recovery, in not 
likely to change in the near future, who 
has relatively little need for diagnostic 
and therapeutic services of a hospital, 
but who requires availability of personal 
care for a total of 1.5 - 2.5 hours in a 24 
hours day, with medical and professional 
nursing supervision and provision for 
meeting psycho-social needs. 

3. Type III care is that required by a person 
who is chronically ill and/or has a 
functional disability (physical and 
mental), whose acute phase illness is 
over, whose vital processes may or may 
not be stable, whose potential for 
rehabilitation may be limited, and who 
requires a range of therapeutic services, 
medical management and skilled nursing 
care plus provision for meeting psycho-
social needs. A minimum of 2.5 hours of 
individual therapeutic and/or medical 
care is required in a 24-hour day.  

4. Higher type care involves more nursing 
and/or medical care than Type III. Very 
few residents would receive this type of 
care. Care above Type III is usually 
provided in a hospital setting. 

107. Only those institutions with a 
considerable share of residents receiving 
Type II and higher types of care are 
classified as long-term health care only three 
categories of facilities meet this criterion: 
homes for the aged, institutions for persons 
with physical disabilities, institutions for 
persons with psychiatric disabilities.  

108. In the correspondence between the 
Canadian Health Accounts and ICHA-HC, 

http://www.aihw.gov.au/publications/hwe/hea05-06/hea05-06-c06.pdf
http://www.aihw.gov.au/publications/hwe/hea05-06/hea05-06-c06.pdf
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Type I care was excluded. Expenditures for 
Type II and Type III care were put under 
HC.3.1 (In-patient long-term nursing care). 
Expenditures for care above Type III were 
put under HC.1.1 (In-patient curative care).  

109. There are two departures between the 
ICHA Categories and those used in national 
practice. Expenditures by the public sector 
for home care programs including payments 
to Victoria Order of Nurses are included 
under HC3.3. The programs, however, may 
include some expenditure for curative and 
rehabilitative care than cannot be distinguished 
from expenditure on long-term nursing care. 
Expenses on outreach workers employed by 
the residential care facilities but providing 
home care services cannot be distinguished 
and are included under HC.3.1. 

110. This summary has been extracted 
from Gilles Fortin SHA-Based Health 
Accounts in Thirteen OECD Countries 
Country Studies: Canada National Health 
Accounts 1999 OECD Health Technical 
Papers No. 2: 

DELSA/ELSA/WD/HTP(2004)2.  

Germany  

111. The Guidelines for LTC were 
introduced for the SHA JHAQ 2006. 
Germany supplies LTC data consistent with 
the Guidelines and the data is available since 
2000.  

112. In Germany entitlement to long-term 
care was added to the 11th Book of Social 
Code in 1995 as a separate pillar of the 
Social Security System. Social LTC 
Insurance covers the same persons who are 
covered under Statutory Health Insurance 
(approximately 90% of population). The 
scheme is financed from mandatory social 
contributions based on 1.7% of gross income 
with employers paying half of it, although 
some exceptions do apply.  

113. There are 2 sources of public sector 
data. First, detailed information on the type 

of LTC-services is derived from financial 
records of the financing agents. Second, 
entitlement conditions for recipients of LTC 
services are legally defined in the respective 
books of the Social Code. The Social Code 
states that persons who need help and 
assistance with daily and recurrent activities 
due to a physical, psychological or mental 
illness or disability, for a minimum period of 
6 months and require help with ADL and 
IADL are entitled to benefit from LTC 
services. The services provided and benefits 
granted cover help and assistance with ADL 
and IADL from ambulatory services, public 
and private, and with basic medical services 
in licensed nursing care institutions, other 
services/benefits: respite care, technical 
appliances, and pension entitlements for 
informal care givers. 

114. The accounting practice for these 
public services using the JHAQ Guidelines is 
as follows: 

• In-patient long-term nursing care provides 
basic medical care services and assistance 
with ADL and IADL and is classified as 
HC.3. 

• Home care/Personal care services 
(provided by professionals) provide 
assistance with ADL and IADL and are 
classified as HC.3. 

• Cash benefit/Care allowance given to 
informal care givers, provides assistance 
with ADL and IADL and is classified as 
HC.3. 

115. For the private sector, no financial 
records are available, so estimation methods 
are required for estimation purposes. For the 
estimation of private household expenditure 
in nursing homes, the output of LTC in 
nursing homes is estimated using the long-
term care statistics (number of residents X 
average daily care rate) and the expenditure 
of private households is treated as residual 
value between the output and the payments 
received from the social LTC Insurance. 
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However, the vast majority of inpatients in 
nursing homes are entitled to benefits of 
Social LTC Insurance.  

116. Where LTC is provided in the 
dependent’s home, expenditure is estimated 
using special survey data and overall 
expenditure is calculated with all possible 
reimbursements deducted. Expenditure is 
broken into long-term health care (HC.3) and 
social services of long-term care (HC.R.6.1) 
on the basis of expert estimation.  

117. In the case of supported living 
arrangements, the following accounting 
practice has been established. If a person in 
Supported Living Arrangement is not 
entitled to benefits under Social LTC 
Insurance, this implies that help with ADL 
and IADL is not required and thus the 
expenditure is not considered as LTC. On the 
other hand, if the person in a Supported 
Living Arrangement is entitled to benefits 
under Social LTC Insurance, then assistance 
with ADL and IADL are required and the 
expenditure is included in LTC.  

118. Overall, implementation of the 
Guidelines depends on country-specific data 
availability. Pragmatic solutions to problems 
must be found. In the German case, some 
deviations from Guidelines remain, for 
example, medical treatment (wound dressing, 
injections etc…) for persons requiring LTC 
in their home is accounted for under Curative 
Home Care. 

119. This summary was taken from a 
presentation by Michael Müller of the 
German Federal Statistical Office entitled 
“Application of the Guidelines on the 
Treatment of LTC – A Pragmatic Approach” 
and presented at the OECD Health Accounts 
Experts Meeting, Paris on 8-9th October 
2007. 

Japan 

120. Japan implemented a new long-term 
insurance scheme (LTCI) for the frail and the 

elderly on 1 April 2000. Japan has the most 
rapidly ageing population in the world and 
will soon have the highest percentage of the 
elderly and the very old in its population. 
The new public long-term care insurance 
system was introduced with the aim of 
responding to society's major concern about 
care of the aged and disabled. Everyone aged 
40 and older pays premiums, and everyone 
aged 65 and older is basically eligible for 
benefits based strictly on physical and mental 
disabilities.  

121. After an application for care, a care 
manager conducts an assessment of the 
client’s physical disability during a home 
visit using an approximately 82-item 
questionnaire developed by the Ministry of 
Health, Labour and Welfare. The assessment 
forms are processed using a computer 
program that classifies applicants according 
to the degrees of support/care required. 
Eligibility status is classified into one of the 
following six levels after an assessment of 
the physical and cognitive functions of the 
individuals: Support Level, which is for 
individuals who are generally capable of 
conducting basic daily activities, but require 
some assistance; and five Care Levels, which 
are Care Level I (for individuals requiring 
partial care) to Care Level V (for those 
whose ability to conduct daily activities is 
almost impossible without extensive 
assistance).  

122. The number of benefits an individual 
receives from long-term care insurance 
varies with eligibility status, increasing with 
the amount of support or care required. 
Benefits under this system are provided in 
the form of services, with money being paid 
to service providers directly. In principle, the 
recipients can receive services under LTCI 
either at home or in appropriate facilities. 
Individuals eligible for the Support Level 
only can only receive services at home.  

123. Further information is available at 
http://www.mhlw.go.jp/english/topics/elderl
y/care/2.html  

http://www.mhlw.go.jp/english/topics/elderly/care/2.html
http://www.mhlw.go.jp/english/topics/elderly/care/2.html
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Spain  

124. Social security protection has been 
extended in line with the "Libro Blanco de la 
Dependencia" (White paper on Dependency) 
published in 2004 by the Spanish 
Government. This extension is based on 
legislation concerning dependency 
promulgated in December 2006. This 
legislation defines the basic conditions which 
ensure equal treatment regarding the 
promotion of personal autonomy and the care 
provided for those who are dependent, 
through the creation of a System for 
Autonomy and Care for Dependents 
(Sistema para la Autonomía y Atención a la 
Dependencia or SAAD). The System took 
effect in January 2007 and will be fully 
operative in 2015 for all types of 
dependency. 

125. The legislation defines dependency as 
a permanent state affecting persons who, for 
reasons connected with their age, state of 
health or disability leading to the loss of 
physical, mental, intellectual or motor 
(sensorial) autonomy, require the help or 
assistance of a third party to carry out the 
basic activities of daily life or, in the case of 
those with a mental handicap or mental 
illness, other support for their personal 
autonomy. 

126. Various types of dependency have 
been identified as follows: economic, 
physical, and mental or cognitive 
dependency. These types of dependency 
have been split up into moderate, severe or 
total dependency. Each of these divisions is 
further divided into two levels. 

127. The aim of the benefits allocated by 
the system for those in a state of dependency 
is to provide a better quality of life and a 
greater degree of personal autonomy, to 
provide real equality of opportunity and to 
facilitate their active inclusion in community 
life. 

128. The data for LTC expenditure is 
derived from the White paper on 
Dependency that gives extensive information 
about the number, health conditions, 
different dependence levels and expenditure 
for the elderly and people with physical and 
mental impairments.  

129. For many data classifications for 
long-term care, the National Accounts and 
Household Budget Continuous Survey 
(HBCS) provide the core data. Data from the 
White paper on Dependency is then used to 
estimate the LTC expenditure data. .For both 
LTHC (HC3.1) and social LTC (HCR6.1), 
the White paper on Dependency is used to 
provide the parameters of estimates for 
public and private expenditure.  

130. Reference document(s): Ley No. 
21990 del 14 de diciembre de 2006; Libro 
Blanco de la Dependencia, Diciembre de 
2004.
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Annex II 

The linkage of the SHA classifications to those applied in SNA

131.  The new ISIC Rev 4 classification 
distinguishes three new divisions under Section 
Q - Human health and social work activities: 
Human Health Activities (Division 86); 
Residential Care Activities (Division 87); and 
Social work activities without accommodation 
(Division 88). Under Human Health Activities, 
the Group "Hospital activities" includes LTC 
provided in hospitals, but no longer contains 
nursing homes. Division 87 "Residential Care 
Activities" includes all nursing care facilities and 
all types of residential care facilities. 
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Health and long-term care under the International Standard Industrial Classification of All Economic Activities 
(ISIC) 

Section Q - Human health and social work activities 

 New Division 86 – Human Health Activities consisting of: 

 861 – Hospital activities 

 862 – Medical and dental practice activities 

 869– Other human health activities 

New Division 87 – Residential Care Activities, consisting of: 

 871 Residential nursing care facilities 

 872 Residential care activities for mental retardation, mental health and substance abuse  

 873 Residential care activities for the elderly and disabled 

 879 Other residential care activities 

New Division 88 – Social work activities without accommodation, consisting of: 

 881 – Social work activities without accommodation for the elderly and disabled 

 889 – Other social work activities without accommodation 

 

 24



Final Report December 2007 

 25

                                                

 

PART 2: COUNTRY INFORMATION ON DATA SOURCES AND DESCRIPTIONS FOR 
LTC EXPENDITURE IN OECD AND EU COUNTRIES

AUSTRALIA18 

I. DESCRIPTION OF LONG-TERM 
CARE 

 Australia’s universal public health insurance, 
Medicare, is responsible for financing and 
overseeing the delivery of a range of health 
services. Benefits for residential aged care are 
provided under the Aged Care Act to all eligible 
Australian residents. The Federal Department of 
Health and Ageing is responsible for setting 
strategic goals in the delivery of health and long-
term care services. In long-term care, these 
include developing a National Strategy for 
Ageing and ensuring the availability of a range 
of programs to meet the needs of Australia’s 
ageing population, including Home and 
Community Care, Residential Care and National 
Respite for Carers.  
 The Federal government maintains policy 
and funding responsibility for social security and 
other cash benefits, which include payments for 
institutional long-term care and for intensive 
home care. The State governments have 
management responsibility for home care 
programmes, which are jointly funded with the 
Federal government. In keeping with other 
benefits in Australia, including the old-age 
pension, all long-term care benefits are subject to 
income and asset testing.   
 Since 1983, the Federal government has been 
shifting long-term care towards community 
based care. The Home and Community Care 
program is a joint Federal and State initiative 
providing funding for services which support 
people who live at home and whose capacity for 
independent living is at risk or who are at risk of 
premature or inappropriate admission to long-

 
18 Country note prepared by the Secretariat with 
additional information and verification by the 
national correspondent. 

term institutional care. The Federal government 
contributes a portion of the funding and sets 
broad strategic policy and goals. The States 
contribute the remainder of the funding and are 
responsible for programme management, 
including approval and funding of Health and 
Community Care services in their regions. The 
providers enter into contracts with the State 
governments setting out the type and level of 
service required. Current and potential Health 
and Community Care clients are free to approach 
different providers operating within their area. 
 Health and welfare programmes in Australia 
are funded from Federal taxes, State taxes and 
household out-of-pocket payments. Recipients of 
institutional care and home care services under 
the Health and Community Care program make a 
financial contribution to the cost of their care. 
The Federal government regulates the maximum 
charge that a service provider may request. 
Special arrangements are in place for people who 
cannot afford to pay.  
 Government-funded care institutions can 
charge a basic daily fee for care-related services 
up to a maximum level for Australian 
government pensioners and up to a slightly 
higher maximum level for older persons who do 
not qualify for a government pension. People in 
nursing home-type care can also be charged an 
asset-dependent charge for accommodation-
related services. They are only expected to pay if 
their assets exceed a minimum level. 
 Residents in an aged care institution with a 
government pension contribute about 13 percent 
to their accommodation and care from their 
private income, savings and pension. Residents 
who have sufficient assets and income and are 
therefore not entitled to a government pension 
may contribute about a quarter of the cost of their 
accommodation and care.  
 Needs are assessed by Aged Care 
Assessment Teams that are jointly run and 
financed by Federal and State governments. The 
teams categorise older people’s needs using an 
eight-step scale and give advice about what 
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services are available. If the older person is 
assessed as needing residential care then an 
Australian Government subsidised place is made 
available in a residential aged care home. These 
homes provide nursing and personal care for frail 
older people who can no longer live 
independently in their own homes. The 
Australian Government funds most residential 
aged care services. 
 Retirement villages accommodate people 
aged over 55. Residents may be in excellent 
health or may require assistance in daily living. 
Retirement villages are popular with people who 
feel they need more security, support or company 
but who want to maintain their independence. 
Retirement villages are funded by residents’ 
payments, loans or donations. Both residential 
aged care services and retirement villages may be 
owned and operated by voluntary organisations. 
The private for-profit sector develops many 
retirement villages.  
 Home and Community Care programs 
provide services and care for frail older people 
and people with disabilities living at home, and 
their carers. The services are funded jointly by 
Federal and State governments and are provided 
by various organisations. Access to services is 
subject to assessment by Aged Care Assessment 
Teams in the same way as institutional care 
places. The government subsidy is paid to the 
provider in line with the assessed level of care. 
Some services charge a small fee, which varies 
from State to State, depending on the user’s 
income and the number of services being used. 
Available services include home help, transport, 
food services, and home and community nursing. 
 Key initiatives helping carers include the 
Health and Community Care program and the 
National Respite for Carers program. Caregivers 
organisation in Australia are well organised and 
provide a strong unified advocacy voice.  
 The Australian Bureau of Statistics reports 
that in 2003, 2.6 million Australians were 
providing care, representing 8.5% of the 
population. Of these, 19% were classed as 
primary carers. There is a Carer Allowance for 
those who provide care for an adult or child with 
a disability, or for the frail aged at home. There 
is also a Carer Payment to provide income 
support for those who, because of their caring 
role, are unable to support themselves through 
employment. The Carer Payment is income and 
asset tested for caregiver and care receiver. In 

addition, carers may receive services such as 
respite care. 
 LTC expenditure (HC.3) was 7.4 % of 
current health expenditure and 0.7% of GDP 
compared with the OECD-EU averages of 
9.5% and 0.9%. In 2004, 79.98% of long-
term health care was publicly funded and 
19.8% was funded by out-of-pocket 
payments. Please refer to Tables AUS.3 to 
AUS.8 for more details. 

II. METADATA 

Definitions of long-term care 

 Previously, expenditure, as reported by the 
Australian Institute of Health and Welfare 
(AIHW) for both national and international 
purposes were allocated to health or welfare 
(social) expenditures based on an assessment of 
the requirement for ’high level’ care services (see 
’Information on defining and using distinction 
between ADL and IADL’ below). However, 
nursing homes for the disabled, as well as 
domestic and personal services provided to the 
elderly and disabled in their home, were reported 
under the social (welfare) sector. 
 From 2007, the AIHW has reclassified all 
residential aged care facility expenditure as 
welfare expenditure and no longer makes the 
distinction of LTC expenditure into health and 
social components. 

Availability of data on the main components of 
LTC services 

 Table 1 indicates which statistics contain data 
for expenditure on the main components of LTC 
for the Australian national and international 
information system.  
 Current data reported (for 2004/05) classified 
residential care expenditure to health or social 
expenditure based on an assessment of the 
dependency levels with high level care allocated 
to health and low level to social (welfare). 
Reporting to the Joint Health accounts 
Questionnaire has been restricted to the health 
component (HC.3) based on this allocation i.e. 
no estimates of social LTC (HC.R.6.1) were 
provided to the joint collection. 
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Information on defining and using distinction 
between ADL and IADL 

 Dependency levels and care needs of 
residents and potential residents of “residential 
care facility” institutions are assessed prior to 
admission and re-admission and are regularly 
re-assessed during the course of their stay(s) 
within the institution. They are classified into 

one of eight care need categories with residents 
coming within categories 1-4 classified as 
receiving “high-level” care services and are 
allocated to health expenditure. [Note: From 
2007, the AIHW has adopted more of an 
institutional approach to define long-term care 
expenditure that is based on the type of providers 
or financers.] 

 

Table AUS.1. National and international data reporting on the main components of LTC services 

Main components of LTC services 

Current official 
statistics for 
national purposes 

Data reported to the 
Joint Health 
Accounts data 
collection 
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Palliative care 
(end-of-life care)  

X  X  

Long-term nursing care 
(intensive, high level care and assistance with ADL restrictions, including 
accommodation in high-level care nursing homes) 

X X* X*  

Personal care services 
(help with ADL restrictions) 

X X* X*  

Home help; care assistance 
(help with IADL restrictions) 

 X   

Services in support of informal (family) care 
(such as care allowances, social protection of informal carers, counselling) 

 X   

Residential care services, other than nursing homes 
(supported living arrangements: long-term care together with residential care 
services) 

 X   

Other social services provided in a long-term care context 
(special types of transportation; Case management / coordination) 

 X   

* Nursing homes for the disabled and domestic and personal services provided to the elderly at home are classified as social 
statistics. From 2007, the AIHW classifies all residential aged care facility expenditure as social statistics. 
** No estimates of expenditure on social services of LTC (HC.R.6.1) were submitted to the Joint Health Accounts data collection. 

III. DATA SOURCES on expenditure 
General description 
Name / institution of the main data sources: 
“Health expenditure Australia 2004-05”, Australian Institute of Health and Welfare 
“Welfare expenditure Australia 2003-04”, Australian Institute of Health and Welfare 
Table AUS.2. Detailed information 

Data Sources and availability 
  HF.1 General government 
HC3 Long-term nursing care - Federal Department of Health and Ageing 

- State and Territorial governments 
 Inpatient long-term nursing care - Australian Hospital Statistics (AIHW) 
 Long-term nursing care: home care  
HC.R.6.1 Social services of long-term care 

(LTC other than HC3) 
- ABS 
- AIHW 
- Productivity Commission Report on Government Services 

  HF.2 Private sector 
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HC3 Long-term nursing care - Private Health Insurance Administration Council (PHIAC) 
- National Accounts (ABS) 
- Workers’ compensation and compulsory third-party motor vehicle insurers 

 Inpatient long-term nursing care  
 Long-term nursing care: home care - Private Health Insurance Administration Council (PHIAC) 

- National Accounts (ABS) 
HC.R.6.1 Social services of long-term care 

(LTC other than HC3) 
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Table AUS.3. Key indicators of LTHC and total LTC: Australia, 2004 

Indicators 

Per capita 
Expenditure 

Personal health care expenditure
(HC.1-HC.5) 

Current health expenditure1

(CHE) 
Households Actual Final 

Consumption 
(HAFC) 

Gross Domestic Product 
(GDP) 

in USD PPP OECD&EU 
Average 

% of  
OECD&EU 

Average 

Percentage
of  

OECD&EU 
Average 

% of  
OECD&EU 

Average 

Percentage 
of  

OECD&EU 
Average 

% of  
OECD&EU 

Average 

Percentage
of  

OECD&EU 
Average 

% of 
 OECD&EU 

Average 

Percentage
of  

OECD&EU 
Average 

% of  
OECD&EU 

Average 

(a) (b) (100*a/b) (a) (b) (100*a/b) (a) (b) (100*a/b) (a) (b) (100*a/b) (a) (b) (100*a/b) 

Long-term health care (LTHC) $221 $291.2 76% 7.8% 10.1% 77% 7.4% 9.4% 79% 1.0% 1.3% 75% 0.7% 0.9% 79% 
Total Long-term care (LTHC+LTSC) - - -   - - - - - - - - - 

Current health expenditure $2,984 $2439
122

%             13.1% 12.4% 106% 9.1% 8.3% 109% 
Source: Calculation based on OECD HD 2007 and Eurostat. 
1) Total Long-term care (LTHC+LTSC) is compared with Current health expenditure (CHE) plus Long-term Social care (LTSC) 
 
 
 
 
 
 
 
Table AUS.4. Total long term care expenditure by main types of LTC and financing schemes, millions of NCU: Australia, 2004 
    HF.1     HF.2             HF 

General 
government 

HF.1.1 HF.1.2 

Private  
sector 

HF.2.1+2.2 HF.2.3     HF.2.4 HF.2.5 

Total LTC General  
government 

(excl. social 
security.) 

Social  
security 

Private 
insurance 

Private 
household 

out-of-pocket 
payments 

HF.2.3.1 HF.2.3.2 to 2.9 

Non-profit 
institutions Corporations 

    

Out-of-pocket, 
excluding cost-

sharing 
Cost-sharing 

HC.3 Long-term nursing and personal care  4819 4819  1221            0.15  1196 0 1196 0 25 6041 
HC.3.1, 3.2 LTC: inpatient care and day cases 4792 4792 1221 0 1196 0 1196 0 25 6013 
HC.3.3  LTC: home care 27 27               0.15             0.15  0 0 0 0 0 27 
HC.R.6.1 Social services of LTC (other than HC.3)                   
 Total 4819 4819 1221            0.15  1196 0 1196 0 25 6041 
Source: OECD Health Data 2007. 
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Table AUS.5. Total long term care expenditure by main types of LTC and financing schemes, Total LTC=100: Australia, 2004 
    HF.1     HF.2         HF 

General 
government 

HF.1.1 HF.1.2 

Private  
sector 

HF.2.1+2.2 HF.2.3 HF.2.4 HF.2.5 

Total LTC General  
government 

(excl. social 
security.) 

Social  
security 

Private 
insurance 

Private 
household 

out-of-pocket 
payments 

Non-profit 
institutions Corporations 

    
HC.3 Long-term nursing and personal care  79.78 79.78   20.22            0.00  19.80 0.00             0.42  100.00 
HC.3.1, 3.2 LTC: inpatient care and day cases 79.33 79.33 20.22 0.00 19.80 0.00            0.42  99.55 
HC.3.3  LTC: home care                0.45              0.45               0.00            0.00 0.00 0.00 0.00            0.45  
HC.R.6.1 Social services of LTC (other than HC.3)                   
 Total 79.78 79.78 20.22            0.00  19.80 0.00             0.42  100.00 
Source: OECD Health Data 2007. 
 
 
 
 
 
 
 
 
Table AUS.6. LTC as percentage of total current health expenditure, Total current expenditure on health =100 : Australia, 2004 
    HF.1     HF.2         HF 

General 
government 

HF.1.1 HF.1.2 

Private  
sector 

HF.2.1+2.2 HF.2.3 HF.2.4 HF.2.5 

Total LTC General  
government  

(excl. social 
security.) 

Social  
security 

Private 
insurance 

Private 
household 

out-of-pocket 
payments 

Non-profit 
institutions Corporations 

    
HC.3 Long-term nursing and personal care                  5.91                5.91                  1.50             0.00              1.47 0.00             0.03              7.41  
HC.3.1, 3.2 LTC: inpatient care and day cases                5.88              5.88               1.50 0.00            1.47 0.00            0.03             7.38  
HC.3.3  LTC: home care                0.03              0.03                0.00            0.00 0.00 0.00 0.00            0.03  
 Total                 5.91               5.91                1.50            0.00              1.47 0.00             0.03              7.41  
Source: OECD Health Data 2007. 
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Table AUS.7. Total long term care expenditure by main types of LTC and providers, millions of NCU : Australia, 2004 
    HP.1 HP.2     HP.3 (excl. 

HP.3.6) 
HP.3.6 HP.7.2 HP.7.9   HP 

    HP.2.1 HP.2.2-2.9           

    

Hospitals Nursing and 
residential care 

facilities 

Nursing care 
facilities 

Residential care 
facilities 

Providers of 
ambulatory 
care (excl. 

HP.3.6) 

Providers of 
home health 

care 

Households as 
providers of 
home care 

All other 
industries as 

secondary 
producers  

Other types of 
facility n.e.c. 

Total 

HC.3 Long-term nursing and personal care  408 5605 5605                     -  25             1.68                  -                   -    6041 
HC.3.1, 3.2 LTC: inpatient care and day cases 408 5605 5605                    -                 -                  - 6013 
HC.3.3  LTC: home care                      -                    -                    -                     - 25            1.68     27 
HC.R.6.1 Social services of LTC (other than HC.3)                     
 Total 408 5605 5605                     - 25             1.68                  -                   -  6041 
Source: OECD Health Data 2007. 
 
 
 
 
 
 
 
 
 
Table AUS.8. Total long term care expenditure by main types of LTC and providers, Total LTC=100 : Australia, 2004 
    HP.1 HP.2     HP.3 (excl. 

HP.3.6) 
HP.3.6 HP.7.2 HP.7.9   HP 

    HP.2.1 HP.2.2-2.9           

    

Hospitals Nursing and 
residential care 

facilities 

Nursing care 
facilities 

Residential care 
facilities 

Providers of 
ambulatory 
care (excl. 

HP.3.6) 

Providers of 
home health 

care 

Households as 
providers of 
home care 

All other 
industries as 

secondary 
producers  

Other types of 
facility n.e.c. 

Total 

HC.3 Long-term nursing and personal care  6.76 92.79 92.79 0.00 0.42 0.03 0.00 0.00   100.00 
HC.3.1, 3.2 LTC: inpatient care and day cases 6.76 92.79 92.79 0.00 0.00 0.00 99.55 
HC.3.3  LTC: home care 0.00 0.00 0.00 0.00 0.42 0.03     0.45 
HC.R.6.1 Social services of LTC (other than HC.3)                     
 Total 6.76 92.79 92.79 0.00 0.42 0.03 0.00 0.00 100.00 
Source: OECD Health Data 2007. 
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AUSTRIA19 

I. DESCRIPTION OF LONG-TERM 
CARE 

 The social welfare sector in Austria 
comprises three sectors: social insurance, social 
assistance and other support. Social insurance 
provides sickness, pension and accident 
insurance to defined population groups in return 
for mandatory contributions. The social 
insurance system provides insurance against 
unemployment, as well. Social assistance 
provides a needs-based safety-net for individual 
cases and is financed by the Länder from 
taxation. Other support refers to coverage for 
special groups for which the State has to take 
direct responsibility, for example war victims, 
and for which benefits are provided from general 
taxation. 
 Prior to 1993, a variety of allowances to 
cover needs for long-term care developed under 
all three welfare sectors, leading to concerns 
about inconsistencies in treatment of different 
groups and gaps in coverage. In response, in 
1993, Austria introduced a universal cash 
payment programme at the federal and Länder 
level to provide financial help with both 
institutional long-term care and home care. This 
system of care allowances (Pflegegeld) replaced 
and unified the existing programmes. In July 
2007, Austria implemented a new Home Care 
Law (HCL) which complements existing 
arrangements. The 2007 Act had a twofold 
objective: first to establish statutory provisions 
for 24h care provided at home by amending 
current labour market, social insurance and 
professional regulations; and second to grant 
public subsidies for those in need of 24h care, 
means tested excluding property. 
 The long-term care allowance is an 
independent social benefit, financed directly 
from the budgets of the Federal Republic and the 

 
19 Country note prepared by the Secretariat with 
additional information and verification by the 
national correspondent. 

Länder and aims at covering the additional 
expenses due to the needs of long-term care. The 
system of care allowances covers all persons in 
need of care, irrespective of age. An objective of 
the system of long-term care in Austria is to 
guarantee people requiring long-term care the 
necessary health care and assistance and to help 
them lead independent lives. This is achieved 
with a combination of cash payments (long-term 
care allowance) and allowances in kind 
(stationary and out-patient services of long term 
care). The eligibility criterion for the long-term 
care allowances is the need for care, regardless of 
the income and assets the beneficiaries may have. 
In 2004, out of 500,000 persons requiring long-
term care, approximately 75% received the long-
term care benefit. However, income and asset 
tests are still applied in cases of intensive care 
needs where the care allowance does not cover 
all expenditure, and private households do not 
have the income or assets to supplement the care 
allowance out of their own pocket. In this case, 
social assistance can provide funding in addition 
to the care allowance. Moreover, long-term care 
facilities may receive direct transfers from 
government budgets, providing another source of 
funding.  
 Institutional care is predominantly provided 
by provinces and municipalities, or by religious 
and other non-profit organisations. At the end of 
2002, there were approximately 53,000 long-
term care beds.  
 An underlying principle of Austrian long-
term care provision is that community services 
take priority over institutional care. More than 
80% of persons in need of long-term care are 
cared for by family members or in the framework 
of neighbourly help, with care providers being 
supported by community services. Home care 
services are provided by non-profit 
organisations. The formal home care sector is 
still in a phase of expansion and there are marked 
regional differences in the availability of 
services, in particular of services in support of 
informal care giving (such as counselling and 
respite care).  
 Informal care traditionally plays a major role 
in Austria as a provider of long-term care. As 
with many other OECD countries, the increase in 
the female labour force participation rate and the 
smaller size of families combined with 
population ageing will put pressure on the 
demand for long-term care and nursing in the 
future. The Austrian government has recognised 
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the significance of this trend and made efforts to 
improve the situation of informal care givers. To 
this end, various measures have been adopted 
such as regular counselling to reduce the strain 
on care givers and improved social security. To 
improve the situation of family members 
providing care, a preferential insurance scheme 
was introduced for persons who had to terminate 
employment in order to provide care for a close 
relative who is eligible for a long-term care 
benefit. The older person’s needs have to be 
sufficient to justify the family carer’s access to 
the insurance benefit.  
 LTC expenditure (HC.3) was 12.5 % of 
current health expenditure and 1.2% of GDP 
compared with the OECD-EU averages of 
9.5% and 0.9%. In 2004, 82.24% of long-
term health care was publicly funded. Please 
refer to Tables AUT.3 to AUT.12 for more 
details. 
 

II. METADATA 

Definitions of long-term care 

 In the Austrian statistical system, due to the 
ongoing implementation of the SHA, the 
definition for long-term health care applied in the 
Austrian Health Accounts generally corresponds 

to the LTC Guidelines. Concerning social 
statistics, according to ESSPROS, there is no 
distinction between ADL and IADL, therefore 
data cannot be separated according to LTC 
guidelines. 

Availability of data on the main components of 
LTC services 
 Table 1 indicates for the Austrian national 
and international information system which 
statistics contain data for expenditure on the 
main components of LTC. Data based on this 
definition are available in OECD Health Data 
2007 (http://www.ecosante.org/oecd.htm). 
 Although Austrian data on health expenditure 
are compiled according to the SHA framework, 
Austria has not yet submitted SHA cross-
classified tables. Therefore the full SHA 
breakdown is not available yet. 
 In addition, expenditure estimates of social 
services of LTC are not provided. 

Information on defining and using distinction 
between ADL and IADL 
 The estimation for expenditure on help with 
ADL in the Austrian Health Accounts is based 
on the share of nursing beds relative to all beds 
(nursing beds and places of residence) in nursing 
homes, and the criteria on receiving long term 
care allowance (Pflegegeld). 

 

http://www.ecosante.org/oecd.htm
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Table AUT.1. National and international data reporting on the main components of LTC services* 

Main components of LTC services 

Current official 
statistics for 
national purposes 

Data reported to the 
Joint Health 
Accounts data 
collection* 
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Palliative care 
(end-of-life care)  

X    

Long-term nursing care 
(intensive, high level care and assistance with ADL restrictions, including 
accommodation in high-level care nursing homes) 

X X   

Personal care services 
(help with ADL restrictions) 

X X   

Home help; care assistance 
(help with IADL restrictions) 

 X   

Services in support of informal (family) care 
(such as care allowances, social protection of informal carers, counselling) 

X    

Residential care services, other than nursing homes 
(supported living arrangements: long-term care together with residential care 
services) 

 X   

Other social services provided in a long-term care context 
(special types of transportation; Case management / coordination) 

    

* Current official statistics for national purposes for health statistics corresponds to the data reported to OECD Health Data 2007. No 
estimates, however, were provided for social services of LTC (HC.R.6.1). 

III. DATA SOURCES on expenditure 

General description 

Name / institution of the main data sources: 

Statistics Austria 

Table AUT.2. Detailed information 

Data Sources and availability 
  HF.1 General government 
HC3 Long-term nursing care  
 Inpatient long-term nursing care Long term care allowance data, data of social assistance, 1995-2005* 
 Long-term nursing care: home care Data of social security, long term care allowance data, data of social 

assistance, 1995-2005* 
HC.R.6.1 Social services of long-term care 

(LTC other than HC3) 
 

   
HC3 Long-term nursing care 

Care allowance data (1993-2004), Social security data (1990-2004), Data of 
social assistance (1997-2004) 

 Inpatient long-term nursing care 
 Long-term nursing care: home care 
HC.R.6.1 Social services of long-term care 

(LTC other than HC3) 
*available for OECD Health Data 2007 
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Table AUT.3. Key indicators of LTHC and total LTC: Austria, 2004 

Indicators 

Per capita 
Expenditure 

Personal health care 
expenditure 
(HC.1-HC.5) 

Current health expenditure1

(CHE) 
Households Actual Final 

Consumption 
(HAFC) 

Gross Domestic Product 
(GDP) 

in USD PPP OECD&EU 
Average 

% of  
OECD&EU 

Average 

Percentage
of  

OECD&EU 
Average 

% of  
OECD&EU 

Average 

Percentage 
of  

OECD&EU 
Average 

% of  
OECD&EU 

Average 

Percentage
of  

OECD&EU 
Average 

% of 
 OECD&EU 

Average 

Percentage
of  

OECD&EU 
Average 

% of  
OECD&EU 

Average 

(a) (b) (100*a/b) (a) (b) (100*a/b) (a) (b) (100*a/b) (a) (b) (100*a/b) (a) (b) (100*a/b) 

Long-term health care (LTHC) $409 $291.2 140% 13.3% 10.1% 132% 12.5% 9.4% 133% 1.8% 1.3% 141% 1.2% 0.9% 145% 
Total Long-term care (LTHC+LTSC) - - -   - - - - - - - - - 
Current health expenditure $3,270 $2439 134%             14.6% 12.4% 118% 9.8% 8.3% 118% 
Source: Calculation based on OECD HD 2007 and Eurostat. 
1) Total Long-term care (LTHC+LTSC) is compared with Current health expenditure (CHE) plus Long-term Social care (LTSC) 
 
 
 
 
 
 
 
 
Table AUT.4. Total long term care expenditure by main types of LTC and financing schemes, millions of NCU: Austria, 2004 
    HF.1     HF.2             HF 

General 
government 

HF.1.1 HF.1.2 

Private  
sector 

HF.2.1+2.2 HF.2.3     HF.2.4 HF.2.5 

Total LTC General  
government 

(excl. social 
security.) 

Social  
security 

Private 
insurance 

Private 
household 

out-of-pocket 
payments 

HF.2.3.1 HF.2.3.2 to 2.9 

Non-profit 
institutions Corporations 

    

Out-of-pocket, 
excluding cost-

sharing 
Cost-sharing 

HC.3 Long-term nursing and personal care  2386   515             2901 
HC.3.1, 3.2 LTC: inpatient care and day cases 931 444 1375 
HC.3.3  LTC: home care 1455              71.39              1526 
HC.R.6.1 Social services of LTC (other than HC.3)                   
 Total 2386 515 2901 
Source: OECD Health Data 2007. 
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Table AUT.5. Total long term care expenditure by main types of LTC and financing schemes, Total LTC=100: Austria, 2004 
    HF.1     HF.2         HF 

General 
government 

HF.1.1 HF.1.2 

Private  
sector 

HF.2.1+2.2 HF.2.3 HF.2.4 HF.2.5 

Total LTC General  
government 

(excl. social 
security.) 

Social  
security 

Private 
insurance 

Private 
household 

out-of-pocket 
payments 

Non-profit 
institutions Corporations 

    
HC.3 Long-term nursing and personal care  82.24     17.76         100.00 
HC.3.1, 3.2 LTC: inpatient care and day cases 32.09 15.30 47.39 
HC.3.3  LTC: home care              50.15                2.46               52.61  
HC.R.6.1 Social services of LTC (other than HC.3)                   
 Total 82.24 17.76 100.00 
Source: OECD Health Data 2007. 
 
 
 
 
 
 
 
 
Table AUT.6. LTC as percentage of total current health expenditure, Total current expenditure on health =100 : Austria, 2004 
    HF.1     HF.2         HF 

General 
government 

HF.1.1 HF.1.2 

Private  
sector 

HF.2.1+2.2 HF.2.3 HF.2.4 HF.2.5 

Total LTC General  
government 

(excl. social 
security.) 

Social  
security 

Private 
insurance 

Private 
household 

out-of-pocket 
payments 

Non-profit 
institutions Corporations 

    
HC.3 Long-term nursing and personal care                10.28                    2.22                    12.50  
HC.3.1, 3.2 LTC: inpatient care and day cases                4.01              1.91            5.93  
HC.3.3  LTC: home care                6.27                0.31                 6.58  
 Total               10.28               2.22           12.50  
Source: OECD Health Data 2007. 
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Table AUT.7. Total long term care expenditure by main types of LTC and providers, millions of NCU : Austria, 2004 
    HP.1 HP.2     HP.3 (excl. 

HP.3.6) 
HP.3.6 HP.7.2 HP.7.9   HP 

    HP.2.1 HP.2.2-2.9           

    

Hospitals Nursing and 
residential care 

facilities 

Nursing care 
facilities 

Residential care 
facilities 

Providers of 
ambulatory 
care (excl. 

HP.3.6) 

Providers of 
home health 

care 

Households as 
providers of 
home care 

All other 
industries as 

secondary 
producers  

Other types of 
facility n.e.c. 

Total 

HC.3 Long-term nursing and personal care                    2901 
HC.3.1, 3.2 LTC: inpatient care and day cases 1375 
HC.3.3  LTC: home care           1526 
HC.R.6.1 Social services of LTC (other than HC.3)                     
 Total 2901 
Source: OECD Health Data 2007. 
 
 
 
 
 
 
 
 
 
Table AUT.8. Total long term care expenditure by main types of LTC and providers, Total LTC=100 : Austria, 2004 
    HP.1 HP.2     HP.3 (excl. 

HP.3.6) 
HP.3.6 HP.7.2 HP.7.9   HP 

    HP.2.1 HP.2.2-2.9           

    

Hospitals Nursing and 
residential care 

facilities 

Nursing care 
facilities 

Residential care 
facilities 

Providers of 
ambulatory 
care (excl. 

HP.3.6) 

Providers of 
home health 

care 

Households as 
providers of 
home care 

All other 
industries as 

secondary 
producers  

Other types of 
facility n.e.c. 

Total 

HC.3 Long-term nursing and personal care                    100.00 
HC.3.1, 3.2 LTC: inpatient care and day cases 47.39 
HC.3.3  LTC: home care           52.61 
HC.R.6.1 Social services of LTC (other than HC.3)                     
 Total 100.00 
Source: OECD Health Data 2007. 
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Table AUT.9. Long term nursing care (HC.3): Austria 

Years % of GDP % of AHFC % of Current
Health Exp.

% of Personal 
Health Care Exp.

2000 1.21 1.78 12.81 13.57
2001 1.21 1.79 12.71 13.46
2002 1.21 1.79 12.54 13.30
2003 1.23 1.82 12.61 13.38
2004 1.23 1.82 12.50 13.34
2005 1.23 1.83 12.56 13.39
Source: OECD Health Data 2007. 
 
 
 
 
Table AUT.10. Components of Total LTC (Total LTC=100): Austria 

Years Inpatient & day care Home care Social Services of 
LTC Total LTC

2000 44.28 55.72 0.00 100.00
2001 44.76 55.24 0.00 100.00
2002 45.02 54.98 0.00 100.00
2003 46.40 53.60 0.00 100.00
2004 47.39 52.61 0.00 100.00
2005 46.56 53.44 0.00 100.00
Source: OECD Health Data 2007. 
 
Table AUT.11. Components of LT nursing and personal care (HC.3=100): Austria 

Years   Inpatient & Day
Care Home Care HC.3

2000   44.28 55.72 100.00
2001 44.76 55.24 100.00
2002   45.02 54.98 100.00
2003 46.40 53.60 100.00
2004   47.39 52.61 100.00
2005   46.56 53.44 100.00
Source: OECD Health Data 2007. 
 
 
Table AUT.12.Per capita Total LTC and LT nursing care, (real growth rates): Austria 

Years      HC.3. 

2000   2.14
2001 0.93
2002   1.07
2003 2.63
2004   1.52
2005   1.31
1999-2005 MAGR (%) 1.60
Source: OECD Health Data 2007. 
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BELGIUM20 

I. DESCRIPTION OF LONG-TERM 
CARE 

 Belgium is a Federal state consisting of a 
federal governmental level and a governmental 
level for communities and regions.  
 The federal social security comprises a public 
compulsory health care insurance system, 
financed mainly by social contributions of both 
employers and employees, and state subsidies. 
The federal ministry of health is also responsible 
for defining norms and conditions for medical 
professionals and infrastructure.  
 The communities’ responsibilities are 
complementary to those of the federal state, and 
they can decide about services in the domains of 
health and social care. Thus, as in many other 
fields of legislation, the Belgian communities 
and regions are relatively free to create their own 
programmes for the provision of long-term care 
services.  
 Long-term care is provided in institutions and 
both formally and informally in the home. 
Formal long-term care is provided in two types 
of institutions. Rest homes (Maison de Repos 
pour personnes Agées (MRPA) /Rustoorden voor 
Bejaarden (ROB)) where older people live 
together and receive help in household and daily 
activities.  
 These are designed for people with only 
limited restrictions in the performance of ADLs 
and aim to provide a home-replacing 
environment when possibilities for care at home 
are unavailable.  
 Nursing homes (Rust- en 
Verzorgingstehuizen (RVT)/Maisons de repos et 
de soins (MRS)) provide daily care and nursing 
care. 
 Both rest homes and nursing homes can be 
public, private non-profit or private for-profit.  

 
20 Country note prepared by the Secretariat with 
additional information and verification by the 
national correspondent. 

 Of all long-term care, approximately 60-70% 
is provided in residential homes. Excess demand 
is observed for residential care, which translates 
into waiting lists. Priority is given to people with 
increased dependency and to people on lower 
incomes. An increase in demand for institutional 
care has been observed over the last decades.  
 In addition to the residential care services, 
different kinds of home help are being 
developed, in order to maintain elderly 
dependent persons as long as possible in their 
home environment. These services include 
services for professional personal care at home, 
and transmural services (day/night care, short 
term residential care). New care functions will be 
supported by means of a collaboration agreement 
between regional and federal governments, such 
as psychological care and ergotherapy, or the 
creation of new forms of housing (collective and 
supervised housing) 
 The largest part of LTC is provided to elderly 
people, but other structures and services are 
available for people in chronic need of care such 
as those organised for handicapped people or 
those provided in the framework of mental care. 
 Different kinds of home help, including 
household assistance, meals services, support 
groups for family carers, transportation services 
and shopping services are available to all 
dependent persons. 
 These can be provided on a voluntary basis 
or are organised by the local authorities' social 
services or by other non-profit organisations. For 
example, in Flanders, services exist which 
provide help and assistance when a caregiver is 
temporarily absent.  
 Different measures exist in order to improve 
financial accessibility of LTC, within the social 
security system. The MAF (Maximum à 
facturer/Maximumfactuur) guarantees a limit on 
the out-of-pocket payment to the financing of 
care, depending on the family revenue. Specific 
interventions exist e.g. for the chronically ill.  
 In 2004, the Belgian government introduced 
‘service cheques’. This system was installed with 
a double goal: to promote neighbourhood 
services on the one hand, and to conquer 
unemployment on the other hand. These cheques 
are available to the entire population and can be 
used to buy in-house activities such as cleaning, 
washing and ironing, small repair work on 
clothes and cooking and light outside-the-house 
activities such as shopping.  
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 The services are provided by private sector 
enterprises. In the case of the elderly, they can 
also be used to pay for household help.  
 In 2003, Flanders introduced the so-called 
Zorgverzekering. This compulsory public 
insurance, provides for financial help for people 
in need of long term care. This aid can be used to 
pay informal caregivers, as well as to relieve the 
financial burden of institutionalisation. 
 There are several possibilities to combine 
work and care. Such a possibility however, 
depends on the willingness of the employer and 
on the financial position of the employee. There 
are regulations mandating various forms of leave 
for carers. For example, every employee can 
each year take up to 10 days of unpaid leave for 
compelling reasons, including hospitalisation or 
illness of someone who lives under the same roof 
as the employee.  
 Benefits to family caregivers vary according 
to the degree of dependency of the care recipient. 
A certain degree of dependency has to be reached 
in order to qualify for compensation. There are 
also special regional programmes which provide 
compensation to people caring for somebody at 
home. The compensation is only granted if the 
income of the main carer does not exceed a 
certain limit. 
 LTC expenditure (HC.3) was 14.9% of 
current health expenditure and 1.5% of GDP 
compared with the OECD-EU averages of 
9.5% and 0.9%. In 2005, 57.33% of long-
term health care was publicly funded and 
35.08% was funded by out-of-pocket 
payments. Please refer to Tables BEL.2 to 
BEL.4 for more details. 
 

II. METADATA 

 Data for 2005 are extracted from the Belgian 
data submission to the 2007 Joint OECD-
Eurostat-WHO Health Accounts questionnaire 
that are currently undergoing a validation process 
conducted jointly by the three international 
organisations. They should therefore be 
considered as provisional data. 

Definitions of long-term care 

 SHA implementation is still in an early stage 
in Belgium, as in many other countries. 
Therefore there are still ongoing methodological 
discussions on the definitions of LTC. Currently 
some expenditure is not included in health-
expenditure, and is left in social care and 
therefore outside the SHA framework. 

Availability of data on the main components of 
LTC services 

 Table 1 indicates for the Belgian national and 
international information system which statistics 
contain data for expenditure on the main 
components of LTC.  
 No estimates of the breakdown of LTC 
expenditure by provider category is currently 
provided nor are estimates of the social services 
of LTC. 

Information on defining and using distinction 
between ADL and IADL 

 No information of the separation between 
ADL and IADL has been provided. 
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Table BEL.1. National and international data reporting on the main components of LTC services* 

Main components of LTC services 

Current official 
statistics for 
national purposes 

Data reported to the 
Joint Health 
Accounts data 
collection* 
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Palliative care 
(end-of-life care)    **  

Long-term nursing care 
(intensive, high level care and assistance with ADL restrictions, including 
accommodation in high-level care nursing homes) 

  X***  

Personal care services 
(help with ADL restrictions)   X***  

Home help; care assistance 
(help with IADL restrictions)   X***  

Services in support of informal (family) care 
(such as care allowances, social protection of informal carers, counselling)     

Residential care services, other than nursing homes 
(supported living arrangements: long-term care together with residential care 
services) 

    

Other social services provided in a long-term care context 
(special types of transportation; Case management / coordination) 

    

* No estimates of expenditure on social services of LTC are currently provided to the JHAQ. 

* Palliative services are included under curative care (HC.1). 

** For in-patient LTC (HC.3.1) reimbursement by social insurance is made primarily according to bed-type i.e 'RVT' type beds. Home-
care services (HC.3.3) are according to the dependency level/public programme and thus will include some personal and home-help 
services in some cases. 

III. DATA SOURCES on expenditure 

Name / institution of the main data sources: 

Belgian Federal Public Service Social Security and Banque Nationale de Belgique (National 
Accounts) 
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Table BEL.2. Key indicators of LTHC and total LTC: Belgium, 2005 

Indicators 

Per capita 
Expenditure 

Personal health care 
expenditure 
(HC.1-HC.5) 

Current health expenditure1

(CHE) 
Households Actual Final 

Consumption 
(HAFC) 

Gross Domestic Product 
(GDP) 

in USD PPP OECD&EU 
Average 

% of  
OECD&EU 

Average 

Percentage
of  

OECD&EU 
Average 

% of  
OECD&EU 

Average 

Percentage 
of  

OECD&EU 
Average 

% of  
OECD&EU 

Average 

Percentage
of  

OECD&EU 
Average 

% of 
 OECD&EU 

Average 

Percentage
of  

OECD&EU 
Average 

% of  
OECD&EU 

Average 

(a) (b) (100*a/b) (a) (b) (100*a/b) (a) (b) (100*a/b) (a) (b) (100*a/b) (a) (b) (100*a/b) 

Long-term health care (LTHC) $482 $291.2 166% 16.3% 10.1% 162% 14.9% 9.4% 159% 2.2% 1.3% 167% 1.5% 0.9% 172% 
Total Long-term care (LTHC+LTSC) - - -   - - - - - - - - - 
Current health expenditure $3,224 $2439 132%             14.5% 12.4% 117% 9.8% 8.3% 117% 
Source: Calculation based on OECD HD 2007 and Eurostat. 
1) Total Long-term care (LTHC+LTSC) is compared with Current health expenditure (CHE) plus Long-term Social care (LTSC) 
 
 
 
 
 
 
 
 
Table BEL.3. Total long term care expenditure by main types of LTC and financing schemes, millions of NCU: Belgium, 2005 
    HF.1     HF.2             HF 

General 
government 

HF.1.1 HF.1.2 

Private  
sector 

HF.2.1+2.2 HF.2.3     HF.2.4 HF.2.5 

Total LTC General  
government 

(excl. social 
security.) 

Social  
security 

Private 
insurance 

Private 
household 

out-of-pocket 
payments 

HF.2.3.1 HF.2.3.2 to 2.9 

Non-profit 
institutions Corporations 

    

Out-of-pocket, 
excluding cost-

sharing 
Cost-sharing 

HC.3 Long-term nursing and personal care  2498 41 2457 1859        330.68  1529 1522             6.60  0             0.01  4357 
HC.3.1, 3.2 LTC: inpatient care and day cases 1538 41 1497 155 155            0.15             0.15             0.01  1693 
HC.3.3  LTC: home care 960 0 960          181.98         175.53             6.45               6.45               0.01  1142 
HC.R.6.1 Social services of LTC (other than HC.3)                   
 Total 2498 41 2457 1859        330.68  1529 1522             6.60  0             0.01  4357 
Source: OECD-WHO-Eurostat System of Health Accounts Joint Questionnaire 2007. 
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Table BEL.4. Total long term care expenditure by main types of LTC and financing schemes, Total LTC=100: Belgium, 2005 
    HF.1     HF.2         HF 

General 
government 

HF.1.1 HF.1.2 

Private  
sector 

HF.2.1+2.2 HF.2.3 HF.2.4 HF.2.5 

Total LTC General  
government 

(excl. social 
security.) 

Social  
security 

Private 
insurance 

Private 
household 

out-of-pocket 
payments 

Non-profit 
institutions Corporations 

    
HC.3 Long-term nursing and personal care  57.33               0.93  56.39 42.67            7.59  35.08 0.00             0.00  100.00 
HC.3.1, 3.2 LTC: inpatient care and day cases 35.29              0.93 34.36              3.56            3.56            0.00            0.00  38.86 
HC.3.3  LTC: home care              22.04                    - 22.04              4.18            4.03            0.15             0.00           26.21  
HC.R.6.1 Social services of LTC (other than HC.3)                   
 Total 57.33               0.93 56.39 42.67            7.59  35.08 0.00             0.00  100.00 
Source: OECD-WHO-Eurostat System of Health Accounts Joint Questionnaire 2007. 
 
 
 
 
 
 
 
 
Table BEL.5. LTC as percentage of total current health expenditure, Total current expenditure on health =100 : Belgium, 2005 
    HF.1     HF.2         HF 

General 
government 

HF.1.1 HF.1.2 

Private  
sector 

HF.2.1+2.2 HF.2.3 HF.2.4 HF.2.5 

Total LTC General  
government 

(excl. social 
security.) 

Social  
security 

Private 
insurance 

Private 
household 

out-of-pocket 
payments 

Non-profit 
institutions Corporations 

    
HC.3 Long-term nursing and personal care                  8.57               0.14                8.43                6.38             1.13              5.24 0.00             0.00            14.95  
HC.3.1, 3.2 LTC: inpatient care and day cases                5.27              0.14               5.14              0.53            0.53            0.00            0.00             5.81  
HC.3.3  LTC: home care                3.29                    -               3.29              0.62            0.60            0.02             0.00             3.92  
 Total                 8.57               0.14                8.43               6.38            1.13              5.24 0.00             0.00            14.95  
Source: OECD-WHO-Eurostat System of Health Accounts Joint Questionnaire 2007. 
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BULGARIA21 

I. DESCRIPTION OF LONG-TERM 
CARE 

 The Ministry of Health and the National 
Health Insurance Fund play the main roles in the 
delivery of health care services. Public Health 
insurance is compulsory for all residents. The 
health insurance system is a public responsibility. 
Compulsory health insurance is a system for 
social health protection of the population, which 
guarantees a package of health-related services. 
It is administered by the National Health 
Insurance Fund and carried out by its 28 
Regional Health Insurance Funds. Insured people 
have free choice of General Practitioner and 
outpatient care specialist. Choice of hospital is 
regulated.  
 Social services are administered by the social 
assistance system. State policy in the field of 
social support is implemented in co-operation 
with the regional administrations, the bodies of 
local government and the non-profit corporate 
bodies.  
 "Social services" are activities, which support 
and expand the opportunities of persons to lead 
an independent way of life and are implemented 
at specialised institutions and in the community. 
They target older persons, the disabled and 
children. Social services are based on social 
work and aim to support assisted persons in 
implementing everyday activities and social 
integration. The services are provided according 
to the wishes and personal choice of the 
individual. 
 The main goal of these services is to help 
individuals with impairments in their day to day 
activities and relieve the economically active 
population from the burden of looking after 
dependent members of the household. Among 
the services are the network of social care 
institutions for the elderly and the disabled. 

 
21 Country note prepared by the Secretariat with 
additional information and verification by the 
national correspondent. 

These networks substitute the care that was 
previously provided by family and relatives, by 
placing clients into residential homes. This 
tendency makes Bulgaria different from other 
countries in Central and Eastern Europe where 
there are traditionally lower rates of 
institutionalisation. 
 Health insurance is funded from health 
insurance payments. The state and the 
municipalities, via central government transfers, 
cover the insurance payments for some 
population categories and formally no-one is 
excluded from the system. Some health services 
with an important impact on overall social 
welfare, such as immunisations, child care, 
public health programs, emergency medical 
centres, homes for medico-social care for 
children, psychiatric hospitals and health 
education and training remain the responsibility 
of the state. The indirect costs of health services 
such as transport in rural areas are considered as 
one of the major factors limiting access of low 
income families to health care. Targeted in-kind 
transfers for poor families have been suggested, 
in order to equalise the access to health care for 
the vulnerable groups. An insured person pays a 
co-payment to service providers amounting to 
1% of the standard national minimum monthly 
wage for every visit to the GP and outpatient care 
specialist and 2% of the standard national 
minimum monthly wage for each day of stay in a 
hospital. The payment is limited to 10 days 
annually. No fee is required from people 
suffering diseases defined by a list in the 
National Framework Contract and those eligible 
for social assistance. The social assistance 
system is financed by the municipal budget, 
block subsidies and earmarked transfers of the 
central government. 
 The main types of activities related to social 
inclusion are training services, health services 
(particularly hospices and long-term care), day 
care for the disabled, older people and children, 
shelters for homeless persons and family 
consultations. The main target groups are old age 
persons, the disabled and children, but the 
activities of organisations tend to be directed 
towards responding to urgent needs, instead of 
targeting a particular group at risk. More services 
are available in cities than in rural areas.  
 The coverage and utilisation of day care 
social services has increased in recent years. The 
most popular form is Social Patronage that 
provides food and services at home to old and 
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disabled people who cannot take care of 
themselves. The total number of clients amounts 
to 30,000 people, which comprises 2% of the 
target group. The lower than expected patronage 
of the service could be explained by the low 
quality of services and the relatively high prices.  
 LTC expenditure (HC.3) was 0.6% of 
current health expenditure and a negligible 
proportion of GDP compared with the 
OECD-EU averages of 9.5% and 0.9%. 
Financing of long-term social expenditure is 
higher than financing of long-term health 
expenditure. In 2004, 93.14% of long-term 
care was publicly funded and 6.86% was 
funded by out-of-pocket payments. Please 
refer to Tables BGR.3 to BGR.9 for more 
details. 
 

II. METADATA 

Definitions of long-term care 

 There is no official statistical definition for 
long-term care in Bulgaria. The distinction 
between health and social long-term care is based 
on national legislation and the NACE industry 
classification. 
 Within health care, only hospices provide in-
patient long-term health care. Palliative care in 

hospitals cannot be separated and is classed 
under curative care as a function, rather than 
long-term health care. 
 Homes for the disabled and elderly – which 
are classed under social care establishments – do 
not provide on-site medical care. Any medical 
treatment provided to residents is provided under 
contract by GPs and other medical specialists, as 
for the rest of the population. 
 All other community and residential services 
come under the umbrella of social services. 

Availability of data on the main components of 
LTC services 

 Table 1 indicates which statistics contain data 
for expenditure on the main components of LTC 
for the Bulgarian national and international 
information system. 
 International reporting of expenditure 
estimates on social services of LTC does not 
provide a breakdown by provider. 

Information on defining and using distinction 
between ADL and IADL 

 No additional information is currently 
available for separating ADL and IADL 
activities. 
 

 
 



Final Report December 2007 

 46

Table BGR.1 National and international data reporting on the main components of LTC services 

Main components of LTC services 

Current official 
statistics for 
national purposes 

Data reported to the 
Joint Health 
Accounts data 
collection 
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Palliative care 
(end-of-life care)  

X  *  

Long-term nursing care 
(intensive, high level care and assistance with ADL restrictions, including 
accommodation in high-level care nursing homes) 

X**  X**  

Personal care services 
(help with ADL restrictions) 

 X   

Home help; care assistance 
(help with IADL restrictions) 

 X   

Services in support of informal (family) care 
(such as care allowances, social protection of informal carers, counselling) 

 X   

Residential care services, other than nursing homes 
(supported living arrangements: long-term care together with residential care 
services) 

 X  X 

Other social services provided in a long-term care context 
(special types of transportation; Case management / coordination) 

    

* Palliative care is classed under curative care. 
** Refers only to hospices. Any medical treatment to residents in homes for the disabled and elderly is provided under contract by 
GPs and specialists. 
III. DATA SOURCES on expenditure 
General description 
Name / institution of the main data sources: National Statistical Institute 

Table BGR.2 Detailed information 
Data Sources and availability (time period) 

 
  HF.1 General government 
HC3 Long-term nursing care Consolidated state budget  

Budget report on cash basis 
Report on NHIF budget execution  
Accountancy and statistical reports of voluntary funds 
Accountancy and statistical reports of health care providers. 

 Inpatient long-term nursing care Hospices-data for household expenditures based on “revenue from 
population” hospices data. 

 Long-term nursing care: home care Payments for care for disability child in accordance with the Law for 
Protection, Rehabilitation and Social Integration of persons with 
impairments - payments to the households done by National Social Security 
Institute and Ministry of Labor and Social Policy. 

HC.R.6.1 Social services of long-term care 
(LTC other than HC3) 

Consolidated state budget  
Budget report on cash basis 
Report on NHIF budget execution  
Accountancy and statistical reports of voluntary funds 
Accountancy and statistical reports of health care providers. 

  HF.2 Private sector 
HC3 Long-term nursing care Household Budget Survey/National Accounts.  

Additional NSI surveys. 
 Inpatient long-term nursing care  
 Long-term nursing care: home care  
HC.R.6.1 Social services of long-term care 

(LTC other than HC3) 
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Table BGR.3. Key indicators of LTHC and total LTC: Bulgaria, 2005 

Indicators 

Per capita 
Expenditure 

Personal health care 
expenditure 
(HC.1-HC.5) 

Current health expenditure1

(CHE) 
Households Actual Final 

Consumption 
(HAFC) 

Gross Domestic Product 
(GDP) 

in USD PPP OECD&EU 
Average 

% of  
OECD&EU 

Average 

Percentage
of  

OECD&EU 
Average 

% of  
OECD&EU 

Average 

Percentage 
of  

OECD&EU 
Average 

% of  
OECD&EU 

Average 

Percentage
of  

OECD&EU 
Average 

% of 
 OECD&EU 

Average 

Percentage
of  

OECD&EU 
Average 

% of  
OECD&EU 

Average 

(a) (b) (100*a/b) (a) (b) (100*a/b) (a) (b) (100*a/b) (a) (b) (100*a/b) (a) (b) (100*a/b) 

Long-term health care (LTHC) $7 
$291.

3 2% 1.0% 10.1% 10% 0.9% 9.4% 10% 0.1% 1.3% 7% 0.1% 0.9% 8% 
Total Long-term care (LTHC+LTSC) $16 $318 5%   2.2% 10.4% 21% 0.2% 1.4% 15% 0.2% 0.9% 18% 

Current health expenditure $715 
$2,44

1 29%             9.7% 12.4% 78% 7.6% 8.4% 91% 
Source: Calculation based on OECD HD 2007 and Eurostat. 
1) Total Long-term care (LTHC+LTSC) is compared with Current health expenditure (CHE) plus Long-term Social care (LTSC) 
 
 
 
 
 
 
 
 
 
 
Table BGR.4. Total long term care expenditure by main types of LTC and financing schemes, millions of NCU: Bulgaria, 2005 
    HF.1     HF.2             HF 

General 
government 

HF.1.1 HF.1.2 

Private  
sector 

HF.2.1+2.2 HF.2.3     HF.2.4 HF.2.5 

Total LTC General  
government 

(excl. social 
security.) 

Social  
security 

Private 
insurance 

Private 
household 

out-of-pocket 
payments 

HF.2.3.1 HF.2.3.2 to 2.9 

Non-profit 
institutions Corporations 

    

Out-of-pocket, 
excluding cost-

sharing 
Cost-sharing 

HC.3 Long-term nursing and personal care  30 23               7.81               0.12                0.12              0.12  0     31 
HC.3.1, 3.2 LTC: inpatient care and day cases 0 0 0              0.12             0.12             0.12  0              0.12  
HC.3.3  LTC: home care 30 23              7.81                    -        0     30 
HC.R.6.1 Social services of LTC (other than HC.3) 41 41                41 
 Total 71 64               7.81               0.12              0.12              0.12  0 71 
Source: OECD-WHO-Eurostat System of Health Accounts Joint Questionnaire 2007. 
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Table BGR.5. Total long term care expenditure by main types of LTC and financing schemes, Total LTC=100: Bulgaria, 2005 
    HF.1     HF.2         HF 

General 
government 

HF.1.1 HF.1.2 

Private  
sector 

HF.2.1+2.2 HF.2.3 HF.2.4 HF.2.5 

Total LTC General  
government  

(excl. social 
security.) 

Social  
security 

Private 
insurance 

Private 
household 

out-of-pocket 
payments 

Non-profit 
institutions Corporations 

    
HC.3 Long-term nursing and personal care  42.68 31.76 10.92               0.17                0.17     42.85 
HC.3.1, 3.2 LTC: inpatient care and day cases 0.00 0.00 0.00              0.17            0.17            0.17  
HC.3.3  LTC: home care              42.68            31.76  10.92                    -               42.68  
HC.R.6.1 Social services of LTC (other than HC.3) 57.15 57.15             57.15 
 Total 99.83 88.91 10.92               0.17             0.17 100.00 
Source: OECD-WHO-Eurostat System of Health Accounts Joint Questionnaire 2007. 
 
 
 
 
 
 
 
 
 
 
 
Table BGR.6. LTC as percentage of total current health expenditure, Total current expenditure on health =100 : Bulgaria, 2005 
    HF.1     HF.2         HF 

General 
government 

HF.1.1 HF.1.2 

Private  
sector 

HF.2.1+2.2 HF.2.3 HF.2.4 HF.2.5 

Total LTC General  
government  

(excl. social 
security.) 

Social  
security 

Private 
insurance 

Private 
household 

out-of-pocket 
payments 

Non-profit 
institutions Corporations 

    
HC.3 Long-term nursing and personal care                  0.94               0.70                0.24                0.00                0.00                 0.94  
HC.3.1, 3.2 LTC: inpatient care and day cases                      -                    -  0.00              0.00            0.00            0.00  
HC.3.3  LTC: home care                0.94              0.70               0.24                    -                 0.94  
 Total                 0.94               0.70                0.24               0.00             0.00             0.94  
Source: OECD-WHO-Eurostat System of Health Accounts Joint Questionnaire 2007. 
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Table BGR.7. LTC as percentage of total current expenditure on health and long-term care, Total current expenditure on health plus LTSC =100 : Bulgaria, 2005 
    HF.1     HF.2         HF 

General 
government 

HF.1.1 HF.1.2 

Private  
sector 

HF.2.1+2.2 HF.2.3 HF.2.4 HF.2.5 

Total LTC General  
government  

(excl. social 
security.) 

Social  
security 

Private 
insurance 

Private 
household 

out-of-pocket 
payments 

Non-profit 
institutions Corporations 

    
HC.3 Long-term nursing and personal care                  0.93               0.69                0.24                0.00                0.00                 0.93  
HC.3.1, 3.2 LTC: inpatient care and day cases                      -                    -  0.00              0.00            0.00            0.00  
HC.3.3  LTC: home care                0.93              0.69               0.24                    -                 0.93  
HC.R.6.1 Social services of LTC (other than HC.3)                 1.24               1.24                          1.24  
 Total                 2.16               1.93                0.24               0.00             0.00             2.17  
Source: OECD-WHO-Eurostat System of Health Accounts Joint Questionnaire 2007. 
 
 
 
 
 
 
 
 
 
 
Table BGR.8. Total long term care expenditure by main types of LTC and providers, millions of NCU : Bulgaria, 2005 
    HP.1 HP.2     HP.3 (excl. 

HP.3.6) 
HP.3.6 HP.7.2 HP.7.9   HP 

    HP.2.1 HP.2.2-2.9           

    

Hospitals Nursing and 
residential care 

facilities 

Nursing care 
facilities 

Residential care 
facilities 

Providers of 
ambulatory 
care (excl. 

HP.3.6) 

Providers of 
home health 

care 

Households as 
providers of 
home care 

All other 
industries as 

secondary 
producers  

Other types of 
facility n.e.c. 

Total 

HC.3 Long-term nursing and personal care                      
HC.3.1, 3.2 LTC: inpatient care and day cases 
HC.3.3  LTC: home care              
HC.R.6.1 Social services of LTC (other than HC.3)                     
 Total
Source: OECD-WHO-Eurostat System of Health Accounts Joint Questionnaire 2007. 
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Table BGR.9. Total long term care expenditure by main types of LTC and providers, Total LTC=100 : Bulgaria, 2005 
    HP.1 HP.2     HP.3 (excl. 

HP.3.6) 
HP.3.6 HP.7.2 HP.7.9   HP 

    HP.2.1 HP.2.2-2.9           

    

Hospitals Nursing and 
residential care 

facilities 

Nursing care 
facilities 

Residential care 
facilities 

Providers of 
ambulatory 
care (excl. 

HP.3.6) 

Providers of 
home health 

care 

Households as 
providers of 
home care 

All other 
industries as 

secondary 
producers  

Other types of 
facility n.e.c. 

Total 

HC.3 Long-term nursing and personal care                      
HC.3.1, 3.2 LTC: inpatient care and day cases 
HC.3.3  LTC: home care              

  HC.R.6.1 Social services of LTC (other than HC.3)                   
 Total
Source: OECD-WHO-Eurostat System of Health Accounts Joint Questionnaire 2007. 
 

i
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CANADA22 

I. DESCRIPTION OF LONG-TERM 
CARE 

 Within the Canadian federal system of 
government, health care, including long-term 
care, is assigned to the provinces and territories. 
A set of national principles is set out in the 
Canada Health Act 1984. This sets out two major 
categories of service, Insured Health Services 
(IHS) and (uninsured) so-called Extended Health 
Care Services (EHCS). IHS include hospital care 
and services provided by physicians and are 
covered by the five principles set out in the Act, 
namely, universal coverage, comprehensive 
service coverage, reasonable access without 
financial barriers, portability of coverage and 
public administration of insurance plans. EHCS 
include nursing homes, long-term residential 
care, home care and ambulatory health care 
services. As uninsured services they are not 
covered by these five principles. Other services 
such as home help and adult day care are not 
covered by the Canada Health Act.  
 Canadian Medicare is a publicly funded 
health care system build around the health 
insurance plans of ten provincial and three 
territorial governments. The system provides 
access to universal, comprehensive coverage for 
medically necessary hospital and doctor services. 
These services are provided free of charge. The 
public subsidy for services other than acute 
hospital and doctor services varies considerably 
between the provinces.  
 Like health care, most social care is assigned 
to the provinces and territories. As long-term 
care has evolved separately in each province and 
territory, the services supplied and the terms 
under which they are supplied vary between 
jurisdictions. However, the following can be 

 
22 Country note prepared by the Secretariat with 
additional information and verification by the 
national correspondent. 

considered core services as they are supplied in 
all jurisdictions: long-term care institutions, 
palliative care, respite care, home care nursing, 
rehabilitation services such as physiotherapy and 
occupational therapy, domestic help and personal 
care services. Other commonly provided services 
include meal programmes, day care, group 
homes, equipment and supplies and quick 
response teams. 
 While terminology differs between 
jurisdictions, there is a distinction in all 
provinces and territories between nursing homes 
providing long-term nursing care and residential 
care homes that provide support and social care. 
The financial terms for those entering either type 
of home vary considerably between provinces. In 
general, eastern seaboard provinces require the 
user to pay all or most of the cost if they can 
afford to do so, while other provinces provide a 
varying degree of subsidy to all users. 
 All provinces have some form of assessment 
of need for care, but the type of assessment of 
needs before entry varies between provinces and 
is related to the degree to which the province will 
have to subsidise the resident. For example, in 
Nova Scotia, where the resident is expected to 
pay up to the full charge if they can, a resident 
able to pay for 18 months of care may enter a 
home directly. If a public subsidy is required 
within that time there must be an assessment and 
classification as to level of care. In British 
Columbia, where most care costs (but not other 
costs of living) are covered by the province, there 
is a requirement for a case manager assessment 
of level of needs and one-year residence in the 
province.  
 Home care and rehabilitation services are 
generally provided according to need and free of 
charge in all provinces and territories. Other 
home care services such as homemaker services 
and personal care generally carry a fee or an 
income and asset related charge. Adult day care 
or meals usually carry a set charge. There are 
generally some limits set on the amount of home 
care that a client can receive, although British 
Columbia recently abolished upper limits. Most 
of the other jurisdictions have a ruling that the 
cost of home care provided should not exceed the 
cost of a residential facility. There may be limits 
set lower than this for some services. User 
charges for home care services vary between 
jurisdictions but generally relate to a proportion 
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of the cost together with the user’s monthly 
income.  
 About 80% of care for older Canadians is 
provided by family and friends. Informal carers 
often have a heavy care burden and have other 
costs such as increased out-of-pocket expenses 
and limitations on employment and personal 
time. To address these issues, Health Canada 
contributed to the creation of the Canadian 
Caregiver Coalition in 2000, to drive forward 
research and policy development on issues such 
as the role of the family carer in the home care 
sector, the role of men as carers, out-of-pocket 
expenses, respite care and employment 
implications. Although provinces and territories 
have a range of initiatives designed to address 
family/informal care-giving issues, there is a 
growing demand for services that exceeds current 
resources. 
 Canada introduced a new cash benefit to 
provide short-term support for carers in 2004. 
The Budget Bill 2003 included provision of a 
new Employment Insurance (EI) benefit called 
the Compassionate Care Benefit (CCB). As of 
January 2004, CCB has been available to EI-
eligible workers who are absent from work to 
provide care to a close family member (child, 
parent or spouse) who has a serious medical 
condition with a significant risk of death within 6 
months. The applicant must have a medical 
certificate to show that there is a significant risk 
of death and that care by a family member is 
needed. The benefit lasts for 6 weeks but can be 
taken within a 26-week “window” specified in 
the medical certificate. Within this “window” the 
benefit can be received whenever the eligible 
person decides, and can also be shared among 
family members meeting the eligibility 
conditions.  
 Federal, provincial and territorial 
governments also provide indirect financial 
assistance to care-givers via tax relief. The 
federal Caregiver Tax Credit is a non-refundable 
tax credit designed to reduce the income tax 
owed by individuals who reside with, and 
provide in-home care to, dependent relatives. 
Other federal tax credits from which some family 
caregivers benefit include the Infirm Dependent 
Tax Credit, the Disability Tax Credit, the 
Eligible Dependent Tax Credit and the Medical 
Expense Tax Credit. Some provincial tax 
systems also provide assistance to individuals 

caring for disabled relatives e.g., the Caregiver 
Tax Credit in Ontario. 
 LTC expenditure (HC.3) was 14.2% of 
current health expenditure and 1.3% of GDP 
compared with the OECD-EU averages of 
9.5% and 0.9%. In 2005, 81.68% of long-
term health care was publicly funded and 
16.88% was funded by out-of-pocket 
payments. Please refer to Tables CAN.3 to 
CAN.12 for more details. 
 

II. METADATA 

Definitions of long-term care 

 The definitions of long-term health care 
applied in Canada differ to some extent from the 
one used in the LTC guidelines under the JHAQ. 
However, data reported to OECD are adjusted 
based on the LTC guidelines. 
 The National Health Expenditure Database 
(NHEX) at the Canadian Institute for Health 
Information tracks expenditures on “Other 
Institutions” and “Home Care”. 
 Other Institutions: Public sector expenditures 
reported in NHEX consist mostly of expenditures 
by Ministries of Health (MOH) or expenditures 
for health by combined ministries of health and 
social services. These expenditures are extracted 
from provincial public accounts. All 
expenditures of institutional continuing care 
programmes funded through MOH are included. 
Most provincial continuing care programmes 
limit long-term residential care to persons who 
require the availability of nursing care on a 24 
hour basis or otherwise require more care than 
can be provided in a home or community setting. 
Private sector expenditures in NHEX include 
income from private sources reported by the 
following six types of institutions in the Statistics 
Canada’s Residential Care Facilities Survey: 
homes for the aged, institutions for persons with 
physical disabilities, developmental delays, 
psychiatric disabilities, alcohol and drugs 
problems, and for emotionally disturbed children. 
 Adjustments are made to the NHEX data 
before they are sent to the OECD to better fit the 
OECD concepts and definitions. The data 
provided to the OECD for HC.3.1 – Long-term 
inpatient nursing care include all public sector 
expenditure in NHEX for “Other Institutions” 
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but exclude private sector expenditures on 
institutions for persons with developmental 
delays, alcohol and drug problems, and for 
emotionally disturbed children. They also 
exclude all private sector expenditures for Type 1 
and lower care (residential and social) services in 
homes for the aged, institutions for persons with 
physical disabilities and/or psychiatric 
disabilities. The Canadian data for HC.3.1 also 
include expenditures for long-term inpatient 
nursing care in hospitals. 
 Home care: NHEX has historically tracked 
public sector expenditures on home “health” care 
as reported in the public accounts. All 
expenditures for this category are submitted to 
the OECD under HC 3.3 Long-term home care. 
Recently, NHEX has started to collect data on 
home support but the data is still incomplete and 
not yet obtained for all provinces. Although 
included in total health expenditure, private 
sector expenditure on home “health” care is not 
reported separately in NHEX, because it is not a 
discrete category in the data sources for private 
sector expenditures (in the data sources, 
expenditure on home care is lumped together 
with other types of expenditures). 
 Besides the still incomplete data on public 
sector expenditures on home support, NHEX 
does not collect any data on social services of 
long term care. 
 

Distinction between long-term health care and 
social services of LTC  

 For both the NHEX categories “Other 
Institutions” and “Home Care”, the distinction 
between public sector expenditure on health care 

and public sector expenditure on social services 
is established from the provincial public accounts 
in consultation with the provinces. Generally, 
expenditures reported in the public accounts 
under Ministries of Health are deemed to be for 
health care. 
 For the NHEX category “Other institutions”, 
the distinction between private sector 
expenditure on health care and private sector 
expenditure on social services is made based on 
the type of institutions (health vs. social 
institutions) in the Statistics Canada’s Residential 
Care Facilities Survey. For data provision to the 
OECD for category HC.3.1, the Canadian 
Institute for Health Information adjusts the 
NHEX data to exclude all private sector 
expenditures for Type I and lower care 
(residential and social services) as well as all 
private sector expenditures on institutions for 
persons with developmental delays, alcohol and 
drug problems, and for emotionally disturbed 
children 

Availability of data on the main components of 
LTC services 

 Table 1 indicates for the Canadian national 
and international information system which 
statistics contain data for expenditure on the 
main components of LTC. 

Information on defining and using distinction 
between ADL and IADL 

 In NHEX, the category “Home Support” 
does not distinguish between ADL and IADL 
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Table CAN.1. National and international data reporting on the main components of LTC services 

Main components of LTC services 

Current official statistics for 
national purposes 

Data reported to the Joint 
Health Accounts data 
collection 
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* 

Palliative care 
(end-of-life care)  

**    

Long-term nursing care 
(intensive, high level care and assistance with ADL restrictions, 
including accommodation in high-level care nursing homes) 

X  X***  

Personal care services 
(help with ADL restrictions) 

 ****   

Home help; care assistance 
(help with IADL restrictions) 

 ****   

Services in support of informal (family) care 
(such as care allowances, social protection of informal carers, 
counselling) 

 *****   

Residential care services, other than nursing homes 
(supported living arrangements: long-term care together with 
residential care services) 

 *****   

Other social services provided in a long-term care context 
(special types of transportation; Case management / 
coordination) 

 *****   

* Data on HC.R.6.1 is not reported because it is still incomplete. 

**Cannot be separated from other types of services  

***Includes some adjustments to the national data to better fit the JHAQ/HD concepts  

****Home support (no distinction between ADL and IADL). Still incomplete data. 

***** Not tracked in NHEX 

 

III. DATA SOURCES on expenditure 

General description 

Name / institution of the main data sources: 

 The Canadian Institute for Health 
Information collects data on health expenditures 
for its National Health Expenditure Database 
(NHEX). The Canadian Institute for Health 
Information has also started to collect data on 
home support expenditures but the data are still 
incomplete and have not been provided.   
 Statistics Canada collects data on 
expenditures of residential care facilities 
(providing both health and social care) through 
its annual Residential Care Facilities Survey 

(RCF). However, for health care, the data on 
public sector expenditures reported in the RCF 
survey could not be fully reconciled with the data 
published in the public accounts and used by the 
Canadian Institute for Health Information in 
NHEX. The public accounts are believed to be a 
more reliable source of data on the public 
funding of long term nursing care than the RCF 
survey. 
 The Financial Management System (FMS) of 
government statistics maintained by Statistics 
Canada comprises data on government 
expenditures on the functions of “Health” and 
“Social Services”. For health care, there has been 
no recent reconciliation of the NHEX and FMS 
data. Because NHEX and the FMS may have a 
different borderline between health and social 
services, this reconciliation is essential before the 
Financial Management System data for the 
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function “Social Services” could be used for 
estimating public sector expenditures on services 

of long term care.  
 

Table CAN.2. Detailed information 

Data Sources and availability (time period) 
 

  HF.1 General government 
HC3 Long-term nursing care CIHI – NHEX Database 
 Inpatient long-term nursing care  
 Long-term nursing care: home care  
HC.R.6.1 Social services of long-term care 

(LTC other than HC3) 
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Table CAN.3. Key indicators of LTHC and total LTC: Canada, 2005 

Indicators 

Per capita 
Expenditure 

Personal health care 
expenditure 
(HC.1-HC.5) 

Current health expenditure1

(CHE) 
Households Actual Final 

Consumption 
(HAFC) 

Gross Domestic Product 
(GDP) 

in USD PPP OECD&EU 
Average 

% of  
OECD&EU 

Average 

Percentage
of  

OECD&EU 
Average 

% of  
OECD&EU 

Average 

Percentage 
of  

OECD&EU 
Average 

% of  
OECD&EU 

Average 

Percentage
of  

OECD&EU 
Average 

% of 
 OECD&EU 

Average 

Percentage
of  

OECD&EU 
Average 

% of  
OECD&EU 

Average 

(a) (b) (100*a/b) (a) (b) (100*a/b) (a) (b) (100*a/b) (a) (b) (100*a/b) (a) (b) (100*a/b) 

Long-term health care (LTHC) $452 $291.2 155% 16.0% 10.1% 159% 14.2% 9.4% 151% 2.0% 1.3% 153% 1.3% 0.9% 156% 
Total Long-term care (LTHC+LTSC) - - -   - - - - - - - - - 
Current health expenditure $3,183 $2439 131%             14.0% 12.4% 113% 9.3% 8.3% 112% 
Source: Calculation based on OECD HD 2007 and Eurostat. 
1) Total Long-term care (LTHC+LTSC) is compared with Current health expenditure (CHE) plus Long-term Social care (LTSC) 
 
 
 
 
 
 
 
Table CAN.4. Total long term care expenditure by main types of LTC and financing schemes, millions of NCU: Canada, 2005 
    HF.1     HF.2             HF 

General 
government 

HF.1.1 HF.1.2 

Private  
sector 

HF.2.1+2.2 HF.2.3     HF.2.4 HF.2.5 

Total LTC General  
government 

(excl. social 
security.) 

Social  
security 

Private 
insurance 

Private 
household 

out-of-pocket 
payments 

HF.2.3.1 HF.2.3.2 to 2.9 

Non-profit 
institutions Corporations 

    

Out-of-pocket, 
excluding cost-

sharing 
Cost-sharing 

HC.3 Long-term nursing and personal care  14866 14787 79 3333          81.98  3071       180 18199 
HC.3.1, 3.2 LTC: inpatient care and day cases 12466 12437 29 3333 82 3071 180 15799 
HC.3.3  LTC: home care 2399 2350 50               2399 
HC.R.6.1 Social services of LTC (other than HC.3)                    
 Total 14866 14787 79 3333          81.98  3071 180 18199 
Source: OECD-WHO-Eurostat System of Health Accounts Joint Questionnaire 2007. 
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Table CAN.5. Total long term care expenditure by main types of LTC and financing schemes, Total LTC=100: Canada, 2005 
    HF.1     HF.2         HF 

General 
government 

HF.1.1 HF.1.2 

Private  
sector 

HF.2.1+2.2 HF.2.3 HF.2.4 HF.2.5 

Total LTC General  
government  

(excl. social 
security.) 

Social  
security 

Private 
insurance 

Private 
household 

out-of-pocket 
payments 

Non-profit 
institutions Corporations 

    
HC.3 Long-term nursing and personal care  81.68 81.25               0.43  18.32            0.45  16.88               0.99  100.00 
HC.3.1, 3.2 LTC: inpatient care and day cases 68.50 68.34              0.16 18.32            0.45 16.88            0.99  86.82 
HC.3.3  LTC: home care              13.18            12.91               0.27                13.18  
HC.R.6.1 Social services of LTC (other than HC.3)                   
 Total 81.68 81.25               0.43 18.32            0.45  16.88             0.99  100.00 
Source: OECD-WHO-Eurostat System of Health Accounts Joint Questionnaire 2007. 
 
 
 
 
 
 
 
 
Table CAN.6. LTC as percentage of total current health expenditure, Total current expenditure on health =100 : Canada, 2005 
    HF.1     HF.2         HF 

General 
government 

HF.1.1 HF.1.2 

Private  
sector 

HF.2.1+2.2 HF.2.3 HF.2.4 HF.2.5 

Total LTC General  
government  

(excl. social 
security.) 

Social  
security 

Private 
insurance 

Private 
household 

out-of-pocket 
payments 

Non-profit 
institutions Corporations 

    
HC.3 Long-term nursing and personal care                11.60             11.54                0.06                2.60             0.06              2.40               0.14            14.20  
HC.3.1, 3.2 LTC: inpatient care and day cases                9.73              9.70               0.02              2.60            0.06            2.40            0.14           12.33  
HC.3.3  LTC: home care                1.87              1.83               0.04                  1.87  
 Total               11.60             11.54                0.06               2.60            0.06              2.40             0.14            14.20  
Source: OECD-WHO-Eurostat System of Health Accounts Joint Questionnaire 2007. 
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Table CAN.7. Total long term care expenditure by main types of LTC and providers, millions of NCU : Canada, 2005 
    HP.1 HP.2     HP.3 (excl. 

HP.3.6) 
HP.3.6 HP.7.2 HP.7.9   HP 

    HP.2.1 HP.2.2-2.9           

    

Hospitals Nursing and 
residential care 

facilities 

Nursing care 
facilities 

Residential care 
facilities 

Providers of 
ambulatory 
care (excl. 

HP.3.6) 

Providers of 
home health 

care 

Households as 
providers of 
home care 

All other 
industries as 

secondary 
producers  

Other types of 
facility n.e.c. 

Total 

HC.3 Long-term nursing and personal care  3504 12278     17      2,399.40        18199 
HC.3.1, 3.2 LTC: inpatient care and day cases 3504 12278          17.13 15799 
HC.3.3  LTC: home care           2,399.40     2399 
HC.R.6.1 Social services of LTC (other than HC.3)                     
 Total 3504 12278 17      2,399.40  18199 
Source: OECD-WHO-Eurostat System of Health Accounts Joint Questionnaire 2007. 
 
 
 
 
 
 
 
 
Table CAN.8. Total long term care expenditure by main types of LTC and providers, Total LTC=100 : Canada, 2005 
    HP.1 HP.2     HP.3 (excl. 

HP.3.6) 
HP.3.6 HP.7.2 HP.7.9   HP 

    HP.2.1 HP.2.2-2.9           

    

Hospitals Nursing and 
residential care 

facilities 

Nursing care 
facilities 

Residential care 
facilities 

Providers of 
ambulatory 
care (excl. 

HP.3.6) 

Providers of 
home health 

care 

Households as 
providers of 
home care 

All other 
industries as 

secondary 
producers  

Other types of 
facility n.e.c. 

Total 

HC.3 Long-term nursing and personal care  19.25 67.47     0.09 13.18       100.00 
HC.3.1, 3.2 LTC: inpatient care and day cases 19.25 67.47 0.09 86.82 
HC.3.3  LTC: home care       13.18     13.18 
HC.R.6.1 Social services of LTC (other than HC.3)                     
 Total 19.25 67.47 0.09 13.18 100.00 
Source: OECD-WHO-Eurostat System of Health Accounts Joint Questionnaire 2007. 
 

i
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Table CAN.9. Long term nursing care (HC.3): Canada 

Years % of GDP % of AHFC % of Current
Health Exp.

% of Personal 
Health Care Exp.

2000 1.23 1.84 14.52 16.15
2001 1.24 1.84 13.98 15.68
2002 1.25 1.82 13.64 15.28
2003 1.25 1.83 13.50 15.23
2004 1.30 1.93 13.96 15.70
2005 1.33 1.98 14.20 15.97
2006  14.18 15.98
Source: OECD Health Data 2007. 
 
 
Table CAN.10. Components of Total LTC (Total LTC=100): Canada 

Years Inpatient & day care Home care Social Services of 
LTC Total LTC

2000 86.53 13.47 0.00 100.00
2001 86.61 13.39 0.00 100.00
2002 86.21 13.79 0.00 100.00
2003 86.67 13.33 0.00 100.00
2004 87.19 12.81 0.00 100.00
2005 86.82 13.18 0.00 100.00
2006 86.66 13.34 0.00 100.00
Source: OECD Health Data 2007. 
 
 
Table CAN.11. Components of LT nursing and personal care (HC.3=100): Canada 

Years   Inpatient & Day
Care Home Care HC.3

2000   86.53 13.47 100.00
2001 86.61 13.39 100.00
2002   86.21 13.79 100.00
2003 86.67 13.33 100.00
2004   87.19 12.81 100.00
2005 86.82 13.18 100.00
2006   86.66 13.34 100.00
Source: OECD Health Data 2007. 
 
 
Table CAN.12.Per capita Total LTC and LT nursing care, (real growth rates): Canada 

Years      HC.3. 

2000   2.44
2001 2.00
2002   2.32
2003 1.32
2004   6.12
2005   3.99
1999-2005 MAGR (%) 3.02
Source: OECD Health Data 2007. 
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CYPRUS23 

I. DESCRIPTION OF LONG-TERM 
CARE 

 The Ministry of Health is responsible for the 
organisation of the health care system in Cyprus 
and the provision of health care services financed 
by the state. The range of services offered 
through the government health scheme is 
comprehensive and includes visits to general 
physicians, specialist consultations, in-patient 
stays, medical care given abroad in specialist 
fields not offered in Cyprus and all prescribed 
drugs. The private sector share of the health 
services market in Cyprus exceeds half of total 
health expenditure. The private sector treats 
patients on ‘a fee for service’ basis and is 
available to all individuals who can afford to pay.  
 The anticipated introduction in 2008 of a 
National Health Insurance Scheme is likely to 
benefit those in need including the aged because 
medical care will be universal and all citizens 
will have free access to the same quality of 
health services. The new National Health 
Insurance Scheme will be funded by employee, 
employer and government contributions. Thus 
older persons, who are the poorest section of the 
population in Cyprus, will gain from not having 
to contribute to its cost as they do under the 
present system where public health services are 
funded through general taxation.  
 The population of Cyprus is ageing as a 
result of the falling fertility rate and the increase 
in life expectancy. The increase in the number of 
old age pensioners together with the trend 
towards less strong family bonds suggests that 
the number of old people living on their own will 
increase quickly.  
 The Department of Social Insurance is 
responsible for the Social Pension Scheme which 
provides pensions to persons who have reached 
the age of 65. The Department of Social Welfare 

 
23 Country note prepared by the Secretariat with 
additional information and verification by the 
national correspondent. 

Services is the official agency of the state for the 
provision and promotion of social welfare 
services. Public Assistance and Services for the 
Elderly and Disabled is one of the main 
programs of the Department. The Department of 
Social Welfare encourages the supply of social 
welfare services by third parties in the 
communities, with sensitivity to local needs. This 
decentralised provision of welfare services aims 
at providing the same level and quality of 
services to all citizens in all areas of the country.  
 The public sector provides health services 
free of charge to government employees, families 
with four or more children and certain categories 
of chronically ill persons. Everyone else receives 
health care on a means tested basis. At the 
moment the government provision of health 
services is funded out of general taxation, with 
the exception of a small part financed from co-
payments.  
 Local community welfare councils and 
NGOs are financially and technically assisted to 
operate day-care centres for older persons and 
persons with disabilities and operate residential 
care for older persons and persons with 
disabilities and provide home-care.  
 A scheme introduced in 2001 provides 
financial assistance for housing alterations or 
extensions to facilitate the care for older persons 
by the family and avoid their institutionalisation. 
A system of grants supports home care and 
community development.  
 The family bonds which support care of the 
extended family are still strong in Cyprus, but 
social and economic developments are 
challenging the traditional role of the family. The 
Cypriot family now is more child-centred and 
this raises concerns that older persons may be 
increasingly left out of family arrangements. The 
Cypriot government has recognised the changes 
in family structure and offered incentives for 
family care of older persons. Financial support 
for families caring for older members and other 
incentives for the provision of home care assist 
in the avoidance of institutionalisation. 
 LTC expenditure (HC.3) was 1.9% of 
current health expenditure and 0.1% of GDP 
compared with the OECD-EU averages of 
9.5% and 0.9%. In 2005, 2.25% of long-term 
care was publicly funded and 51.23% was 
funded by out-of-pocket payments. Please 
refer to Tables CYP.3 to CYP.9 for more 
details. 
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II. METADATA 

Definitions of long-term care 

 Although it is the intention to compile data 
according to LTC definition, currently it is not 
possible to provide estimates of expenditure for 
long-term health care and social services 
separately. Health expenditure includes not only 
the costs of LTC health, but also part of the costs 
of social services of LTC. However, the amounts 
reported for Social services of LTC (HC.R.6.1) 
concern only the social services of LTC. 
 Most institutions in Cyprus provide a mix of 
both LTC health and social care. 

Availability of data on the main components of 
LTC services 

 Table 1 indicates which statistics contain data 
for expenditure on the main components of LTC 
for the Cypriot national and international 
information system. 
 As noted above, most social services are 
included in health expenditure categories since it 
cannot be separated out. Social LTC expenditure, 
however, only includes social services. Therefore 
the expenditure on social services of LTC is 
likely to be underestimated. No breakdown of 
social services of LTC by provider category is 
available.  

Information on defining and using distinction 
between ADL and IADL 

 No information is currently available for 
separating ADL and IADL activities. 
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Table CYP.1 National and international data reporting on the main components of LTC services 

Main components of LTC services 

Current official 
statistics for 
national purposes 

Data reported to the 
Joint Health 
Accounts data 
collection 
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Palliative care 
(end-of-life care)  

X    

Long-term nursing care 
(intensive, high level care and assistance with ADL restrictions, including 
accommodation in high-level care nursing homes) 

X    

Personal care services 
(help with ADL restrictions) 

X* X   

Home help; care assistance 
(help with IADL restrictions) 

X* X   

Services in support of informal (family) care 
(such as care allowances, social protection of informal carers, counselling) 

X* X   

Residential care services, other than nursing homes 
(supported living arrangements: long-term care together with residential care 
services) 

X* X   

Other social services provided in a long-term care context 
(special types of transportation; Case management / coordination) 

X* X   

* Also includes part of the costs of social care. 
Note. Current official statistics for national purposes corresponds to the data reported to the Joint Health Accounts data collection. 

III. DATA SOURCES on expenditure 

General description 

Name / institution of the main data sources: Statistical Service of Cyprus 

Table CYP.2 Detailed information 

Data Sources and availability (time period) 
 

  HF.1 General government 
HC3 Long-term nursing care  
 Inpatient long-term nursing care Government Budget;  

Salaries of personnel of the public sector (The Ministry of Finance - Salaries 
Department); 
Social Protection Survey 

 Long-term nursing care: home care  
HC.R.6.1 Social services of long-term care 

(LTC other than HC3) 
Government Budget; 
Social Protection Survey; 
The Services Survey 

  HF.2 Private sector 
HC3 Long-term nursing care  
 Inpatient long-term nursing care Family Budget Survey 2003; 
 Long-term nursing care: home care The Services Survey 
HC.R.6.1 Social services of long-term care 

(LTC other than HC3) 
Family Budget Survey 2003 
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Table CYP.3. Key indicators of LTHC and total LTC: Cyprus, 2005 

Indicators 

Per capita 
Expenditure 

Personal health care 
expenditure 
(HC.1-HC.5) 

Current health expenditure1 
(CHE) 

Households Actual Final 
Consumption 

(HAFC) 
Gross Domestic Product 

(GDP) 

in USD PPP OECD&EU 
Average 

% of   
OECD&EU 

Average 

percentage
of  

OECD&EU 
Average 

% of   
OECD&EU 

Average 

percentage 
of  

OECD&EU 
Average 

% of  
OECD&EU 

Average 

percentage
of  

OECD&EU 
Average 

% of 
 OECD&EU 

Average 

percentage 
of 

OECD&EU 
Average 

% of  
OECD&EU 

Average 

(a) (b) (100*a/b) (a) (b) (100*a/b) (a) (b) (100*a/b) (a) (b) (100*a/b) (a) (b) (100*a/b) 

Long-term health care (LTHC) $27 $291.2 9% 2.0% 10.1% 20% 1.9% 9.4% 20% 0.1% 1.3% 12% 0.1% 0.9% 13% 
Total Long-term care (LTHC+LTSC) $28 $318 9%   1.9% 10.4% 18% 0.2% 1.4% 11% 0.1% 0.9% 12% 
Current health expenditure $1,448 $2439 59%             8.0% 12.4% 64% 5.8% 8.3% 70% 
Source: Calculation based on OECD HD 2007 and Eurostat. 
1) Total Long-term care (LTHC+LTSC) is compared with Current health expenditure (CHE) plus Long-term Social care (LTSC) 

 
 
 
 
 
 

Table CYP.4. Total long term care expenditure by main types of LTC and financing schemes, millions of NCU: Cyprus, 2005 
    HF.1     HF.2             HF 

General 
government 

HF.1.1 HF.1.2 

Private  
sector 

HF.2.1+2.2 HF.2.3     HF.2.4 HF.2.5 

Total 
LTC 

General  
government 

(excl. social 
security.) 

Social  
security 

Private 
insurance 

Private 
household out-

of-pocket 
payments 

HF.2.3.1 HF.2.3.2 to 2.9 

Non-profit 
institutions Corporations 

    

Out-of-pocket, 
excluding cost-

sharing 
Cost-sharing 

HC.3 
Long-term nursing and personal
care  0.18 0.18  8.43    4.46 4.46  3.96   8.60  

HC.3.1, 3.2 LTC: inpatient care and day cases 0.18 0.18 7.07  3.11 3.11 3.96 7.25  
HC.3.3  LTC: home care    1.35    1.35 1.35     1.35  

HC.R.6.1 
Social services of LTC (other than
HC.3)  0.02 0.02  0.09       0.09   0.11  

 Total 0.20 0.20 8.52  4.46 4.46  4.06 8.71  
Source: OECD-WHO-Eurostat System of Health Accounts Joint Questionnaire 2007. 
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Table CYP.5. Total long term care expenditure by main types of LTC and financing schemes, Total LTC=100: Cyprus, 2005 
    HF.1     HF.2         HF 

General 
government 

HF.1.1 HF.1.2 

Private  
sector 

HF.2.1+2.2 HF.2.3 HF.2.4 HF.2.5 

Total LTC General  
government  

(excl. social 
security.) 

Social  
security 

Private 
insurance 

Private 
household 

out-of-pocket 
payments 

Non-profit 
institutions Corporations 

    
HC.3 Long-term nursing and personal care                  2.02               2.02    96.69   51.23 45.47   98.71 
HC.3.1, 3.2 LTC: inpatient care and day cases                2.02              2.02  81.17 35.70 45.47 83.19 
HC.3.3  LTC: home care                15.53  15.53             15.53  
HC.R.6.1 Social services of LTC (other than HC.3)                 0.23               0.23                  1.07                  1.07               1.29  
 Total                 2.25               2.25  97.76 51.23 46.53 100.00 
Source: OECD-WHO-Eurostat System of Health Accounts Joint Questionnaire 2007. 

 
 
 
 
 
 

Table CYP.6. LTC as percentage of total current health expenditure, Total current expenditure on health =100 : Cyprus, 2005 
    HF.1     HF.2         HF 

General 
government 

HF.1.1 HF.1.2 

Private  
sector 

HF.2.1+2.2 HF.2.3 HF.2.4 HF.2.5 

Total LTC General  
government  

(excl. social 
security.) 

Social  
security 

Private 
insurance 

Private 
household 

out-of-pocket 
payments 

Non-profit 
institutions Corporations 

    
HC.3 Long-term nursing and personal care                  0.04               0.04                  1.84                0.98             0.87               1.88  
HC.3.1, 3.2 LTC: inpatient care and day cases                0.04              0.04               1.55            0.68            0.87            1.58  
HC.3.3  LTC: home care                  0.30             0.30               0.30  
 Total                 0.04               0.04                1.84             0.98             0.87             1.88  
Source: OECD-WHO-Eurostat System of Health Accounts Joint Questionnaire 2007. 
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Table CYP.7. LTC as percentage of total current expenditure on health and long-term care, Total current expenditure on health plus LTSC =100 : Cyprus, 2005 
    HF.1     HF.2         HF 

General 
government 

HF.1.1 HF.1.2

Private  
sector 

HF.2.1+2.2 HF.2.3 HF.2.4 HF.2.5 

Total LTC General  
government  

(excl. social 
security.) 

Social 
security

Private 
insurance

Private 
household 

out-of-pocket 
payments 

Non-profit 
institutions Corporations 

    
HC.3 Long-term nursing and personal care                  0.04                0.04                  1.84                0.97              0.87                1.88  
HC.3.1, 3.2 LTC: inpatient care and day cases                0.04              0.04               1.54            0.68            0.87            1.58  
HC.3.3  LTC: home care                  0.30             0.30               0.30  
HC.R.6.1 Social services of LTC (other than HC.3)                 0.00                0.00                  0.02                  0.02                0.02  
 Total                 0.04               0.04                1.86             0.97              0.89              1.90  
Source: OECD-WHO-Eurostat System of Health Accounts Joint Questionnaire 2007. 

 
 
 
 
 
 
 
 

Table CYP.8. Total long term care expenditure by main types of LTC and providers, millions of NCU : Cyprus, 2005 
    HP.1 HP.2     HP.3 (excl. 

HP.3.6) 
HP.3.6 HP.7.2 HP.7.9   HP 

    HP.2.1 HP.2.2-2.9           

    

Hospitals Nursing and 
residential care 

facilities 

Nursing care 
facilities 

Residential care 
facilities 

Providers of 
ambulatory 
care (excl. 

HP.3.6) 

Providers 
of home 

health care 

Households 
as providers 
of home care 

All other 
industries 

as 
secondary 
producers  

Other 
types of 
facility 
n.e.c. 

Total 

HC.3 Long-term nursing and personal care                  8.60               3.60               5.01                       8.60  
HC.3.1, 3.2 LTC: inpatient care and day cases              7.25              3.60              3.65            7.25  
HC.3.3  LTC: home care               1.35               1.35                 -                1.35  
HC.R.6.1 Social services of LTC (other than HC.3)                     
 Total               8.60               3.60               5.01                  -             8.60  
Source: OECD-WHO-Eurostat System of Health Accounts Joint Questionnaire 2007. 
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Table CYP.9. Total long term care expenditure by main types of LTC and providers, Total LTC=100 : Cyprus, 2005 
    HP.1 HP.2     HP.3 (excl. 

HP.3.6) 
HP.3.6 HP.7.2 HP.7.9   HP 

    HP.2.1 HP.2.2-2.9           

    

Hospitals Nursing and 
residential care 

facilities 

Nursing care 
facilities 

Residential care 
facilities 

Providers of 
ambulatory 
care (excl. 

HP.3.6) 

Providers of 
home health 

care 

Households as 
providers of 
home care 

All other 
industries as 

secondary 
producers  

Other types 
of facility 

n.e.c. 

Total 

HC.3 Long-term nursing and personal care    98.71 41.28 57.44           98.71 
HC.3.1, 3.2 LTC: inpatient care and day cases 83.19 41.28 41.91 83.19 
HC.3.3  LTC: home care  15.53   15.53 0.00      15.53 
HC.R.6.1 Social services of LTC (other than HC.3)                     
 Total 98.71 41.28 57.44 0.00 98.71 
Source: OECD-WHO-Eurostat System of Health Accounts Joint Questionnaire 2007. 
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CZECH REPUBLIC24 

I. DESCRIPTION OF LONG-TERM 
CARE 

 Health care providers are administered by the 
Ministry of Health, Regional Offices, 
communities and municipalities, private 
enterprises, individuals, non-profit organisations 
and churches.  
 Institution-based social services in the Czech 
Republic are provided by the regions and by 
local authorities. The Ministry of Labour and 
Social Affairs is responsible for overall funding 
and development at the country-wide level. A 
general trend in social services has been a shift 
away from institution-based care towards 
community-based and home-based care. This 
trend emphasises client individuality and their 
preferences. There are large interregional 
differences in the accessibility of social services. 
Services are more readily available in urban 
areas and people living in less populated areas 
find it difficult to access long-term care.   
 Health care in the Czech Republic is financed 
mainly from public health insurance funds. 
Approximately 89% of all costs in the health care 
system are covered from either public health 
insurance or public budgets of the state and 
regional governments. Co-payments are 
negligible for most services and out-of-pocket 
expenditures constitute about 11% of total health 
expenditure. User charges are applied 
particularly in drugs and dental services. The 
private health insurance market is negligible in 
the Czech Republic.  
 Institution-based elderly care and social 
services are usually provided in two types of 
facilities: pensioners’ homes and boarding 
houses for pensioners. Residential services in 
social service homes are provided to persons 
whose abilities are limited, particularly in terms 

 
24 Country note prepared by the Secretariat with 
additional information and verification by the 
national correspondent. 

of personal care and housework and who do not 
live in their own homes. The services include the 
provision of housing in special facilities to 
replace the clients’ homes. There are also other 
types of social care establishments classified 
according to the types of disability of their 
residents. There are institutions for people with 
physical disabilities, for people with physical 
disabilities combined with other impairments, for 
the sensually impaired, for the mentally disabled; 
chronic alcoholics and drug addicts and for 
psychotic and psychopathic patients.  
 Important providers of primary health care, 
besides general practitioners, are home care 
agencies. Over the past ten years, these services 
developed significantly in the Czech Republic. 
Currently, there are 450 agencies covering 
almost the whole country. Most of these agencies 
operate 24 hours a day, thus ensuring the 
provision of adequate and accessible care. Home 
care agencies work in close cooperation with 
general practitioners. One of the benefits of home 
care agencies is provision of care in the patient’s 
home environment.  
 Informal caregivers are mostly women and in 
full-time jobs in addition to their caregiver role. 
As a result of the social transformation such as 
higher female participation rates and the 
changing socio-economic situation of families, 
there has been a decline in the number of 
families that are willing and/or have the capacity 
to take care of a dependent family member. 
People taking care of a family member or another 
person receive a carer’s allowance. This 
allowance is granted to people providing 
personal and full-time care to an older person 
who is fully or mostly incapacitated, or older 
than 80 and partially incapacitated. A current 
amendment to a Social Security Act is reviewing 
the economic situation of the carer and looking at 
options for them to combine benefits with 
income from their economic activities. 
 LTC expenditure (HC.3) was 3.5% of 
current health expenditure and 0.2% of GDP 
compared with the OECD-EU averages of 
9.5% and 0.9%. In 2005, 100% of long-term 
health care was publicly funded. Please refer 
to Tables CZE.3 to CZE.8 for more details. 
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II. METADATA 

Definitions of long-term care 
 There is no common definition of long-term 
care in the Czech statistical system. Various 
definitions are used for the needs of both the 
health sector and social sector. In both sectors, 
LTC includes health and a social part of LTC 
that cannot be easily separated. 
 The division between health and social 
expenditure can be made by type of service, the 
type of institution or personnel, or the 
beneficiary’s characteristics. 
 Within the health system, in-patient long-
term nursing care and home health care is 
provided. Currently part of in-patient long-term 
care (HC.3.1) includes the salaries of health 
personnel employed in social establishments. 

Availability of data on the main components of 
LTC services 

 Table 1 indicates which statistics contain data 
for expenditure on the main components of LTC 

for the Czech national and international 
information system. 
 Although relatively small, no estimates are 
currently available for the private component of 
long-term care. 
 For international reporting purposes, no 
separate estimates are currently provided for 
social services of LTC, mainly due to difficulties 
in separating from health services. 

Information on defining and using distinction 
between ADL and IADL 

 A new act on social services defines four 
levels of dependency due to long-term health 
conditions with regard to limitations of daily 
living activities and types of services appointed 
to people with these limitations (residential care 
or home care services). 
 

 
Table CZE.1 National and international data reporting on the main components of LTC services 

Main components of LTC services 

Current official 
statistics for 
national purposes 

Data reported to the 
Joint Health 
Accounts data 
collection 
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Palliative care 
(end-of-life care)  

X  X  

Long-term nursing care 
(intensive, high level care and assistance with ADL restrictions, including 
accommodation in high-level care nursing homes) 

X X* X  

Personal care services 
(help with ADL restrictions) 

** X  

Home help; care assistance 
(help with IADL restrictions) 

** X  

Services in support of informal (family) care 
(such as care allowances, social protection of informal carers, counselling) 

 X X  

Residential care services, other than nursing homes 
(supported living arrangements: long-term care together with residential care 
services) 

 X X  

Other social services provided in a long-term care context 
(special types of transportation; Case management / coordination) 

    

* In-patient care in some social establishments is included under social expenditure. For the JHAQ, HC.3.1 is adjusted to 
include the salaries of health personnel in social establishments 

** ‘Home care’ services cover both home health and home help services and cannot be fully separated. Expenditure reported 
under health contains elements of social expenditure and vice versa. 
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III. DATA SOURCES on expenditure 

General description 

Name / institution of the main data sources: 
Czech Statistical Office 
Ministry of Labour and Social Affairs 

Table CZE.2 Detailed information 
Data Sources and availability (time period) 

 
  HF.1 General government 
HC3 Long-term nursing care Health Insurance Companies (2000-2004)  

Ministry of Labour and Social Affairs (2000-2004) 
 Inpatient long-term nursing care Health Insurance Companies (2000-2004) 

Ministry of Labour and Social Affairs (2000-2004) 
 Long-term nursing care: home care 

HEALTH INSURANCE COMPANIES (2000-2004) 

HC.R.6.1 Social services of long-term care 
(LTC other than HC3) 

Ministry of Labour and Social Affairs 
 

  HF.2 Private sector 
HC3 Long-term nursing care  
 Inpatient long-term nursing care  
 Long-term nursing care: home care  
HC.R.6.1 Social services of long-term care 

(LTC other than HC3) 
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Table CZE.3. Key indicators of LTHC and total LTC: Czech Republic, 2005 

Indicators 

Per capita 
Expenditure 

Personal health care 
expenditure 
(HC.1-HC.5) 

Current health expenditure1

(CHE) 
Households Actual Final 

Consumption 
(HAFC) 

Gross Domestic Product 
(GDP) 

in USD PPP OECD&EU 
Average 

% of  
OECD&EU 

Average 

Percentage
of  

OECD&EU 
Average 

% of  
OECD&EU 

Average 

Percentage 
of  

OECD&EU 
Average 

% of  
OECD&EU 

Average 

Percentage
of  

OECD&EU 
Average 

% of 
 OECD&EU 

Average 

Percentage
of  

OECD&EU 
Average 

% of  
OECD&EU 

Average 

(a) (b) (100*a/b) (a) (b) (100*a/b) (a) (b) (100*a/b) (a) (b) (100*a/b) (a) (b) (100*a/b) 

Long-term health care (LTHC) $50 $291.2 17% 3.7% 10.1% 37% 3.5% 9.4% 37% 0.4% 1.3% 31% 0.2% 0.9% 28% 
Total Long-term care (LTHC+LTSC) - - -   - - - - - - - - - 
Current health expenditure $1,425 $2439 58%             11.4% 12.4% 92% 6.9% 8.3% 83% 
Source: Calculation based on OECD HD 2007 and Eurostat. 
1) Total Long-term care (LTHC+LTSC) is compared with Current health expenditure (CHE) plus Long-term Social care (LTSC) 
 
 
 
 
 
 
 
Table CZE.4. Total long term care expenditure by main types of LTC and financing schemes, millions of NCU: Czech Republic, 2005 
    HF.1     HF.2             HF 

General 
government 

HF.1.1 HF.1.2 

Private  
sector 

HF.2.1+2.2 HF.2.3     HF.2.4 HF.2.5 

Total LTC General  
government 

(excl. social 
security.) 

Social  
security 

Private 
insurance 

Private 
household 

out-of-pocket 
payments 

HF.2.3.1 HF.2.3.2 to 2.9 

Non-profit 
institutions Corporations 

    

Out-of-pocket, 
excluding cost-

sharing 
Cost-sharing 

HC.3 Long-term nursing and personal care  7147 2344 4804 0                  -  0 0 0   0 7147 
HC.3.1, 3.2 LTC: inpatient care and day cases 5454 1513 3941 0 0 0 0 0 0 5454 
HC.3.3  LTC: home care 1694 831 863                    -                 -  0 0 0   0 1694 
HC.R.6.1 Social services of LTC (other than HC.3)                   
 Total 7147 2344 4804 0                  -  0 0 0 0 7147 
Source: OECD-WHO-Eurostat System of Health Accounts Joint Questionnaire 2007. 
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Table CZE.5. Total long term care expenditure by main types of LTC and financing schemes, Total LTC=100: Czech Republic, 2005 
    HF.1     HF.2         HF 

General 
government 

HF.1.1 HF.1.2 

Private  
sector 

HF.2.1+2.2 HF.2.3 HF.2.4 HF.2.5 

Total LTC General  
government 

(excl. social 
security.) 

Social  
security 

Private 
insurance 

Private 
household 

out-of-pocket 
payments 

Non-profit 
institutions Corporations 

    
HC.3 Long-term nursing and personal care  100.00 32.79 67.21 0.00                  -  0.00                    -  100.00 
HC.3.1, 3.2 LTC: inpatient care and day cases 76.30 21.17 55.13 0.00 0.00 0.00                  -  76.30 
HC.3.3  LTC: home care              23.70            11.62 12.07                    -                 - 0.00  0.00          23.70  
HC.R.6.1 Social services of LTC (other than HC.3)                   
 Total 100.00 32.79 67.21 0.00                  -  0.00                  -  100.00 
Source: OECD-WHO-Eurostat System of Health Accounts Joint Questionnaire 2007. 
 
 
 
 
 
 
 
 
Table CZE.6. LTC as percentage of total current health expenditure, Total current expenditure on health =100 : Czech Republic, 2005 
    HF.1     HF.2         HF 

General 
government 

HF.1.1 HF.1.2 

Private  
sector 

HF.2.1+2.2 HF.2.3 HF.2.4 HF.2.5 

Total LTC General  
government 

(excl. social 
security.) 

Social  
security 

Private 
insurance 

Private 
household 

out-of-pocket 
payments 

Non-profit 
institutions Corporations 

    
HC.3 Long-term nursing and personal care                  3.48               1.14                2.34                      -                  -                   -                     -              3.48  
HC.3.1, 3.2 LTC: inpatient care and day cases                2.66              0.74              1.92                    - 0.00                  -                  -             2.66  
HC.3.3  LTC: home care                0.83              0.40              0.42                    -                 - 0.00  0.00            0.83  
 Total                 3.48               1.14               2.34                     -                  -                   -                   -              3.48  
Source: OECD-WHO-Eurostat System of Health Accounts Joint Questionnaire 2007. 
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Table CZE.7. Total long term care expenditure by main types of LTC and providers, millions of NCU : Czech Republic, 2005 
    HP.1 HP.2     HP.3 (excl. 

HP.3.6) 
HP.3.6 HP.7.2 HP.7.9   HP 

    HP.2.1 HP.2.2-2.9           

    

Hospitals Nursing and 
residential care 

facilities 

Nursing care 
facilities 

Residential care 
facilities 

Providers of 
ambulatory 
care (excl. 

HP.3.6) 

Providers of 
home health 

care 

Households as 
providers of 
home care 

All other 
industries as 

secondary 
producers  

Other types of 
facility n.e.c. 

Total 

HC.3 Long-term nursing and personal care  3082 2398 885        1,512.99  109         726.42         830.60                   -              1.24  7147 
HC.3.1, 3.2 LTC: inpatient care and day cases 3043 2348 835       1,512.99          56.24            6.66                  -                  - 5454 
HC.3.3  LTC: home care              39.15            50.13            50.13                    - 53        719.75 831                  -            1.24  1694 
HC.R.6.1 Social services of LTC (other than HC.3)                     
 Total 3082 2398 885        1,512.99 109         726.42         830.60                   -              1.24  7147 
Source: OECD-WHO-Eurostat System of Health Accounts Joint Questionnaire 2007. 
 
 
 
 
 
 
 
 
 
Table CZE.8. Total long term care expenditure by main types of LTC and providers, Total LTC=100 : Czech Republic, 2005 
    HP.1 HP.2     HP.3 (excl. 

HP.3.6) 
HP.3.6 HP.7.2 HP.7.9   HP 

    HP.2.1 HP.2.2-2.9           

    

Hospitals Nursing and 
residential care 

facilities 

Nursing care 
facilities 

Residential care 
facilities 

Providers of 
ambulatory 
care (excl. 

HP.3.6) 

Providers of 
home health 

care 

Households as 
providers of 
home care 

All other 
industries as 

secondary 
producers  

Other types of 
facility n.e.c. 

Total 

HC.3 Long-term nursing and personal care  43.12 33.55 12.38 21.17 1.52 10.16 11.62 0.00 0.02 100.00 
HC.3.1, 3.2 LTC: inpatient care and day cases 42.57 32.85 11.68 21.17 0.79 0.09 0.00 0.00 76.30 
HC.3.3  LTC: home care 0.55 0.70 0.70 0.00 0.74 10.07 11.62 0.00 0.02 23.70 

  HC.R.6.1 Social services of LTC (other than HC.3)                   
 Total 43.12 33.55 12.38 21.17 1.52 10.16 11.62 0.00 0.02 
Source: OECD-WHO-Eurostat System of Health Accounts Joint Questionnaire 2007. 
 
 

l
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DENMARK 25 

I. DESCRIPTION OF LONG-TERM 
CARE 

 In Denmark, long-term care services are 
provided on the basis of free and equal access. 
The national principles on rights to care and 
objectives of social policy are established by 
legislation. Local authorities in Denmark decide 
the level of economic resources and the type of 
care to provide for older persons and the 
disabled. The intentions of the legislation are to 
limit monopolies forming in service provision as 
well as to ensure individual choice.  
 The legislation which enshrines the roles of 
both the local authorities and the individual has 
created a ‘double eligibility assessment’. In many 
cases, the individual has a right to choose the 
type of care which suits their needs and 
preferences but the decision must be supported 
by the local authority. The local authority in the 
decision making is represented by a multi-skilled 
team of support workers. The access to care is 
assessed individually according to an 
individual’s functional needs. Depending on the 
assessment, an individual may be offered 
temporary or permanent home help or 
institutional care. 
 Similarly the provision and funding of social 
services for older people is also determined by 
the local authorities. Denmark has a long-
standing tradition of cooperation between the 
voluntary sector and the public sector/local 
authorities concerning health prevention and 
promotion. Initiatives by voluntary organisations 
or associations to provide services aimed at older 
people are financed by the local authority. 
Services may include sports activities, tuition and 
lectures, and friendly companion schemes. Home 
care services provided by the local authorities 

 
25 Country note prepared by the Secretariat with 
additional information and verification by the 
national correspondent. 

include personal care and assistance with 
domestic task such as housecleaning. 
 The funding of health care comes partly from 
taxes imposed by local authorities but mostly 
from block grants to the local authorities from 
the national government. An individual’s 
employment position or financial situation has no 
impact on their access to health services. Local 
taxes fund most long-term care and most services 
are provided by the public sector.  
 The level of cost-sharing for long-term care 
is modest. There is no payment for permanent 
home help whether the provider is public or 
private. However, a part of the old age pension is 
withheld if a person lives in a facility for older 
people (nursing home or sheltered housing). In 
order to minimise perverse incentives for 
institutionalisation, the individual pays for 
housing and the local authorities pay for health 
and social services regardless of where the care is 
received. Thus, residents in housing for older 
people and nursing homes pay a monthly rent 
that covers the cost of operating the housing 
facilities.  
 The Danish population is ageing rapidly and 
conscious of the pressure that this would put on 
the long-term care budget in the future, local 
authorities in the 1980s started to consider home 
care services as a more appropriate form of care 
than nursing home care. Since 1987, no new 
nursing homes of the conventional type have 
been constructed in Denmark and the numbers of 
nursing home beds has decreased. Institutional 
care is provided in assisted living units for older 
persons with single occupancy rooms. Nursing 
support for people in these homes and in the 
community is organised by the local authorities 
on an integrated basis.  
 In recent years there has been an increase in 
the number of palliative care units to care for 
terminally ill patients. The terminally ill also 
have the option of spending their final days in 
their homes with support of outreach services if 
they wish. Some of the palliative facilities are in 
private hospitals. In this case, the payment for 
care is met by the local authorities.  
 Home care provides personal and practical 
assistance to an individual. Since 2002, a person 
granted home care has the option to exchange the 
type of care they have been assigned with 
another type of care. The time frame for the 
performance of the care has to be the same as the 
assigned care and the preferred care has to be 
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considered appropriate for the needs of the 
individual. 
 Compensation for loss of wages where the 
home care is provided by a close relative is 
recognised with a care allowance. A medical 
practitioner in consultation with the person 
requiring the care makes the decision on whether 
care in the home is more appropriate than 
institutional care. The individual also has the 
right to decide if the carer is appropriate for their 
care needs. The local council makes the carer 
payment and also takes responsibility for relief of 
carers either by placing another carer in the home 
for a few days or by placing the patient in a 
nursing home. 
 LTC expenditure (HC.3) was 22.3% of 
current health expenditure and 1.9% of GDP 
compared with the OECD-EU averages of 
9.5% and 0.9%. In 2005, 89.46% of long-
term health care was publicly funded and 
10.54% was funded by out-of-pocket 
payments. Please refer to Tables DNK.3 to 
DNK.8 for more details. 
 

II. METADATA 

Definitions of long-term care 

 In national statistics, COFOG and ESSPROS 
concepts are used which do not conform to the 

definition of total long term care in the LTC 
Guidelines.  

Availability of data on the main components of 
LTC services 

 Table 1 indicates which statistics contain data 
for expenditure on the main components of LTC 
for the Danish national and international 
information system. 
 Currently no estimates of the expenditure on 
social services of LTC are provided to the 
international health accounts collection. 

Information on defining and using distinction 
between ADL and IADL 

 The data-sources on health and social 
expenditure do not provide the split between 
ADL and IADL, and this split is not made in any 
national statistics. However, it might be possible 
to separate ADL services from IADL services 
through the visitation-for-care or human resource 
statistics made by the municipalities. These data 
currently are not used to make this split in the 
national statistics, but it is under investigation. 
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Table DNK.1. National and international data reporting on the main components of LTC services 

Main components of LTC services 

Current official 
statistics for 
national purposes 

Data reported to the 
Joint Health 
Accounts data 
collection 
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Palliative care 
(end-of-life care)  

X X X  

Long-term nursing care 
(intensive, high level care and assistance with ADL restrictions, including 
accommodation in high-level care nursing homes) 

X X X  

Personal care services 
(help with ADL restrictions) 

X X X  

Home help; care assistance 
(help with IADL restrictions) 

X X X  

Services in support of informal (family) care 
(such as care allowances, social protection of informal carers, counselling) 

X X X  

Residential care services, other than nursing homes 
(supported living arrangements: long-term care together with residential care 
services) 

    

Other social services provided in a long-term care context 
(special types of transportation; Case management / coordination) 

    

Note: The data source on expenditure is the budget and account system for municipalities – health and social account i.e. not divided 
into a health account with health statistics and a social account with social statistics. 

 

III. DATA SOURCES on expenditure 

Name / institution of the main data sources: 

Statistics Denmark, National Accounts, The Budget-and Account system for Municipalities 

Table DNK.2. Detailed information  

Data Sources and availability 
 

  HF.1 General government 
HC3 Long-term nursing care Budget and account system for municipalities – health and social accounts 
 Inpatient long-term nursing care  
 Long-term nursing care: home care  
HC.R.6.1 Social services of long-term care 

(LTC other than HC3) 
 

  HF.2 Private sector 
HC3 Long-term nursing care National Accounts 
 Inpatient long-term nursing care  
 Long-term nursing care: home care  
HC.R.6.1 Social services of long-term care 

(LTC other than HC3) 
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Table DNK.3. Key indicators of LTHC and total LTC: Denmark, 2005 

Indicators 

Per capita 
Expenditure 

Personal health care 
expenditure 
(HC.1-HC.5) 

Current health expenditure1

(CHE) 
Households Actual Final 

Consumption 
(HAFC) 

Gross Domestic Product 
(GDP) 

in USD PPP OECD&EU 
Average 

% of  
OECD&EU 

Average 

Percentage
of  

OECD&EU 
Average 

% of  
OECD&EU 

Average 

Percentage 
of  

OECD&EU 
Average 

% of  
OECD&EU 

Average 

Percentage
of  

OECD&EU 
Average 

% of 
 OECD&EU 

Average 

Percentage
of  

OECD&EU 
Average 

% of  
OECD&EU 

Average 

(a) (b) (100*a/b) (a) (b) (100*a/b) (a) (b) (100*a/b) (a) (b) (100*a/b) (a) (b) (100*a/b) 

Long-term health care (LTHC) $664 $291.2 228% 23.2% 10.1% 230% 22.3% 9.4% 236% 2.9% 1.3% 225% 1.9% 0.9% 229% 
Total Long-term care (LTHC+LTSC) - - -   - - - - - - - - - 
Current health expenditure $2,984 $2439 122%             13.1% 12.4% 106% 8.7% 8.3% 105% 
Source: Calculation based on OECD HD 2007 and Eurostat. 
1) Total Long-term care (LTHC+LTSC) is compared with Current health expenditure (CHE) plus Long-term Social care (LTSC) 
 
 
 
 
 
 
Table DNK.4. Total long term care expenditure by main types of LTC and financing schemes, millions of NCU: Denmark, 2005 
    HF.1     HF.2             HF 

General 
government 

HF.1.1 HF.1.2 

Private  
sector 

HF.2.1+2.2 HF.2.3     HF.2.4 HF.2.5 

Total LTC General  
government 

(excl. social 
security.) 

Social  
security 

Private 
insurance 

Private 
household 

out-of-pocket 
payments 

HF.2.3.1 HF.2.3.2 to 2.9 

Non-profit 
institutions Corporations 

    

Out-of-pocket, 
excluding cost-

sharing 
Cost-sharing 

HC.3 Long-term nursing and personal care  27031 27031  3185   3185         30216 
HC.3.1, 3.2 LTC: inpatient care and day cases 83 83 83 
HC.3.3  LTC: home care 26948 26948        3,184.89    3185         30133 
HC.R.6.1 Social services of LTC (other than HC.3)                   
 Total 27031 27031 3185 3185 30216 
Source: OECD-WHO-Eurostat System of Health Accounts Joint Questionnaire 2007. 
 



Final Report December 2007 

77 
 

Table DNK.5. Total long term care expenditure by main types of LTC and financing schemes, Total LTC=100: Denmark, 2005 
    HF.1     HF.2         HF 

General 
government 

HF.1.1 HF.1.2 

Private  
sector 

HF.2.1+2.2 HF.2.3 HF.2.4 HF.2.5 

Total LTC General  
government 

(excl. social 
security.) 

Social  
security 

Private 
insurance 

Private 
household 

out-of-pocket 
payments 

Non-profit 
institutions Corporations 

    
HC.3 Long-term nursing and personal care  89.46 89.46   10.54   10.54     100.00 
HC.3.1, 3.2 LTC: inpatient care and day cases                0.28              0.28            0.28  
HC.3.3  LTC: home care              89.18            89.18             10.54  10.54             99.72  
HC.R.6.1 Social services of LTC (other than HC.3)                   
 Total 89.46 89.46 10.54 10.54 100.00 
Source: OECD-WHO-Eurostat System of Health Accounts Joint Questionnaire 2007. 
 
 
 
 
 
 
 
Table DNK.6. LTC as percentage of total current health expenditure, Total current expenditure on health =100 : Denmark, 2005 
    HF.1     HF.2         HF 

General 
government 

HF.1.1 HF.1.2 

Private  
sector 

HF.2.1+2.2 HF.2.3 HF.2.4 HF.2.5 

Total LTC General  
government  

(excl. social 
security.) 

Social  
security 

Private 
insurance 

Private 
household 

out-of-pocket 
payments 

Non-profit 
institutions Corporations 

    
HC.3 Long-term nursing and personal care                19.91              19.91                  2.35                2.35               22.26  
HC.3.1, 3.2 LTC: inpatient care and day cases                0.06              0.06             0.06  
HC.3.3  LTC: home care              19.85            19.85                2.35             2.35             22.20  
 Total               19.91             19.91                2.35             2.35           22.26  
Source: OECD-WHO-Eurostat System of Health Accounts Joint Questionnaire 2007. 
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Table DNK.7. Total long term care expenditure by main types of LTC and providers, millions of NCU : Denmark, 2005 
    HP.1 HP.2     HP.3 (excl. 

HP.3.6) 
HP.3.6 HP.7.2 HP.7.9   HP 

      HP.2.1 HP.2.2-2.9         

    

Hospitals Nursing and 
residential care 

facilities 

Nursing care 
facilities 

Residential care 
facilities 

Providers of 
ambulatory 
care (excl. 

HP.3.6) 

Providers of 
home health 

care 

Households as 
providers of 
home care 

All other 
industries as 

secondary 
producers  

Other types of 
facility n.e.c. 

Total 

HC.3 Long-term nursing and personal care    83 83                    -     30,132.69        30216 
HC.3.1, 3.2 LTC: inpatient care and day cases 83 83 83 
HC.3.3  LTC: home care        30,132.69     30133 
HC.R.6.1 Social services of LTC (other than HC.3)                     
 Total 83 83                  -     30,132.69  30216 
Source: OECD-WHO-Eurostat System of Health Accounts Joint Questionnaire 2007. 
 
 
 
 
 
 
 
 
Table DNK.8. Total long term care expenditure by main types of LTC and providers, Total LTC=100 : Denmark, 2005 
    HP.1 HP.2     HP.3 (excl. 

HP.3.6) 
HP.3.6 HP.7.2 HP.7.9   HP 

      HP.2.1 HP.2.2-2.9         

    

Hospitals Nursing and 
residential care 

facilities 

Nursing care 
facilities 

Residential care 
facilities 

Providers of 
ambulatory 
care (excl. 

HP.3.6) 

Providers of 
home health 

care 

Households as 
providers of 
home care 

All other 
industries as 

secondary 
producers  

Other types of 
facility n.e.c. 

Total 

HC.3 Long-term nursing and personal care    0.28 0.28   0.00 99.72       100.00 
HC.3.1, 3.2 LTC: inpatient care and day cases 0.28 0.28 0.28 
HC.3.3  LTC: home care      99.72     99.72 
HC.R.6.1 Social services of LTC (other than HC.3)                     
 Total 0.28 0.28 0.00 99.72 100.00 
Source: OECD-WHO-Eurostat System of Health Accounts Joint Questionnaire 2007. 
 

a
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ESTONIA26 

I. DESCRIPTION OF LONG-TERM 
CARE 

 Public health insurance in Estonia is based on 
the principle of providing services tailored to the 
needs of insured persons, regional accessibility 
of treatment and expedient access to insurance 
funds. The development and sustainability of the 
health care, nursing care and social welfare 
systems is significantly influenced by the ageing 
of the population. Long term care services can be 
provided as active treatment by 'Care Hospitals' 
or medical institutions and as 24 hour social care 
services by welfare institutions.  
 The systems of health care and social welfare 
are relatively separate from each other, which 
affects the smooth transfer of people between the 
different systems where both parties are dealing 
with people of the same target group. However in 
many social welfare institutions, health care 
services are provided if needed. This kind of 
service is not regulated by law and is not 
accepted by the Ministry of Social Affairs as 
health care services. The key values and 
principles underpinning social services policy are 
a clear focus on the individual’s needs rather than 
provision of the services available, and 
supporting the maintenance of the greatest 
possible degree of independence and integration 
in local communities. Social welfare services to 
the elderly are organised by municipalities. Older 
people needing social services get help and 
access to services from the local government via 
a social worker, a family doctor and a family 
nurse. Together they consider and choose 
between different forms of care based on the 
person's needs and financial situation. In more 
complicated cases, a rehabilitation team or 
geriatric team steps in. The local government can 

 
26 Country note prepared by the Secretariat with 
additional information and verification by the 
national correspondent. 

provide services itself or purchase the services 
privately.  
 Health care is financed from the health 
insurance budget of the Estonian Health 
Insurance Fund and direct appropriations from 
the state budget. The Health Insurance Fund 
finances health services provided to insured 
persons, refunds partially or fully the cost of 
prescriptions and pays other compensations. 
Public health insurance plays a significant part of 
the funding of nursing care. Household direct 
expenditures fall disproportionately on the less 
well-off sections of the population.  
 Long-term care in welfare institutions are 
provided for people who due to their special 
needs or social circumstances are not able to 
cope independently because they require around-
the-clock care and assistance, and their welfare 
cannot be secured in their usual social 
environment. In order to improve the 
accessibility of nursing care, the number of 
hospital beds for active treatment has been 
decreased and the proportion of nursing care 
beds financed by the national health insurance 
has been increased.   
 Home care is support provided in the homes 
of clients by professionals, and aided by self-
care, informal care and volunteers. The aim is to 
enable clients to remain at home as long as 
possible. Home services comprise cleaning and 
care of the house, purchasing food, 
pharmaceuticals, other necessities, and 
information and assistance in administrative 
matters. Assistance is also provided in 
procedures requiring physical contact with the 
person. 
 Informal care may be provided by a family 
member or a carer from outside the family. The 
general government through municipalities offers 
supporting services to help people taking care of 
their relatives, such as domestic help and interval 
care, and assistance for establishment and 
activities of various support groups. Local 
governments offer support services to help the 
carers and pay compensation to cover the costs 
related to caring. They do not provide 
remuneration for work. Day-care services are 
available to support an older person or his/her 
family. Day centres offer social services, 
developmental and hobby activities. The purpose 
of day centres is to maintain the welfare and 
activity of their clients. 
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LTC expenditure (HC.3) was 3.1% of 
current health expenditure and 0.2% of GDP 
compared with the OECD-EU averages of 
9.5% and 0.9%. In 2005, 85.15% of long-
term health care was publicly funded and 
14.20% was funded by out-of-pocket 
payments. Please refer to Tables EST.3 to 
EST.9 for more details. 
 

II. METADATA 

Definitions of long-term care 

 In Estonia, the distinction between long-term 
health care and social services of LTC is based 
on the qualification of providers. The criteria 
used refer to the qualification of personnel, with 
a division between medical and non-medical 
personnel. 
 Services of long-term nursing care HC.3 
includes only those services provided by medical 
personnel. Services provided in the social 
welfare institutions are included if provided by 

medical personnel. Personal care services are 
classified as social care. 
 Services of long-term nursing care (HC.3) 
are provided by Nursing care facilities (HP.2.1), 
Residential mental retardation, mental health and 
substance abuse facilities (HP.2.2), Community 
care facilities for the elderly (HP.2.3) and All 
other residential care facilities (HP.2.9). 
Therefore, HC.3 includes all expenditures (cost 
of medical and non-medical labour, 
accommodation etc) by HP.2.1. 
 HC.3 by HP.2.2 and HP.2.9 however 
includes only the cost of medical and non-
medical labour and HC.3 by HP.2.3 includes 
only the cost of medical labour (i.e no other 
expenditures relating to accommodation or 
medication are included in HC.3 when care is 
provided in HP.2.2, HP.2.3 and HP.2.9). 

 Information on defining and using 
distinction between ADL and IADL  

 No distinction is made in national 
statistics. 
.
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Table EST.1. National and international data reporting on the main components of LTC services* 

Main components of LTC services 

Current official 
statistics for 
national purposes 

Data reported to the 
Joint Health 
Accounts data 
collection* 
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Palliative care 
(end-of-life care)  

X    

Long-term nursing care 
(intensive, high level care and assistance with ADL restrictions, including 
accommodation in high-level care nursing homes) 

X X   

Personal care services 
(help with ADL restrictions) 

 X   

Home help; care assistance 
(help with IADL restrictions) 

 X   

Services in support of informal (family) care 
(such as care allowances, social protection of informal carers, counselling) 

 X   

Residential care services, other than nursing homes 
(supported living arrangements: long-term care together with residential care 
services) 

 X   

Other social services provided in a long-term care context 
(special types of transportation; Case management / coordination) 

 X   

 *There is no difference between the national statistics and the data reported for the JHAQ. However data is not available to be 
able to provide estimates of HC.R.1. 

III. DATA SOURCES on expenditure 

General description 

Name / institution of the main data sources: 
Ministry of Social Affairs, Estonian Health Insurance Fund, Estonian Statistical Office 

Table EST.2. Detailed information 

Data Sources and availability 
 

  HF.1 General government 
HC3 Long-term nursing care Ministry of Social Affairs, Estonian Health Insurance Fund  
 Inpatient long-term nursing care  
 Long-term nursing care: home care  
HC.R.6.1 Social services of long-term care 

(LTC other than HC3) 
Data are not available yet 
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Table EST.3. Key indicators of LTHC and total LTC: Estonia, 2005 

Indicators 

Per capita 
Expenditure 

Personal health care 
expenditure 
(HC.1-HC.5) 

Current health expenditure1

(CHE) 
Households Actual Final 

Consumption 
(HAFC) 

Gross Domestic Product 
(GDP) 

in USD PPP OECD&EU 
Average 

% of  
OECD&EU 

Average 

Percentage
of  

OECD&EU 
Average 

% of  
OECD&EU 

Average 

Percentage 
of  

OECD&EU 
Average 

% of  
OECD&EU 

Average 

Percentage
of  

OECD&EU 
Average 

% of 
 OECD&EU 

Average 

Percentage
of  

OECD&EU 
Average 

% of  
OECD&EU 

Average 

(a) (b) (100*a/b) (a) (b) (100*a/b) (a) (b) (100*a/b) (a) (b) (100*a/b) (a) (b) (100*a/b) 

Long-term health care (LTHC) $26 $291.2 9% 3.2% 10.1% 32% 3.1% 9.4% 33% 0.3% 1.3% 20% 0.2% 0.9% 18% 
Total Long-term care (LTHC+LTSC) - - -   - - - - - - - - - 
Current health expenditure $845 $2439 35%             8.3% 12.4% 67% 5.0% 8.3% 60% 
Source: Calculation based on OECD HD 2007 and Eurostat. 
1) Total Long-term care (LTHC+LTSC) is compared with Current health expenditure (CHE) plus Long-term Social care (LTSC) 
 
 
 
 
 
 
Table EST.4. Total long term care expenditure by main types of LTC and financing schemes, millions of NCU: Estonia, 2005 
    HF.1     HF.2             HF 

General 
government 

HF.1.1 HF.1.2 

Private  
sector 

HF.2.1+2.2 HF.2.3     HF.2.4 HF.2.5 

Total LTC General  
government 

(excl. social 
security.) 

Social  
security 

Private 
insurance 

Private 
household 

out-of-pocket 
payments 

HF.2.3.1 HF.2.3.2 to 2.9 

Non-profit 
institutions Corporations 

    

Out-of-pocket, 
excluding cost-

sharing 
Cost-sharing 

HC.3 Long-term nursing and personal care  228 112 116 40            1.74  38     0 0 267 
HC.3.1, 3.2 LTC: inpatient care and day cases 214 112 102 40            1.74  38 0 0 254 
HC.3.3  LTC: home care 14 0 14                    -                  -  0     0 0 14 
HC.R.6.1 Social services of LTC (other than HC.3) 0 0 0 0 0 0     0 0 0 
 Total 228 112 116 40            1.74  38 0 0 267 
Source: OECD-WHO-Eurostat System of Health Accounts Joint Questionnaire 2007. 
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Table EST.5. Total long term care expenditure by main types of LTC and financing schemes, Total LTC=100: Estonia, 2005 
    HF.1     HF.2         HF 

General 
government 

HF.1.1 HF.1.2 

Private  
sector 

HF.2.1+2.2 HF.2.3 HF.2.4 HF.2.5 

Total LTC General  
government 

(excl. social 
security.) 

Social  
security 

Private 
insurance 

Private 
household 

out-of-pocket 
payments 

Non-profit 
institutions Corporations 

    
HC.3 Long-term nursing and personal care  85.15 41.89 43.26 14.85            0.65  14.20 0.00                  -  100.00 
HC.3.1, 3.2 LTC: inpatient care and day cases 80.05 41.89 38.16 14.85            0.65 14.20 0.00                  -  94.90 
HC.3.3  LTC: home care                5.10                    -              5.10                    -                 - 0.00 0.00 0.00            5.10  
HC.R.6.1 Social services of LTC (other than HC.3) 0.00 0.00 0.00 0.00 0.00 0.00 0.00 0.00 0.00 
 Total 85.15 41.89 43.26 14.85            0.65  14.20 0.00                  -  100.00 
Source: OECD-WHO-Eurostat System of Health Accounts Joint Questionnaire 2007. 
 
 
 
 
 
 
 
Table EST.6. LTC as percentage of total current health expenditure, Total current expenditure on health =100 : Estonia, 2005 
    HF.1     HF.2         HF 

General 
government 

HF.1.1 HF.1.2 

Private  
sector 

HF.2.1+2.2 HF.2.3 HF.2.4 HF.2.5 

Total LTC General  
government 

(excl. social 
security.) 

Social  
security 

Private 
insurance 

Private 
household 

out-of-pocket 
payments 

Non-profit 
institutions Corporations 

    
HC.3 Long-term nursing and personal care                  2.61                1.28                1.32                0.45             0.02              0.43 0.00                  -              3.06  
HC.3.1, 3.2 LTC: inpatient care and day cases                2.45              1.28               1.17              0.45            0.02            0.43 0.00                  -             2.90  
HC.3.3  LTC: home care                0.16                    -               0.16                    -                 - 0.00 0.00 0.00            0.16  
 Total                 2.61               1.28                1.32               0.45            0.02              0.43 0.00                  -              3.06  
Source: OECD-WHO-Eurostat System of Health Accounts Joint Questionnaire 2007. 
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Table EST.7. LTC as percentage of total current expenditure on health and long-term care, Total current expenditure on health plus LTSC =100 : Estonia, 2005 
    HF.1     HF.2         HF 

General 
government 

HF.1.1 HF.1.2 

Private  
sector 

HF.2.1+2.2 HF.2.3 HF.2.4 HF.2.5 

Total LTC General  
government 

(excl. social 
security.) 

Social  
security 

Private 
insurance 

Private 
household 

out-of-pocket 
payments 

Non-profit 
institutions Corporations 

    
HC.3 Long-term nursing and personal care                  2.61                1.28                1.32                0.45             0.02              0.43 0.00                  -              3.06  
HC.3.1, 3.2 LTC: inpatient care and day cases                2.45              1.28               1.17              0.45            0.02            0.43 0.00                  -             2.90  
HC.3.3  LTC: home care                0.16                    -               0.16                    -                 - 0.00 0.00 0.00            0.16  
HC.R.6.1 Social services of LTC (other than HC.3) 0.00 0.00 0.00 0.00 0.00 0.00 0.00 0.00 0.00 
 Total                 2.61               1.28                1.32               0.45            0.02              0.43 0.00                  -              3.06  
Source: OECD-WHO-Eurostat System of Health Accounts Joint Questionnaire 2007. 
 
 
 
 
 
 
 
 
 
Table EST.8. Total long term care expenditure by main types of LTC and providers, millions of NCU : Estonia, 2005 
    HP.1 HP.2     HP.3 (excl. 

HP.3.6) 
HP.3.6 HP.7.2 HP.7.9   HP 

    HP.2.1 HP.2.2-2.9           

    

Hospitals Nursing and 
residential care 

facilities 

Nursing care 
facilities 

Residential care 
facilities 

Providers of 
ambulatory 
care (excl. 

HP.3.6) 

Providers of 
home health 

care 

Households as 
providers of 
home care 

All other 
industries as 

secondary 
producers  

Other types of 
facility n.e.c. 

Total 

HC.3 Long-term nursing and personal care  98 159               6.06            153.37             3.98              6.05                   -                   -    267 
HC.3.1, 3.2 LTC: inpatient care and day cases 94 157              5.45           151.49            2.85                  -                  -                  - 254 
HC.3.3  LTC: home care                3.97              2.48              0.60               1.88            1.13            6.05                  -                  -   14 
HC.R.6.1 Social services of LTC (other than HC.3)                                     -  
 Total 98 159               6.06            153.37            3.98              6.05                   -                   -  267 
Source: OECD-WHO-Eurostat System of Health Accounts Joint Questionnaire 2007. 
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Table EST.9. Total long term care expenditure by main types of LTC and providers, Total LTC=100 : Estonia, 2005 
    HP.1 HP.2     HP.3 (excl. 

HP.3.6) 
HP.3.6 HP.7.2 HP.7.9   HP 

    HP.2.1 HP.2.2-2.9           

    

Hospitals Nursing and 
residential care 

facilities 

Nursing care 
facilities 

Residential care 
facilities 

Providers of 
ambulatory 
care (excl. 

HP.3.6) 

Providers of 
home health 

care 

Households as 
providers of 
home care 

All other 
industries as 

secondary 
producers  

Other types of 
facility n.e.c. 

Total 

HC.3 Long-term nursing and personal care  36.61 59.66 2.27 57.39 1.49 2.26 0.00 0.00   100.00 
HC.3.1, 3.2 LTC: inpatient care and day cases 35.12 58.73 2.04 56.69 1.07 0.00 0.00 0.00 94.90 
HC.3.3  LTC: home care 1.48 0.93 0.23 0.70 0.42 2.26 0.00 0.00   5.10 
HC.R.6.1 Social services of LTC (other than HC.3)                     
 Total 36.61 59.66 2.27 57.39 1.49 2.26 0.00 0.00 100.00 
Source: OECD-WHO-Eurostat System of Health Accounts Joint Questionnaire 2007. 
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FINLAND27 

I. DESCRIPTION OF LONG-TERM 
CARE 

 Long-term care in Finland is part of the 
general health care and social care system, under 
the overall auspices of the Ministry of Social 
Affairs and Health. The aim of the Finnish policy 
on ageing is to provide a framework of support 
which enables older persons to be as independent 
as possible. The health care and social care 
system covers all residents and its provision is 
the responsibility of the local authorities. Their 
main statutory responsibilities in long-term 
health care include home nursing, community 
care and institutional care. A multi-skilled 
professional team representing the municipal 
department for social and health care assesses 
accommodation and care needs of the older 
person in close cooperation with the older person 
and his/her relatives. The local authorities either 
provide care themselves or purchase it from 
private service providers. One-fifth of social and 
health services are provided by private service 
providers, the majority of whom are commercial 
enterprises rather than voluntary organisation. 
The provision of social services is the 
responsibility of the municipalities. Services 
financed by the municipalities include home help 
and day-care centres. Voluntary organisations 
play a much larger role in the provision of social 
services than they do in the provision of health 
services.  
 Health and social services for long-term care 
are financed from municipal taxes, state 
subsidies from the national government and user 
charges. In 2001, the proportions were 70% for 
municipal taxes, 21% for state subsidies and 9% 
for user charges. State subsidies are paid to 
municipalities according to need. The size of the 
transfer depends on the socio-economic 

 
27 Country note prepared by the Secretariat with 
additional information and verification by the 
national correspondent. 

characteristics of the municipality including 
number of inhabitants, morbidity, the age and 
economic structure and the unemployment rate.  
 There is some variability across 
municipalities in the amount devoted to health 
and social services for long-term care and 
therefore some disparity in services available. 
Client fees are based on the financial situation of 
the client. The fees for institutional care may not 
exceed 80% of a person’s monthly net income, 
and there is a minimum amount that should be 
left for personal spending per month. 
Additionally the income of the client’s partner is 
taken into account when deciding on the client 
fee. In service housing, people pay rent and 
receive a housing allowance. Pharmaceuticals are 
purchased by the individual but reimbursed by 
the social insurer.  
 In 2004, service vouchers were introduced to 
enable older persons to choose whether to 
purchase a service from their municipality or 
from a private provider. The value of the voucher 
is supposed to reflect the cost to the municipality 
of providing the service. The individual chooses 
the service provider from a list approved by the 
municipality. In the health sector, the fee paid by 
the client cannot be greater than the value of the 
voucher. In social services, a user payment is 
allowed.  
 For admission into long-term institutions a 
physician has to confirm a person’s need on the 
criteria of functional status, medical reasons, 
difficult home situation or living conditions. 
Reforms in the 1990s reduced the share of long-
term care in traditional nursing homes and 
increased the share in service housing for older 
persons. Service housing differs in care intensity 
and in the division of financial responsibility 
between clients, the municipality and the Social 
Insurance Institution. Between 1995 and 2003, 
there was a decline in the use of nursing homes 
in the over 75 age group from 6.7% to 4.7%. 
Separate palliative care facilities are unusual in 
the Finnish health care system. Most palliative 
care is provided in health centre hospitals, but 
can also be arranged at home if this is the 
preference of the individual and their family. 
 As the aim of the Finnish policy on long-term 
care is to enable older people to be as 
independent as possible, the numbers of older 
people living at home by themselves or being 
cared for by family is very high. A broad 
spectrum of services has been developed to 
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support independent living. The most common 
services are home-help, personal care, meal 
services and additional home care services as 
transportation, laundry and shopping. 
Additionally some municipalities offer day care 
in community care centres and day hospital 
services. Several municipalities have formed 
homecare teams, which provide both home help 
and home nursing.  
 Support for family caregivers includes an 
allowance for the carer. The Social Welfare Act 
sets out the agreement of support for informal 
support including the allowance, provision of 
leisure time for the carer and duration of care. 
Since reform in 2002, family care givers have the 
right to take two days off per month, with the 
care of the dependent person being covered by 
the municipality.  
 LTC expenditure (HC.3) was 10.8% of 
current health expenditure and 0.9% of GDP 
compared with the OECD-EU averages of 
9.5% and 0.9%. In 2005, 82.2% of long-term 
care was publicly funded and 17.8% was 
funded by out-of-pocket payments. Please 
refer to Tables FIN.3 to FIN.9 for more 
details. 

II. METADATA 

Definitions of long-term care 
 LTC definition adopted in the Finnish 
statistical system does not conform exactly to the 
one adopted at international level. Typically, 
long-term care in Finland is a mix of medical and 
social services. Items such as Personal care, 
Home help, Care assistance services, Services in 
support of informal care and Residential care 
services (other than nursing homes) cannot be 
broken down between Health and Social 
Services. 
Availability of data on the main components of 
LTC services 
 Table 1 indicates for Finnish national and 
international information system which statistics 
contain data for expenditure on the main 
components of LTC. 
Information on defining and using distinction 
between ADL and IADL 
 No distinction can be made between ADL 
and IADL. 
 

. 
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Table FIN.1. National and international data reporting on the main components of LTC services 

Main components of LTC services 

Current official 
statistics for 
national purposes 

Data reported to the 
Joint Health 
Accounts data 
collection 

 

H
ea

lth
 

st
at

is
tic

s 

S
oc

ia
l 

st
at

is
tic

s 

H
C

3 

H
C

.R
.6

.1
 

Palliative care 
(end-of-life care)  

X  X  

Long-term nursing care 
(intensive, high level care and assistance with ADL restrictions, including 
accommodation in high-level care nursing homes) 

X X X  

Personal care services 
(help with ADL restrictions) 

X X  X 

Home help; care assistance 
(help with IADL restrictions) 

X X  X 

Services in support of informal (family) care 
(such as care allowances, social protection of informal carers, counselling) 

X X   

Residential care services, other than nursing homes 
(supported living arrangements: long-term care together with residential care 
services) 

X X  X 

Other social services provided in a long-term care context 
(special types of transportation; Case management / coordination) 

 X   

 

III. DATA SOURCES on expenditure 

General description 
Name / institution of the main data sources: 

National Research and Development Centre for Welfare and Health. 

Table FIN.2. Detailed information 

Data Sources and availability 
 

  HF.1 General government 
HC3 Long-term nursing care Statistics Finland. Statistics on Finances and Activities of Municipalities and 

Joint Municipal Boards. 
Statistics Finland. Register of Enterprises and Establishments. 
Association of Finnish Local and Regional Authorities. Erityishuoltopiirien 
toiminta ja talous -statistics (concerning care for mentally disabled people) 
STAKES. Care register. 
State's Financial statement 
Social Insurance Institution 

 Inpatient long-term nursing care  
 Long-term nursing care: home care  
HC.R.6.1 Social services of long-term care 

(LTC other than HC3) 
Statistics Finland. Statistics on Finances and Activities of Municipalities and 
Joint Municipal Boards. 
Statistics Finland. Register of Enterprises and Establishments. 
Association of Finnish Local and Regional Authorities. Erityishuoltopiirien 
toiminta ja talous -statistics (concerning care for mentally disabled people) 
STAKES. Care register. 
State's Financial statement 
Social Insurance Institution 
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Table FIN.3. Key indicators of LTHC and total LTC: Finland, 2005 

Indicators 

Per capita 
Expenditure 

Personal health care 
expenditure 
(HC.1-HC.5) 

Current health expenditure1

(CHE) 
Households Actual Final 

Consumption 
(HAFC) 

Gross Domestic Product 
(GDP) 

in USD PPP OECD&EU 
Average 

% of  
OECD&EU 

Average 

Percentage
of  

OECD&EU 
Average 

% of  
OECD&EU 

Average 

Percentage 
of  

OECD&EU 
Average 

% of  
OECD&EU 

Average 

Percentage
of  

OECD&EU 
Average 

% of 
 OECD&EU 

Average 

Percentage
of  

OECD&EU 
Average 

% of  
OECD&EU 

Average 

(a) (b) (100*a/b) (a) (b) (100*a/b) (a) (b) (100*a/b) (a) (b) (100*a/b) (a) (b) (100*a/b) 

Long-term health care (LTHC) $280 $291.2 96% 11.6% 10.1% 115% 10.8% 9.4% 114% 1.4% 1.3% 106% 0.9% 0.9% 107% 
Total Long-term care (LTHC+LTSC) $663 $318 208%   22.2% 10.4% 214% 3.2% 1.4% 225% 2.1% 0.9% 227% 
Current health expenditure $2,603 $2439 107%             12.7% 12.4% 103% 8.4% 8.3% 101% 
Source: Calculation based on OECD HD 2007 and Eurostat. 
1) Total Long-term care (LTHC+LTSC) is compared with Current health expenditure (CHE) plus Long-term Social care (LTSC) 
 
 
 
 
 
 
Table FIN.4. Total long term care expenditure by main types of LTC and financing schemes, millions of NCU: Finland, 2005 
    HF.1     HF.2             HF 

General 
government 

HF.1.1 HF.1.2 

Private  
sector 

HF.2.1+2.2 HF.2.3     HF.2.4 HF.2.5 

Total LTC General  
government 

(excl. social 
security.) 

Social  
security 

Private 
insurance 

Private 
household 

out-of-pocket 
payments 

HF.2.3.1 HF.2.3.2 to 2.9 

Non-profit 
institutions Corporations 

    

Out-of-pocket, 
excluding cost-

sharing 
Cost-sharing 

HC.3 Long-term nursing and personal care  1197 1197  228   228         1425 
HC.3.1, 3.2 LTC: inpatient care and day cases 1081 1081 221 221 1302 
HC.3.3  LTC: home care 116 116               6.80               6.80          123 
HC.R.6.1 Social services of LTC (other than HC.3) 1574 1320 254 372   372         1945 
 Total 2770 2516 254 600 600 3370 
Source: OECD-WHO-Eurostat System of Health Accounts Joint Questionnaire 2007. 
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Table FIN.5. Total long term care expenditure by main types of LTC and financing schemes, Total LTC=100: Finland, 2005 
    HF.1     HF.2         HF 

General 
government 

HF.1.1 HF.1.2 

Private  
sector 

HF.2.1+2.2 HF.2.3 HF.2.4 HF.2.5 

Total LTC General  
government 

(excl. social 
security.) 

Social  
security 

Private 
insurance 

Private 
household 

out-of-pocket 
payments 

Non-profit 
institutions Corporations 

    
HC.3 Long-term nursing and personal care  35.51 35.51                 6.77                6.77     42.28 
HC.3.1, 3.2 LTC: inpatient care and day cases 32.06 32.06              6.57            6.57 38.63 
HC.3.3  LTC: home care                3.45              3.45               0.20             0.20               3.65  
HC.R.6.1 Social services of LTC (other than HC.3) 46.69 39.15               7.54  11.03   11.03     57.72 
 Total 82.20 74.66               7.54 17.80 17.80 100.00 
Source: OECD-WHO-Eurostat System of Health Accounts Joint Questionnaire 2007. 
 
 
 
 
 
 
 
Table FIN.6. LTC as percentage of total current health expenditure, Total current expenditure on health =100 : Finland, 2005 
    HF.1     HF.2         HF 

General 
government 

HF.1.1 HF.1.2 

Private  
sector 

HF.2.1+2.2 HF.2.3 HF.2.4 HF.2.5 

Total LTC General  
government  

(excl. social 
security.) 

Social  
security 

Private 
insurance 

Private 
household 

out-of-pocket 
payments 

Non-profit 
institutions Corporations 

    
HC.3 Long-term nursing and personal care                  9.04                9.04                  1.72                1.72               10.77  
HC.3.1, 3.2 LTC: inpatient care and day cases                8.16              8.16               1.67            1.67            9.84  
HC.3.3  LTC: home care                0.88              0.88                0.05             0.05               0.93  
 Total                 9.04               9.04                1.72             1.72           10.77  
Source: OECD-WHO-Eurostat System of Health Accounts Joint Questionnaire 2007. 
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Table FIN.7. LTC as percentage of total current expenditure on health and long-term care, Total current expenditure on health plus LTSC =100 : Finland, 2005 
    HF.1     HF.2         HF 

General 
government 

HF.1.1 HF.1.2 

Private  
sector 

HF.2.1+2.2 HF.2.3 HF.2.4 HF.2.5 

Total LTC General  
government 

(excl. social 
security.) 

Social  
security 

Private 
insurance 

Private 
household 

out-of-pocket 
payments 

Non-profit 
institutions Corporations 

    
HC.3 Long-term nursing and personal care                  7.88               7.88                  1.50                1.50                 9.39  
HC.3.1, 3.2 LTC: inpatient care and day cases                7.12              7.12               1.46            1.46            8.58  
HC.3.3  LTC: home care                0.77              0.77                0.04             0.04               0.81  
HC.R.6.1 Social services of LTC (other than HC.3) 10.37               8.69                1.67                2.45                2.45     12.81 
 Total               18.25             16.57                1.67               3.95             3.95           22.20  
Source: OECD-WHO-Eurostat System of Health Accounts Joint Questionnaire 2007. 
 
 
 
 
 
 
 
Table FIN.8. Total long term care expenditure by main types of LTC and providers, millions of NCU : Finland, 2005 
    HP.1 HP.2     HP.3 (excl. 

HP.3.6) 
HP.3.6 HP.7.2 HP.7.9   HP 

    HP.2.1 HP.2.2-2.9           

    

Hospitals Nursing and 
residential care 

facilities 

Nursing care 
facilities 

Residential care 
facilities 

Providers of 
ambulatory 
care (excl. 

HP.3.6) 

Providers of 
home health 

care 

Households as 
providers of 
home care 

All other 
industries as 

secondary 
producers  

Other types of 
facility n.e.c. 

Total 

HC.3 Long-term nursing and personal care  173 934 754           180.68  313                 4.53   1425 
HC.3.1, 3.2 LTC: inpatient care and day cases 157 934 754          180.68        205.69            4.53 1302 
HC.3.3  LTC: home care              15.50          123 
HC.R.6.1 Social services of LTC (other than HC.3)                 0.04  1089               0.07  1088 16 569 254 18   1945 
 Total 173 2023 754        1,269.12 329         568.52          254.10           23.00 3370 
Source: OECD-WHO-Eurostat System of Health Accounts Joint Questionnaire 2007. 
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Table FIN.9. Total long term care expenditure by main types of LTC and providers, Total LTC=100 : Finland, 2005 
    HP.1 HP.2     HP.3 (excl. 

HP.3.6) 
HP.3.6 HP.7.2 HP.7.9   HP 

    HP.2.1 HP.2.2-2.9           

    

Hospitals Nursing and 
residential care 

facilities 

Nursing care 
facilities 

Residential care 
facilities 

Providers of 
ambulatory 
care (excl. 

HP.3.6) 

Providers of 
home health 

care 

Households as 
providers of 
home care 

All other 
industries as 

secondary 
producers  

Other types of 
facility n.e.c. 

Total 

HC.3 Long-term nursing and personal care  5.12 27.73 22.36 5.36 9.29     0.13   42.28 
HC.3.1, 3.2 LTC: inpatient care and day cases 4.66 27.73 22.36 5.36 6.10 0.13 38.63 
HC.3.3  LTC: home care 0.46          3.65 

57.72 HC.R.6.1 Social services of LTC (other than HC.3) 0.00 32.30 0.00 32.29 0.47 16.87 7.54 0.55   
 Total 5.13 60.02 22.37 37.65 9.76 16.87 7.54 0.68 100.00 
Source: OECD-WHO-Eurostat System of Health Accounts Joint Questionnaire 2007. 
 

a
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Table FIN.10. Long term nursing care (HC.3): Finland 

Years % of GDP % of AHFC % of Current
Health Exp.

% of Personal 
Health Care Exp.

2000 0.86 1.39 11.93 12.84
2001 0.88 1.40 11.77 12.66
2002 0.92 1.45 11.94 12.91
2003 0.94 1.43 11.56 12.47
2004 0.91 1.38 11.08 11.96
2005 0.91 1.37 10.77 11.62
Source: OECD Health Data 2007. 
 
Table FIN.11. Total LTC (HC.3. +HC.R.6.1): Finland 

Years   % of GDP % of AHFC % of Current Health 
and LTC Exp.

2000   1.77 2.84 24.40
2001 1.84 2.94 24.71
2002   1.96 3.08 25.29
2003 2.06 3.13 25.31
2004   2.10 3.19 25.56
2005   2.14 3.24 25.46
Source: OECD Health Data 2007. 
 
Table FIN.12. Components of Total LTC (Total LTC=100): Finland 

Years Inpatient & day care Home care Social Services of 
LTC Total LTC

2000 45.30 3.61 51.09 100.00
2001 44.07 3.57 52.36 100.00
2002 43.63 3.58 52.79 100.00
2003 42.23 3.42 54.35 100.00
2004 39.91 3.43 56.66 100.00
2005 38.63 3.65 57.72 100.00
Source: OECD Health Data 2007. 
 
Table FIN.13. Components of LT nursing and personal care (HC.3=100): Finland 

Years   Inpatient & Day
Care Home Care HC.3

2000   92.62 7.38 100.00
2001 92.50 7.50 100.00
2002   92.41 7.59 100.00
2003 92.52 7.48 100.00
2004   92.08 7.92 100.00
2005   91.36 8.64 100.00
Source: OECD Health Data 2007. 
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Table FIN.14.Per capita Total LTC and LT nursing care, (real growth rates): Finland 

Years     HC.3 & HC.R.6.1 HC.3. 

2000  231.34 62.05
2001 6.47 3.70
2002  8.02 7.05
2003 6.55 3.02
2004  5.47 0.15
2005  4.96 2.38
1999-2005 MAGR (%) 28.46 11.29
Source: OECD Health Data 2007. 
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FRANCE28 

I. DESCRIPTION OF LONG-TERM 
CARE 

 France’s health insurance system has two 
tiers consisting of basic compulsory public 
insurance and optional supplementary insurance 
purchased from private insurers and mutuelles. 
The national health insurance system is legally 
obliged to provide access for medical support 
and treatment as well as hospitalisation and 
medical transportation. France’s health insurance 
system covers the nursing component of care in 
long-term sections of hospitals and in retirement 
homes that have a medical section, and the main 
part of health care at home. 
 The application of the national ageing policy 
largely falls under the general responsibility of 
regional governments (départements). This 
includes the administration and the funding of 
social welfare benefits, the APA (Personalised 
Allowance of Autonomy) as well as several other 
services for older and disabled people. The new 
Disability Act (2005 February 11th) entitled “Act 
for the equality of rights and opportunities, for 
the participation and citizenship of disabled 
persons” significantly modifies the organisation 
of the institutions in charge of the disabled 
persons, creating the CNSA (National funding 
organisation of Solidarity for Autonomy), which 
is also an agency in charge of the dispatching of 
the financial resources and the animation of the 
policy in favour of disabled and dependant 
elderly people. At the local level, aiming at more 
proximity, départements are from now in charge 
of the steering and the financing, in partnership 
with the State.  
 The APA was created in January 2002 to 
help the elderly who can no longer live without 
assistance in their daily life tasks. The APA is 
available for people aged 60 or older, who are 

 
28 Country note prepared by the Secretariat with 
additional information and verification by the 
national correspondent. 

dependent (assessed according to four levels) and 
live in France, either at home or in a retirement 
centre. There is no means test for the receipt of 
the APA but income is taken into account when 
determining the amount of the allowance. The 
recipients of the APA may employ one or more 
members of their family, except for their spouse 
or partner. Due to the involvement of 
départements, the services offered to the 
dependent older person vary across the country.  
 Health and social care for the elderly is 
funded through general taxation and social 
contributions. It comes from the both the central 
government and regional authorities’ budget.  
 Generally, French policy and society are 
motivated by the principle of keeping the older 
person in the home environment with a familiar 
day-to-day routine. In 2003, there were about 
650,000 beds in 6,500 traditional homes for the 
elderly, 3,000 sheltered housing facilities and 
about 1,100 nursing homes. Additionally there 
were geriatric public and private hospitals as well 
as several public hospitals with an integrated 
geriatric unit. The institutional care sector in 
France is dominated by the public sector with 
55% of institutional care facilities owned by the 
public and the remainder in the private sector. As 
nursing homes belong to the hospital sector and 
are organised like hospitals, all care services such 
as laundry, personal care, nursing, and eating are 
carried out by staff of the institution.  
 With the APA benefits, a dependent older 
person can normally choose the care provider 
they want to employ. The care provider can be a 
family member (spouses are generally excluded) 
or any other person. Payments to the carer have 
to be paid out in form of a declared salary, to 
ensure that social contributions for the carer such 
as health insurance and pension scheme are paid. 
 Home-helpers’ tasks include cleaning, 
cooking, ‘light’ support for personal care, 
hairdressing, ‘light’ administrative support 
(excluding finances), laundry, ironing and 
shopping. Nurses provide home nursing services 
and other paramedical services. They are 
financed by the national health insurer and 
financially disadvantaged users are exempt from 
personal co-financing.  
 As in the most other OECD countries, in 
France the care of older persons is mainly 
provided by family members. In 2001, 93% of 
older dependent people, who were living at 
home, received some care informally (sometimes 
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in addition to formal care). There is a 
predominance of female family care givers. 
 While the APA can be used to pay informal 
(family) caregivers, this only happens in about 
10% of cases. The allowance is more commonly 
paid directly to formal caregivers and home care 
organisations, and is also used for institutional 
care. Family care givers are entitled to a tax 
deduction for expenses linked with care giving, 
and may be entitled to a pension benefit where 
the care received has been assessed as having at 
least an 80% permanent disability. 
 LTC expenditure (HC.3) was 8.8% of 
current health expenditure and 0.9% of GDP 
compared with the OECD-EU averages of 
9.5% and 0.9%. In 2005, 100% of long-term 
care was publicly funded. Please refer to 
Tables FRA.3 to FRA.14 for more details. 
 

II. METADATA 

Definitions of long-term care 

 The definition of long-term health care 
differs to some extent from the LTC guidelines 
used in the JHAQ.  
 In SHA data, some home LTC expenditure 
are included in HC.1 or HC.2 because there is no 
information to separate HC.1.4 and HC.3.3. Thus 
far, the expenditure for some providers (e.g. 
nurse, physiotherapist) has been included in 
HC.1.4. This is the main point where the French 
data in SHA do not correspond to the LTC 
guidelines.  
 Functional dependency defined on the basis 
of one’s inability to function independently on a 
daily basis, has a different definition in the 
French statistical system compared with the 
JHAQ questionnaire. In the French statistical 
system, someone who is limited for IADL but 
not for ADL is not considered as dependent, and 
is not eligible for an APA. 

In French national accounts, long-term care 
concerning ADL or IADL (for elderly and for 
disabled) does not belong to health (Q2A and 

Q2B in French classification) but to the social 
areas Q2D and Q2E. This is consistent with the 
International Standard Industrial Classification of 
All Economic Activities (ISIC) and with the 
administrative organisation (for instance, in the 
ministry, the Direction générale des affaires 
sociales (DGAS) is responsible for questions 
concerning the disabled). Information about LTC 
expenditure can be found in ESSPROS and/or 
French accounts for social protection, but only 
the part which is publicly financed; whereas 
there is virtually no information about out-of-
pocket expenditure. Moreover, in these data, it is 
generally not possible to make a distinction 
between ADL and IADL. But, for SHA, since 
2007 JHAQ, external data (surveys) have been 
used to make an estimation and split 
expenditures between these two categories. 
 
Distinction between long-term health care and 
social services of LTC  
 There is a distinction based on the type of 
services (other than help with ADL vs IADL) 

Availability of data on the main components of 
LTC services 

 Table 1 indicates for French national and 
international information system which statistics 
contain data for expenditure on the main 
components of LTC. No information is available 
on private expenditure on LTC.  

Information on defining and using distinction 
between ADL and IADL 

 The complete distinction between ADL and 
IADL is not possible in the data, for home care 
as well for residential care. For instance, APA is 
used to finance ADL and IADL help to 
dependant persons. Nonetheless, external data 
(surveys) are used to estimate the split between 
the two categories. Current practice is not 
considered fully satisfactory, but new surveys are 
planned in order to improve the quality of these 
data. 
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Table FRA.1. National and international data reporting on the main components of LTC services 

Main components of LTC services 

Current official 
statistics for 
national purposes 

Data reported to 
the Joint Health 
Accounts data 
collection 2006 

Data reported to the 
Joint Health 
Accounts data 
collection 2007 

 

H
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H
C

3 

H
C
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Palliative care 
(end-of-life care)  

X*  X* 
 

X*  

Long-term nursing care 
(intensive, high level care and assistance with ADL restrictions, 
including accommodation in high-level care nursing homes) 

 X 
  

X  

Personal care services 
(help with ADL restrictions) 

 X 
  

X**  

Home help; care assistance 
(help with IADL restrictions) 

 X 
  

 X** 

Services in support of informal (family) care 
(such as care allowances, social protection of informal carers, 
counselling) 

 X    X 

Residential care services, other than nursing homes 
(supported living arrangements: long-term care together with 
residential care services) 

 X 
  

 X 

Other social services provided in a long-term care context 
(special types of transportation; Case management / coordination) 

 X 
  

 X 

* A part of this expenditure is recorded in HC.1. 
**There is no precise distinction between “help with ADL restrictions” and “help with IADL restrictions” (for instance for 

Allocation personnalisée autonomie (Apa), which finances help with both ADL and IADL restrictions). But external data (surveys) are 
used to make an estimation and split expenditures between the two categories. 

III. DATA SOURCES on expenditure 

General description 
Name/institution of the main data sources: Ministère de la santé et des solidarités: National 
Health Accounts 

Table FRA.2. Detailed information 

Data Sources and availability 
  HF.1.2 Social security funds 
HC3 Long-term nursing care Health accounts/SHA  
 Inpatient long-term nursing care Health accounts/SHA for the elderly; ESSPROS for the disabled  
 Long-term nursing care: home care Health accounts/SHA 
HC.R.6.1 Social services of long-term care 

(LTC other than HC3) 
ESSPROS 

  HF.1.1 General government (excl. social security) 
HC3 Long-term nursing care ESSPROS 
 Inpatient long-term nursing care  
 Long-term nursing care: home care  
HC.R.6.1 Social services of long-term care 

(LTC other than HC3) 
ESSPROS 
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Table FRA.3. Key indicators of LTHC and total LTC: France, 2005 

Indicators 

Per capita 
Expenditure 

Personal health care 
expenditure 
(HC.1-HC.5) 

Current health expenditure1

(CHE) 
Households Actual Final 

Consumption 
(HAFC) 

Gross Domestic Product 
(GDP) 

in USD PPP OECD&EU 
Average 

% of  
OECD&EU 

Average 

Percentage
of  

OECD&EU 
Average 

% of  
OECD&EU 

Average 

Percentage 
of  

OECD&EU 
Average 

% of  
OECD&EU 

Average 

Percentage
of  

OECD&EU 
Average 

% of 
 OECD&EU 

Average 

Percentage
of  

OECD&EU 
Average 

% of  
OECD&EU 

Average 

(a) (b) (100*a/b) (a) (b) (100*a/b) (a) (b) (100*a/b) (a) (b) (100*a/b) (a) (b) (100*a/b) 

Long-term health care (LTHC) $287 $291.2 99% 9.7% 10.1% 96% 8.8% 9.4% 93% 1.3% 1.3% 101% 0.9% 0.9% 111% 
Total Long-term care (LTHC+LTSC) $424 $318 133%   12.4% 10.4% 120% 1.9% 1.4% 135% 1.4% 0.9% 148% 
Current health expenditure $3,279 $2439 134%             14.9% 12.4% 121% 10.8% 8.3% 129% 
Source: Calculation based on OECD HD 2007 and Eurostat. 
1) Total Long-term care (LTHC+LTSC) is compared with Current health expenditure (CHE) plus Long-term Social care (LTSC) 
 
 
 
 
 
 
 
Table FRA.4. Total long term care expenditure by main types of LTC and financing schemes, millions of NCU: France, 2005 
    HF.1     HF.2             HF 

General 
government 

HF.1.1 HF.1.2 

Private  
sector 

HF.2.1+2.2 HF.2.3     HF.2.4 HF.2.5 

Total LTC General  
government 

(excl. social 
security.) 

Social  
security 

Private 
insurance 

Private 
household 

out-of-pocket 
payments 

HF.2.3.1 HF.2.3.2 to 2.9 

Non-profit 
institutions Corporations 

    

Out-of-pocket, 
excluding cost-

sharing 
Cost-sharing 

HC.3 Long-term nursing and personal care  16221 4655 11565               16221 
HC.3.1, 3.2 LTC: inpatient care and day cases 13892 3143 10749 13892 
HC.3.3  LTC: home care 2329 1513 816               2329 
HC.R.6.1 Social services of LTC (other than HC.3) 7761 7122 640               7761 
 Total 23982 11777 12205 23982 
Source: OECD-WHO-Eurostat System of Health Accounts Joint Questionnaire 2007. 
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Table FRA.5. Total long term care expenditure by main types of LTC and financing schemes, Total LTC=100: France, 2005 
    HF.1     HF.2         HF 

General 
government 

HF.1.1 HF.1.2 

Private  
sector 

HF.2.1+2.2 HF.2.3 HF.2.4 HF.2.5 

Total LTC General  
government  

(excl. social 
security.) 

Social  
security 

Private 
insurance 

Private 
household 

out-of-pocket 
payments 

Non-profit 
institutions Corporations 

    
HC.3 Long-term nursing and personal care  67.64 19.41 48.22           67.64 
HC.3.1, 3.2 LTC: inpatient care and day cases 57.93 13.10 44.82 57.93 
HC.3.3  LTC: home care                9.71              6.31               3.40                  9.71  
HC.R.6.1 Social services of LTC (other than HC.3) 32.36 29.70               2.67            32.36 
 Total 100.00 49.11 50.89 100.00 
Source: OECD-WHO-Eurostat System of Health Accounts Joint Questionnaire 2007. 
 
 
 
 
 
 
 
 
Table FRA.6. LTC as percentage of total current health expenditure, Total current expenditure on health =100 : France, 2005 
    HF.1     HF.2         HF 

General 
government 

HF.1.1 HF.1.2 

Private  
sector 

HF.2.1+2.2 HF.2.3 HF.2.4 HF.2.5 

Total LTC General  
government  

(excl. social 
security.) 

Social  
security 

Private 
insurance 

Private 
household 

out-of-pocket 
payments 

Non-profit 
institutions Corporations 

    
HC.3 Long-term nursing and personal care                  8.76                2.51                6.24                        8.76  
HC.3.1, 3.2 LTC: inpatient care and day cases                7.50              1.70               5.80            7.50  
HC.3.3  LTC: home care                1.26              0.82               0.44                  1.26  
 Total                 8.76               2.51                6.24             8.76  
Source: OECD-WHO-Eurostat System of Health Accounts Joint Questionnaire 2007. 
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Table FRA.7. LTC as percentage of total current expenditure on health and long-term care, Total current expenditure on health plus LTSC =100 : France, 2005 
    HF.1     HF.2         HF 

General 
government 

HF.1.1 HF.1.2 

Private  
sector 

HF.2.1+2.2 HF.2.3 HF.2.4 HF.2.5 

Total LTC General  
government  

(excl. social 
security.) 

Social  
security 

Private 
insurance 

Private 
household 

out-of-pocket 
payments 

Non-profit 
institutions Corporations 

    
HC.3 Long-term nursing and personal care                  8.40                2.41                5.99                        8.40  
HC.3.1, 3.2 LTC: inpatient care and day cases                7.20              1.63               5.57            7.20  
HC.3.3  LTC: home care                1.21              0.78               0.42                  1.21  
HC.R.6.1 Social services of LTC (other than HC.3)                 4.02                3.69                0.33                        4.02  
 Total               12.42               6.10                6.32           12.42  
Source: OECD-WHO-Eurostat System of Health Accounts Joint Questionnaire 2007. 
 
 
 
 
 
 
 
 
 
Table FRA.8. Total long term care expenditure by main types of LTC and providers, millions of NCU : France, 2005 
    HP.1 HP.2     HP.3 (excl. 

HP.3.6) 
HP.3.6 HP.7.2 HP.7.9   HP 

    HP.2.1 HP.2.2-2.9           

    

Hospitals Nursing and 
residential care 

facilities 

Nursing care 
facilities 

Residential care 
facilities 

Providers of 
ambulatory 
care (excl. 

HP.3.6) 

Providers of 
home health 

care 

Households as 
providers of 
home care 

All other 
industries as 

secondary 
producers  

Other types of 
facility n.e.c. 

Total 

HC.3 Long-term nursing and personal care    13892 13501           391.32                   -       2,328.63        16221 
HC.3.1, 3.2 LTC: inpatient care and day cases 13892 13501          391.32                 - 13892 
HC.3.3  LTC: home care           2,328.63     2329 
HC.R.6.1 Social services of LTC (other than HC.3)   5120 321 4799                  -  2599     43 7761 
 Total 19012 13822        5,190.19                  -       4,927.54            42.73  23982 
Source: OECD-WHO-Eurostat System of Health Accounts Joint Questionnaire 2007. 
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Table FRA.9. Total long term care expenditure by main types of LTC and providers, Total LTC=100 : France, 2005 
    HP.1 HP.2     HP.3 (excl. 

HP.3.6) 
HP.3.6 HP.7.2 HP.7.9   HP 

    HP.2.1 HP.2.2-2.9           

    

Hospitals Nursing and 
residential care 

facilities 

Nursing care 
facilities 

Residential care 
facilities 

Providers of 
ambulatory 
care (excl. 

HP.3.6) 

Providers of 
home health 

care 

Households as 
providers of 
home care 

All other 
industries as 

secondary 
producers  

Other types of 
facility n.e.c. 

Total 

HC.3 Long-term nursing and personal care    57.93 56.30 1.63 0.00 9.71       67.64 
HC.3.1, 3.2 LTC: inpatient care and day cases 57.93 56.30 1.63 0.00 57.93 
HC.3.3  LTC: home care       9.71     9.71 
HC.R.6.1 Social services of LTC (other than HC.3)   21.35 1.34 20.01 0.00 10.84     0.18 32.36 
 Total 79.28 57.63 21.64 0.00 20.55 0.18 100.00 
Source: OECD-WHO-Eurostat System of Health Accounts Joint Questionnaire 2007. 
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Table FRA.10. Long term nursing care (HC.3): France 

Years % of GDP % of AHFC % of Current
Health Exp.

% of Personal 
Health Care Exp.

2000 0.24 0.34 2.54 2.87
2001 0.24 0.34 2.55 2.87
2002 0.26 0.36 2.63 2.96
2003 0.86 1.20 8.14 9.01
2004 0.90 1.25 8.40 9.27
2005 0.94 1.31 8.76 9.65
Source: OECD Health Data 2007. 
 
Table FRA.11. Total LTC (HC.3. +HC.R.6.1): France 

Years   % of GDP % of AHFC % of Current Health 
and LTC Exp.

2000   0.24 0.34 2.54
2001 0.24 0.34 2.55
2002   0.26 0.36 2.63
2003 1.24 1.73 11.73
2004   1.33 1.85 12.47
2005   1.40 1.93 12.94
Source: OECD Health Data 2007. 
 
Table FRA.12. Components of Total LTC (Total LTC=100): France 

Years Inpatient & day care Home care Social Services of 
LTC Total LTC

2000 85.33 14.67 0.00 100.00
2001 85.20 14.80 0.00 100.00
2002 85.70 14.30 0.00 100.00
2003 59.16 10.23 30.61 100.00
2004 57.47 9.89 32.64 100.00
2005 57.93 9.71 32.36 100.00
Source: OECD Health Data 2007. 
 
Table FRA.13. Components of LT nursing and personal care (HC.3=100): France 

Years   Inpatient & Day
Care Home Care HC.3

2000   85.33 14.67 100.00
2001 85.20 14.80 100.00
2002   85.70 14.30 100.00
2003 85.25 14.75 100.00
2004   85.32 14.68 100.00
2005   85.64 14.36 100.00
Source: OECD Health Data 2007. 
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Table FRA.14.Per capita Total LTC and LT nursing care, (real growth rates): France 

Years     HC.3 & HC.R.6.1 HC.3. 

2000   5.33 5.33
2001 3.05 3.05
2002   6.43 6.43
2003 385.00 236.54
2004   9.19 6.00
2005   5.86 6.29
1999-2005 MAGR (%) 36.53 27.91
Source: OECD Health Data 2007. 
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GERMANY29 

I. DESCRIPTION OF LONG-TERM 
CARE 

 Germany has a social insurance system 
covering, among other needs, old age and 
disability pensions, acute health care and, since 
1995, long-term care. Around 90% of the 
population are mandated to contribute to health 
and long-term care insurance, with the 
remainder, mainly higher income and civil 
servants, obliged to purchase equivalent private 
insurance or join the social insurance scheme. 
The terms of social insurance are regulated by 
the Federal government. Social assistance from 
the States (Länder) provides a means-tested 
safety net for those whose needs exceed the level 
of social insurance benefits or who are uncovered 
for some reason. 
 Social long-term care insurance is a separate 
“pillar” of social insurance, which is financed 
and regulated independently from health 
insurance, but managed by existing sickness 
funds. Both social and private long-term care 
insurance is governed by analogous 
governmental regulation. Its function is to secure 
basic provision to cover the expenses of nursing 
care. Private households are required to cover the 
rest, including the cost of living, accommodation 
and the cost of investment of institutional care, 
and social assistance contributes to the funding 
of long-term care (both home and institutions) 
for persons with an income insufficient to cover 
the out-of-pocket expenditure associated with 
long-term care needs. 
 Social long-term care insurance is funded by 
insurance contributions which are collected on 
top of the health insurance premium. In contrast 
to other social insurance funds, the contribution 
rate of 1.7% of gross earnings is currently fixed 
by law, providing a cap on the overall funds 

 
29 Country note prepared by the Secretariat with 
additional information and verification by the 
national correspondent. 

available. Thus the total revenue of the social 
long-term care insurance accordingly depends on 
the business cycle and on the growth of the 
revenue base relative to the economy. Since the 
end of the 1990s, expenditures have been 
increasing as a result of population ageing and at 
a faster rate than revenue. Social assistance is 
funded by general taxation.  
 Benefits under long-term care insurance are 
granted after an assessment by the medical board 
of the long-term care funds (Medizinischer 
Dienst der Krankenversicherung). Beneficiaries 
are classed under one of three levels of care, and 
are entitled to cash and/or in-kind benefits up to a 
law-defined ceiling for each care level. The 
benefits are neither means tested nor age-bound. 
Beneficiaries have a free choice between 
benefits-in-kind and benefits-in-cash or a 
combination of the two. The total value of 
benefits-in-kind is substantially higher for each 
care level than the corresponding value of the 
cash benefit. However, since the inception of the 
long-term care program, the cash benefit has 
always been more popular than the in-kind 
benefit.  
 The number of places in nursing homes has 
substantially increased since 1995 and there are 
currently no significant waiting times or 
shortages reported for places in institutional care. 
Since the introduction of long-term care 
insurance the share of expenditure going towards 
care in institutions has slightly increased, and the 
absolute number of nursing home residents has 
grown. 
 The introduction of long-term care insurance 
has resulted in strong growth of providers of 
home care services, which by law have to be 
mainly private providers (either not-for-profit or 
for-profit). This is based on the view that a 
system of private providers will create an 
environment of competition, leading to better 
outcomes in terms of cost and efficiency and 
quality of care than a system dominated by 
public providers. For-profit organisations are 
nowadays the major providers of long-term care 
services at home. 
 Claimants on long-term care insurance can 
receive care from professionals or can use their 
cash benefit as a token of recognition for family 
members for providing care. In addition to 
payments, informal caregivers are supported 
through support services such as respite care, 
pension and accidental insurance and tax 
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benefits. Informal care continues to play a 
traditional strong role in Germany, and this is 
reflected in the benefit system which permits 
recipients to draw a cash allowance to hand on to 
informal care-givers.  
 LTC expenditure (HC.3) was 12.5% of 
current health expenditure and 1.3% of GDP 
compared with the OECD-EU averages of 
9.5% and 0.9%. In 2005, 69.7% of long-term 
care was publicly funded and 27.87% was 
funded by out-of-pocket payments. Please 
refer to Tables DEU.3 to DEU.14 for more 
details. 
 
 

II. METADATA 

Definitions of long-term care 

 The German NHA and the German SHA 
tables follow the recommendations of the interim 
guidelines as thoroughly as possible. Long-term 
care provision in Germany according to the LTCI 
has a strong non-medical component. The main 
components of long-term care are services for 
persons with ADL and IADL restrictions. 
Moreover services to support informal caregivers 
and care allowances are also included in long-
term care benefits.  
 Basic medical services (help with wound 
dressing, medication etc.) for persons with ADL 
and IADL restrictions cannot be separated from 
medical services to other patients if they are 
provided by nurses at home. Therefore these 
services are recorded as curative care. 
 Basic medical services for persons with ADL 
and IADL restrictions provided in nursing homes 
are recorded as long-term health care. 
 Medical goods and administrative services 
for persons with ADL and IADL restrictions are 
included in Total Health Expenditure but not in 
long-term care. 

Distinction between long-term health care and 
social services of LTC  

 Generally all public programmes aiming at 
providing LTC services are classified as long-
term health care (The most significant public 
programme in the field of long-term care is the 
Long-Term Care Insurance scheme). The reason 

for this is that all applicants for public LTC 
services are required to need help and assistance 
with ADL and IADL activities. Note that both 
conditions must apply. 
 This means that ADL and IADL services are 
often provided by the same person or provider. 
The expenditure items cannot be separated into 
ADL and IADL components. As help with ADL 
services are the dominant character of the 
services they are counted as Long-term Health 
care. The same is true for co-payments for these 
services which have to be made by the 
beneficiaries.  
 Only services provided to beneficiaries that 
are based on their own initiative and therefore 
beyond the scope of public programmes are 
assumed to be purely IADL services and thus 
considered as social services of LTC. 

Availability of data on the main components of 
LTC services 

 Table 1 indicates which statistics contain data 
for expenditure on the main components of LTC 
for the German national and international 
information system. There are two specific 
deviations from the concept of LTC set out in the 
guidelines to the JHAQ. These are the 
combination “long-term nursing care” and the 
“services in support of informal (family) care” 
that are taken from Social Statistics. These 
deviations might be apparent though it can be 
assured that there is no deviation to the LTC 
guidelines. 
 The so-called “Statistics on Social 
Assistance” that are classified as “Social 
Statistics” has a subcomponent on Health and 
Long-term care expenditure. Only this 
subcomponent of social assistance is used for the 
National Health Accounts. The eligibility criteria 
for LTC under the social assistance scheme are 
close to the ones according to the Social Long-
term care insurance scheme. This means that in 
order to be eligible for Long-term care under the 
social assistance scheme both help with ADL and 
IADL activities are required (there exist some 
minor exceptions). 

Information on defining and using distinction 
between ADL and IADL 

 The “11th Book of Social Code” is the basis 
for the vast majority of public long-term care 
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services. It stipulates that applicants need to 
require at least severe help and assistance with 
both ADL and IADL activities in order to be 
eligible for cash benefits and services (benefits-
in-kind) provided under the “Social long-term 
care insurance scheme”. The expenditure of ADL 

and IADL services within the LTCI-Scheme can 
not be separated. 
 Following the “Interim guidelines for 
estimation LTC expenditure in the Joint 2006 
SHA Data questionnaire” all expenditure on 
LTCI are reported under HC.3 based on the 
dominant character of the programs.

 
Table DEU.1. National and international data reporting on the main components of LTC services 

Main components of LTC services 

Current official 
statistics for 
national purposes 

Data reported to the 
Joint Health 
Accounts data 
collection***** 
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Palliative care 
(end-of-life care)  

X    

Long-term nursing care 
(intensive, high level care and assistance with ADL restrictions, including 
accommodation in high-level care nursing homes) 

X X   

Personal care services 
(help with ADL restrictions) 

X*** X***   

Home help; care assistance 
(help with IADL restrictions) 

    

Services in support of informal (family) care 
(such as care allowances, social protection of informal carers, counselling) 

X X   

Residential care services, other than nursing homes 
(supported living arrangements: long-term care together with residential care 
services) 

****    

Other social services provided in a long-term care context 
(special types of transportation; Case management / coordination) 

X    

* The term “Health Statistics” include the Long-term care statistics  
** Only the social assistance statistics is classified here as “social statistics” 
*** Help with ADL restrictions cannot be distinguished from help with IADL restrictions. Expenditure for both services are accounted 
for under HC.3.3 provided by HP.3.6 or HP.7.2 Only out-of-pocket expenditure from private households for Social Services of LTC 
(HC.R.6.1) is estimated. 
**** Whether or not these services are classified as LTC services depends on the health status and functional impairments of the 
beneficiary 
   If he does not require help with ADL  expenditure is not accounted for at all 
   If he does require help with ADL  services are classified as LTC, but they are either included in  
    LTC in nursing homes if the supported living arrangement is affiliated to a nursing home 
    Personal care services/home help if the supported living arrangement is affiliated to a home health care   
  service or can be considered the home of the person. 
***** In Germany there is no difference between the national statistics and the data reported for the JHAQ/HD.  

III. DATA SOURCES on expenditure 

General description 

Name / institution of the main data sources: 

The German SHA tables are based on the Gesundheitsausgabenrechnung calculated by the Federal 
Statistical Office 
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Table DEU.2. Detailed information 

Data Sources and availability  
 

  HF.1 General government 
HC3 Long-term nursing care Expenditure Statistics of the Social long-term care insurance, Federal 

Ministry of Health 
Social Assistance statistics; Federal Statistical Office (1992-2005) 
Expenditure Statistics of the Statutory Health Insurance (1992-2005) 
Statistics on the benefits of the victims of the war (1992-2005) 
Expenditure Statistics of the Statutory Accident Insurance; (1992-2005) 
Expenditure of the government for the treatment costs of civil servants; 
(1992-2005) 

 Inpatient long-term nursing care  
 Long-term nursing care: home care  
HC.R.6.1 Social services of long-term care 

(LTC other than HC3) 
None of the public expenditure items are classified here 

  HF.2 Private sector 
HC3 Long-term nursing care Expenditure Statistics of the Private compulsory long-term care insurance; 

(1995-2005) Organisation of the Private Health Insurance Companies 
Long-term care statistics (1999-2005) 
Estimation of private expenditure for Social Services of LTC based on a 
survey (co-payment to public programmes) 
System of National Accounts for Non-Profit Organisations (1992-2005)  

 Inpatient long-term nursing care  
 Long-term nursing care: home care  
HC.R.6.1 Social services of long-term care 

(LTC other than HC3) 
Estimation of private expenditure for Social Services of LTC based on a 
survey (only IADL part) 
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Table DEU.3. Key indicators of LTHC and total LTC: Germany, 2005 

Indicators 

Per capita 
Expenditure 

Personal health care 
expenditure 
(HC.1-HC.5) 

Current health expenditure1

(CHE) 
Households Actual Final 

Consumption 
(HAFC) 

Gross Domestic Product 
(GDP) 

in USD PPP OECD&EU 
Average 

% of  
OECD&EU 

Average 

Percentage
of  

OECD&EU 
Average 

% of  
OECD&EU 

Average 

Percentage 
of  

OECD&EU 
Average 

% of  
OECD&EU 

Average 

Percentage
of  

OECD&EU 
Average 

% of 
 OECD&EU 

Average 

Percentage
of  

OECD&EU 
Average 

% of  
OECD&EU 

Average 

(a) (b) (100*a/b) (a) (b) (100*a/b) (a) (b) (100*a/b) (a) (b) (100*a/b) (a) (b) (100*a/b) 

Long-term health care (LTHC) $394 $291.2 135% 13.7% 10.1% 136% 12.5% 9.4% 132% 1.8% 1.3% 141% 1.3% 0.9% 150% 
Total Long-term care (LTHC+LTSC) $411 $318 129%   12.9% 10.4% 124% 1.9% 1.4% 133% 1.3% 0.9% 141% 
Current health expenditure $3,162 $2439 130%             14.7% 12.4% 119% 10.3% 8.3% 123% 
Source: Calculation based on OECD HD 2007 and Eurostat. 
1) Total Long-term care (LTHC+LTSC) is compared with Current health expenditure (CHE) plus Long-term Social care (LTSC) 
 
 
 
 
 
 
 
 
 
Table DEU.4. Total long term care expenditure by main types of LTC and financing schemes, millions of NCU: Germany, 2005 
    HF.1     HF.2             HF 

General 
government 

HF.1.1 HF.1.2 

Private  
sector 

HF.2.1+2.2 HF.2.3     HF.2.4 HF.2.5 

Total LTC General  
government 

(excl. social 
security.) 

Social  
security 

Private 
insurance 

Private 
household 

out-of-pocket 
payments 

HF.2.3.1 HF.2.3.2 to 2.9 

Non-profit 
institutions Corporations 

    

Out-of-pocket, 
excluding cost-

sharing 
Cost-sharing 

HC.3 Long-term nursing and personal care  20857 3939 16918 7816        511.00  7089     198 17 28673 
HC.3.1, 3.2 LTC: inpatient care and day cases 12418 3252 9166 5696 268 5216 198 14 18114 
HC.3.3  LTC: home care 8439 688 7751       2,121.00         243.00  1874                  4.00  10560 
HC.R.6.1 Social services of LTC (other than HC.3)    1249   1249         1249 
 Total 20857 3939 16918 9065        511.00  8338 198 17 29922 
Source: OECD-WHO-Eurostat System of Health Accounts Joint Questionnaire 2007. 
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Table DEU.5. Total long term care expenditure by main types of LTC and financing schemes, Total LTC=100: Germany, 2005 
    HF.1     HF.2         HF 

General 
government 

HF.1.1 HF.1.2 

Private  
sector 

HF.2.1+2.2 HF.2.3 HF.2.4 HF.2.5 

Total LTC General  
government  

(excl. social 
security.) 

Social  
security 

Private 
insurance 

Private 
household 

out-of-pocket 
payments 

Non-profit 
institutions Corporations 

    
HC.3 Long-term nursing and personal care  69.70 13.16 56.54 26.12            1.71  23.69             0.66             0.06  95.83 
HC.3.1, 3.2 LTC: inpatient care and day cases 41.50 10.87 30.63 19.04            0.90 17.43            0.66            0.05  60.54 
HC.3.3  LTC: home care              28.20              2.30  25.90              7.09            0.81            6.26             0.01           35.29  
HC.R.6.1 Social services of LTC (other than HC.3)                     4.17                4.17                 4.17  
 Total 69.70 13.16 56.54 30.30            1.71  27.87             0.66             0.06  100.00 
Source: OECD-WHO-Eurostat System of Health Accounts Joint Questionnaire 2007. 
 
 
 
 
 
 
 
 
Table DEU.6. LTC as percentage of total current health expenditure, Total current expenditure on health =100 : Germany, 2005 
    HF.1     HF.2         HF 

General 
government 

HF.1.1 HF.1.2 

Private  
sector 

HF.2.1+2.2 HF.2.3 HF.2.4 HF.2.5 

Total LTC General  
government  

(excl. social 
security.) 

Social  
security 

Private 
insurance 

Private 
household 

out-of-pocket 
payments 

Non-profit 
institutions Corporations 

    
HC.3 Long-term nursing and personal care                  9.06               1.71                7.35                3.39             0.22              3.08             0.09             0.01            12.45  
HC.3.1, 3.2 LTC: inpatient care and day cases                5.39              1.41               3.98              2.47            0.12            2.27            0.09            0.01             7.87  
HC.3.3  LTC: home care                3.66              0.30               3.37              0.92            0.11            0.81             0.00             4.59  
 Total                 9.06               1.71                7.35               3.39            0.22              3.08             0.09             0.01            12.45  
Source: OECD-WHO-Eurostat System of Health Accounts Joint Questionnaire 2007. 
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Table DEU.7. LTC as percentage of total current expenditure on health and long-term care, Total current expenditure on health plus LTSC =100 : Germany, 2005 
    HF.1     HF.2         HF 

General 
government 

HF.1.1 HF.1.2 

Private  
sector 

HF.2.1+2.2 HF.2.3 HF.2.4 HF.2.5 

Total LTC General  
government  

(excl. social 
security.) 

Social  
security 

Private 
insurance 

Private 
household 

out-of-pocket 
payments 

Non-profit 
institutions Corporations 

    
HC.3 Long-term nursing and personal care                  9.01               1.70                7.31                3.38             0.22              3.06             0.09             0.01            12.38  
HC.3.1, 3.2 LTC: inpatient care and day cases                5.36              1.40               3.96              2.46            0.12            2.25            0.09            0.01             7.82  
HC.3.3  LTC: home care                3.64              0.30               3.35              0.92            0.10            0.81             0.00             4.56  
HC.R.6.1 Social services of LTC (other than HC.3)                     0.54                0.54                 0.54  
 Total                 9.01               1.70                7.31               3.92            0.22              3.60             0.09             0.01            12.92  
Source: OECD-WHO-Eurostat System of Health Accounts Joint Questionnaire 2007. 
 
 
 
 
 
 
 
Table DEU.8. Total long term care expenditure by main types of LTC and providers, millions of NCU : Germany, 2005 
    HP.1 HP.2     HP.3 (excl. 

HP.3.6) 
HP.3.6 HP.7.2 HP.7.9   HP 

    HP.2.1 HP.2.2-2.9           

    

Hospitals Nursing and 
residential care 

facilities 

Nursing care 
facilities 

Residential care 
facilities 

Providers of 
ambulatory 
care (excl. 

HP.3.6) 

Providers of 
home health 

care 

Households as 
providers of 
home care 

All other 
industries as 

secondary 
producers  

Other types of 
facility n.e.c. 

Total 

HC.3 Long-term nursing and personal care    18110                      -       4,974.00       5,586.00                4.00  28673 
HC.3.1, 3.2 LTC: inpatient care and day cases 18110            4.00  18114 
HC.3.3  LTC: home care                      -     4,974.00 5586    10560 
HC.R.6.1 Social services of LTC (other than HC.3)                     
 Total 18110                  -       4,974.00       5,586.00              4.00  28673 
Source: OECD-WHO-Eurostat System of Health Accounts Joint Questionnaire 2007. 
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Table DEU.9. Total long term care expenditure by main types of LTC and providers, Total LTC=100 : Germany, 2005 
    HP.1 HP.2     HP.3 (excl. 

HP.3.6) 
HP.3.6 HP.7.2 HP.7.9   HP 

    HP.2.1 HP.2.2-2.9           

    

Hospitals Nursing and 
residential care 

facilities 

Nursing care 
facilities 

Residential care 
facilities 

Providers of 
ambulatory 
care (excl. 

HP.3.6) 

Providers of 
home health 

care 

Households as 
providers of 
home care 

All other 
industries as 

secondary 
producers  

Other types of 
facility n.e.c. 

Total 

HC.3 Long-term nursing and personal care    60.52     0.00 16.62 18.67   0.01 95.83 
HC.3.1, 3.2 LTC: inpatient care and day cases 60.52 0.01 60.54 
HC.3.3  LTC: home care      0.00 16.62 18.67    35.29 
HC.R.6.1 Social services of LTC (other than HC.3)                     
 Total 60.52 0.00 16.62 18.67 0.01 95.83 
Source: OECD-WHO-Eurostat System of Health Accounts Joint Questionnaire 2007. 
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Table DEU.10. Long term nursing care (HC.3): Germany 

Years % of GDP % of AHFC % of Current
Health Exp.

% of Personal 
Health Care Exp.

2000 1.20 1.72 12.16 13.34
2001 1.21 1.72 12.07 13.26
2002 1.25 1.78 12.24 13.47
2003 1.26 1.79 12.15 13.39
2004 1.27 1.81 12.43 13.70
2005 1.28 1.83 12.45 13.71
Source: OECD Health Data 2007. 
 
Table DEU.11. Total LTC (HC.3. +HC.R.6.1): Germany 

Years   % of GDP % of AHFC % of Current Health 
and LTC Exp.

2000   1.23 1.76 12.38
2001 1.24 1.75 12.33
2002   1.29 1.84 12.59
2003 1.31 1.85 12.58
2004   1.32 1.89 12.96
2005   1.34 1.91 12.99
Source: OECD Health Data 2007. 
 
Table DEU.12. Components of Total LTC (Total LTC=100): Germany 

Years Inpatient & day care Home care Social Services of 
LTC Total LTC

2000 58.89 39.26 1.84 100.00
2001 59.22 38.71 2.07 100.00
2002 59.41 37.80 2.79 100.00
2003 59.93 36.71 3.36 100.00
2004 60.28 35.63 4.08 100.00
2005 60.54 35.29 4.17 100.00
Source: OECD Health Data 2007. 
 
Table DEU.13. Components of LT nursing and personal care (HC.3=100): Germany 

Years   Inpatient & Day
Care Home Care HC.3

2000   60.00 40.00 100.00
2001 60.48 39.52 100.00
2002   61.11 38.89 100.00
2003 62.02 37.98 100.00
2004   62.85 37.15 100.00
2005   63.17 36.83 100.00
Source: OECD Health Data 2007. 
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Table DEU.14.Per capita Total LTC and LT nursing care, (real growth rates): Germany 

Years     HC.3 & HC.R.6.1 HC.3. 

2000  4.59 4.07
2001 1.89 1.65
2002  3.87 3.10
2003 1.48 0.88
2004  2.16 1.40
2005  2.13 2.03
1999-2005 MAGR (%) 2.68 2.18
Source: OECD Health Data 2007. 
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GREECE30 

I. DESCRIPTION OF LONG-TERM 
CARE 

 Public health services in Greece are delivered 
by the National Health Service. The public 
system is characterised by fragmented funding 
and delivery. The private sector share of total 
health expenditure is high relative to the OECD 
average.  
 The long-term care system includes direct 
provision through social services, the financing 
of care needs through insurance funds and 
support for indirect provision of care, mainly 
through tax exemptions. Long-term care services 
for older persons are provided by the state, 
voluntary organisations and private profit-
making enterprises. In theory, all older persons 
have access to long-term care, irrespective of 
whether they are insured or not. In practice, 
however, there are deviations from the universal 
model. Apart from other things, the fragmented 
structure of the care sector causes a lack of 
information on long-term care services in 
Greece. There are schemes that offer benefits to 
dependent people and family care givers, but no 
single comprehensive service or benefit 
programme for all older persons. Under civil law 
the family is generally responsible for the care of 
its dependent members of all ages. This 
responsibility is specified in the Greek 
constitution. In cases where family care for the 
dependent person is unavailable or inadequate, 
the public authorities have the responsibility to 
intervene and to organise care and protection for 
the dependent person.  
 The Ministry of Health and Social Solidarity 
has determined the standards for the 
establishment and operation of social welfare. 
The standards define the content of services, 
necessary equipment and the required number of 
staff as well as their qualifications. Only 

 
30 Country note prepared by the Secretariat with 
additional information and verification by the 
national correspondent. 

institutions meeting the standards receive the 
relevant authorisation from the competent 
prefecture to offer the services under the name 
“Care Units for the Elderly”.  
 The Greek long term care system is mixed. It 
includes coverage under the social security 
system which is financed by social security taxes 
and through general taxes. Residential care is 
funded by the older person or the family through 
pensions, savings and other income. Insurance 
funds pay the full costs only in exceptional cases.  
 In most private institutions, the ability to pay 
for the services is the most important criterion. 
As the price depends on the intensity of care, the 
costs for severely dependent people are higher 
than for less dependent people. The services of 
many private hospitals are covered by some 
public insurance funds but they often require 
different degrees of cost sharing. An invalidity 
allowance is granted to some severely dependent 
persons. If their relatives stay in a public or 
private hospital, the families are still expected to 
participate actively in the care giving process. 
This includes work such as doing the laundry, 
providing nursing assistance and providing 
personal help in all possible ways. If families are 
not able to participate in the care giving process 
in an institution, they can hire semi-trained 
nursing assistants to cover the services, which 
are typically provided by the families. The costs 
for these assistants may be reimbursed to a 
varying degree by some insurance schemes. 
Community care services are free at point of use. 
They are funded through the central government 
to local authorities. Some funding for community 
services has also come from EU special 
programmes.  
 Due to cultural values concerning the role of 
the family in care of older persons, the residential 
care sector has never played a major role in 
Greece. In 2002, there were only 3 publicly 
owned long-term care units with about 2600 beds 
in Greece. These were targeted towards those 
with a low income and the chronically ill. At the 
same time, there were not-for-profit institutions 
including institutions operated by the Orthodox 
Church. Many residential care facilities operate 
without any license from the Ministry of Health, 
or may even be licensed as a private hotel, whilst 
effectively operating as a care facility for 
dependent elderly people. State General Hospital 
departments offer acute treatment facilities. Since 
the geriatric care sector is not well developed, 
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many hospitals are used disproportionately by 
older patients for long-term care.  
 The aim of community care centres is to 
maintain older people in their own homes as 
active, independent and participating members of 
their communities through the provision of 
integrated health and social care services, 
consisting of some primary health care, including 
health promotion and disease prevention 
programmes, together with social care services 
and recreational facilities. The provision of 
community care services depends on the 
community. If the community creates an agency, 
then services are publicly available. In 2002, 
home-help was offered in a third of the Greek 
communities.  
 Long-term care services are mainly provided 
at home and by family members. Some local 
authorities give discretionary funds and benefits 
to family care givers. Such grants are given 
through the Social Service Department of the 
municipality, the elderly service or community 
centres. Several of the newly developed Help at 
Home services which mainly focus on poor and 
isolated dependent older people, are starting to 
extend their programmes to offer family carers 
support, thus freeing women who wish to stay in 
or re-enter the labour market. This policy is 
unofficial and depends on staff and the individual 
local authorities’ access to funding. There are 
still no centralised data available on the services 
currently operated by local authorities. 
Additionally there is labour legislation granting 
the right to take paid and unpaid days off from 
work to fulfil family obligations. This is 
significant in the public sector but given that 
most employers run small businesses and that 
many people are self employed, is far from 

universal. Day Care Protection Centres offer day 
care to enable family care givers to work or have 
some rest. 

II. METADATA 

Definitions of long-term care 

 In theory, the concept of LTC under the 
health and social sectors of the Greek system are 
generally in accordance with the concepts and 
definitions laid down in the guidelines. 
 However, current difficulties in estimating 
long-term health expenditure relate to lack of 
data and problems of separating LTC from other 
curative-rehabilitative services, as well as 
separating health and social components of LTC. 

Availability of data on the main components of 
LTC services 

 Table 1 indicates which statistics contain data 
for expenditure on the main components of LTC 
for the Greek national and international 
information system. 
 Note that no separate estimates of LTC are 
currently made for international reporting. Some 
LTC expenditure will be included in overall 
estimates of current health expenditure. No 
separate estimates of spending on social services 
of LTC are provided under international 
reporting. 

Information on defining and using distinction 
between ADL and IADL 

 No information is provided for separating 
expenditure related to ADL and IADL. . 
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Table GRC.1 National and international data reporting on the main components of LTC services 

Main components of LTC services 

Current official 
statistics for 
national purposes 

Data reported to the 
Joint Health 
Accounts data 
collection* 
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Palliative care 
(end-of-life care)  

X**    

Long-term nursing care 
(intensive, high level care and assistance with ADL restrictions, including 
accommodation in high-level care nursing homes) 

X**    

Personal care services 
(help with ADL restrictions) 

X**    

Home help; care assistance 
(help with IADL restrictions) 

 X   

Services in support of informal (family) care 
(such as care allowances, social protection of informal carers, counselling) 

***   

Residential care services, other than nursing homes 
(supported living arrangements: long-term care together with residential care 
services) 

 X   

Other social services provided in a long-term care context 
(special types of transportation; Case management / coordination) 

 X   

* No estimates of HC.3 or HC.R.6.1 are currently provided. 
** Expenditure cannot be separated from other types of health services. 
*** Lack of data available for such services.  

III. DATA SOURCES on expenditure 

General description 

Name / institution of the main data sources: 

Ministry of Health and Social Solidarity 
National Statistical Service of Greece 
Association of Private Insurance Services (Greece) 
Ministry of Labour and Social Affairs 

Table GRC.2 Detailed information 

Data Sources and availability 
  HF.1 General government 
HC3 Long-term nursing care  
 Inpatient long-term nursing care  
 Long-term nursing care: home care  
HC.R.6.1 Social services of long-term care 

(LTC other than HC3) 
Social Insurance Institution (IKA)  

  HF.2 Private sector 
HC3 Long-term nursing care Survey of Health, Ageing and Retirement in Europe (SHARE) – 2004 only. 
 Inpatient long-term nursing care  
 Long-term nursing care: home care  
HC.R.6.1 Social services of long-term care 

(LTC other than HC3) 
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HUNGARY31 

I. DESCRIPTION OF LONG-TERM 
CARE 

 The Hungarian health care system operates as 
a comprehensive, centralised, compulsory, 
employment-based national health insurance 
scheme that provides close to universal coverage 
both in terms of treatments and population. A 
minor fraction of the population are either not 
covered, work in the unofficial market or are not 
registered with the Health Insurance Fund. 
Overall health policy is determined by the 
government with the Ministry of Health in 
conjunction with the Health Insurance Fund. 
Although old age pensioners do not pay health 
insurance contributions, they are entitled to 
health care. The health insurance system offers 
no special services for older persons although 
long-term care in hospitals, services in nursing 
homes and home care services are provided and 
received mainly by older persons. Moreover, 
drugs for the treatment of certain geriatric 
conditions are subsidised at high rates, reducing 
the user charge to a comparatively low amount or 
to zero in the case of low-income recipients.  
 The contraction of the total population in 
Hungary is due to high mortality and low 
fertility. Hungary has been classified as a high-
risk country in terms of the sustainability of their 
public finances in the long term: a significant rise 
in age-related expenditure is expected over the 
long-term. 
 Local governments are responsible for social 
care but it is financed jointly by the central 
government and local governments. For social 
services, a user payment is required and it is set 
by the institution within the range defined by the 
local governments in their decrees on social care. 
However, fees for social services cannot exceed a 
certain level of the income of the client.  

 
31 Country note prepared by the Secretariat with 
additional information and verification by the 
national correspondent. 

 The Hungarian health care system provides 
an almost complete range of health care services 
free of charge at the point of delivery of care. 
Exceptions are limited to certain treatments, such 
as some dental care services. The sources of 
financing of health care are general taxation, 
social health insurance contributions, private 
payment and informal contributions. The out-of-
pocket payments including drug co-payments, 
informal payments and other direct payments for 
health care services and medical devices, 
constitute about 25-30 percent of the total 
funding. Informal payments for medical services 
are paid to get access to better and more timely 
care, especially in gynaecological and surgical 
services. 
 Social services for older persons and the 
disabled have a relatively well developed 
institutional network in Hungary. Social care 
however, is not clearly separated from health 
care services. For example, in rural areas, 
General Practitioners and primary care nurses 
tend to spend considerable time visiting patients 
(principally the elderly) at home, with a 
significant part of these visits serving a social 
and mental health function. Development of 
special institutions for long-term care within the 
health sector (home care, nursing homes and 
hospices) started only in the 1990s and still needs 
considerable development. There are also a 
growing number of private nursing homes.  
 Eligibility for a particular health service is 
based on an assessment of needs. Applications 
by elderly persons are sent to a particular 
institution which undertakes its own assessment 
of the individual’s needs. Older persons who 
have no income or do not have relatives who can 
afford to meet their family obligations are not 
asked to contribute to residential home costs. 
 Social services provided by local government 
to older persons in their own homes include 
meal-delivery and home help. However, the role 
of the private sector in service provision (albeit 
subsidised by public expenditure) is growing.  
 In Hungary, three factors have contributed to 
a decline in the significance of informal care for 
older persons over recent decades. The first is the 
change in family structures as a result of the low 
fertility rate. The second is the increase in the 
numbers of women in employment (until the end 
of 80s) and, the third related issue is the decline 
in the average size of households in Hungary. 
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 LTC expenditure (HC.3) was 3.5% of 
current health expenditure and 0.3% of GDP 
compared with the OECD-EU averages of 
9.5% and 0.9%. In 2005, 93.23% of long-
term care was publicly funded. Please refer 
to Tables HUN.3 to HUN.14 for more 
details. 
 

II. METADATA 

Definitions of long-term care 

 For national purposes, Health and Social 
Long-term care expenditure is defined according 
to the Hungarian Classification. The division 
between the health and social components of 
LTC is made according to the type of service 
and/or the type of institution or provider. 
Therefore some long-term nursing and personal 
services cannot be separated from other social 
services. 

Availability of data on the main components of 
LTC services 

 Table 1 indicates which statistics contain data 
for expenditure on the main components of LTC 
for the Hungarian national and international 
information system. 
 Currently there is no difference between 
national and international reporting on 
components of health and social LTC 
expenditures. 
 Although minimal, there are currently no 
estimations of private household payments for 
LTC services. 

Information on defining and using distinction 
between ADL and IADL 

 No distinction is made between ADL and 
IADL in national statistics. The Hungarian 
Health Accounts include an estimation for long-
term nursing care expenditure in residential care 
homes which is based on the labour costs of 
medical personnel. 

 
Table HUN.1 National and international data reporting on the main components of LTC services 

Main components of LTC services 

Current official 
statistics for 
national purposes 

Data reported to the 
Joint Health 
Accounts data 
collection* 
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Palliative care 
(end-of-life care)  

X    

Long-term nursing care 
(intensive, high level care and assistance with ADL restrictions, including 
accommodation in high-level care nursing homes) 

X X   

Personal care services 
(help with ADL restrictions) 

X X   

Home help; care assistance 
(help with IADL restrictions) 

 X   

Services in support of informal (family) care 
(such as care allowances, social protection of informal carers, counselling) 

 X   

Residential care services, other than nursing homes 
(supported living arrangements: long-term care together with residential care 
services) 

 X   

Other social services provided in a long-term care context 
(special types of transportation; Case management / coordination) 

- -   

* In Hungary there is no difference between the national statistics and the data reported for the JHAQ/HD. 
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III. DATA SOURCES on expenditure 

General description 

Name / institution of the main data sources: 

Hungarian Central Statistical Office 
Hungarian State Treasury 
National Health Insurance Fund Administration 

Table HUN.2 Detailed information 

Data Sources and availability  
  HF.1 General government 
HC3 Long-term nursing care  
 Inpatient long-term nursing care Annual budget report of the central government 

Annual budget report of the local government  
National Health Insurance Fund Administration (NHIFA) 
Hungarian Central Statistical Office: data collection on social manpower 
National Employment Office 

 Long-term nursing care: home care Annual budget report of the central government 
Annual budget report of the local government 
National Health Insurance Fund Administration 

HC.R.6.1 Social services of long-term care 
(LTC other than HC3) 

Annual budget report of the central government 
Annual budget report of the local government 
Hungarian Central Statistical Office: data collection on social manpower 
National Employment Office 

  HF.2 Private sector 
HC3 Long-term nursing care  
 Inpatient long-term nursing care Hungarian Central Statistical Office: data collection on non-profit 

organizations 
Household statistics 
Annual budget report of the central government 
Annual budget report of the local government 

 Long-term nursing care: home care Household statistics 
Annual budget report of the central government 
Annual budget report of the local government 
Hungarian Financial Supervisory Authority: data on Voluntary health funds 

HC.R.6.1 Social services of long-term care 
(LTC other than HC3) 
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Table HUN.3. Key indicators of LTHC and total LTC: Hungary, 2005 

Indicators 

Per capita 
Expenditure 

Personal health care 
expenditure 
(HC.1-HC.5) 

Current health expenditure1

(CHE) 
Households Actual Final 

Consumption 
(HAFC) 

Gross Domestic Product 
(GDP) 

in USD PPP OECD&EU 
Average 

% of  
OECD&EU 

Average 

Percentage
of  

OECD&EU 
Average 

% of  
OECD&EU 

Average 

Percentage 
of  

OECD&EU 
Average 

% of  
OECD&EU 

Average 

Percentage
of  

OECD&EU 
Average 

% of 
 OECD&EU 

Average 

Percentage
of  

OECD&EU 
Average 

% of  
OECD&EU 

Average 

(a) (b) (100*a/b) (a) (b) (100*a/b) (a) (b) (100*a/b) (a) (b) (100*a/b) (a) (b) (100*a/b) 

Long-term health care (LTHC) $50 $291.2 17% 3.8% 10.1% 38% 3.5% 9.4% 37% 0.4% 1.3% 32% 0.3% 0.9% 34% 
Total Long-term care (LTHC+LTSC) $64 $318 20%   4.4% 10.4% 42% 0.5% 1.4% 37% 0.4% 0.9% 38% 
Current health expenditure $1,438 $2439 59%             12.1% 12.4% 98% 8.2% 8.3% 99% 
Source: Calculation based on OECD HD 2007 and Eurostat. 
1) Total Long-term care (LTHC+LTSC) is compared with Current health expenditure (CHE) plus Long-term Social care (LTSC) 
 
 
 
 
 
 
 
Table HUN.4. Total long term care expenditure by main types of LTC and financing schemes, millions of NCU: Hungary, 2005 
    HF.1     HF.2             HF 

General 
government 

HF.1.1 HF.1.2 

Private  
sector 

HF.2.1+2.2 HF.2.3     HF.2.4 HF.2.5 

Total LTC General  
government 

(excl. social 
security.) 

Social  
security 

Private 
insurance 

Private 
household 

out-of-pocket 
payments 

HF.2.3.1 HF.2.3.2 to 2.9 

Non-profit 
institutions Corporations 

    

Out-of-pocket, 
excluding cost-

sharing 
Cost-sharing 

HC.3 Long-term nursing and personal care  57409 41569 15839 5426          36.59        5390             0.08  62835 
HC.3.1, 3.2 LTC: inpatient care and day cases 55404 41506 13897 5390 5390 60793 
HC.3.3  LTC: home care 2005 63 1942            36.67           36.59                     0.08  2042 
HC.R.6.1 Social services of LTC (other than HC.3) 17339 17339                17339 
 Total 74748 58909 15839 5426          36.59  5390             0.08  80174 
Source: OECD-WHO-Eurostat System of Health Accounts Joint Questionnaire 2007. 
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Table HUN.5. Total long term care expenditure by main types of LTC and financing schemes, Total LTC=100: Hungary, 2005 
    HF.1     HF.2         HF 

General 
government 

HF.1.1 HF.1.2 

Private  
sector 

HF.2.1+2.2 HF.2.3 HF.2.4 HF.2.5 

Total LTC General  
government  

(excl. social 
security.) 

Social  
security 

Private 
insurance 

Private 
household 

out-of-pocket 
payments 

Non-profit 
institutions Corporations 

    
HC.3 Long-term nursing and personal care  71.60 51.85 19.76               6.77             0.05                6.72             0.00  78.37 
HC.3.1, 3.2 LTC: inpatient care and day cases 69.10 51.77 17.33              6.72            6.72 75.83 
HC.3.3  LTC: home care                2.50              0.08               2.42              0.05            0.05              0.00             2.55  
HC.R.6.1 Social services of LTC (other than HC.3) 21.63 21.63             21.63 
 Total 93.23 73.48 19.76               6.77            0.05              6.72             0.00  100.00 
Source: OECD-WHO-Eurostat System of Health Accounts Joint Questionnaire 2007. 
 
 
 
 
 
Table HUN.6. LTC as percentage of total current health expenditure, Total current expenditure on health =100 : Hungary, 2005 
    HF.1     HF.2         HF 

General 
government 

HF.1.1 HF.1.2 

Private  
sector 

HF.2.1+2.2 HF.2.3 HF.2.4 HF.2.5 

Total LTC General  
government  

(excl. social 
security.) 

Social  
security 

Private 
insurance 

Private 
household 

out-of-pocket 
payments 

Non-profit 
institutions Corporations 

    
HC.3 Long-term nursing and personal care                  3.17               2.29                0.87                0.30             0.00                0.30             0.00              3.47  
HC.3.1, 3.2 LTC: inpatient care and day cases                3.06              2.29               0.77              0.30            0.30            3.36  
HC.3.3  LTC: home care                0.11              0.00               0.11              0.00            0.00              0.00             0.11  
 Total                 3.17               2.29                0.87               0.30            0.00              0.30             0.00              3.47  
Source: OECD-WHO-Eurostat System of Health Accounts Joint Questionnaire 2007. 
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Table HUN.7. LTC as percentage of total current expenditure on health and long-term care, Total current expenditure on health plus LTSC =100 : Hungary, 2005 
    HF.1     HF.2         HF 

General 
government 

HF.1.1 HF.1.2 

Private  
sector 

HF.2.1+2.2 HF.2.3 HF.2.4 HF.2.5 

Total LTC General  
government  

(excl. social 
security.) 

Social  
security 

Private 
insurance 

Private 
household 

out-of-pocket 
payments 

Non-profit 
institutions Corporations 

    
HC.3 Long-term nursing and personal care                  3.14               2.27                0.87                0.30             0.00                0.29             0.00              3.44  
HC.3.1, 3.2 LTC: inpatient care and day cases                3.03              2.27               0.76              0.29            0.29            3.32  
HC.3.3  LTC: home care                0.11              0.00               0.11              0.00            0.00              0.00             0.11  
HC.R.6.1 Social services of LTC (other than HC.3)                 0.95               0.95                          0.95  
 Total                 4.09               3.22                0.87               0.30            0.00              0.29             0.00              4.38  
Source: OECD-WHO-Eurostat System of Health Accounts Joint Questionnaire 2007. 
 
 
 
 
 
 
 
Table HUN.8. Total long term care expenditure by main types of LTC and providers, millions of NCU : Hungary, 2005 
    HP.1 HP.2     HP.3 (excl. 

HP.3.6) 
HP.3.6 HP.7.2 HP.7.9   HP 

    HP.2.1 HP.2.2-2.9           

    

Hospitals Nursing and 
residential care 

facilities 

Nursing care 
facilities 

Residential care 
facilities 

Providers of 
ambulatory 
care (excl. 

HP.3.6) 

Providers of 
home health 

care 

Households as 
providers of 
home care 

All other 
industries as 

secondary 
producers  

Other types of 
facility n.e.c. 

Total 

HC.3 Long-term nursing and personal care  18369 41794     178      1,607.53            885.75    62835 
HC.3.1, 3.2 LTC: inpatient care and day cases 18129 41781        127.62 755 60793 
HC.3.3  LTC: home care            240.50            12.87         1,607.53  130   2042 
HC.R.6.1 Social services of LTC (other than HC.3)                   17339 
 Total 18369 41794 178      1,607.53          885.75  80174 
Source: OECD-WHO-Eurostat System of Health Accounts Joint Questionnaire 2007. 
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Table HUN.9. Total long term care expenditure by main types of LTC and providers, Total LTC=100 : Hungary, 2005 
    HP.1 HP.2     HP.3 (excl. 

HP.3.6) 
HP.3.6 HP.7.2 HP.7.9   HP 

    HP.2.1 HP.2.2-2.9           

    

Hospitals Nursing and 
residential care 

facilities 

Nursing care 
facilities 

Residential care 
facilities 

Providers of 
ambulatory 
care (excl. 

HP.3.6) 

Providers of 
home health 

care 

Households as 
providers of 
home care 

All other 
industries as 

secondary 
producers  

Other types of 
facility n.e.c. 

Total 

HC.3 Long-term nursing and personal care  22.91 52.13     0.22 2.01   1.10   78.37 
HC.3.1, 3.2 LTC: inpatient care and day cases 22.61 52.11 0.16 0.94 75.83 
HC.3.3  LTC: home care 0.30 0.02     2.01  0.16   2.55 
HC.R.6.1 Social services of LTC (other than HC.3)                   21.63 
 Total 22.91 52.13 0.22 2.01 1.10 100.00 
Source: OECD-WHO-Eurostat System of Health Accounts Joint Questionnaire 2007. 
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Table HUN.10. Long term nursing care (HC.3): Hungary 

Years % of GDP % of AHFC % of Current
Health Exp.

% of Personal 
Health Care Exp.

2000 0.14 0.22 2.12 2.28
2001 0.11 0.18 1.66 1.78
2002 0.13 0.20 1.86 2.00
2003 0.29 0.42 3.59 3.88
2004 0.28 0.42 3.63 3.90
2005 0.28 0.42 3.48 3.77
Source: OECD Health Data 2007. 
 
Table HUN.11. Total LTC (HC.3. +HC.R.6.1): Hungary 

Years   % of GDP % of AHFC % of Current Health 
and LTC Exp.

2000   0.14 0.22 2.12
2001 0.11 0.18 1.66
2002   0.13 0.20 1.86
2003 0.29 0.42 3.59
2004   0.28 0.42 3.63
2005   0.28 0.42 3.48
Source: OECD Health Data 2007. 
 
Table HUN.12. Components of Total LTC (Total LTC=100): Hungary 

Years Inpatient & day care Home care Social Services of 
LTC Total LTC

2000 93.12 6.88 0.00 100.00
2001 91.58 8.42 0.00 100.00
2002 92.05 7.95 0.00 100.00
2003 97.44 2.56 0.00 100.00
2004 97.04 2.96 0.00 100.00
2005 96.73 3.27 0.00 100.00
Source: OECD Health Data 2007. 
 
Table HUN.13. Components of LT nursing and personal care (HC.3=100): Hungary 

Years   Inpatient & Day
Care Home Care HC.3

2000   93.12 6.88 100.00
2001 91.58 8.42 100.00
2002   92.05 7.95 100.00
2003 97.44 2.56 100.00
2004   97.04 2.96 100.00
2005   96.73 3.27 100.00
Source: OECD Health Data 2007. 
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Table HUN.14.Per capita Total LTC and LT nursing care, (real growth rates): Hungary 

Years     HC.3 & HC.R.6.1 HC.3. 

2000   4.05 4.05
2001 -15.68 -15.68
2002   22.90 22.90
2003 121.53 121.53
2004   4.04 4.04
2005   4.97 4.97
1999-2005 MAGR (%) 17.33 17.33
Source: OECD Health Data 2007. 
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ICELAND32 

I. DESCRIPTION OF LONG-TERM 
CARE 

 In Iceland, the Minister of Health and 
Social Security is ultimately responsible for 
the administration of health services. The 
Ministry is organised in seven departments; 
one of which is the Department of Primary 
Care, Hospitals and Care of the Elderly. The 
population of Iceland is ageing, but at a 
relatively slower pace than in most other 
developed countries. In 1960, only 8.2% of the 
population was 65 years and older, but 11.7% 
in 2002. This percentage is projected to be 
approximately 19% of the total population in 
2030.  
 The Icelandic welfare system is based on 
the principle that every citizen is entitled to an 
acceptable minimum standard of living. In that 
way, it is comparable to the systems in the 
other Nordic countries, but it is generally less 
generous and payments are more likely to be 
means-tested. The participation of non-
governmental organisations and families in the 
welfare system is important.  
 The Icelandic health care system can be 
described as universal, comprehensive and 
mostly financed by general taxation. All 
citizens of Iceland have access to the best 
health services at any given time for the 
protection of their mental, physical and social 
health. The health system is dominated by the 
public sector. It is financed 83% by the state, 
either directly from the state budget or 
indirectly through the State Social Security 
Institute. Direct household payments constitute 
17% of the total. The amount covers primarily 
the partial private payment of specialist 
consultations, outpatient services and dental 
care, as well as co-payments for 
pharmaceuticals. Private health insurance is 

                                                 
32 Country note prepared by the Secretariat with 
additional information and verification by the 
national correspondent. 

limited as are health services provided by 
employers.  
 Nursing home stays cost the elderly up to 
1000 euros per month, which is deducted from 
their pensions provided the pension is 
sufficient. The social security fund pays the 
difference, as well as any cost that the resident 
may not be able to pay because of inadequate 
pension income. The elderly do not have to run 
down their assets to pay for their care.  
 There are about 3500 beds for the elderly 
in skilled nursing and residential care homes in 
Iceland, a relatively higher figure than in other 
Nordic countries. In 1994, the median time that 
people stayed in these institutions was 
considerably higher in Iceland than in the other 
Nordic countries. One reason is that before 
1992, there was no professional assessment of 
the needs of individuals before admission to 
these institutions. The Nursing Home Pre-
Admission Assessment is now mandated by 
law, and old people are no longer admitted to 
institutions if other possibilities exist. As a 
result, the mean length of stay in nursing and 
residential homes has been reduced from 
approximately 3.5 years to 3.0 years. There are 
waiting lists for skilled nursing homes in the 
Reykjavík area. Such waiting lists do not 
usually exist outside of Reykjavík. Even now 
Iceland, a relatively young country, has the 
higher proportion of persons over 65 in nursing 
homes than the United States and the 
Netherlands.  
 Policy has been promulgated in 2006 to 
improve home nursing.  
 The extent of informal care is not well 
documented but a number of factors point to it 
being comparatively low. The most important 
is the high female participation rate. It was 79 
percent among women in 2000, affected by 
amongst other things the low unemployment 
rate. 
 LTC expenditure (HC.3) was 17.3% of 
current health expenditure and 1.6% of 
GDP compared with the OECD-EU 
averages of 9.5% and 0.9%. In 2005, 100% 
of long-term health care was publicly 
funded. Please refer to Tables ISL.3 to 
ISL.8 for more details. 
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II. METADATA 

Definitions of long-term care 

 The definition of LTC care in Iceland is 
the same as in the LTC Guidelines, while the 
definition of long-term health care deviates to 
some extent from the guidelines. “Personal 
care services” and “services in support of 
informal care” are included under social 
expenditure. (Based on the LTC guidelines, 
both these categories should be reported in 
long-term health care.) 

Distinction between long-term health care 
and social services of LTC  

 Distinction between long-term health care 
and social services of LTC is based on the type 

of services (other than help with ADL vs. 
IADL).  

Availability of data on the main components 
of LTC services 

 Table 1 indicates for the national and 
international information system of Iceland 
which statistics contain data for expenditure on 
the main components of LTC. 
 Currently, data reported is limited to public 
expenditure on long-term in-patient care. No 
estimates are provided for private spending on 
LTC or social services of LTC. 

Information on defining and using distinction 
between ADL and IADL 

 No distinction is made between ADL and 
IADL in national statistics. 

.
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Table ISL.1. National and international data reporting on the main components of LTC services 

Main components of LTC services 

Current official 
statistics for 
national purposes 

Data reported to the 
Joint Health 
Accounts data 
collection* 
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Palliative care 
(end-of-life care)  

    

Long-term nursing care 
(intensive, high level care and assistance with ADL restrictions, including 
accommodation in high-level care nursing homes) 

X    

Personal care services 
(help with ADL restrictions) 

 X   

Home help; care assistance 
(help with IADL restrictions) 

 X   

Services in support of informal (family) care 
(such as care allowances, social protection of informal carers, counselling) 

 X   

Residential care services, other than nursing homes 
(supported living arrangements: long-term care together with residential care 
services) 

 X   

Other social services provided in a long-term care context 
(special types of transportation; Case management / coordination) 

 X   

* There is no difference between the national statistics and the data reported for OECD Health Data. 

III. DATA SOURCES on expenditure 

General description 

Name / institution of the main data sources: Statistics Iceland 

Table ISL.2. Detailed information 

Data Sources and availability 
  HF.1 General government 
HC3 Long-term nursing care The health and social data for the general government are compiled from 

the accounting systems of the budgetary central government, the social 
security system and the local governments.) 

 Inpatient long-term nursing care 
 Long-term nursing care: home care 
HC.R.6.1 Social services of long-term care 

(LTC other than HC3) 
  HF.2 Private sector 
HC3 Long-term nursing care  
 Inpatient long-term nursing care  
 Long-term nursing care: home care  
HC.R.6.1 Social services of long-term care 

(LTC other than HC3) 
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Table ISL.3. Key indicators of LTHC and total LTC: Iceland, 2005 

Indicators 

Per capita 
Expenditure 

Personal health care 
expenditure 
(HC.1-HC.5) 

Current health expenditure1

(CHE) 
Households Actual Final 

Consumption 
(HAFC) 

Gross Domestic Product 
(GDP) 

in USD PPP OECD&EU 
Average 

% of  
OECD&EU 

Average 

Percentage
of  

OECD&EU 
Average 

% of  
OECD&EU 

Average 

Percentage
of  

OECD&EU 
Average 

% of  
OECD&EU 

Average 

Percentage
of  

OECD&EU 
Average 

% of 
 OECD&EU 

Average 

Percentage 
of  

OECD&EU 
Average 

% of  
OECD&EU 

Average 

(a) (b) (100*a/b) (a) (b) (100*a/b) (a) (b) (100*a/b) (a) (b) (100*a/b) (a) (b) (100*a/b) 

Long-term health care (LTHC) $584 $291.2 200% 17.3% 10.1% 172% 17.3% 9.4% 183% 2.2% 1.3% 169% 1.6% 0.9% 190% 
Total Long-term care (LTHC+LTSC) - - -   - - - - - - - - - 
Current health expenditure $3,383 $2439 139%             12.7% 12.4% 102% 9.3% 8.3% 112% 
Source: Calculation based on OECD HD 2007 and Eurostat. 
1) Total Long-term care (LTHC+LTSC) is compared with Current health expenditure (CHE) plus Long-term Social care (LTSC) 
 
Table ISL.4. Total long term care expenditure by main types of LTC and financing schemes, millions of NCU: Iceland, 2005 
    HF.1     HF.2             HF 

General 
government 

HF.1.1 HF.1.2 

Private  
sector 

HF.2.1+2.2 HF.2.3     HF.2.4 HF.2.5 

Total LTC General  
government 

(excl. social 
security.) 

Social  
security 

Private 
insurance 

Private 
household 

out-of-pocket 
payments 

HF.2.3.1 HF.2.3.2 to 2.9 

Non-profit 
institutions Corporations 

    

Out-of-pocket, 
excluding cost-

sharing 
Cost-sharing 

HC.3 Long-term nursing and personal care  16331                 16331 
HC.3.1, 3.2 LTC: inpatient care and day cases 16331 16331 
HC.3.3  LTC: home care                    
HC.R.6.1 Social services of LTC (other than HC.3)                    
 Total 16331 16331 
Source: OECD Health Data 2007. 
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Table ISL.5. Total long term care expenditure by main types of LTC and financing schemes, Total LTC=100: Iceland, 2005 
    HF.1     HF.2         HF 

General 
government 

HF.1.1 HF.1.2 

Private  
sector 

HF.2.1+2.2 HF.2.3 HF.2.4 HF.2.5 

Total LTC General  
government  

(excl. social 
security.) 

Social  
security 

Private 
insurance 

Private 
household 

out-of-pocket 
payments 

Non-profit 
institutions Corporations 

    
HC.3 Long-term nursing and personal care  100.00               100.00 
HC.3.1, 3.2 LTC: inpatient care and day cases 100.00 100.00 
HC.3.3  LTC: home care             
HC.R.6.1 Social services of LTC (other than HC.3)                   
 Total 100.00 100.00 
Source: OECD Health Data 2007. 
 
 
 
 
 
 
 
Table ISL.6. LTC as percentage of total current health expenditure, Total current expenditure on health =100 : Iceland, 2005 
    HF.1     HF.2         HF 

General 
government 

HF.1.1 HF.1.2 

Private  
sector 

HF.2.1+2.2 HF.2.3 HF.2.4 HF.2.5 

Total LTC General  
government  

(excl. social 
security.) 

Social  
security 

Private 
insurance 

Private 
household 

out-of-pocket 
payments 

Non-profit 
institutions Corporations 

    
HC.3 Long-term nursing and personal care                17.26                          17.26  
HC.3.1, 3.2 LTC: inpatient care and day cases              17.26          17.26  
HC.3.3  LTC: home care             
 Total               17.26           17.26  
Source: OECD Health Data 2007. 
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Table ISL.7. Total long term care expenditure by main types of LTC and providers, millions of NCU : Iceland, 2005 
    HP.1 HP.2     HP.3 (excl. 

HP.3.6) 
HP.3.6 HP.7.2 HP.7.9   HP 

    HP.2.1 HP.2.2-2.9           

    

Hospitals Nursing and 
residential care 

facilities 

Nursing care 
facilities 

Residential care 
facilities 

Providers of 
ambulatory 
care (excl. 

HP.3.6) 

Providers of 
home health 

care 

Households as 
providers of 
home care 

All other 
industries as 

secondary 
producers  

Other types of 
facility n.e.c. 

Total 

HC.3 Long-term nursing and personal care                    16331 
HC.3.1, 3.2 LTC: inpatient care and day cases 16331 
HC.3.3  LTC: home care              
HC.R.6.1 Social services of LTC (other than HC.3)                     
 Total 16331 
Source: OECD Health Data 2007. 
 
 
 
 
Table ISL.8. Total long term care expenditure by main types of LTC and providers, Total LTC=100 : Iceland, 2005 
    HP.1 HP.2     HP.3 (excl. 

HP.3.6) 
HP.3.6 HP.7.2 HP.7.9   HP 

    HP.2.1 HP.2.2-2.9           

    

Hospitals Nursing and 
residential care 

facilities 

Nursing care 
facilities 

Residential care 
facilities 

Providers of 
ambulatory 
care (excl. 

HP.3.6) 

Providers of 
home health 

care 

Households as 
providers of 
home care 

All other 
industries as 

secondary 
producers  

Other types of 
facility n.e.c. 

Total 

HC.3 Long-term nursing and personal care                    100.00 
HC.3.1, 3.2 LTC: inpatient care and day cases 100.00 
HC.3.3  LTC: home care              
HC.R.6.1 Social services of LTC (other than HC.3)                     
 Total 100.00 
Source: OECD Health Data 2007. 
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IRELAND33 

I. DESCRIPTION OF LONG-TERM 
CARE 

 The public health system provides both 
residential and community services. The Irish 
Government’s policy is to maintain older people 
independently at home as they wish, and to 
provide high quality care in hospital and care 
homes when they can no longer be maintained at 
home. In common with other EU countries, 
Ireland is experiencing an increase in the number 
of older people in the population. Between 1996 
and 2011 the number of people aged 80 and over 
is projected to increase by over 25%. 
 There is a dedicated unit in the Department 
of Health and Children to develop and implement 
policies on care for older people. There are also 
dedicated units in all Health Service Executive 
Areas to plan and oversee delivery of services to 
older people. The Department of Social and 
Family Affairs provides income support to carers 
who are providing full-time care and attention to 
people in need of such care. 
 All public long-term care programmes in 
Ireland are funded through general taxation and 
access to services is based on medical needs 
which are assessed by the Health Service 
Executive. Some out-of-pocket payments for 
long-term care are required. Care in a public 
facility is provided at minimal cost to the patient, 
while care in a private nursing home, even when 
the government is contributing, can impose a 
significant cost burden on the older person or 
their family. Medical Cards are issued to persons 
who, in the opinion of the Health Service 
Executive are unable to provide general 
practitioner, medical and surgical services for 
themselves and their dependants without undue 
hardship. Eligibility for medical cards is 
determined following a ‘means test’ based on 
income guidelines drawn up by the Health 

 
33 Country note prepared by the Secretariat with 
additional information and verification by the 
national correspondent. 

Service Executive. However, since 2001, persons 
aged 70 years and over are automatically entitled 
to a Medical Card. Medical Card holders are 
eligible for a full range of services free of charge, 
including general practitioner services, 
prescribed drugs and medicines, all in-patient 
public hospital services in public wards including 
consultants services and all out-patient public 
hospital services including consultants services.  
 About 80% of total non-acute care beds are 
fully funded or partially funded by the Health 
Service Executive, the rest being privately 
funded. Approximately 50% of bed days in acute 
hospitals are occupied by persons over 65 years 
of age. Admission to a long-term care facility 
requires a needs assessment which covers, 
among other issues, housing, social situation, 
family support and health. If a person is in a 
public long-stay bed, the State provides the bed 
and charges a maximum of €120 per week. If a 
person is in a private nursing home, s/he may be 
entitled to a subvention but is otherwise obliged 
to meet the full cost of care. Subvention is 
subject to means testing and both income and 
assets are taken into account.  
 The home care services available to older 
people in the community include medical 
services such as physiotherapy, occupational 
therapy, chiropody and speech therapy, 
community nursing, home help, respite services, 
day care centres and meals services. Public 
Health Nurses assess and arrange appropriate 
home care.  
 The Department of Social and Family Affairs 
administers and pays the Carer's Allowance, the 
Carer's Benefit and Respite Care Grant. The 
Carer’s Allowance is a means tested weekly 
social assistance payment. The Carer’s Benefit is 
a weekly social insurance payment made to 
insured persons who leave the workforce to care 
for someone in need of full-time care and 
attention. The Respite Care Grant is an annual 
payment which is made regardless of the carer’s 
means of social insurance record. In order to 
receive these payments, the carer must be 
providing full-time care and attention to a person 
who needs such care. The care recipient must be 
sufficiently disabled as to require full-time care 
and attention but not normally living in a 
hospital, nursing home or other similar 
institution. The person being cared for must need 
continuous supervision and frequent help 
throughout the day with their personal needs, 
such as walking, and getting about, dressing, 
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washing, eating and drinking or continuous 
supervision to avoid danger to themselves.  
 The Department of Social and Family Affairs 
also administers and pays a range of illness and 
disability type payments. The social insurance 
payments are Illness Benefit which is payable to 
qualified people aged under 66 years who are 
unfit for work due to illness; Invalidity Pension 
which is payable to qualified people who are 
permanently incapable of work; and the 
Occupational Injuries Benefits scheme which 
comprises a range of payments for people who 
are injured or disabled in the course of their 
work, or who contract a prescribed occupational 
disease. 
 The Disability Allowance is a means tested 
payment paid to people between the ages of 16 
and 66 years who, by virtue of a specified 
disability (which has continued or may be 
expected to continue for at least one year), are 
substantially disadvantaged in undertaking work 
which would otherwise be suitable, having 
regard to the person’s age, experience and 
qualifications. The Blind Person’s pension is a 
means-tested pension payable to blind or 
partially sighted people who are 18 years and 
over and are unable to perform work for which 
eyesight is essential or cannot continue in their 
ordinary occupation. 

II. METADATA 

Definitions of long-term care 

 In Ireland, no clear distinction is currently 
made between health and social care services 
with respect to LTC. Expenditure statistics on 
health for national purposes include a significant 
number of social or welfare programmes, which 
are excluded for the purposes of international 
cross country comparisons. 
 Nationally reported health expenditure is 
presently broken down by main programme and 
service categories corresponding to general 
health and welfare sectors. 

Availability of data on the main components of 
LTC services 

 Table 1 indicates which statistics contain data 
for expenditure on the main components of LTC 
for the Irish national and international 
information system.  
 Note that currently no separate estimates of 
LTC are available for international reporting. 
Some adjustments are made to nationally 
reported total health expenditure to reflect the 
LTC guidelines for the purposes of international 
reporting. 

Information on defining and using distinction 
between ADL and IADL 

 No information provided. 
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Table IRL.1 National and international data reporting on the main components of LTC services 

Main components of LTC services 

Current official 
statistics for 
national purposes 

Data reported to the 
Joint Health 
Accounts data 
collection* 
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Palliative care 
(end-of-life care)  

X    

Long-term nursing care 
(intensive, high level care and assistance with ADL restrictions, including 
accommodation in high-level care nursing homes) 

X    

Personal care services 
(help with ADL restrictions) 

X    

Home help; care assistance 
(help with IADL restrictions) 

**   

Services in support of informal (family) care 
(such as care allowances, social protection of informal carers, counselling) 

 X   

Residential care services, other than nursing homes 
(supported living arrangements: long-term care together with residential care 
services) 

X    

Other social services provided in a long-term care context 
(special types of transportation; Case management / coordination) 

***   

* No estimates of HC.3 or HC.R.6.1 are currently provided. 
** Excluded from health expenditure reported to OECD 
*** Cannot be separated from other types of services. 

III. DATA SOURCES on expenditure 

General description 

Name / institution of the main data sources: 
Department of Health and Children – Health Statistics 
Central Statistics Office – National Accounts 
Department of Social and Family Affairs 

Table IRL.2 Detailed information 

Data Sources and availability 
  HF.1 General government 
HC3 Long-term nursing care Health statistics – Department of Health and Children 

Revised Estimates for Public Services 
VHI Health Annual Report 

 Inpatient long-term nursing care  
 Long-term nursing care: home care  
HC.R.6.1 Social services of long-term care 

(LTC other than HC3) 
Department of Social and Family Affairs – ESSPROS/SOCX (1980-2003) 

  HF.2 Private sector 
HC3 Long-term nursing care Health statistics – Department of Health and Children 
 Inpatient long-term nursing care  
 Long-term nursing care: home care  
HC.R.6.1 Social services of long-term care 

(LTC other than HC3) 
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ITALY34 

I. DESCRIPTION OF LONG-TERM 
CARE 

 Italy has a universal national health system 
funded from general taxation and payroll taxes. 
The system is organised at three levels: national, 
regional and local. The national level is 
responsible for ensuring the general objectives 
and fundamental principles of the national health 
care system. Regional governments, through 
regional health departments are responsible for 
ensuring the delivery of services through local 
health units at the municipal or community level, 
and public and private accredited hospitals.   
 Some regions, particular in the north have 
considerable autonomy from the central 
government due to their capacity to levy regional 
taxes. This combined with substantial geographic 
imbalance in per capita health expenditure 
requires that the central government undertakes 
substantial redistribution of funds.  
 The supply of formal care services for older 
persons is distributed unevenly across the 
country. The range of services offered varies 
greatly between the regions and within the 
regions even from municipality to municipality. 
Generally, the range of services and the quality 
of the services offered is better in the north and 
the central part of the country, while it tends to 
be less developed in the south.  
 Municipalities have traditionally been 
responsible for organising the delivery of social 
care and local health units have managed health 
care services and social services relevant to 
health. The lack of communication between the 
two providers often hampered unified health and 
social services. To solve this problem, some 
municipalities have delegated the delivery of 
social care to local health units. The range of 
services offered by the municipalities includes 
help with housework, shopping, purchase of 

 
34 Country note prepared by the Secretariat. 

medicines, transport and companionship and in 
certain areas, hairdressing and manicures. 
 The emphasis on integration in the National 
Health Plan 1998-2000 is in part aimed at 
providing a system of support to enable older 
people to stay in the home. Integrated home care 
aims at creating a home care network to assure 
specialised and rehabilitation services, home 
nursing and housework for people who are 
suitable candidates.  
 Access to free services from the tax financed 
National Health System is limited to GP visits 
and to acute hospital care. A co-payment is made 
for diagnostic procedures, pharmaceuticals and 
specialists visits. The health component costs of 
long-term care in residential and nursing homes 
are covered by the National Health System. The 
residential or housing costs are paid by the 
individual. Often services provided at the 
regional or municipal level and monetary 
transfers from the state (like the disability 
pensions) are means-tested, while care 
allowances are not. 
 The lack of resources in some geographical 
areas and in some functional areas of the health 
system means that people pay more for services 
which are in theory ‘free’. For example, in 
Southern Italy and in the case of severely 
affected old patients, relatives are often required 
both in hospitals and in many residential homes 
to provide night assistance and personal care. 
Many families hire personal assistants for the 
provision of services both in institutions and in 
the home. This imposes an additional cost on 
families.  
 In Italy, residential care services are only 
used by 1.5 to 2% of the population aged 65 and 
above.  Care in residential institutions is offered 
to dependent and partially independent older 
people. There appears to be a lack of long stay 
institutional facilities for dependent people.  
 Home help includes assistance such as help 
with personal hygiene, help to get up and go to 
bed, to get dressed, to eat, use the bathroom, 
transport and to stay in contact with a doctor. 
Meals services are available for those aged 65 
and above, living alone or with spouses, able to 
care for themselves or not, or for disabled people 
older than 60 years. These services are often 
means tested and the municipalities determine 
the charges. 
 In Italy, the share of formally provided care 
services is lower than in many other European 
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countries. A high proportion of the total long-
term care services are provided informally by 
relatives or friends. The provision of care has 
traditionally been considered to be a social duty, 
especially for women. Due to the demographic 
developments this will not be as feasible in the 
future, since the number of elderly people in 
need is growing, while the number of potential 
care givers will keep decreasing. This trend is 
exacerbated in Italy by increasing numbers of 
women entering the workforce. This will lead to 
a higher demand for formal care services, which 
will challenge the social care sector and the 
government budget.  
 Since the provision of care has always been 
considered a social obligation, the support of 
informal carers has not been very well developed 
in the past. With the anticipated demise of this 
important pillar of the care system, programmes 
to support informal care givers have been 
introduced. Family members who provide care in 
the home have access to pre-determined tax 
deductions from their taxable income for costs of 
providing care including loss of income. Care 
giving periods amounting up to 25 days a year 
(maximum 24 month during the entire career) 
can be considered as periods of credit in the 
pension system. In the case of death or severe 
disability of a close relative or cohabitant, every 

dependent employee has the right to have three 
days of paid leave. 

II. METADATA 

Definitions of long-term care 

 No information on the definition of LTC 
under the Italian statistical system has been 
provided to date. 

Availability of data on the main components of 
LTC services 

 No information on current reporting of the 
main components of LTC for the Italian national 
information system has been provided to date.  
 Estimates of spending on long-term nursing 
care are not currently provided. However 
national and international estimates of total 
health expenditure will contain some expenditure 
on LTC services. No estimates of social services 
of LTC are currently reported for international 
purposes. 

Information on defining and using distinction 
between ADL and IADL 

 No information provided. 
  

III. DATA SOURCES on expenditure 

General description 

Name / institution of the main data sources: 

ISTAT – National Institute of Statistics 
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JAPAN35 

I. DESCRIPTION OF LONG-TERM 
CARE 

 Health and social services for older persons 
come under the auspices of the Ministry of 
Health, Labour and Welfare. Japan has a social 
insurance system to cover major risks including 
old age, disability and health care. Health 
services are conducted by the municipalities for 
the purpose of assuring the health maintenance of 
people in their old age. These services are 
targeted to residents aged 40 and older. 
 The objective of the health service system for 
the older persons is to supply those in or after the 
prime of life with comprehensive health and 
medical services, including disease prevention, 
treatment and functional training in order to 
maintain good health in old age and ensure the 
availability of appropriate medical services to 
them, while the necessary cost is shared fairly by 
the whole nation. For a number of years, there 
has been concern in Japan about the costs of 
ageing. The population over 65 exceeded 7.1% 
of the total population of Japan in 1970. This 
number doubled in 25 years to more than 17.5% 
of the total population of Japan in 2000. In 
response to the ageing of the population, the 
Japanese Government has increased the number 
of care facilities and manpower. Furthermore in 
2000, a Public Long-Term Care Insurance Law, 
which was designed to cover the growing long-
term care expenses, went into effect.  
 Long-Term Care Insurance is mandatory 
social insurance operated by municipalities under 
central government legislation. All residents in 
Japan aged 40 years and older are insured, either 
as so-called 1st category insured person (aged 65 
and over), or as a 2nd category insured person 
(aged between 40 and 64). The aims of 
establishing long-term care insurance were to 

 
35 Country note prepared by the Secretariat with 
additional information and verification by the 
national correspondent. 

establish a system which responds to society's 
concerns about the rising cost of care and so that 
citizens can be assured that they will receive care 
and be supported by society as a whole. Prior to 
the introduction of the long term care insurance, 
users had no choice about the type of services 
and provider of services, which were decided by 
municipalities, and there were the inequalities of 
users costs associated with the separation of 
welfare and medical care services for older 
persons. Furthermore, older persons were being 
inappropriately hospitalised long-term in acute 
hospitals. Under long-term care insurance, 
beneficiaries pay 10% of the cost of services. 
The rest of the cost is borne by the insurers. The 
insurers’ revenue in total is derived from several 
sources: contributions from 1st category insured 
persons and 2nd category insured persons, an 
ear-marked subsidy from the central government 
the prefecture government, and the 
municipality’s own general budget.  
 Insured people who are in need of care are 
assessed on application and classified into one of 
7 care levels (5 for Care Level and 2 for Support 
Level). The role of care manager was created 
with the introduction of long-term care 
insurance. After determination of care level and 
before use of care services, a care plan is drawn 
up with a help of the care manager, reflecting the 
needs of the recipient. The care plan is reviewed 
on a monthly basis or when there is a change in 
living arrangements or mental and physical 
condition of the recipient. Both institutional and 
home care is funded by the long-term care 
insurance. A fee schedule is set nationally 
according to the type of services or the care level. 
For home care services, each care level has a 
budget ceiling. Beneficiaries have access to care 
services up to the ceiling of their care level. 
Those classified as needing support level 1 and 2 
are not eligible for institutional care. In 2003, 
74.4% of all long-term care recipients aged 65 
and over were receiving home care services, 
while 25.5% were receiving care in institutions. 
 The spouses or children of older persons 
have traditionally provided long-term care. 
However, this traditional approach to long-term 
care is breaking down in response to changes in 
the social structure and an increase in the number 
of people in need of care. For example, some 50 
percent of care attendants are themselves over 60 
years of age and there are a declining percentage 
of older persons living with their parents. 



Final Report December 2007 

 138

Additionally, there has been as increase in the 
number of Japanese women working outside the 
home.   
 A cash benefit is not covered by the public 
long-term care insurance. However, some 
municipalities provide a cash benefit as an 
additional service from the municipalities. The 
amount of the benefit and the eligibility criteria 
are determined by each municipality, and not all 
have chosen to introduce this scheme. Those 
eligible are, for example, families caring for an 
older person with modest to severe needs of care, 
for one year without using any public services 
funded by long term care insurance. There is no 
available estimate of numbers of families 
receiving the allowance, but it is thought that 
these are fairly small. 
 LTC expenditure (HC.3) was 17.6% of 
current health expenditure and 1.4% of GDP 
compared with the OECD-EU averages of 
9.5% and 0.9%. In 2004, 88.52% of long-
term care was publicly funded and 7.8% was 
funded by out-of-pocket payments. Please 
refer to Tables JPN.3 to JPN.14 for more 
details. 
 

II. METADATA 

Definitions of long-term care 

 Long-term health care in Japan only covers 
those services provided by medical doctors or 
nurses. All other LTC services are allocated to 
social expenditure.   

Availability of data on the main components of 
LTC services 

 Table 1 indicates which statistics contain data 
for expenditure on the main components of LTC 
for the Japanese national and international 
information system.  
 Expenditure on services in support of 
informal care cannot be separated from other 
types of services and are included under statistics 
of social services. 

Information on defining and using distinction 
between ADL and IADL 

 No distinction is made between ADL and 
IADL services. As above, the allocation is made 
according to whether the services are provided 
by a medical professional or not.
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Table JPN.1 National and international data reporting on the main components of LTC services 

Main components of LTC services 

Current official 
statistics for 
national purposes 

Data reported to the 
Joint Health 
Accounts data 
collection 
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Palliative care 
(end-of-life care)  

X  X  

Long-term nursing care 
(intensive, high level care and assistance with ADL restrictions, including 
accommodation in high-level care nursing homes) 

X  X  

Personal care services 
(help with ADL restrictions) 

X X X*  

Home help; care assistance 
(help with IADL restrictions) 

 X  X 

Services in support of informal (family) care 
(such as care allowances, social protection of informal carers, counselling) 

 **  ** 

Residential care services, other than nursing homes 
(supported living arrangements: long-term care together with residential care 
services) 

 X  X 

Other social services provided in a long-term care context 
(special types of transportation; Case management / coordination) 

 X  X 

 * For international reporting purposes, personal care services are reported under health expenditure (HC.3).  

** Expenditure cannot be separated from other types of services. 

III. DATA SOURCES on expenditure 

General description 

Name / institution of the main data sources: 

Ministry of Health Labour and Welfare 
All-Japan Federation of National Health Insurance Organizations 

Table JPN.2 Detailed information 

Data Sources and availability 
  HF.1 General government 
HC3 Long-term nursing care  
 Inpatient long-term nursing care All-Japan Federation of National Health Insurance Organizations’ 

“Expenditure on Long-Term Care Benefits” since 2000 
MHLW, “Survey of Medical Care Institutions” 
MHLW, “Hospital Report”; 
MHLW, “Report on benefits of Long-Term care Insurance” 
All-Japan Federation of National Health Insurance Organizations’ „Survey of 
Long-term Care Benefit Expenditures” 
MHLW, „National Health Expenditure Estimates” 

 Long-term nursing care: home care All-Japan Federation of National Health Insurance Organizations’ 
“Expenditure on Long-Term Care Benefits” since 2000 
MHLW, “Report on benefits of Long-Term care Insurance” 
MHLW, „National Health Expenditure Estimates” 

HC.R.6.1 Social services of long-term care 
(LTC other than HC3) 

MHLW, “Report on benefits of Long-Term care Insurance” 
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  HF.2 Private sector 
HC3 Long-term nursing care  
 Inpatient long-term nursing care All-Japan Federation of National Health Insurance Organizations’ 

“Expenditure on Long-Term Care Benefits” since 2000 
MHLW, “Survey of Medical Care Institutions” 
MHLW, “Hospital Report”; 
MHLW, “Report on benefits of Long-Term care Insurance” 
All-Japan Federation of National Health Insurance Organizations’ „Survey of 
Long-term Care Benefit Expenditures” 
MHLW, „National Health Expenditure Estimates” 

 Long-term nursing care: home care All-Japan Federation of National Health Insurance Organizations’ 
“Expenditure on Long-Term Care Benefits” since 2000 
MHLW, “Report on benefits of Long-Term care Insurance” 
MHLW, „National Health Expenditure Estimates” 

HC.R.6.1 Social services of long-term care 
(LTC other than HC3) 

MHLW, “Report on benefits of Long-Term care Insurance” 
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Table JPN.3. Key indicators of LTHC and total LTC: Japan, 2004 

Indicators 

Per capita 
Expenditure 

Personal health care 
expenditure 
(HC.1-HC.5) 

Current health expenditure1

(CHE) 
Households Actual Final 

Consumption 
(HAFC) 

Gross Domestic Product 
(GDP) 

in USD PPP OECD&EU 
Average 

% of  
OECD&EU 

Average 

Percentage
of  

OECD&EU 
Average 

% of  
OECD&EU 

Average 

Percentage 
of  

OECD&EU 
Average 

% of  
OECD&EU 

Average 

Percentage
of  

OECD&EU 
Average 

% of 
 OECD&EU 

Average 

Percentage
of  

OECD&EU 
Average 

% of  
OECD&EU 

Average 

(a) (b) (100*a/b) (a) (b) (100*a/b) (a) (b) (100*a/b) (a) (b) (100*a/b) (a) (b) (100*a/b) 

Long-term health care (LTHC) $405 
$291.

3 139% 18.4% 10.1% 182% 17.6% 9.4% 187% 2.1% 1.3% 159% 1.4% 0.9% 162% 
Total Long-term care (LTHC+LTSC) $505 $318 159%   21.0% 10.4% 202% 2.6% 1.4% 179% 1.7% 0.9% 182% 

Current health expenditure 
$2,30

3 
$2,44

1 94%             11.7% 12.4% 95% 7.9% 8.4% 94% 
Source: Calculation based on OECD HD 2007 and Eurostat. 
1) Total Long-term care (LTHC+LTSC) is compared with Current health expenditure (CHE) plus Long-term Social care (LTSC) 
 
 
 
 
 
 
 
 
Table JPN.4. Total long term care expenditure by main types of LTC and financing schemes, millions of NCU: Japan, 2004 
    HF.1     HF.2             HF 

General 
government 

HF.1.1 HF.1.2 

Private  
sector 

HF.2.1+2.2 HF.2.3     HF.2.4 HF.2.5 

Total LTC General  
government 

(excl. social 
security.) 

Social  
security 

Private 
insurance 

Private 
household 

out-of-pocket 
payments 

HF.2.3.1 HF.2.3.2 to 2.9 

Non-profit 
institutions Corporations 

    

Out-of-pocket, 
excluding cost-

sharing 
Cost-sharing 

HC.3 Long-term nursing and personal care  6057245 3011322 3045922 832265       315,501  516765   516765     6889510 
HC.3.1, 3.2 LTC: inpatient care and day cases 5911873 2955936 2955936 814305       315,501  498805 498805 6726178 
HC.3.3  LTC: home care 145372 55386 89986     17,960.00    17960   17960     163332 
HC.R.6.1 Social services of LTC (other than HC.3) 1541402 770701 770701 153224   153224   153224     1694626 
 Total 7598647 3782024 3816624 985489       315,501  669988 669988 8584136 
Source: OECD-WHO-Eurostat System of Health Accounts Joint Questionnaire 2007. 
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Table JPN.5. Total long term care expenditure by main types of LTC and financing schemes, Total LTC=100: Japan, 2004 
    HF.1     HF.2         HF 

General 
government 

HF.1.1 HF.1.2 

Private  
sector 

HF.2.1+2.2 HF.2.3 HF.2.4 HF.2.5 

Total LTC General  
government  

(excl. social 
security.) 

Social  
security 

Private 
insurance 

Private 
household 

out-of-pocket 
payments 

Non-profit 
institutions Corporations 

    
HC.3 Long-term nursing and personal care  70.56 35.08 35.48               9.70              3.68              6.02      80.26 
HC.3.1, 3.2 LTC: inpatient care and day cases 68.87 34.43 34.43              9.49             3.68             5.81 78.36 
HC.3.3  LTC: home care                1.69              0.65               1.05              0.21              0.21               1.90  
HC.R.6.1 Social services of LTC (other than HC.3) 17.96               8.98                8.98                1.78                1.78      19.74 
 Total 88.52 44.06 44.46 11.48             3.68              7.80  100.00 
Source: OECD-WHO-Eurostat System of Health Accounts Joint Questionnaire 2007. 
 
 
 
 
 
 
 
Table JPN.6. LTC as percentage of total current health expenditure, Total current expenditure on health =100 : Japan, 2004 
    HF.1     HF.2         HF 

General 
government 

HF.1.1 HF.1.2 

Private  
sector 

HF.2.1+2.2 HF.2.3 HF.2.4 HF.2.5 

Total LTC General  
government  

(excl. social 
security.) 

Social  
security 

Private 
insurance 

Private 
household 

out-of-pocket 
payments 

Non-profit 
institutions Corporations 

    
HC.3 Long-term nursing and personal care                15.47                7.69                7.78                2.13              0.81              1.32                17.60  
HC.3.1, 3.2 LTC: inpatient care and day cases              15.10              7.55               7.55              2.08             0.81             1.27          17.18  
HC.3.3  LTC: home care                0.37              0.14               0.23              0.05              0.05               0.42  
 Total               15.47               7.69                7.78               2.13             0.81              1.32            17.60  
Source: OECD-WHO-Eurostat System of Health Accounts Joint Questionnaire 2007. 
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Table JPN.7. LTC as percentage of total current expenditure on health and long-term care, Total current expenditure on health plus LTSC =100 : Japan, 2004 
    HF.1     HF.2         HF 

General 
government 

HF.1.1 HF.1.2 

Private  
sector 

HF.2.1+2.2 HF.2.3 HF.2.4 HF.2.5 

Total LTC General  
government  

(excl. social 
security.) 

Social  
security 

Private 
insurance 

Private 
household 

out-of-pocket 
payments 

Non-profit 
institutions Corporations 

    
HC.3 Long-term nursing and personal care                14.83                7.37                7.46                2.04              0.77              1.27                16.87  
HC.3.1, 3.2 LTC: inpatient care and day cases              14.48              7.24               7.24              1.99             0.77             1.22          16.47  
HC.3.3  LTC: home care                0.36              0.14               0.22              0.04              0.04               0.40  
HC.R.6.1 Social services of LTC (other than HC.3)                 3.77                1.89                1.89                0.38                0.38                  4.15  
 Total               18.61               9.26                9.35               2.41             0.77              1.64            21.02  
Source: OECD-WHO-Eurostat System of Health Accounts Joint Questionnaire 2007. 
 
 
 
 
 
 
 
 
Table JPN.8. Total long term care expenditure by main types of LTC and providers, millions of NCU : Japan, 2004 
    HP.1 HP.2     HP.3 (excl. 

HP.3.6) 
HP.3.6 HP.7.2 HP.7.9   HP 

    HP.2.1 HP.2.2-2.9           

    

Hospitals Nursing and 
residential care 

facilities 

Nursing care 
facilities 

Residential care 
facilities 

Providers of 
ambulatory 
care (excl. 

HP.3.6) 

Providers of 
home health 

care 

Households as 
providers of 
home care 

All other 
industries as 

secondary 
producers  

Other types of 
facility n.e.c. 

Total 

HC.3 Long-term nursing and personal care  5556446 1183545 1183545   32514       117,006        6889510 
HC.3.1, 3.2 LTC: inpatient care and day cases 5514169 1183545 1183545    28,463.89 6726178 
HC.3.3  LTC: home care       42,276.46     4050       117,006     163332 
HC.R.6.1 Social services of LTC (other than HC.3)                   1694626 
 Total 5556446 1183545 1183545 32514       117,006  8584136 
Source: OECD-WHO-Eurostat System of Health Accounts Joint Questionnaire 2007. 
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Table JPN.9. Total long term care expenditure by main types of LTC and providers, Total LTC=100 : Japan, 2004 
    HP.1 HP.2     HP.3 (excl. 

HP.3.6) 
HP.3.6 HP.7.2 HP.7.9   HP 

    HP.2.1 HP.2.2-2.9           

    

Hospitals Nursing and 
residential care 

facilities 

Nursing care 
facilities 

Residential care 
facilities 

Providers of 
ambulatory 
care (excl. 

HP.3.6) 

Providers of 
home health 

care 

Households as 
providers of 
home care 

All other 
industries as 

secondary 
producers  

Other types of 
facility n.e.c. 

Total 

HC.3 Long-term nursing and personal care  64.73 13.79 13.79   0.38 1.36       80.26 
HC.3.1, 3.2 LTC: inpatient care and day cases 64.24 13.79 13.79 0.33 78.36 
HC.3.3  LTC: home care 0.49     0.05 1.36     1.90 

19.74 HC.R.6.1 Social services of LTC (other than HC.3)                   
 Total 64.73 13.79 13.79 0.38 1.36
Source: OECD-WHO-Eurostat System of Health Accounts Joint Questionnaire 2007. 
 

i
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Table JPN.10. Long term nursing care (HC.3): Japan 

Years % of GDP % of AHFC % of Current
Health Exp.

% of Personal 
Health Care Exp.

2000 0.80 1.22 10.76 11.37
2001 0.93 1.39 12.08 12.75
2002 1.01 1.49 13.01 13.63
2003 1.33 1.97 16.91 17.71
2004 1.38 2.06 17.60 18.40

Source: OECD Health Data 2007. 
 
 
Table JPN.11. Total LTC (HC.3. +HC.R.6.1): Japan 

Years   % of GDP % of AHFC % of Current Health 
and LTC Exp.

2000   0.80 1.22 10.76
2001 0.93 1.39 12.08
2002   1.01 1.49 13.01
2003 1.64 2.42 20.83
2004   1.72 2.57 21.93

Source: OECD Health Data 2007. 
 
 
Table JPN.12. Components of Total LTC (Total LTC=100): Japan 

Years Inpatient & day care Home care Social Services of 
LTC Total LTC

2000 97.04 2.96 0.00 100.00
2001 97.30 2.70 0.00 100.00
2002 96.86 3.14 0.00 100.00
2003 79.22 1.95 18.83 100.00
2004 78.36 1.90 19.74 100.00

Source: OECD Health Data 2007. 
 
 
Table JPN.13. Components of LT nursing and personal care (HC.3=100): Japan 

Years   Inpatient & Day
Care Home Care HC.3

2000   97.04 2.96 100.00
2001 97.30 2.70 100.00
2002   96.86 3.14 100.00
2003 97.60 2.40 100.00
2004   97.63 2.37 100.00

Source: OECD Health Data 2007. 
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Table JPN.14.Per capita Total LTC and LT nursing care, (real growth rates): Japan 

Years     HC.3 & HC.R.6.1 HC.3. 

2000  14.12 14.12
2001 16.22 16.22
2002  8.84 8.84
2003 64.31 33.37
2004  8.14 6.93
1999-2004 MAGR (%) 20.73 15.54
Source: OECD Health Data 2007. 
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KOREA36 

I. DESCRIPTION OF LONG-TERM 
CARE 

 Korea has a national health insurance system 
(National Health Insurance) which is funded by 
mandatory health insurance contributions. The 
prominent features of the Korean health care 
system are private sector domination in delivery 
and mixed public and private financing. Private 
providers supply the majority of health care 
services, with public providers playing a residual 
role. The government has responsibilities for 
public health services but still plays a modest 
role in disease prevention and health promotion. 
 Most of the national policies and 
programmes for the welfare of older persons are 
currently planned and implemented by the 
Ministry of Health and Welfare. Korea does not 
currently have a comprehensive long-term care 
system. The great majority of older persons who 
need help with activities of daily living are 
currently cared for informally in families, with 
only a small number of persons receiving formal 
long-term care services. There is evidence of 
some older people remaining in hospital for an 
extended period of time due to the general lack 
of long-term care services. It is decided that a 
system of long-term care insurance will be 
introduced from 2008 onwards. The government 
has announced a large increase in funds to 
resolve issues surrounding low fertility, ageing 
and social disparity in the Vision 2030 – Korea 
report.   
 Social welfare policy measures to respond to 
problems associated with ageing have emerged. 
The four major sets of needs associated with 
ageing are economic issues; health care needs; 
role loss and leisure problems; and social-
psychological alienation and conflict problems. 

 
36 Country note prepared by the Secretariat with 
additional information and verification by the 
national correspondent. 

Social welfare policies for older persons can be 
grouped into four principal categories of concern: 
income maintenance, health care, housing and 
social services.  
 Funds for health care are raised mainly from 
two equally important sources: mandatory health 
insurance contributions and out-of-pocket 
payments by patients. National Health Insurance 
is financed through contributions by employers, 
employees, self-employed, and government 
subsides. It pays for diagnosis, in-patient and 
out-patient treatment, operations, nursing, and 
medication, but it does not cover eye glasses, 
hearing aids, dentures and other prostheses. The 
payment level varies with the type of medical 
care institutions and the kind of treatment. 
Overall, co-payments are high, some benefits are 
excluded from insurance coverage and there is a 
ceiling or cap to co-payments although it is 
confined to those for covered items. The 
National Health Insurance pays 50–70% of the 
fees for outpatient care and 70-80% for in-patient 
care.  
 Under the Older Person’s Welfare Act, 
current long-term care services for the elderly are 
classified into institutional care and home care. 
Two types of institutional care are provided: 
general and special nursing home care. General 
nursing homes provide care for the disabled and 
elderly with minor or no chronic diseases while 
special nursing homes for the elderly provide for 
those with severe chronic conditions such as 
stroke or dementia. Uniform standards on the 
degree of disability for entry to care have been 
developed. In addition, geriatric hospitals 
provide services for the elderly with acute health 
care needs. Only older persons who receive 
social assistance benefits are entitled to care in 
nursing homes free of charge, while older 
persons with an income that is on the margins of 
social assistance levels are entitled to receive 
care in nursing homes which is partially 
subsidised by the government. Those with higher 
incomes have to meet the total cost. Most 
institutions are non-profit organisations.  
 There is a growing supply of home care 
services including home help, day care and short-
stay services. Home help covers domestic 
support and personal care services. Day care 
centres provide rehabilitative care services, 
wheels-on-meals, and bathing and recreation 
services. Older persons can stay at short-stay 
facilities for 45 days at a time and a maximum of 
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90 days a year. As is the case for institutional 
care, public coverage for home care is income 
tested. Only recipients of social assistance 
benefits are eligible for home care services free 
of charge. The elderly with marginal income 
have to contribute to the cost while upper and 
middle income elderly have to pay the full cost.   
 In Korea, almost all older persons have their 
long-term care needs provided by informal 
caregivers. The reasons for this include, amongst 
others, a lack of long-term care services, 
traditional values of filial piety and family 
responsibility, face-saving cultural attitudes of 
being reluctant to use services provided by non-
familial persons, and a lack of understanding of 
in-home/community care services.  
 LTC expenditure (HC.3) was 0.5% of 
current health expenditure and a negligible 
proportion of GDP compared with the 
OECD-EU averages of 9.5% and 0.9%. In 
2005, 70.92% of long-term care was publicly 
funded and 19.16% was funded by out-of-
pocket payments. Please refer to Tables 
KOR.3 to KOR.9 for more details. 
 
 

II. METADATA 

Definitions of long-term care 

 In principle, the proposed definitions of Long 
term care and the separation of expenditure into 
health and social expenditure should be in-line 
with the LTC Guidelines. Currently, however, 
expenditure on personal care services is included 
under long-term social services for the elderly 

Availability of data on the main components of 
LTC services 

 Table 1 indicates which statistics contain data 
for expenditure on the main components of LTC 
for the Korean national and international 
information system.  
 Currently expenditure on personal care 
services cannot be separated from other social 
services. It is also likely that some (in-patient) 
LTC services provided in institutions are 
included with expenditure on curative-
rehabilitative services. 

Information on defining and using distinction 
between ADL and IADL 

 The distinction between ADL and IADL is 
expected to be in accordance with the 
methodology in the LTC guidelines when the 
LTC Insurance is introduced in 2008.
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Table KOR.1 National and international data reporting on the main components of LTC services 

Main components of LTC services 

Current official 
statistics for 
national purposes* 

Data reported to the 
Joint Health 
Accounts data 
collection 
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Palliative care 
(end-of-life care)  

  X  

Long-term nursing care 
(intensive, high level care and assistance with ADL restrictions, including 
accommodation in high-level care nursing homes) 

  X  

Personal care services 
(help with ADL restrictions) 

   ** 

Home help; care assistance 
(help with IADL restrictions) 

   X 

Services in support of informal (family) care 
(such as care allowances, social protection of informal carers, counselling) 

   X 

Residential care services, other than nursing homes 
(supported living arrangements: long-term care together with residential care 
services) 

   X 

Other social services provided in a long-term care context 
(special types of transportation; Case management / coordination) 

   X 

* There are no official statistics for LTC expenditure. It is expected that official statistics of various kinds will be produced from 2008 
onwards when LTC Insurance scheme will start. 
** Personal care services cannot be separated from other social LTC services. 

III. DATA SOURCES on expenditure 

General description 

Name / institution of the main data sources: 

Jeong, H.S., 2004-2005 Total Health Expenditure and National Health Accounts, Ministry of 
Health and Welfare, 2007. 
Ministry of Health and Welfare. 

Table KOR.2 Detailed information 

Data Sources and availability  
  HF.1 General government 
HC3 Long-term nursing care Various sources including materials within the Ministry of Health and 

Welfare are used for the estimation of LTC expenditure. 
 Inpatient long-term nursing care  
 Long-term nursing care: home care  
HC.R.6.1 Social services of long-term care 

(LTC other than HC3) 
Various sources including materials within the Ministry of Health and 
Welfare are used for the estimation of LTC expenditure. 

  HF.2 Private sector 
HC3 Long-term nursing care Both administrative data for the number of facilities and the elderly admitted 

provided by the Ministry of Health and Welfare (MOHW) and the survey on 
elderly facilities conducted in 2004 by the Korean Institute for Health and 
Welfare(KIHSA) are combined to produce estimates. The latter gives the 
information on financial sources according to characteristics of LTC facilities 
and services provided by them. 
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 Inpatient long-term nursing care  
 Long-term nursing care: home care  
HC.R.6.1 Social services of long-term care 

(LTC other than HC3) 
Both administrative data for the number of facilities and the elderly admitted 
provided by the Ministry of Health and Welfare (MOHW) and the survey on 
elderly facilities conducted in 2004 by the Korean Institute for Health and 
Welfare(KIHSA) are combined to produce estimates. The latter gives the 
information on financial sources according to characteristics of LTC facilities 
and services provided by them. 
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Table KOR.3. Key indicators of LTHC and total LTC: Korea, 2005 

Indicators 

Per capita 
Expenditure 

Personal health care 
expenditure 
(HC.1-HC.5) 

Current health expenditure1

(CHE) 
Households Actual Final 

Consumption 
(HAFC) 

Gross Domestic Product 
(GDP) 

in USD PPP OECD&EU 
Average 

% of  
OECD&EU 

Average 

Percentage
of  

OECD&EU 
Average 

% of  
OECD&EU 

Average 

Percentage 
of  

OECD&EU 
Average 

% of  
OECD&EU 

Average 

Percentage
of  

OECD&EU 
Average 

% of 
 OECD&EU 

Average 

Percentage
of  

OECD&EU 
Average 

% of  
OECD&EU 

Average 

(a) (b) (100*a/b) (a) (b) (100*a/b) (a) (b) (100*a/b) (a) (b) (100*a/b) (a) (b) (100*a/b) 

Long-term health care (LTHC) $6 $291.2 2% 0.5% 10.1% 5% 0.5% 9.4% 5% 0.0% 1.3% 4% 0.0% 0.9% 3% 
Total Long-term care (LTHC+LTSC) $8 $318 3%   0.7% 10.4% 6% 0.1% 1.4% 4% 0.0% 0.9% 4% 
Current health expenditure $1,246 $2439 51%             9.6% 12.4% 78% 5.6% 8.3% 68% 
Source: Calculation based on OECD HD 2007 and Eurostat. 
1) Total Long-term care (LTHC+LTSC) is compared with Current health expenditure (CHE) plus Long-term Social care (LTSC) 
 
 
 
 
 
 
 
Table KOR.4. Total long term care expenditure by main types of LTC and financing schemes, millions of NCU: Korea, 2005 
    HF.1     HF.2             HF 

General 
government 

HF.1.1 HF.1.2 

Private  
sector 

HF.2.1+2.2 HF.2.3     HF.2.4 HF.2.5 

Total LTC General  
government 

(excl. social 
security.) 

Social  
security 

Private 
insurance 

Private 
household 

out-of-pocket 
payments 

HF.2.3.1 HF.2.3.2 to 2.9 

Non-profit 
institutions Corporations 

    

Out-of-pocket, 
excluding cost-

sharing 
Cost-sharing 

HC.3 Long-term nursing and personal care  169701 169701  62378   43857 43857   18521   232079 
HC.3.1, 3.2 LTC: inpatient care and day cases 163184 163184 59612 43857 43857 15755 222796 
HC.3.3  LTC: home care 6516 6516        2,766.25          2766   9283 
HC.R.6.1 Social services of LTC (other than HC.3) 45686 45686  25958   14322 14322   11636   71644 
 Total 215387 215387 88336 58178 58178 30157 303722 
Source: OECD-WHO-Eurostat System of Health Accounts Joint Questionnaire 2007. 
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Table KOR.5. Total long term care expenditure by main types of LTC and financing schemes, Total LTC=100: Korea, 2005 
    HF.1     HF.2         HF 

General 
government 

HF.1.1 HF.1.2 

Private  
sector 

HF.2.1+2.2 HF.2.3 HF.2.4 HF.2.5 

Total LTC General  
government  

(excl. social 
security.) 

Social  
security 

Private 
insurance 

Private 
household 

out-of-pocket 
payments 

Non-profit 
institutions Corporations 

    
HC.3 Long-term nursing and personal care  55.87 55.87   20.54   14.44             6.10   76.41 
HC.3.1, 3.2 LTC: inpatient care and day cases 53.73 53.73 19.63 14.44            5.19 73.36 
HC.3.3  LTC: home care                2.15              2.15                0.91              0.91              3.06  
HC.R.6.1 Social services of LTC (other than HC.3) 15.04 15.04                 8.55                4.72             3.83   23.59 
 Total 70.92 70.92 29.08 19.16             9.93 100.00 
Source: OECD-WHO-Eurostat System of Health Accounts Joint Questionnaire 2007. 
 
 
 
 
 
 
 
Table KOR.6. LTC as percentage of total current health expenditure, Total current expenditure on health =100 : Korea, 2005 
    HF.1     HF.2         HF 

General 
government 

HF.1.1 HF.1.2 

Private  
sector 

HF.2.1+2.2 HF.2.3 HF.2.4 HF.2.5 

Total LTC General  
government  

(excl. social 
security.) 

Social  
security 

Private 
insurance 

Private 
household 

out-of-pocket 
payments 

Non-profit 
institutions Corporations 

    
HC.3 Long-term nursing and personal care                  0.37                0.37                  0.14                0.10             0.04               0.51  
HC.3.1, 3.2 LTC: inpatient care and day cases                0.36              0.36               0.13            0.10            0.03            0.49  
HC.3.3  LTC: home care                0.01              0.01                0.01              0.01              0.02  
 Total                 0.37               0.37                0.14             0.10             0.04             0.51  
Source: OECD-WHO-Eurostat System of Health Accounts Joint Questionnaire 2007. 
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Table KOR.7. LTC as percentage of total current expenditure on health and long-term care, Total current expenditure on health plus LTSC =100 : Korea, 2005 
    HF.1     HF.2         HF 

General 
government 

HF.1.1 HF.1.2 

Private  
sector 

HF.2.1+2.2 HF.2.3 HF.2.4 HF.2.5 

Total LTC General  
government  

(excl. social 
security.) 

Social  
security 

Private 
insurance 

Private 
household 

out-of-pocket 
payments 

Non-profit 
institutions Corporations 

    
HC.3 Long-term nursing and personal care                  0.37                0.37                  0.14                0.10             0.04               0.51  
HC.3.1, 3.2 LTC: inpatient care and day cases                0.36              0.36               0.13            0.10            0.03            0.49  
HC.3.3  LTC: home care                0.01              0.01                0.01              0.01              0.02  
HC.R.6.1 Social services of LTC (other than HC.3)                 0.10                0.10                  0.06                0.03             0.03               0.16  
 Total                 0.47               0.47                0.19             0.13             0.07             0.67  
Source: OECD-WHO-Eurostat System of Health Accounts Joint Questionnaire 2007. 
 
 
 
 
 
 
 
 
Table KOR.8. Total long term care expenditure by main types of LTC and providers, millions of NCU : Korea, 2005 
    HP.1 HP.2     HP.3 (excl. 

HP.3.6) 
HP.3.6 HP.7.2 HP.7.9   HP 

    HP.2.1 HP.2.2-2.9           

    

Hospitals Nursing and 
residential care 

facilities 

Nursing care 
facilities 

Residential care 
facilities 

Providers of 
ambulatory 
care (excl. 

HP.3.6) 

Providers of 
home health 

care 

Households as 
providers of 
home care 

All other 
industries as 

secondary 
producers  

Other types of 
facility n.e.c. 

Total 

HC.3 Long-term nursing and personal care    222796 205650      17,145.88                   -       9,282.71        232079 
HC.3.1, 3.2 LTC: inpatient care and day cases 222796 205650     17,145.88 222796 
HC.3.3  LTC: home care                      -     9,282.71     9283 
HC.R.6.1 Social services of LTC (other than HC.3)   71644 46640 25004           71644 
 Total 294439 252289      42,150.03                  -       9,282.71  303722 
Source: OECD-WHO-Eurostat System of Health Accounts Joint Questionnaire 2007. 
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Table KOR.9. Total long term care expenditure by main types of LTC and providers, Total LTC=100 : Korea, 2005 
    HP.1 HP.2     HP.3 (excl. 

HP.3.6) 
HP.3.6 HP.7.2 HP.7.9   HP 

    HP.2.1 HP.2.2-2.9           

    

Hospitals Nursing and 
residential care 

facilities 

Nursing care 
facilities 

Residential care 
facilities 

Providers of 
ambulatory 
care (excl. 

HP.3.6) 

Providers of 
home health 

care 

Households as 
providers of 
home care 

All other 
industries as 

secondary 
producers  

Other types of 
facility n.e.c. 

Total 

HC.3 Long-term nursing and personal care    73.36 67.71 5.65 0.00 3.06       76.41 
HC.3.1, 3.2 LTC: inpatient care and day cases 73.36 67.71 5.65 73.36 
HC.3.3  LTC: home care      0.00 3.06     

23.59 
3.06 

HC.R.6.1 Social services of LTC (other than HC.3)   23.59 15.36 8.23           
 Total 96.94 83.07 13.88 0.00 3.06
Source: OECD-WHO-Eurostat System of Health Accounts Joint Questionnaire 2007. 
 

i
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LATVIA37 

I. DESCRIPTION OF LONG-TERM 
CARE 

 The Latvian health care system is financed 
through tax revenue and patient contributions. 
A minimum level of health care services is 
financed by the state. The total out-of-pocket 
payment made by a patient during a year is 
limited. Any amount spent above a maximum 
is reimbursed by the regional sickness fund. 
Defined vulnerable groups are exempt from 
payment of patient payments. Unofficial 
payments for medical services are common. 
 All Latvian citizens are entitled to state 
funded health care. Thus, in theory, the 
coverage of the statutory system is universal. 
In practice, many people are excluded from the 
system due to lack of sufficient means. 
 Private insurance companies provide 
private, voluntary health insurance schemes. 
The coverage includes patient payments for 
outpatient and inpatient care, and drug 
expenditures. Buyers of private insurance 
policies are often companies buying group 
policies for their employees, who thereby 
bypass problems of access and quality of care 
found in publicly funded provision. Some 
private insurance companies contract private 
health care services. 
 In Latvia, there is no special scheme for 
long-term care as in some other European 
countries. Most of the responsibility for 
provision of primary and secondary health care 
services is with local government. Highly 
specialised services remain the responsibility 
of the state. Ownership of most primary and 
secondary health care facilities has been 
transferred to the municipal level. 
Municipalities are responsible for assuring 
access to health care institutions as well as 
providing outpatient facilities, maintaining 

 
37 Country note prepared by the Secretariat with 
additional information and verification by the 
national correspondent. 

municipal hospitals, contributing to the 
improvement of primary health care and 
promoting healthy lifestyles and ensuring 
public safety. 
 Social assistance includes institutional 
social care services of nursing homes for older 
persons and some other long-term care 
institutions. Municipalities can provide care as 
a part of social assistance services. 
 The amount of home care provided to the 
elderly and disabled people has increased. The 
increased amount is a result of improved 
output of the social assistance system, although 
the demand for home care still considerably 
exceeds the capabilities to provide it. In Latvia, 
home care is strongly preferred to old people’s 
homes, considering the low level of services 
and high degree of exclusion characteristic 
associated with the latter. 
 Local government ensures care at home 
only for those people whose income is below a 
defined level. Voluntary organisations such as 
the Latvian Red Cross also provide home care. 
Care at home includes meal preparation, 
housekeeping tasks, help with personal 
hygiene and administrative help with issues 
connected to the social help fund, health 
centres and other institutions. In recent years, 
the number of NGOs has increased in Latvia. 
In aged care, the Pensioners’ Federation and 
the organisations of disabled and handicapped 
persons are active.  
 There are no payments made for informal 
care. 
 LTC expenditure (HC.3) was 5.8% of 
current health expenditure and ..% of GDP 
compared with the OECD-EU averages of 
9.5% and 0.9%. In 2004, 96.98% of long-
term health care was publicly funded and 
3.02% was funded by out-of-pocket 
payments. Please refer to Tables LVA.2 to 
LVA.8 for more details. 
 

II. METADATA 

 The main objective of the SHA project in 
Latvia has been to identify partner institutions 
and possible data sources as well as to apply 
the SHA classifications. The Central Statistical 
Bureau built a network of experts from the 
Ministry of Health and the Health Compulsory 
Insurance State Agency. 
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 The work of European system of integrated 
social protection statistics (ESSPROS) 
implementation in Latvia started in 2003. In 
close cooperation with the Ministry of 
Welfare, the State Social Insurance Agency, 
the Social Assistance Fund and other 
institutions, the Central Statistical Bureau of 
Latvia has identified social protection schemes 
according to the ESSPROS Manual 1996. The 
Central Statistical Bureau is responsible for the 
maintenance of Qualitative and Quantitative 
databases and providing the data to Eurostat.  
 The last data sent to Eurostat are 
qualitative and quantitative date for year 2004. 
However, no comparisons or links have yet 
been made between ESSPROS and SHA. This 
work is scheduled to be done during the 
coming year.  
 Following the recommendations of the 
pilot project, new data sources (for example 
Register of Social care services providers, etc.) 
will be used in order to define (and estimate) 
health and social care. 

Definitions of long-term care 

 It is difficult at present to clarify the 
differences between long-term health and 
social services or to use definitions for health 

care or social care providers, qualification of 
providers, etc. For this reason long term health 
care can be partially reported under HC.3 and 
no breakdown between HC.R.6.1 and 
HC.R.6.9 can be reported. 

Availability of data on the main components 
of LTC services 

 Table 1 indicates for the Latvian national 
and international information system which 
statistics contain data for expenditure on the 
main components of LTC. 

Information on defining and using 
distinction between ADL and IADL 

 ADL and IADL criteria are not 
employed yet in Latvia. As SHA is being 
implemented, it will be probably be 
available in the near future. Instead, 
current practice in mainly based on the 
institutional approach to identify long term 
health care. 
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Table LVA.1. National and international data reporting on the main components of LTC services 

Main components of LTC services 

Current official 
statistics for 
national purposes 

Data reported to the 
Joint Health 
Accounts data 
collection 
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H
C
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H
C

.R
.6

.1
* 

Palliative care 
(end-of-life care)  

X  X  

Long-term nursing care 
(intensive, high level care and assistance with ADL restrictions, including 
accommodation in high-level care nursing homes) 

X** X X** X 

Personal care services 
(help with ADL restrictions) 

    

Home help; care assistance 
(help with IADL restrictions) 

 X  X 

Services in support of informal (family) care 
(such as care allowances, social protection of informal carers, counselling) 

 X  X 

Residential care services, other than nursing homes 
(supported living arrangements: long-term care together with residential care 
services) 

 X  X 

Other social services provided in a long-term care context 
(special types of transportation; Case management / coordination) 

 X   

* Estimates refer to all social services related to impairment and disease (HC.R.6) i.e. includes some other services such as 
rehabilitation, schooling, vocational training, etc. 
** Only partial estimates. 

III. DATA SOURCES on expenditure 

General description 

Name / institution of the main data sources: 

Central Statistical Bureau of Latvia 
State Compulsory Health Insurance Agency 
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Table LVA.2. Key indicators of LTHC and total LTC: Latvia, 2004 

Indicators 

Per capita 
Expenditure 

Personal health care 
expenditure 
(HC.1-HC.5) 

Current health expenditure1

(CHE) 
Households Actual Final 

Consumption 
(HAFC) 

Gross Domestic Product 
(GDP) 

in USD PPP OECD&EU 
Average 

% of  
OECD&EU 

Average 

Percentage
of  

OECD&EU 
Average 

% of  
OECD&EU 

Average 

Percentage 
of  

OECD&EU 
Average 

% of  
OECD&EU 

Average 

Percentage
of  

OECD&EU 
Average 

% of 
 OECD&EU 

Average 

Percentage
of  

OECD&EU 
Average 

% of  
OECD&EU 

Average 

(a) (b) (100*a/b) (a) (b) (100*a/b) (a) (b) (100*a/b) (a) (b) (100*a/b) (a) (b) (100*a/b) 

Long-term health care (LTHC) $44 $291.2 15% 6.0% 10.1% 59% 5.8% 9.4% 61% 0.5% 1.3% 41% 0.4% 0.9% 44% 
Total Long-term care (LTHC+LTSC) - - -   - - - - - - - - - 
Current health expenditure $765 $2439 31%             9.1% 12.4% 74% 6.5% 8.3% 78% 
Source: Calculation based on OECD HD 2007 and Eurostat. 
1) Total Long-term care (LTHC+LTSC) is compared with Current health expenditure (CHE) plus Long-term Social care (LTSC) 
 
 
 
 
 
 
Table LVA.3. Total long term care expenditure by main types of LTC and financing schemes, millions of NCU: Latvia, 2004 
    HF.1     HF.2             HF 

General 
government 

HF.1.1 HF.1.2 

Private  
sector 

HF.2.1+2.2 HF.2.3     HF.2.4 HF.2.5 

Total LTC General  
government 

(excl. social 
security.) 

Social  
security 

Private 
insurance 

Private 
household 

out-of-pocket 
payments 

HF.2.3.1 HF.2.3.2 to 2.9 

Non-profit 
institutions Corporations 

    

Out-of-pocket, 
excluding cost-

sharing 
Cost-sharing 

HC.3 Long-term nursing and personal care  27 27 0               0.84                   -              0.84              0.84  0 0 0 28 
HC.3.1, 3.2 LTC: inpatient care and day cases 26 26              0.84  0            0.84             0.84  26 
HC.3.3  LTC: home care                1.44              1.44                     -                  -  0                      1.44  
HC.R.6.1 Social services of LTC (other than HC.3) 0 0  0 0 0         0 
 Total 27 27 0               0.84                   -              0.84              0.84  0 0 0 28 
Source: OECD-WHO-Eurostat System of Health Accounts Joint Questionnaire 2007. 
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Table LVA.4. Total long term care expenditure by main types of LTC and financing schemes, Total LTC=100: Latvia, 2004 
    HF.1     HF.2         HF 

General 
government 

HF.1.1 HF.1.2 

Private  
sector 

HF.2.1+2.2 HF.2.3 HF.2.4 HF.2.5 

Total LTC General  
government 

(excl. social 
security.) 

Social  
security 

Private 
insurance 

Private 
household 

out-of-pocket 
payments 

Non-profit 
institutions Corporations 

    
HC.3 Long-term nursing and personal care  96.98 96.98 0.00               3.02                   -              3.02 0.00                  -  100.00 
HC.3.1, 3.2 LTC: inpatient care and day cases 91.80 91.80              3.02 0.00            3.02 94.82 
HC.3.3  LTC: home care                5.18              5.18                     -                 - 0.00               5.18  
HC.R.6.1 Social services of LTC (other than HC.3) 0.00 0.00   0.00 0.00 0.00     0.00 
 Total 96.98 96.98 0.00               3.02                  -              3.02 0.00                  -  100.00 
Source: OECD-WHO-Eurostat System of Health Accounts Joint Questionnaire 2007. 
 
 
 
 
 
 
 
Table LVA.5. LTC as percentage of total current health expenditure, Total current expenditure on health =100 : Latvia, 2004 
    HF.1     HF.2         HF 

General 
government 

HF.1.1 HF.1.2 

Private  
sector 

HF.2.1+2.2 HF.2.3 HF.2.4 HF.2.5 

Total LTC General  
government  

(excl. social 
security.) 

Social  
security 

Private 
insurance 

Private 
household 

out-of-pocket 
payments 

Non-profit 
institutions Corporations 

    
HC.3 Long-term nursing and personal care                  5.59                5.59  0.00               0.17                   -              0.17 0.00                  -              5.77  
HC.3.1, 3.2 LTC: inpatient care and day cases                5.29              5.29               0.17 0.00            0.17            5.47  
HC.3.3  LTC: home care                0.30              0.30                      -                 - 0.00               0.30  
 Total                 5.59               5.59  0.00               0.17                  -              0.17 0.00                  -              5.77  
Source: OECD-WHO-Eurostat System of Health Accounts Joint Questionnaire 2007. 
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Table LVA.6. LTC as percentage of total current expenditure on health and long-term care, Total current expenditure on health plus LTSC =100 : Latvia, 2004 
    HF.1     HF.2         HF 

General 
government 

HF.1.1 HF.1.2 

Private  
sector 

HF.2.1+2.2 HF.2.3 HF.2.4 HF.2.5 

Total LTC General  
government  

(excl. social 
security.) 

Social  
security 

Private 
insurance 

Private 
household 

out-of-pocket 
payments 

Non-profit 
institutions Corporations 

    
HC.3 Long-term nursing and personal care                  5.59                5.59  0.00               0.17                   -              0.17 0.00                  -              5.77  
HC.3.1, 3.2 LTC: inpatient care and day cases                5.29              5.29               0.17 0.00            0.17            5.47  
HC.3.3  LTC: home care                0.30              0.30                      -                 - 0.00               0.30  
HC.R.6.1 Social services of LTC (other than HC.3) 0.00 0.00   0.00 0.00 0.00     0.00 
 Total                 5.59               5.59  0.00               0.17                  -              0.17 0.00                  -              5.77  
Source: OECD-WHO-Eurostat System of Health Accounts Joint Questionnaire 2007. 
 
 
 
 
 
 
 
 
Table LVA.7. Total long term care expenditure by main types of LTC and providers, millions of NCU : Latvia, 2004 
    HP.1 HP.2     HP.3 (excl. 

HP.3.6) 
HP.3.6 HP.7.2 HP.7.9   HP 

    HP.2.1 HP.2.2-2.9           

    

Hospitals Nursing and 
residential care 

facilities 

Nursing care 
facilities 

Residential care 
facilities 

Providers of 
ambulatory 
care (excl. 

HP.3.6) 

Providers of 
home health 

care 

Households as 
providers of 
home care 

All other 
industries as 

secondary 
producers  

Other types of 
facility n.e.c. 

Total 

HC.3 Long-term nursing and personal care                  2.50  25 22               3.85                   -                   -                   -                   -    28 
HC.3.1, 3.2 LTC: inpatient care and day cases                2.50 24 22              2.41                 - 26 
HC.3.3  LTC: home care                      -              1.44               1.44                 -                 1.44  
HC.R.6.1 Social services of LTC (other than HC.3)                      -                      -                       -                            -  
 Total                 2.50 25 22               3.85                  -                   -                   -                   -  28 
Source: OECD-WHO-Eurostat System of Health Accounts Joint Questionnaire 2007. 
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Table LVA.8. Total long term care expenditure by main types of LTC and providers, Total LTC=100 : Latvia, 2004 
    HP.1 HP.2     HP.3 (excl. 

HP.3.6) 
HP.3.6 HP.7.2 HP.7.9   HP 

    HP.2.1 HP.2.2-2.9           

    

Hospitals Nursing and 
residential care 

facilities 

Nursing care 
facilities 

Residential care 
facilities 

Providers of 
ambulatory 
care (excl. 

HP.3.6) 

Providers of 
home health 

care 

Households as 
providers of 
home care 

All other 
industries as 

secondary 
producers  

Other types of 
facility n.e.c. 

Total 

HC.3 Long-term nursing and personal care  8.96 91.04 77.22 13.81 0.00 0.00 0.00 0.00   100.00 
HC.3.1, 3.2 LTC: inpatient care and day cases 8.96 85.86 77.22 8.63 0.00 94.82 
HC.3.3  LTC: home care 0.00 5.18  5.18 0.00      5.18 
HC.R.6.1 Social services of LTC (other than HC.3)                     
 Total 8.96 91.04 77.22 13.81 0.00 0.00 0.00 0.00 100.00 
Source: OECD-WHO-Eurostat System of Health Accounts Joint Questionnaire 2007. 
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LITHUANIA38 

I. DESCRIPTION OF LONG-TERM 
CARE 

 The functions and management of health care 
institutions are decentralised. The Ministry of 
Health keeps direct control of the national 
institutions while the municipal and regional 
health care institutions function independently, 
accounting to the local municipalities. The basic 
principle of health policy is equity in health 
relations and all the country’s social and 
economic infrastructure is involved in solving 
health care system problems through 
intersectoral collaboration.  
 Lithuania has both a population and an 
ageing problem. The number of inhabitants has 
decreased, mainly due to emigration and negative 
population growth. Comprehensive health and 
pension reform has been undertaken, conditioned 
by the fact that the old-age dependency ratio is 
projected to rise from 24% in 2004 to 52% in 
2050. 
 Financial sources for the health care system 
are general taxation revenue from the budget of 
the state and municipalities, contributions to the 
compulsory health insurance system, 
contributions to voluntary insurance scheme 
(almost non-existent in Lithuania) and direct 
payments in cash by the patient to service 
providers. 
 Health sector reform has focused on 
developing basic medical services as well as 
nursing and long-term supportive treatment 
services, with attention paid to the improvement 
of the health care system for the aged. Such care 
can be delivered in nursing and supportive 
treatment institutions, which do not require 
expensive equipment. At the end of 2004 the 

 
38 Country note prepared by the Secretariat with 
additional information and verification by the 
national correspondent. 

number of beds in these institutions had 
increased by 12% compared with 2002. 
 Within the system of social protection several 
institutions provide long-term care services for 
elderly persons as well as for persons with 
disability. The main groups of these institutions 
are care homes for disabled adults and care 
homes for the elderly. Most institutions for the 
disabled people (adults and children) are 
financed by public funds, while religious 
charities finance mostly small establishments for 
the elderly.   
 Home health care is a new concept that is 
becoming more accessible in urban areas. It is 
developing in response to reduced availability of 
informal carers as more women join the 
workforce. Those who need home help may seek 
it from their municipalities. Home help is 
provided by special social work and/or nursing 
staff after a needs assessment which is based on 
social and medical criteria. For disabled and 
elderly people living under one’s roof, there is a 
possibility to receive a special nursing benefit to 
ensure the necessary assistance in self-care and 
daily living activities. This benefit is paid from 
public funds after the assessment of needs and is 
more common in rural areas. 
 The economic position of the country 
generally and the low level of pensions means 
that many old people want to work as long as 
possible to supplement their pensions and to 
prevent dependence on younger family members 
who are in difficult financial positions 
themselves. With ageing of the population and a 
decline in the birth rate, there has been an 
increase of the number of elderly dependents. 
The change in the structure of dependents has a 
critical impact on health expenditure. 
 LTC expenditure (HC.3) was 4.2% of 
current health expenditure and 0.2% of GDP 
compared with the OECD-EU averages of 
9.5% and 0.9%. In 2005, 88.93% of long-
term care was publicly funded and 10.03% 
was funded by out-of-pocket payments. 
Please refer to Tables LTU.3 to LTU.9 for 
more details. 
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II. METADATA 

Definitions of long-term care 

 The long-term care definition adopted in 
Lithuania differs from the one used at 
international level. The main differences can be 
summarised as follows. 
 In Lithuania, the concepts of ADL and IADL 
are not used. The division of responsibility of the 
institutions providing long-term health and social 
care services between the Ministry of Health, 
Ministry of the Social Security and Labour and 
the Ministry of Education and Science partly 
determine the borderlines between health and 
non-health functions in terms of main 
(predominant) activity of the establishment. This 
concept is used in the national statistics (without 
a detailed separation of services provided by a 
particular institution). Functional separation of 
expenditure is used for SHA and ESSPROS data 
collections. 
 For the SHA data compilation in the long-
term nursing care function (HC.3), the data on 
expenditure for long-term supporting treatment 
and nursing hospitals as well as expenditure on 
care homes for infants with development 
disorders are included. The main reason is that 
the health component is clear in these 
institutions. Long-term care services provided in 
institutions of social care (where the health 
component is not clear) are estimated and also 
included in the HC.3 function. 
 An annual Survey on Social Services 
(conducted by Statistics Lithuania) is a 
comprehensive source of data for the SHA data 
compilation. This survey covers data on staff, 
residents, income and expenditure of all 
institutions providing social services (care homes 
for disabled and elderly persons, for children 
with disability, day-care centres, etc.). Social 
services of long-term care (HC.R.6.1) are 
calculated as total expenditure of these 
institutions minus long-term nursing care 
expenditure (see the estimation method below). 
 The principal criterion for the separation of 
the services provided is the occupation and thus 
education of the staff. All medical nursing 
services are provided in accordance with 
educational and legal requirements and 

conditions (nursing license and medical norms 
approved by the Minister of Health). Nursing 
staff perform the same work independently from 
the institution’s ownership and/or financing 
schemes. Special educational requirements and 
working skills are requested for the staff 
providing social work and help services. The 
possible overlap of social and health functions is 
considered as occasional and is not taken into 
account for the SHA data compilation. For the 
reasons mentioned above, the separation of 
health and social expenditure in institutions for 
elderly people and persons with disability is 
made according to the structure of permanent 
staff of the institution. The percentage of long-
term nursing expenditure in the total current 
expenditure of the institution is calculated 
according to the percentage of medical staff 
working in the main job compared to the total 
permanent staff working in the main job. 
 For home nursing services, the same rules are 
applied: municipal expenditure for nursing staff 
visiting dependant persons at home is included. 
The most problematic issue is identification of 
home care services that should be paid from the 
nursing benefit. It seems to be possible that part 
of this benefit is used for different needs apart 
from nursing. The fact that a nursing benefit is 
provided for permanently disabled persons is the 
reason for inclusion of these expenditure in HC.3 
function. 
 A distinction between long-term health care 
and social services of LTC is made on the basis 
of the following criteria: Type of services (other 
than help with ADL vs. IADL) and medical vs. 
non-medical qualification of personnel. 

Availability of data on the main components of 
LTC services 

 Table 1 indicates for the Lithuanian national 
and international information system which 
statistics contain data for expenditure on the 
main components of LTC. 

Information on defining and using distinction 
between ADL and IADL 

ADL and IADL concepts are not used in the 
country 
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Table LTU.1. National and international data reporting on the main components of LTC services 

Main components of LTC services 

Current official 
statistics for 
national purposes 

Data reported to the 
Joint Health 
Accounts data 
collection 
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Palliative care 
(end-of-life care)  

X  X  

Long-term nursing care 
(intensive, high level care and assistance with ADL restrictions, including 
accommodation in high-level care nursing homes) 

X  X  

Personal care services 
(help with ADL restrictions) 

 X X* X* 

Home help; care assistance 
(help with IADL restrictions) 

 X X* X* 

Services in support of informal (family) care 
(such as care allowances, social protection of informal carers, counselling) 

 X X* X* 

Residential care services, other than nursing homes 
(supported living arrangements: long-term care together with residential care 
services) 

 X X* X* 

Other social services provided in a long-term care context 
(special types of transportation; Case management / coordination) 

** ** 

* Separation is made according to the structure of the staff (not ADL or IADL concepts). 
**The services in question can not be separated from other types of services. 

III. DATA SOURCES on expenditure 

General description 

Name / institution of the main data sources: 
Compulsory Health Insurance Fund 
Statistics Lithuania 

Table LTU.2. Detailed information 

Data Sources and availability  
  HF.1 General government 
HC3 Long-term nursing care  
 Inpatient long-term nursing care Database of the State Patient’s Fund (Compulsory Health Insurance Fund) 

The Survey of Social Services (Statistics Lithuania) 
 Long-term nursing care: home care The Survey of Municipal Expenditure on Social Protection (Statistics 

Lithuania) 
HC.R.6.1 Social services of long-term care 

(LTC other than HC3) 
The Survey of Social Services (Statistics Lithuania) 

  HF.2 Private sector 

HC3 Long-term nursing care  
 Inpatient long-term nursing care The survey of Cultural and Social Services (Statistics Lithuania) 
 Long-term nursing care: home care The Survey of Municipal Expenditure on Social Protection 

(Statistics Lithuania) 
HC.R.6.1 Social services of long-term care 

(LTC other than HC3) 
The Survey of Social Services (Statistics Lithuania) 
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Table LTU.3. Key indicators of LTHC and total LTC: Lithuania, 2005 

Indicators 

Per capita 
Expenditure 

Personal health care 
expenditure 
(HC.1-HC.5) 

Current health expenditure1

(CHE) 
Households Actual Final 

Consumption 
(HAFC) 

Gross Domestic Product 
(GDP) 

in USD PPP OECD&EU 
Average 

% of  
OECD&EU 

Average 

Percentage
of  

OECD&EU 
Average 

% of  
OECD&EU 

Average 

Percentage 
of  

OECD&EU 
Average 

% of  
OECD&EU 

Average 

Percentage
of  

OECD&EU 
Average 

% of 
 OECD&EU 

Average 

Percentage
of  

OECD&EU 
Average 

% of  
OECD&EU 

Average 

(a) (b) (100*a/b) (a) (b) (100*a/b) (a) (b) (100*a/b) (a) (b) (100*a/b) (a) (b) (100*a/b) 

Long-term health care (LTHC) $35 $291.2 12% 4.4% 10.1% 43% 4.2% 9.4% 45% 0.3% 1.3% 25% 0.2% 0.9% 28% 
Total Long-term care (LTHC+LTSC) $63 $318 20%   7.3% 10.4% 70% 0.6% 1.4% 40% 0.4% 0.9% 46% 
Current health expenditure $837 $2439 34%             7.7% 12.4% 62% 5.7% 8.3% 69% 
Source: Calculation based on OECD HD 2007 and Eurostat. 
1) Total Long-term care (LTHC+LTSC) is compared with Current health expenditure (CHE) plus Long-term Social care (LTSC) 
 
 
 
 
 
 
 
 
 
Table LTU.4. Total long term care expenditure by main types of LTC and financing schemes, millions of NCU: Lithuania, 2005 
    HF.1     HF.2             HF 

General 
government 

HF.1.1 HF.1.2 

Private  
sector 

HF.2.1+2.2 HF.2.3     HF.2.4 HF.2.5 

Total LTC General  
government 

(excl. social 
security.) 

Social  
security 

Private 
insurance 

Private 
household 

out-of-pocket 
payments 

HF.2.3.1 HF.2.3.2 to 2.9 

Non-profit 
institutions Corporations 

    

Out-of-pocket, 
excluding cost-

sharing 
Cost-sharing 

HC.3 Long-term nursing and personal care  164 107 57               7.12             0.46              5.51    0             0.68              0.48  172 
HC.3.1, 3.2 LTC: inpatient care and day cases 89 33 57              6.51             0.46             5.50  0            0.08             0.48  97 
HC.3.3  LTC: home care 75 75 0              0.61                  -             0.01  0 0            0.60  0 75 
HC.R.6.1 Social services of LTC (other than HC.3) 110 110 0 26 0 25   0             0.16              0.52  136 
 Total 274 217 57 33            0.46  31 0 0             0.84              1.00  308 
Source: OECD-WHO-Eurostat System of Health Accounts Joint Questionnaire 2007. 
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Table LTU.5. Total long term care expenditure by main types of LTC and financing schemes, Total LTC=100: Lithuania, 2005 
    HF.1     HF.2         HF 

General 
government 

HF.1.1 HF.1.2 

Private  
sector 

HF.2.1+2.2 HF.2.3 HF.2.4 HF.2.5 

Total LTC General  
government  

(excl. social 
security.) 

Social  
security 

Private 
insurance 

Private 
household 

out-of-pocket 
payments 

Non-profit 
institutions Corporations 

    
HC.3 Long-term nursing and personal care  53.28 34.84 18.44               2.31             0.15              1.79             0.22             0.16  55.79 
HC.3.1, 3.2 LTC: inpatient care and day cases 29.05 10.61 18.44              2.11            0.15            1.78            0.03            0.16  31.37 
HC.3.3  LTC: home care              24.23            24.23  0.00              0.20                 -            0.00            0.19 0.00          24.43  
HC.R.6.1 Social services of LTC (other than HC.3) 35.65 35.65 0.00               8.46  0.00             8.24             0.05             0.17  44.21 
 Total 88.93 70.49 18.44 10.77            0.15  10.03             0.27             0.32  100.00 
Source: OECD-WHO-Eurostat System of Health Accounts Joint Questionnaire 2007. 
 
 
 
 
 
 
 
 
 
 
 
Table LTU.6. LTC as percentage of total current health expenditure, Total current expenditure on health =100 : Lithuania, 2005 
    HF.1     HF.2         HF 

General 
government 

HF.1.1 HF.1.2 

Private  
sector 

HF.2.1+2.2 HF.2.3 HF.2.4 HF.2.5 

Total LTC General  
government  

(excl. social 
security.) 

Social  
security 

Private 
insurance 

Private 
household 

out-of-pocket 
payments 

Non-profit 
institutions Corporations 

    
HC.3 Long-term nursing and personal care                  4.01               2.62                1.39                0.17             0.01              0.13             0.02             0.01              4.20  
HC.3.1, 3.2 LTC: inpatient care and day cases                2.19              0.80               1.39              0.16            0.01            0.13            0.00            0.01             2.36  
HC.3.3  LTC: home care                1.82              1.82  0.00              0.01                 -            0.00            0.01 0.00            1.84  
 Total                 4.01               2.62                1.39               0.17            0.01              0.13             0.02             0.01              4.20  
Source: OECD-WHO-Eurostat System of Health Accounts Joint Questionnaire 2007. 
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Table LTU.7. LTC as percentage of total current expenditure on health and long-term care, Total current expenditure on health plus LTSC =100 : Lithuania, 2005 
    HF.1     HF.2         HF 

General 
government 

HF.1.1 HF.1.2 

Private  
sector 

HF.2.1+2.2 HF.2.3 HF.2.4 HF.2.5 

Total LTC General  
government  

(excl. social 
security.) 

Social  
security 

Private 
insurance 

Private 
household 

out-of-pocket 
payments 

Non-profit 
institutions Corporations 

    
HC.3 Long-term nursing and personal care                  3.88               2.54                1.34                0.17             0.01              0.13             0.02             0.01              4.07  
HC.3.1, 3.2 LTC: inpatient care and day cases                2.12              0.77               1.34              0.15            0.01            0.13            0.00            0.01             2.29  
HC.3.3  LTC: home care                1.77              1.77  0.00              0.01                 -            0.00            0.01 0.00            1.78  
HC.R.6.1 Social services of LTC (other than HC.3)                 2.60               2.60  0.00               0.62  0.00             0.60             0.00             0.01              3.22  
 Total                 6.48               5.14                1.34               0.79            0.01              0.73             0.02             0.02              7.29  
Source: OECD-WHO-Eurostat System of Health Accounts Joint Questionnaire 2007. 
 
 
 
 
 
 
 
 
 
Table LTU.8. Total long term care expenditure by main types of LTC and providers, millions of NCU : Lithuania, 2005 
    HP.1 HP.2     HP.3 (excl. 

HP.3.6) 
HP.3.6 HP.7.2 HP.7.9   HP 

    HP.2.1 HP.2.2-2.9           

    

Hospitals Nursing and 
residential care 

facilities 

Nursing care 
facilities 

Residential care 
facilities 

Providers of 
ambulatory 
care (excl. 

HP.3.6) 

Providers of 
home health 

care 

Households as 
providers of 
home care 

All other 
industries as 

secondary 
producers  

Other types of 
facility n.e.c. 

Total 

HC.3 Long-term nursing and personal care  13 60 39             20.74  25             0.60           73.54                  -              0.58  172 
HC.3.1, 3.2 LTC: inpatient care and day cases 13 60 39            20.74          23.63                  -                  -                  -            0.58  97 
HC.3.3  LTC: home care                      -              0.01              0.01                     -            1.11            0.60 74                  -   75 
HC.R.6.1 Social services of LTC (other than HC.3)                      -  136                     -  136                  -                   -                   -                   -    136 
 Total 13 196 39           156.93 25             0.60           73.54                  -              0.58  308 
Source: OECD-WHO-Eurostat System of Health Accounts Joint Questionnaire 2007. 
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Table LTU.9. Total long term care expenditure by main types of LTC and providers, Total LTC=100 : Lithuania, 2005 
    HP.1 HP.2     HP.3 (excl. 

HP.3.6) 
HP.3.6 HP.7.2 HP.7.9   HP 

    HP.2.1 HP.2.2-2.9           

    

Hospitals Nursing and 
residential care 

facilities 

Nursing care 
facilities 

Residential care 
facilities 

Providers of 
ambulatory 
care (excl. 

HP.3.6) 

Providers of 
home health 

care 

Households as 
providers of 
home care 

All other 
industries as 

secondary 
producers  

Other types of 
facility n.e.c. 

Total 

HC.3 Long-term nursing and personal care  4.10 19.41 12.68 6.73 8.03 0.19 23.87 0.00 0.19 55.79 
HC.3.1, 3.2 LTC: inpatient care and day cases 4.10 19.41 12.67 6.73 7.67 0.00 0.00 0.00 0.19 31.37 
HC.3.3  LTC: home care 0.00 0.00 0.00 0.00 0.36 0.19 23.87 0.00   24.43 
HC.R.6.1 Social services of LTC (other than HC.3) 0.00 44.21 0.00 44.21 0.00 0.00 0.00 0.00   44.21 
 Total 4.10 63.62 12.68 50.94 8.03 0.19 23.87 0.00 0.19 100.00 
Source: OECD-WHO-Eurostat System of Health Accounts Joint Questionnaire 2007. 
 

i
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LUXEMBOURG39 

I. DESCRIPTION OF LONG-TERM 
CARE 

 Luxembourg has a social insurance system 
covering both acute health care and old age. The 
law of June 19, 1998 recognised dependency as a 
new social security risk. Such care is covered by 
long term care insurance (assurance dépendance) 
which functions the same way as health 
insurance with a compulsory social security 
contribution. Membership entitles an individual 
to unconditional entitlement to benefits when a 
risk occurs, with no means testing and at any age. 
 Dependence insurance is funded by general 
taxation, and a fixed 1.4% (since 01/01/2007) 
contribution rate on salaries plus other sources of 
income (including pensions). The share of 
financing from general taxation has grown since 
the scheme’s introduction. Payment levels in 
both institutional and home care are determined 
as a product of hours of care needed and a fixed 
amount per hour. Private households are required 
to cover any additional cost, which in the case of 
accommodation costs of institutional care can be 
substantial. Payments from social assistance are 
provided for people with long-term care costs 
higher than their means. The number provided 
for under this scheme is growing.  
 Social expenditure is the largest component 
of public spending, accounting for about 21% of 
GDP. The largest proportions are devoted to old-
age and disability pensions, family benefits and 
health care benefits. A factor that contributes to 
relatively high social spending is the high level 
of income replacement in relation to previous 
incomes as well as high family allowances. This 
is particularly the case of pension benefits, 
whose replacement rates are the highest in the 
OECD.  

 
39 Country note prepared by the Secretariat with 
additional information and verification by the 
national correspondent. 

  Only care institutions approved by the 
Ministry responsible for family matters and 
having a care contract are entitled to long term 
care insurance payments in return for the 
benefits-in-kind provided for the dependent 
people that they accommodate. The ministerial 
approval sets the institution’s operating 
conditions with respect to appropriate staffing 
standards for the tasks that the institution is to 
perform and the infrastructure needed to ensure 
an appropriate quality of care and assistance. At 
June 30 2006, 43% of all long-term care 
recipients aged over 60 received care in an 
institution. The capacity for care in institutions 
was 4562 beds at January 1st, 2005, equivalent to 
7.2% of the population over 65. 
 The benefits of LTC insurance are provided 
by care and assistance networks if dependent 
people continue to live at home. The benefits 
available include all activities of daily living in 
the areas of personal hygiene, nutrition and 
mobility, domestic chores, support activities, 
counselling, products needed for care and 
assistance, cash benefits, home adaptations, 
measures relating to informal care and technical 
aids. The share of older persons who are cared 
for at home has steadily increasing from 53% of 
all long-term care beneficiaries in 2001 to 65.1% 
at June 30, 2006. Since the long term care 
insurance system was introduced, the size of the 
home care workforce has increased by 289.2%. 
In the case of people continuing to live at home, 
benefits-in-kind may be converted into a cash 
benefit.  
 A cash benefit from long term care insurance 
which is paid to beneficiaries, enables the 
employment of a family member or friend for 
required care and assistance. There are other 
measures for informal carers under long term 
care insurance. These include payment of 
pension insurance contributions, replacement of 
informal carers for three weeks so that they can 
take a period of leave and advisory services for 
informal carers. 
 LTC expenditure (HC.3) was 17.5% of 
current health expenditure and 1.4% of GDP 
compared with the OECD-EU averages of 
9.5% and 0.9%. In 2005, 99.66% of long-
term care was publicly funded and 0.05% 
was funded by out-of-pocket payments. 
Please refer to Tables LUX.3 to LUX.9 for 
more details. 
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II. METADATA 

Luxembourg has implemented the SHA and 
provided data for the 2006 Joint Health Accounts 
data collection. The metadata information refers 
to definitions used in the Luxembourg health 
accounts. 

Definitions of long-term care 

 The definition of long-term health care 
deviates to some extent from the LTC guidelines 
used in the JHAQ. “Home help: care assistance” 
is included in health care statistics and 
“Residential care services, other than nursing 
homes” is included in both health care and social 
statistics. According to the international 
guidelines these two services should be included 
only in social services of long-term care.  

Distinction between long-term health care and 
social services of LTC  

 Generally, social services cover those 
services which provide support for IADL 
restrictions. 

Availability of data on the main components of 
LTC services 

 Table 1 indicates for the national information 
system which statistics contain data for 
expenditure on the main components of LTC 

Information on defining and using distinction 
between ADL and IADL 

 The same definition of ADL and IADL as 
defined by OECD is used. However, each service 
of ADL and IADL provided and financed by 
long term care insurance is classified under 
HC.3, exception: meals on wheels.

 
Table LUX.1. National and international data reporting on the main components of LTC services 

Main components of LTC services 

Current official 
statistics for 
national purposes 

Data reported to the 
Joint Health 
Accounts data 
collection* 
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Palliative care 
(end-of-life care)  

X    

Long-term nursing care 
(intensive, high level care and assistance with ADL restrictions, including 
accommodation in high-level care nursing homes) 

X X   

Personal care services 
(help with ADL restrictions) 

X    

Home help; care assistance 
(help with IADL restrictions) 

X    

Services in support of informal (family) care 
(such as care allowances, social protection of informal carers, counselling) 

X    

Residential care services, other than nursing homes 
(supported living arrangements: long-term care together with residential care 
services) 

 X   

Other social services provided in a long-term care context 
(special types of transportation; Case management / coordination) 

 X   

* There is no difference between the national statistics and the data reported for the JHAQ. 
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III. DATA SOURCES on expenditure 

General description 

Name / institution of the main data sources: 

Inspection Générale de la Sécurité Sociale 

Table LUX.2. Detailed information 

Data Sources and availability  
  HF.1 General government 
HC3 Long-term nursing care  
 Inpatient long-term nursing care Social Security data base 1999 -2004 
 Long-term nursing care: home care Social Security data base 1999 -2004 
HC.R.6.1 Social services of long-term care 

(LTC other than HC3) 
Ministry of Family 2003-2004 

  HF.2 Private sector 
HC3 Long-term nursing care  
 Inpatient long-term nursing care Social Security data base 1999 -2004 
 Long-term nursing care: home care Social Security data base 1999 -2004 
HC.R.6.1 Social services of long-term care 

(LTC other than HC3) 
Ministry of Family 2003-2004 
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Table LUX.3. Key indicators of LTHC and total LTC: Luxembourg, 2005 

Indicators 

Per capita 
Expenditure 

Personal health care 
expenditure 
(HC.1-HC.5) 

Current health expenditure1

(CHE) 
Households Actual Final 

Consumption 
(HAFC) 

Gross Domestic Product 
(GDP) 

in USD PPP OECD&EU 
Average 

% of  
OECD&EU 

Average 

Percentage
of  

OECD&EU 
Average 

% of  
OECD&EU 

Average 

Percentage 
of  

OECD&EU 
Average 

% of  
OECD&EU 

Average 

Percentage
of  

OECD&EU 
Average 

% of 
 OECD&EU 

Average 

Percentage
of  

OECD&EU 
Average 

% of  
OECD&EU 

Average 

(a) (b) (100*a/b) (a) (b) (100*a/b) (a) (b) (100*a/b) (a) (b) (100*a/b) (a) (b) (100*a/b) 

Long-term health care (LTHC) $955 $291.2 328% 19.6% 10.1% 194% 17.5% 9.4% 186% 2.7% 1.3% 206% 1.4% 0.9% 159% 
Total Long-term care (LTHC+LTSC) $994 $318 312%   18.1% 10.4% 174% 2.8% 1.4% 193% 1.4% 0.9% 149% 
Current health expenditure $5,466 $2439 224%             15.3% 12.4% 124% 7.7% 8.3% 93% 
Source: Calculation based on OECD HD 2007 and Eurostat. 
1) Total Long-term care (LTHC+LTSC) is compared with Current health expenditure (CHE) plus Long-term Social care (LTSC) 
 
Table LUX.4. Total long term care expenditure by main types of LTC and financing schemes, millions of NCU: Luxembourg, 2005 
    HF.1     HF.2             HF 

General 
government 

HF.1.1 HF.1.2 

Private  
sector 

HF.2.1+2.2 HF.2.3     HF.2.4 HF.2.5 

Total LTC General  
government 

(excl. social 
security.) 

Social  
security 

Private 
insurance 

Private 
household 

out-of-pocket 
payments 

HF.2.3.1 HF.2.3.2 to 2.9 

Non-profit 
institutions Corporations 

    

Out-of-pocket, 
excluding cost-

sharing 
Cost-sharing 

HC.3 Long-term nursing and personal care  396 129 267               1.39             0.15              0.21                0.21              1.03    398 
HC.3.1, 3.2 LTC: inpatient care and day cases 266 127 139              1.13             0.06             0.05             0.05             1.03  268 
HC.3.3  LTC: home care 130              2.14 128              0.26             0.09             0.17               0.17  0   130 
HC.R.6.1 Social services of LTC (other than HC.3) 16               0.13 16               0.01  0             0.01                0.01  0   16 
 Total 412 129 283               1.40             0.15              0.22              0.22              1.03  414 
Source: OECD-WHO-Eurostat System of Health Accounts Joint Questionnaire 2007. 
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Table LUX.5. Total long term care expenditure by main types of LTC and financing schemes, Total LTC=100: Luxembourg, 2005 
    HF.1     HF.2         HF 

General 
government 

HF.1.1 HF.1.2 

Private  
sector 

HF.2.1+2.2 HF.2.3 HF.2.4 HF.2.5 

Total LTC General  
government  

(excl. social 
security.) 

Social  
security 

Private 
insurance 

Private 
household 

out-of-pocket 
payments 

Non-profit 
institutions Corporations 

    
HC.3 Long-term nursing and personal care  95.75 31.20 64.55               0.34             0.04              0.05             0.25   96.09 
HC.3.1, 3.2 LTC: inpatient care and day cases 64.37 30.68 33.68              0.27            0.01            0.01            0.25 64.64 
HC.3.3  LTC: home care              31.39              0.52  30.87              0.06            0.02            0.04 0.00            31.45  
HC.R.6.1 Social services of LTC (other than HC.3)                 3.91               0.03                3.88                0.00  0.00             0.00 0.00               3.91  
 Total 99.66 31.23 68.43               0.34            0.04              0.05             0.25 100.00 
Source: OECD-WHO-Eurostat System of Health Accounts Joint Questionnaire 2007. 
 
 
 
 
 
 
 
 
Table LUX.6. LTC as percentage of total current health expenditure, Total current expenditure on health =100 : Luxembourg, 2005 
    HF.1     HF.2         HF 

General 
government 

HF.1.1 HF.1.2 

Private  
sector 

HF.2.1+2.2 HF.2.3 HF.2.4 HF.2.5 

Total LTC General  
government  

(excl. social 
security.) 

Social  
security 

Private 
insurance 

Private 
household 

out-of-pocket 
payments 

Non-profit 
institutions Corporations 

    
HC.3 Long-term nursing and personal care                17.41               5.67  11.74               0.06             0.01              0.01             0.05             17.47  
HC.3.1, 3.2 LTC: inpatient care and day cases              11.70              5.58               6.12              0.05            0.00            0.00            0.05          11.75  
HC.3.3  LTC: home care                5.71              0.09               5.61              0.01            0.00            0.01 0.00              5.72  
 Total               17.41               5.67  11.74               0.06            0.01              0.01             0.05           17.47  
Source: OECD-WHO-Eurostat System of Health Accounts Joint Questionnaire 2007. 
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Table LUX.7. LTC as percentage of total current expenditure on health and long-term care, Total current expenditure on health plus LTSC =100 : Luxembourg, 2005 
    HF.1     HF.2         HF 

General 
government 

HF.1.1 HF.1.2 

Private  
sector 

HF.2.1+2.2 HF.2.3 HF.2.4 HF.2.5 

Total LTC General  
government  

(excl. social 
security.) 

Social  
security 

Private 
insurance 

Private 
household 

out-of-pocket 
payments 

Non-profit 
institutions Corporations 

    
HC.3 Long-term nursing and personal care                17.29               5.63  11.66               0.06             0.01              0.01             0.04             17.35  
HC.3.1, 3.2 LTC: inpatient care and day cases              11.62              5.54               6.08              0.05            0.00            0.00            0.04          11.67  
HC.3.3  LTC: home care                5.67              0.09               5.57              0.01            0.00            0.01 0.00              5.68  
HC.R.6.1 Social services of LTC (other than HC.3)                 0.71               0.01                0.70                0.00  0.00             0.00 0.00               0.71  
 Total               17.99               5.64  12.36               0.06            0.01              0.01             0.04           18.06  
Source: OECD-WHO-Eurostat System of Health Accounts Joint Questionnaire 2007. 
 
 
 
 
 
 
 
 
 
 
 
Table LUX.8. Total long term care expenditure by main types of LTC and providers, millions of NCU : Luxembourg, 2005 
    HP.1 HP.2     HP.3 (excl. 

HP.3.6) 
HP.3.6 HP.7.2 HP.7.9   HP 

    HP.2.1 HP.2.2-2.9           

    

Hospitals Nursing and 
residential care 

facilities 

Nursing care 
facilities 

Residential care 
facilities 

Providers of 
ambulatory 
care (excl. 

HP.3.6) 

Providers of 
home health 

care 

Households as 
providers of 
home care 

All other 
industries as 

secondary 
producers  

Other types of 
facility n.e.c. 

Total 

HC.3 Long-term nursing and personal care                  0.25  264 78           185.79  35           43.15             2.43                  -  53 398 
HC.3.1, 3.2 LTC: inpatient care and day cases                0.25 239 66          173.61          26.80            0.00                  -                  -            1.22  268 
HC.3.3  LTC: home care                      -            24.63            12.46             12.18            7.73          43.15            2.43                  - 52 130 
HC.R.6.1 Social services of LTC (other than HC.3)                   16 
 Total                 0.25 264 78           185.79 35           43.15             2.43                  -            53.43  414 
Source: OECD-WHO-Eurostat System of Health Accounts Joint Questionnaire 2007. 
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Table LUX.9. Total long term care expenditure by main types of LTC and providers, Total LTC=100 : Luxembourg, 2005 
    HP.1 HP.2     HP.3 (excl. 

HP.3.6) 
HP.3.6 HP.7.2 HP.7.9   HP 

    HP.2.1 HP.2.2-2.9           

    

Hospitals Nursing and 
residential care 

facilities 

Nursing care 
facilities 

Residential care 
facilities 

Providers of 
ambulatory 
care (excl. 

HP.3.6) 

Providers of 
home health 

care 

Households as 
providers of 
home care 

All other 
industries as 

secondary 
producers  

Other types of 
facility n.e.c. 

Total 

HC.3 Long-term nursing and personal care  0.06 63.76 18.87 44.89 8.34 10.43 0.59 0.00 12.91 96.09 
HC.3.1, 3.2 LTC: inpatient care and day cases 0.06 57.81 15.86 41.95 6.48 0.00 0.00 0.00 0.29 64.64 
HC.3.3  LTC: home care 0.00 5.95 3.01 2.94 1.87 10.43 0.59 0.00 12.62 31.45 
HC.R.6.1 Social services of LTC (other than HC.3)                   3.91 
 Total 0.06 63.76 18.87 44.89 8.34 10.43 0.59 0.00 12.91 100.00 
Source: OECD-WHO-Eurostat System of Health Accounts Joint Questionnaire 2007. 
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MALTA40 

I. DESCRIPTION OF LONG-TERM 
CARE 

 The Maltese health care system consists of a 
universal public health care system that covers 
all the population, supplemented by a private 
health care system that operates independently. 
The public health care system is publicly 
financed and is free at the point of service. The 
provision of public health services in Malta falls 
under the Ministry of Health, the Elderly and 
Community Care. An important challenge for 
Malta is the future development of the health, 
social and pensions system. The cost of ageing is 
significant and requires consolidation of public 
finances.  
 The statutory health care system is financed 
out of the consolidated funds through general 
taxation. There is no form of earmarked tax for 
health care. The level of income tax and National 
Insurance that each individual pays determines 
contributions and there is no relationship 
between contributions and entitlement.  
 Health care benefits are provided free of 
charge at the point of service. The benefits 
include primary care through to tertiary care. 
Pharmaceuticals are also provided free of charge 
to inpatients and for outpatients through two 
separate schemes for which there is no co-
payment. For medicines that are not covered by 
one of the two schemes, patients must buy the 
medicines from pharmacies and pay the full cost.  
 Information on private health expenditure is 
hard to obtain and is usually estimated from a 
variety of sources including, but not limited to, 
household budgetary surveys. The main 
categories of private health expenditure are 
medical goods (notably pharmaceuticals not 
covered by the public health care benefit 
schemes) and health care professional fees. 

 
40 Country note prepared by the Secretariat. 

Private health expenditure accounts for around 
one third of all health related expenditure. 
 The Ministry for Family and Social 
Solidarity administers the Social Security System 
in Malta. The Department of Elderly and 
Community Care under the Ministry has the 
objective of promoting the dignity of older adults 
by providing a range of services designed to 
address the actual needs of the individual. 
 The Department of Elderly and Community 
Care provides long-term stay residential care 
facilities for those older adults who despite 
support in the community would still find it 
difficult to cope in their own home. The care is 
provided by seven State-owned community 
hostels which, along with St Vincent de Paul 
Residence, provide institutional care to persons 
with various degrees of dependence. 
 The objective of policy for older persons is to 
meet their health care and social needs by 
enabling them to remain in the community for as 
long as possible. Caring for older persons in the 
community has required the setting up of 
community homes and services. The Home Care 
Help Service, Telecare, Meals on Wheels, 
Handyman Service, Incontinence Service and 
Day Centres are all schemes that meet the social 
welfare commitment to older persons. 
 Older persons are substantially dependent on 
the social security system for their income, but 
are otherwise self-reliant or reliant on their 
family. There is a comprehensive network of 
support services for older persons, based on 
Church and voluntary services, with the private 
sector recently also taking some initiatives.  
 A person who is either single or widowed 
and who all by her/himself and on full-time 
basis, takes care of a sick relative who is 
bedridden or confined to a wheel-chair in the 
same household, is entitled to receive a Carer’s 
Pension. The receipt of the pension is subject to a 
means test. 

II. METADATA 

Definitions of long-term care 

 No information has been provided to date on 
definitions of LTC under the Maltese statistical 
system. 
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Availability of data on the main components of 
LTC services 

 No information has been provided to date on 
the reporting of LTC data in the Maltese national 
statistics. 
 Malta does not currently provide any 
information of health expenditures to the Joint 
Health accounts data collection. 

Information on defining and using distinction 
between ADL and IADL 

 No information provided. 

 

III. DATA SOURCES on expenditure 

General description 

Name / institution of the main data sources: 

No information provided 
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MEXICO41 

I. DESCRIPTION OF LONG-TERM 
CARE 

 Health care coverage in Mexico is highly 
fragmented. The structure of health financing 
mirrors the numerous insurance schemes and 
the significant role of the private sector in the 
supply and financing of health-care services. 
 The Mexican health care insurance system 
is made up of three largely separate 
components, each of which provides for part of 
the population. The first, the social security 
funds, covers those in the formal labour market 
and their dependents. These funds cover 
approximately half the population. The second 
component, the System for Social Protection in 
Health (SPSS) under the auspices of the 
Ministry of Health covers the population not 
covered by the social security funds. Families 
pay a fee related to the family income. Finally, 
there are private funds which cover less than 
3% of the population.  
 The Mexican population is young, 
compared with other OECD countries. In 
2002, 5.2% of the population was 64 years 
compared with 14.3% average for all OECD 
countries.  
 The social security system provides 
primary and hospital care, including geriatric 
care, for its contributors. Health care for those 
outside the social security system is focused on 
providing basic primary care, with treatment 
for acute conditions in health clinics. 
 Social security institutions are currently 
financed by a combination of employer and 
employee contributions and a transfer from the 
federal government. The insured population 
receives care for free from providers belonging 
to their social insurance institution. The so-
called uninsured population, although not 
covered by an insurance mechanism, can still 
access health-care services at less than full-
cost prices from the publicly financed Ministry 
of Health and state health facilities. Despite 
open access to state health facilities to the 
                                                 

41 Country note prepared by the Secretariat 

entire population, a large fraction of the 
uninsured population, particularly those living 
in very poor and rural areas, face significant 
barriers to access to care and significant 
health-care expenses that are largely financed 
out-of-pocket.  
 There is a limited amount of institutional 
long-term care in hospitals and nursing homes 
provided under the social security system. 
Older people not covered by the social security 
system would only be admitted to hospital for 
care when they have acute conditions requiring 
hospitalisation. There is very limited capacity 
in local social assistance homes. There are 
around 300 private nursing homes providing 
services paid out of pocket. 
 Day centres providing meals, social care 
and other help for the elderly are provided by 
the social security system for those covered, 
and to a limited degree by other government 
programs for those not covered by social 
security.  
 By far the most important supply of long-
term care in Mexico is from the family in the 
form of informal care. Very few older 
Mexicans (aged 60 and above) live alone and 
over 75% live in an extended family 
household. This is by far the highest 
proportion of older people in extended families 
among the OECD countries. According to a 
1999 survey of those aged over 60 in the 
Mexico City area, around half are entirely 
dependent on their families for income, with 
only a quarter in receipt of any pension 
income. Those of working age who are insured 
in the social security system can in some 
circumstances receive payments for providing 
informal care to a disabled older person, and 
also receive advice and information. 

II. METADATA 

No information is available. 

III. DATA SOURCES on expenditure 

No data on LTC expenditure are available. 
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NETHERLANDS42 

I. DESCRIPTION OF LONG-TERM 
CARE 

 As of January 1, 2007 long term care will be 
financed and regulated through two acts: the 
Exceptional Medical Expenses Act (AWBZ) and 
the new Social Support Act (Wet 
maatschappelijke ondersteuning, Wmo). The 
AWBZ is the national care fund which insures 
intensive chronic and continuous (curative, 
nursing and personal) care. These care conditions 
involve great financial risks for individuals and 
cannot be insured privately. The AWBZ covers 
all inhabitants of the Netherlands.  
 Under the Social Support Act (Wmo), policy 
responsibility for setting up social support will 
lie with the municipalities, which will be 
accountable to the citizens in the execution of 
this responsibility. The aim of this approach is to 
produce a sustainable, cohesive system of long-
term care and social support for those people 
who really need it but at the same time encourage 
individuals to take more responsibility for 
themselves. The emphasis is on extramural care. 
The Wmo will put an end to various rules and 
regulations for handicapped people and the 
elderly. It encompasses the Services for the 
Disabled Act (WVG), the Social Welfare Act and 
some parts (starting with home help or 
domiciliary care) of the Exceptional Medical 
Expenses Act (AWBZ). 
 Under the Wmo, municipalities will have to 
decide for themselves how they will provide 
support for long-term care and will be given 
enough money for this by the Cabinet. There 
must be adequate, good quality services available 
for the target groups, including residential care in 
an institution if necessary. The new Act will 
cover domiciliary care, and later also supportive 
and activating care for people for whom 

 
42 Country note prepared by the Secretariat with 
additional information and verification by the 
national correspondent. 

residential care is not indicated. Municipalities 
can make their own choices on how to provide a 
cohesive system of support for their residents. 
 There is a range of institutions providing 
long-term care for older people at variable levels 
of dependency. Nursing homes and other 
providers of institutional care are mainly 
independent non-profit organisations. There are 
different pathways to these types of long-term 
care institutions. Institutions providing more 
low-level care receive beneficiaries mainly from 
a home setting. Waiting lists are reported for 
both institutional care and care provided at home. 
The waiting lists for institutional care are in the 
majority of cases passed on to home care 
institutions, which have to provide interim care 
for persons on the waiting lists. Workforce 
shortages in the care professions are seen as 
hampering the reduction of waiting lists. 
 The Netherlands has a policy of fostering 
home and community care. Home care providers 
are predominantly private non-for-profit 
organisations. There is a broad range of home 
care services, from meals on wheels and home-
making to more intensive home care, including 
day care facilities and respite care, for a 
continuum of care needs.  
 Like other OECD countries, a number of 
developments such as children living further 
away from their parents and increasing numbers 
of women working are threatening informal care. 
The new Social Support Act provides support for 
informal carers, including helping them to find 
effective solutions if they are temporarily unable 
to carry out their tasks, as well as supporting 
volunteers. Municipalities can offer carers 
indirect support of a tax deduction for medical 
expenses and other expenditure in relation to the 
care recipient. Care recipients are entitled to a 
personal budget for assistance in the home. 
Eligibility is determined by a needs based 
assessment. Various types of care leave are 
available under labour policies. 
 LTC expenditure (HC.3) was 13.5% of 
current health expenditure and 1.3% of GDP 
compared with the OECD-EU averages of 
9.5% and 0.9%. In 2005, 93.3% of long-term 
health care was publicly funded and 0.01% 
was funded by out-of-pocket payments. 
Please refer to Tables NLD.3 to NLD.12 for 
more details. 
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II. METADATA 

Definitions of long-term care 

 The definition of long-term health care does 
not confirm to the international guidelines. In 
particular, data on “Palliative care” cannot be 
separated from other health services, “Home 
help; care assistance” data is included under 
health rather than social statistics care 
expenditure, and “Services in support of informal 
(family) care” are not available.  
 LTC is defined broadly in the Netherlands. It 
extends to those functions related to home help 
and puts these in a social context. The AWBZ up 
until now has 6 functions: nursing, personal care, 
domiciliary care, supportive care, activating care 
and day activities. Of these, the function 
“Domiciliary care” will be transferred to the new 
Wmo in 2007. Domiciliary care in the AWBZ 
includes services in support of informal care in 
the Netherlands. However, in the Wmo these 
services are a separate target. Supportive care 
and activating care will be transferred in 2008 or 
later. Supportive care looks like home help, but 
is directed to support the person mentally (e.g. by 
training, talking, structuring the day). Activating 
care goes further and is directed to deal with the 
limitations of the person by training and case 
management. For example, it is important that 
these types of care are directed to the limitations 

of the person (learning to deal with it, or 
reducing the limitations). In the Wmo much of 
the care is directed to the external factors that 
create limitations. The Wmo also covers 
transportation, help for the homeless, public 
mental health care etc. 
 The distinction between long-term health 
care and social services of LTC is based on type 
of services (other than help with ADL vs. IADL) 
and also on Health status of beneficiaries as LTC 
health and social services are provided for 
persons with ADL restriction vs. social services 
of LTC provided for persons with IADL 
restriction only. 

Availability of data on the main components of 
LTC services 

 Table 1 indicates for the Dutch national and 
international information system which statistics 
contain data for expenditure on the main 
components of LTC. 
 Currently no information of the expenditure 
on social services of LTC is provided to the 
international health accounts collections. Also 
there is no breakdown of LTHC into mode of 
production i.e. in-patient and home care. 

Information on defining and using distinction 
between ADL and IADL 

 Functions of the AWBZ. 
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Table NLD.1. National and international data reporting on the main components of LTC services 

Main components of LTC services 

Current official 
statistics for 
national purposes 

Data reported to the 
Joint Health 
Accounts data 
collection* 
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Palliative care 
(end-of-life care)  

**   

Long-term nursing care 
(intensive, high level care and assistance with ADL restrictions, including 
accommodation in high-level care nursing homes) 

X    

Personal care services 
(help with ADL restrictions) 

X    

Home help; care assistance 
(help with IADL restrictions) 

X    

Services in support of informal (family) care 
(such as care allowances, social protection of informal carers, counselling) 

***   

Residential care services, other than nursing homes 
(supported living arrangements: long-term care together with residential care 
services) 

    

Other social services provided in a long-term care context 
(special types of transportation; Case management / coordination) 

    

* There is no difference between the national statistics and the data reported for the JHAQ. 
** The services in question cannot be separated from other types of services. 
*** The information from the Wmo (and its predecessors) is not well organised. However, for the Wmo several initiatives from the 
Ministry of Health warrant the expectation that this will be better in the future. 

III. DATA SOURCES on expenditure 

General description 

Name / institution of the main data sources: 
Centraal Bureau voor de Statistiek - CBS (Statistics Netherlands) 

Table NLD.2. Detailed information 

Data Sources and availability  
  HF.1 General government 
HC3 Long-term nursing care AWBZ data from CVZ (Health Care Insurance Board) 
 Inpatient long-term nursing care  
 Long-term nursing care: home care  
HC.R.6.1 Social services of long-term care 

(LTC other than HC3) 
 

  HF.2 Private sector 
HC3 Long-term nursing care AWBZ data from NZA (formerly CTG) (Dutch Health Authority) 

Data from business surveys 
 Inpatient long-term nursing care  
 Long-term nursing care: home care  
HC.R.6.1 Social services of long-term care 

(LTC other than HC3) 
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Table NLD.3. Key indicators of LTHC and total LTC: Netherlands, 2005 

Indicators 

Per capita 
Expenditure 

Personal health care 
expenditure 
(HC.1-HC.5) 

Current health expenditure1

(CHE) 
Households Actual Final 

Consumption 
(HAFC) 

Gross Domestic Product 
(GDP) 

in USD PPP OECD&EU 
Average 

% of  
OECD&EU 

Average 

Percentage
of  

OECD&EU 
Average 

% of  
OECD&EU 

Average 

Percentage
of  

OECD&EU 
Average 

% of  
OECD&EU 

Average 

Percentage
of  

OECD&EU 
Average 

% of 
 OECD&EU 

Average 

Percentage 
of  

OECD&EU 
Average 

% of  
OECD&EU 

Average 

(a) (b) (100*a/b) (a) (b) (100*a/b) (a) (b) (100*a/b) (a) (b) (100*a/b) (a) (b) (100*a/b) 

Long-term health care (LTHC) $440 $291.2 151% 15.1% 10.1% 150% 13.5% 9.4% 144% 2.0% 1.3% 155% 1.3% 0.9% 147% 
Total Long-term care (LTHC+LTSC) - - -   - - - - - - - - - 
Current health expenditure $3,249 $2439 133%             14.8% 12.4% 120% 9.3% 8.3% 111% 
Source: Calculation based on OECD HD 2007 and Eurostat. 
1) Total Long-term care (LTHC+LTSC) is compared with Current health expenditure (CHE) plus Long-term Social care (LTSC) 
 
 
Table NLD.4. Total long term care expenditure by main types of LTC and financing schemes, millions of NCU: Netherlands, 2005 
    HF.1     HF.2             HF 

General 
government 

HF.1.1 HF.1.2 

Private  
sector 

HF.2.1+2.2 HF.2.3     HF.2.4 HF.2.5 

Total LTC General  
government 

(excl. social 
security.) 

Social  
security 

Private 
insurance 

Private 
household 

out-of-pocket 
payments 

HF.2.3.1 HF.2.3.2 to 2.9 

Non-profit 
institutions Corporations 

    

Out-of-pocket, 
excluding cost-

sharing 
Cost-sharing 

HC.3 Long-term nursing and personal care  5915 0 5915 401          31.33              0.61      360             9.28  6340 
HC.3.1, 3.2 LTC: inpatient care and day cases 
HC.3.3  LTC: home care                    
HC.R.6.1 Social services of LTC (other than HC.3)                    
 Total 5915 0 5915 401          31.33              0.61  360             9.28  6340 
Source: OECD-WHO-Eurostat System of Health Accounts Joint Questionnaire 2007. 
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Table NLD.5. Total long term care expenditure by main types of LTC and financing schemes, Total LTC=100: Netherlands, 2005 
    HF.1     HF.2         HF 

General 
government 

HF.1.1 HF.1.2 

Private  
sector 

HF.2.1+2.2 HF.2.3 HF.2.4 HF.2.5 

Total LTC General  
government  

(excl. social 
security.) 

Social  
security 

Private 
insurance 

Private 
household 

out-of-pocket 
payments 

Non-profit 
institutions Corporations 

    
HC.3 Long-term nursing and personal care  93.30 0.00 93.30               6.33             0.49              0.01             5.68             0.15  100.00 
HC.3.1, 3.2 LTC: inpatient care and day cases 
HC.3.3  LTC: home care             
HC.R.6.1 Social services of LTC (other than HC.3)                   
 Total 93.30 0.00 93.30               6.33            0.49              0.01             5.68             0.15  100.00 
Source: OECD-WHO-Eurostat System of Health Accounts Joint Questionnaire 2007. 
 
 
 
 
 
 
 
Table NLD.6. LTC as percentage of total current health expenditure, Total current expenditure on health =100 : Netherlands, 2005 
    HF.1     HF.2         HF 

General 
government 

HF.1.1 HF.1.2 

Private  
sector 

HF.2.1+2.2 HF.2.3 HF.2.4 HF.2.5 

Total LTC General  
government  

(excl. social 
security.) 

Social  
security 

Private 
insurance 

Private 
household 

out-of-pocket 
payments 

Non-profit 
institutions Corporations 

    
HC.3 Long-term nursing and personal care                12.64                     -  12.64               0.86             0.07              0.00             0.77             0.02            13.55  
HC.3.1, 3.2 LTC: inpatient care and day cases 

HC.3.3  LTC: home care             
 Total               12.64                     -  12.64               0.86            0.07              0.00             0.77             0.02            13.55  
Source: OECD-WHO-Eurostat System of Health Accounts Joint Questionnaire 2007. 
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Table NLD.7. Total long term care expenditure by main types of LTC and providers, millions of NCU : Netherlands, 2005 
    HP.1 HP.2     HP.3 (excl. 

HP.3.6) 
HP.3.6 HP.7.2 HP.7.9   HP 

    HP.2.1 HP.2.2-2.9           

    

Hospitals Nursing and 
residential care 

facilities 

Nursing care 
facilities 

Residential care 
facilities 

Providers of 
ambulatory 
care (excl. 

HP.3.6) 

Providers of 
home health 

care 

Households as 
providers of 
home care 

All other 
industries as 

secondary 
producers  

Other types of 
facility n.e.c. 

Total 

HC.3 Long-term nursing and personal care  672 4434 3926           508.74             6.00          946.33          267.46                   -  14 6340 
HC.3.1, 3.2 LTC: inpatient care and day cases 
HC.3.3  LTC: home care                      -        
HC.R.6.1 Social services of LTC (other than HC.3)                     
 Total 672 4434 3926           508.74            6.00          946.33          267.46                   -            14.30  6340 
Source: OECD-WHO-Eurostat System of Health Accounts Joint Questionnaire 2007. 
 
 
 
 
 
 
 
Table NLD.8. Total long term care expenditure by main types of LTC and providers, Total LTC=100 : Netherlands, 2005 
    HP.1 HP.2     HP.3 (excl. 

HP.3.6) 
HP.3.6 HP.7.2 HP.7.9   HP 

    HP.2.1 HP.2.2-2.9           

    

Hospitals Nursing and 
residential care 

facilities 

Nursing care 
facilities 

Residential care 
facilities 

Providers of 
ambulatory 
care (excl. 

HP.3.6) 

Providers of 
home health 

care 

Households as 
providers of 
home care 

All other 
industries as 

secondary 
producers  

Other types of 
facility n.e.c. 

Total 

HC.3 Long-term nursing and personal care  10.59 69.94 61.92 8.02 0.09 14.93 4.22 0.00 0.23 100.00 
HC.3.1, 3.2 LTC: inpatient care and day cases 
HC.3.3  LTC: home care              
HC.R.6.1 Social services of LTC (other than HC.3)                     
 Total 10.59 69.94 61.92 8.02 0.09 14.93 4.22 0.00 0.23 100.00 
Source: OECD-WHO-Eurostat System of Health Accounts Joint Questionnaire 2007. 
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Table NLD.9. Long term nursing care (HC.3): Netherlands 

Years % of GDP % of AHFC % of Current
Health Exp.

% of Personal 
Health Care Exp.

2000 0.86 1.38 11.40 12.98
2001 0.94 1.51 11.87 13.48
2002 0.99 1.57 11.70 13.22
2003 1.23 1.94 14.22 15.79
2004 1.25 1.98 14.19 15.68
2005 1.25 2.01 13.99 15.44
Source: OECD Health Data 2007. 
 
 
 
Table NLD.10. Components of Total LTC (Total LTC=100): Netherlands 

Years Inpatient & day care Home care Social Services of 
LTC Total LTC

2000 75.30 24.70 0.00 100.00
2001 75.80 24.20 0.00 100.00
2002 75.27 24.73 0.00 100.00
2003 0.00 0.00 0.00 0.00
2004 0.00 0.00 0.00 0.00
2005 0.00 0.00 0.00 0.00
Source: OECD Health Data 2007. 
 
Table NLD.11. Components of LT nursing and personal care (HC.3=100): Netherlands 

Years   Inpatient & Day
Care Home Care HC.3

2000   75.30 24.70 100.00
2001 75.80 24.20 100.00
2002   75.27 24.73 100.00
2003 0.00 0.00 0.00
2004   0.00 0.00 0.00
2005   0.00 0.00 0.00
Source: OECD Health Data 2007. 
 
 
Table NLD.12.Per capita Total LTC and LT nursing care, (real growth rates): Netherlands 

Years      HC.3. 

2000   2.80
2001 10.35
2002   4.61
2003 24.50
2004   2.64
2005   1.90
1999-2005 MAGR (%) 7.52
Source: OECD Health Data 2007. 
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NEW ZEALAND43 

I. DESCRIPTION OF LONG-TERM 
CARE  

 New Zealand has a universal national health 
system funded from general taxation. 
Responsibility for acute and long-term aged 
residential health care was previously held at the 
national level but was devolved to elected 
District Health Boards in 2003. The motivation 
for the devolution is for resource allocation 
decisions to be made at a local level rather than 
at the national level. It is anticipated that 
bringing acute and long-term care together under 
one authority should enable the development of a 
more integrated continuum of care for older 
people.  
 Responsibility for social services for long-
term care lies with the Ministry of Social 
Development and local authorities. Many social 
services are provided by voluntary organisations. 
They range from companionship to general 
social support, assistance with transportation, 
lawn mowing, home maintenance and shopping.  
 The sources of funding for long-term care are 
public subsidies and private payments. Both 
acute and long-term residential care is funded 
from general taxation, with District Health 
Boards receiving block grants from central 
government. Private payments are sometimes in 
the form of co-payments but some services may 
require full payment from the individual. Access 
to residential care subsidies and home support is 
based on an income and assets test. People 
assessed as needing long-term care are subject to 
an income and asset test to determine access to a 
subsidy. 
 Institutional long-term care is provided in 
public or private long stay hospitals, nursing 
homes and rest homes. Approval for a residential 
care subsidy requires a number of steps. First, a 

 
43 Country note prepared by the Secretariat with 
additional information and verification by the 
national correspondent. 

health needs assessment by a multi-skilled team 
is required to assess whether residential care is 
appropriate. Second, a financial assessment for a 
subsidy is performed by the Ministry of Social 
Development. This assessment is based on an 
income and assets test. The Social Security 
(Long-term Residential Care) Amendment Act 
2004 increased asset thresholds to enable older 
people who are means tested to keep more of 
their assets. Finally, residential care must be 
provided by an institution which is certified, 
complies with the Safety Act and has a contract 
with a District Health Board. In 2003, 4 percent 
of people aged over 65 were receiving full or 
partial subsidies for long-term care.  
 The ageing of the population in New Zealand 
is increasing the demand for residential services 
but at the same time the pattern of care has 
changed. For example, subsidies for age-related 
hospital services are increasing more quickly 
than nursing home care. The majority of 
institutional care is provided in nursing homes 
but the demand for these has remained constant 
over the period 1996/97 to 2002/03. The 
increased demand for long-term hospital care 
may reflect later entry to institutional care and 
associated higher levels of dependence. A small 
proportion of long-term care is provided in 
District Health Board institutions. The majority 
of institutional care is provided by both 
commercial enterprises and voluntary 
organisations.  
 Almost all older people live in their own 
homes. In 2001, 74% of people aged 65-74 were 
living at home without formal assistance. Of 
those aged 85 and over 72% were still living at 
homes but 57% percent of these had some 
assistance. There has been a substantial increase 
in public expenditure on home support, enabling 
more people to stay at home. Access to home 
care services is subject to similar criteria to the 
assessment for institutional care. That is, there is 
both a needs and financial assessment. People 
who are assessed as needing home help are 
expected to pay unless their gross income is 
below a set threshold. Key challenges for home 
care services are ensuring that the range of home 
care support services are safe, flexible and 
responsive, and promote the person’s dignity and 
independence.  
 There is no payment for family members 
who provide care informally to older family 
members. Relief from caring is available but is 
subject to income testing.   
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 LTC expenditure (HC.3) was 15.11% of 
current health expenditure and 1.4% of GDP 
compared with the OECD-EU averages of 9.5% 
and 0.9%. In 2005, 92.35% of long-term health 
care was publicly funded. Please refer to Tables 
NZL.3 to NZL.9 for more details. 
 

II. METADATA 

Definitions of long-term care 

 The overall definition of LTC in New 
Zealand conforms to the definitions of health 
care categories for the LTC Guidelines for HC.3. 
Therefore, funding transferred from social 
agencies, except the amounts directly related to 
health care, is classified as non-health 
expenditure.  
 The definition states that care to an 
individual must be provided on medical grounds 
as distinct from social, educational or legal 
grounds. Under this system of categorising care, 
services provided to those diagnosed as mentally 
ill, whether chronically ill or acutely ill (personal 
health), are regarded as health service. For 

example, support services, such as home help 
and residential placements, are provided to 
support people who are psychiatrically disabled 
by the impact of their mental illness on a longer-
term basis. 
 No information is currently available on 
social services of LTC (HC.R.6.1). 

Availability of data on the main components of 
LTC services 

 Table 1 indicates which statistics contain data 
for expenditure on the main components of LTC 
for the New Zealand national and international 
information system.  
 No estimates of expenditure on the social 
services of long-term care have been provided 
for international health accounts purposes. 

Information on defining and using distinction 
between ADL and IADL 

 There is currently no information 
distinguishing between ADL and IADL.  
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Table NZL.1 National and international data reporting on the main components of LTC services 

Main components of LTC services 

Current official 
statistics for 
national purposes 

Data reported to the 
Joint Health 
Accounts data 
collection* 
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Palliative care 
(end-of-life care)  

X    

Long-term nursing care 
(intensive, high level care and assistance with ADL restrictions, including 
accommodation in high-level care nursing homes) 

X    

Personal care services 
(help with ADL restrictions) 

X    

Home help; care assistance 
(help with IADL restrictions) 

X**   

Services in support of informal (family) care 
(such as care allowances, social protection of informal carers, counselling) 

   

Residential care services, other than nursing homes 
(supported living arrangements: long-term care together with residential care 
services) 

 X   

Other social services provided in a long-term care context 
(special types of transportation; Case management / coordination) 

    

* Current official statistics for national purposes for health statistics correspond to the data reported in OECD Health Data. No 
information is currently provided on social services of LTC (HC.R.6.1). 
** Separation based on patient status – if diagnosed as mentally, chronically or acutely ill, then support services (including home help) 
are included in health expenditure. 

III. DATA SOURCES on expenditure 

General description 
Name / institution of the main data sources: 

“Health Expenditure Trends in New Zealand”, Ministry of Health 

Table NZL.2 Detailed information 

Data Sources and availability  
  HF.1 General government 
HC3 Long-term nursing care  
 Inpatient long-term nursing care Ministry of Health (1970-2004) 

- Vote Health, Vote HSP 
- Accident Compensation Corporation 
- Other government agencies 

 Long-term nursing care: home care  
HC.R.6.1 Social services of long-term care 

(LTC other than HC3) 
 

  HF.2 Private sector 
HC3 Long-term nursing care Household Economic Survey (every 3 years) (1980-2004) 

Health Funds Association of New Zealand (1980- 2004) 
Voluntary and not-for-profit: 
- Presbyterian Support, Spectrum Care, Community Care Trusts 

 Inpatient long-term nursing care  
 Long-term nursing care: home care  
HC.R.6.1 Social services of long-term care 

(LTC other than HC3) 
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Table NZL.3. Key indicators of LTHC and total LTC: New Zealand, 2005 

Indicators 

Per capita 
Expenditure 

Personal health care 
expenditure 
(HC.1-HC.5) 

Current health expenditure1

(CHE) 
Households Actual Final 

Consumption 
(HAFC) 

Gross Domestic Product 
(GDP) 

in USD PPP OECD&EU 
Average 

% of  
OECD&EU 

Average 

Percentage
of  

OECD&EU 
Average 

% of  
OECD&EU 

Average 

Percentage 
of  

OECD&EU 
Average 

% of  
OECD&EU 

Average 

Percentage
of  

OECD&EU 
Average 

% of 
 OECD&EU 

Average 

Percentage
of  

OECD&EU 
Average 

% of  
OECD&EU 

Average 

(a) (b) (100*a/b) (a) (b) (100*a/b) (a) (b) (100*a/b) (a) (b) (100*a/b) (a) (b) (100*a/b) 

Long-term health care (LTHC) $353 $291.2 121% 16.7% 10.1% 166% 15.1% 9.4% 160% 1.9% 1.3% 148% 1.4% 0.9% 160% 
Total Long-term care (LTHC+LTSC) - - -   - - - - - - - - - 
Current health expenditure $2,343 $2439 96%             12.7% 12.4% 103% 9.0% 8.3% 108% 
Source: Calculation based on OECD HD 2007 and Eurostat. 
1) Total Long-term care (LTHC+LTSC) is compared with Current health expenditure (CHE) plus Long-term Social care (LTSC) 
 
Table NZL.4. Total long term care expenditure by main types of LTC and financing schemes, millions of NCU: New Zealand, 2005 
    HF.1     HF.2             HF 

General 
government 

HF.1.1 HF.1.2 

Private  
sector 

HF.2.1+2.2 HF.2.3     HF.2.4 HF.2.5 

Total LTC General  
government 

(excl. social 
security.) 

Social  
security 

Private 
insurance 

Private 
household 

out-of-pocket 
payments 

HF.2.3.1 HF.2.3.2 to 2.9 

Non-profit 
institutions Corporations 

    

Out-of-pocket, 
excluding cost-

sharing 
Cost-sharing 

HC.3 Long-term nursing and personal care  1956   162             2118 
HC.3.1, 3.2 LTC: inpatient care and day cases 1005 16 1021 
HC.3.3  LTC: home care 951            146.00              1097 
HC.R.6.1 Social services of LTC (other than HC.3)    0             0 
 Total 1956 162 2118 
Source: OECD Health Data 2007. 
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Table NZL.5. Total long term care expenditure by main types of LTC and financing schemes, Total LTC=100: New Zealand, 2005 
    HF.1     HF.2         HF 

General 
government 

HF.1.1 HF.1.2 

Private  
sector 

HF.2.1+2.2 HF.2.3 HF.2.4 HF.2.5 

Total LTC General  
government  

(excl. social 
security.) 

Social  
security 

Private 
insurance 

Private 
household 

out-of-pocket 
payments 

Non-profit 
institutions Corporations 

    
HC.3 Long-term nursing and personal care  92.35                   7.65          100.00 
HC.3.1, 3.2 LTC: inpatient care and day cases 47.45              0.76 48.21 
HC.3.3  LTC: home care              44.90                 6.89               51.79  
HC.R.6.1 Social services of LTC (other than HC.3)       0.00         0.00 
 Total 92.35               7.65 100.00 
Source: OECD Health Data 2007. 
 
 
 
 
 
 
 
 
Table NZL.6. LTC as percentage of total current health expenditure, Total current expenditure on health =100 : New Zealand, 2005 
    HF.1     HF.2         HF 

General 
government 

HF.1.1 HF.1.2 

Private  
sector 

HF.2.1+2.2 HF.2.3 HF.2.4 HF.2.5 

Total LTC General  
government  

(excl. social 
security.) 

Social  
security 

Private 
insurance 

Private 
household 

out-of-pocket 
payments 

Non-profit 
institutions Corporations 

    
HC.3 Long-term nursing and personal care                13.90                    1.15                    15.05  
HC.3.1, 3.2 LTC: inpatient care and day cases                7.14              0.11            7.26  
HC.3.3  LTC: home care                6.76                 1.04                 7.80  
 Total               13.90               1.15           15.05  
Source: OECD Health Data 2007. 
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Table NZL.7. LTC as percentage of total current expenditure on health and long-term care, Total current expenditure on health plus LTSC =100 : New Zealand, 2005 
    HF.1     HF.2         HF 

General 
government 

HF.1.1 HF.1.2 

Private  
sector 

HF.2.1+2.2 HF.2.3 HF.2.4 HF.2.5 

Total LTC General  
government  

(excl. social 
security.) 

Social  
security 

Private 
insurance 

Private 
household 

out-of-pocket 
payments 

Non-profit 
institutions Corporations 

    
HC.3 Long-term nursing and personal care                13.90                    1.15                    15.05  
HC.3.1, 3.2 LTC: inpatient care and day cases                7.14              0.11            7.26  
HC.3.3  LTC: home care                6.76                 1.04                 7.80  
HC.R.6.1 Social services of LTC (other than HC.3)       0.00         0.00 
 Total               13.90               1.15           15.05  
Source: OECD Health Data 2007. 
 
 
 
 
 
 
 
 
 
 
 
Table NZL.8. Total long term care expenditure by main types of LTC and providers, millions of NCU : New Zealand, 2005 
    HP.1 HP.2     HP.3 (excl. 

HP.3.6) 
HP.3.6 HP.7.2 HP.7.9   HP 

    HP.2.1 HP.2.2-2.9           

    

Hospitals Nursing and 
residential care 

facilities 

Nursing care 
facilities 

Residential care 
facilities 

Providers of 
ambulatory 
care (excl. 

HP.3.6) 

Providers of 
home health 

care 

Households as 
providers of 
home care 

All other 
industries as 

secondary 
producers  

Other types of 
facility n.e.c. 

Total 

HC.3 Long-term nursing and personal care                    2118 
HC.3.1, 3.2 LTC: inpatient care and day cases 1021 
HC.3.3  LTC: home care            1097 
HC.R.6.1 Social services of LTC (other than HC.3)                     
 Total 2118 
Source: OECD Health Data 2007. 
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Table NZL.9. Total long term care expenditure by main types of LTC and providers, Total LTC=100 : New Zealand, 2005 
    HP.1 HP.2     HP.3 (excl. 

HP.3.6) 
HP.3.6 HP.7.2 HP.7.9   HP 

    HP.2.1 HP.2.2-2.9           

    

Hospitals Nursing and 
residential care 

facilities 

Nursing care 
facilities 

Residential care 
facilities 

Providers of 
ambulatory 
care (excl. 

HP.3.6) 

Providers of 
home health 

care 

Households as 
providers of 
home care 

All other 
industries as 

secondary 
producers  

Other types of 
facility n.e.c. 

Total 

HC.3 Long-term nursing and personal care                    100.00 
HC.3.1, 3.2 LTC: inpatient care and day cases 48.21 
HC.3.3  LTC: home care            51.79 
HC.R.6.1 Social services of LTC (other than HC.3)                     
 Total 100.00 
Source: OECD Health Data 2007. 
 

i
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NORWAY44 

I. DESCRIPTION OF LONG-TERM 
CARE 

 The health and social welfare system in 
Norway is predominantly publicly financed, 
through a combination of general and separate 
taxation. The national insurance, or social 
security, is a collective insurance scheme to 
which all Norwegians belong. All wage earners 
contribute a fixed percentage of their earnings by 
paying the national insurance tax. In addition, 
employers contribute by means of a payroll tax. 
Norwegians have universal access to public 
health care.  
 Health services are distributed according to 
need, not according to ability to pay. Users’ fees 
for health services including for long-term care 
are limited by a maximum amount out-of-pocket 
expenditure per year for public health services. 
The services for which an additional patient 
charge can be raised include medical specialists 
and psychologists who receive subsidies from 
municipalities. Also included are 
pharmaceuticals, medical equipment and 
treatment at private X-ray clinics. Treatment 
provided during hospitalisation is free of charge.   
 The Ministry of Health and Care Services 
holds the prime responsibility for health policy, 
public health, health care services and health 
legislation in Norway. The Ministry’s 
responsibility includes providing the population 
with adequate health care services, including 
health promotion, based upon the principle of 
equality and independently of habitation and 
financial circumstances. Municipal authorities 
are responsible for administering programs 
taking into account local variations and needs. In 
Norway, the government plays the dominant role 
in long-term care, as the public sector provides 
most services and these are largely financed by 

 
44 Country note prepared by the Secretariat with 
additional information and verification by the 
national correspondent. 

direct taxation. However, provision of long-term 
care services is largely decentralised and 
integrated at the level of the municipality.  
 Norway has a well-developed social safety 
net. All those who are resident in Norway have a 
right to economic assistance and other forms of 
community support during illness, old age or 
unemployment. About 35% of the state’s budget 
is spent on the Norwegian health and social 
welfare system.  
 Preliminary figures for 2005 show that 
approximately 20% of old people aged 67 and 
over receive help in the home, while around 6% 
live in a nursing home. Nearly 36% of the elderly 
over 80 years of age receive home help while 
14% live in an institution. Long-term care 
institutions for the aged are of two types: 
residential homes and nursing homes. They are 
regulated by different laws, but both are the 
responsibility of the municipality. The nursing 
home sector has expanded in relation to the more 
traditional residential home sector in recent years 
and today 94% of institutional beds are in 
nursing homes. Most long-term institutional care, 
approximately 90%, is provided by the local 
community.  
 A variety of home-based services exist, of 
which the two dominant services are home help 
and home nursing. A home helper provides 
domiciliary services and also has a social and 
supportive function. Home nursing is a 
professional medical service provided by nurses. 
The two services are regulated under different 
laws, but both are under the authority of the 
municipality. The predominant supplier of home 
care services is the local public provider. Home 
nursing care is free of charge while home help is 
generally subject to a user payment.  
 There is no longer a strong tradition for 
families to care for their old as the young and old 
often live far apart, and most women have jobs 
outside the home. A person requiring a home 
carer is entitled to a care attendance allowance. 
Both eligibility and the amount of the allowance 
depend on a needs assessment. A care wage is 
available for carers of severely disabled persons. 
The amount received depends on the care needs 
of the individual. With both allowances, there is 
no income test. Indirect compensation is 
available for carers in the form of a pension 
credit. To qualify for the credit, the carers must 
be providing at least 22 hours of care per week 
for at least 6 months. Leave for carers is 
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available for employed caregivers. The carer is 
entitled to their full wage for a period of up to 20 
days. There is some variation in access to carers’ 
benefits by municipality in terms of eligibility 
and the amount paid. Carers’ advocacy groups 
are active in promoting the cause of voluntary 
and family carers. 
 LTC expenditure (HC.3) was 25.6% of 
current health expenditure and 2.2% of GDP 
compared with the OECD-EU averages of 9.5% 
and 0.9%. In 2005, 87.91% of long-term health 
care was publicly funded. Please refer to Tables 
NOR.3 to NOR.12 for more details. 
 

II. METADATA 

Norway has implemented the SHA and provided 
data for the 2006 Joint Health Accounts data 
collection. The metadata information refers to 
definitions used in the Norwegian health 
accounts. 

Definitions of long-term care 

 The definition of long-term health care is 
according to the LTC guidelines used in the 
JHAQ. Based on the already established national 
practice the long term nursing care, 'home care', 
is included when provided together with ADL-
services (i.e. personal care). The inclusion in 
HC.3.3 is based on the dominant character of the 
service provided. The calculations will be revised 
when the envisaged revision of ICHA-HC is 
completed. Until then Norway reports according 
to the established national practice as suggested 
in the explanatory notes. 
 
Distinction between long-term health care 
and social services of LTC  
 Data on expenditures on health and social 
care are reported together in the data available 
for calculating SHA. The data provides figures 
aggregated by modes of production according to 
the SHA-definitions, but the raw data are not 
adequate concerning the functional separation of 
IADL versus ADL. Indeed, the distinction 
between health and social care statistics is not 
very relevant for LTC in Norway, since the 
reporting systems are integrated. In most cases, 
sufficient data enabling us to separate the 
different kinds of services into health versus 
social care is available. For the rest, proxy data 

sources from other statistics (health/social) other 
than expenditure data, are utilised to separate 
health from social care according to JHAQ.  
Further calculations are performed in order to 
estimate LTHC (HC3). For HC 3.1, (LTHC 
provided in institutions) the “number of beds in 
institutions” is used as a basis. For long-term 
home care (H.C.3.1) the indicator is the number 
of recipients of home based services. 

Availability of data on the main components of 
LTC services 

 Table 1 indicates for the Norwegian national 
information system which statistics contain data 
for expenditure on the main components of LTC.  
 

Information on defining and using distinction 
between ADL and IADL 

 Distinction between long-term health care 
and social services of LTC is based on the type 
of services ADL/IADL and qualification of 
providers (medical vs. non-medical personnel). 
 For the services provided in institutions the 
statistics: “number of beds in institutions” is used 
as a proxy, (please see: 
http://www.ssb.no/english/subjects/03/02/hel
setjko_en/tab-2005-12-02-01-en.html for 
further details). 
 For the home care services the indicator is 
the number of recipients of home based services 
(please see: http://www.ssb.no/english/ 
subjects/03/02/helsetjko_en/tab-2005-12-02-
06-en.html for further details). This indicator 
provides data on the users classified in three 
groups: those receiving nursing care; those 
receiving personal care services (mixed 
services/ADL); and users of home help (IADL). 
The latter is excluded from the figures reported 
for HC.3.3. These account for 33% of the home 
services in the National Accounts. This method 
provides rough estimates for the SHA-shares of 
the totals reported in National Accounts for these 
services. Further examination of the data and 
more research in this field are an ongoing 
process. A source of error could first of all be 
that the ADL part is overestimated, meaning that 
a part of this should be recorded under HC.R.6.1. 
The ADL part accounts for more than 55 per cent 
of HC3.3. In 2007 a new data source will be 

http://www.ssb.no/english/subjects/03/02/helsetjko_en/tab-2005-12-02-01-en.html
http://www.ssb.no/english/subjects/03/02/helsetjko_en/tab-2005-12-02-01-en.html
http://www.ssb.no/english/
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available providing much more detailed data on the type of services produced.  
Table NOR.1. National and international data reporting on the main components of LTC services 

Main components of LTC services 

Current official 
statistics for 
national purposes 

Data reported to the 
Joint Health 
Accounts data 
collection 

 

H
ea

lth
 

st
at

is
tic

s 

S
oc

ia
l 

st
at

is
tic

s 

H
C

3 

H
C

.R
.6

.1
 

Palliative care 
(end-of-life care)  

X  X  

Long-term nursing care 
(intensive, high level care and assistance with ADL restrictions, including 
accommodation in high-level care nursing homes) 

X  X  

Personal care services 
(help with ADL restrictions) 

X X X*  

Home help; care assistance 
(help with IADL restrictions) 

X X   

Services in support of informal (family) care 
(such as care allowances, social protection of informal carers, counselling) 

    

Residential care services, other than nursing homes 
(supported living arrangements: long-term care together with residential care 
services) 

 X   

Other social services provided in a long-term care context 
(special types of transportation; Case management / coordination) 

 X   

* Data sources provide data by modes of production, but not by type of service like ADL versus IADL. Further calculations are carried 
out in order to estimate HC 3.3. 

III. DATA SOURCES on expenditure 

General description 

Name / institution of the main data sources: 

Statistics Norway, National Accounts, Statistics Norway, Division of Health Statistics 

Table NOR.2. Detailed information 

Data Sources and availability  
  HF.1 General government 
HC3 Long-term nursing care Data from local government (KOSTRA). This has been a full scale reporting 

system since 2002. Figures are reported by modes of production  Inpatient long-term nursing care 
 Long-term nursing care: home care 
HC.R.6.1 Social services of long-term care 

(LTC other than HC3) 
  HF.2 Private sector 
HC3 Long-term nursing care Counterpart sector information from the local government full scale reporting 

system (KOSTRA)  Inpatient long-term nursing care 
 Long-term nursing care: home care 
HC.R.6.1 Social services of long-term care 

(LTC other than HC3) 
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Table NOR.3. Key indicators of LTHC and total LTC: Norway, 2004 

Indicators 

Per capita 
Expenditure 

Personal health care 
expenditure 
(HC.1-HC.5) 

Current health expenditure1

(CHE) 
Households Actual Final 

Consumption 
(HAFC) 

Gross Domestic Product 
(GDP) 

in USD PPP OECD&EU 
Average 

% of  
OECD&EU 

Average 

Percentage
of  

OECD&EU 
Average 

% of  
OECD&EU 

Average 

Percentage
of  

OECD&EU 
Average 

% of  
OECD&EU 

Average 

Percentage
of  

OECD&EU 
Average 

% of 
 OECD&EU 

Average 

Percentage 
of  

OECD&EU 
Average 

% of  
OECD&EU 

Average 

(a) (b) (100*a/b) (a) (b) (100*a/b) (a) (b) (100*a/b) (a) (b) (100*a/b) (a) (b) (100*a/b) 

Long-term health care (LTHC) $985 $291.2 338% 26.4% 10.1% 262% 25.7% 9.4% 273% 3.9% 1.3% 304% 2.3% 0.9% 272% 
Total Long-term care (LTHC+LTSC) - - -   - - - - - - - - - 
Current health expenditure $3,836 $2439 157%             15.4% 12.4% 124% 9.0% 8.3% 108% 
Source: Calculation based on OECD HD 2007 and Eurostat. 
1) Total Long-term care (LTHC+LTSC) is compared with Current health expenditure (CHE) plus Long-term Social care (LTSC) 
 
 
 
 
 
Table NOR.4. Total long term care expenditure by main types of LTC and financing schemes, millions of NCU: Norway, 2004 
    HF.1     HF.2             HF 

General 
government 

HF.1.1 HF.1.2 

Private  
sector 

HF.2.1+2.2 HF.2.3     HF.2.4 HF.2.5 

Total LTC General  
government 

(excl. social 
security.) 

Social  
security 

Private 
insurance 

Private 
household 

out-of-pocket 
payments 

HF.2.3.1 HF.2.3.2 to 2.9 

Non-profit 
institutions Corporations 

    

Out-of-pocket, 
excluding cost-

sharing 
Cost-sharing 

HC.3 Long-term nursing and personal care  35549 35549 0 4824   4824       0 40373 
HC.3.1, 3.2 LTC: inpatient care and day cases 22000 22000 0 4408 4408 0 26408 
HC.3.3  LTC: home care 13549 13549 0          416.00    416       0 13965 
HC.R.6.1 Social services of LTC (other than HC.3)                    
 Total 35549 35549 0 4824 4824 0 40373 
Source: OECD-WHO-Eurostat System of Health Accounts Joint Questionnaire 2007. 
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Table NOR.5. Total long term care expenditure by main types of LTC and financing schemes, Total LTC=100: Norway, 2004 
    HF.1     HF.2         HF 

General 
government 

HF.1.1 HF.1.2 

Private  
sector 

HF.2.1+2.2 HF.2.3 HF.2.4 HF.2.5 

Total LTC General  
government  

(excl. social 
security.) 

Social  
security 

Private 
insurance 

Private 
household 

out-of-pocket 
payments 

Non-profit 
institutions Corporations 

    
HC.3 Long-term nursing and personal care  88.05 88.05 0.00 11.95   11.95                    -  100.00 
HC.3.1, 3.2 LTC: inpatient care and day cases 54.49 54.49 0.00 10.92 10.92                  -  65.41 
HC.3.3  LTC: home care              33.56            33.56  0.00              1.03             1.03  0.00          34.59  
HC.R.6.1 Social services of LTC (other than HC.3)                   
 Total 88.05 88.05 0.00 11.95 11.95                  -  100.00 
Source: OECD-WHO-Eurostat System of Health Accounts Joint Questionnaire 2007. 
 
 
 
 
 
 
Table NOR.6. LTC as percentage of total current health expenditure, Total current expenditure on health =100 : Norway, 2004 
    HF.1     HF.2         HF 

General 
government 

HF.1.1 HF.1.2 

Private  
sector 

HF.2.1+2.2 HF.2.3 HF.2.4 HF.2.5 

Total LTC General  
government  

(excl. social 
security.) 

Social  
security 

Private 
insurance 

Private 
household 

out-of-pocket 
payments 

Non-profit 
institutions Corporations 

    
HC.3 Long-term nursing and personal care                22.60              22.60  0.00               3.07                3.07                    -            25.67  
HC.3.1, 3.2 LTC: inpatient care and day cases              13.99            13.99  0.00              2.80            2.80                  -           16.79  
HC.3.3  LTC: home care                8.61              8.61  0.00              0.26             0.26  0.00            8.88  
 Total               22.60             22.60  0.00               3.07             3.07                  -            25.67  
Source: OECD-WHO-Eurostat System of Health Accounts Joint Questionnaire 2007. 
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Table NOR.7. Total long term care expenditure by main types of LTC and providers, millions of NCU : Norway, 2004 
    HP.1 HP.2     HP.3 (excl. 

HP.3.6) 
HP.3.6 HP.7.2 HP.7.9   HP 

    HP.2.1 HP.2.2-2.9           

    

Hospitals Nursing and 
residential care 

facilities 

Nursing care 
facilities 

Residential care 
facilities 

Providers of 
ambulatory 
care (excl. 

HP.3.6) 

Providers of 
home health 

care 

Households as 
providers of 
home care 

All other 
industries as 

secondary 
producers  

Other types of 
facility n.e.c. 

Total 

HC.3 Long-term nursing and personal care                       -  26408 26408                     -                   -     13,965.00                   -                   -    40373 
HC.3.1, 3.2 LTC: inpatient care and day cases                      - 26408 26408                    -                 -                  -                  -                  - 26408 
HC.3.3  LTC: home care                      -                    -                    -                     -                 -   13,965.00                  -                  -   13965 
HC.R.6.1 Social services of LTC (other than HC.3)                     
 Total                      - 26408 26408                     -                  -     13,965.00                   -                   -  40373 
Source: OECD-WHO-Eurostat System of Health Accounts Joint Questionnaire 2007. 
 
 
 
 
 
 
Table NOR.8. Total long term care expenditure by main types of LTC and providers, Total LTC=100 : Norway, 2004 
    HP.1 HP.2     HP.3 (excl. 

HP.3.6) 
HP.3.6 HP.7.2 HP.7.9   HP 

    HP.2.1 HP.2.2-2.9           

    

Hospitals Nursing and 
residential care 

facilities 

Nursing care 
facilities 

Residential care 
facilities 

Providers of 
ambulatory 
care (excl. 

HP.3.6) 

Providers of 
home health 

care 

Households as 
providers of 
home care 

All other 
industries as 

secondary 
producers  

Other types of 
facility n.e.c. 

Total 

HC.3 Long-term nursing and personal care  0.00 65.41 65.41 0.00 0.00 34.59 0.00 0.00   100.00 
HC.3.1, 3.2 LTC: inpatient care and day cases 0.00 65.41 65.41 0.00 0.00 0.00 0.00 0.00 65.41 
HC.3.3  LTC: home care 0.00 0.00 0.00 0.00 0.00 34.59 0.00 0.00   34.59 

  HC.R.6.1 Social services of LTC (other than HC.3)                   
 Total 0.00 65.41 65.41 0.00 0.00 34.59 0.00 0.00
Source: OECD-WHO-Eurostat System of Health Accounts Joint Questionnaire 2007. 
 

Fina
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Table NOR.9. Long term nursing care (HC.3): Norway 

Years % of GDP % of AHFC % of Current
Health Exp.

% of Personal 
Health Care Exp.

2000 1.94 3.52 24.66 25.41
2001 2.03 3.61 24.82 25.51
2002 2.29 3.86 24.96 25.75
2003 2.37 3.92 25.34 26.08
2004 2.32 3.94 25.67 26.42
2005 2.17 3.90 25.64 26.38
2006 2.11 3.92 25.93 26.69
Source: OECD Health Data 2007. 
 
 
 
 
Table NOR.10. Components of Total LTC (Total LTC=100): Norway 

Years Inpatient & day care Home care Social Services of 
LTC Total LTC

2000 68.24 31.76 0.00 100.00
2001 67.67 32.33 0.00 100.00
2002 66.86 33.14 0.00 100.00
2003 66.25 33.75 0.00 100.00
2004 65.41 34.59 0.00 100.00
2005 65.45 34.55 0.00 100.00
2006 65.46 34.54 0.00 100.00
Source: OECD Health Data 2007. 
 
Table NOR.11. Components of LT nursing and personal care (HC.3=100): Norway 

Years   Inpatient & Day
Care Home Care HC.3

2000   68.24 31.76 100.00
2001 67.67 32.33 100.00
2002   66.86 33.14 100.00
2003 66.25 33.75 100.00
2004   65.41 34.59 100.00
2005 65.45 34.55 100.00
2006   65.46 34.54 100.00
Source: OECD Health Data 2007. 
 
Table NOR.12.Per capita Total LTC and LT nursing care, (real growth rates): Norway 

Years      HC.3. 

2000   -3.04
2001 6.25
2002   14.04
2003 4.15
2004   0.75
2005   -4.36
1999-2005 MAGR (%) 2.78
Source: OECD Health Data 2007. 
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POLAND45 

I. DESCRIPTION OF LONG-TERM 
CARE 

 In accordance with the Constitution of the 
Republic of Poland, public authorities are 
required to ensure equal access to publicly 
funded healthcare services for all citizens, 
regardless of their financial situation. Long-term 
care is provided in Poland in two areas: health 
care and social welfare. Care for older, 
chronically ill and disabled people is based on 
co-operation between service providers in the 
health care and social welfare sectors. The basic 
principle which determines the direction of co-
operation in this area is that health and social 
care should be organised in a way that enables 
the patient to function in the home situation as 
long as possible. 
 Poland is confronting rapid ageing of the 
population. In 1980 the population aged over 60 
constituted 13.2% of the country’s population, 
while in 2005 its share increased to 17.2%. In the 
period 2000–2005, a particular concern was the 
increase in the numbers in the age group 75 and 
over. Presently, one adult in three is either retired 
or on a disability pension. 
 Health services are funded by a combination 
of general taxation and contributions to the 
national health insurance scheme. The health 
insurance contribution paid by the insured is the 
main source of income for the health care 
system. Another source of income, used 
primarily to prevent inequalities in the access to 
services and social exclusion, is the State budget 
which finances health insurance contributions for 
some people such as soldiers, conscripts and 
homeless people. Other sources of income 
include budgets of local government units, 
employers and patients themselves who finance 
services extending beyond a standard package.  

 
45 Country note prepared by the Secretariat with 
additional information and verification by the 
national correspondent. 

 The fee for stay in a social welfare centre is 
paid by the resident. Older persons are required 
to pay 70% of their income towards care and 
lodging in the public institutions. There is no 
ceiling for those residing in private institutions. 
 Patients unable to cope with their health and 
social problems are provided with institutional 
care. People qualifying for long-term care are 
those with a chronic illness or deteriorating 
disability who have developed or may develop 
complications as a result a long period of 
immobilisation. The number of elderly people in 
care institutions has traditionally been low and 
remains so. A long-term care institution differs 
from a short-term care institution in that its 
diagnostic and operative facilities are largely 
limited in favour of rehabilitation and social 
facilities. A care and treatment institution as well 
as a nursing home are residential care institutions 
which offer twenty-four hour health services, 
including nursing and rehabilitation, for people 
who do not require hospitalisation. They are 
provided with pharmaceuticals and medical 
materials, accommodation and meals appropriate 
to their health condition, as well as care during 
organised cultural and leisure activities. There 
are some private non-profit care homes run by 
voluntary agencies. In addition there are a 
number of homes exclusively for particular 
occupational groups and military veterans. A 
social welfare centre aims primarily to maximise 
the independence of its patients and to empower 
them to undertake activities improving the 
quality of their own life.  
 Care for older persons is provided in day-stay 
centres and day social welfare centres. This 
enables older persons to stay in their family 
environment as long as possible. Home help 
services are the responsibility of local 
government. Services are provided free of charge 
in cases where the per capita income of family 
members does not exceed the minimum state 
pension. Referrals can be made by the 
community health team, consisting of a doctor, 
community nurse and social worker, or by family 
carers, neighbours or friends. Older people are 
entitled to apply for help from the Fund for the 
Rehabilitation of Disabled People, which 
provides a limited range of disability equipment 
and adaptation to the home. The recipient is 
required to make a contribution to the cost of 
these services. Other services, such as the 
provision of meals etc., exist on a more ad hoc 
basis, through agencies such as the Red Cross.  
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 Thus far, Poland has continued to rely on the 
traditional provision of informal care by families, 
but this may be difficult to sustain at the current 
level in the future. Migration of younger family 
members for economic reasons is breaking down 
the traditional support of the older persons within 
an extended family. Poland provides tax relief on 
rehabilitation expenses for a disabled person who 
is a tax payer or for a relative caring for a 
dependent person who has legal confirmation of 
disability. Polish workers can also take time off 
work with compensation for up to 14 days per 
year. Other support for informal care is found on 
a local level but is limited in scope. 
 LTC expenditure (HC.3) was 6.9% of current 
health expenditure and 0.4% of GDP compared 
with the OECD-EU averages of 9.5% and 0.9%. 
In 2005, 91.76% of long-term care was publicly 
funded and 0.7% was funded by out-of-pocket 
payments. Please refer to Tables POL.3 to POL.9 
for more details. 
 

II. METADATA 

Definitions of long-term care 

 The national definitions of long-term care 
and the separation of expenditure into health and 

social expenditure are close to the LTC 
Guidelines. However, services related to home-
help and some other residential care services 
cannot currently be separated from other 
services. 

Availability of data on the main components of 
LTC services 
 Table 1 indicates which statistics contain data 
for expenditure on the main components of LTC 
for the Polish national and international 
information system.  
 No information on the breakdown of social 
services of LTC by provider or the private 
component of long-term social care services is 
available. Note that national and international 
reporting of LTC is the same. 

Information on defining and using distinction 
between ADL and IADL 
 In the 2004 Health Interview Survey, a series 
of questions were incorporated into the 
questionnaire allowing the separation of persons 
with ADL restrictions. The questions were 
prepared according to Eurostat requirements.
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Table POL.1 National and international data reporting on the main components of LTC services 

Main components of LTC services 

Current official 
statistics for 
national purposes 

Data reported to the 
Joint Health 
Accounts data 
collection* 

 

H
ea

lth
 

st
at

is
tic

s 

S
oc

ia
l 

st
at

is
tic

s 

H
C

3 

H
C

.R
.6

.1
 

Palliative care 
(end-of-life care)  

X    

Long-term nursing care 
(intensive, high level care and assistance with ADL restrictions, including 
accommodation in high-level care nursing homes) 

X    

Personal care services 
(help with ADL restrictions) 

X    

Home help; care assistance 
(help with IADL restrictions) 

**   

Services in support of informal (family) care 
(such as care allowances, social protection of informal carers, counselling) 

X    

Residential care services, other than nursing homes 
(supported living arrangements: long-term care together with residential care 
services) 

**   

Other social services provided in a long-term care context 
(special types of transportation; Case management / coordination) 

**   

* There is no difference between the national statistics and the data reported for the JHAQ. 
** Expenditure cannot be separated from other types of services. 

III. DATA SOURCES on expenditure 

General description 
Name / institution of the main data sources: 

Central Statistical Office – Household Budget Survey 
Ministry of Health – Financial Report on the Realization of the State Budget 
National Health Fund – Financial Report of the National Health Fund 
Social Insurance Institution. 

Table POL.2 Detailed information 

Data Sources and availability  
  HF.1 General government 
HC3 Long-term nursing care  
 Inpatient long-term nursing care Classification of the state budget, chapter:  

- 85 117- Medical care centres and nursing centres 
Financial reports of the National Health Fund: 
- B2.6 Long-term care 

 Long-term nursing care: home care Annual report of the Ministry of Social Policy on Social Benefits in Cash and 
in Kind (MPiPS-03): Specialist nursing care services rendered on the basis 
of provisions on the mental health care, Specialist nursing care services, 
Nursing allowance, Permanent allowance 
Current reporting of the Social Insurance Institution: 
Home care allowance, Nursing supplement. 
Current reporting of the Agricultural Social Insurance Fund: 
Nursing supplement 

HC.R.6.1 Social services of long-term care 
(LTC other than HC3) 

Ministry of Labour and Social Policy based on data from Social Insurance 
Institution 
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  HF.2 Private sector 
HC3 Long-term nursing care  
 Inpatient long-term nursing care  
 Long-term nursing care: home care Estimations on the basis of the household budget survey and the modular 

survey “Health care in households”. 
HC.R.6.1 Social services of long-term care 

(LTC other than HC3) 
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Table POL.3. Key indicators of LTHC and total LTC: Poland, 2005 

Indicators 

Per capita 
Expenditure 

Personal health care 
expenditure 
(HC.1-HC.5) 

Current health expenditure1

(CHE) 
Households Actual Final 

Consumption 
(HAFC) 

Gross Domestic Product 
(GDP) 

in USD PPP OECD&EU 
Average 

% of  
OECD&EU 

Average 

Percentage
of  

OECD&EU 
Average 

% of  
OECD&EU 

Average 

Percentage 
of  

OECD&EU 
Average 

% of  
OECD&EU 

Average 

Percentage
of  

OECD&EU 
Average 

% of 
 OECD&EU 

Average 

Percentage
of  

OECD&EU 
Average 

% of  
OECD&EU 

Average 

(a) (b) (100*a/b) (a) (b) (100*a/b) (a) (b) (100*a/b) (a) (b) (100*a/b) (a) (b) (100*a/b) 

Long-term health care (LTHC) $56 $291.2 19% 7.2% 10.1% 71% 6.9% 9.4% 73% 0.6% 1.3% 43% 0.4% 0.9% 48% 
Total Long-term care (LTHC+LTSC) $60 $318 19%   7.3% 10.4% 71% 0.6% 1.4% 41% 0.4% 0.9% 46% 
Current health expenditure $816 $2,44 33%             8.0% 12.4% 65% 5.9% 8.3% 70% 
Source: Calculation based on OECD HD 2007 and Eurostat. 
1) Total Long-term care (LTHC+LTSC) is compared with Current health expenditure (CHE) plus Long-term Social care (LTSC) 
 
 
 
 
 
 
 
 
 
 
 
Table POL.4. Total long term care expenditure by main types of LTC and financing schemes, millions of NCU: Poland, 2005 
    HF.1     HF.2             HF 

General 
government 

HF.1.1 HF.1.2 

Private  
sector 

HF.2.1+2.2 HF.2.3     HF.2.4 HF.2.5 

Total LTC General  
government 

(excl. social 
security.) 

Social  
security 

Private 
insurance 

Private 
household 

out-of-pocket 
payments 

HF.2.3.1 HF.2.3.2 to 2.9 

Non-profit 
institutions Corporations 

    

Out-of-pocket, 
excluding cost-

sharing 
Cost-sharing 

HC.3 Long-term nursing and personal care  3629 1530 2099 349   30     319   3978 
HC.3.1, 3.2 LTC: inpatient care and day cases 474 14 460 243 30 213 717 
HC.3.3  LTC: home care 3155 1516 1639          106.19          106   3261 
HC.R.6.1 Social services of LTC (other than HC.3) 256 256               256 
 Total 3885 1786 2099 349 30 319 4234 
Source: OECD-WHO-Eurostat System of Health Accounts Joint Questionnaire 2007. 
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Table POL.5. Total long term care expenditure by main types of LTC and financing schemes, Total LTC=100: Poland, 2005 
    HF.1     HF.2         HF 

General 
government 

HF.1.1 HF.1.2 

Private  
sector 

HF.2.1+2.2 HF.2.3 HF.2.4 HF.2.5 

Total LTC General  
government 

(excl. social 
security.) 

Social  
security 

Private 
insurance 

Private 
household 

out-of-pocket 
payments 

Non-profit 
institutions Corporations 

    
HC.3 Long-term nursing and personal care  85.71 36.14 49.58               8.24                0.70             7.53   93.95 
HC.3.1, 3.2 LTC: inpatient care and day cases 11.20              0.34 10.86              5.73            0.70            5.02 16.93 
HC.3.3  LTC: home care              74.52            35.80 38.71              2.51              2.51            77.02  
HC.R.6.1 Social services of LTC (other than HC.3)                 6.05                6.05                          6.05  
 Total 91.76 42.19 49.58               8.24             0.70             7.53 100.00 
Source: OECD-WHO-Eurostat System of Health Accounts Joint Questionnaire 2007. 
 
 
 
 
 
 
Table POL.6. LTC as percentage of total current health expenditure, Total current expenditure on health =100 : Poland, 2005 
    HF.1     HF.2         HF 

General 
government 

HF.1.1 HF.1.2 

Private  
sector 

HF.2.1+2.2 HF.2.3 HF.2.4 HF.2.5 

Total LTC General  
government 

(excl. social 
security.) 

Social  
security 

Private 
insurance 

Private 
household 

out-of-pocket 
payments 

Non-profit 
institutions Corporations 

    
HC.3 Long-term nursing and personal care                  6.31               2.66                3.65                0.61                0.05             0.55               6.92  
HC.3.1, 3.2 LTC: inpatient care and day cases                0.82              0.02               0.80              0.42            0.05            0.37            1.25  
HC.3.3  LTC: home care                5.49              2.64               2.85              0.18              0.18              5.67  
 Total                 6.31               2.66                3.65               0.61             0.05             0.55             6.92  
Source: OECD-WHO-Eurostat System of Health Accounts Joint Questionnaire 2007. 
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Table POL.7. LTC as percentage of total current expenditure on health and long-term care, Total current expenditure on health plus LTSC =100 : Poland, 2005 
    HF.1     HF.2         HF 

General 
government 

HF.1.1 HF.1.2 

Private  
sector 

HF.2.1+2.2 HF.2.3 HF.2.4 HF.2.5 

Total LTC General  
government 

(excl. social 
security.) 

Social  
security 

Private 
insurance 

Private 
household 

out-of-pocket 
payments 

Non-profit 
institutions Corporations 

    
HC.3 Long-term nursing and personal care                  6.28               2.65                3.63                0.60                0.05             0.55               6.89  
HC.3.1, 3.2 LTC: inpatient care and day cases                0.82              0.02               0.80              0.42            0.05            0.37            1.24  
HC.3.3  LTC: home care                5.46              2.62               2.84              0.18              0.18              5.64  
HC.R.6.1 Social services of LTC (other than HC.3)                 0.44               0.44                          0.44  
 Total                 6.73               3.09                3.63               0.60             0.05             0.55             7.33  
Source: OECD-WHO-Eurostat System of Health Accounts Joint Questionnaire 2007. 
 
 
 
 
 
 
 
 
 
Table POL.8. Total long term care expenditure by main types of LTC and providers, millions of NCU : Poland, 2005 
    HP.1 HP.2     HP.3 (excl. 

HP.3.6) 
HP.3.6 HP.7.2 HP.7.9   HP 

    HP.2.1 HP.2.2-2.9           

    

Hospitals Nursing and 
residential care 

facilities 

Nursing care 
facilities 

Residential care 
facilities 

Providers of 
ambulatory 
care (excl. 

HP.3.6) 

Providers of 
home health 

care 

Households as 
providers of 
home care 

All other 
industries as 

secondary 
producers  

Other types of 
facility n.e.c. 

Total 

HC.3 Long-term nursing and personal care    707 707   161           75.58      3,034.88      3978 
HC.3.1, 3.2 LTC: inpatient care and day cases 643 643          73.29 717 
HC.3.3  LTC: home care             63.33            63.33   88          75.58 3035    3261 
HC.R.6.1 Social services of LTC (other than HC.3)                   256 
 Total 707 707 161           75.58      3,034.88  4234 
Source: OECD-WHO-Eurostat System of Health Accounts Joint Questionnaire 2007. 
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Table POL.9. Total long term care expenditure by main types of LTC and providers, Total LTC=100 : Poland, 2005 
    HP.1 HP.2     HP.3 (excl. 

HP.3.6) 
HP.3.6 HP.7.2 HP.7.9   HP 

    HP.2.1 HP.2.2-2.9           

    

Hospitals Nursing and 
residential care 

facilities 

Nursing care 
facilities 

Residential care 
facilities 

Providers of 
ambulatory 
care (excl. 

HP.3.6) 

Providers of 
home health 

care 

Households as 
providers of 
home care 

All other 
industries as 

secondary 
producers  

Other types of 
facility n.e.c. 

Total 

HC.3 Long-term nursing and personal care    16.69 16.69   3.80 1.78 71.68     93.95 
HC.3.1, 3.2 LTC: inpatient care and day cases 15.19 15.19 1.73 16.93 
HC.3.3  LTC: home care  1.50 1.50  2.07 1.78 71.68    77.02 
HC.R.6.1 Social services of LTC (other than HC.3)                   6.05 
 Total 16.69 16.69 3.80 1.78 71.68 100.00 
Source: OECD-WHO-Eurostat System of Health Accounts Joint Questionnaire 2007. 
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PORTUGAL46 

I. DESCRIPTION OF LONG-TERM 
CARE 

 The Portuguese health system is based on the 
principle of universal coverage and was 
conceived with equity as a main policy objective. 
The Portuguese health care system was put in 
place in the late 1970s as a publicly-integrated 
model. The insurance and provision functions are 
merged and health care is organised and operated 
by the National Health Service, which functions 
like any other government department. 
 The National Health System is tax financed 
and has universal coverage. Since the mid-1990s, 
reforms have been introduced gradually and the 
National Health System has been moving 
towards a public-contract model, with the private 
sector being given an increasing role. There are 
no official data concerning the share of out-of-
pocket spending in total health expenditure. 
Estimates range between 25 and 35 per cent, 
substantially higher than the OECD average. 
Drugs and therapeutic products account for more 
than half of out-of-pocket payments. 
 The Long-Term Care Network strategy has 
been developed based on collaboration between 
the health and the social security sectors, 
functioning under the supervision of the 
Ministers of Health and of Labour and Social 
Security. Its mission is to bring forward 
proposals that aim for the rapid attainment of 
health gains for the aged and for dependent 
people, and that ensure integrated long-term care, 
through the creation of community services and 
through the articulation between health centres, 
hospitals, continuous care units, palliative care 
units and social support services and institutions. 
 Ageing of the Portuguese population will 
require progress in areas where Portugal does not 
perform well compared with more advanced 

 
46 Country note prepared by the Secretariat with 
additional information and verification by the 
national correspondent. 

countries, such as cancer treatments and long-
term care.  
 Long-term institutional care is insufficiently 
developed in Portugal and has long been 
neglected. This concerns mainly the elderly but 
also people with disabilities. Because of the lack 
of appropriate public infrastructure, the elderly 
tend to use hospitals to seek assistance, blocking 
beds that would be otherwise used for acute care.  
 The goal of reform is to create a strong 
network, including units for long-term 
hospitalisation, home care and day care, which 
are well integrated with primary and hospital 
networks. This network will be mainly built via 
contracting with private entities, in particular the 
non-profit hospitals which are associated with 
religious charities.  
 The insufficient development of long-term 
care services is related to the role traditionally 
played by families, in Portugal as in other 
southern European countries, in providing long-
term care. Family patterns have changed but the 
availability of long-term care services has lagged 
behind the changes.   
 LTC expenditure (HC.3) was 1.3% of current 
health expenditure and 0.1% of GDP compared 
with the OECD-EU averages of 9.5% and 0.9%. 
In 2005, 52.77% of long-term health care was 
publicly funded and 46.09% was funded by out-
of-pocket payments. Please refer to Tables 
PRT.3 to PRT.8 for more details. 
 

II. METADATA 

Definitions of long-term care 

 The Portuguese Health Satellite Accounts are 
based on the principles and concepts of SHA. 
Therefore the definitions of LTC should 
theoretically follow the Guidelines. At present 
there is a lack of information available to make a 
clear distinction between health and social 
components of LTC, and thus the separation and 
reporting of services according to the definitions 
is problematic. 

Availability of data on the main components of 
LTC services 

 Table 1 indicates which statistics contain data 
for expenditure on the main components of LTC 
for the Portuguese national and international 
information system.  
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 There is currently a lack of information on 
the components of LTC and difficulties in 
separating LTC from other health and social 
services. There is also no detailed breakdown of 
LTC components by financing agent or provider 
category. 

Information on defining and using distinction 
between ADL and IADL 
 No information is provided on distinguishing 
between ADL and IADL.. 

Table PRT.1 National and international data reporting on the main components of LTC services 

Main components of LTC services 

Current official 
statistics for 
national purposes 

Data reported to the 
Joint Health 
Accounts data 
collection* 
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Palliative care 
(end-of-life care)  

*    

Long-term nursing care 
(intensive, high level care and assistance with ADL restrictions, including 
accommodation in high-level care nursing homes) 

*    

Personal care services 
(help with ADL restrictions) 

X X   

Home help; care assistance 
(help with IADL restrictions) 

**   

Services in support of informal (family) care 
(such as care allowances, social protection of informal carers, counselling) 

X    

Residential care services, other than nursing homes 
(supported living arrangements: long-term care together with residential care 
services) 

**   

Other social services provided in a long-term care context 
(special types of transportation; Case management / coordination) 

**   

* Current official statistics for national purposes for health statistics correspond to the data reported to the JHAQ. However no 
estimates of HC.R.6.1 are submitted internationally. 
* Some difficulties in separating from other health services 
** No information  

III. DATA SOURCES on expenditure 
General description 
Name / institution of the main data sources: National Statistical Institute 

Table PRT.2 Detailed information 
Data Sources and availability  

  HF.1 General government 
HC3 Long-term nursing care  
 Inpatient long-term nursing care ADSE report and financial statement 

Survey of IPSSs; Reports and financial statements 
 Long-term nursing care: home care Reports and financial statements of Social Security 

SBS; IGIF; INE (reports and financial statements); PT-ACS report and 
financial statement; SAMS report and financial statement; Survey of IPSSs 

HC.R.6.1 Social services of long-term care 
(LTC other than HC3) 

Reports and financial statements of Social Security, IGFSS 

  HF.2 Private sector 
HC3 Long-term nursing care SAMS report and financial statement 

Survey of IPSSs; SAMS report and financial statement; INE 
 Inpatient long-term nursing care  
 Long-term nursing care: home care  
HC.R.6.1 Social services of long-term care 

(LTC other than HC3) 
Reports and financial statements of Social Security, IGFSS 
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Table PRT.3. Key indicators of LTHC and total LTC: Portugal, 2005 

Indicators 

Per capita 
Expenditure 

Personal health care 
expenditure 
(HC.1-HC.5) 

Current health expenditure1

(CHE) 
Households Actual Final 

Consumption 
(HAFC) 

Gross Domestic Product 
(GDP) 

in USD PPP OECD&EU 
Average 

% of  
OECD&EU 

Average 

Percentage
of  

OECD&EU 
Average 

% of  
OECD&EU 

Average 

Percentage 
of  

OECD&EU 
Average 

% of  
OECD&EU 

Average 

Percentage
of  

OECD&EU 
Average 

% of 
 OECD&EU 

Average 

Percentage
of  

OECD&EU 
Average 

% of  
OECD&EU 

Average 

(a) (b) (100*a/b) (a) (b) (100*a/b) (a) (b) (100*a/b) (a) (b) (100*a/b) (a) (b) (100*a/b) 

Long-term health care (LTHC) $26 $291.2 9% 1.4% 10.1% 14% 1.3% 9.4% 14% 0.2% 1.3% 13% 0.1% 0.9% 15% 
Total Long-term care (LTHC+LTSC) - - -   - - - - - - - - - 
Current health expenditure $1,942 $2,439 80%             12.5% 12.4% 101% 9.7% 8.3% 116% 
Source: Calculation based on OECD HD 2007 and Eurostat. 
1) Total Long-term care (LTHC+LTSC) is compared with Current health expenditure (CHE) plus Long-term Social care (LTSC) 
 
 
 
 
 
 
 
Table PRT.4. Total long term care expenditure by main types of LTC and financing schemes, millions of NCU: Portugal, 2005 
    HF.1     HF.2             HF 

General 
government 

HF.1.1 HF.1.2 

Private  
sector 

HF.2.1+2.2 HF.2.3     HF.2.4 HF.2.5 

Total LTC General  
government 

(excl. social 
security.) 

Social  
security 

Private 
insurance 

Private 
household 

out-of-pocket 
payments 

HF.2.3.1 HF.2.3.2 to 2.9 

Non-profit 
institutions Corporations 

    

Out-of-pocket, 
excluding cost-

sharing 
Cost-sharing 

HC.3 Long-term nursing and personal care  101               4.76 97 91            2.18  89         192 
HC.3.1, 3.2 LTC: inpatient care and day cases 126 
HC.3.3  LTC: home care                  66 
HC.R.6.1 Social services of LTC (other than HC.3)                    
 Total 101               4.76 97 91            2.18  89 192 
Source: OECD-WHO-Eurostat System of Health Accounts Joint Questionnaire 2007. 
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Table PRT.5. Total long term care expenditure by main types of LTC and financing schemes, Total LTC=100: Portugal, 2005 
    HF.1     HF.2         HF 

General 
government 

HF.1.1 HF.1.2 

Private  
sector 

HF.2.1+2.2 HF.2.3 HF.2.4 HF.2.5 

Total LTC General  
government  

(excl. social 
security.) 

Social  
security 

Private 
insurance 

Private 
household 

out-of-pocket 
payments 

Non-profit 
institutions Corporations 

    
HC.3 Long-term nursing and personal care  52.77               2.47  50.30 47.23            1.14  46.09     100.00 
HC.3.1, 3.2 LTC: inpatient care and day cases 65.64 
HC.3.3  LTC: home care                    34.36  
HC.R.6.1 Social services of LTC (other than HC.3)                   
 Total 52.77               2.47  50.30 47.23            1.14  46.09 100.00 
Source: OECD-WHO-Eurostat System of Health Accounts Joint Questionnaire 2007. 
 
 
 
 
 
 
 
 
Table PRT.6. LTC as percentage of total current health expenditure, Total current expenditure on health =100 : Portugal, 2005 
    HF.1     HF.2         HF 

General 
government 

HF.1.1 HF.1.2 

Private  
sector 

HF.2.1+2.2 HF.2.3 HF.2.4 HF.2.5 

Total LTC General  
government  

(excl. social 
security.) 

Social  
security 

Private 
insurance 

Private 
household 

out-of-pocket 
payments 

Non-profit 
institutions Corporations 

    
HC.3 Long-term nursing and personal care                  0.70                0.03                0.67                0.63             0.02              0.61                 1.33  
HC.3.1, 3.2 LTC: inpatient care and day cases            0.87  
HC.3.3  LTC: home care                      0.46  
 Total                 0.70               0.03                0.67               0.63            0.02              0.61             1.33  
Source: OECD-WHO-Eurostat System of Health Accounts Joint Questionnaire 2007. 
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Table PRT.7. Total long term care expenditure by main types of LTC and providers, millions of NCU : Portugal, 2005 
    HP.1 HP.2     HP.3 (excl. 

HP.3.6) 
HP.3.6 HP.7.2 HP.7.9   HP 

    HP.2.1 HP.2.2-2.9           

    

Hospitals Nursing and 
residential care 

facilities 

Nursing care 
facilities 

Residential care 
facilities 

Providers of 
ambulatory 
care (excl. 

HP.3.6) 

Providers of 
home health 

care 

Households as 
providers of 
home care 

All other 
industries as 

secondary 
producers  

Other types of 
facility n.e.c. 

Total 

HC.3 Long-term nursing and personal care    155                   36.91      192 
HC.3.1, 3.2 LTC: inpatient care and day cases 126 126 
HC.3.3  LTC: home care             29.17      37    66 
HC.R.6.1 Social services of LTC (other than HC.3)                     
 Total 155           36.91  192 
Source: OECD-WHO-Eurostat System of Health Accounts Joint Questionnaire 2007. 
 
 
 
 
 
 
 
Table PRT.8. Total long term care expenditure by main types of LTC and providers, Total LTC=100 : Portugal, 2005 
    HP.1 HP.2     HP.3 (excl. 

HP.3.6) 
HP.3.6 HP.7.2 HP.7.9   HP 

    HP.2.1 HP.2.2-2.9           

    

Hospitals Nursing and 
residential care 

facilities 

Nursing care 
facilities 

Residential care 
facilities 

Providers of 
ambulatory 
care (excl. 

HP.3.6) 

Providers of 
home health 

care 

Households as 
providers of 
home care 

All other 
industries as 

secondary 
producers  

Other types of 
facility n.e.c. 

Total 

HC.3 Long-term nursing and personal care    80.80         19.20     100.00 
HC.3.1, 3.2 LTC: inpatient care and day cases 65.64 65.64 
HC.3.3  LTC: home care  15.17      19.20    34.36 
HC.R.6.1 Social services of LTC (other than HC.3)                     
 Total 80.80 19.20 100.00 
Source: OECD-WHO-Eurostat System of Health Accounts Joint Questionnaire 2007. 
 

i



Final Report December 2007 

213 
 

                                                

 

ROMANIA47 

I. DESCRIPTION OF LONG-TERM 
CARE 

 The Romanian government’s view is that 
health care should be a collective social good, 
accessible to all citizens, regardless of their 
capacity to pay. The Ministry of Health and 
Family is the central public authority in 
promoting and protecting the health of the 
population. It organises, co-ordinates, and 
implements the national public health 
programmes provided for public health, family 
support and disadvantaged population groups.  
 The health system in Romania is financed 
from the following sources: the social health 
insurance fund, the state budget, external credits, 
local budgets, contributions, donations, 
sponsorships. There are also co-payments from 
insured persons for drugs, health materials, 
prosthesis, spa treatment and for the payment of 
private medical services. The funds for social 
assistance activities are provided mainly from the 
state budget.  
 Officially, for most medical services no extra 
fees are collected at their place of delivery. 
However, "under the table" payments are known 
to exist at every level of medical care. These 
payments are not prohibitive, in the sense that 
they do not prevent access to medical services.  
 The Ministry of Labour and Social Solidarity 
is the main governmental institution in ensuring 
and co-ordinating policies and strategies in the 
field of labour, social protection and social 
solidarity. In the field of social assistance and 
family policies, the Ministry regulates and 
manages the protection and assistance measures 
for all social categories who are in need, 
including older people. Social work services 
have developed with difficulty and are mostly 
dedicated to help groups such as abandoned 
children, and disabled and older people. 

 
47 Country note prepared by the Secretariat. 

 Institutionalised social assistance for elderly 
and persons with chronic diseases is provided in 
the old age institutions. Persons accepted are 
entitled to full services including 
accommodation, meals, health care 
rehabilitation, and social and psychological 
assistance. Older people with their own incomes 
pay a monthly contribution based on the average 
monthly maintenance costs. 
 In 2000, a new law for the social protection 
of older persons was passed, stipulating their 
rights to receive medical care in their homes and 
consultation with a social worker to assess their 
individual need. Services offered to beneficiaries 
in order to prevent institutionalisation include 
housekeeping services, services for the 
beneficiary’s hygiene, companion services, 
services which offer food at home and 
counselling services. The socio-medical services 
are provided for free or for a monthly 
contribution established according to the monthly 
net income. 
 Families have an important role in supporting 
older persons, because of the very low level of 
the pensions that do not cover minimum daily 
living expenses. In most cases, children provide 
for their older parents’ food, medicines and 
accommodation expenses. For those pensioners 
who do not have a family, survival can be 
difficult. There are no informal carer payments. 
 LTC expenditure (HC.3) was 0.3% of current 
health expenditure and a negligible proportion of 
GDP compared with the OECD-EU averages of 
9.5% and 0.9%. In 2005, 84.36% of long-term 
health care was publicly funded. Please refer to 
Tables ROU.3 to ROU.9 for more details. 

II. METADATA 

Definitions of long-term care 

No information on definitions of Long-term care 
in the Romanian statistical system was provided. 

Availability of data on the main components of 
LTC services 

 Table 1 indicates which statistics contain data 
for expenditure on the main components of LTC 
for the Romanian national and international 
information system.  
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 There are current problems with establishing 
the borderlines in order to separate social to 
health care. 
 Private expenditure on LTC is not yet 
registered. There are LTC services provided in a 
small number of LTC private units (aged people 
houses). 

 Current data on long-term care appears 
restricted to in-patient LTC in public care 
facilities for the elderly and some other 
residential facilities. 

Information on defining and using distinction 
between ADL and IADL 

 No information provided.
  
Table ROU.1 National and international data reporting on the main components of LTC services 

Main components of LTC services 
Current official 
statistics for 
national purposes* 

Data reported to the 
Joint Health 
Accounts data 
collection 
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Palliative care 
(end-of-life care)  

    

Long-term nursing care 
(intensive, high level care and assistance with ADL restrictions, including 
accommodation in high-level care nursing homes) 

  X  

Personal care services 
(help with ADL restrictions) 

    

Home help; care assistance 
(help with IADL restrictions) 

    

Services in support of informal (family) care 
(such as care allowances, social protection of informal carers, counselling) 

    

Residential care services, other than nursing homes 
(supported living arrangements: long-term care together with residential care 
services) 

    

Other social services provided in a long-term care context 
(special types of transportation; Case management / coordination) 

    

* No information is currently available on national statistics relating to long-term health and social expenditures. 

III. DATA SOURCES on expenditure 
General description 
Name / institution of the main data sources: National Statistical Institute 

Table ROU.2 Detailed information 

Data Sources and availability  
  HF.1 General government 
HC3 Long-term nursing care  
 Inpatient long-term nursing care  
 Long-term nursing care: home care National House of Social Health Insurance 
HC.R.6.1 Social services of long-term care 

(LTC other than HC3) 
 

  HF.2 Private sector 
HC3 Long-term nursing care  
 Inpatient long-term nursing care  
 Long-term nursing care: home care  
HC.R.6.1 Social services of long-term care 

(LTC other than HC3) 
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Table ROU.3. Key indicators of LTHC and total LTC: Romania, 2005 

Indicators 

Per capita 
Expenditure 

Personal health care 
expenditure 
(HC.1-HC.5) 

Current health expenditure1

(CHE) 
Households Actual Final 

Consumption 
(HAFC) 

Gross Domestic Product 
(GDP) 

in USD PPP OECD&EU 
Average 

% of  
OECD&EU 

Average 

Percentage
of  

OECD&EU 
Average 

% of  
OECD&EU 

Average 

Percentage 
of  

OECD&EU 
Average 

% of  
OECD&EU 

Average 

Percentage
of  

OECD&EU 
Average 

% of 
 OECD&EU 

Average 

Percentage
of  

OECD&EU 
Average 

% of  
OECD&EU 

Average 

(a) (b) (100*a/b) (a) (b) (100*a/b) (a) (b) (100*a/b) (a) (b) (100*a/b) (a) (b) (100*a/b) 

Long-term health care (LTHC) $2 $291.2 1% 0.4% 10.1% 4% 0.3% 9.4% 4% 0.0% 1.3% 2% 0.0% 0.9% 2% 
Total Long-term care (LTHC+LTSC) - - -   - - - - - - - - - 
Current health expenditure $494 $2,439 20%             6.6% 12.4% 53% 5.2% 8.3% 62% 
Source: Calculation based on OECD HD 2007 and Eurostat. 
1) Total Long-term care (LTHC+LTSC) is compared with Current health expenditure (CHE) plus Long-term Social care (LTSC) 
 
 
 
 
 
 
 
 
 
Table ROU.4. Total long term care expenditure by main types of LTC and financing schemes, millions of NCU: Romania, 2005 
    HF.1     HF.2             HF 

General 
government 

HF.1.1 HF.1.2 

Private  
sector 

HF.2.1+2.2 HF.2.3     HF.2.4 HF.2.5 

Total LTC General  
government 

(excl. social 
security.) 

Social  
security 

Private 
insurance 

Private 
household 

out-of-pocket 
payments 

HF.2.3.1 HF.2.3.2 to 2.9 

Non-profit 
institutions Corporations 

    

Out-of-pocket, 
excluding cost-

sharing 
Cost-sharing 

HC.3 Long-term nursing and personal care  43 40               2.60               7.90                   -  0 0 0             3.90              4.00  51 
HC.3.1, 3.2 LTC: inpatient care and day cases 40 40 0 0 0 0 0 0 0 0 40 
HC.3.3  LTC: home care                2.60 0              2.60              7.90                  -  0 0 0            3.90             4.00  11 
HC.R.6.1 Social services of LTC (other than HC.3) 0 0 0 0 0 0 0 0 0 0 0 
 Total 43 40               2.60               7.90                   -  0 0 0             3.90              4.00  51 
Source: OECD-WHO-Eurostat System of Health Accounts Joint Questionnaire 2007. 
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Table ROU.5. Total long term care expenditure by main types of LTC and financing schemes, Total LTC=100: Romania, 2005 
    HF.1     HF.2         HF 

General 
government 

HF.1.1 HF.1.2 

Private  
sector 

HF.2.1+2.2 HF.2.3 HF.2.4 HF.2.5 

Total LTC General  
government 

(excl. social 
security.) 

Social  
security 

Private 
insurance 

Private 
household 

out-of-pocket 
payments 

Non-profit 
institutions Corporations 

    
HC.3 Long-term nursing and personal care  84.36 79.21               5.15  15.64                  -  0.00             7.72             7.92  100.00 
HC.3.1, 3.2 LTC: inpatient care and day cases 79.21 79.21 0.00 0.00 0.00 0.00 0.00                  -  79.21 
HC.3.3  LTC: home care                5.15                    -              5.15            15.64                 - 0.00            7.72            7.92           20.79  
HC.R.6.1 Social services of LTC (other than HC.3) 0.00 0.00 0.00 0.00 0.00 0.00 0.00 0.00 0.00 
 Total 84.36 79.21               5.15 15.64                  -  0.00             7.72             7.92  100.00 
Source: OECD-WHO-Eurostat System of Health Accounts Joint Questionnaire 2007. 
 
 
 
 
 
 
 
Table ROU.6. LTC as percentage of total current health expenditure, Total current expenditure on health =100 : Romania, 2005 
    HF.1     HF.2         HF 

General 
government 

HF.1.1 HF.1.2 

Private  
sector 

HF.2.1+2.2 HF.2.3 HF.2.4 HF.2.5 

Total LTC General  
government 

(excl. social 
security.) 

Social  
security 

Private 
insurance 

Private 
household 

out-of-pocket 
payments 

Non-profit 
institutions Corporations 

    
HC.3 Long-term nursing and personal care                  0.29               0.27                0.02                0.05                   -                   -              0.03             0.03              0.34  
HC.3.1, 3.2 LTC: inpatient care and day cases                0.27              0.27  0.00                    - 0.00                  - 0.00                  -             0.27  
HC.3.3  LTC: home care                0.02                    -               0.02              0.05                 - 0.00            0.03            0.03             0.07  
 Total                 0.29               0.27                0.02               0.05                  -                   -              0.03             0.03              0.34  
Source: OECD-WHO-Eurostat System of Health Accounts Joint Questionnaire 2007. 
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Table ROU.7. LTC as percentage of total current expenditure on health and long-term care, Total current expenditure on health plus LTSC =100 : Romania, 2005 
    HF.1     HF.2         HF 

General 
government 

HF.1.1 HF.1.2 

Private  
sector 

HF.2.1+2.2 HF.2.3 HF.2.4 HF.2.5 

Total LTC General  
government 

(excl. social 
security.) 

Social  
security 

Private 
insurance 

Private 
household 

out-of-pocket 
payments 

Non-profit 
institutions Corporations 

    
HC.3 Long-term nursing and personal care                  0.29               0.27                0.02                0.05                   -                   -              0.03             0.03              0.34  
HC.3.1, 3.2 LTC: inpatient care and day cases                0.27              0.27  0.00                    - 0.00                  - 0.00                  -             0.27  
HC.3.3  LTC: home care                0.02                    -               0.02              0.05                 - 0.00            0.03            0.03             0.07  
HC.R.6.1 Social services of LTC (other than HC.3) 0.00 0.00 0.00 0.00 0.00 0.00 0.00 0.00 0.00 
 Total                 0.29               0.27                0.02               0.05                  -                   -              0.03             0.03              0.34  
Source: OECD-WHO-Eurostat System of Health Accounts Joint Questionnaire 2007. 
 
 
 
 
 
 
 
Table ROU.8. Total long term care expenditure by main types of LTC and providers, millions of NCU : Romania, 2005 
    HP.1 HP.2     HP.3 (excl. 

HP.3.6) 
HP.3.6 HP.7.2 HP.7.9   HP 

    HP.2.1 HP.2.2-2.9           

    

Hospitals Nursing and 
residential care 

facilities 

Nursing care 
facilities 

Residential care 
facilities 

Providers of 
ambulatory 
care (excl. 

HP.3.6) 

Providers of 
home health 

care 

Households as 
providers of 
home care 

All other 
industries as 

secondary 
producers  

Other types of 
facility n.e.c. 

Total 

HC.3 Long-term nursing and personal care                       -  50                     -              49.50                   -              1.00                  -                   -    51 
HC.3.1, 3.2 LTC: inpatient care and day cases                      - 40                    -             40.00                 -                  -                  -                  - 40 
HC.3.3  LTC: home care                      -              9.50                    -               9.50                 -            1.00                  -                  -   11 
HC.R.6.1 Social services of LTC (other than HC.3)                      -                      -                      -                      -                   -                   -                   -                   -                      -  
 Total                      - 50                     -              49.50                  -              1.00                  -                   -  51 
Source: OECD-WHO-Eurostat System of Health Accounts Joint Questionnaire 2007. 
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Table ROU.9. Total long term care expenditure by main types of LTC and providers, Total LTC=100 : Romania, 2005 
    HP.1 HP.2     HP.3 (excl. 

HP.3.6) 
HP.3.6 HP.7.2 HP.7.9   HP 

      HP.2.1 HP.2.2-2.9         

    

Hospitals Nursing and 
residential care 

facilities 

Nursing care 
facilities 

Residential care 
facilities 

Providers of 
ambulatory 
care (excl. 

HP.3.6) 

Providers of 
home health 

care 

Households as 
providers of 
home care 

All other 
industries as 

secondary 
producers  

Other types of 
facility n.e.c. 

Total 

HC.3 Long-term nursing and personal care  0.00 98.02 0.00 98.02 0.00 1.98 0.00 0.00   100.00 
HC.3.1, 3.2 LTC: inpatient care and day cases 0.00 79.21 0.00 79.21 0.00 0.00 0.00 0.00 79.21 
HC.3.3  LTC: home care 0.00 18.81 0.00 18.81 0.00 1.98 0.00 0.00   20.79 
HC.R.6.1 Social services of LTC (other than HC.3)                     
 Total 0.00 98.02 0.00 98.02 0.00 1.98 0.00 0.00 100.00 
Source: OECD-WHO-Eurostat System of Health Accounts Joint Questionnaire 2007. 
 

a
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SLOVAK REPUBLIC48 

I. DESCRIPTION OF LONG-TERM 
CARE 

 As in many other OECD countries, the 
population of the Slovak Republic is ageing and 
shrinking. The Slovak Republic has been rated as 
a medium risk country in terms of the 
sustainability of public finances in the long term. 
This rating is based on recognition that the future 
costs of ageing will be significant and that some 
structural reform of public finances is required. 
 Health care in Slovakia is funded by a mix of 
public and private sources. Public expenditure on 
health includes spending from the national 
budget and premium contributions to the 
statutory health insurance. Private expenditure on 
health is both formal and informal. Formal or 
authorised payments are co-payments for 
services provided by private physicians, facilities 
and drugs etc. These constitute about 7% of total 
expenditure. Informal or unauthorised payments 
for health services are made to providers. The 
size of the informal payments is unknown but it 
is estimated that over 60% of all users of health 
services make informal payments.  
 The primary problem in health care financing 
is the imbalance between revenues and 
expenditures. In effect, revenues are fixed while 
expenditures are open-ended. 
 Health issues are determined mostly at a 
central level in the Ministry of Health of the 
Slovak Republic. A person qualifies for health 
insurance coverage by birth, or permanent 
residence. Health care benefits are very 
comprehensive and the scope of services covered 
is very generous. The health sector is detached 
from the social sector. 
 The social sector is under the jurisdiction of 
the Ministry of Labour, Social Affairs and 
Family. The social security system has three 
pillars of social insurance, social support, and 

 
48 Country note prepared by the Secretariat. 

social assistance. One of the influences on the 
social services organisation was a change in the 
state-citizen relationship, which focuses more 
than previously on increased personal 
responsibility. 
 Social services for older persons are managed 
by local municipalities or regional units. 
Increasingly services are provided by alternative 
providers. The majority of alternative providers 
focus primarily on provision of basic care, 
consultations and catering for elderly. Few 
provide residential homes with full social 
services. The number of places in residential 
homes for elderly still does not satisfy the 
demand for placement in facilities.  
 The policy on services for older persons is to 
focus less on institutionalised care to a more 
service oriented facilities of smaller and 
family/community care. Community care centres 
include long-term inpatient care, day care centres 
and social services for the chronically ill, the 
elderly and other groups with special needs such 
as the mentally ill. Non-governmental and 
private institutions supplement the network of 
these facilities. 
 Family structures play an important role in 
the social framework in the Slovak Republic. 
Solidarity and assistance from the family, 
including informal transfers, help to overcome 
problems related to financial matters, housing 
and care. More than half of all Slovak 
households receive assistance from family and 
relatives. Such family support is of particular 
importance for households with economically 
inactive members.  
 LTC expenditure (HC.3) was 0.5% of current 
health expenditure and a negligible proportion of 
GDP compared with the OECD-EU averages of 
9.5% and 0.9%. In 2005, 100% of long-term 
health care was publicly funded. Please refer to 
Tables SVK.3 to SVK.8 for more details.  
 

II. METADATA 

Definitions of long-term care 

 No information on the definition of LTC 
under the Slovak statistical system has been 
provided to date. 
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Availability of data on the main components of 
LTC services 

 Table 1 indicates which statistics contain data 
for expenditure on the main components of LTC 
for the Slovak national and international 
information system.  

 International reporting is currently restricted 
to public spending on home care.  

Information on defining and using distinction 
between ADL and IADL 

 No information provided. 

Table SVK.1 National and international data reporting on the main components of LTC services 

Main components of LTC services 

Current official 
statistics for 
national purposes* 

Data reported to the 
Joint Health 
Accounts data 
collection* 
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Palliative care 
(end-of-life care)  

X  **  

Long-term nursing care 
(intensive, high level care and assistance with ADL restrictions, including 
accommodation in high-level care nursing homes) 

X X X***  

Personal care services 
(help with ADL restrictions) 

 X   

Home help; care assistance 
(help with IADL restrictions) 

 X   

Services in support of informal (family) care 
(such as care allowances, social protection of informal carers, counselling) 

X  X  

Residential care services, other than nursing homes 
(supported living arrangements: long-term care together with residential care 
services) 

    

Other social services provided in a long-term care context 
(special types of transportation; Case management / coordination) 

    

* Estimates of expenditure on social services of LTC are not currently reported to the JHAQ. 
** Palliative care is included under Curative-rehailitative care (HC.1/2). 
*** LTC provided in hospitals is included under HC.1/2 while LTC provided in nursing homes/other residential facilities are excluded 
from health expenditure. Therefore, HC.3 consists only of long-term nursing home-care. 
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III. DATA SOURCES on expenditure 

General description 

Name / institution of the main data sources: 

Statistical Office of the Slovak Republic 

Table SVK.2 Detailed information 

Data Sources and availability 
 

  HF.1 General government 
HC3 Long-term nursing care State Final Account - COFOG 07.3.4 

State Final Account - COFOG 07.2.4.1 
State Final Account – item no. 642038 - state social benefits and sickness 
insurance benefits refunded by government (increase of pension in case of 
disability); 
annual questionnaire on HIC (Health Insurance Companies) ZDP1-01 - 
expenditure over scope of healing regulation 
ZDP1-01 - domestic nursing service agencies 

 Inpatient long-term nursing care  
 Long-term nursing care: home care  
HC.R.6.1 Social services of long-term care 

(LTC other than HC3) 
  

  HF.2 Private sector 
HC3 Long-term nursing care Data from National Accounts department - items from Purchasing Power 

Standard (PPxxxxxx) according to COICOP: 
PP110631- hospital services 
PP1106232-services of nurses and midwives 
Annual statistical survey NSNO1-01on NPISH – computed individual 
consumption of NPISH according to NACE – 85.14 

 Inpatient long-term nursing care  
 Long-term nursing care: home care  
HC.R.6.1 Social services of long-term care 

(LTC other than HC3) 
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Table ROU.3. Key indicators of LTHC and total LTC: Romania, 2005 

Indicators 

Per capita 
Expenditure 

Personal health care 
expenditure 
(HC.1-HC.5) 

Current health expenditure1

(CHE) 
Households Actual Final 

Consumption 
(HAFC) 

Gross Domestic Product 
(GDP) 

in USD PPP OECD&EU 
Average 

% of  
OECD&EU 

Average 

Percentage
of  

OECD&EU 
Average 

% of  
OECD&EU 

Average 

Percentage
of  

OECD&EU 
Average 

% of  
OECD&EU 

Average 

Percentage
of  

OECD&EU 
Average 

% of 
 OECD&EU 

Average 

Percentage 
of  

OECD&EU 
Average 

% of  
OECD&EU 

Average 

(a) (b) (100*a/b) (a) (b) (100*a/b) (a) (b) (100*a/b) (a) (b) (100*a/b) (a) (b) (100*a/b) 

Long-term health care (LTHC) $2 $291.2 1% 0.4% 10.1% 4% 0.3% 9.4% 4% 0.0% 1.3% 2% 0.0% 0.9% 2% 
Total Long-term care (LTHC+LTSC) - - -   - - - - - - - - - 
Current health expenditure $494 $2,439 20%             6.6% 12.4% 53% 5.2% 8.3% 62% 
Source: Calculation based on OECD HD 2007 and Eurostat. 
1) Total Long-term care (LTHC+LTSC) is compared with Current health expenditure (CHE) plus Long-term Social care (LTSC) 
 
 
 
 
 
 
 
 
 
Table ROU.4. Total long term care expenditure by main types of LTC and financing schemes, millions of NCU: Romania, 2005 
    HF.1     HF.2             HF 

General 
government 

HF.1.1 HF.1.2 

Private  
sector 

HF.2.1+2.2 HF.2.3     HF.2.4 HF.2.5 

Total LTC General  
government 

(excl. social 
security.) 

Social  
security 

Private 
insurance 

Private 
household 

out-of-pocket 
payments 

HF.2.3.1 HF.2.3.2 to 2.9 

Non-profit 
institutions Corporations 

    

Out-of-pocket, 
excluding cost-

sharing 
Cost-sharing 

HC.3 Long-term nursing and personal care  43 40               2.60               7.90                   -  0 0 0             3.90              4.00  51 
HC.3.1, 3.2 LTC: inpatient care and day cases 40 40 0 0 0 0 0 0 0 0 40 
HC.3.3  LTC: home care                2.60 0              2.60              7.90                  -  0 0 0            3.90             4.00  11 
HC.R.6.1 Social services of LTC (other than HC.3) 0 0 0 0 0 0 0 0 0 0 0 
 Total 43 40               2.60               7.90                   -  0 0 0             3.90              4.00  51 
Source: OECD-WHO-Eurostat System of Health Accounts Joint Questionnaire 2007. 
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Table ROU.5. Total long term care expenditure by main types of LTC and financing schemes, Total LTC=100: Romania, 2005 
    HF.1     HF.2         HF 

General 
government 

HF.1.1 HF.1.2 

Private  
sector 

HF.2.1+2.2 HF.2.3 HF.2.4 HF.2.5 

Total LTC General  
government  

(excl. social 
security.) 

Social  
security 

Private 
insurance 

Private 
household 

out-of-pocket 
payments 

Non-profit 
institutions Corporations 

    
HC.3 Long-term nursing and personal care  84.36 79.21               5.15  15.64                  -  0.00             7.72             7.92  100.00 
HC.3.1, 3.2 LTC: inpatient care and day cases 79.21 79.21 0.00 0.00 0.00 0.00 0.00                  -  79.21 
HC.3.3  LTC: home care                5.15                    -               5.15            15.64                 - 0.00            7.72            7.92           20.79  
HC.R.6.1 Social services of LTC (other than HC.3) 0.00 0.00 0.00 0.00 0.00 0.00 0.00 0.00 0.00 
 Total 84.36 79.21               5.15 15.64                  -  0.00             7.72             7.92  100.00 
Source: OECD-WHO-Eurostat System of Health Accounts Joint Questionnaire 2007. 
 
 
 
 
 
 
 
 
 
 
Table ROU.6. LTC as percentage of total current health expenditure, Total current expenditure on health =100 : Romania, 2005 
    HF.1     HF.2         HF 

General 
government 

HF.1.1 HF.1.2 

Private  
sector 

HF.2.1+2.2 HF.2.3 HF.2.4 HF.2.5 

Total LTC General  
government  

(excl. social 
security.) 

Social  
security 

Private 
insurance 

Private 
household 

out-of-pocket 
payments 

Non-profit 
institutions Corporations 

    
HC.3 Long-term nursing and personal care                  0.29               0.27                0.02                0.05                   -                   -              0.03             0.03              0.34  
HC.3.1, 3.2 LTC: inpatient care and day cases                0.27              0.27  0.00                    - 0.00                  - 0.00                  -             0.27  
HC.3.3  LTC: home care                0.02                    -               0.02              0.05                 - 0.00            0.03            0.03             0.07  
 Total                 0.29               0.27                0.02               0.05                  -                   -              0.03             0.03              0.34  
Source: OECD-WHO-Eurostat System of Health Accounts Joint Questionnaire 2007. 
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Table ROU.7. LTC as percentage of total current expenditure on health and long-term care, Total current expenditure on health plus LTSC =100 : Romania, 2005 
    HF.1     HF.2         HF 

General 
government 

HF.1.1 HF.1.2 

Private  
sector 

HF.2.1+2.2 HF.2.3 HF.2.4 HF.2.5 

Total LTC General  
government  

(excl. social 
security.) 

Social  
security 

Private 
insurance 

Private 
household 

out-of-pocket 
payments 

Non-profit 
institutions Corporations 

    
HC.3 Long-term nursing and personal care                  0.29               0.27                0.02                0.05                   -                   -              0.03             0.03              0.34  
HC.3.1, 3.2 LTC: inpatient care and day cases                0.27              0.27  0.00                    - 0.00                  - 0.00                  -             0.27  
HC.3.3  LTC: home care                0.02                    -               0.02              0.05                 - 0.00            0.03            0.03             0.07  
HC.R.6.1 Social services of LTC (other than HC.3) 0.00 0.00 0.00 0.00 0.00 0.00 0.00 0.00 0.00 
 Total                 0.29               0.27                0.02               0.05                  -                   -              0.03             0.03              0.34  
Source: OECD-WHO-Eurostat System of Health Accounts Joint Questionnaire 2007. 
 
 
 
 
 
 
 
Table ROU.8. Total long term care expenditure by main types of LTC and providers, millions of NCU : Romania, 2005 
    HP.1 HP.2     HP.3 (excl. 

HP.3.6) 
HP.3.6 HP.7.2 HP.7.9   HP 

    HP.2.1 HP.2.2-2.9           

    

Hospitals Nursing and 
residential care 

facilities 

Nursing care 
facilities 

Residential care 
facilities 

Providers of 
ambulatory 
care (excl. 

HP.3.6) 

Providers of 
home health 

care 

Households as 
providers of 
home care 

All other 
industries as 

secondary 
producers  

Other types of 
facility n.e.c. 

Total 

HC.3 Long-term nursing and personal care                       -  50                     -              49.50                   -              1.00                  -                   -    51 
HC.3.1, 3.2 LTC: inpatient care and day cases                      - 40                    -             40.00                 -                  -                  -                  - 40 
HC.3.3  LTC: home care                      -              9.50                    -               9.50                 -            1.00                  -                  -   11 
HC.R.6.1 Social services of LTC (other than HC.3)                      -                      -                      -                      -                   -                   -                   -                   -                      -  
 Total                      - 50                     -              49.50                  -              1.00                  -                   -  51 
Source: OECD-WHO-Eurostat System of Health Accounts Joint Questionnaire 2007. 
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Table ROU.9. Total long term care expenditure by main types of LTC and providers, Total LTC=100 : Romania, 2005 
    HP.1 HP.2     HP.3 (excl. 

HP.3.6) 
HP.3.6 HP.7.2 HP.7.9   HP 

    HP.2.1 HP.2.2-2.9           

    

Hospitals Nursing and 
residential care 

facilities 

Nursing care 
facilities 

Residential care 
facilities 

Providers of 
ambulatory 
care (excl. 

HP.3.6) 

Providers of 
home health 

care 

Households as 
providers of 
home care 

All other 
industries as 

secondary 
producers  

Other types of 
facility n.e.c. 

Total 

HC.3 Long-term nursing and personal care  0.00 98.02 0.00 98.02 0.00 1.98 0.00 0.00   100.00 
HC.3.1, 3.2 LTC: inpatient care and day cases 0.00 79.21 0.00 79.21 0.00 0.00 0.00 0.00 79.21 
HC.3.3  LTC: home care 0.00 18.81 0.00 18.81 0.00 1.98 0.00 0.00   20.79 
HC.R.6.1 Social services of LTC (other than HC.3)                     
 Total 0.00 98.02 0.00 98.02 0.00 1.98 0.00 0.00 100.00 
Source: OECD-WHO-Eurostat System of Health Accounts Joint Questionnaire 2007. 
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SLOVENIA49 

I. DESCRIPTION OF LONG-TERM 
CARE 

 Compulsory health insurance in Slovenia 
covers all the country’s inhabitants. All insured 
persons, including older persons, obtain medical 
care from family doctors and their 
multidisciplinary teams who operate as 
gatekeepers and provide comprehensive care. In 
addition to providing treatment and referring 
patients to specialists and hospitals, they 
prescribe medication and treatment (short and 
medium-term) at home, and also maintain and 
collect all documentation on patients’ treatment 
and on their health and social situation.  
 All active members of the population pay for 
their and their family members’ contributions for 
compulsory health insurance, with these 
contributions being divided equally between 
employers and employees. The state pays the 
contributions of persons who are unemployed or 
without income. Compulsory health insurance 
covers all the costs of treatment for children, 
schoolchildren and students and for certain 
groups of services and diagnoses. Other services 
attract a co-payment which is settled out of 
pocket or from voluntary insurance. This 
arrangement is particularly unfavourable for 
persons without income or on low incomes. 
 Like many European countries, there is an 
increasing proportion of persons over 65 years, 
and the proportion of young persons is declining. 
Better access to long-term care in the home 
environment or in an institution is provided 
through a system of exemption from payment for 
social care services for eligible persons who 
require these services, and who are on low 
incomes. In such cases, the local community, 
municipality or the state covers the extra 
payments.  

 
49 Country note prepared by the Secretariat with 
additional information and verification by the 
national correspondent. 

 The Social Protection Act regulates the area 
of help in the home, but only that part relating to 
social care. Social attention is provided by the 
relevant social services such as social centres. 
These centres make decisions on exemptions 
from payment for social protection services for 
lower income households and their dependents, 
homes for the elderly, and help in the home 
services.  
 Persons requiring long-term care may reside 
in specialised institutions providing them with 
24-hour assistance and care or they remain at 
home and receive formal or informal care. 
Development thus far of long-term care in 
Slovenia has followed a path primarily of 
developing capacities for institutional care, such 
as homes for the elderly and social institutions.  
 A special problem is presented by the 
insufficient and limited capacities of the 
community nursing service and help in the home 
services for home treatment and care. Compared 
to other European countries, Slovenia is lagging 
behind in the development of home and other 
non-institutional forms of care such as day 
centres and sheltered housing. Home nursing 
care is provided by community nurses, who 
perform health-related services at home, and to a 
limited extent, home services. Community nurses 
are also coordinators of health and social work 
teams. Apart from this they are one of the first of 
the professional workers to identify health and 
social hardship as well as the needs of individual 
persons and their families for home and long-
term care.  
 Many older persons needing long-term care 
obtain it informally. Such forms of help are 
provided by family, friends and voluntary 
organisations. Older people who need the 
permanent assistance of another person have the 
right to cash benefits in the form of a supplement 
for service and care, mostly under the system of 
pension and disability insurance. 
 LTC expenditure (HC.3) was 8.4% of current 
health expenditure and 0.7% of GDP compared 
with the OECD-EU averages of 9.5% and 0.9%. 
In 2005, 77.25% of long-term care was publicly 
funded and 22.23% was funded by out-of-pocket 
payments. Please refer to Tables SVN.3 to 
SVN.9 for more details. 
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II. METADATA 

Definitions of long-term care 

 The long-term care definitions used in 
Slovenia differ from the ones used at 
international level. The main areas where the 
health care definition used in Slovenia diverges 
from the guidelines are as follows. First, social 
institutions (excluding homes for elderly) are 
classified as health or social care according to the 
funding source. If they funded by the health 
insurance institution they are classified as health 
care, whereas if they are funded by other 
financiers they are classified as social. Thus 
“Residential care services, other than nursing 
homes” and “Other social services provided in a 
long-term care context” are reported in Table 1 
under both health and social statistics. Second, 
“Services in support of informal (family) care” 
are reported under social care. 

Distinction between long-term health care and 
social services of LTC  

 In general all institutions under Ministry of 
Labour and Social Affairs are social institutions; 

institutions under responsibility of Ministry of 
Health are health institutions. However, health 
services in social institutions are mostly funded 
by the HIIS (Health Insurance Institute of 
Slovenia). 

Availability of data on the main components of 
LTC services 

 Table 1 indicates for Slovenian national and 
international information system which statistics 
contain data for expenditure on the main 
components of LTC 

Information on defining and using distinction 
between ADL and IADL 

Distinction between ADL and IADL is made on 
the basis of financers of the services. The 
predominant principle is not applicable as few 
social institutions (except homes for old people) 
should be regarded as if they were providing 
ADL services. 

 



Final Report December 2007 

 228

Table SVN.1. National and international data reporting on the main components of LTC services 

Main components of LTC services 

Current official 
statistics for 
national purposes 

Data reported to the 
Joint Health 
Accounts data 
collection 
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Palliative care 
(end-of-life care)  

X*  X*  

Long-term nursing care 
(intensive, high level care and assistance with ADL restrictions, including 
accommodation in high-level care nursing homes) 

 X X**  

Personal care services 
(help with ADL restrictions) 

X X X*** X 

Home help; care assistance 
(help with IADL restrictions) 

 X  X 

Services in support of informal (family) care 
(such as care allowances, social protection of informal carers, counselling) 

 X X  

Residential care services, other than nursing homes 
(supported living arrangements: long-term care together with residential care 
services) 

X X X**** X 

Other social services provided in a long-term care context 
(special types of transportation; Case management / coordination) 

X X X**** X 

* Includes only palliative care provided in hospitals. 
** Provided in special wards in homes for elderly. The cost of accommodation and nutrition are also included. It is financed mostly by 
health insurance institute (HIIS) and by Pension and disability insurance institute (health status of beneficiaries approach).  
*** Divided between health and social according to institutional funding source. 
**** Only services paid by HIIS are included, whereas all other services are placed under HC.R.6.1. 

III. DATA SOURCES on expenditure 
General description 
Name / institution of the main data sources: 

HIIS Health Insurance Institute of Slovenia; Ministry of Labour and Social Affairs (different 
institutions within it); 
General and local budget report; National Accounts; Household budget survey, Public 
Pension Fund 

Table SVN.2. Detailed information 

Data Sources and availability  
  HF.1 General government 
HC3 Long-term nursing care  
 Inpatient long-term nursing care HIIS Health Insurance Institute of Slovenia; Public Pensions Fund; Local 

Budget 
 Long-term nursing care: home care  HIIS Health Insurance Institute of Slovenia; Public Pension Fund ;  
HC.R.6.1 Social services of long-term care 

(LTC other than HC3) 
Ministry of Labour and Social Affairs; General and local budget report 

  HF.2 
HC3 Long-term nursing care  
 Inpatient long-term nursing care  
 Long-term nursing care: home care Household Budget Survey in combination with national accounts data 
HC.R.6.1 Social services of long-term care 

(LTC other than HC3) 
Household Budget Survey in combination with national accounts data 
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Table SVN.3. Key indicators of LTHC and total LTC: Slovenia, 2005 

Indicators 

Per capita 
Expenditure 

Personal health care 
expenditure 
(HC.1-HC.5) 

Current health expenditure1

(CHE) 
Households Actual Final 

Consumption 
(HAFC) 

Gross Domestic Product 
(GDP) 

in USD PPP OECD&EU 
Average 

% of  
OECD&EU 

Average 

Percentage
of  

OECD&EU 
Average 

% of  
OECD&EU 

Average 

Percentage 
of  

OECD&EU 
Average 

% of  
OECD&EU 

Average 

Percentage
of  

OECD&EU 
Average 

% of 
 OECD&EU 

Average 

Percentage
of  

OECD&EU 
Average 

% of  
OECD&EU 

Average 

(a) (b) (100*a/b) (a) (b) (100*a/b) (a) (b) (100*a/b) (a) (b) (100*a/b) (a) (b) (100*a/b) 

Long-term health care (LTHC) $161 $291.2 55% 9.2% 10.1% 91% 8.4% 9.4% 90% 1.1% 1.3% 82% 0.7% 0.9% 81% 
Total Long-term care (LTHC+LTSC) $258 $318 81%   12.9% 10.4% 124% 1.7% 1.4% 118% 1.1% 0.9% 117% 
Current health expenditure $1,908 $2,439 78%             12.5% 12.4% 101% 8.2% 8.3% 98% 
Source: Calculation based on OECD HD 2007 and Eurostat. 
1) Total Long-term care (LTHC+LTSC) is compared with Current health expenditure (CHE) plus Long-term Social care (LTSC) 
 
 
 
 
 
 
 
 
 
Table SVN.4. Total long term care expenditure by main types of LTC and financing schemes, millions of NCU: Slovenia, 2005 
    HF.1     HF.2             HF 

General 
government 

HF.1.1 HF.1.2 

Private  
sector 

HF.2.1+2.2 HF.2.3     HF.2.4 HF.2.5 

Total LTC General  
government 

(excl. social 
security.) 

Social  
security 

Private 
insurance 

Private 
household 

out-of-pocket 
payments 

HF.2.3.1 HF.2.3.2 to 2.9 

Non-profit 
institutions Corporations 

    

Out-of-pocket, 
excluding cost-

sharing 
Cost-sharing 

HC.3 Long-term nursing and personal care  183               3.34 180 12            1.56  10     0 0 195 
HC.3.1, 3.2 LTC: inpatient care and day cases 123              3.34 120              6.45             1.52             4.93  0 0 129 
HC.3.3  LTC: home care 60 0 60              5.50             0.05             5.45      0 0 66 
HC.R.6.1 Social services of LTC (other than HC.3) 58 57               0.73 59 0 59   0 0 0 117 
 Total 241 61 180 71            1.56  69 0 0 0 312 
Source: OECD-WHO-Eurostat System of Health Accounts Joint Questionnaire 2007. 
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Table SVN.5. Total long term care expenditure by main types of LTC and financing schemes, Total LTC=100: Slovenia, 2005 
    HF.1     HF.2         HF 

General 
government 

HF.1.1 HF.1.2 

Private  
sector 

HF.2.1+2.2 HF.2.3 HF.2.4 HF.2.5 

Total LTC General  
government  

(excl. social 
security.) 

Social  
security 

Private 
insurance 

Private 
household 

out-of-pocket 
payments 

Non-profit 
institutions Corporations 

    
HC.3 Long-term nursing and personal care  58.63               1.07  57.56               3.83             0.50              3.33 0.00                  -  62.46 
HC.3.1, 3.2 LTC: inpatient care and day cases 39.40              1.07  38.32              2.07            0.49            1.58 0.00                  -  41.46 
HC.3.3  LTC: home care              19.24                    -  19.24              1.76            0.01            1.75 0.00 0.00          21.00  
HC.R.6.1 Social services of LTC (other than HC.3) 18.62 18.39               0.23  18.92 0.00 18.92 0.00 0.00 37.54 
 Total 77.25 19.46 57.79 22.75            0.50  22.25 0.00                  -  100.00 
Source: OECD-WHO-Eurostat System of Health Accounts Joint Questionnaire 2007. 
 
 
 
 
 
 
Table SVN.6. LTC as percentage of total current health expenditure, Total current expenditure on health =100 : Slovenia, 2005 
    HF.1     HF.2         HF 

General 
government 

HF.1.1 HF.1.2 

Private  
sector 

HF.2.1+2.2 HF.2.3 HF.2.4 HF.2.5 

Total LTC General  
government  

(excl. social 
security.) 

Social  
security 

Private 
insurance 

Private 
household 

out-of-pocket 
payments 

Non-profit 
institutions Corporations 

    
HC.3 Long-term nursing and personal care                  7.93                0.14                7.78                0.52             0.07              0.45 0.00                  -              8.45  
HC.3.1, 3.2 LTC: inpatient care and day cases                5.33              0.14               5.18              0.28            0.07            0.21 0.00                  -             5.61  
HC.3.3  LTC: home care                2.60                    -               2.60              0.24            0.00            0.24 0.00 0.00            2.84  
 Total                 7.93               0.14                7.78               0.52            0.07              0.45 0.00                  -              8.45  
Source: OECD-WHO-Eurostat System of Health Accounts Joint Questionnaire 2007. 
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Table SVN.7. LTC as percentage of total current expenditure on health and long-term care, Total current expenditure on health plus LTSC =100 : Slovenia, 2005 
    HF.1     HF.2         HF 

General 
government 

HF.1.1 HF.1.2 

Private  
sector 

HF.2.1+2.2 HF.2.3 HF.2.4 HF.2.5 

Total LTC General  
government  

(excl. social 
security.) 

Social  
security 

Private 
insurance 

Private 
household 

out-of-pocket 
payments 

Non-profit 
institutions Corporations 

    
HC.3 Long-term nursing and personal care                  7.55                0.14                7.41                0.49             0.06              0.43 0.00                  -              8.04  
HC.3.1, 3.2 LTC: inpatient care and day cases                5.07              0.14               4.93              0.27            0.06            0.20 0.00                  -             5.34  
HC.3.3  LTC: home care                2.48                    -               2.48              0.23            0.00            0.22 0.00 0.00            2.70  
HC.R.6.1 Social services of LTC (other than HC.3)                 2.40                2.37                0.03                2.43  0.00             2.43 0.00 0.00             4.83  
 Total                 9.94               2.50                7.44               2.93            0.06              2.86 0.00                  -            12.87  
Source: OECD-WHO-Eurostat System of Health Accounts Joint Questionnaire 2007. 
 
 
 
 
 
 
 
 
 
 
Table SVN.8. Total long term care expenditure by main types of LTC and providers, millions of NCU : Slovenia, 2005 
    HP.1 HP.2     HP.3 (excl. 

HP.3.6) 
HP.3.6 HP.7.2 HP.7.9   HP 

    HP.2.1 HP.2.2-2.9           

    

Hospitals Nursing and 
residential care 

facilities 

Nursing care 
facilities 

Residential care 
facilities 

Providers of 
ambulatory 
care (excl. 

HP.3.6) 

Providers of 
home health 

care 

Households as 
providers of 
home care 

All other 
industries as 

secondary 
producers  

Other types of 
facility n.e.c. 

Total 

HC.3 Long-term nursing and personal care  17 112 93             19.13  22             7.08           36.60                  -    195 
HC.3.1, 3.2 LTC: inpatient care and day cases 17 112 93            19.13                 -                  -                  -                  - 129 
HC.3.3  LTC: home care                      -                    -                    -                     - 22            7.08 37                  -   66 
HC.R.6.1 Social services of LTC (other than HC.3)                      -  89 70 20                  -                   -  28                  -    117 
 Total 17 202 163             38.76 22             7.08           64.44                  -  312 
Source: OECD-WHO-Eurostat System of Health Accounts Joint Questionnaire 2007. 
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Table SVN.9. Total long term care expenditure by main types of LTC and providers, Total LTC=100 : Slovenia, 2005 
    HP.1 HP.2     HP.3 (excl. 

HP.3.6) 
HP.3.6 HP.7.2 HP.7.9   HP 

    HP.2.1 HP.2.2-2.9           

    

Hospitals Nursing and 
residential care 

facilities 

Nursing care 
facilities 

Residential care 
facilities 

Providers of 
ambulatory 
care (excl. 

HP.3.6) 

Providers of 
home health 

care 

Households as 
providers of 
home care 

All other 
industries as 

secondary 
producers  

Other types of 
facility n.e.c. 

Total 

HC.3 Long-term nursing and personal care  5.42 36.04 29.91 6.13 7.00 2.27 11.73 0.00   62.46 
HC.3.1, 3.2 LTC: inpatient care and day cases 5.42 36.04 29.91 6.13 0.00 0.00 0.00 0.00 41.46 
HC.3.3  LTC: home care 0.00 0.00 0.00 0.00 7.00 2.27 11.73 0.00   21.00 

37.54 HC.R.6.1 Social services of LTC (other than HC.3) 0.00 28.62 22.33 6.29 0.00 0.00 8.92 0.00   
 Total 5.42 64.66 52.23 12.42 7.00 2.27 20.66 0.00
Source: OECD-WHO-Eurostat System of Health Accounts Joint Questionnaire 2007. 
 

i
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SPAIN50 

I. DESCRIPTION OF LONG-TERM 
CARE 

 Health care services are organised by the 
Ministry of Health and Consumption. The 
delivery of health care services is devolved to the 
regions and municipalities. Social protection for 
long-term care is explicitly regulated in the 1978 
Spanish Constitution under the sufficiency 
principle in old age. Long-term care has 
traditionally been provided informally in the 
family home. The situation described in this 
summary will change with the recent passing of 
the Dependence Act in the Congress. This law 
creates a new national long-term care service 
based on financial support from the public and 
households. The new service is motivated by the 
growing number of older people in need of care. 
Demographic forecasts predict a 52% rise in the 
number of people aged over 65 between 2000 
and 2030 and a 102% rise between 2000 and 
2050.  
 Funding for public health services in Spain 
comes from general tax revenue and social 
security taxes through the National Health 
Service. Long-term care is publicly financed 
through taxes though it is subject to co-payments 
that vary according to individual income. Co-
payments are significant: they account for 25 per 
cent of community care and 75 per cent of 
residential care. In some regions, the family’s 
income, not just the older person’s income, is 
taken into account. Pension schemes frequently 
offer very little financial protection to enable 
dependent older people to cover long-term care 
expenses. Private not-for-profit organisations, 
particularly Catholic charities play a key role in 
providing care when families do not have 

 
50 Country note prepared by the Secretariat with 
additional information and verification by the 
national correspondent. 

sufficient resources to cover the long-term care 
costs of their members. 
 Integration of care for older people in Spain 
remains relatively underdeveloped. As a result, 
public social services are restricted to the most 
severe cases. Contact between health care and 
social services needs to be improved. The central 
Ministry of Labour and Social Affairs oversees 
support for older people but the provision of 
social care like health care has been devolved to 
the regions. Within regions, social care is a 
responsibility shared between Autonomous 
Communities and municipalities and thus there 
are some differences between regions in the 
pattern of social services, conditions for receipt 
and user charges. Private non-profit 
organisations provide some social care although 
the coverage differs across the regions. Some 
health care is also provided by private 
organisations and paid by the households. There 
is some concern that coordination problems 
between the health and social service sectors and 
between levels of government may be hindering 
attempts to provide a better and more integrated 
service for older people.  
 The new Dependence Act creates the System 
for Autonomy and Dependence Assistance 
(SAAD). The SAAD comprises three levels of 
services. The basic level is supported by the 
national Government, but the second one 
depends on coordination between the 
Government and the Autonomous Communities. 
The latter can also add a third level of services on 
their own. Households have to contribute 
towards these services according to their 
incomes. 
 Access to formal social services is based on 
an assessment of needs and means, especially for 
residential care. Eligibility criteria for entry to 
public nursing homes are established by regional 
governments, and therefore can differ from 
region to region. Significant means testing for 
access to public services results in some low and 
middle-class families not qualifying for public 
services and thus having no access to 
institutional long-term care and cannot afford 
private services either. Around 70% of long-term 
care beds are in the private sector, which is 
growing quickly in recent years, with the rest 
provided either by municipalities or regions. 
There is considerable variation between regions 
in the distribution of providers. The new law 



Final Report December 2007 

 234

envisages a coordinated procedure in order to 
evaluate the means and the degree of disability.  
 Day care centres are principally state owned: 
they care for the dependent older people during 
the daytime and provide assistance to their 
families. The number of day care centres 
available varies across regions. Home nursing is 
provided by the health service free of charge at 
the point of delivery. Other services are provided 
by municipalities subject to a means test. Public 
home help is normally managed by 
municipalities through social care centres. The 
purpose of this service is to assist people with 
functional impairment of any degree and low 
socio-economic status, regardless of age.  
 Traditionally most care for the elderly has 
been provided by the family. Around 70% of 
dependent elderly people in households receive 
care from family members, compared with only 
about 4% receiving formal help from public 
services and 11% using private home help. The 
availability of informal caregivers is falling over 
time. The traditional caregiver is female and 
between the age of 40 and 65. This group has 
doubled its labour market participation in the last 
30 years. Income tax relief is available for 
families who host their dependent older 
members, though the sums involved are not 
large. 
 LTC expenditure (HC.3) was 6.8% of current 
health expenditure and 0.5% of GDP compared 
with the OECD-EU averages of 9.5% and 0.9%. 
In 2005, 78.81% of long-term care was publicly 
funded and 21.19% was funded by out-of-pocket 

payments . Please refer to Tables ESP.3 to 
ESP.14 for more details. 
 

II. METADATA 

Definitions of long-term care 

 Nationally reported data is not strictly in 
accordance with the LTC definitions laid down 
in the Guidelines. However, it is possible to 
distinguish between health and social services of 
LTC according to type of service, type of 
institution and beneficiaries’ level of 
dependence. 
 It is also noted that some of the services 
relating to social services of LTC are currently 
not included or are underestimated. 

Availability of data on the main components of 
LTC services 

 Table 1 indicates which statistics contain data 
for expenditure on the main components of LTC 
for the Spanish national and international 
information system.  

Information on defining and using distinction 
between ADL and IADL 

 The main source for separating LTC 
expenditure is the Dependent People White 
Paper. This gives detailed information about the 
number, health conditions, different dependence 
levels and expenditure for the elderly and people 
with physical and mental impairments. 

 . 
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Table ESP.1 National and international data reporting on the main components of LTC services 

Main components of LTC services 

Current official 
statistics for 
national purposes 

Data reported to the 
Joint Health 
Accounts data 
collection 

 

H
ea

lth
 

st
at

is
tic

s 

S
oc

ia
l 

st
at

is
tic

s*
 

H
C

3 

H
C

.R
.6

.1
 

Palliative care 
(end-of-life care)  

**    

Long-term nursing care 
(intensive, high level care and assistance with ADL restrictions, including 
accommodation in high-level care nursing homes) 

**  X****  

Personal care services 
(help with ADL restrictions) 

 *** X****  

Home help; care assistance 
(help with IADL restrictions) 

 X  X**** 

Services in support of informal (family) care 
(such as care allowances, social protection of informal carers, counselling) 

 X  X**** 

Residential care services, other than nursing homes 
(supported living arrangements: long-term care together with residential care 
services) 

 X  X**** 

Other social services provided in a long-term care context 
(special types of transportation; Case management / coordination) 

 X   

* Social statistics are usually not complete and underestimated. 
** This type of care cannot be split from other health services. 
*** This type of care cannot be split from other social services. 
**** LTC data for SHA are estimated from health and social statistics. 

III. DATA SOURCES on expenditure 

General description 

Name / institution of the main data sources: 

IMSERSO Old People Observatory. Ministry of Labour and Social Affairs. 

Table ESP.2 Detailed information 

Data Sources and availability  
  HF.1 General government 
HC3 Long-term nursing care  
 Inpatient long-term nursing care Public health expenditure statistics. Cuentas Satélite del Gasto Sanitario 

Público (EGSP). Ministerio de Sanidad y Consumo. 
Hospital Statistics. Estadística de Establecimientos Sanitarios con Régimen 
de Internado (ESCRI). Ministerio de Sanidad y Consumo (2002) 

 Long-term nursing care: home care Assistance for dependant people in Spain. White Paper. Ministerio de 
Trabajo y Asuntos Sociales. 2005 
Other possible source is: Old People in Spain. Biennial Report. 2004. 
IMSERSO Old People Observatory 

HC.R.6.1 Social services of long-term care 
(LTC other than HC3) 

Assistance for dependant people in Spain. White Paper. Ministerio de 
Trabajo y Asuntos Sociales. 2005 
Other possible source is: Old People in Spain. Biennial Report. 2004. 
IMSERSO Old People Observatory 

  HF.2 Private sector 
HC3 Long-term nursing care National Accounts: Household Final Consumption expenditure.2003-2004. 
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SG de Cuentas Nacionales. INE  
Household Budget Continuous Survey 2003-2004 (HBCS) Encuesta de 
Presupuestos Familiares (EPF. INE) 

 Inpatient long-term nursing care Assistance for dependant people in Spain. White Paper. Ministerio de 
Trabajo y Asuntos Sociales. 2005 
Other possible source is: Old People in Spain. Biennial Report. 2004. 
IMSERSO Old People Observatory 

 Long-term nursing care: home care Assistance for dependant people in Spain. White Paper. Ministerio de 
Trabajo y Asuntos Sociales. 2005 
Other possible source is: Old People in Spain. Biennial Report. 2004. 
IMSERSO Old People Observatory 

HC.R.6.1 Social services of long-term care 
(LTC other than HC3) 

National Accounts: Household Final Consumption expenditure.2003-2004 . 
SG de Cuentas Nacionales. INE  
Household Budget Continuous Survey 2003-2004 (HBCS) Encuesta de 
Presupuestos Familiares (EPF. INE) 
Assistance for dependant people in Spain. White Paper. Ministerio de 
Trabajo y Asuntos Sociales. 2005 
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Table ESP.3. Key indicators of LTHC and total LTC: Spain, 2005 

Indicators 

Per capita 
Expenditure 

Personal health care 
expenditure 
(HC.1-HC.5) 

Current health expenditure1

(CHE) 
Households Actual Final 

Consumption 
(HAFC) 

Gross Domestic Product 
(GDP) 

in USD PPP OECD&EU 
Average 

% of  
OECD&EU 

Average 

Percentage
of  

OECD&EU 
Average 

% of  
OECD&EU 

Average 

Percentage 
of  

OECD&EU 
Average 

% of  
OECD&EU 

Average 

Percentage
of  

OECD&EU 
Average 

% of 
 OECD&EU 

Average 

Percentage
of  

OECD&EU 
Average 

% of  
OECD&EU 

Average 

(a) (b) (100*a/b) (a) (b) (100*a/b) (a) (b) (100*a/b) (a) (b) (100*a/b) (a) (b) (100*a/b) 

Long-term health care (LTHC) $150 
$291.

2 51% 7.2% 10.1% 71% 6.8% 9.4% 73% 0.8% 1.3% 62% 0.5% 0.9% 64% 
Total Long-term care (LTHC+LTSC) $157 $318 49%   7.2% 10.4% 69% 0.8% 1.4% 58% 0.6% 0.9% 61% 

Current health expenditure 
$2,19

1 
$2,43

9 90%             11.7% 12.4% 95% 8.0% 8.3% 96% 
Source: Calculation based on OECD HD 2007 and Eurostat. 
1) Total Long-term care (LTHC+LTSC) is compared with Current health expenditure (CHE) plus Long-term Social care (LTSC) 
 
 
 
 
 
 
 
 
Table ESP.4. Total long term care expenditure by main types of LTC and financing schemes, millions of NCU: Spain, 2005 
    HF.1     HF.2             HF 

General 
government 

HF.1.1 HF.1.2 

Private  
sector 

HF.2.1+2.2 HF.2.3     HF.2.4 HF.2.5 

Total LTC General  
government 

(excl. social 
security.) 

Social  
security 

Private 
insurance 

Private 
household 

out-of-pocket 
payments 

HF.2.3.1 HF.2.3.2 to 2.9 

Non-profit 
institutions Corporations 

    

Out-of-pocket, 
excluding cost-

sharing 
Cost-sharing 

HC.3 Long-term nursing and personal care  3841 3413 428 1101                  -  1101 1101 0 0 0 4943 
HC.3.1, 3.2 LTC: inpatient care and day cases 3256 3185 71 1036 0 1036 1036 4293 
HC.3.3  LTC: home care 585 228 357            65.04                  -  65 65       650 
HC.R.6.1 Social services of LTC (other than HC.3) 256 242 14 0 0 0         256 
 Total 4097 3655 442 1101                  -  1101 1101 0 0 0 5199 
Source: OECD-WHO-Eurostat System of Health Accounts Joint Questionnaire 2007. 
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Table ESP.5. Total long term care expenditure by main types of LTC and financing schemes, Total LTC=100: Spain, 2005 
    HF.1     HF.2         HF 

General 
government 

HF.1.1 HF.1.2 

Private  
sector 

HF.2.1+2.2 HF.2.3 HF.2.4 HF.2.5 

Total LTC General  
government 

(excl. social 
security.) 

Social  
security 

Private 
insurance 

Private 
household 

out-of-pocket 
payments 

Non-profit 
institutions Corporations 

    
HC.3 Long-term nursing and personal care  73.89 65.65               8.24  21.19                  -  21.19 0.00                  -  95.08 
HC.3.1, 3.2 LTC: inpatient care and day cases 62.64 61.27              1.37 19.94 0.00 19.94 82.57 
HC.3.3  LTC: home care              11.26              4.39              6.87              1.25                 -            1.25             12.51  
HC.R.6.1 Social services of LTC (other than HC.3)                 4.92               4.66                0.26  0.00 0.00 0.00                 4.92  
 Total 78.81 70.31               8.50 21.19                  -  21.19 0.00                  -  100.00 
Source: OECD-WHO-Eurostat System of Health Accounts Joint Questionnaire 2007. 
 
 
 
 
 
Table ESP.6. LTC as percentage of total current health expenditure, Total current expenditure on health =100 : Spain, 2005 
    HF.1     HF.2         HF 

General 
government 

HF.1.1 HF.1.2 

Private  
sector 

HF.2.1+2.2 HF.2.3 HF.2.4 HF.2.5 

Total LTC General  
government 

(excl. social 
security.) 

Social  
security 

Private 
insurance 

Private 
household 

out-of-pocket 
payments 

Non-profit 
institutions Corporations 

    
HC.3 Long-term nursing and personal care                  5.31                4.71                0.59                1.52                   -              1.52 0.00                  -              6.83  
HC.3.1, 3.2 LTC: inpatient care and day cases                4.50              4.40               0.10              1.43 0.00            1.43            5.93  
HC.3.3  LTC: home care                0.81              0.32               0.49              0.09                 -            0.09               0.90  
 Total                 5.31               4.71                0.59               1.52                  -              1.52 0.00                  -              6.83  
Source: OECD-WHO-Eurostat System of Health Accounts Joint Questionnaire 2007. 
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Table ESP.7. LTC as percentage of total current expenditure on health and long-term care, Total current expenditure on health plus LTSC =100 : Spain, 2005 
    HF.1     HF.2         HF 

General 
government 

HF.1.1 HF.1.2 

Private  
sector 

HF.2.1+2.2 HF.2.3 HF.2.4 HF.2.5 

Total LTC General  
government 

(excl. social 
security.) 

Social  
security 

Private 
insurance 

Private 
household 

out-of-pocket 
payments 

Non-profit 
institutions Corporations 

    
HC.3 Long-term nursing and personal care                  5.29                4.70                0.59                1.52                   -              1.52 0.00                  -              6.80  
HC.3.1, 3.2 LTC: inpatient care and day cases                4.48              4.38               0.10              1.43 0.00            1.43            5.91  
HC.3.3  LTC: home care                0.81              0.31               0.49              0.09                 -            0.09               0.89  
HC.R.6.1 Social services of LTC (other than HC.3)                 0.35                0.33                0.02  0.00 0.00 0.00                 0.35  
 Total                 5.64               5.03                0.61               1.52                  -              1.52 0.00                  -              7.15  
Source: OECD-WHO-Eurostat System of Health Accounts Joint Questionnaire 2007. 
 
 
 
 
 
 
Table ESP.8. Total long term care expenditure by main types of LTC and providers, millions of NCU : Spain, 2005 
    HP.1 HP.2     HP.3 (excl. 

HP.3.6) 
HP.3.6 HP.7.2 HP.7.9   HP 

    HP.2.1 HP.2.2-2.9           

    

Hospitals Nursing and 
residential care 

facilities 

Nursing care 
facilities 

Residential care 
facilities 

Providers of 
ambulatory 
care (excl. 

HP.3.6) 

Providers of 
home health 

care 

Households as 
providers of 
home care 

All other 
industries as 

secondary 
producers  

Other types of 
facility n.e.c. 

Total 

HC.3 Long-term nursing and personal care  1256 3059 3038             20.56  18         610.12                  -              0.12   4943 
HC.3.1, 3.2 LTC: inpatient care and day cases 1234 3059 3038            20.56                 -                  -                  -            0.12 4293 
HC.3.3  LTC: home care              22.39                    -                    -                     - 18        610.12                  -                  -   650 
HC.R.6.1 Social services of LTC (other than HC.3)                      -                      -                      -                      -                   -  256                  -                   -    256 
 Total 1256 3059 3038             20.56 18         865.84                  -              0.12 5199 
Source: OECD-WHO-Eurostat System of Health Accounts Joint Questionnaire 2007. 
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Table ESP.9. Total long term care expenditure by main types of LTC and providers, Total LTC=100 : Spain, 2005 
    HP.1 HP.2     HP.3 (excl. 

HP.3.6) 
HP.3.6 HP.7.2 HP.7.9   HP 

    HP.2.1 HP.2.2-2.9           

    

Hospitals Nursing and 
residential care 

facilities 

Nursing care 
facilities 

Residential care 
facilities 

Providers of 
ambulatory 
care (excl. 

HP.3.6) 

Providers of 
home health 

care 

Households as 
providers of 
home care 

All other 
industries as 

secondary 
producers  

Other types of 
facility n.e.c. 

Total 

HC.3 Long-term nursing and personal care  24.16 58.84 58.44 0.40 0.34 11.74 0.00 0.00   95.08 
HC.3.1, 3.2 LTC: inpatient care and day cases 23.73 58.84 58.44 0.40 0.00 0.00 0.00 0.00 82.57 
HC.3.3  LTC: home care 0.43 0.00 0.00 0.00 0.34 11.74 0.00 0.00   

4.92 
12.51 

HC.R.6.1 Social services of LTC (other than HC.3) 0.00 0.00 0.00 0.00 0.00 4.92 0.00 0.00   
 Total 24.16 58.84 58.44 0.40 0.34 16.66 0.00 0.00 100.00 
Source: OECD-WHO-Eurostat System of Health Accounts Joint Questionnaire 2007. 
 

a
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Table ESP.10. Long term nursing care (HC.3): Spain 

Years % of GDP % of AHFC % of Current
Health Exp.

% of Personal 
Health Care Exp.

2000 0.13 0.19 1.89 1.96
2001 0.13 0.19 1.85 1.92
2002 0.13 0.19 1.83 1.91
2003 0.50 0.75 6.64 6.99
2004 0.53 0.77 6.72 7.06
2005 0.55 0.80 6.83 7.16
Source: OECD Health Data 2007. 
 
Table ESP.11. Total LTC (HC.3. +HC.R.6.1): Spain 

Years   % of GDP % of AHFC % of Current Health 
and LTC Exp.

2000   0.13 0.19 1.89
2001 0.13 0.19 1.85
2002   0.13 0.19 1.83
2003 0.53 0.78 6.97
2004   0.55 0.81 7.06
2005   0.57 0.84 7.18
Source: OECD Health Data 2007. 
 
Table ESP.12. Components of Total LTC (Total LTC=100): Spain 

Years Inpatient & day care Home care Social Services of 
LTC Total LTC

2000 100.00 0.00 0.00 100.00
2001 100.00 0.00 0.00 100.00
2002 100.00 0.00 0.00 100.00
2003 82.42 12.84 4.74 100.00
2004 82.70 12.45 4.85 100.00
2005 82.57 12.51 4.92 100.00
Source: OECD Health Data 2007. 
 
Table ESP.13. Components of LT nursing and personal care (HC.3=100): Spain 

Years   Inpatient & Day
Care Home Care HC.3

2000   100.00 0.00 100.00
2001 100.00 0.00 100.00
2002   100.00 0.00 100.00
2003 86.53 13.47 100.00
2004   86.92 13.08 100.00
2005   86.85 13.15 100.00
Source: OECD Health Data 2007. 
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Table ESP.14.Per capita Total LTC and LT nursing care, (real growth rates): Spain 

Years     HC.3 & HC.R.6.1 HC.3. 

2000   -0.49 -0.49
2001 0.08 0.08
2002   0.63 0.63
2003 318.84 298.97
2004   6.23 6.11
2005   5.64 5.57
1999-2005 MAGR (%) 29.47 28.39
Source: OECD Health Data 2007. 
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SWEDEN51 

I. DESCRIPTION OF LONG-TERM 
CARE  

 Swedish health and social care is an 
integrated part of the country's general welfare 
system. The national government sets policy and 
directives, while the county councils are 
responsible for providing health care and the 
municipalities are responsible for social services. 
As both the regional and municipal councils have 
considerable autonomy, there is some variation 
in the available services across the country. The 
ageing problem will impact on the Swedish 
economy during the period 2015 to 2035, when 
the number of persons aged over 65, and, in 
particular the group aged over 80, will increase 
greatly in relation to the population of working 
age. The main challenge associated with this is 
recruitment of personnel mainly to the social 
sector but also to the health sector.  
 Municipal councils are obliged by law to 
support and provide care for older and disabled 
people. Public providers cover 93% of services 
for older and disabled people. However, the 
proportion of services provided by the private 
sector or the family has been increasing in recent 
years as the municipalities have been encouraged 
to contract out services for older persons as a 
way of cost containment. Some municipalities 
have introduced a separation of purchaser and 
provider, often with a care manager in charge of 
planning and assessment of individual need.  
 Most of the resources for health and medical 
care are raised at the local level by county 
councils through income taxes. They also 
manage the provision of hospital and primary 
care services. The main costs of the social care to 
elderly and disabled are borne by the 
municipality and funded out of local income 

 
51 Country note prepared by the Secretariat with 
additional information and verification by the 
national correspondent. 

taxes. The user pays only a fraction of the costs 
concerning the health and medical care as well as 
the social care.  
 There is a comprehensive range of municipal 
services for the elderly to supplement home help 
and to enable the older person to stay at home. In 
most cases, these services are offered as 
subsidised services with user fees in addition to 
domestic service charges. Co-payments are used 
not only in primary health care and for hospital 
services, but also in dental care, elderly care and 
for pharmaceuticals. There is a maximum 
amount that is paid out-of-pocket per year. Once 
a person reaches the maximum, they are entitled 
to a green card which confers ‘free’ services. For 
example there are high-cost protection cards for 
visiting a doctor and prescription of drugs. 
Residents in special forms of accommodation as 
well as patrons of day-care facilities, have long 
been paying fees for the care and rent for their 
dwelling space. The fees have conventionally 
been related to the older person’s pension and 
other income. An underlying principle of the user 
charges is that the older person must be left with 
a certain amount of money for private 
consumption.  
 The municipalities can make an assessment 
of the need for residential services on request of 
an older person, family member or their doctor. 
In many municipalities, a care manager is in 
charge of screening need and of planning the 
nature and scope of help. In these areas the care 
manager will usually decide the amount of help 
to be supplied. When screening the need for care, 
a manager reports on the health and housing 
situation of the applicant and often also on their 
family network. Income and assets are 
disregarded when there is an assessment for 
Special Needs Housing. Most facilities in Special 
Needs Housing are publicly provided. In recent 
years the proportion of older persons in Special 
Needs Housing has declined, although local 
variations prevail among the municipalities.  
 Home care is targeted at those with a need 
for more comprehensive care but also at those 
just needing help with cleaning and cooking etc. 
In fact the number of persons receiving home 
help has increased less than the volume of 
service input per person on average. Most 
provision of home help is from the municipality. 
Only a small proportion of the total provision of 
services for the elderly is contracted out to 
private providers.  
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 There are primarily three types of support for 
informal care: direct compensation, indirect 
compensation and labour polices. The direct 
compensation comprises three different types of 
allowances. Two are payments for family 
members and none of the three are means tested. 
The indirect compensation is a pension credit 
which recognises time out of the formal 
workforce. The third type of support, labour 
policies, provides for leave under the Care Leave 
Act 1989 for caregivers of a terminally ill 
relative. The main issue with the support for 
caregivers is that there is considerable variation 
in support across municipalities. In 2003, only 
47% of municipalities offered the Attendance 
Allowance and 28% the Carers' Allowance. 
There is considerable political support for carers 
and civil support through Carers Sweden, an 
advocacy group. 
 LTC expenditure (HC.3) was 7.9% of current 
health expenditure and 0.7% of GDP compared 
with the OECD-EU averages of 9.5% and 0.9%. 
In 2005, 100% of long-term health care was 
publicly funded. Please refer to Tables SWE.3 to 
SWE.12 for more details. 
 

II. METADATA 

Definitions of long-term care 

 Sweden does not use the term LTC and 
consequently has no statistics of total LTC. The 
responsibility for LTC (defined as 
HC.3+HC.R.1) is divided between county 
councils and municipalities. County councils 
(which are responsible for health and medical 

care services in Sweden) do not currently provide 
information on long-term care. Municipalities 
report social services which are one part of LTC, 
including assistance with both ADL and IADL 
restrictions as well as home health care. 

Distinction between long-term health care and 
social services of LTC  

 No distinction is made in national statistics, 
but for international reporting Sweden estimate 
health care services as part of social services to 
the elderly and disabled persons, reported by 
municipalities. 
 Data reported to international health accounts 
collections is currently limited to public 
expenditure on LTHC. No information on private 
spending, providers or LTSC is currently 
provided. 

Availability of data on the main components of 
LTC services 

 Table 1 indicates for Swedish national and 
international information system which statistics 
contain data for expenditure on the main 
components of LTC. 

Information on defining and using distinction 
between ADL and IADL 

 Social statistics are not divided according to 
ADL and IADL restrictions. The municipalities 
do not use the same ADL and IADL 
classifications. 
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Table SWE.1. National and international data reporting on the main components of LTC services1 

Main components of LTC services 

Current official 
statistics for 
national purposes 

Data reported to the 
Joint Health 
Accounts data 
collection** 
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Palliative care 
(end-of-life care)  

* *   

Long-term nursing care 
(intensive, high level care and assistance with ADL restrictions, including 
accommodation in high-level care nursing homes) 

 *   

Personal care services 
(help with ADL restrictions) 

 *   

Home help; care assistance 
(help with IADL restrictions) 

 *   

Services in support of informal (family) care 
(such as care allowances, social protection of informal carers, counselling) 

 X   

Residential care services, other than nursing homes 
(supported living arrangements: long-term care together with residential care 
services) 

 *   

Other social services provided in a long-term care context 
(special types of transportation; Case management / coordination) 

 X   

* These services can not be separated from other types of health and social services. Residential care services other than nursing 
homes and long-term nursing homes are reported together in social statistics. Personal care services and home help are reported 
together in social statistics 

** For reporting to OECD Health Data, Sweden makes an adjustment by classifying part of social services as health (HC.3). 

 

III. DATA SOURCES on expenditure 

General description 

Name / institution of the main data sources: 

Statistics Sweden, National Accounts 

Table SWE.2. Detailed information 

Data Sources and availability 
  HF.1 General government 
HC3 Long-term nursing care National Accounts, Statistics Sweden 
 Inpatient long-term nursing care  
 Long-term nursing care: home care  
HC.R.6.1 Social services of long-term care 

(LTC other than HC3) 
 

  HF.2 Private sector 
HC3 Long-term nursing care  
 Inpatient long-term nursing care  
 Long-term nursing care: home care  
HC.R.6.1 Social services of long-term care 

(LTC other than HC3) 
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Table SWE.3. Key indicators of LTHC and total LTC: Sweden, 2005 

Indicators 

Per capita 
Expenditure 

Personal health care 
expenditure 
(HC.1-HC.5) 

Current health expenditure1

(CHE) 
Households Actual Final 

Consumption 
(HAFC) 

Gross Domestic Product 
(GDP) 

in USD PPP OECD&EU 
Average 

% of  
OECD&EU 

Average 

Percentage
of  

OECD&EU 
Average 

% of  
OECD&EU 

Average 

Percentage 
of  

OECD&EU 
Average 

% of  
OECD&EU 

Average 

Percentage
of  

OECD&EU 
Average 

% of 
 OECD&EU 

Average 

Percentage
of  

OECD&EU 
Average 

% of  
OECD&EU 

Average 

(a) (b) (100*a/b) (a) (b) (100*a/b) (a) (b) (100*a/b) (a) (b) (100*a/b) (a) (b) (100*a/b) 

Long-term health care (LTHC) $221 
$291.

2 76% 8.1% 10.1% 80% 7.9% 9.4% 84% 1.0% 1.3% 79% 0.7% 0.9% 81% 
Total Long-term care (LTHC+LTSC) - - -   - - - - - - - - - 

Current health expenditure 
$2,78

7 
$2,43

9 114%             12.8% 12.4% 104% 8.7% 8.3% 104% 
Source: Calculation based on OECD HD 2007 and Eurostat. 
1) Total Long-term care (LTHC+LTSC) is compared with Current health expenditure (CHE) plus Long-term Social care (LTSC) 
 
Table SWE.4. Total long term care expenditure by main types of LTC and financing schemes, millions of NCU: Sweden, 2005 
    HF.1     HF.2             HF 

General 
government 

HF.1.1 HF.1.2 

Private  
sector 

HF.2.1+2.2 HF.2.3     HF.2.4 HF.2.5 

Total LTC General  
government 

(excl. social 
security.) 

Social  
security 

Private 
insurance 

Private 
household 

out-of-pocket 
payments 

HF.2.3.1 HF.2.3.2 to 2.9 

Non-profit 
institutions Corporations 

    

Out-of-pocket, 
excluding cost-

sharing 
Cost-sharing 

HC.3 Long-term nursing and personal care  18403                 18403 
HC.3.1, 3.2 LTC: inpatient care and day cases 10141 10141 
HC.3.3  LTC: home care 8262                 8262 
HC.R.6.1 Social services of LTC (other than HC.3)                    
 Total 18403 18403 
Source: OECD Health Data 2007. 
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Table SWE.5. Total long term care expenditure by main types of LTC and financing schemes, Total LTC=100: Sweden, 2005 
    HF.1     HF.2         HF 

General 
government 

HF.1.1 HF.1.2 

Private  
sector 

HF.2.1+2.2 HF.2.3 HF.2.4 HF.2.5 

Total LTC General  
government  

(excl. social 
security.) 

Social  
security 

Private 
insurance 

Private 
household 

out-of-pocket 
payments 

Non-profit 
institutions Corporations 

    
HC.3 Long-term nursing and personal care  100.00               100.00 
HC.3.1, 3.2 LTC: inpatient care and day cases 55.11 55.11 
HC.3.3  LTC: home care              44.89                   44.89  
HC.R.6.1 Social services of LTC (other than HC.3)                   
 Total 100.00 100.00 
Source: OECD Health Data 2007. 
 
 
 
 
 
 
 
 
 
 
 
Table SWE.6. LTC as percentage of total current health expenditure, Total current expenditure on health =100 : Sweden, 2005 
    HF.1     HF.2         HF 

General 
government 

HF.1.1 HF.1.2 

Private  
sector 

HF.2.1+2.2 HF.2.3 HF.2.4 HF.2.5 

Total LTC General  
government  

(excl. social 
security.) 

Social  
security 

Private 
insurance 

Private 
household 

out-of-pocket 
payments 

Non-profit 
institutions Corporations 

    
HC.3 Long-term nursing and personal care                  7.94                            7.94  
HC.3.1, 3.2 LTC: inpatient care and day cases                4.37            4.37  
HC.3.3  LTC: home care                3.56                     3.56  
 Total                 7.94             7.94  
Source: OECD Health Data 2007. 
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Table SWE.7. Total long term care expenditure by main types of LTC and providers, millions of NCU : Sweden, 2005 
    HP.1 HP.2     HP.3 (excl. 

HP.3.6) 
HP.3.6 HP.7.2 HP.7.9   HP 

    HP.2.1 HP.2.2-2.9           

    

Hospitals Nursing and 
residential care 

facilities 

Nursing care 
facilities 

Residential care 
facilities 

Providers of 
ambulatory 
care (excl. 

HP.3.6) 

Providers of 
home health 

care 

Households as 
providers of 
home care 

All other 
industries as 

secondary 
producers  

Other types of 
facility n.e.c. 

Total 

HC.3 Long-term nursing and personal care                    18403 
HC.3.1, 3.2 LTC: inpatient care and day cases 10141 
HC.3.3  LTC: home care            8262 
HC.R.6.1 Social services of LTC (other than HC.3)                     
 Total 18403 
Source: OECD Health Data 2007. 
 
 
 
 
 
 
Table SWE.8. Total long term care expenditure by main types of LTC and providers, Total LTC=100 : Sweden, 2005 
    HP.1 HP.2     HP.3 (excl. 

HP.3.6) 
HP.3.6 HP.7.2 HP.7.9   HP 

    HP.2.1 HP.2.2-2.9           

    

Hospitals Nursing and 
residential care 

facilities 

Nursing care 
facilities 

Residential care 
facilities 

Providers of 
ambulatory 
care (excl. 

HP.3.6) 

Providers of 
home health 

care 

Households as 
providers of 
home care 

All other 
industries as 

secondary 
producers  

Other types of 
facility n.e.c. 

Total 

HC.3 Long-term nursing and personal care                    100.00 
HC.3.1, 3.2 LTC: inpatient care and day cases 55.11 
HC.3.3  LTC: home care            44.89 
HC.R.6.1 Social services of LTC (other than HC.3)                     
 Total 100.00 
Source: OECD Health Data 2007. 
 

i
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Table SWE.9. Long term nursing care (HC.3): Sweden 

Years % of GDP % of AHFC % of Current
Health Exp.

% of Personal 
Health Care Exp.

2000 0.64 0.95 8.08 8.12
2001 0.67 0.98 8.00 8.08
2002 0.70 1.02 8.00 8.08
2003 0.71 1.03 7.97 8.05
2004 0.70 1.03 8.02 8.13
2005 0.69 1.02 7.94 8.05
Source: OECD Health Data 2007. 
 
 
 
 
Table SWE.10. Components of Total LTC (Total LTC=100): Sweden 

Years Inpatient & day care Home care Social Services of 
LTC Total LTC

2000 59.63 40.37 0.00 100.00
2001 61.69 38.31 0.00 100.00
2002 59.41 40.59 0.00 100.00
2003 58.40 41.60 0.00 100.00
2004 55.90 44.10 0.00 100.00
2005 55.11 44.89 0.00 100.00
Source: OECD Health Data 2007. 
 
Table SWE.11. Components of LT nursing and personal care (HC.3=100): Sweden 

Years   Inpatient & Day
Care Home Care HC.3

2000   59.63 40.37 100.00
2001 61.69 38.31 100.00
2002   59.41 40.59 100.00
2003 58.40 41.60 100.00
2004   55.90 44.10 100.00
2005   55.11 44.89 100.00
Source: OECD Health Data 2007. 
 
 
Table SWE.12.Per capita Total LTC and LT nursing care, (real growth rates): Sweden 

Years      HC.3. 

2000   5.01
2001 4.51
2002   6.30
2003 3.00
2004   2.41
2005   0.89
1999-2005 MAGR (%) 3.67
Source: OECD Health Data 2007. 
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SWITZERLAND52 

I. DESCRIPTION OF LONG-TERM 
CARE 

 Compared with other OECD countries, the 
Swiss population is relatively old. Switzerland 
has experienced a progressive ageing trend as a 
result of falling fertility and increased life 
expectancy. 
 In Switzerland, the financing of long-term 
care is fragmented and the system of providing 
care is devolved to the 26 cantons. There are 
considerable regional differences in policies and 
therefore in the number of people living at home 
or in retirement homes.  
 Municipalities and cantons share 
responsibilities for the organisation and provision 
of care for the aged. Formal care is provided in 
old-age or disability homes and in nursing. As 
informal carers, family members and neighbours 
also play an important role. Responsibility for 
health-policy development and implementation 
falls on the cantons, unless specifically attributed 
to the confederation. Although the federal 
constitution foresees a shared competence in 
public health, cantons play a key role in the 
provision and financing of health services while 
the confederation has an indirect responsibility 
through the Health Insurance Law of 1994. 
Actually both cantons and the federal 
government are involved in policy making, 
regulation and monitoring of the health system.  
 Cantons and more than 3000 municipalities 
are responsible for the provisions of social 
assistance benefits. 
 While health care provision has remained a 
cantonal responsibility, social insurance has been 
a federal responsibility since the beginning of the 
20th century. Since 1996, the federal Health-
Insurance Law (LAMal) has required each 

 
52 Country note prepared by the Secretariat with 
additional information and verification by the 
national correspondent. 

individual residing in Switzerland to purchase 
basic health insurance from one of a number of 
competing health funds. Such mandatory health 
insurance pays for a third of total health 
spending, while another third is funded by 
individuals out of their own pockets. The rest is 
financed by the government, by other social 
insurance schemes, and by voluntary 
supplementary private health insurance, which 
contributes 10%.  
 The Swiss system of institutional care for the 
frail elderly is financed to about 50% through a 
complex system of public support, insurance and 
assistance and the remainder by individuals. 
Unlike Germany, the Netherlands and Japan, 
there is no mandatory long-term care social 
insurance for the elderly. The LAMal covers the 
health care component of care at home (around 
30%) and in nursing and homes (around 20%). 
Funding can come from other social insurance 
schemes, out-of-pocket payments and, if this is 
not sufficient, from the social assistance system 
of cantons and municipalities. Access to social 
assistance is means-tested and available once an 
individual has exhausted his/her personal 
resources, including assets. 
 The cantons generally subsidise the 
construction and running costs of public and 
certain private nursing and old-age homes. These 
institutions are subject to the same system of 
cantonal planning as hospitals. Two-thirds of 
nursing homes and other providers of 
institutional care are public institutions or non-
profit organisations, while the remaining third is 
private for-profit. The majority of nursing-home 
residents are aged 80 and over. There are no 
standardised criteria across Switzerland for 
assessing the severity of cases. Institutions use 8 
different systems to evaluate the need for 
medical care depending upon the region of 
residence.  
 Home-based care activities are significantly 
less important as far as expenditure is concerned. 
However, growing concern about population 
ageing and their specific health needs have raised 
the policy profile of these issues and more 
attention is now being paid to the role of home-
based care. Increased coverage of home-based 
services resulting from the introduction of the 
LAMal has been a contributing factor. Domestic 
aid and day-care services provided to the 
disabled and frail elderly outside hospitals is 
organised on a local or canton basis and 
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predominantly by non-profit, private 
organisations. More than 80% of the cost of these 
services is met through public sources. 
 LTC expenditure (HC.3) was 20.1% of 
current health expenditure and 2.3% of GDP 
compared with the OECD-EU averages of 9.5% 
and 0.9%. In 2005, 40.88% of long-term health 
care was publicly funded and 56.54% was 
funded by out-of-pocket payments. Please refer 
to Tables CHE.3 to CHE.12 for more details. 
 

II. METADATA 

Definitions of long-term care 

 The definitions of long-term care differ to a 
certain extent from the one adopted at 
international level. A number of items (i.e. 
“Palliative care”, “Personal care services” and 
“Other social services provided in a long-term 
care context”) cannot be broken down into Social 
and Health components. Also, “Residential care 

services, other than nursing homes” are recorded 
as health services rather than social services. 

Availability of data on the main components of 
LTC services 

 Table 1 indicates for Swiss national and 
international information system which statistics 
contain data for expenditure on the main 
components of LTC. 
 Currently no estimates of expenditure on 
social services of LTC are provided to the 
international health accounts collection. 

Information on defining and using distinction 
between ADL and IADL 

 The limit to the extent of cost reimbursement 
by Health Insurance funds can be considered as 
the dividing line for ADL and for IADL 
restrictions. This applies for formal services 
only.

Table CHE.1. National and international data reporting on the main components of LTC services 

Main components of LTC services 

Current official 
statistics for 
national purposes 

Data reported to the 
Joint Health 
Accounts data 
collection 
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Palliative care1 
(end-of-life care)    

X  *  

Long-term nursing care 
(intensive, high level care and assistance with ADL restrictions, including 
accommodation in high-level care nursing homes) 

X  X  

Personal care services 
(help with ADL restrictions) 

X  X  

Home help; care assistance 
(help with IADL restrictions) 

X  X  

Services in support of informal (family) care 
(such as care allowances, social protection of informal carers, counselling) 

 X   

Residential care services, other than nursing homes 
(supported living arrangements: long-term care together with residential care 
services) 

X    

Other social services provided in a long-term care context 
(special types of transportation; Case management / coordination) 

    

* Palliative care as such is reported more under inpatient care (curative) in hospitals, although it is also provided to some extent in 
nursing homes. However, there are no statistics that allow the identification of the provision or the costs of palliative care neither in 
hospitals nor in nursing homes. 
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III. DATA SOURCES on expenditure 

General description 

Name / institution of the main data sources: Office Fédéral de la Statistique 

Table CHE.2. Detailed information  

Data Sources and availability  
  HF.1 General government 
HC3 Long-term nursing care  
 Inpatient long-term nursing care Full survey on institutions for old and handicapped persons 
 Long-term nursing care: home care Full survey on private institutions providing home care; Public finance 

statistics; Sickness insurance 
HC.R.6.1 Social services of long-term care 

(LTC other than HC3) 
 

  HF.2 Private sector 
HC3 Long-term nursing care  
 Inpatient long-term nursing care Full survey on institutions for old and handicapped persons 
 Long-term nursing care: home care Full survey on private institutions providing home care 
HC.R.6.1 Social services of long-term care 

(LTC other than HC3) 
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Table CHE.3. Key indicators of LTHC and total LTC: Switzerland, 2005 

Indicators 

Per capita 
Expenditure 

Personal health care 
expenditure 
(HC.1-HC.5) 

Current health expenditure1

(CHE) 
Households Actual Final 

Consumption 
(HAFC) 

Gross Domestic Product 
(GDP) 

in USD PPP OECD&EU 
Average 

% of  
OECD&EU 

Average 

Percentage
of  

OECD&EU 
Average 

% of  
OECD&EU 

Average 

Percentage 
of  

OECD&EU 
Average 

% of  
OECD&EU 

Average 

Percentage
of  

OECD&EU 
Average 

% of 
 OECD&EU 

Average 

Percentage
of  

OECD&EU 
Average 

% of  
OECD&EU 

Average 

(a) (b) (100*a/b) (a) (b) (100*a/b) (a) (b) (100*a/b) (a) (b) (100*a/b) (a) (b) (100*a/b) 

Long-term health care (LTHC) $841 
$291.

2 289% 21.6% 10.1% 215% 20.1% 9.4% 214% 3.9% 1.3% 299% 2.3% 0.9% 275% 
Total Long-term care (LTHC+LTSC) - - -   - - - - - - - - - 

Current health expenditure 
$4,17

7 
$2,43

9 171%             19.3% 12.4% 156% 11.6% 8.3% 139% 
Source: Calculation based on OECD HD 2007 and Eurostat. 
1) Total Long-term care (LTHC+LTSC) is compared with Current health expenditure (CHE) plus Long-term Social care (LTSC) 
 
Table CHE.4. Total long term care expenditure by main types of LTC and financing schemes, millions of NCU: Switzerland, 2005 
    HF.1     HF.2             HF 

General 
government 

HF.1.1 HF.1.2 

Private  
sector 

HF.2.1+2.2 HF.2.3     HF.2.4 HF.2.5 

Total LTC General  
government 

(excl. social 
security.) 

Social  
security 

Private 
insurance 

Private 
household 

out-of-pocket 
payments 

HF.2.3.1 HF.2.3.2 to 2.9 

Non-profit 
institutions Corporations 

    

Out-of-pocket, 
excluding cost-

sharing 
Cost-sharing 

HC.3 Long-term nursing and personal care  4355 1425 2930 6298          41.31  6023 5727 295 234   10652 
HC.3.1, 3.2 LTC: inpatient care and day cases 3425 1026 2399 6129 5945 5707 238 184 9553 
HC.3.3  LTC: home care 930 400 530          168.93           41.31  78 20 58 50   1099 
HC.R.6.1 Social services of LTC (other than HC.3)                    
 Total 4355 1425 2930 6298          41.31  6023 5727 295 234 10652 
Source: OECD-WHO-Eurostat System of Health Accounts Joint Questionnaire 2007. 
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Table CHE.5. Total long term care expenditure by main types of LTC and financing schemes, Total LTC=100: Switzerland, 2005 
    HF.1     HF.2         HF 

General 
government 

HF.1.1 HF.1.2 

Private  
sector 

HF.2.1+2.2 HF.2.3 HF.2.4 HF.2.5 

Total LTC General  
government  

(excl. social 
security.) 

Social  
security 

Private 
insurance 

Private 
household 

out-of-pocket 
payments 

Non-profit 
institutions Corporations 

    
HC.3 Long-term nursing and personal care  40.88 13.38 27.50 59.12            0.39  56.54             2.19   100.00 
HC.3.1, 3.2 LTC: inpatient care and day cases 32.15              9.63  22.52 57.53 55.81            1.73 89.68 
HC.3.3  LTC: home care                8.73              3.75               4.98              1.59            0.39            0.73            0.47            10.32  
HC.R.6.1 Social services of LTC (other than HC.3)                   
 Total 40.88 13.38 27.50 59.12            0.39  56.54             2.19 100.00 
Source: OECD-WHO-Eurostat System of Health Accounts Joint Questionnaire 2007. 
 
 
 
 
 
 
 
Table CHE.6. LTC as percentage of total current health expenditure, Total current expenditure on health =100 : Switzerland, 2005 
    HF.1     HF.2         HF 

General 
government 

HF.1.1 HF.1.2 

Private  
sector 

HF.2.1+2.2 HF.2.3 HF.2.4 HF.2.5 

Total LTC General  
government  

(excl. social 
security.) 

Social  
security 

Private 
insurance 

Private 
household 

out-of-pocket 
payments 

Non-profit 
institutions Corporations 

    
HC.3 Long-term nursing and personal care                  8.23               2.69                5.53              11.90             0.08            11.38             0.44             20.12  
HC.3.1, 3.2 LTC: inpatient care and day cases                6.47              1.94               4.53            11.58          11.23            0.35          18.05  
HC.3.3  LTC: home care                1.76              0.75               1.00              0.32            0.08            0.15            0.09              2.08  
 Total                 8.23               2.69                5.53             11.90            0.08            11.38             0.44           20.12  
Source: OECD-WHO-Eurostat System of Health Accounts Joint Questionnaire 2007. 
 



Final Report December 2007 

255 
 

Table CHE.7. Total long term care expenditure by main types of LTC and providers, millions of NCU : Switzerland, 2005 
    HP.1 HP.2     HP.3 (excl. 

HP.3.6) 
HP.3.6 HP.7.2 HP.7.9   HP 

    HP.2.1 HP.2.2-2.9           

    

Hospitals Nursing and 
residential care 

facilities 

Nursing care 
facilities 

Residential care 
facilities 

Providers of 
ambulatory 
care (excl. 

HP.3.6) 

Providers of 
home health 

care 

Households as 
providers of 
home care 

All other 
industries as 

secondary 
producers  

Other types of 
facility n.e.c. 

Total 

HC.3 Long-term nursing and personal care    9553 6586        2,967.25                   -       1,098.82        10652 
HC.3.1, 3.2 LTC: inpatient care and day cases 9553 6586       2,967.25 9553 
HC.3.3  LTC: home care                      -     1,098.82     1099 
HC.R.6.1 Social services of LTC (other than HC.3)                     
 Total 9553 6586        2,967.25                  -       1,098.82  10652 
Source: OECD-WHO-Eurostat System of Health Accounts Joint Questionnaire 2007. 
 
 
 
 
 
Table CHE.8. Total long term care expenditure by main types of LTC and providers, Total LTC=100 : Switzerland, 2005 
    HP.1 HP.2     HP.3 (excl. 

HP.3.6) 
HP.3.6 HP.7.2 HP.7.9   HP 

    HP.2.1 HP.2.2-2.9           

    

Hospitals Nursing and 
residential care 

facilities 

Nursing care 
facilities 

Residential care 
facilities 

Providers of 
ambulatory 
care (excl. 

HP.3.6) 

Providers of 
home health 

care 

Households as 
providers of 
home care 

All other 
industries as 

secondary 
producers  

Other types of 
facility n.e.c. 

Total 

HC.3 Long-term nursing and personal care    89.68 61.83 27.86 0.00 10.32       100.00 
HC.3.1, 3.2 LTC: inpatient care and day cases 89.68 61.83 27.86 89.68 
HC.3.3  LTC: home care      0.00 10.32     10.32 
HC.R.6.1 Social services of LTC (other than HC.3)                     
 Total 89.68 61.83 27.86 0.00 10.32 100.00 
Source: OECD-WHO-Eurostat System of Health Accounts Joint Questionnaire 2007. 
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Table CHE.9. Long term nursing care (HC.3): Switzerland 

Years % of GDP % of AHFC % of Current
Health Exp.

% of Personal 
Health Care Exp.

2000 2.03 3.08 20.02 21.06
2001 2.14 3.21 20.14 21.12
2002 2.24 3.36 20.64 21.61
2003 2.31 3.43 20.56 21.62
2004 2.31 3.46 20.02 21.53
2005 2.34 3.88 20.12 21.62
Source: OECD Health Data 2007. 
 
 
 
 
Table CHE.10. Components of Total LTC (Total LTC=100): Switzerland 

Years Inpatient & day care Home care Social Services of 
LTC Total LTC

2000 89.48 10.52 0.00 100.00
2001 89.65 10.35 0.00 100.00
2002 89.86 10.14 0.00 100.00
2003 89.71 10.29 0.00 100.00
2004 89.67 10.33 0.00 100.00
2005 89.68 10.32 0.00 100.00
Source: OECD Health Data 2007. 
 
Table CHE.11. Components of LT nursing and personal care (HC.3=100): Switzerland 

Years   Inpatient & Day
Care Home Care HC.3

2000   89.48 10.52 100.00
2001 89.65 10.35 100.00
2002   89.86 10.14 100.00
2003 89.71 10.29 100.00
2004   89.67 10.33 100.00
2005   89.68 10.32 100.00
Source: OECD Health Data 2007. 
 
 
Table CHE.12.Per capita Total LTC and LT nursing care, (real growth rates): Switzerland 

Years      HC.3. 

2000   4.69
2001 5.64
2002   4.11
2003 2.04
2004   1.84
2005   2.48
1999-2005 MAGR (%) 3.46
Source: OECD Health Data 2007. 
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TURKEY53 

I. DESCRIPTION OF LONG-TERM 
CARE 

 Compared to the other OECD countries, 
Turkey has a young and growing population. The 
low relative and absolute number of older 
persons in Turkey is reflected in the priorities of 
social policy, as long-term care policy for older 
persons remains somewhat underdeveloped.  
 The Ministry of Health, the Social Insurance 
Organisation, the universities with medical 
schools, the Ministry of Defence, and private 
health personnel and hospitals provide health 
services in Turkey. The great majority of the 
population of Turkey has some health coverage 
either through public insurance or by holding a 
green card. The green card implemented by the 
Ministry of Health in 1992, covers the health 
care costs for those citizens who are not covered 
by existing health security schemes and are 
unable to pay their health-related expenses. It 
entitles poor segments of the society to health 
care without any co-payments. Of the total health 
expenses, the public resources cover 
approximately 70%. Approximately 10% of the 
population is not covered by any health insurance 
scheme. 
 At an operational level, in every province 
there is a health directorate or an administration 
accountable to governors in cities and districts, 
and technically responsible to the Ministry of 
Health. Their responsibility mainly involves the 
administration of personnel and local units, 
whereas technical responsibility involves 
decisions concerning health care delivery, such 
as the scope and the volume of services. 
 The social protection system in Turkey 
consists of the social insurance system, and the 
social services and assistance system. The social 
insurance system aims at providing insurance to 
the society at large, mainly in the form of health 

 
53 Country note prepared by the Secretariat. 

care services and pensions, with the principle of 
self financing, whereas the second system targets 
alleviating poverty and the provision of social 
care for persons in need. Close to 1 million older 
persons are estimated to be in need of financial 
support. The social protection system gives 
support, in kind and/or in cash, to older people. 
 Sources of funds are the state budget 
contributions, compulsory insurance, private 
insurance funds and out-of-pocket payments. The 
public insurance system is comprehensive, 
covering 80% of expenses such as consultation, 
examination, operation, care, and prosthesis. 
Drug expenses are also largely funded. The 
coverage goes up to 90% if members are retired. 
Private insurance coverage varies from one 
scheme to another. It is the country’s fastest 
growing form of insurance.  
 Municipalities, NGOs and other public or 
private institutions provide services or aid to 
older persons as well. There are about 140 rest 
homes in Turkey for older people with a capacity 
of around 12,000. 
 The traditional welfare regime that is based 
on informal networks of reciprocity (for 
example, family members, relatives, neighbours, 
members of ethnic and/or religious communities) 
plays an important role in supporting individuals 
in risk situations. This includes older persons. 
But to what extent such informal networks will 
continue to exist is an important issue. 
Governmental institutions, municipalities and 
NGOs have had a two-tiered strategy. First they 
provide support and assist families and other 
social networks in order to prevent breakdowns 
and, second, in case they do break down, to 
provide support to the persons in need. 

II. METADATA 

Definitions of long-term care 

 Turkey does not have a division of long term 
health care in its statistical system. Such health 
care functions probably take place partly within 
in-patient curative care and partly under out-
patient curative care. 

Availability of data on the main components of 
LTC services 

 Table 1 indicates for Turkey national and 
international information system which statistics 
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contain data for expenditure on the main 
components of LTC. 
 There is a lack of information on many of the 
components of long-term care in the Turkish 
statistical system. For national and international 
purposes some of the long-term health services 
are not separable from other health services and 

thus may be included under current health 
expenditure totals. 

Information on defining and using distinction 
between ADL and IADL 

 No information provided. 
 
Table TUR.1 National and international data reporting on the main components of LTC services 

Main components of LTC services 

Current official 
statistics for 
national purposes 

Data reported to the 
Joint Health 
Accounts data 
collection* 
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Palliative care 
(end-of-life care)  

*    

Long-term nursing care 
(intensive, high level care and assistance with ADL restrictions, including 
accommodation in high-level care nursing homes) 

*    

Personal care services 
(help with ADL restrictions) 

**   

Home help; care assistance 
(help with IADL restrictions) 

**   

Services in support of informal (family) care 
(such as care allowances, social protection of informal carers, counselling) 

**   

Residential care services, other than nursing homes 
(supported living arrangements: long-term care together with residential care 
services) 

 X   

Other social services provided in a long-term care context 
(special types of transportation; Case management / coordination) 

**   

* No separation is possible from other health services. 
** No information available. 
*** No separate estimates of HC.3 and HC.R.6.1 are reported for international purposes. 

III. DATA SOURCES on expenditure 

General description 

Name / institution of the main data sources: 
State Institute of Statistics 
Ministry of Health 
Ministry of Labour and Social Security 

Table TUR.2 Detailed information 

Data Sources and availability  
  HF.1 General government 
HC3 Long-term nursing care  
 Inpatient long-term nursing care  
 Long-term nursing care: home care  
HC.R.6.1 Social services of long-term care 

(LTC other than HC3) 
Ministry of Labour and Social Security (1996-1999) 

  HF.2 Private sector 
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HC3 Long-term nursing care  
 Inpatient long-term nursing care  
 Long-term nursing care: home care  
HC.R.6.1 Social services of long-term care 

(LTC other than HC3) 
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UNITED KINGDOM54 

I. DESCRIPTION OF LONG-TERM 
CARE 

 Health services are provided by the National 
Health Service (NHS), which is funded through 
general taxation, and provided free at the point of 
use. The NHS contributes to long-term care in a 
number of ways, including community nursing, 
therapy services and continuing care. Since 2002 
the NHS has also been responsible for meeting 
the cost of nursing care provided in private 
nursing homes. Community nursing is provided 
free of charge through the NHS according to an 
assessment of need, either by the hospital or the 
general practitioner. While many policies apply 
to all of the UK, each country (Northern Ireland, 
Scotland, England and Wales) also enacts health 
and social policy legislation.  
 The National Health Service and Community 
Care Act of 1990 provides for most community 
based long-term care services to be delivered by 
local authorities. They are also responsible for 
assessment and care management. Services may 
be provided by local government directly or by 
the private sector on contract to local 
governments. Funding for local government 
services comes mainly from general taxation, in 
the form of a central government grant related to 
local population characteristics, but also partly 
from local taxation and user charges.  
  Both social and health care of older persons 
comes under the auspices of the UK Department 
of Health. In England, the responsibility to 
provide social care services rests principally with 
local councils. Social care covers a wide range of 
services, which are provided by local authorities 
and the private sector. Social care includes care 
at home, in day centres or by way of residential 
or nursing homes. The term also covers services 
such as providing meals on wheels.  
 The NHS is a tax-financed universal health 
insurance system. Policy towards provision of 
long-term care at home is that clients will, where 

 
54 Country note prepared by the Secretariat. 

possible, be offered alternatives to institutional 
care where this may help to keep them at home. 
Local government is subject to national 
government performance management in return 
for their central government grant, and one of the 
standards they are expected to meet is to increase 
the proportion of older dependent people who are 
receiving intensive home care packages. These 
have increased considerably in recent years from 
a low initial total. Recent legislation has also 
required local governments to offer cash 
alternatives to services to enable older people to 
make their own care arrangements. 
 The level of fees for private institutional care, 
where this is paid for partly or wholly by local 
government, is subject to negotiation between the 
provider and each local government. Local 
governments acquired this responsibility as part 
of the community care reforms of 1993, and have 
used their powers to restrain the level of fees. 
There is evidence that some providers seek to 
recoup income by charging higher fees to all-
private payers than to publicly-supported clients. 
The private institutional care sector has recently 
been declining in size, after considerable growth 
in the 1980s and early 1990s.  
 Almost all social care services, including all 
institutional services, are subject to a charge 
depending on the user’s income and assets. From 
2002, the NHS has financed nursing care 
provided in nursing homes, reducing the call on 
private assets.  
 Most nursing homes and residential care 
homes are private, both profit and not-for-profit. 
The legal distinction between nursing and 
residential care homes was removed in 2002, but 
nursing homes provide nursing care in addition 
to the personal care available in residential care 
homes.  
 In 2003, there were estimated to be 5.1 
percent of people over the age of 65 receiving 
long-term care in institutions: 3.1 percent in 
residential care homes, 1.7 percent in nursing 
homes and 0.3 percent in hospital. Most of the 
older people receiving care in institutions (other 
than hospitals) are assessed by their local 
government as needing to receive care, and are 
charged according to a mandatory national scale. 
An asset test determines the eligibility for 
support. Those with assets below the threshold 
amount are required to pay a share that varies 
with income.  
 The UK provides a range of home-based 
services, with health services provided free of 
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charge by the NHS and social care services either 
bought privately or provided through local 
government, generally carrying a charge subject 
to a test of income and assets. The latest estimate 
is that around 1 in 5 older people are receiving 
one or more of these services. Around 4% of 
older people received local government-supplied 
home help, compared to an estimated 9% who 
bought it privately.  
 Most older people needing care receive it 
from an informal carer. The United Kingdom 
provides a cash benefit known as Carer’s 
Allowance to provide support to carers. To be 
eligible, carers must have limited employment 
income and be providing a minimum of 35 hours 
of care a week to a person who is themselves in 
receipt of a benefit awarded to those dependent 
on others (Attendance Allowance or Disability 
Living Allowance). Until 2002, the Carer’s 
Allowance was available only to carers below the 
age of 65, but eligibility was then extended to 
those over this age. This mainly benefits carers 
with limited entitlement to a state pension.  
 Indirect compensation is also available to 
care givers in the form of pension protection 
which is available to care givers who do not 
work or are low income earners, and a council 
discount on taxes. England, Wales and Scotland 
have their own legislation providing support for 
carers. Northern Ireland currently has no care 
giver’s legislation. 

II. METADATA 

Definitions of long-term care 

 No definitions of LTC in the Total health 
expenditure estimates, published in the UK 
National Accounts are given. Social care services 
are run by local councils in conjunction with 
local NHS providers and other organisations, 
although no information on the division of 
expenditure is provided.  
 One deviation noted is that government 
benefits paid to those providing home care for 
their relatives are excluded from current health 
expenditure totals. 

Availability of data on the main components of 
LTC services 

 Table 1 indicates which statistics contain data 
for expenditure on the main components of LTC 
for the United Kingdom national and 
international information system.  
 No separate estimates of expenditure long-
term health and social services are provided to 
international health accounts collections. 

Information on defining and using distinction 
between ADL and IADL 

 No information provided. 
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Table GBR.1 National and international data reporting on the main components of LTC services 

Main components of LTC services 

Current official 
statistics for 
national purposes 

Data reported to the 
Joint Health 
Accounts data 
collection** 
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Palliative care 
(end-of-life care)  

X    

Long-term nursing care 
(intensive, high level care and assistance with ADL restrictions, including 
accommodation in high-level care nursing homes) 

X    

Personal care services 
(help with ADL restrictions) 

X*    

Home help; care assistance 
(help with IADL restrictions) 

 X* 
 

 

Services in support of informal (family) care 
(such as care allowances, social protection of informal carers, counselling) 

 X   

Residential care services, other than nursing homes 
(supported living arrangements: long-term care together with residential care 
services) 

 X   

Other social services provided in a long-term care context 
(special types of transportation; Case management / coordination) 

 X   

* Home care services are provided in conjunction with local authorities under Social care. 
** Separate estimates of HC.3 and HC.R.6.1 are not currently provided. 

III. DATA SOURCES on expenditure 

General description 

Name / institution of the main data sources: 
Experimental Health Accounts 1999/2000 – Office for National Statistics 
2006 UK National Accounts Blue Book - Office for National Statistics 

Table GBR.2 Detailed information 

Data Sources and availability  
  HF.1 General government 
HC3 Long-term nursing care NHS expenditures in long stay hospitals(Personal Social Services Research 

Unit) (1995) 
NHS expenditures in hospitals - activity costs of administrations. 
NHS expenditure in nursing homes – residents and marginal costs. 

 Inpatient long-term nursing care  
 Long-term nursing care: home care  
HC.R.6.1 Social services of long-term care 

(LTC other than HC3) 
Personal social services expenditure (1997-2004) 

  HF.2 Private sector 
HC3 Long-term nursing care Community care statistics - private nursing homes, hospitals and clinics 
 Inpatient long-term nursing care  
 Long-term nursing care: home care  
HC.R.6.1 Social services of long-term care 

(LTC other than HC3) 
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USA55 

I. DESCRIPTION OF LONG-TERM 
CARE 

 Acute health care for the elderly and disabled 
population is primarily provided through the 
Medicare programme and funded by the Federal 
government through dedicated payroll taxes, 
social security contributions, premiums and 
general revenues. In addition health care is 
funded by out-of-pocket payments and private 
health insurance. However, Medicare does not 
cover long-term care in institutions or home care 
services other than for people with acute 
conditions. When older people cannot afford to 
pay for long-term care, the costs of assessed need 
are met through Medicaid, a means-tested social 
assistance programme that is jointly funded by 
the Federal and State governments through 
general taxation, and other State, Local or 
Federal public programs (such as the Department 
of Veterans Affairs for the veteran population) 
along with out-of-pocket payments and in some 
case privately purchased long-term care 
insurance.  
 The Administration on Aging comes under 
the auspices of the Federal Department of Health 
and Human Services. The Older Americans Act 
Amendments of 2006 focuses on redirecting the 
long-term care system to help older Americans 
remain active and engaged in their communities 
which are the overwhelming preferences of the 
American people. Other provisions include 
enhanced Federal, State, and Local coordination 
of long-term care services provided in home and 
community-based settings and an increased focus 
on civic engagement and volunteerism.  
 In the United States, nursing home and home 
health care expenditures doubled over the period 
1990 to 2001. Of the total long-term care 
expenditures in 2003, the public programs of 

 
55 Country note prepared by the Secretariat with 
additional information and verification by the 
national correspondent. 

Medicaid and Medicare paid 58% and patients or 
their families paid 39%. Older people needing 
care in institutions pay for care unless or until 
their income declines to the level necessary to 
qualify for payment through Medicaid. Nursing 
home benefits are mandated by Federal law for 
all those Medicaid beneficiaries who are certified 
as requiring a nursing home level of care. Private 
long-term care insurance is available for those 
who wish and can afford to insure against the 
risks of long-term care. In 2001 there were 3.3 
million people covered by such policies but the 
number of policies is growing. While coverage is 
growing, currently private long-term care 
insurance covers less than 10% of long-term care 
expenditures. Approximately 15% of persons 
aged 65 and older with annual incomes of 
$20,000 or higher have private long-term care 
insurance coverage 
 Approximately 94% of nursing homes are in 
the private sector, of which 2/3rds are private-
for-profit. In recent years, there has been growth 
in alternative forms of housing. Assisted living is 
a type of living arrangement in which personal 
care services such as meals, housekeeping and 
assistance with activities of daily living are 
available as needed to people who can still live 
on their own in a residential facility. In most 
cases, residents pay a basic monthly rent and 
extra for those services they receive. Most 
assisted living facilities are limited in their ability 
to care for residents that develop more severe 
needs; these individuals are generally moved to 
nursing care facilities. Continuing care retirement 
communities provide different levels of care 
depending on what residents need over time. 
Residents may move from one setting to another 
as their needs grow but still remain living within 
the community.  
 Medicare and Medicaid both pay for home 
health care in the United States. As Medicaid is 
the public programme that covers the majority of 
long-term nursing home costs where necessary, 
there has been a policy focus on developing ways 
to provide other types of services to prevent 
nursing home entry. Since 1981, Medicaid has 
been able to support a range of alternative 
services that help to keep people from entering a 
nursing home (such as the various States’ Home 
and Community-Based Waiver programs). 
 As with other OECD countries, informal care 
from families and others considerably exceeds 
the extent of formal care services. An estimated 1 
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in 4 households are providing help to someone 
aged 50 or over with care needs. There is no 
national program to cover the direct costs of 
caregiver services. At the Federal level the focus 
has been on using the tax system to provide relief 
to caregivers. Compensation through the tax 
system includes a tax deduction for medical 
expenses and a tax free benefit for caregivers for 
dependent care expenses. In addition, many 
states offer tax relief and some offer informal 
caregivers vouchers to purchase services. In 
California, the Paid Family Leave Law of 2004 
provides replacement of 55 percent of wages 
when leave is taken to care for an ill family 
member or baby. 
 LTC expenditure (HC.3) was 6.5% of current 
health expenditure and 1.0% of GDP compared 
with the OECD-EU averages of 9.5% and 0.9%. 
In 2005, 65.31% of long-term health care was 
publicly funded and 26.49% was funded by out-
of-pocket payments. Please refer to Tables 
USA.3 to USA.12 for more details. 
 

II. METADATA 

Definitions of long-term care 

 The definition of long-term health care does 
not conform to the international guidelines. USA 
data sources do not allow a break down of long-
term care versus acute care in Nursing Home 
Facilities or Home Health Care agencies. The 
same is true for sources of payments. 
 
Distinction between long-term health care and 
social services of LTC  
 Distinction between long-term health care 
and social services of LTC is made on the basis 
of qualification of personnel (medical vs. non-
medical) and institutions (health vs. social). 
Some of the payers do include personal care 
services if it is used as a substitution.  
 It is not possible to identify separately the 
social and medical aspects of nursing home care. 
In some cases, services could be counted under 
both health statistics and social statistics since 
the current method of estimating expenditure on 
personal care services depends on the source of 
funding for these services (for example, if the 
service is paid for under the Medicaid program it 
is automatically considered a health service). 
One issue facing the US is how make sure the 
same service is being counted consistently as 

either a health service or social service no matter 
who pays for the service.   
 Furthermore, as mentioned above, some 
services are considered as a substitution for 
services that might be provided in an institution 
such as Nursing Homes allowing the individual 
to stay at home.  
 The line between social services and health 
services is a difficult one to distinguish and it is 
important to measure the continuum of care, as 
the patient moves between living independently 
to going into a facility that provides both social 
and personal care services to facilities that also 
provide health care. 
 
 Note that estimates of home health care are 
not included in HC.3. Since HC.3 is defined as 
“on-going health and nursing care given to 
inpatients” no estimates of spending in home 
health agencies are included (mostly they are 
placed in HC.1). Also estimates of home health 
services provided by Nursing Homes with home 
health agencies are not provided separately.   

Availability of data on the main components 
of LTC services 

 Table 1 indicates for USA national and 
international information system which contain 
data for expenditure on the main components of 
LTC. 
 Expenditure data are extracted from the USA 
data submission to the 2007 Joint OECD-
Eurostat-WHO Health Accounts questionnaire 
that is currently undergoing a validation process 
conducted jointly by the three international 
organisations. They should therefore be 
considered as provisional data. 
 No estimates on the expenditure on social 
services of LTC are currently provided to the 
international health accounts collections. 

Information on defining and using 
distinction between ADL and IADL 

 Distinctions are based upon the North 
American Industry Classification System, which 
is an establishment based system. Currently in 
the US the health status of the patient is not 
integrated into the health accounts, which would 
be required if ADL and IADLs were used to 
make a determination of whether a service was a 
health or social service. 
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Table USA.1. National and international data reporting on the main components of LTC services 

Main components of LTC services 

Current official 
statistics for 
national purposes 

Data reported to the 
Joint Health 
Accounts data 
collection 
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Palliative care 
(end-of-life care)  

X  X  

Long-term nursing care 
(intensive, high level care and assistance with ADL restrictions, including 
accommodation in high-level care nursing homes) 

X  X*  

Personal care services 
(help with ADL restrictions) 

X X **  

Home help; care assistance 
(help with IADL restrictions) 

X X **  

Services in support of informal (family) care 
(such as care allowances, social protection of informal carers, counselling) 

 X   

Residential care services, other than nursing homes 
(supported living arrangements: long-term care together with residential care 
services) 

 X   

Other social services provided in a long-term care context 
(special types of transportation; Case management / coordination) 

X X X  

* Only includes long-term nursing care to in-patients. 

** 'Home-health' services are not included under HC.3 – they are mostly included under acute care HC.1. 
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III. DATA SOURCES on expenditure 

General description 

 National Health Expenditures, Centers for Medicare & Medicaid Services 

Table USA.2. Detailed information 

Data Sources and availability 
  HF.1 General government 
HC3 Long-term nursing care  
 Inpatient long-term nursing care An estimate of expenditures for care received in State & local 

government facilities and private facilities financed by government 
programmes such as Medicare and Medicaid, CMS. 
Government outlays for care provided in nursing facilities operated 
by the Department of Veterans Affairs (DVA), and in intermediate 
care facilities for the mentally retarded financed by the Medicaid 
program, CMS. 

 Long-term nursing care: home care  
HC.R.6.1 Social services of long-term care 

(LTC other than HC3) 
 

  HF.2 Private sector 
HC3 Long-term nursing care  
 Inpatient long-term nursing care Census of Service Industries (CSI) and Service Annual Survey 

(SAS) , Census Bureau. 
 Long-term nursing care: home care  
HC.R.6.1 Social services of long-term care 

(LTC other than HC3) 
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Table USA.3. Key indicators of LTHC and total LTC: United States, 2005 

Indicators 

Per capita 
Expenditure 

Personal health care 
expenditure 
(HC.1-HC.5) 

Current health expenditure1

(CHE) 
Households Actual Final 

Consumption 
(HAFC) 

Gross Domestic Product 
(GDP) 

in USD PPP OECD&EU 
Average 

% of  
OECD&EU 

Average 

Percentage
of  

OECD&EU 
Average 

% of  
OECD&EU 

Average 

Percentage 
of  

OECD&EU 
Average 

% of  
OECD&EU 

Average 

Percentage
of  

OECD&EU 
Average 

% of 
 OECD&EU 

Average 

Percentage
of  

OECD&EU 
Average 

% of  
OECD&EU 

Average 
(a) (b) (100*a/b) (a) (b) (100*a/b) (a) (b) (100*a/b) (a) (b) (100*a/b) (a) (b) (100*a/b) 

Long-term health care (LTHC) $411 
$291.

2 141% 7.4% 10.1% 73% 6.5% 9.4% 70% 1.3% 1.3% 99% 1.0% 0.9% 116% 
Total Long-term care (LTHC+LTSC) - - -   - - - - - - - - - 

Current health expenditure 
$6,27

8 
$2,43

9 257%             19.5% 12.4% 158% 15.0% 8.3% 180% 
Source: Calculation based on OECD HD 2007 and Eurostat. 
1) Total Long-term care (LTHC+LTSC) is compared with Current health expenditure (CHE) plus Long-term Social care (LTSC) 
 
Table USA.4. Total long term care expenditure by main types of LTC and financing schemes, millions of NCU: United States, 2005 
    HF.1     HF.2             HF 

General 
government 

HF.1.1 HF.1.2 

Private  
sector 

HF.2.1+2.2 HF.2.3     HF.2.4 HF.2.5 

Total LTC General  
government 

(excl. social 
security.) 

Social  
security 

Private 
insurance 

Private 
household 

out-of-pocket 
payments 

HF.2.3.1 HF.2.3.2 to 2.9 

Non-profit 
institutions Corporations 

    

Out-of-pocket, 
excluding cost-

sharing 
Cost-sharing 

HC.3 Long-term nursing and personal care  75937 75937  45925     9,139.17  32286     4501   121862 
HC.3.1, 3.2 LTC: inpatient care and day cases 
HC.3.3  LTC: home care                   
HC.R.6.1 Social services of LTC (other than HC.3)                   
 Total 75937 75937 45925     9,139.17  32286 4501 121862 
Source: OECD-WHO-Eurostat System of Health Accounts Joint Questionnaire 2007. 
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Table USA.5. Total long term care expenditure by main types of LTC and financing schemes, Total LTC=100: United States, 2005 
    HF.1     HF.2         HF 

General 
government 

HF.1.1 HF.1.2 

Private  
sector 

HF.2.1+2.2 HF.2.3 HF.2.4 HF.2.5 

Total LTC General  
government 

(excl. social 
security.) 

Social  
security 

Private 
insurance 

Private 
household 

out-of-pocket 
payments 

Non-profit 
institutions Corporations 

    
HC.3 Long-term nursing and personal care  62.31 62.31   37.69            7.50  26.49             3.69   100.00 
HC.3.1, 3.2 LTC: inpatient care and day cases 
HC.3.3  LTC: home care            
HC.R.6.1 Social services of LTC (other than HC.3)                   
 Total 62.31 62.31 37.69            7.50  26.49             3.69 100.00 
Source: OECD-WHO-Eurostat System of Health Accounts Joint Questionnaire 2007. 
 
Table USA.6. LTC as percentage of total current health expenditure, Total current expenditure on health =100 : United States, 2005 
    HF.1     HF.2         HF 

General 
government 

HF.1.1 HF.1.2 

Private  
sector 

HF.2.1+2.2 HF.2.3 HF.2.4 HF.2.5 

Total LTC General  
government 

(excl. social 
security.) 

Social  
security 

Private 
insurance 

Private 
household 

out-of-pocket 
payments 

Non-profit 
institutions Corporations 

    
HC.3 Long-term nursing and personal care                  4.08               4.08                  2.47             0.49              1.73             0.24               6.55  
HC.3.1, 3.2 LTC: inpatient care and day cases 

HC.3.3  LTC: home care            
 Total                 4.08               4.08               2.47            0.49              1.73             0.24             6.55  
Source: OECD-WHO-Eurostat System of Health Accounts Joint Questionnaire 2007. 
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Table USA.7. Total long term care expenditure by main types of LTC and providers, millions of NCU : United States, 2005 
    HP.1 HP.2     HP.3 (excl. 

HP.3.6) 
HP.3.6 HP.7.2 HP.7.9   HP 

    HP.2.1 HP.2.2-2.9           

    

Hospitals Nursing and 
residential care 

facilities 

Nursing care 
facilities 

Residential care 
facilities 

Providers of 
ambulatory 
care (excl. 

HP.3.6) 

Providers of 
home health 

care 

Households as 
providers of 
home care 

All other 
industries as 

secondary 
producers  

Other types of 
facility n.e.c. 

Total 

HC.3 Long-term nursing and personal care    121862               121862 
HC.3.1, 3.2 LTC: inpatient care and day cases 
HC.3.3  LTC: home care             
HC.R.6.1 Social services of LTC (other than HC.3)                     
 Total 121862 121862 
Source: OECD-WHO-Eurostat System of Health Accounts Joint Questionnaire 2007. 
 
 
Table USA.8. Total long term care expenditure by main types of LTC and providers, Total LTC=100 : United States, 2005 
    HP.1 HP.2     HP.3 (excl. 

HP.3.6) 
HP.3.6 HP.7.2 HP.7.9   HP 

    HP.2.1 HP.2.2-2.9           

    

Hospitals Nursing and 
residential care 

facilities 

Nursing care 
facilities 

Residential care 
facilities 

Providers of 
ambulatory 
care (excl. 

HP.3.6) 

Providers of 
home health 

care 

Households as 
providers of 
home care 

All other 
industries as 

secondary 
producers  

Other types of 
facility n.e.c. 

Total 

HC.3 Long-term nursing and personal care    100.00               100.00 
HC.3.1, 3.2 LTC: inpatient care and day cases 
HC.3.3  LTC: home care             
HC.R.6.1 Social services of LTC (other than HC.3)                     
 Total 100.00 100.00 
Source: OECD-WHO-Eurostat System of Health Accounts Joint Questionnaire 2007. 
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Table USA.9. Long term nursing care (HC.3): United States 

Years % of GDP % of AHFC % of Current
Health Exp.

% of Personal 
Health Care Exp.

2000 0.98 1.30 7.53 8.42
2001 1.01 1.32 7.38 8.25
2002 1.01 1.32 7.05 7.93
2003 1.01 1.31 6.81 7.69
2004 0.99 1.28 6.61 7.46
2005 0.98 1.28 6.55 7.38
Source: OECD Health Data 2007. 
 
 
 
 
Table USA.10. Components of Total LTC (Total LTC=100): United States 

Years Inpatient & day care Home care Social Services of 
LTC Total LTC

2000 100.00 0.00 0.00 100.00
2001 100.00 0.00 0.00 100.00
2002 100.00 0.00 0.00 100.00
2003 100.00 0.00 0.00 100.00
2004 100.00 0.00 0.00 100.00
2005 100.00 0.00 0.00 100.00
Source: OECD Health Data 2007. 
 
Table USA.11. Components of LT nursing and personal care (HC.3=100): United States 

Years   Inpatient & Day
Care Home Care HC.3

2000   100.00 0.00 100.00
2001 100.00 0.00 100.00
2002   100.00 0.00 100.00
2003 100.00 0.00 100.00
2004   100.00 0.00 100.00
2005   100.00 0.00 100.00
Source: OECD Health Data 2007. 
 
 
Table USA.12.Per capita Total LTC and LT nursing care, (real growth rates): United States 

Years      HC.3. 

2000   1.86
2001 2.99
2002   1.33
2003 1.30
2004   0.28
2005   1.89
1999-2005 MAGR (%) 1.60
Source: OECD Health Data 2007. 
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PART 3:  LONG-TERM CARE EXPENDITURE IN OECD AND EU COUNTRIES: A 
COMPARATIVE ANALYSIS 

 
132. Availability, comparability, policy 
relevance, reliability and timeliness are key 
requirements for good quality data. Since the 
introduction of the publication of the System 
of Health Accounts (SHA) Manual in 2000, 
the lack of a clear, internationally agreed 
definition of long-term care (LTC) and the 
boundaries between health and social care 
has been recognised as one of the most 
important factors affecting comparability of 
health expenditure data. Although 
considerable efforts have been made by 
experts in member countries and at 
international organisations to improve the 
availability and comparability of LTC data, 
their comparability are still considerably 
influenced by differences in national 
definitions and data reporting practices. 
Problems with data on long-term health care 
(LTHC) have an effect on the comparability 
of key indicators such as health expenditure 
to GDP ratio and the public-private share of 
financing. At this moment, policy analysis 
and projections have no choice but to use 
LTHC data which are often limited in terms 
of comparability. Therefore, interpretation of 
the existing information on LTHC 
expenditure, including the following 
analysis, requires caution.  

133.  Continuous quality improvement is at 
the heart of the work with OECD Health 
Data and the Joint Health Accounts data 
collection at OECD. Improving the 
comparability of the LTHC data has been 
one of the key priorities.  

Purpose of the comparative analysis 
134. There are two sections to the 
comparative analysis of LTC data in Part 3 
of the report. Part 3.1 is an analysis of data 
on LTC and LTHC using the latest available 
data for all OECD and EU countries. Thus 
this part of the report focuses on a 
comparison of LTC expenditure across 
countries for a given year.  

135. Part 3.2 provides data on trends in 
LTC expenditure using consistent and 
comparable data on LTHC and long-term 
social care (LTSC). Thus Part 3.2 focuses on 
a comparison of LTC expenditure over time.  

136. In both parts of the report, the main 
purposes are: 

• to assess the availability and 
comparability of the data on LTHC and 
total LTC expenditure,  

• to describe the main characteristics of the 
spending on LTHC services, and  

• to propose and test a core set of indicators for 
comparative analysis of LTC data which are 
currently available from the JHAQ56. These 
data are supplemented by macroeconomic 
variables and population data available from 
public sources such as the OECD Main 
Economic Indicators and Eurostat database. 

 
56 It is proposed that the revised SHA Manual 
2.0 will have a chapter on basic indicators for 
policy use and comparative analysis.   The 
analysis in this section will contribute to the 
proposed chapter.  

 



Final Report December 2007 

 272

                                                

 Main indicators proposed for comparative 
analysis 
137. Main requirement for a set of 
indicators for future analysis of LTC 
expenditure is to provide adequate, 
meaningful information for policy analysis, 
and at the same time to be technically 
feasible for collection under the Joint Health 
Accounts Questionnaire (JHAQ) data 
collection.  

138. The revised SHA Manual is expected 
to provide information in monetary terms on 
financing, provision and use of LTC 
services. The current version of SHA manual 
and the revised JHAQ Guidelines provide a 
methodology to collect information on the 
financing and provision of resources that 
countries devote to meet the long-term care 
needs of their populations. Work is 
underway on a methodology to produce 
expenditure by age, gender and disease, 
which will enable information to be collected 
on resources devoted to LTC by sex and age 
groups of the population.  

139. It is proposed that the following 
indicators on LTC expenditure be collected 
regularly and used for comparative analysis 
both across countries and across time57:  

(1) Per capita expenditure on LTHC to 
characterise the differences in absolute 
terms across countries regarding the 
consumption of long-term health care 
services.  

(2) LTHC as percentage of households' 
actual final consumption58. This shows 
how much of households total resources 
(including social benefits), are devoted to 
LTHC. This indicator is better for 
characterising the impact of long term 

 
57  When Guidelines for estimating expenditure 
by disease, age and gender are available, it will be 
possible to extend this list with indicators 
characterising the use of LTHC services. 
58  Actual final consumption includes both 
services purchased by households and social 
benefits in kind.  

care spending on the households than the 
share of GDP59.  

(3) LTHC as percentage of current health 
expenditure, and    

(4) LTHC as percentage of personal 
health care expenditure.   

 Indicators 3 and 4 characterise long term 
care spending within the health sector. 
The difference between the two indicators 
is that current health expenditure includes 
all health spending (excluding gross 
capital formation), while personal health 
care expenditure contains only spending 
on individually consumed health services 
(excluding administration and 
prevention). 

(5) Share of spending by general 
government and the private sector in 
LTHC expenditure to show how the 
burden of financing is shared between 
government and households.  

(6) The share of inpatient and home care 
within LTHC expenditure to characterise 
the structure of provision of LTHC.  

 (7) Per capita expenditure on LTC to 
characterise the differences in absolute 
terms across countries in the consumption 
of long-term care services, including both 
health and social components of long-
term care services.  

(8) LTC as a percentage of households' 
actual final consumption to characterise 
the impact of total long term care 
spending on the households. 

(9) The share of inpatient care, home care 
and social services of LTC within total 
LTC expenditure to characterise the 
structure of provision of total long term 
care services. 

                                                 
59  LTHC as percentage of GDP is, however, 
also included in the full set of indicators for LTC 
expenditure, and the more detailed analysis 
presents data for LTHC as percentage of GDP. 
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Data availability 
140. In 2007, data on LTHC expenditure 
are available from the Joint Health Accounts 
data collection (JHAQ) for 22 countries. A 
further 8 countries report data on LTHC to 
the OECD as part of the regular annual 
Health Data questionnaire, but do not 
complete the JHAQ. No LTC data are 
currently provided to the OECD for 6 OECD 
countries (Greece, Ireland, Italy, Mexico, 
Turkey and United Kingdom) and 3 non-
OECD EU Member or Candidate countries 
(Latvia, Malta and Croatia). 

141. 12 countries reported data on total 
LTC expenditure (including both LTHC and 
LTSC) under the Joint Health Accounts data 
collection. The differences between countries 
in the share of health vs. social components 
of LTC expenditure underline the importance 
of improving the availability of these data to 
make the better analysis of LTC expenditure 
possible.  

142. Due to improvements in compliance 
with the JHAQ overtime, the possibilities for 
undertaking cross country analysis of LTC 
expenditure have improved. The results of 
this analysis are available in Part 3.1. 

143. Part 3.2 provides an analysis of LTC 
expenditure over time. The analysis is 
limited due to the small number of countries 
who have comparable data for a sufficiently 
long time period to examine the expenditure 
trends. More detail is provided in Part 3.2. 

Compliance with the LTC guidelines 
144.  The LTC guidelines define the 
following services as components of LTHC:  

• Palliative care (end-of-life care)  

• Long-term nursing care (intensive, high 
level care and assistance with ADL 

restrictions), including accommodation in 
(high-level care) nursing homes 

• Personal care services (assistance with 
ADL restrictions) 

• Services in support of informal (family) 
care (such as care allowances, social 
protection of informal careers, 
counselling. 

145.  The LTC guidelines define the 
following services as components of 
LTSC: 

• Home help; care assistance (help with 
IADL restrictions, including 
housekeeping, meals on wheels) 

• Residential (care) services (other than 
nursing homes): Services of care and 
social support provided in supported 
living arrangements: protected housing 
and the like (including tele-linking to call 
centres and the like) 

• Other social services provided in a long-
term care context ( e.g. social services of 
day care, social activities for dependent 
older persons etc.) 

146.  Regarding the current stage of 
international harmonisation of data reporting 
on LTC, two questions were examined: (i) 
whether there is any difference between 
national and international data reporting; (ii) 
to what extent data reported to the Joint 
Health Accounts data collection or OECD 
Health Data follow (or deviate from) the 
LTC Guidelines. With this purpose, in April 
2007 each country was asked to complete 
Table 1, which is displayed below. 
Completed tables by country are available in 
Part 2 of this report 

. 
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Table 3. National and international data reporting on the main components of LTC services  

Main components of LTC services 

Current 
official 
statistics for 
national 
purposes 

Data reported 
to the Joint 
Health 
Accounts data 
collection 

 

H
ea

lth
 

st
at

is
tic

s 

So
ci

al
 

st
at

is
tic

s 

H
C

3 

H
C

.R
.6

.
1 

Palliative care 
(end-of-life care)  

    

Long-term nursing care 
(intensive, high level care and assistance with ADL 
restrictions, including accommodation in high-level care 
nursing homes) 

    

Personal care services 
(help with ADL restrictions) 

    

Home help; care assistance 
(help with IADL restrictions) 

    

Services in support of informal (family) care 
(such as care allowances, social protection of informal 
carers, counselling) 

    

Residential care services, other than nursing homes 
(supported living arrangements: long-term care together 
with residential care services) 

    

Other social services provided in a long-term care 
context 
(special types of transportation; Case management / 
coordination) 

    

147. The type of provider or responsible 
branch of government was traditionally the 
main criteria in national statistics to classify 
services, including services of LTC, as health 
or social care in most countries60. The 
implementation of SHA entailed replacing 
the approach based on source of public funds 
by a functional approach. This change was 
required for all types of expenditure, not just 

                                                 
60  Classification by branch of government 
implies that health services are funded by the 
Health Ministry and come under their 
responsibility. The same applies to social services. 

long-term care. The responses received 
reflect the diversity of national definitions 
and national reporting of LTC expenditure, 
including the different allocations between 
health and social spending (column 2 to 5 in 
Table 1).   

148.  Implementation of the JHAQ LTC 
Guidelines has started in several countries. It 
may involve changes in the reporting of 
national statistics, involving the revision of 
previous health expenditure figures (e.g., 
Austria, Norway), or may mean that 
countries are harmonising data with the LTC 
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Guidelines only for international statistics 
and continue to report data based on their 
national definitions for national purposes 
(e.g., Canada, Spain).  

149.  Based on the information from Table 
1 which was completed for each country and 
available in Part 2, four groups of countries 
can be discerned (see Table 2). 

• In 7 countries, LTC expenditure are 
estimated in the same way for national 
and international data reporting, and it is 
fairly close to the LTC guidelines 
(personal care services or most of them 
are reported under LTHC).  

• In other countries, national data reporting 
is different to the LTC Guidelines. In 14 
countries, for international reporting, 
harmonisation with the LTC Guidelines 
has started. Countries in this group, 
however, are at different stages of 
harmonisation. In several countries 
international data reporting is fairly close 
to the LTC guidelines, while 
harmonisation has just started and is still 
partial in others. Due to deviations from 
the LTC Guidelines, however, some of 
these countries may overestimate LTHC, 
while others may underestimate LTHC. 

• In 9 countries LTC expenditure is 
estimated in the same way for national 
and international data reporting, but 
deviates considerably from the JHAQ 
guidelines, in particular in the treatment 
of personal care services (assistance with 
ADL restrictions).; 

• 9 countries did not report any data on 
LTC expenditure. 

150.  It should be noted that the LTC 
guidelines for the JHAQ advise: "when a 
country already has an established practice 
for reporting expenditure on personal care 
services under HC.R.6.1, it is proposed not 
to change this practice until the envisaged 
revision of the ICHA-HC. This should be 
clearly indicated in the methodological 
information provided." 

Effects of implementing the LTC Guidelines  
151. Several countries have started the 
implementation of the LTC guidelines under 
the JHAQ data collection. Their experience 
suggests that the implementation is feasible. 
Also, the implementation has resulted in a 
considerable increase in the share of LTC 
expenditure in total health expenditure in 
several countries. For example, the former 
estimates which were based on national 
definition for in-patient LTC in France 
accounted for 4% of total current health 
expenditure in 2003, compared with 7.5% 
(based on the LTC Guidelines) in 2005. In 
Spain the implementation of the LTC 
guidelines has resulted in an increase of the 
share of in-patient LTC in total health 
current health expenditure from 2% and 
6.1%.  These data also indicate that an 
approach based on national definitions of 
LTHC expenditure is not suitable to produce 
internationally comparable data on LTC (and 
LTHC).
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Table 4.  Current international reporting of LTC expenditure data  
Table 1 N=I≈JHAQ N  ≠ I≈JHAQ N=I  ≠   JHAQ No data on HC.3 

are available 
Australia   X  
Austria X    
Belgium  X   
Canada  X   
Czech Republic  X   
Denmark  X   
Finland  X   
France  X   
Germany X    
Greece    x 
Hungary  X   
Iceland  X   
Ireland    x 
Italy    x 
Japan  X   
Korea   X  
Luxembourg X    
Mexico    x 
Netherlands X    
New Zealand X    
Norway X    
Poland  X   
Portugal   X  
Slovak Republic   X  
Spain  X   
Sweden   X  
Switzerland X    
Turkey    x 
United Kingdom    x 
United States  X   
     
Bulgaria   X  
Croatia    x 
Cyprus   X  
Estonia   X  
Latvia     x 
Lithuania  X   
Malta    x 
Romania   X  
Slovenia  X   

N=I≈JHAQ:   LTC expenditure is estimated the same way for national and international data reporting, 
and  it is fairly close to the LTC guidelines 

N  ≠ I≈JHAQ: :  LTC expenditure is not estimated the same way for national and international data For 
international reporting harmonisation with the LTC Guidelines has been started (but there may still be 
important deviations)   

N=I  ≠  JHAQ: LTC expenditure are estimated in the same way for national and international data 
reporting, but it considerably deviates from the JHAQ guidelines   



Final Report December 2007 

277 
 

Limitations of the comparative analysis 
152. At this point of time, there are very 
few published analyses of the determinants 
of long-term care expenditure. One of the 
factors behind this which the current report is 
addressing, is the limited comparability of 
long-term care data both across time and 
countries. A comprehensive analysis of the 
determinants of long-term care expenditure, 
apart from requiring better and more data 
would also need to consider other factors 
which may impact on LTC spending. The 
following factors may lay behind the 
differences in LTHC spending across 
countries and across time: 

• The impact of population ageing in terms 
of both the share and health status of older 
population (65+ and 80+);  

• The impact of level of economic 
development (per capita GDP, per capita 
households’ actual final consumption);  

• Differences in the level of resources 
available for health care as a whole (per 
capita health expenditure), influenced, but 
not fully explained by differences in 
economic development;  

• Changes in care preferences and patterns 
as a result of societal or demographic 
factors, such as the movement from 
institutional care to home care, and the 
role of formal and informal care;  

• Changes in funding which impact on the 
utilisation of LTC such as requirements 
for private payments, running down of 
assets before accessing a publicly 
provided nursing home place, the 
introduction of compulsory LTC 
insurance, and the changes in cash 
allowances for families;  

• Changed in the quality of care (in 
particular, that of facilities of institutional 
care); and 

• Differences in relative prices of LTHC 
across countries, influenced by both 
general economic factors (differences in 
earnings in health and social care 
compared to general economy) and 
institutional factors (share of home care 
and institutional care, etc.).

•  
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Part 3.1: Long term care spending in OECD and EU countries: cross country comparison. 

 
153.  As already emphasised, due to the 
limitations in availability and comparability 
of data the data on LTHC and LTC 
expenditure reflects not only real differences 
in financing and provision of LTC service, 
but artificial effects too. As it is not possible 
to disentangle the real and artificial effects 
for all countries, this analysis should be 
understood as a tentative one. 

154.  Spending on long-term health care 
(LTHC) in 2005 shows a wide range in 
OECD and non-OECD EU countries: 
between 2 UD$PPP per capita in Romania 
and 985 UD$PPP per capita in Norway 
(Chart 1). This means a range of 0.3% to 
26% of total current health expenditure.   

155. Chart 2 illustrates that, with some 
exceptions, countries with higher per capita 
health expenditure tend to devote a greater 
share of health expenditure to LTHC, while 
countries with lower per capita health 
expenditure tend to devote a greater share on 
medical goods which includes 
pharmaceuticals and a relatively low share of 
health expenditure on LTHC.  

156. Chart 3 shows differences in per 
capita LTHC. These data are presented 
alongside per capita current health 
expenditure per country. Based on this data, 
3 countries are outliers. Norway, Switzerland 
and Luxembourg61 spend more than 800 
US$PPP per capita on LTHC. LTHC 
expenditure amounts to 20-25% of total 
current health expenditure and 3-4% of 

 
61  As commuting workers account for almost 
one quarter of Luxembourg’s insured, the total 
number of people belonging to the Luxembourg 
health insurance scheme is higher than the resident 
population. This is in spite of the fact that 
employees of international organisations in 
Luxembourg have their own health insurance 
scheme. Therefore, LTC expenditure and health 
care expenditure per capita could be misleading 
for it is calculated by dividing the health care 
expenditure only by the resident population. 

households’ actual final consumption, as 
well as 2-2.3% of GDP in these countries 
(Table 3). Note that the US appears as an 
outlier due to relatively low per capita LTHC 
expenditure but as their LTHC data do not 
conform to the guidelines as yet, more 
verification is required. This chart suggests 
that countries having around the same per 
capita overall spending on health care may 
have considerable differences in LTHC 
expenditure per capita.   

157. Chart 4 indicates that below a certain 
level of economic development (per capita 
GDP) countries have very low per capita 
spending on LTHC services and furthermore, 
they spend in relative terms even less on 
LTHC than on health care in general. It 
means that differences between countries 
with lower per capita GDP and the rest of the 
countries seem to be far higher in terms of 
LTHC per capita than in terms of total health 
care spending.  

158. Above a certain level of economic 
development (per capita GDP or per capita 
households’ actual final consumption), 
countries with similar levels of economic 
development show large differences in 
LTHC spending (Chart 4 and Chart 5). This 
suggests that for the wealthier OECD 
countries factors other than GDP and health 
expenditure per capita need to be considered.   

159. Data suggest that higher spending 
countries not only spend more on per capita 
LTHC (that is in absolute terms), but tend to 
also devote more resources in relative terms 
than countries with lower level of spending. 
Chart 6 shows that higher per capita 
spending on long-term care tends to mean 
that LTHC occupies a higher share of 
households’ final consumption in these 
countries. For example, Denmark and 
Australia have about the same GDP per 
capita (in US$ PPPs). Although LTC data 
inconsistencies may explain some of the 
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differences in the LTHC per capita between 
the two countries – based on the available 
figures, Denmark spends approximately 3 
times more per capita than Australia does - 
they would not explain all the differences. 
The same pattern can be discerned when per 
capita LTC is examined in relation to LTHC 
as percentage of GDP (Chart 7). Behind 
these tendencies several factors can work 
together such as higher priorities to LTHC, 
price effects and institutional characteristics 
of long-term care. 

160. Chart 8 shows LTHC per capita and 
per capita 65 and over. The relative position 
of some of the countries is slightly different 
when expenditure is related to the older 
population, instead of the total population, 
but the general pattern of differences across 
countries seem to be similar (Chart 8).  

161. It is emphasised again that these 
charts mainly illustrate the possibilities for a 
comparative analysis. The tendencies 
described can only be considered tentative 
and need reconsideration when more 
comparable data are available. 

Financing of LTC and LTHC 
162. Several countries report only public 
expenditure on LTHC which results in 
underestimation (e.g., Czech Republic, 
France and Slovak Republic, etc.). 
Improving the information on private 
financing of LTHC, in particular on home 
care is a key area for future Health Accounts 
data collections.  

163. With a few exceptions, the share of 
general government (HF.1) in financing 
LTHC is reported to be higher than in the 
case of financing health care services in 
general (Table 4). 

164. In about two-third of the countries, 
general government finances more than 80% 
of LTHC. Only 9 countries report a private 
share greater than 20% of LTHC 
expenditure. The private share of financing 

of LTHC is more than 35% in United States, 
Belgium, Switzerland, Portugal and Cyprus. 

Provision of LTC and LTHC 
165.  A key policy goal in many countries 
is to provide help for the elderly and 
handicapped in their home in order to be able 
to stay in their home environment as long as 
possible. Countries with consumer choice 
programmes also have a higher share of 
home care. Besides the expenditure data, 
data on recipients are also required to 
conduct a detailed analysis on the role of 
home care versus institutional care. 
Differences in definitions may also influence 
the data: countries where home care and 
home help is provided together may have 
higher share of expenditure on home care. 

166. LTHC expenditure is concentrated in 
institutional care rather than home care in 
around two-thirds of the countries. In 14 
countries, more than 75% of LTHC 
expenditure was spent on institutional care 
(Chart 9, Table 5). 7 countries report a share 
of LTHC expenditure between 25 and 50%. 
A lower share of institutional care in some 
countries, however, may reflect that 
institutional care is provided in institutions 
classified under social care in national 
statistics (e.g., in Lithuania and Slovenia).  

167. Data on total LTC expenditure are 
available only for 13 countries (Table 6). In 
2 countries (Bulgaria and Finland) social 
services of LTC (LTSC) account for more 
than 50% of total LTC. In another 6 
countries, the share of LTSC is between 20 
and 50%, while the remaining 5 countries 
report a share of LTSC below 10% of total 
LTC.   
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Table 3 Long term health care expenditure (HC.3) , OECD and Non-OECD Eu Countries, 2005 

Countries Per capita, 
US$ PPP 

% of 
Households 
Actual Final 

Consumption 

% of 
GDP 

% of Current 
Health Exp 

(CHE) 

% of 
Personal 

health care 
expenditure 

Australia*  221 0.97 0.67  7.41   7.76 
Austria*  409 1.82 1.23  12.50   13.34 
Belgium  482 2.16 1.46  14.95   16.29 
Bulgaria  7 0.06 0.05  0.94   1.00 
Canada  452 1.98 1.33  14.20   16.02 
Cyprus  27 0.15 0.11  1.88   2.00 
Czech Republic  50 0.40 0.24  3.48   3.68 
Denmark  664 2.92 1.95  22.26   23.22 
Estonia  26 0.25 0.15  3.06   3.25 
Finland  280 1.37 0.91  10.77   11.62 
France  287 1.31 0.94  8.76   9.65 
Germany  394 1.83 1.28  12.45   13.71 
Hungary  50 0.42 0.29  3.47   3.80 
Iceland  584 2.18 1.61  17.26   17.35 
Japan*  405 2.06 1.38  17.60   18.40 
Korea  6 0.05 0.03  0.51   0.54 
Latvia*  42 0.53 0.38  5.77   5.95 
Lithuania  35 0.32 0.24  4.20   4.36 
Luxembourg  955 2.67 1.35  17.47   19.58 
Netherlands  440 2.01 1.25  13.55   15.14 
New Zealand  353 1.92 1.36  15.05   16.68 
Norway*  985 3.94 2.32  25.67   26.42 
Poland  56 0.55 0.41  6.92   7.20 
Portugal  26 0.17 0.13  1.33   1.37 
Romania  2 0.02 0.02  0.34   0.42 
Slovak Republic  6 0.05 0.03  0.51   0.54 
Slovenia  161 1.06 0.69  8.45   9.20 
Spain  150 0.80 0.55  6.83   7.16 
Sweden  221 1.02 0.69  7.94   8.05 
Switzerland  841 3.88 2.34  20.12   21.62 
United States  411 1.28 0.98  6.55   7.35 
Note: * Data refer to the year 2004 
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Table 4  Share of General government (HF.1) and Private sector (HF.2) in LTHC expenditure (HC.3) and Personal health care 
expenditure, OECD and Non-OECD Eu Countries, 2005 

Countries 
  HC.3** Personal health care 

expenditure** 

  HF.1 HF.2 HF.1 HF.2 

Australia*   79.78 20.22  67.60   32.40 
Austria* 82.24 17.76 76.62 23.38 
Belgium   57.33 42.67 69.25 29.93 
Bulgaria 99.60 0.40 58.49 41.51 
Canada   81.68 18.32 68.83 31.17 
Cyprus 2.05 97.95 38.31 61.69 
Czech Republic   100.00 0.00 87.83 12.17 
Denmark 89.46 10.54 82.88 17.12 
Estonia   85.15 14.85 75.77 24.23 
Finland 83.99 n.a n.a n.a 
France   100.00 0.00 80.67 19.33 
Germany 72.74 27.26 77.33 22.67 
Hungary   91.36 8.64 71.90 28.10 
Iceland 100.00 0.00 82.13 17.87 
Japan*   87.92 12.08 81.45 18.55 
Korea 73.12 26.88 52.42 47.58 
Latvia*   96.98 3.02 54.91 44.63 
Lithuania 95.49 4.14 65.44 34.54 
Luxembourg   99.65 0.35 91.08 8.92 
Netherlands 93.30 6.33 66.21 33.67 
New Zealand   92.35 7.65 75.97 24.03 
Norway* 88.05 11.95 82.80 17.14 
Poland   91.23 8.77 68.06 31.94 
Portugal 52.77 47.23 72.10 27.90 
Romania   84.36 15.64 74.86 25.14 
Slovak Republic 100.00 0.00 74.70 25.30 
Slovenia   93.87 6.13 73.41 26.59 
Spain 77.72 22.28 71.71 28.29 
Sweden   100.00 0.00 84.92 15.08 
Switzerland 40.88 59.12 59.45 40.55 
United States   62.31 37.69 44.81 55.19 
Note: * Data refer to the year 2004 
 ** Missing complement to 100 is due to the Rest of The world (HF3) 
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Table 5 Components of Long term health care expenditure (HC.3=100), OECD and Non-OECD Eu Countries, 2005 

Countries       Inpatient & day 
care  Home care 

Australia*        99.55   0.45 
Austria*  47.39   52.61 
Belgium**        38.86   26.21 
Bulgaria  0.40   99.60 
Canada        86.82   13.18 
Cyprus  84.27   15.73 
Czech Republic        76.30   23.70 
Denmark  0.28   99.72 
Estonia        94.90   5.10 
Finland  91.36   8.64 
France        85.64   14.36 
Germany  63.17   36.83 
Hungary        96.75   3.25 
Iceland  100.00   - 
Japan*        97.63   2.37 
Korea  96.00   4.00 
Latvia*        94.82   5.18 
Lithuania  56.22   43.78 
Luxembourg        67.27   32.73 
Netherlands  -   - 
New Zealand        48.21   51.79 
Norway*  65.41   34.59 
Poland        18.02   81.98 
Portugal  65.64   34.36 
Romania        79.21   20.79 
Slovak Republic  -   100.00 
Slovenia        66.38   33.62 
Spain  86.85   13.15 
Sweden        55.11   44.89 
Switzerland  89.68   10.32 
United States        -   - 

Note: * Data refer to the year 2004 
** Temporay data: the breakdown is not fully consistent. 
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Table 6  Expenditure on Total Long Term Care (HC.3. +HC.R.6.1) (Per capita USD PPPs), OECD and Non-OECD Eu 
Countries, 2005 

Countries   HC.3 & 
HC.R.6.1 

% of 
Households 
Actual Final 

Consumption 

% of GDP 
%of Current 

health and 
LTC exp. 

Bulgaria   16.0 0.16 0.12 2.17 
Cyprus 27.6 0.15 0.11 1.90 
Finland   662.9 3.24 2.14 22.20 
France 424.5 1.93 1.40 12.42 
Germany   410.9 1.91 1.34 12.92 
Hungary 63.6 0.53 0.36 4.38 
Japan*   505.1 2.57 1.72 21.02 
Korea 8.3 0.06 0.04 0.67 
Lithuania   63.0 0.58 0.43 7.29 
Luxembourg 993.9 2.78 1.41 18.06 
Poland   60.1 0.59 0.43 7.33 
Slovenia 258.0 1.69 1.10 12.87 
Spain   157.3 0.84 0.57 7.15 
Note: * Data refer to the year 2004 
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Note: * Data refer to the year 2004 

Chart 2 

 
Note: * Data refer to the year 2004 
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Note: Australia (AUS), Austria (AUT), Japan (JPN), and Norway (NOR) refer to 2004 

Chart 4 

 
Note: Australia (AUS), Austria (AUT), Japan (JPN), and Norway (NOR) refer to 2004 
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Note: Australia (AUS), Austria (AUT), Japan (JPN), and Norway (NOR) refer to 2004 
 

Chart 6 

 
Note: Australia (AUS), Austria (AUT), Japan (JPN), and Norway (NOR) refer to 2004 
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Note: Australia (AUS), Austria (AUT), Japan (JPN), and Norway (NOR) refer to 2004 

Chart 8 

 
Note: * Data refer to the year 2004 
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Note:  * Data refer to the year 2004 

** Temporary data: the breakdown is not fully consistent. 
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Part 3.2: Long term care spending in OECD and EU countries: Comparative Trends

168. In 1960 about one out of every 12 
people on average in OECD and EU 
countries was aged 65 and over. Due to a 
combination of falling fertility rates, and 
increasing life expectancy, this proportion 
had increased to more than one in 7 by 2005, 
and is expected to continue to rise in the 
coming decades. In Italy, which has the 
oldest population in the EU, one in 5 is now 
aged 65 and over. Whether an aged 
population is matched by longer periods of 
good health and functional independency has 
important implications for health and long-
term care systems. 

169. As the populations of countries age, 
the group containing the 'oldest old', that is 
people aged 85 and over, has tended to 
increase the most. It is also the group of the 
population which suffers the most severe 
disabilities and has the greatest long-term 
care needs. By 2030, for OECD member 
countries, it is projected that the share of 
people aged 85 and above will double to 3%, 
and increase further to more than 5% by 
2050, around the time when the last of the 
post war baby-boom generation will reach 
age 85.  

170. This section of the report provides 
trends in LTC expenditure using consistent 
and comparable data on LTHC (HC.3) and 
LTSC (HC.R6.1). Availability of SHA 
consistent data on LTC is limited, both in 
terms of the number of countries who report 
it and the number of years for which the data 
are available. A more in-depth analysis of 
trends of LTC expenditure, which is outside 
the scope of this report, would necessitate 
longer time series data on LTC expenditure 
and other variables in order to apply time 
series econometric techniques to examine the 
important explanatory factors in the observed 
changes in LTC expenditure over time. For 
this reason the data analysis within the 
context of this study is limited to the 
observed trends in LTHC expenditure in 
comparison with the growth in spending on 

the other component of health care, i.e. 
current health expenditure excluding long-
term care.  

171. One factor which needs to be 
explored comprehensively in any subsequent 
in-depth analysis of trends in LTHC 
expenditure is the ageing effect. The links 
between LTHC expenditure, ageing and 
disability are complex as they may work 
both ways62. On the one hand, elderly people 
who are less disabled generally consume less 
health care than more disabled people. But 
on the other hand, one reason why elderly 
people may be less disabled may be due to 
greater health care consumption to treat 
different conditions. This is argued for 
instance by Cutler (2006) in the case of the 
reduction in disabilities related to cardio-
vascular diseases among older Americans63. 

172. Three general theories have been 
proposed on possible trends in old-age 
disability in a context of rising life 
expectancy and likely impact on LTHC 
expenditures:  

1. increases in LTHC as a result of increased 
morbidity/disability, e.g. an increased 
prevalence of ageing-related diseases such 
as dementia,  

2. decreases in LTHC as result of a 
compression of morbidity/disability, e.g. 
increasing longevity is linked to a shorter 
period of illness and disability at the end 
of life as a result of disease prevention 
efforts,  

 
62. A more comprehensive discussion of this 
issue is provided in Lafortune, Baletstat et al. 
Trends in Severe Disability among Elderly People: 
Assessing the Evidence in 12 OECD Countries 
and the Future Implications, OECD Health 
Working Papers no. 26, 
DELSA/HEA/WD/HWP(2007)2 
63. Cutler, D. et al. (2006) Intensive Medical 
care and Cardiovascular Disease Disability 
Reductions NBER Working Paper, no. 12184. 
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3. no change in LTHC where increasing 
longevity would be linked to an expansion 
of light morbidity and disability but with a 
reduction of severe morbidity and 
disability, due to improvements in health 
care.  

Data Availability 
173. Annex I contains a set of charts which 
show the availability of LTC expenditure 
data (NCUs in 2000 GDP prices). The charts 
of LTC expenditure are restricted to the 24 
OECD countries that reported LTC data to 
and 7 non-OECD EU countries. The data 
sources are OECD Health Data 2007 and the 
SHA JHAQ data collection 2007. The 
remaining countries do not report LTC 
expenditure data to OECD Health Data or 
have very limited data64.  

174. LTC expenditure has been deflated by 
GDP deflator. Health price indexes are not 
available which would more accurately 
reflect the differential movement in price 
levels between the overall economy and the 
health sector. Most countries do not report 
LTSC but report LTHC. Therefore for these 
countries LTC is equivalent to LTHC. The 
exceptions are France, Korea Japan and 
Germany, Luxembourg and Spain. In 
addition, any reporting of LTSC expenditure 
has been due to its introduction into the 
JHAQ and therefore, even for this small 
group of countries, is generally limited to 
recent years. 

175. Canada, Sweden and the United 
States stand out amongst the other countries 
in having LTC expenditure data over a 
considerable time period. The US has the 
longest series of data from 1970 to 2005. For 
many countries the number of years of data 
available is limited, particularly in light of 
breaks in the data. The breaks are indicted by 
a vertical line and correspond in many cases 

 
                                                

64. Countries with no reported LTC expenditure 
data are Greece, Ireland, Italy, Mexico and 
Turkey. The United Kingdom has data for one 
year only. 

to a change in the estimation of expenditure 
data based on implementation of the 
methodology specified in the JHAQ 
guidelines. Examples in this respect are 
France, Netherlands and Spain where there is 
a quite substantial adjustment in the data in 
2003 for France and 1998 for the other 2 
countries. There is also a break in the 
Australian data in 1998 related to a change in 
the national definition of LTHC. In 
Germany, the break in the series in 1992 
reflects changes in expenditure brought 
about by German reunification.  

176. For all countries, with the exception 
of Finland, the overall trend of real LTC 
expenditure is positive65. A sharp jump in 
expenditure is evident in the case of Korea, 
Japan and Poland, all of whom have reported 
a small institutional care sector for LTC66. 
Until recently in both Korea and Japan, there 
has been evidence of some older people 
remaining in hospital for an extended period 
of time due to the general lack of long-term 
care provision. LTC insurance was 
introduced in 2000 in Japan and is expected 
to be introduced in 2008 in Korea. In Spain, 
around 70% of LTC beds are in the private 
sector, which has been growing quickly in 
recent years, with the rest provided either by 
municipalities or regions.  

177. Overall, the charts in the Annex 
demonstrate the limited availability of LTC 
expenditure data. They are limited in the 
sense of number of observations for many 
countries which would render any 
meaningful analysis difficult. The data are 
also limited in terms of consistency across 
countries. The US data as an example are for 
a long time period but represent the nursing 
home component of LTHC (HC 3.1) only, 
whereas countries which have moved more 
recently to report LTHC data are complying 

 
65. Romania and the Slovak Republic also have a 
negative trend but only 2 years of data are 
provided. 
66. More details are provided in Part 2 of this 
report. 



Final Report December 2007 

 291

                                                

more closely with JHAQ guidelines. 
Examples in this regard are the Czech 
Republic, Germany, France and Slovenia. 

178. Improvements in compliance to the 
guidelines over time, however, point to more 
consistent and comparable data in the future. 
It does mean, however that the capacity to 
undertake robust analysis of trends in LTC 
expenditure are, at present, limited. 

Data Analysis  
179. Chart 10 to Chart 15 show the index 
of LTHC and preventive/curative care 
expenditure in real terms for 6 countries67. 
The countries are Austria, Germany, Iceland, 
Norway, Sweden and Switzerland. For all 
countries, except Norway the data series runs 
from 1995 to 2005. The Norwegian series 
starts in 1997. The data are taken from 
OECD Health Data 2007. These 6 countries 
represent the only OECD and EU countries 
which have consistent and comparable data 
available over a sufficient time period to 
conduct a modest trend analysis. 

180. The series are deflated by the GDP 
deflator in the absence of specific health 
price indexes for deflation. Use of the same 
deflator for both series assumes that price 
levels in the LTC sector move at the same 
rate as price levels in the preventive/curative 
care sector. The relationship between LTC 
expenditure and preventive/curative care 
expenditure may be influenced by both price 
and volume effects i.e. by the provision of 
relatively more LTC services or differential 
movement of relative prices of LTC services, 
or both. A higher rate of technological 
change in one sector and not the other which 
enables more services to be performed or 
provided with the same expenditure will not 
be captured in the relatively simple analysis 
presented here.  

 
67. LTHC is HC 3 and preventive-curative care is 
total health care less LTHC. See table 1 in Part 1 
for more information.  

181. The charts show that the rate of 
growth of LTC expenditure is higher than 
that of preventive/curative care expenditure 
in all countries apart from Austria. There are 
of course many possible reasons for a higher 
growth rate of LTC expenditure including 
ageing of the population, differences in LTC 
preferences and differences in funding and 
incentives. Interpretations based on a full set 
of possible explanatory factors would require 
a considerably more sophisticated analysis 
than that presented here.  

182. The explanation of why 
preventive/curative care is growing faster 
than LTC expenditure in Austria would 
similarly require a more sophisticated 
analysis requiring more and better data. 
From Part 2 of this report, for example, we 
know that in Austria 80% of persons in need 
of long-term care are cared for by family 
members or in the framework of neighbourly 
help, with care providers being supported by 
community services. This information, 
however in itself cannot adequately explain 
why the growth rate is higher in 
preventive/curative care, given that non-
institutional care is the preferred care mode 
for LTC in many European countries.
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Part 3.3: Final remarks

183. At the outset of part 3 of the LTC 
report we provided 3 aims. These were firstly 
to assess the availability and comparability 
of data on LTHC and total LTC expenditure; 
secondly to describe the main characteristics 
of spending on LTHC services; and finally to 
propose and test a core set of indicators for 
comparative analysis of LTC data which are 
currently available from the JHAQ. These 
data are supplemented by macroeconomic 
variables and population data available from 
other OECD and EU sources.  

184. The first aim of assessing the 
availability and comparability of data on 
LTHC and LTC was undertaken by 
surveying the countries on the extent to 
which their national practices conform to 
international practices as specified in the 
JHAQ LTC guidelines. The results of the 
survey are summarised in Table 2. Although 
only 7 countries report that their national 
guidelines conform to the international 
guidelines, we note that a further 14 
countries state that although their national 
and international practices differ they are in 
the process of harmonisation. Thus while the 
level of harmonisation to international 
guidelines has improved over time, there are 
strong indications that further improvement 
is likely.  

185. On the issue of data comparability, 
we note that the comparability is still limited 
for undertaking cross country comparisons 
due to some ongoing deviations from the 
JHAQ guidelines. However, the series of 
charts and tables of cross country 
comparisons are significant as an illustration 
of various indicators of LTC expenditure. In 
many cases the differences between country 
indictors are more than could be explained 
by inconsistencies in data reporting. 
Comparability is even more limited for 
analysis of trends of LTC expenditure as is 
demonstrated by the series of charts in the 
Annex. Clearly, many factors impinge on 

LTC expenditure and in the analysis here we 
have only been able to touch the surface on 
the reasons behind the differences.  

186. The final aim was to propose and test 
a core set of indicators for comparative 
analysis of LTC data. As mentioned in the 
previous paragraph the various indicators 
which were tested in the cross country 
comparisons provide a rich set of data which 
will be able to be used increasingly for 
analysing differences in LTC expenditure 
and financing.  

187. Comparability of LTC data is an 
integral part of the current report, as 
developing robust and clear definitions of 
LTC and LTHC expenditure is important for 
building up a database of consistent and 
comparable data for analysis in the future. It 
is hoped that future efforts in improving 
availability and comparability will make 
possible the use of more sophisticated 
methods to analyse characteristics and trends 
in LTC spending. With more and better data, 
it will be possible to examine fully the 
relationship between LTC expenditure and 
its possible determinants. Sophisticated 
modelling however requires consistent and 
comparable data and the current report, in 
combination with developmental work on 
guidelines that have preceded it, is 
promoting and supporting this development. 
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