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The Finnish Ministry of Social Affairs and Health and the Association of
Finnish Local and Regional Authorities first issued a national framework for
high-quality services for older people in 2001, when such frameworks were
a new form of informative guidance. The present revised framework incor-
porates current national strategies in old-age policy, assessments of the earlier
framework, the latest research findings and recent changes in the operating
environment. The current reform of the municipal and service structure in
Finland is having a particularly great impact on services for older people. The
Ministry of Social Affairs and Health drafted the new framework jointly with
the Association of Finnish Local and Regional Authorities and the National
Research and Development Centre for Welfare and Health (STAKES).

As the population’s age structure changes, the whole of society has to
adjust to the needs of a growing number of older people. The framework
is designed to help municipalities and cooperation districts to develop their
services for older people on a basis of local needs and resources, jointly with
the third sector, private-sector service providers, and clients, their relations
and other local residents. Municipalities are required to draw up their own
old-age strategy to prepare for the demographic change, and integrate it into
their municipal budget and budget plan. Implementation of the strategy will
be monitored regularly.

It is the aim of the framework to promote the health and welfare of older
people and to boost the quality and effectiveness of services. The framework
is intended for use by decision-makers and managers in municipalities and
cooperation districts as a tool for developing and evaluating their services for
older people. It applies to all social and health services used regularly by older
people and to efforts more generally to promote their health and welfare.

The Finnish Constitution requires government to ensure the implemen-
tation of fundamental and human rights, including the right to equal treat-
ment and essential care. The new framework defines the values and ethical
principles guiding the provision of services for older people. It also outlines
strategies for boosting quality and effectiveness in three dimensions: (1) pro-
moting health and welfare and developing the service structure, (2) staffing
levels and staff skills and management, and (3) old-age living and care envi-
ronments.



The framework sets national quantitative targets for services for older
people that municipalities and cooperation districts can use as a basis for
fixing their own targets. It underlines the primacy of promoting health and
welfare, of giving priority to prevention and support for home living, and of
comprehensive assessment of individual needs. The range of available serv-
ices must be diversified with the addition of advisory and other preventive
services, and health, functional capacity and rehabilitation must be supported
throughout. The principles behind the staffing levels used are explained, and
recommendations are made for minimum levels in 24-hour care. The impor-
tance of increasing employees’ well-being at work, gerontological skills and
managerial ability is underlined. Improving the quality of older people’s living
and care environments means investing in accessible, safe and pleasant sur-
roundings. The framework includes monitoring indicators for the collection
of local and national data on implementation of the main areas covered by
the new framework.
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FOREWORD

The Finnish Ministry of Social Affairs and Health and the Association of Fin-
nish Local and Regional Authorities issued the first framework for services for
older people in 2001. According to subsequent assessment, those responsible
for such municipal services for older people considered the framework a
valuable aid to planning and development. The present revised framework
takes account of strategies in the Government Programme, the national tar-
gets of old-age policy, post-evaluations of the framework, the latest research
findings and changes in the operating environment.

The aim of the new framework for services for older people is to promote
the health and welfare of older people, to narrow differencies in that health
and welfare, and to raise the quality and effectiveness of services provided.
The framework will help municipalities and cooperation districts to develop
their services for older people on a basis of local needs and resources, in co-
operation with clients, other local residents, service users and their relations,
NGOs, businesses and parishes.

As the framework is implemented, the targets it sets for service structure
changes will help to restrain rising health and welfare costs. If no such chang-
es are made in service structures and operations, it will be difficult to hold
down costs in a situation in which the population’s age structure is changing
rapidly and the need for services is growing all the time.

The framework was drawn up by the Ministry of Social Affairs and Health
in cooperation with the Association of Finnish Local and Regional Authori-
ties and the National Research and Development Centre for Welfare and
Health (STAKES). During the process, two public hearings were held, opin-
ions were requested, and an opportunity was provided for on-line comments
on a draft version of the framework. Numerous experts and representatives
of municipalities were also consulted. We offer our warmest thanks to all
those who at various stages helped to generate the new framework.

Helsinki, February 2008

Ministry of Social Affairs and Health Association of Finnish Local
and Regional Authorities

Paula Risikko Risto Parjanne
Minister of Health and Social Services Director General
Kari Valimaki Jussi Merikallio
Permanent Secretary Director



INTRODUCTION

Over the next few decades, the Finnish nation will be ageing fast. Municipal
councils and managers, particularly, must recognize this trend in their ope-
rating environment and ponder ways of providing high-quality services for
older people that demonstrate dignity and respect for individual clients while
being both effective and financially sustainable.

A framework of quality recommendations has been found to play an im-
portant role in the development of services for older people. The Ministry of
Social Affairs and Health and the Association of Finnish Local and Regional
Authorities issued the first such framework for high-quality services for older
people in spring 2001, when frameworks were still new tools of informative
guidance. Ex post assessments of frameworks indicate that municipalities con-
sider them valuable tools: the more concrete targets for raising quality a frame-
work lays down, the more useful it is thought to be. Assessments specifically
stress how important it is to get frameworks implemented. This can be pro-
moted through training and by supporting projects in the municipality working
towards achievement of key targets. Systematic collection of data evaluating
such target achievement plays an important part in implementation.

The original framework for services for older people has now been up-
dated to take account of Government Programme strategies, national targets
for old-age policy, the findings of framework assessments, new research data
and changes in the operating environment, where the ongoing reform of Fin-
land’s municipal and service structure has a particularly great impact on serv-
ices for older people. The framework’s aim is to promote old-age health and
welfare and to improve the quality and effectiveness of services.

The framework outlines strategies for raising the quality of services for
older people in three dimensions: 1) promoting health and welfare and the
related service structure, 2) staffing and management, 3) living and care en-
vironments. Different choices have different effects on older people’s wel-
fare and on costs. Modifying the service structure in line with the targets by
increasing services that help older people to continue living at home while
reducing institutional care will eventually restrain rising health and welfare
service costs. If this structural modification is not embraced, it will be difficult
to hold down costs in a situation in which the population’s age structure
is changing rapidly and the need for services is growing all the time (ap-
pendix 1).

The framework underlines the importance of careful preparation for
changes in the age structure, comprising systematic development of the
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service structure on a basis of local old-age needs, action The framework focuses
to safeguard the staffing level and skills needed, and long- on those dimensions of
term planning of suitable housing and facilities. To back up quality that will further
such preparations, drafting of an old-age strategy that will the smooth functioning of
be monitored regularly is recommended. The framework processes and yield good
focuses on the dimensions of quality that will further the outcomes.
smooth functioning of processes and produce a good out-
come, i.e. a real improvement in the health and welfare of older people.
The framework is intended for decision-makers and managers in munici-
palities and cooperation districts, as a tool for developing and evaluating their
services for older people. Under the framework legislation for the reform of
Finland’s municipal and service structure, municipalities or cooperation dis-
tricts with a population of more than 20,000 are required with certain ex-
ceptions to fulfil social welfare and basic health care functions that include
a large proportion of the services used regularly by older people. Thus, mu-
nicipalities and cooperation districts will carry the responsibility for providing
services for older people and be responsible for the quality of the services
they themselves provide or purchase from other providers. Municipalities
and cooperation districts must also ensure that these services meet the popu-
lation’s needs and are of high quality and cost-effective. Because operating
environments vary, solutions that take local circumstances into account are
needed.
Using the framework, municipalities and cooperation districts can develop
their services for older people in the long term, with consideration for local
needs and resources, and in cooperation with NGOs, parishes and private-
sector service providers. Indeed, the framework stresses the importance of
partnership between the public, private and third sectors, and also underlines
that opportunities for involvement by local people, clients and their families
should be increased. Implementation of the framework will give the various
actors a better chance to participate and exercise influence, and to guaran-
tee effective high-quality services based on comprehensive assessment of the
growing service needs of the municipality’s older population.
The framework concerns itself with services used regularly by older peo-
ple, such as home care, support for informal care, sheltered housing, long-
term care and care in 24-hour sheltered housing units and residential homes,
while also acting to promote the health and welfare of older people. In pre-
paring for ageing of the population, planning must focus not only on services
for older people but also on the need for society to adjust more generally to
the needs of older people. That means mainstreaming them into all activities.
Important decisions need to be made by municipalities not only in social wel-
fare and health care but also in housing, culture, transport and education, and
in community planning, the NGO sector and private-sector services. One in
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four people over 75 use public social welfare and health care services regu-
larly, and a growing number of older people use services on the expanding
private-sector market. All older people, and also other local residents, benefit
from a well-functioning and accessible living environment.

The impact of the framework must be monitored and regularly assessed
at both the local and national level. The framework provides monitoring in-
dicators that can be used to obtain regular information on progress made in
the key areas. In addition, a separate nationwide assessment will continue to
be needed to evaluate the impact of the framework and its effectiveness as
a tool of informative guidance.
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RAISING SERVICE QUALITY
AND EFFECTIVENESS

VALUES AND ETHICAL PRINCIPLES
GUIDING SERVICE DEVELOPMENT

® The Finnish Constitution requires government to safeguard the im-
plementation of fundamental and human rights, including the right
to equal treatment and essential care.

¢ Old age with dignity calls for conscious value choices that are made
concrete in operating plans and budgets as quantitative and qualita-
tive service targets.

* The main ethical principles ensuring old age with dignity are:
self-determination,
resource orientation,
equality,
participation,
individuality,
security.

The Finnish Constitution Act (section 25) requires government to ensure the
implementation of fundamental and human rights. The rights of particular
significance for the content of the services for older people framework con-
cern equality (section 6) and social security (section 19), including essential
care and adequate health and welfare services. Because making conscious
value choices is the starting point for raising service quality and the basis for
evaluating success, safeguarding these rights means developing services and
defining the ethical principles and values that should guide the various actors
involved. These principles and values take on concrete form in short and
long-term operational plans and budgets, and in the quantitative and qualita-
tive targets set for services.

The key fundamental value is respect for human dignity. Everyone must
be ensured the right to a dignified old age and good treatment, irrespective of
where they live or are cared for and of what their requirements for services
may be. The ethical principles safeguarding a life of human dignity are:
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e the right to self-determination, which means that older people must be
able to make informed choices and obtain the information and other
help they need to make decisions. This right can be promoted by iden-
tifying, strengthening and utilizing their own resources in accordance
with the resource orientation principle.

e equality, which plays a part in welfare and satisfying human needs.
Equal targeting of services means assessing the services needed to en-
sure the equality of older people and following consistent principles in
granting them. Equality also means preventing discrimination, interven-
ing when injustices occur, and accepting difference.

e participation, which can be seen from the viewpoint of both the indi-
vidual and society as a whole. At the individual level, it means making
the participation principle visible in services for older people, maintain-
ing and strengthening their active social capacities, and ensuring social
cohesion so that people remain full members of their community even
in old age. More broadly, social participation means ways in which
people can influence the development of the society and environment
they live in.

e individuality, which stresses the importance of seeing people as unique
individuals. Decisions made on services must be assessed in terms of
how they affect people’s ability to see themselves as valuable individu-
als and feel that their lives are meaningful. Individuality means freedom
and choice, but also taking responsibility for one’s own life,

e security, which means creating a sense of physical, mental and social
safety. The principle is implemented for instance by ensuring the avail-
ability and quality of social support and services, and trust between
service providers and local people, by ensuring the safety of homes
and care environments against fire and other hazards, and preventing
accidents, violence and abuse.

The ethical principles of various vocational groups provide professionals with
instructions on how to act in situations involving the exercise of power in
their professional capacity, and suggest ways of influencing their clients’ lives.
Such instructions on ethics also underline the importance of responsibility.
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INVOLVEMENT OF LOCAL PEOPLE
IN SERVICE DEVELOPMENT

e Under the Finnish Local Government Act (365/1995), people living
in a given municipality must be given the opportunity to participate
in and influence how things are planned and prepared, and to ob-
tain information on all matters currently under discussion and their
planning.

* Providing older people with equal opportunities for participation
and influence helps to ensure them a successful old age, whether
they live at home or in care, and irrespective of their need for assist-
ance.

The Local Government Act requires municipal councils to ensure that local
residents and service users can participate in and influence municipal affairs,
planning and preparation. Local authorities have a duty to notify residents
about matters under discussion, plans concerning them, stages in the hand-
ling process, and decisions made and their impact. A municipality can freely
decide how to execute this duty in practice. Apart from and in addition to
traditional representative democracy, forms of direct participation are being
used and developed, such as involvement in preparation, planning and deci-
sion-making affecting service provision or one’s own district, and in publicity
concerning them.

Local people must be given the chance to participate in and influence
changes in the strategic focus of old-age policy and action to raise the quality
of services. This means taking better account of the dif-
ferent — e.g. political, socio-cultural and financial — re-
sources of older people in the municipality at both the
local and a more general level. Active participation and
meaningful involvement are also crucial factors in a suc-
cessful ageing.

The various services must ensure that clients can participate in and influ-
ence action to raise service quality. At its most active, the client’s role involves
quality development, i.e. helping to raise the quality of the services they use
themselves by setting quality targets, planning service implementation, and
assessing service provision as far as their own resources permit. All clients,
even those with the least functional capacity, experience this quality and can
express their own views about it, for instance through client satisfaction sur-
veys or feedback via relatives. Client feedback must be collected regularly
and acted upon.

Clients and other local people
must be given the chance to
influence their municipality’s old-
age policy and service quality.
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Local people must also be informed about implementation of their mu-
nicipality’s old-age strategy and efforts to raise the quality of services for older
people. Local authorities should also inform people about:

e the services and facilities they can offer their older residents,

e when an older person or relative is entitled to a service and what the

criteria are for granting it,

* how older people can have their service needs assessed,

¢ what the client charges and the principles for them are, and which serv-

ices the charges cover,

* how living conditions and the quantity and quality of services for older

people have improved.

The main ways of providing this information are various bulletins, advisory
services, preventive home visits, service handbooks and municipal websites.
Other good channels promoting participation are forums for the exchange of
views and information, such as residents’ nights, collaboration with NGOs,
parishes and private-sector service providers, and senior citizens’ or older
people’s councils.

HOW A STRATEGY HELPS TO ENSURE
OPERATIONAL QUALITY AND
EFFECTIVENESS

® The aim is for every municipality to have an old-age strategy ap-
proved by its council, with its implementation integrated into the
municipal budget and financial plan.

® The basis for formulating this strategy comprises the different needs
and resources of third-age and fourth-age people living in the mu-
nicipality, and of course local conditions.

® The strategy is drawn up jointly by the various administrative
branches, local people, the third sector, business and industry, and
other actors.

* The document defines a vision and key strategies for safeguarding
services and welfare for older people, with an emphasis on local
services.

® As a basis for decisions on key strategies, a preliminary assessment
should be made to aid the choice of best options and increase the
transparency of justifications for decisions.

e Implementation of the strategy must be monitored and evaluated
regularly.
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STRATEGY DRAFTING AND CONTENT

The aim is for every municipality to have an up-to-date old-age strategy
approved by the municipal council. Municipalities forming a sub-region or
cooperation district can have a joint strategy. The process of drawing up the
strategy will involve representatives of the various administrative branches,
local people, service users and relations, and key stakeholder groups such as
senior citizens’ councils, NGOs, parishes and local business and industry.

An old-age strategy is based on a comprehensive analysis of the current
situation regarding services and the local population’s health and welfare, and
a forecast of future changes in the operating environment. Some older peo-
ple are active and involved senior citizens, while others need considerable
help and services. Some are members of various ethnic, linguistic or other mi-
norities. The strategy must take all the various needs and resources of older
people into account.

A comprehensive old-age strategy takes older people  Municipalities need broad-
into account in all operations, from community planning  based old-age strategies
and transport and housing policy to cultural and recreation-  founded on a comprehensive
al policies and the promotion of learning and participation,  analysis of current services
health and welfare, and services. It defines a vision, i.e. a and local people’s health
shared target state, and key strategies, as well as the respon-  and welfare.
sibilities of various actors in making these a reality. A good
vision and strategies are founded on active public debate about values in the
municipality.

As a basis for formulating a strategy, a preliminary assessment should be
made of its impact on older people’s health and welfare. The aim of this as-
sessment is to improve the quality of decision-making, that is, to help with
the choice of best possible options, to make the justifications for decisions
transparent, to increase attention to health and welfare considerations, to
further participation and commitment, and to provide opportunities for dis-
cussion about values. The assessment moves from an outline of options and
identification of impacts to a comparison of and decision-making on these
options, and is done by obtaining the necessary facts about projects current-
ly in preparation, consulting with experts and older people, and/or holding
joint working meetings. The assessment of impact on people can be quick or
thorough. The outcomes of a quick impact assessment are used ‘as is’ in deci-
sion-making and for the purpose of determining whether a thorough impact
assessment is required. A thorough impact assessment requires careful plan-
ning and resource allocation.

A municipality can produce the services it is responsible for itself or jointly
with other municipalities. It can also outsource services from private or pub-
lic-sector providers or alternatively issue vouchers to service users with which
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they can purchase necessary services from the private sector. Municipal fed-
erations and parent municipalities produce services in much the same way
as independent municipalities. The old-age strategy sets out guidelines to be
followed in the service structure and service production. These guidelines are
also part of the service strategy followed by the municipality or municipali-
ties concerned.

From the viewpoint of older people, exactly what services are available,
and where, is an essential consideration. In terms of availability, services can
be divided into local services, regional services and services de-
manding an extensive population base. Older people need them
all, but in their everyday life it is local services that are crucial. Local
services are delivered to their home, or are produced close by. They include
preventive services, assessment of service needs, home care, support for in-
formal care and gerontological social work. Regional services are needed for
instance when special skills are required or their production regionally rather
than locally yields other added value. Good examples are special services for
those with dementia symptoms, units specializing in old-age psychiatric care,
or units that can supply gerontological expertise. In sparsely populated areas,
mobile services that visit clients are recommended.

The guidelines in a municipality’s old-age strategy must be incorporated
into its overall strategy and other programmes to promote health and wel-
fare. The guidelines for staff involved in services for older people should simi-
larly be integrated into other personnel strategy.

Local services are
crucial in everyday life.

IMPLEMENTING THE STRATEGY

Implementing an old-age strategy is a long-term process demanding effective
leadership, full commitment to achieving the targets, and smooth coope-
ration between the personnel involved and the municipality’s professional
managers and elected officials.

The strategy approved by the municipal council should be integrated
into the municipality’s core processes, such as planning, budgeting, develop-
ment programmes and ex post evaluation. The most important targets will
be counted among the council’s specific goals, and it will be the council that
allocates the necessary resources. A separate implementation programme
can be drawn up for putting the strategy into practice, analysing the targets
into concrete sub-targets that will be monitored, clarifying areas of responsi-
bility and the timetables and various steps to be taken, and determining how
progress will be evaluated.

Successful drafting and implementation of a strategy demands active in-
volvement by personnel at every stage. The strategy is converted into objec-
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tives and action to be taken by the sector, unit, team and individual employee
concerned. Development talks between employees and supervisors are an
important link in the chain that will lead from strategic targets to day-to-day
work. The old-age strategy also guides the choice of development projects.
These are one form of change management, and they must be closely inte-
grated into attainment of the strategy’s aims. Good communication is essen-
tial both for personnel and for local people. Communication must be sys-
tematic, for instance involving an annual definition of the main focuses, key
events and individuals responsible.

MONITORING THE STRATEGY AND ASSESSING
ITS IMPLEMENTATION

A clear and concise analysis of the current state of services  Strategy implementation
for older people and older people’s health and welfare in a must be monitored and
municipality is the starting point of monitoring and assess- regularly assessed.
ment. It also provides a basis for local debate. Municipal

managers need information about development trends and the kind of ope-

rational changes that may have to be made. Committees and administrators

need to scrutinize outcomes, effectiveness, efficiency and client satisfaction

in their respective areas. Supervisors and employees need detailed reports,
comparative figures and client feedback in order to plan and assess their own

work. Such reporting must concentrate on the most crucial matters for the
municipality’s future functioning.

The conclusions drawn as a result of this assessment process will guide
operations and affect the setting of new targets or adjustment of old ones. At
council level, the function of assessment is to point out the adjustments that
need making and the places where improvements are needed. Assessment is
part of every municipality’s core management process and constant develop-
ment of operations.

The municipal audit committee assesses whether the operational and fi-
nancial targets set have been met. The aim here is to report whether opera-
tions have been successful from the viewpoint of the municipality but also,
and particularly, the viewpoint of local people and service users. An old-age
strategy is a long-term programme for ensuring services and welfare for older
people. Monitoring the implementation of various strategies also plays a key
role in the audit committee’s assessment work. At intervals, it can also subject
the municipality’s old-age strategy and its implementation to closer scrutiny.

The municipality’s assessment system not only involves the council and
committees but should also link up with the evaluations made in the various
operating units. The chain of assessment starts with the council but extends
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via the various operational levels to development talks held with individual
employees.

Monitoring and assessment of an old-age strategy should employ jointly
agreed quantitative and qualitative evaluation methods and indicators, to-
gether with suitable comparative data. Monitoring and assessment informa-
tion should be published annually, ensuring that the data are utilized in set-
ting targets for the next round of planning.

Figure 1. The old-age strategy of a municipality or municipalities.
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GUIDELINES FOR PROMOTING
HEALTH AND WELFARE

AND DEVELOPING

THE SERVICE STRUCTURE

FOCUS ON PREVENTIVE ACTION
AND PROMOTING HEALTH AND
WELFARE

e The Primary Health Care Act and Social Welfare Act prescribe
mandatory duties for municipalities regarding the promotion of the
health and welfare of local people and the safeguarding of related
advisory services, while the new framework recommends concrete
measures for executing these duties.

® The key elements in promoting health and welfare are:
safeguarding successful ageing,
promoting a healthy lifestyle and preventing disease,
reducing differences in health and welfare,
supporting independence and a sense of security,
increasing opportunities for exercise to maintain and build
muscle tone and a good sense of balance,
early intervention in failing health and functional capability,
effective treatment and rehabilitation for disease,
building up geriatric and gerontological expertise.

e Older people must be ensured ways of getting advice and guidance
at low-threshold advisory units.

® Preventive home visits must be added to the range of municipal
services and targeted at older people who do not yet need health
and welfare services but are considered members of an at-risk
group.

e The coverage of rehabilitation must be increased, particularly
through services in the home.

e |If health and welfare are to be promoted, the various actors in the
public, third and private sectors must work together towards shared
targets.
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Legislation already provides for the promotion of old-age health and wel-
fare and the development of advisory services. The Primary Health Care
Act (66/1972) requires municipalities to provide local people with advisory
health services and health checks and to monitor trends in their state of
health, and factors affecting it, by population group. Municipalities must also
take health considerations into account in every aspect of their activities and
work with other private and public bodies in their area to further public
health. Under the Social Welfare Act (710/1982), municipalities must, for
instance, arrange for public guidance and advice and for information on and
access to various welfare and other social security benefits. They are also
required to improve local social conditions and eliminate any defects.

It is worth promoting old-age health and welfare and providing necessary
rehabilitation because:

e health and welfare have greater impact on the need for health and
welfare services, and the latter's cost and the adequacy of available
financing, than a rising number of the older people per se,

* boosting old-age health and welfare helps older people to go on living
independently and at home, and to function as active members of the
community and society in general,

e there is evidence from research to show that prevention, risk manage-
ment, early intervention and rehabilitation are effective.

The health and welfare of local people can be promoted by firmly rooting
response to growing old-age needs into planning and development in every
administrative branch. Decisions important for such health and welfare, and
for ways of helping older people to live at home, are made not only in health
and welfare care but also in housing, culture, sport and physical recreation,
transport and aspects of community planning such as zoning and land use.
The basic premise for planning in the various administrative branches
must be to allow as many older people as possible to live a full, independent
and meaningful life in their own homes and in a familiar environment. An ac-
cessible built-up environment and transport system and ready access to pub-
lic services reduce the need for health and welfare services and thus save on
costs. Ensuring older people accessible movement in their
surroundings and means of transport is an important ele-
ment in encouraging them to remain active and play a real
role in everyday life. Free or low-priced opportunities for
regular exercise are particularly valuable in strengthening
muscles and improving balance. Hobbies, recreation, reha-
bilitation and access to peer support are of enormous value
both to older people themselves and to the families caring

All planning must be
geared towards making
it possible for as many
older people as possible to
live a full, independent
and meaningful life in
their own homes.
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for them. By working in close association with NGOs, parishes and voluntary
organizations, municipalities can draw on their resources too in supporting
old-age participation and an active life.

Preventive activities designed to maintain older people’s functional capac-
ity can defer their need for services by many years. When there is effective
early intervention in declining functional capacity, general state of health and
social circumstances, older people can be prevented from sinking into a real
capacity deficit, thus avoiding serious aggravation of their problems. Such
early intervention will call for wider use of, and thus an increase in, various
preventive and rehabilitative working methods and services.

Family, friends and the community play an important role in safeguard-
ing the welfare of older people. With help from this support network, the
latter will primarily look after their own welfare, mostly using the same
services as other local people. It is the job of the service system to encour-
age, guide and motivate people to take responsibility for their own health
and welfare. Research findings must be drawn upon for maintaining health
and welfare.

The main elements in promoting health and welfare are:

1. Securing successful ageing
support for participation
maintenance of social networks
ensuring opportunities for exercise, learning, cultural activities and
other meaningful activities
advice, guidance and social support in ensuring welfare
promoting positive, respectful attitudes to older people in society

2. Promoting healthy lifestyle and preventing disease
a healthy diet suited to older people’s needs
regular exercise and maintenance of muscle power
regular health checks

3. Reducing differences in health and welfare
recognizing and taking responsibility for the special needs of at-risk
groups (those in a weaker socio-economic situation and at risk of
exclusion)

4. Supporting independence and security
preventing accidents in the home and at leisure
use of ethically acceptable technology developed for older people’s
needs

5. Early intervention in declining health and functional capacity, drug
and alcohol misuse, violence and abuse, and other social problems.
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6. Effective treatment of disease, and rehabilitation based on a rehabili-
tation plan.

safe pharmacotherapy* complying with guidelines laid down in the
Safe Pharmacotherapy guide and the municipal bulletin on safe
pharmacotherapy for old people.
early identification, treatment and rehabilitation of somatic diseas-
es, including oral health, mental health (especially depression) and
memory problems.

7. Reinforcement of gerontological expertise, including geriatric exper-
tise.

ADVISORY CENTRES?

Ageing people and their families need advice and guidance on matters rela-
ted to the ageing process, health and social problems, and where and how
they can find help when needed. This need can be met by providing low-
threshold advisory centres and services. The aim is for all older people and
their relations to have access to information, advice and guidance on exercise
and other recreations, the activities of organizations, assistive devices and
accident prevention. The range of services provided by advisory units could
include assessing and monitoring functional capacity and health, and guidan-
ce regarding the use of services. Side by side with independent use of online
assistance, it is important to be able to get one-to-one advice. Advisory servi-
ces can partly be arranged jointly by several municipalities, and in association
with NGOs, parishes and voluntary organizations.

PREVENTIVE HOME VISITS

Preventive home visits enable early intervention in failing functional capabili-
ty and health and help older people to continue living at home. The purpose

! The following national guides have been issued to ensure safe pharmacotherapy:

- Vanhusten turvallinen ladkehoito: Kuntien velvoitteet (Safe pharmacotherapy for old
people: Municipal responsibilities; in Finnish). Municipal bulletin 6/2007. Ministry of
Social Affairs and Health.

- Safe Pharmacotherapy. National guide for pharmacotherapy in social and health care
(in Finnish). Guides 2005:32. Ministry of Social Affairs and Health.

2 The Government’s policy programme for health promotion includes creation of a na-
tionwide network of advisory centres for older people. The Ministry of Social Affairs and
Health has set up a working group on promoting old-age health and welfare, one aim
being the formulation of good practices in such centres’ work. The working group’s term
ends on 31 December 2008.
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of such visits is to assess and support independence, to provide information
about services, to identify risk factors endangering the person’s health and
welfare, and to check the safety of the home and surroundings. The likely
future need for individual services can also be established.

Preventive home visits should be targeted mainly at older people who
do not use health and welfare services regularly. Special attention must be
given to risk groups, such as those in a weaker socio-economic position and
at risk of exclusion, those with multiple diseases and repeatedly hospital-
ized, those susceptible to falls and other accidents, the recently widowed
and older people living alone. Seeking out at-risk groups is a challenge call-
ing for cooperation between many different professionals and other actors.
Once members of an at-risk group have been identified, adequate moni-
toring must be ensured so that any deterioration in their functional capac-
ity and health can be noted in time, and the necessary services arranged
without delay.

REHABILITATION

Rapid rehabilitation and rehabilitative care after acute treatment are effective,
and investment in them helps prevent older people from ending up in long-
term institutional care. All services for older people should adopt an appro-
ach that promotes recovery of functional capacity and rehabilitation, as well
as utilizing rehabilitation methods properly. Targeting rehabilitation demands
a precise clarification of needs and provision principles if those older people
who will benefit from rehabilitation are to get the services they need.

There is a need for more periods of rehabilitation aimed at getting clients
back home, and rehabilitation once they get there. After short spells of insti-
tutional rehabilitation, a client should return home as soon as possible, with
efficient communication between the institution and the home carer.

Organizing rehabilitation demanding special skills in larger units, e.g. re-
gionally, leads to more efficient use of resources, and consequently greater
service output. Close cooperation between specialist care, basic health serv-
ices and welfare services will boost the effectiveness of the rehabilitation
chain. Skills learnt in the rehabilitation of war veterans can be utilized in de-
veloping services.
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AIMING AT A SERVICE STRUCTURE
THAT PROMOTES HEALTH AND
WELFARE

® The service structure must be developed comprehensively, utilizing
everything we know about old-age living conditions, morbidity and
functional capacity.

e A comprehensive assessment of the individual's service needs en-
sures effective and high-quality service. The information generated
can be used in planning the municipality’s or region’s service sys-
tem.

® The service system must be developed with the main emphasis on
services that help older people to live permanently at home.

* The quality and effectiveness of services for home care clients can
be ensured by allocating them a specific responsible person or per-
sons (coordinators) and by giving them a better chance to consult
sources with expertise in geriatrics or gerontological nursing and
social work.

* The needs of clients with dementia symptoms must be given special
attention when the service structure is being developed.

e Long-term care must be reformed, aiming at homely residential
units that meet older people’s wishes, and allowing municipal health
centre hospitals to be reserved for acute treatment and rehabilita-
tion.

e All services must incorporate opportunities for older people to get
care and assistance that promote their functional capacity and reha-
bilitation.

e Concrete quantitative targets must be set for service coverage, and
implementation monitored using proper indicators.
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SERVICES MEETING OLD-AGE NEEDS MUST BE
BASED ON COMPREHENSIVE NEEDS ASSESSMENT

Information about their ageing population’s functional capacity, morbidity
and trends in housing and living conditions will help municipalities to deve-
lop services that really meet local needs. The factors specifically increasing
the need for services for older people are diseases causing dementia, poor
physical condition, deficient local services, living alone, obstacles in the living
environment and surroundings, and lack of social networks.
A comprehensive assessment of service needs at the individual level is
very important because it means clients can be ensured effective, high-qual-
ity services. In urgent cases, the need for social services
must be assessed without delay. In non-urgent cases, per-  Effective, high-quality services
sons over the age of 80 and recipients of the Social Secu- ~ presuppose comprehensive
rity Institution’s highest care allowance are entitled to an ~ assessment of the individual’s
assessment of their need for welfare services within seven  service needs and effective
days of contacting a local authority (Social Welfare Act  use of this information at
710/1982, section 40a). The findings of such assessments  the municipal level.
can also be utilized when the service system of the whole
municipality or region is being planned.
Good practices* for service needs assessment at the individual level are:
e comprehensive assessment of the various dimensions of functional ca-
pacity, i.e. physical, cognitive, mental, social and environmental factors,
e performance of this assessment in multi-professional collaboration and
in cooperation with the client and his/her family,
e careful choice of the measures used in assessment (indicators of func-
tional capacity), based on sufficient proof of their reliability®;
e full understanding of the assessment process, the methods used, analy-
sis of the data produced, and interpretation of the findings.

8 The aim is to extend the right to service needs assessment to persons aged 75 years as of
11.20009.

4 The Ministry of Social Affairs and Health has issued a municipal bulletin for the develop-
ment of good practices: Ikdihmisten toimintakyvyn selvittdminen osana palvelutarpeen arvio-
intia sosiaalihuollossa (Assessment of older people’s functional capacity as a part of service
needs assessment in social services; in Finnish). Municipal bulletin 5/2006.

5 The National Public Health Institute (KTL) coordinates the work of the ‘network of ex-
perts on functional capacity measurement and assessment’. It is the goal of the network’s
section on old-age functional capacity to agree on the specifications for measuring and
assessing the functional capacity of older people, to chart what parties are involved in this
area in Finland, to create a database on projects, indicators and assessment methods and
their usability, and to issue recommendations.
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The supply of municipal and regional services must always be viewed as a
whole, because the various dimensions interact. The guidelines for develo-
ping the service structure set measurable quantitative and qualitative targets
for services for older people and the resources available for them, define the
action needed to reach the targets, and agree on systematic evaluation of
their attainment. In developing the service structure, priority must be given
to various services promoting welfare, health and functional capacity, those
permitting independence and home living, and rehabilitation services.

REHABILITATIVE HOME CARE

Good home care is proactive. It is based on a comprehensive assessment of
the client’s functional capacity and reacts rapidly to changes in their health
and capabilities. Good home care promotes rehabilitation and responds to
the client’s physical, cognitive, mental and social rehabilitation needs. A ‘re-
habilitative approach’ means encouraging and helping clients to use their
remaining personal resources in their everyday life. Rehabilitation helping
older people to live at home emphasizes community and outpatient services
such as forms of rehabilitation that can be given at home.

The aim is for home care clients to have access to 24-hour service, provid-
ed by evening and night patrols. Clients’ and families’ sense of security can be
strengthened and continuity of home care boosted by appointing a responsi-
ble person or unit that can be contacted around the clock as necessary.

Home and family care can also be supported by arranging rehabilita-
tive activities during the day and short-term 24-hour care to maintain cli-
ents’ functional capacity and allow the carer some respite. Broader adoption
of services supporting the discharge from hospital, such as discharge teams
formed jointly by various sectors, is also to be recommended if a hospital-
ized client is to have a real chance of subsequently successfully settling back
home.

Older people need not only assistance with basic activities of daily liv-
ing and nursing care but also help with everyday matters such as household
chores and errands. This need can be met by ensuring sufficient diversified
home and support services and providing client guidance allowing munici-
pal, private-sector and third-sector services to be combined on a case-by-case
basis. If a person seeking services does not meet the particular municipality’s
criteria or the municipality does not provide the services needed, older peo-
ple cannot just be left alone with their problems; rather, they and their fami-
lies must have the other options explained to them. A service voucher is one
way of arranging for home services and home nursing and of supplementing
what the municipality can offer.
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Clients using public services must be given access to guidance and advice
on how they can supplement the services available to them by arranging for
additional services at their own expense.

The quality and effectiveness of services should be ensured by appointing
a responsible person or persons as home care coordinators and assuring them
consultation opportunities drawing on adequate expertise in gerontological
nursing and social work, and in geriatrics.

REFORMING LONG-TERM CARE

The long-term care of older people must be reformed by changing both its
structures and its operating methods. Long-term care in municipal health
centre hospitals that is not medically justified must be replaced by other op-
tions. Health centre hospitals can then focus on flexible and rapidly available
acute treatment and rehabilitation.

Long-term care must be arranged to meet clients’ own wishes at home
or in a homely environment, such as sheltered housing units with 24-hour
assistance. Another aim is to create a new form of care® to replace the tradi-
tional residential home and long-term institutional care in municipal health
centre hospitals; this will offer rehabilitative long-term care to meet clients’
needs, in which staff are on hand round the clock and a physician is readily
available.

SPECIAL NEEDS OF OLDER PEOPLE WITH
DEMENTIA SYMPTOMS

Dementia diseases among older people are one of the main factors inc-
reasing the need for services. Provision of care and services for those with
dementia symptoms is a crucial element in the planning and dimensioning of
services for older people. Sufficient and appropriately allocated social health
and welfare services can also help those with dementia symptoms to live at
home longer and defer their transfer into institutional care. It is particularly
important to safeguard flexible services that adjust to changes in their func-
tional capacity throughout the care and service continuum. Those diagnosed
with a dementia disease and their families must be given information and
support, have their service needs assessed, have case management and servi-
ces through every stage of the client’s service continuum. This can be made
possible by strengthening partnerships in service provision.

5 The Ministry of Social Affairs and Health has started the development of this new form
of care in cooperation with the National Research and Development Centre for Welfare
and Health (STAKES), municipalities and other experts.
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The service system must be developed so as to place the main emphasis
on services enabling and supporting home living. Services requiring special
skills should be specified in the municipality’s old-age strategy or agreed re-
gionally. A good example of collaboration between municipalities is a serv-
ice provided by units focusing on severe behavioural symptoms among de-
mentia patients. The old-age strategies of municipalities should incorporate
a separate section that specifically addresses the service needs of dementia
patients, including those with multiple problems such as intoxicant addiction
in addition to dementia.

QUANTITATIVE AND QUALITATIVE
TARGETS OF THE SERVICE STRUCTURE

Future development and dimensioning of the service structure should be
based on a clear vision and old-age strategy concerning services for older
people in a municipality or cooperation district. Different municipalities and
cooperation districts can produce service packages that respond differently
to old-age needs.

The need to expand preventive action to maintain functional capacity is
common to all municipalities. Preventive activities and services must be in-
creased, diversified and changed so as to support older people’s health and
welfare.

The coverage of home care must be increased to match the very clear
needs highlighted by research findings. This is also justified because it means
more services can be produced at the right time and in a proactive manner.
If regular home care and informal care support services are increased, it will
also be possible to increase the potential for dementia cases and those with
mental health problems to continue living at home.

Improving the living conditions of older people and expanding home care
will reduce the need for normal sheltered accommodation, allowing greater
concentration on accommodation with 24-hour assistance.

Adequate home care and sheltered housing with 24-hour assistance, to-
gether with new types of care service, will reduce the need for long-term

institutional care.

Adequate home care Achievement of goals set for regular home care, infor-
and sheltered housing  mal care support, 24-hour sheltered housing and institution-
with 24-hour assistance, 4| care can be assessed using monitoring data from national
together with new serv- statistics and registers. There are still no national monitoring
ice concepts, will reduce  ingdicators on preventive services and day centre activities,
the need for long-term byt attainment of local targets for these services should be

institutional care.  assessed regularly by municipalities.
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The national targets to be reached by 2012 are that, of all people
over 75:7

* 91% to 92% live at home independently or using appropriate health
and welfare services granted by assessing their overall needs,

® 13% to 14% receive regular home care,

® 5% to 6% receive informal care support,

® 5% to 6% live in sheltered housing with 24-hour assistance,

* 3% live in old people’s homes or are in long-term care in health
centre hospitals.

In their own old-age strategies, municipalities and cooperation districts should
set individual targets for services based on their old-age needs and local
resources. Targets must also be set for services to promote health and welfa-
re, and for day centre activities and periodic care.

Ensuring the quality and effectiveness of services re- Ensuring the quality and
quires well-functioning service chains. To help older peo-  affectiveness of services
ple with living at home and managing everyday tasks, a requires well-functioning
shared service concept is needed in which social welfare, service chains in social
basic health care, specialist care and other service provision and health care.
all work smoothly together. When care, service and rehabili-
tation plans are drawn up for health and welfare care, the individual targets
must be agreed on jointly, in order to avoid overlapping. In client-oriented
care and service, the client’s family and friends should be included in service
planning, implementation and assessment. The aim is for each client to have
a single written plan for care, services and the like, to be followed in smooth
collaboration between the various actors, and providing the client with an
effective, high-quality service package. When an individual client’s plan is
drawn up, care must be taken to ensure that the charges made for the serv-
ices do not create an unreasonable burden for the client (Act on Client Fees
for Social Welfare and Health Care, 745/1992, section 11).

Client orientation is the key factor in good care and service. Client-ori-
ented planning and implementation of care and service processes should de-
rive from a careful and thorough assessment of the individual client’s needs,
resources and living environment. This provides the basis for the goal-ori-
ented provision of activities to promote functional capacity and rehabilita-
tion that must be the pervasive quality factor in all services for older people,
from preventive care to long-term institutional care. In all services, clients’

7 See the definitions of concepts in the section Terms used in the framework on p. 49.
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functional capacity and rehabilitation should be assessed, maintained and
promoted utilizing functional capacity indicators and assessment systems, in-
terviews with clients and family members, and observation. The information
must be documented in the client’s or patient’s records to ensure that they
are always up-to-date.

Quality services

e are client-oriented and allow clients and their families to participate
in service planning, decision-making and assessment,

* are based on a comprehensive assessment of service needs, living
environment and client resources, assessing the individual’s physical,
cognitive, mental, social, linguistic and cultural needs and resources,
as well as environmental factors,

e are goal-oriented and regularly assessed against a single written plan
for care, rehabilitation and/or services,

e are based on a working approach that promotes functional capacity
and rehabilitation,

e are implemented in cooperation with the client, the various service
providers, and relatives and friends,

e are given in a safe and timely manner,

e utilize existing research results and information about good prac-
tices,

e are effective, i.e. attain the individual and social targets set for the
services.
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MAIN STRATEGIC GUIDELINES
FOR PERSONNEL AND
MANAGEMENT

® The basic premise for deciding on staffing levels is the clients’ func-
tional capacity and need for assistance.

® The number of employees in services for older people, the task
structure, and attention to occupational safety and well-being at
work are elements that must be incorporated into the old-age strat-
egy and overall personnel strategy of the municipality or coopera-
tion district concerned.

¢ In planning the staffing level and task structure, the qualification
requirements laid down in the legislation regarding the competence
of professional staff and their licence to practice must naturally be
complied with, and attention also paid to the task structure recom-
mendations for professional social welfare staff.

e Staff competence should be ensured by targeting supplementary
training to meet the estimated future skills need and by follow-
ing the supplementary training provisions and frameworks for social
and health care.

® The aim is for all those working in services for older people to have
completed vocational training in social welfare and/or health care,
and also to have gerontological expertise acquired though basic,
continuation and/or supplementary training.

® There must be skilled and adequate management of services for
older people.

e Occupational safety and staff well-being at work must be promoted.

Staffing levels, skills and well-being at work are the foundation for the quality
and effectiveness of services. Strategic guidelines on the amount, skills, well-
being and safety of staff working in services for older people should be incor-
porated into the old-age strategy of individual municipalities and cooperation
districts and integrated into their personnel strategies. The premise for these
guidelines is that a municipality must have enough trained and skilled per-
sonnel, including competent management, to carry out its vision and strategy
for future services for older people.
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The personnel strategy is drawn up jointly by the personnel concerned, the
management and the political decision-makers. If the drafting process is suc-
cessful, this as such commits the various actors to implementing a strategy
anticipating future challenges.

The guidelines on older people in a municipal personnel strategy should
cover the following areas:

e Local and regional forecasting of personnel resources,

e A plan for staffing levels and task structure, and implementation of the
plan,

e Skills enhancement based on an assessment of future competence
needs,

* The promotion of occupational safety and well-being at work,

e A supportive and motivating pay system,

e A multicultural clientele and personnel,

e Plans for developing assessment and management systems so as to safe-
guard staff skills and well-being at work and achieve the operational
goals.

STAFFING LEVELS AND
TASK STRUCTURE

When staffing levels are planned, the focus must be on the functional capaci-
ty and the physical, cognitive, mental and social independence of clients. It is
vital to consider both clients’ rights and the quality and effectiveness targets
aimed at. Another challenge in scaling staffing levels is to
Staffing levels must  ensure a well-integrated care and service entity and contin-
take account of clients’  uity for clients, while also minimizing staff turnover.

rights and the quality In planning staffing levels, it is also important to ensure
and effectiveness of targets that the outcome is dynamic, i.e. that the system can readily
set for operations. produce substitutes to replace regular staff away for short or
longer periods. ‘Dynamic’ also means that staff can be trans-
ferred temporarily to other units when changes in the overall level of client

capability require, e.g. in terminal care.

Staffing levels are successful when clients’ service and care needs are met
and there are enough skilled personnel to guarantee clients services of high
quality and effectiveness not only cost-efficiently but also while showing old-
er people proper respect.

The following factors should be taken into account when staffing levels
are planned and assessed:
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1. Clients’ functional capacity and need for assistance
clients’ need for assistance, established by means of a comprehen-
sive assessment of their service needs,
the number of clients requiring special skills, such as dementia cli-
ents with behavioural problems and older psychiatric patients,
clients’ rights to health care and welfare services that meet their
needs adequately and in a timely manner.

2. The service structure, production and availability of services
targets for the service structure and the coverage of different serv-
ices in the municipality or cooperation district,
ways of producing services (internally, outsourcing, service vouch-
ers) and their availability (local services, regional services),
the effects of the various services provided by a given unit, such as
rehabilitative short-term care or day centre activities,
environmental factors, such as the size, structural functioning and
safety of the unit (24-hour care) and distances between local serv-
ices (home care).

3. Factors related to the personnel and how their work is organized
staff potential for producing services for clients appropriate in terms
of both quality and effectiveness,
the training structure of personnel working with clients, their skills
and full use of them,
the way operations are organized and carried out, such as taking cli-
ent needs into account in shift planning, and the possibility of staff
sharing when necessary,
adequate staffing in unusual situations, e.g. terminal care,
indicators reflecting well-being at work, such as short and long sick
leaves and high turnover.

When the personnel job structure is planned, note must be taken of the qua-
lification requirements laid down in the acts and decrees on professional staff
(Act (272/2005) and Decree (608/2005) on Qualification Requirements
for Social Welfare Professionals; Act (559/1994) and Decree (564/1994) on
Health Care Professionals; and task structure frameworks for social welfare
professionals®).

The aim is for all those working in old-age health and welfare services to
have a vocational qualification in social welfare and/or health care, and ger-
ontological expertise acquired in basic, continuation and/or supplementary

8 Recommendations for the task structure of professional social services staff (in Finnish). Publica-
tions 2007:14. Ministry of Social Affairs and Health.
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training. Staff skills must be safeguarded by aiming targeted further training
of this kind at the skills expected to be needed in the future, and by comply-
ing with further health and welfare care training frameworks and provisions
in legislation (Social Welfare Act 710/1982, as amended 50/2005; Primary
Health Care Act 72/1972, as amended 992/2003; and Act on Specialized
Medical Care 1062/1989, as amended 993/2003; Decree on the further
training of health care personnel 1194/2003).

The personnel included in staffing level planning in the various services
include employees involved in direct care of clients, such as trained home
helps and home care assistants, licensed practical nurses, social welfare coun-
sellors and educators, registered nurses and public health nurses, geriatric
nurses and their immediate supervisors, such as head nurses. If, however,
there are other staff who lack basic vocational training in welfare and/or
health care work involved in direct care work in a unit, e.g. ward assistants,
they should be included only insofar as what they do is a direct response to
clients’ basic needs, such as help with washing, eating and use of the WC.
When the work of healthcare assistants or clinical support workers comprises
only cleaning, for instance, they should not be included when staffing levels
are calculated. At sheltered housing and institutional care units, there are also
therapists, physiotherapists and functional therapists who may visit several
units or hospitals. They should then be included in terms of the percentage
of the total work input represented by their work. If, for instance, a full-time
employee spends 20% of his/her time working in a given hospital, his/her
work input there is 0.2.

Older people’s functional capacity and quality of life can also be greatly
boosted by people in fields other than those mentioned above. Good exam-
ples are qualified arts and music professionals, whose skills and input can pro-
vide older people with interesting and pleasurable activities, self-expression
and aesthetic experiences, as well as introducing other staff to socio-cultural
work. Socio-cultural work with older people includes all kinds of creative ac-
tivity, from music, drama and art to literature and creative writing. To ensure
resources for such work, it is important to work closely with municipal arts
and culture departments and NGOs.

Staffing levels for home care personnel:® A Ministry of Social Affairs and
Health working group has developed a model for scaling future needs which
is currently being tested by various municipalities. The scaling is based on the
following factors:

9 As the quality recommendations were revised also a model for scaling staffing levels for
home care personnel was developed. The model will be piloted in an ongoing project at
the Ministry of Social Affairs and Health.
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¢ the number of 65 to 74 year-olds and people over 75 in the munici-
pality,
e the percentage of under and over 75s using home care:
a) The percentage of 65 to 74 year-olds using home care,
b) The percentage of over 75s aimed at for home care coverage,
e Data on home care intensity (monthly average for recorded hours spent
on work with clients and other duties),
¢ Data on the number of personnel working in home care.

The Ministry of Social Affairs and Health will be issuing national staffing level
recommendations for social welfare personnel, including those working in
home care, by the end of 2008.

24-hour care: The aim is to ensure good care, the quality and effectiveness
of which are assessed. The national recommendation for minimum staffing
levels® in 24-hour care is 0.5-0.6 employees per client. The higher option
(0.6) is recommended when the clients concerned display difficult somatic
or behavioural symptoms or when the size of and/or structural defects in
the care environment mean more staff are needed. In reality, a good staffing
level in 24-hour care is 0.7-0.8. If there are long-term clients needing medical
care in health centre hospitals, the minimum level is 0.6-0.7 employees per
client, and a good level 0.8. However, it must be kept in mind that staffing
levels must always be based on the clients and their particular needs, whate-
ver kind of unit they are in.

The staffing level recommendations refer to real levels, with absent em-
ployees replaced by substitutes. A permanent substitution system is therefore
a justifiable option, and can also be set up jointly by several municipalities.
It is vital to achieve the planned staffing levels from the viewpoint of both
client safety and staff welfare. As well as staffing levels per se, it is also impor-
tant to allocate the available personnel to different shifts so that clients can
be ensured the chance of normal life and the care they need at all times of
day and night.

The availability of doctors must also be safeguarded. Although everyone
who needs treatment has access to the local health centre, home care also
ensures that clients receive an annual check-up by a doctor. In 24-hour care,
it is a good practice for a doctor to visit the unit at agreed intervals. Clients’
medical condition and care needs can then be evaluated and suitable action
taken, including regular review of their medication. To meet clients’ acute
needs in 24-hour care, there must be clear and documented practices that all
employees are aware of.

©In 2005, the national average was 0.46—0.55 in sheltered housing with 24-hour assist-
ance, 0.52 in residential homes, and 0.66 in health centre inpatient care.
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MANAGEMENT OF SERVICES FOR
OLDER PEOPLE — THE CHALLENGE
OF BOOSTING SKILLS AND
WELL-BEING AT WORK

Management of services for older people is founded on the implementation
of old-age and personnel strategy guidelines for services for older people.
The aim of all management is that workplace units, organizations and mu-
nicipalities are able to reach the quantitative and qualitative
targets set. Management affects not only staffing levels and
skills but also the welfare and occupational safety of person-
nel. All these things have an impact on service quality and
effectiveness. The management function calls for mastery
of strategic management, skills management and of course
financial management. It is also essential to be able to net-
work effectively.

At ‘shop floor’ level, it is the immediate supervisors who
carry the responsibility for proper work organization, updating working prac-
tices and staff skills, and increasing the welfare and occupational safety of
the workplace community and individual employees. Managing the work
of professionals demands not only managerial skills but also a high level of
know-how about occupational and collaborative matters in the field of social
health and welfare care, and special expertise in care of older people and
services for older people.

Broad gerontological understanding of older people must be the starting
point for all efforts to develop staffing levels, the training structure and indi-
vidual skills. Older people need a variety of social and health services, de-
pending on their individual situations. Some also need special services, such
as those provided in gerontological social work. Managers and supervisors
carry the responsibility for recruiting personnel whose overall skills match the
targets set for any given service or form of care.

Because staff skills are linked to quality and effectiveness of service, every
workplace unit should draw up both a long-term and a short-term training
plan covering its entire personnel. Supervisors are responsible for further
training and for monitoring and assessing its effectiveness, but individual staff
members are also responsible for their own personal development.

Workplace units also need a programme to maintain working capacity.
The characteristics of the job and the workplace community have a crucial
impact on not only on-the-job learning but also employee commitment to
achieving their unit's targets and how well individuals can cope with their
jobs. It is up to managers and supervisors to ensure employee well-being at
work, for instance by ensuring a reasonable work load. The employer is also

Management affects not
only staffing levels and
skills but also the welfare
and occupational safety of
personnel. All these
aspects affect service
quality and effectiveness.
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responsible for providing employees with the necessary information on mat-
ters affecting their safety, health and other circumstances at work (Occupa-
tional Safety and Health Act 738/2002). Individual staff members, too, can
promote the smooth functioning of the workplace community by enhancing
their collaborative skills.

The aims of management to develop skills, well-being at work and occu-

pational safety are:

e to safeguard an adequate number of skilled personnel,

e to ensure the systematic development of staff skills,

¢ to make full and varied use of employee skills,

® to encourage steps to make the work more manageable, e.g. by divid-
ing clients and personnel into smaller and more easily managed units,
thereby allowing work targets to be defined more clearly,

¢ to change procedures, e.g. by guiding the workplace culture in a direc-
tion favouring open debate, reducing unnecessary routines and increas-
ing general flexibility,

e to identify physical and mental factors threatening well-being at work,
such as difficulties with client relations, unnecessary routines, lack of
independence, pressure of time and problems in the working climate,

® to seek active solutions to eliminate known negative factors and sup-
port the physical and mental welfare of employees and help them to
find job satisfaction,

* to treat the personnel fairly,

¢ to make consistent, justified and transparent decisions in which staff are
all treated according to the same principles and the same rules apply
today and tomorrow.
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QUALITY LIVING AND CARE
ENVIRONMENTS

e The aims are safe, pleasant, accessible living and care environ-
ments.

Municipal health and welfare, housing, technical and emergency servi-
ces should all work together to promote home living and meet future
space needs, and

* assess any need to convert and renovate the homes of older clients
receiving home care and preventive home visits, focusing on obsta-
cles to movement, fire safety and other security considerations,

* assess the safety and freedom from obstacles of sheltered housing
and institutional facilities meant for older people,

e using this assessment data, prioritize renovation needs in home and
institutional environments and draw up a programme for upgrading
them,

e increase investment in the adoption of client-friendly technology.

In units providing long-term care, the aims are:

® rooms, corridors, communal areas and yards should be safe and
obstacle-free,

e each resident should have a single room with en suite washing
and toilet facilities unless he or she specifically wants to live with a
spouse or another resident who prefers company,

® new units providing long-term care should have only sufficiently
spacious single en suite rooms, and when older facilities are reno-
vated, more single rooms should be created whenever possible,

e the general surroundings must take the special needs of dementia
clients into account, be safe and clear, and promote easy orienta-
tion,

e the dimensioning of facilities must be adequate, promoting their
flexible use while ensuring the staff’s occupational safety and ability
to cope,

e outdoor recreational opportunities for residents should be in-
creased.
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SAFE, ACCESSIBLE SURROUNDINGS
PROMOTE INDEPENDENCE

Most ageing people live in the normal homes that they have chosen for
their old age. If the safety and accessibility of these home environments are
increased, their occupants’ functional capacity can be raised and their health
and welfare enhanced. Action to this end means older people can live safely
at home longer, enjoying the independence their own resources permit and
their own way of life and home customs, while having the freedom to make
their own choices and being involved in the community, yet also benefiting
from home services provision.

Accessibility means producing an environment friendly to those with
a physical or sensory disability. That means having no steps or changes in
level that cannot be negotiated in a wheelchair. Accessible planning also
involves lighting, choice of colours and materials, and acoustical considera-
tions. Thus, attention must be paid not only to physical obstacles but also
to how information and social functions and services are presented. To be
accessible, products, information, services and the built-up environment
must function well and be easy to use and access. A well-planned acces-
sible environment maintains and promotes physical, cognitive, mental and
social capabilities, reduces the need for aids or assistants, and decreases the
risk of accidents. That means more independence and equality.

Safety and accessibility can be promoted through
home conversions and use of assistive devices. Geron-
technology, in turn, can help older people to achieve
an independent and autonomous life. Various forms
of assistive devices and detector systems, such as wrist
alarms, beepers and other monitoring methods, allow
an older person’s health and safety to be watched over without the constant
presence of a professional. As ‘smart home’ technology becomes more com-
mon and access to it spreads, older people’s potential for controlling their en-
vironment will grow. Thanks to e-mail and video phones, contacts with rela-
tions and friends that boost participation are already increasing rapidly, and a
rising proportion of old-age home services can also be provided online. Sup-
port for technology-assisted home living is not restricted to the area inside the
home: there are already several orientation, positioning and alarm systems
that contribute to safe movement outside the home. A crucial aspect here is
always to respect client privacy and ensure that clients, family members and
employees are given sufficient guidance in use of the technology to ensure
that it really increases, rather than reduces, the user’s sense of security.

Particular attention must be paid to the safety of home and care envi-
ronments. The fire safety and other security of homes, sheltered housing

Independence and participation
can be furthered with home
conversions, assistive devices
and gerontechnology.
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and institutions must comply with the law and official instructions. Pre-
venting all kinds of accident is an important part of security promotion.
The duties of municipal actors with regard to minor and major accident
prevention are laid down by law (Primary Health Care Act (66/1972) sec-
tion 1; Rescue Act (468/2003)). Joint safety planning practices adopted
by municipalities provide a good way of intensifying cooperation aimed at
boosting safety levels and of furthering security comprehensively. In future,
a growing number of homes will also be the working environment of an
informal carer or care worker, which means the resident’s right to privacy
and self-determination has to be reconciled with occupational safety con-
siderations.

Municipal departments of health and social welfare, housing, techni-
cal matters and rescue services should ideally assess jointly the repairs and
conversion work needed in long-term care units, and in the homes of cli-
ents receiving home care, informal care support and preventive home visits,
from the viewpoint of obstacles, safety, smooth service provision and future
space needs. This will help old people to continue to live at home. On the
basis of such assessment, these needs can be placed in order of priority and
an improvement programme drawn up which will ensure that adequate
advice on refurbishment and related services are available and that client-
friendly use is made of modern safety technology and equipment.

LONG-TERM CARE UNITS

At long-term care units (sheltered housing with 24-hour assistance, residential
homes), the aim is for rooms, communal areas and corridors to be accessible,
safe and pleasant. As well as ensuring freedom from obstacles in the physical
sense, such units must also ensure that their entire environment is socially
and institutionally accessible, and that the older people living there are so-
vereign individuals despite their limited functional capacities, with a right to
self-determination, privacy and participation. Promoting a sense of security is
an important element in the work of sheltered housing units and institutions.
Responsibility for this security rests with the service providers.

The aim is for all units providing long-term care, including dementia group
homes, to be able to provide residents with single en suite rooms unless the
resident specifically wishes otherwise. For those in long-term care, their own
room is their home, so should be cosy, comfortable and contain personal
items of furniture. Single rooms promote high-quality long-term care by en-
suring residents privacy and involvement in their own care. In the interests of
quality of life and respect for individual privacy, it is important that residents
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are not cared for in spare beds or corridors. Single rooms also mean that it is
possible to provide terminal care. However, some older people actually feel
more secure and contented when they can share a room with someone else,
and this option must also be ensured.

People in long-term care must also have access to company and joint ac-
tivities: they should be able to enjoy a homely setting and share their every-
day events, so communal areas must be both comfortable and safe. Balco-
nies and terraces must be large enough to allow those using assistive devic-
es to enter, leave and move around easily and safely, and even allow access
for a bed. Being in the open air is important for residents’ mental alertness,
and can be furthered with yard and garden design. Access to a yard or gar-
den brings contact with nature, and this is a vital element in welfare.

The recommendation is that new long-term care units should primarily
provide only sufficiently large single en suite rooms. When
old facilities are renovated, the number of single rooms
should be increased. By 2015 at the latest, renovations,
too, should comprise solely single rooms. The comfort and
homeliness of sheltered housing units and of institutional
accommodation and care environments should be increased, aiming to pro-
duce facilities that function well, meet clients’ needs and create a sense of
normality.

When dementia patients’ housing units are built and renovated, attention
must be paid to their special needs. If the number of residents in a dementia
group home or unit exceeds 12 to 15, it is more practicable to divide it into
smaller fairly independent divisions. A small group helps residents to feel
secure and in control of their environment, and means staff can become fa-
miliar with their individual situations and divide their duties into manageable
units. This boosts well-being at work and occupational safety. Facilities must
be sufficiently spacious, to make staff feel secure and help them cope with
their work. Important features in interior décor are various ways of promot-
ing orientation and identification, such as distinct surface materials and light-
ing minimizing reflections.

New technology can be utilized in a long-term care unit in many ways.

Sensors and alarm systems also increase safety and freedom of movement in
accommodation with 24-hour assistance. There are many technical solutions
already in use or under development to monitor vital functions and support
rehabilitation. Closed-circuit television channels and various interactive mul-
timedia programs can provide stimuli and entertainment.

A well planned and constructed long-term care envi- A safe, pleasant and
ronment promotes the health and welfare of older people obstacle-free environment
and greatly supports efforts to promote rehabilitation. Safe, encourages independence
pleasant and accessible surroundings further independence and furthers participation.
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by increasing clients’ physical, cognitive, mental and social capabilities and by
compensating for other decline in functional capacity. They can also provide
opportunities for and encourage participation in recreational activities.
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MONITORING INDICATORS

Systematic collection of assessment data on attainment of set targets plays a
crucial role in implementation of the framework. It allows both local and central
government to evaluate development over time and to compare data with the
situation in other municipalities and nationwide. The National Research and
Development Centre for Welfare and Health (STAKES) SOTKAnet Indicator
Bank (www.sotkanet.fi) provides indicators for monitoring and comparing pro-
motion of health and welfare, service needs, service structures and finances.

INDICATORS OF SERVICE NEEDS

In terms of practicable factors influencing service needs that can be monitored
annually and at the municipal level, the framework covers the following:
e current overall age structure and prognosis, total population and
percentage breakdown (SOTKAnet, Statistics Finland),
* number and percentage of those over 65 and 75 living in housing
with poor or extremely poor amenities (Statistics Finland),
* number and percentage of those over 65 and 75 living alone
(SOTKAnet),
* number and percentage of those over 65 receiving the full national
old age pension (SOTKAnNet).

The number of older people, especially those over 75 and 85, is a backg-
round variable illustrating the need for services and can be used as a bench-
mark for other indicators. Housing with deficient amenities makes it more
difficult for older people with decreased functional capacity to function in-
dependently. ‘Deficient’ here means having no bath/shower room and/or no
central or electric heating. ‘Extremely deficient’ means that there is also no
running water, drains, hot water or WC. The number and percentage of tho-
se living alone is an important indicator when service provision is planned.
Especially if they have memory problems, living alone makes it more difficult
for those with declining functional capacity to cope and increases their need
for support and services, possibly resulting in demand for 24-hour care. The
only people receiving the full national old age pension are those without a
sufficiently large earnings-related pension, so the figure and percentage for
these recipients also indicate lack of means, i.e. poverty. Poverty, in turn, is
a background factor with several effects on morbidity, need for services and
the ability to request charged services.
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INDICATORS OF SERVICE STRUCTURE

Indicators are available for monitoring attainment of the quantitative service
targets set in the framework. They allow local and central government to eva-
luate development over time and to compare data with other municipalities
and nationwide. Data is available in the STAKES SOTKAnet Indicator Bank
(www.sotkanet fi).

Indicators Targets (as % of over 75s)
Percentage living at home 91%—-92%
(excluding those in 24-hour care)

Percentage receiving regular home care 13%-14%
Percentage receiving informal care support 5%—6%

Percentage in sheltered housing
with 24-hour assistance 5%—6%

Percentage in long-term institutional care
(residential homes, health centre hospitals) 3%

At the end of 2006, 90.1% of over 75s were living at home. The calculation
excludes all those in long-term hospital care, old people’s residential homes
and housing with 24-hour assistance. In 2005, 11.5% of over 75s received
regular home care and 3.7% received informal care support, 3.9% were
living in sheltered housing with 24-hour assistance, and 6.5% were in long-
term institutional care.

Percentage of over 75s living at
home and their use of services
for older people

2000 2005 2006

Over 75s living at home 89.8% 89.6% 90.1%
Over 75s receiving regular home care

as at 30 November 11.5%

Over 75s receiving informal care

support during the year 3.0% 3.7% 3.7%
Over 75s living in sheltered housing with

24-hour assistance as at 31 December 17% 3.4% 3.9%

Over 75s in residential homes or long-
term institutional care in health centre
hospitals as at 31 December 8.3% 6.8% 6.5%

There are considerable regional discrepancies, however. (See Table 1, p. 48)
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INDICATORS RELATED TO STAFFING

The various data on staffing levels and training structures published regularly
in statistical publications are as follows:
e Number and training structure of municipal personnel by sector, voca-
tional group and region,
* Number of private-sector social health and welfare service personnel by
sector and province,
° Number of personnel per 1,000 over 75s in home care and home nurs-
ing, old-age sheltered housing, residential homes and health centres,
* Number of personnel by vocational group in municipal and municipal
federation home care and home nursing, old-age sheltered housing,
residential homes and health centres.

In statistics on the vocational structure, regular nursing staff includes head,
registered and public health nurses, social welfare counsellors and educators,
licensed practical nurses and other practical nurses, mental health nurses,
social welfare carers, home carers and home assistants.

No direct information on the staffing levels of individual municipalities
or units can be obtained from national statistics. Separate reports are often
produced to illustrate the situation nationwide, using data on municipali-
ties and municipal federations taken from Statistics Finland’s figures on local
government pay. When this data is combined with information taken from
social welfare and health care treatment notification registers on the number
of days spent in care and treatment, it is possible to make indicative calcula-
tions. In the case of private-sector services, some average estimates on lev-
els can be obtained from STAKES statistics. In other respects, private-sector
personnel data is based on Statistics Finland figures on employment levels.
In 2005, the national average was 0.46-0.55 employees per client in shel-
tered housing with 24-hour assistance, 0.52 in residential homes and 0.66 in
health centre hospitals.

OTHER INDICATORS
Indicators of health and welfare promotion

The STAKES SOTKAnet service also includes two groups of indicators rela-
ted to the promotion of health and welfare, with about 20 indicators specifi-
cally concerning the old age. These include:

e percentage of all over 75s living alone,

e percentage of all over 65s receiving full national old age pension,

e number of over 65s per 1,000 entitled to special refund medication,
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e number of over 65s per 1,000 entitled to special refund medication for
psychosis,

e percentage of all over 65s hospitalized for injuries and poisoning,

e mortality rate of over 65s per 100,000.

Financial indicators

Indicators for financial monitoring and comparison include:
e total running costs of institutional services for older people, EUR
1,000,
e total running costs of home services, EUR 1,000,
e total running costs of other services for older people and people with
disabilities, EUR 1,000.
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Table 1. Structure and coverage of services for older people by region, 2006.

Clients over 75 as percentage of total number of over

75s

Informal | Regular | Shel- Of this, | Residential | Long-

care home tered sheltered | home*** | term

sup- care ** | housing | housing health

port* ik with 24- centre

h_our as- carex**
sistance

Whole country 37 il 57 39 41 24
Uusimaa 32 99 54 49 43 22
It4-Uusimaa 34 10.1 4.4 27 5.6 15
Varsinais-Suomi 31 104 4.4 3.2 4.6 19
Satakunta 33 99 54 41 59 17
Kanta-Hame 31 1.3 54 27 59 17
Pirkanmaa 23 10.8 44 16 6.0 18
Paijat-Hame 33 9.8 a7 36 19 45
Kymenlaakso 4.0 10.0 54 43 34 27
South Karelia 30 1.0 44 31 36 31
Eteld-Savo 35 15.3 6.9 44 3.7 31
Pohjois-Savo 37 119 52 36 29 28
North Karelia 29 140 6.4 26 32 38
Central Finland 4.0 13.7 6.0 33 43 22
South Ostrobothnia 57 10.6 71 40 37 27
Ostrobothnia 33 9.8 72 51 4.0 29
Central Ostrobothnia 54 1o 10.3 77 26 0.9
North Ostrobothnia 6.2 174 6.4 45 4.0 16
Kainuu 6.8 1.8 82 6.8 05 20
Lapland 52 133 6.8 52 23 30
Aland 53 10.8 9.2 30 46 25

* Clients during year
** Clients as at 30 November 2005
*** Clients as at 31 December 2006
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TERMS USED IN THE FRAMEWORK

Accessibility is a broad concept referring to the unhampered participation
by all in daily tasks, hobbies, culture and studies. It means providing ready
access to services and assistive devices, easy-to-understand information and
opportunities to contribute to decision-making concerning oneself. An ac-
cessible environment means construction and building that is safe, pleasant
and accessible to all users. Easy access should be arranged to all facilities and
multi-storey buildings. In addition, facilities and their functioning must be as
logical and easy to use as possible.

Client-oriented means scrutinizing and classifying services from the recipient
client’s viewpoint. The activities of a client-oriented organization are planned
focusing on the needs and resources of the recipient client, involving the
client as far as possible in evaluating service needs, in service planning and
implementation and in assessing the impact of the service.

Cooperation districts are regional organizations set up to consolidate collabo-
ration between a number of municipalities. Administratively, a cooperation
district can be either a municipal federation or a joint body of municipalities
in the area; in the latter case, one municipality is responsible for all the mu-
nicipal functions in the area concerned.

Gerontechnology is technology designed for older people. Its design combi-
nes gerontological and technological know-how.

Gerontology is a discipline that studies ageing and older people. It analyses
the changes brought by age and the factors that affect these changes and how
they can be influenced. Gerontology studies the consequences of the ageing
process on the individual, the community and society as a whole. It includes
geriatrics, gerontological nursing in practice and theory, psycho-gerontology
and social, cultural and environmental gerontology.

Geriatrics is a special field of clinical medicine that broadly utilizes ger-
ontological research and knowledge regarding ageing patients yielded
by other clinical specialities.

Gerontological nursing is a special field of nursing combining nursing
values, know-how and methods with gerontological knowledge. The
aim of gerontological nursing is to promote and maintain the health
and functional capacity of older people, their family and their commu-
nity, providing help and support with the changes and physical decline
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brought by ageing, prevention of disease, and curative, palliative and
rehabilitative care.

Gerontological social work is a specialist field aiming to strengthen
older people’s functional capacity, welfare, living environment and so-
cial circumstances and the functioning of communities. Gerontological
social work promotes life management and self-determination. It helps
clients to get the services they need and support from social workers,
and is responsible for related preparatory work and implementation.

Old-age policy means various public welfare policy targets, strategies, oper-
ating systems and measures, and legislation maintaining and improving the
independent life management potential of older people. Old-age policy is
an element in policy covering the whole life cycle which guides the devel-
opment of various areas of public policy in accordance with trends in the
demographic age structure, i.e. meets the needs of an ageing population.

Preliminary assessment in this connection means human impact assessment
(HulA), a prospective (ex ante) process foreseeing the effects of current deci-
sions on the health and welfare of older people. HulA can be either thorough
or quick. Outcomes of the latter are used ‘as is’ in decision-making and to
identify needs for a thorough HulA. A thorough HulA calls for detailed plan-
ning and resources.

Quality means a service’s ability to respond systematically to clients’ ap-
propriately estimated service needs both in accordance with the law and
cost-effectively. The matters subjected to quality assessment can be divided
into structural and process-related factors and outcomes. Structural factors
provide the preconditions for operations, and include staffing and its struc-
ture, management and supervision practices and care environments, and in
general factors that provide the conditions for well-functioning processes and
thus effective outcomes. Process-related factors include the whole operating
process starting when clients first need services and ending when they no
longer do so. The process is assessed by evaluating whether the activities
guarantee the client effective and high-quality care and service. Assessment
of outcomes means judging whether the targets have been reached, i.e. have
the changes aimed at in the client’s situation or behaviour been achieved?

Quantitative targets of the service structure (see p. 30) The ‘service structure’
is the whole system of social welfare and health services provided within a
municipality or cooperation district; this framework deals specifically with
services used regularly by older people.

-50-



Living at home means not being in long-term hospital or health centre
care, or living in a residential home, sheltered housing with 24-hour
care, or a home or sheltered housing for persons with developmental
disability.

Regular home care clients are those receiving some kind of home help
and/or home nursing who had a currently valid service and care plan
on the calculation date (30 November) or otherwise (without a service
plan) receive such services at least once a week. These clients do not
include persons who are in institutional care or receive housing services
on the calculation date, even if they have a valid service and care plan.

Informal care support means care allowance and services granted to
safeguard the care and attendance for an ageing, disabled or ill person
at home, as laid down in their care and service plan. The local munici-
pality and carer sign an agreement on the informal care support. All
those clients who have received informal care support during the year
are counted as clients.

Sheltered housing has never been defined officially. Definitions in social
and health service statistics stress that sheltered housing always includes
care and attendance services integrated into a lease agreement. Some
units are buildings where clients have their own apartments and some
for instance group homes for dementia patients. These are divided into
ordinary sheltered housing and sheltered housing with 24-hour assist-
ance.

Ordinary sheltered housing means that the staff are only on duty
during the day.

Sheltered housing units with 24-hour assistance are meant for
older people who may need staff on hand round the clock. They
differ from residential homes in that they have, for instance, been
approved by the Social Insurance Institution (SII) as open care
units, and the client pays separately for the accommodation and
any services utilized. Clients living in such units on the calculation
date (31 December) are included in the figures.

Institutional care includes all clients over 75 living in residential homes
and long-term patients over 75 in health centre hospitals on the calcula-
tion date (31 December)

Residential homes provide institutional care for older people as a
social service.
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Long-term care in health centre hospitals means care given in
health centre hospitals managed by general practitioners. That
includes not only municipal health centres but also certain other
municipal or private-sector service providers responsible for health
centre activities in a given area. Long-term care means that a deci-
sion on long-term care has been made concerning the client, or a
situation in which the client has been in care for over 90 days.

Service management is a client-oriented approach stressing the client’s
interests. It means both individual case management and service co-
ordination at the organizational level. Service management is a working
method that harnesses several services to help the client, reducing the
disadvantages of a dispersed service system. The aim of service manage-
ment is to identify individual client needs and provide the services and
support required. The main content of service management as it affects
the individual is advice, coordination and advocacy, based on a detailed
assessment of service needs, planning and resources.

Staffing levels means the computed ratio between personnel and cli-
ents/patients. If, for instance, a unit has 20 care workers and altogether
40 clients, the ratio of staff to clients is 20/40, i.e. 0.5.

Third age and fourth age: The third age is the period between retiring
from working life and becoming dependent on others, when the fourth
age begins. During their third age, people are still independent and free
to pursue their personal goals. Typically, the fourth age is marked by
frailty and increasing dependence on help and support from others in
coping with everyday life amid deteriorating health and declining func-
tional capacity.
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APPENDIX 1

SAMPLE CALCULATION OF THE COST
IMPACT OF COVERAGE BY CERTAIN SERVICES
IN 2006—2012

The table on the following page is a sample calculation illustrating the impact
of trends in the number of older people and service coverage on changes in
the cost of producing certain services between 2006 and 2012.

If the coverage of regular home care, informal care support, 24-hour shel-
tered housing and institutional care among over 75s were to remain at the
2006 level, the gross cost of producing these services would rise by EUR 318
million by 2012. This increase would be caused by the growing size of the
ageing population.

The target set in the framework is that coverage of regular home care at
the national level should rise by 2012 to 13%-14% of the total number of
over 75s, and the coverage of both informal care support and 24-hour shel-
tered housing to 5%-6%. At the same time, the coverage of long-term care
in residential homes and health centre hospitals should fall to 3% of all over
75s. If the coverage of regular home care, informal care support and 24-hour
sheltered housing were raised according to the lower figures (13%, 5% and
5% of over 75s) and institutional care were to fall to 3%, the gross cost of
these services would decrease by EUR 49 million. If service coverage were
raised according to the higher figures (14%, 6% and 6%) and institutional
care were to fall to 3%, gross costs would rise by EUR 199 million between
2006 and 2012.
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Sample calculation of the cost impacts of coverage by various services, 2006—2012
(at 2006 prices)

Coverage remaining at the 2006 level
Change in
No. of clients Change in no. |costs, EUR
of clients million

Coverage (% of over 75s) 2006 2012 2006—2012 | 2006-2012
Regular home care 11.5 * 45,037 51,839 6,802 131
Informal care support 3.7 14,870 16,679 1,809 85
24-hour sheltered housing 3.9 15,676 17,580 1,904 63.9
Long-term institutional care 6.5 26,190 29,300 3,110 132.8
Total 101,773 115,398 13,625 318.4
Increases in coverage: lower option

Regular home care 11.5* =>13.0 45,037 58,601 13,564 2256
Informal care support 3.7 =>5.0 14,870 22,539 7,669 36.1
24-hour sheltered housing 3.9 =>5.0 15,676 22,539 6,863 2305
Long-term institutional care 6.5 =>3.0 26,190 13,523 -12,667 -540.9
Total 101,773 117,202 15,429 -48.8
Increases in coverage: higher option

Regular home care 11.5* =>14.0 45,037 63,109 18,072 300.6
Informal care support 3.7 =>6.0 14,870 27,047 12,177 574
24-hour sheltered housing 3.9= >6.0 15,676 27,047 11,371 3818
Long-term institutional care 6.5=>3.0 26,190 13,523 -12,667 -540.9
Total 101,773 | 130,726 28,953 198.8

* The data on regular home care date from 2005.

Unit costs (gross) used in the calculation and other assumptions:

— Home care visit average EUR 42 per visit, average 33 visits a month per client,

— Fee payable to informal carers average EUR 4,711 per year per client,

— 24-hour sheltered housing average EUR 92 per day,

— Long-term institutional care in a residential home or long-term health centre hospital average
EUR 117 per day, assuming that 36% of the care days are in health centre hospitals and 64% in old
people’s homes.

Sources:

Hujanen T., Kapiainen S. & Tuominen U. 2008. Terveydenhuollon yksikkokustannukset Suomessa vuonna
2006. (Unit costs of health care in Finland, 2006.) Working papers 3/2008. Centre for Health and
Welfare (STAKES).

Statistical Yearbook on Social Health and Welfare Care 2007. SVT Social Security. STAKES.

Statistics Finland demographic prognosis 2007.
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