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Executive Summary

This exploratory analysis sought to characterise how costs behave relative to changes in
activity levels as a result of increased provision of home support, using available data on
the current provision of long term care for older persons and findings from studies that
have examined this in other settings.

The provision of long term care for older persons is of particular relevance to health
policymaking in Ireland at present, given the Programme for Government commitment to
introduce a statutory scheme to support people to live in their own homes that will
provide equitable access to high-quality care and the Slaintecare commitment to expand
community-based care. The financing model for the scheme has yet to be determined.

Results of a scoping review of the available literature suggest that implementing a
statutory home support scheme has the potential to significantly increase costs of long
term care. However, careful targeting of services and effective cost controls may help
limit expenditure increased associated with enhanced service provision.

Results of an economic analysis showed that the degree to which increased home support
provision substitutes for family/unpaid care is likely to be a more important cost driver
than either the extent of any crowding out of private spending on home support care, or
substitution of nursing home care by home support. Effective targeting of additional
hours to current home support recipients is another key factor for controlling costs. The
ranges within which these parameters would have to fall relative to each other for
increased provision of home support to be cost saving are reported.

As well as being a useful tool for assessing the potential costs of expanded home support,
the model can also be used to explore the degree of improvement in health related
quality of life that would be needed for a new scheme to be considered cost effective
using conventional willingness to pay thresholds in Ireland.

Important limitations of this work include the exclusion of hospital costs, client co-
payments or contributions to the cost of care, and administrative and clinical assessment
costs associated with enhanced provision of home support.

These findings are intended to highlight important considerations that can contribute to
the design of a statutory home support scheme and inform the development of a plan to
monitor and evaluate the scheme following implementation.
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Introduction

Long term care for older persons includes care provided in the community in people’s own
home, which can be unpaid care by family/friends or professional care provided by public or
private providers, as well as residential care in public or private nursing homes. Total public
expenditure on nursing home care in Ireland in 2021 is in excess of €1 billion, with an
estimated €650 million allocated for home support services for older people.?

The provision of long term care for older persons is an increasingly important health policy
issue in Ireland and internationally, due to rising demand and increased expenditure
associated with population aging. Policy responses to address increased demand for services
include more selective targeting of nursing home care and expansion of care in the
community, while cost controls have tended to focus on prioritising less expensive forms of
care, introduction of co-payments, and initiatives to reduce nursing home costs.?

Efforts to meet increased demand can significantly impact the clinical and economic
characteristics of long term care provision. Greater targeting of nursing home care may
change the clinical profile of the cohort of people in long term residential placements, and
may result in greater per-person costs due to increased average care needs. This may be
offset by cost savings from more people being cared for at home, but this depends on the
extent to which increased home support can act as a substitute for nursing home care and
the cost differential between the two. A useful distinction can be made here between either
end of the care spectrum — on one side are people who require minimal help with activities
of daily living to remain independent, but who may well need to transition to residential
care in the absence of this support, and on the other are those with high levels of functional
dependency that would require intensive home support packages to continue living at
home. While the current population of people living in nursing homes in Ireland may include
some of the former, we assume that efforts to target existing home support hours mean
that any substitution effect of greatly expanded home support provision on nursing home
admission will primarily be observed within the latter cohort.

Whether increased provision of home support helps contain costs has been the source of
contention since at least the 1980’s3, when concerns were raised about the scale of any
reduction in residential care admissions, the high costs associated with screening and
selection of patients, and limited evidence of improved clinical outcomes.* A further barrier
to cost-effective substitution of home support for nursing home care was the suggestion
that a subset of older, more dependent patients at whom this would be targeted would be
more costly to care for in the community than in nursing homes. *

Central to this policy debate is the previously documented phenomenon®® whereby
utilisation of a health programme increases significantly when eligibility is expanded or
changed, due to enrolment of newly eligible people, as well as increased uptake among
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those who may have already been eligible but were not availing of the service. In the
context of older persons home support services, any such increase in utilisation could result
in higher overall aggregate healthcare costs if increased expenditure on home support
exceeds any cost saving as a result of lower rates of nursing home care. One of the potential
mechanisms for this effect would be for home support to act as a substitute or compliment
to family/unpaid care, rather than having the effect of displacing nursing home care.’

These issues are of particular relevance to health policymaking in Ireland at present, given
the planned introduction of a statutory home support scheme with the aim of reducing “the
number of people within long-term residential care and the length of time that they would
spend there”.® The proposed scheme is among the commitments in the current Programme
for Government, and a Slaintecare deliverable.>'® While full details of the scheme are not
yet agreed, analysis of projected demand funded by the Department of Health describes a
service that is integrated with both nursing home and family/unpaid care, where care is
provided on the basis of a standardised assessment, and where cost is not a barrier to
accessing care.! This scheme is intended to be made available to all those aged 18 years or
older, and the financing model has yet to be determined, with all options—ranging from full
exchequer funding to flat-rate or means-tested user-contributions— currently under
consideration.

The aim of this paper is to
1. conduct a scoping review of the available literature on the impact of increased
provision of home support services on overall costs of long term care for older
persons, and
2. to develop a framework for exploratory analysis of the main drivers of the cost and
cost-effectiveness of expanded provision of home support in Ireland, and how these
interact.

Section 1 — Scoping Review

S$1 Methods

A search was conducted in Medline to August 2021 for studies examining the economic
impact of increased provision of home support on long term care among older persons,
using the search strategy reported in Appendix 1.

The search combined the concepts of ‘nursing home’, ‘home support’, ‘older persons’ and
the Royle & Waugh?®? economic evaluations search filter to identify citations, which were
then reviewed by a single author for inclusion or exclusion. A snowball search of key
literature was used to identify additional studies.
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Studies were included if they contained information on the impact of standard home
support services on nursing home utilisation and costs of long term care for older persons.
Studies that reported predictors of transitions between community and residential care, and
clinical or quality of life outcomes, were also included.

Studies were excluded if they were not written in English, if they were limited to a specific
patient cohort (e.g. dementia, hip fracture, diabetes), if they were non-comparative
descriptive studies of a particular care programme in a given setting, if they focused solely
on acute hospital discharges, if they were limited to assessment of private financing or
insurance based systems only, or if the full text of the paper could not be retrieved.

No formal appraisal of study quality or statistical pooling of results was performed, and
evidence synthesis was carried out via a narrative overview of selected primary and
secondary studies.

S1 Results

The search identified a total of 3,106 citations. Following review 16 studies were identified
that provided relevant information on costs, 19 studies on predictors of transition between
community and residential care, 9 studies comparing clinical outcomes in community and
residential care, and 6 studies examining factors associated with quality of life in community
and residential care.

Costs & Resource Utilisation

A key challenge when trying to estimate the impact of substituting residential care with
home support on the costs of long term care is determining the counterfactual, or what
would have happened in the absence of increased home support provision. As patients self-
select into the type of care they receive, direct comparison of average costs across different
care pathways is of limited value because they include those for whom substitution of care
is not an option. Experimental studies generally provide the most robust findings, but when
randomised controlled trials (RCTs) are impractical or unethical a number of quasi-
experimental approaches can be used to address inherent limitations of observational data.

Early studies examining the impact of expanded community care on nursing home costs
included a number of US trials that were reviewed by Kemper et al. in 1987.%3 This included
a subgroup of six RCTs that gathered complete data on nursing home utilisation that found
no overall statistically significant change in nursing home use. However, most of the study
cohorts turned out to have a relatively low risk of nursing home admission, and the one with
the highest level of nursing home use in control and treatment groups also reported the
highest comparative reduction. No significant effect on hospital admissions was observed,
but there was evidence of a relatively minor substitution effect for family/unpaid care.
While there was a lack of consistent findings about resource use, based on the totality of
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evidence at the time the authors concluded that expanding long term care in the
community is likely to result in higher aggregate costs, as the increased costs of home care
are not matched by comparable savings in residential care. However, the review did report
increased quality of life, and highlighted the importance of careful targeting of services to
best identify those who would transition to nursing homes in the absence of the
intervention as a way of improving cost effectiveness.

A collection of papers examining the impact of expanded provision of home and community
care was published in 2013.** Among the contributions were an updated review of the
available evidence®® that reported similar findings of increased aggregate costs and modest
impacts on nursing home admission rates and hospital stays. Two analyses of more recent
data report conflicting results. One found that increased home support led to a 30%
increase in community care recipients and a 5% decrease in nursing home residents,
resulting in increased aggregate long term care expenditure.'® However, the other found
that this effect was limited to a subpopulation of people with intellectual disability (ID) and
was not present in a non-ID older persons’ subgroup, which the authors attributed to
greater control of expenditure and nursing home reimbursement for older persons in their
study setting.’

The importance of selective targeting of care was again highlighted in a 2015 Korean study?®
that employed a regression discontinuity design involving home care and nursing home
subsidy thresholds to examine substitution of care among those on either side of a
particular cut-off point. Results showed that at low cut-off thresholds for level of disability,
substitution of home supports for residential care among those with less severe impairment
led to higher total long term care spending, but this was not the case for higher cut-off
thresholds, with the authors concluding that “publicly financed home care may have limited
impact among the more able, but that it may be both more cost-effective and beneficial
than institutional care for the least able”.

Another quasi-experimental study'® published in 2020 examined the effect of nursing home
eligibility on costs in the Netherlands, using a measure of leniency among those assessing
eligibility as the source of random variation, or instrument, with which to examine causal
effects. This found that while being deemed eligible to publicly funded nursing home care
increased utilisation by 18 percentage points within 6 months, substantial increases in the
cost of residential care at 2 years follow up were offset by roughly equivalent decreases in
home support costs, suggesting that postponing nursing home admission is not associated
with cost savings.

Other approaches to tackling this research question have focused on the correlation, if any,
between aggregate expenditure and expansion of home or community care. Once such
study?® examined long term care expenditure in Ohio, USA between 1995 and 2015, over
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which time the mix of professional long term care provision changed from 80% nursing
home-20% home support, to 49% nursing home-51% home support, and found this did not
coincide with a significant change in long term care spending, adjusting for demographic
changes and increased prevalence of chronic illness. This suggests that home support can be
expanded considerably from a low base without raising costs. However, one of the
limitations of this type of approach is that it does not adjust for other changes that may
have happened over the same time period that may have had a bearing on the results.

As mentioned previously, a problem with directly comparing average costs of care in
different setting is the difficulty in isolating those for whom one type of care can substitute
for another. However, a 2007 Canadian study?! that compared total costs of home care and
nursing home care for people aged 65 or older is informative. Since the same care-level
classification system was used in both pathways, it was possible to match cases on level of
dependency, and costs for long term care (nursing home or home care), hospital care,
physician services and drugs were recorded for all participants. The results showed that the
total costs of home support were between 40% and 75% of the costs of nursing home care,
depending on the level of need. This cost differential narrows considerably for patients
whose care classification level changed, with total costs of home care for these ranging from
70% to >90% of nursing home costs. Among those who died over the course of the study,
the costs of home support was higher for all levels of care than for nursing home residents
who died. This again indicates that the economic effect of home support substitution for
nursing home care is heterogeneous across dependency levels.

Other Outcomes

The search for included studies was focused on the impact of increased home support
provision on costs of long term care. However, a number of studies reporting predictors of
transition between care pathways, comparative clinical outcomes, and factors affecting
quality of life were also identified. These are summarised briefly now with the aim of
highlighting some points of relevance to any prospective analysis, rather than as an
exhaustive account of the most relevant literature on these issues.

Transition Predictors

As we have seen above, costs for clinically similar patients can be lower in a community
compared to a residential setting, but this can change when other factors, such as care
classification levels, are taken into account. Predicting transitions to residential care and
targeting services accordingly is difficult, however, since measured characteristics tend not
to explain much of the variation in nursing home utilisation.*3

Previous studies reporting analysis of care trajectories across available care pathways in the
Netherlands??, Taiwan?3 and Canada?* illustrate the range of potential determinants of type
of long term care, and also how these can vary between settings. The Canadian study
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identified social structures (age, gender, urban/rural), social and economic factors (marital
status, income) and health status (chronic disease, declining functional/cognitive ability) as
key determinants. Data from the Netherlands show that controlling for age, women are less
likely to transition to residential care, but are more likely than men to receive professional
rather than family/unpaid home care. The finding that higher incomes are associated with
greater probability of receiving professional care at home is confirmed by a later study from
the same country.?® In contrast, analysis of Taiwanese data fails to find a link between
gender, income or geographical location on the use of different long term care services.

Other predictors of transition between older persons long term care services reported in the
literature include regional supply of nursing home beds?®, living with a spouse?’, home

ownership?®, and cognitive dysfunction.?3°

Preferences, Clinical Outcomes & Quality of Life

Even if expansion of professional care in the community does increase aggregate care costs,
it may still be the optimal strategy if it is aligned with individuals’ preferences and
associated with sufficiently large improvements in clinical outcomes and quality of life.

A 2019 review of stated preferences for long term care identified 59 relevant studies that
used a range of elicitation methods, including interviews, focus groups, Likert scales and
choice-based approaches (time trade off, willingness to pay, and discrete choice
experiments).3! Approximately 50% of individuals included in the review were 60 years or
older. Despite the degree of heterogeneity in the methods used, consistent findings
emerged of preferences for home care among those with moderate care needs (with
family/unpaid care being preferred to professional care), and residential care for those with
extensive care needs. A range of personal, social and cultural factors were found to mediate
preferences, with perceived ability to retain one’s personal and social identity, self-image
and autonomy influencing choice of long term care. Interestingly, a US study3? examining
care preferences and quality of life found that only 1 in 3 older persons were in receipt of
care that matched their preferences, but there was no relationship between receiving
preferred care and quality of life measures such as subjective well-being and satisfaction
with living situation.

A 2017 Cochrane systematic review compared mortality, physical function, hospital
admission and quality of life in home versus residential care for functionally dependent
older persons.33 The GRADE certainty of evidence3* was rated very low for all outcomes. The
authors reported that there was insufficient evidence to draw strong conclusions about the
superiority of any particular model of care, but there was some suggestion that care in the
community was associated with improved quality of life and physical function, but also an
increased risk of hospitalization. The review also highlights a lack of evidence on the impact
of long term care on caregivers. A subsequent study3> examining the effect of professional
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long-term care on caregiver wellbeing found that caregivers (defined as the family member
or friend most involved in providing care) of nursing home residents reported greater stress
than those receiving care in the community, which may be due to the fact that rather than
withdrawing from caregiving, caregivers are faced with additional demands such as
advocating for the person and coordinating their care with professional care staff.3®

S1 Summary

Available evidence on the cost implications of expanded provision of professional home
support services is characterized by a high level of heterogeneity in both the research
methods used and the results obtained. Some studies, especially those conducted earlier,
found that expanding home support led to significant increases in the aggregate costs of
long term care, and more recent research using a robust identification strategy to compare
costs among those at whom efforts to substitute home support for residential care would
be targeted failed to find significant cost savings associated with postponing nursing home
admission. While this challenges any assumption that increasing home support inexorably
leads to reduced demand for nursing home care and lower costs, the review did suggest
that savings are possible through careful targeting of services and appropriate costs
controls.

An important component of targeting service is knowing what factors predict transitions
between community and residential care. The results of this review show that a range of
social, cultural and economic factors influence this, in addition to a person’s health status.

A review of preferences for long term care found that rather than always favouring care in
the home, preferences were heterogeneous across dependency levels, with those with the
most extensive needs expressing a preference for receiving long term care in a nursing
home.

A systematic review of clinical studies comparing home support and residential care for
functionally dependent older people failed to find conclusive evidence of significant
differences in a range of clinical outcomes, including mortality, physical function, quality of
life, and hospitalization rates.

There are a number of limitations that pertain to the scoping review that should be
considered when interpreting the findings. We limited our search to one citation database
(Medline, via Pubmed) rather than including other relevant sources such as Embase, Cinahl,
Cochrane Trials Register, etc., so it is highly possible that other relevant studies exist, which
may change the above conclusions. The search was targeted at studies examining costs,
with a brief summary of literature within that relating to transitions, outcomes and
preferences provided for context. A comprehensive review of the available evidence on
each of these would require search strategies specifically designed for each one. Finally, we

9
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do not attempt to pool the results of identified studies to provide an overall estimate of
effect, nor do we perform any appraisal of the applicability of international findings in an
Irish context, by, for instance, comparing healthcare financing systems, population profiles,
cultural norms, or other differences in how care is delivered or funded within each study
setting.

10



Section 2 — Development of an Analytical Framework

To reliably estimate the cost implications of expanded provision of home support services
on long term care for older persons from the perspective of the publicly funded health and
social care system in Ireland one would need accurate estimates of the degree to which it
will substitute for or complement other forms of care, how it will affect the level and type of
care needed within care pathways, and what effect all of this will have on expenditure.
Based on the scoping review, there is a great deal of uncertainty around many of these
issues, and the financing model for the scheme has yet to be determined, with options
ranging from full-exchequer funding to flat-rate or means tested contributions, under
consideration.

In this section changes in key parameters are mathematically modelled, in order to examine
the key drivers of costs and the relationship between changes in each of these, and also to
provide an indication of the range within which these changes would have to fall in order to
avoid significant aggregate cost increases in the costs of long term care for older people.

52 Methods

A decision tree model of the current provision of long term care for older persons was
developed that simulated service utilisation and costs within an annual cohort of people
aged 65 years or more in Ireland (Figure 1, see Appendix 2 for full decision tree). Only costs
of publicly provided home support and nursing home care were included. Other types of
public healthcare costs (acute hospitals, GP, drugs), out-of-pocket expenditures, costs of
time spent providing family/unpaid care, and social welfare and wider exchequer costs of
carer supports (e.g. Carer’s Allowance, Carer’s Benefit, Carer’s Support Grant) were
excluded.

Figure 1 Decision tree model of long term care pathways and costs in Ireland
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Among the simplifying assumptions made to facilitate this analysis were that residential and
community care are mutually exclusive and no switching takes place in a given year.” It is
also assumed that any decrease in the number of people entering long term residential care
after the introduction of the scheme will be due to substitution by public (rather than
private) home support services, and that any decrease in family/unpaid care in the
community is also as a result of substitution by public (rather than private) home support.
The model estimates the incremental gross cost of long term care for older persons, and no
adjustment is made for cost-of-care contributions from NHSS residents or co-payments from
prospective statutory home support scheme recipients. Administrative costs of a statutory
home support scheme, such as cost of maintaining a National Home Support office, and the
costs of a standardised clinical assessment process, are also excluded.

A list of model parameters is shown in Table 1, along with a brief description.

Table 1 Model Parameters

Parameter Parameter Description Estimate Source
Average number of home support hours per recipient HSE!
avgHShrs per year 332 hours
Average number of home support hours per year for ESRI!
those in receipt of an intensive home care package 1,352
avglntHShrs recipient per year hours
cHShr Unit cost of 1 hr of home support €25.86 DoH
cNHSS Average annual cost of NHSS place €61,308 DoH'
Proportion of over 65’s receiving community long term ESRI/DoH'
pProfessional | care that receive professional home support 0.358
Proportion of total population aged 65+ who receive Heger et al,
plmpaired some form of long term care 0.299 2018%
Proportion of over 65’s in long term residential care CSO, HSE,
pNHSS that are in the NHSS 0.904 DoH"
Proportion of over 65’s in any form of long term care ESRI/DoH"Y
pResidential | that are in a nursing home 0.126
Proportion of over 65’s requiring professional care in ESRIY
the community that receive public home support
pSHSS services 0.822
hsQaly Average utility values for general population aged 65+ | 0.757 Ara 20113V

i — Calculated using data from Older Persons Services on total home support hours delivered divided by total persons in
receipt of hours from the last 3 full years of available data (2020-2018)

ii — Based on weighted average of the weekly cost of private and public nursing home care as of July 2021.

iii — Calculated using CSO data on total population of over 65’s, ESRI data! on total number of home support recipients and
DoH estimates of total number of people living in nursing homes (NHSS and non-NHSS) in 2019

iv — Based on DoH data on total NHSS residents and estimated total number of non-NHSS residents in long term residential
care in 2019

v — Based on base scenario (current standard of care) in ESRI report!! on demand for statutory home support scheme

vi — Average age-specific EQ-5D scores among a general population with a history of health conditions (taken from Health
Survey England) applied to age structure of 65+ cohort in Ireland in 2021

Note: Interpretation of proportions can be aided by cross-referencing with Figure 1.

“A recent ESRI paper (Walsh & Lyons 2021) reported that about 10% of home support recipients used
convalescent care (short stay in a nursing home) in a given year

12



The model adopts a public health system perspective to estimate average annual
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incremental costs of care for those aged 65 years or more. Changes in costs arise due to the

potential impact of a statutory home support scheme on a number of key variables that can

affect resource utilisation. These are shown in Table 2, along with a note on how each may

be affected.

Table 2 Variables that can be affected by expanded provision of home support

Variable

Hypothesised change

Range [point
estimate]

Proportion of over
65’s receiving some
form of long term
care

Removing barriers to accessing State funded services could
potentially generate demand among those who are not
currently in receipt of any professional or family/unpaid care.
These could be people who are living independently at present
with minor limitations who, by choice or otherwise, do not
receive family/unpaid care from family or friends, and are not
so severely impaired as to quality for home support hours at
present. In the absence of data we assume that the any change
in demand attributable to this cohort is marginal, and unlikely
to have a significant effect on costs.

No change assumed.

Public/private split
among those
receiving home
support services

An ESRI report!! reported that in 2019 about 18% of those
receiving home support accessed care exclusively through
private providers, and assumed that the introduction of a
statutory home support scheme would result in all private care
being displaced by public care (i.e. a 100% reduction). While
future decisions about the financing of the scheme will heavily
influence this variable, it is unlikely that private provision of
home care will be completely eliminated. It is estimated that
about 10% of those in nursing homes elect to pay for private
care rather than apply to the statutory scheme for residential
care. In this analysis we examine the implications of a maximum
reduction of 90% and a scenario whereby a statutory scheme
had no impact on private care.

90% to 0% reduction
in proportion of older
people accessing
private (compared to
public) care.

[50% reduction]

Professional/
’family/unpaid’
care split among
those receiving
long term care in
the community

One of the main sources of increased demand is likely to be
from those receiving home care only. For this analysis we
assume that plausible bounds around the impact of increased
public provision on enrolment in professional home support are
between a 0% (no change) and 20% increase in the proportion
of those receiving long term care in the community that opt for
professional rather than family/unpaid care only.

0% to 20% increase in
proportion of
professional vs
family/unpaid care.

[10% increase]

Nursing home
utilisation rate
among over 65’s in
long term care

The scoping review showed that a high degree of uncertainty
exists about the impact of increasing home support on nursing
home utilisation, but that the effect size in likely to be relatively
modest.'>1 For the purpose of this exploratory analysis we
assume that a steady state will be reached whereby increased
home support will lead to a reduction of 5% in the rate of
residential care utilisation among over 65’s, with a range of 0%
to 10%.

0% to 10% decrease in
utilisation rate of
residential care.

[5% decrease]

13
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Variable

Hypothesised change

Range [point
estimate]

Average number of
hours per recipient

Increased home support could have an effect on average care
needs within this cohort, but the magnitude and direction of
any effect is unclear.

The model distinguishes between three different groups of
home support recipients in an era of expanded provision of
care.

(i) Those who would otherwise be in a nursing home:

In cases where home support acts as a substitute
for residential care, the average number of hours of
home support required per year is the same as for
an intensive home care package. This is varied by -
50% to 0% in a sensitivity analysis.

(ii) Those who would otherwise be receiving
family/unpaid care only: For cases where
professional home support substitutes for
family/unpaid care the average number of home
support hours is the same as for existing clients.
This is varied by -10% to 0% in a sensitivity analysis.
Those already in receipt of home support: For those
already receiving home support, we assume that a
statutory scheme may increase the average number
of hours by up to 15%, based on previous estimates
from the ESRI.!

(iii)

-50% to 0% in average
number of home
support hours where
home support
substitutes for NH
care (assumed to be
intensive home
support package).
[0%]

-10% to 0% in average
number of home
support hours per
recipient per year
where home support
substitutes for
family/unpaid care.
[0%]

0% to 15% increase in
number of hours for
those already in
receipt of home
support. [0%]

Annual cost of
NHSS place

A statutory home support scheme that successfully kept those
with care needs that could be met in the community out of full
time residential care would have the effect of increasing the
average care needs of the (smaller) cohort of people requiring
nursing home admission. This may then lead to a higher
average annual cost of care. As no information is available to
guide estimation of any such potential impact, we assume no
change in this parameter.

No change assumed.

14
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S2 Results

Univariate sensitivity analysis was carried out by setting each of the parameters at their
upper and lower bound while holding all others at their expected value, to provide an
indication of the relative impact of each on overall costs. Per Figure 2 the degree to which
increased home support provision substitutes for family/unpaid care is likely to be a more
important cost driver than either the extent of any crowding out of private spending on
home support care by public provision, or substitution of home support for nursing home
care. Analysis of the impact of varying intensity of home support provision shows that
increases in the average number of hours for those already in receipt of home support is
likely to be the main driver of overall increases in aggregate care costs, and that even if this
remained unchanged and nursing home admission could be postponed by the provision of
half the average number of hours currently provided for intensive home care packages, it
would still not offset the expected increase in the total cost of long term care.

Figure 2 Univariate deterministic sensitivity analysis

Tornado Diagram - Incremental Cost
Hypothetical vs. Current Practice

_— Proportion of community care that is formal care (0.358 to 0.4296)
_— Proportion of home support that is publicly provided (0.822 to 0.982)
_ Average home support hours per person already receiving home support (332 to 382)
-- Proportion of long term care recipients in residential care (0.113 to 0.126)

- Average home support hours per person kept out of nursing home (676 to 1352)

I Average home support hours per person switching from informal care (299 to 332)
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EV — Expected value of the incremental cost per person when all parameters are set at their point estimates.

Multivariate sensitivity analysis examines the impact of varying two or more parameters
simultaneously, to show how any interaction between them affects model outputs. Figure 3
shows the results of 3-way sensitivity analysis on residential care, professional versus
family/unpaid care, and public home support provision, assuming no change in the average
number of home support hours provided to those already receiving care. Figure 4 shows a
3-way sensitivity analysis on residential care, average number of home support hours
required to prevent a transition to residential care, and average home support hours for
those already in receipt of home support services, assuming a 50% reduction in the rate of
privately purchased home support. See below for a note on interpretation of these graphs.
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Figure 3 Three-way sensitivity analysis on proportion of long term care recipients in residential care, proportion of community care recipients receiving professional care, and proportion of
professional care recipients receiving public home support services
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Figure 4 Three-way sensitivity analysis on proportion of long term care recipients in residential care, average home support hours per person who would otherwise have transitioned to
residential care, and average increase in home support hours for those already in receipt of home support services
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Sensitivity plots show the range of values of each of the included parameters within which
expanded home support can be achieved in a cost neutral or cost saving way. They

can be interpreted as follows; blue areas indicate the combinations of values for which
current practice is the cheapest option, and red areas show where these parameter values
would have to fall in order for increased provision of home support to be cost saving. Figure
4 suggests that even if expanded home support provision was effective at reducing nursing
home admission, any crowding out of private spending on home care or significant
displacement of family/unpaid care could still lead to significant overall cost increases.
Similarly, Figure 5 indicates that while cost containment is a possibility if intensive home
support can effectively substitute for residential care, any savings from this can be reversed
by relatively small increases in the average number of support hours provided to those
already in receipt of care.

Even if expanded public provision of home support increases aggregate long term care
expenditure, it may still represent the best use of these resources if it generates sufficiently
large improvements in outcomes. To examine this issue, the model incorporated a notional
utility gain among the cohort of people who would receive publicly funded home support
services after the scheme is introduced. This would include those who would otherwise
have transitioned to residential care, those who would otherwise have received
family/unpaid care, and those already receiving home support who would see their number
of allocated hours increase. Quality of life outcomes for carers were not included. This
threshold analysis was carried out within a core scenario of a 15% increase in the average
number of home support hours for those already in receipt, a 5% relative decrease in
nursing home admission rates, a 10% increase in professional home support utilisation and a
50% decrease in the proportion of those receiving private, rather than public, home
support. The utility gain is the aggregate increase in quality adjusted life years within the
group whose care would be materially affected by the expansion of home support, as
measured by notional increases in average quality adjusted life years (QALYs). No
consideration is given to wider societal impacts or distributional effects across social (e.g.
socioeconomic status, ethnicity, geographical area) or clinical categories (e.g. severity or
type of functional limitation).

Figure 7 shows a threshold analysis of the incremental cost effectiveness ratio (ICER) for a
10% increase in average’ utility scores for over 65’s with a history of health conditions (0.76)
receiving publicly provided home support. It suggests that at conventional willingness to pay
thresholds in Ireland of €45,000/QALY, average utility-based health related quality of life

" The average utility score among a population with a history of health conditions is unlikely to accurately
reflect average utility scores for those requiring long term care, however the use of population-based utility
scores was considered acceptable for the purposes of this exploratory analysis, with more accurate figures to
be inputted as they emerge. Use of average utility scores derived from Irish EQ-5D data (from O'Neill, C.
(2018). The Irish EQ-5D-5L Survey, 2015-2016. [dataset]. Version 1. Irish Social Science Data Archive) produced
similar estimates (0.05 QALY increment).
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would have to increase by around 0.05 QALYs for enhanced provision of home support
scheme to be considered good value for money. For simplicity, the model applies the same
QALY gain across the three groups of people whose care would be affected by expanded
home support provision.* This is highly unlikely to be the case in reality, so expected
changes in each of these groups can and should be examined individually when better
information becomes available. As such, this analysis should be viewed as a demonstration
of how value for money considerations can be incorporated into the design of an expanded
home support scheme, and the importance of including quality of life measurement in any
prospective evaluation plan.

Figure 5 Threshold analysis of incremental cost effectiveness ratios (ICERs) against average EQ-5D
scores among public home support recipients

Sensitivity Analysis
Current Practice vs. Hypothetical

O ICER
320,000
5 e
280,000 P:
bl
240,000
200,000'
- I
t4 160,000 P
120,000 | o
80,000 °
| o
40,000 14 ® e o PY
0
~ ~ <t — 0 n oJ (o)) e} o M~
[Tl [Ty — I~ o [ee] <r (o] L — od
™~ o (=2 I~ <t o oy ~ LN o
s & £ & B & & §&§ 5 8§ B8
(=} S S [=} S S S S S
hsQaly_x
S2 Summary

This exploratory analysis sought to characterise how costs behave relative to changes in
activity levels as a result of increased provision of home support. Plausible point estimates
and ranges for the potential impact of expanded home support services on a number of key
variables were modelled. It should be noted that these estimates are subject to a high
degree of uncertainty and that the primary objective was not to produce a definitive
estimate of the incremental costs, but to broadly examine the interaction between different
cost drivers and help inform the design and evaluation of an expanded home support
scheme.

* These three groups are 1) those who would otherwise be in a nursing home, 2) those who would otherwise
be receiving family/unpaid care only, and 3) those already receiving professional home support who would see
their allocated number of hours increase.
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Univariate sensitivity analysis showed that the degree to which increased home support
provision substitutes for family/unpaid care is likely to be a more important cost driver than
either the extent of any crowding out of private spending on home support care, or
substitution of nursing home care by home support. Multivariate sensitivity analysis showed
the ranges within which these parameters would have to fall relative to one another for
increased provision of home support to be cost saving.

Exploratory cost-utility analysis suggests that relatively small increases in the overall average
health related quality of life among those affected by the expansion of publicly funded
home support (who otherwise would have received residential or unpaid/family care only,
or would have received fewer hours) would need to be achieved for it to be considered
good value for money using conventional willingness to pay thresholds in Ireland. However,
more work needs to be done on baseline health related quality of life within each of these
groups, and how this may change as a result of increased access to, or increased allocation
of, home support services. This, in addition to uncertainty about cost parameters, mean that
any ex ante estimate of cost-effectiveness is subject to a high degree of uncertainty. These
results are primarily intended to show how the analytical framework described in this paper
can be used to include value for money considerations into early stage policy formulation
(by showing what level of improvement in outcomes would be needed for the expected
level of expenditure), as well as highlighting key variables that should be included in any
programme evaluation plan.

Important limitations of this work include the exclusion of hospital costs, and administrative
and assessment costs associated with enhanced provision of home support. We also did not
factor in contributions from NHSS residents or any co-payments that may form part of the
statutory home support scheme, which could affect both unit costs and uptake of expanded
home support services.
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Conclusion & Future Work

This analysis sought to examine cost behaviours associated with increased public provision
of home support services, using available data on the current provision of long term care for
older persons and the findings from studies that have examined this in other settings. As
such, it is exploratory in nature and results should be interpreted with caution. The primary
purpose is to stimulate debate, inform policy development and aid in the design of a
programme evaluation plan.

Results of a scoping review of the available literature suggest that implementing a statutory
home support scheme has the potential to significantly increase costs of long term care.
However, careful targeting of services and effective cost controls may help limit expenditure
increased associated with enhanced service provision.

Evidence on clinical outcomes is mixed, with the most recent high-quality systematic review
of clinical effectiveness failing to find conclusive evidence of differences between home
support and residential care on a range of outcomes. No similar review of studies comparing
clinical outcomes between professional and family/unpaid care was identified in our
truncated search.

Results of an economic analysis showed the degree to which changes in key variables affect
overall costs, and the range within which these would have to fall relative to each other for
long term care cost to remain on their current trajectory.

It is important to note that there are broader linkages and interdependencies under
Slaintecare Initiatives to progress the aim of shifting care to the community. The Enhanced
Community Care Programme is reliant on increased provision of home care services over
current levels, and has clear outputs that could potentially benefit the wider health system,
including an estimated 10% reduction in bed usage in acute hospitals and a 20% reduction in
admissions to ED for those aged 75 or older.?

There is also an argument that many of the benefits of expanded home support service
provision are qualitative and challenging to capture within standard quality of life metrics,
which presents challenges for performing meaningful cost-effectiveness analysis.
Furthermore, it has been suggested that the cost-effectiveness of home care is dependent
on having integrated systems of care, especially between primary and secondary care, with
a 2002 evaluation of the cost-effectiveness of home care in Canada reporting that
“developing greater coordination and/or integration between home care and hospital care
may be required before the efficiencies of substituting home care services for acute care
services can be fully realized”.°
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Future Work

Among the areas for require further research in order to provide more reliable estimates of

the costs and consequences of increased public provision of home support include;

More detailed information on family/unpaid care provision, and utilisation of private
long term care services.

Differentiating between different type of home support (e.g. by intensity or type of
care provided).

Correlating model inputs, in cases where changes in one parameter are likely to
affect other, rather than treating them all as being independent of each other.
Information on the net cost of long term care from a public sector perspective, after
factoring in any contributions or co-payments by those accessing these services.
Inclusion of costs associated with administration of long term care schemes,
including the costs of standardised clinical assessments.

Inclusion of estimates of resource use and costs in other sectors of the health
system, such as acute hospitals, primary care, GP costs, etc.

Estimates of baseline health related quality of life among those receiving long term
care, and the likely impact of increased home support on quality of life outcomes.
Longitudinal (rather than cross-sectional) analysis of costs and outcomes that factors
in any potential changes in average length of stay in residential care.
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Appendix 1 — Search Strategy

Platform: MEDLINE (via Pubmed)

Date of search: 23/08/2021

Economic filter: Royle & Waugh

Search string: ((((nursing home[Title/Abstract]) OR (care home[Title/Abstract]) OR

(long term[Title/Abstract] AND (resident*[Title/Abstract] OR
care[Title/Abstract] OR domicil*[Title/Abstract]))) AND
(home[Title/Abstract] AND (support[Title/Abstract] OR
help[Title/Abstract] OR care[Title/Abstract] OR hours[Title/Abstract])
OR (in the home[Title/Abstract]))) AND (economic OR cost OR quality
of life)) AND ((older AND (person OR adult OR people OR patient)) OR
(elder*))

23



Appendix 2 — Decision Tree Diagram
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