Roskilde
University

Caring for Children and Older People - A Comparison of European Policies and
Practices

Rostgaard, Tine; Fridberg, Torben

Publication date:
1998

Document Version
Publisher's PDF, also known as Version of record

Citation for published version (APA):

Rostgaard, T., & Fridberg, T. (1998). Caring for Children and Older People - A Comparison of European Policies
and Practices. SFI - Det nationale Forskningscenter for Velfeerd. Denmark. Socialforskningsinstituttet. Rapporter
No. 98:20

General rights
Copyright and moral rights for the publications made accessible in the public portal are retained by the authors and/or other copyright owners
and it is a condition of accessing publications that users recognise and abide by the legal requirements associated with these rights.

» Users may download and print one copy of any publication from the public portal for the purpose of private study or research.
* You may not further distribute the material or use it for any profit-making activity or commercial gain.
* You may freely distribute the URL identifying the publication in the public portal.

Take down policy
If you believe that this document breaches copyright please contact rucforsk@kb.dk providing details, and we will remove access to the work
immediately and investigate your claim.

Download date: 04. Jul. 2025



CHAPTER 6

The Netherilands

Box 6.1.
General characteristics of the Netherlands.

« Local government in the Netherlands is based on 549 municipalities and 12 provinces. Nine in ten Dutch people live in
urban areas. All of the cities are quite small with less than 1 m inhabitants; in all around 15 m people live in the
Netherlands. With a population of 457 persons per square kilometre, the Netherlands is one of the most densely
populated countries in the world. But this varies across the country, with the western provinces having between 777 and
1,500 inhabitants per square kilometre and the northern provinces which have the lowest, 170 and 237 residents per
square kilometre. In total, the Netherlands covers an area of 41,500 square kilometres.

 Ethnic minorities make up a large proportion of the Dutch population (16%). Part of this group is of Dutch citizenship as
they are from the former colonies, Indonesia, Surinam or the Antilles. The 400,000 Friesian who live in the province of
Friesiand, use the Frisian language as their official language.

 In the labour market, nearly one in five Dutch workers (22.7%) are employed in the industrial sector, with three in four
(73.3%) in services, while nearly one in twenty (4%) work in agricuiture, fishery and forestry. The Netherlands is
renowned for its low activity rate among women (59.2%) who mainly work part-time (68.5%) Overall unemployment rates
have fallen since the 1980s to reach 6.3% in 1996.

= Around one fourth of GDP (26,71%) is in the Netherlands spent on social expenditure. Most of the costs for long-term
care and domiciliary services are today covered by the insurance system, whereas costs for day care for children is
financed on a tripartite basis, between state, parents and employers.

» In 1996, annual disposable income for an APW (Average Production Worker) income couple with 2 children was NLG
56,888; for a single APW pensioner NLG 16,293 and for a couple NLG 23,368 (Hansen, 1998). The main income of
older people is the Dutch Old Age Pension. For two in three pensioners this flat-rate state pension represents their total
income, while for one in four work related pensions supplements the basic pension, and one in five having supplements
from other sources, such as capital. Many oider people have limited resources and 12% of pensioner households have
disposable incomes which are lower than the minimum income.

» The total population has doubled since the turn of the century. Older people over 65 years currently comprise 13% of the
population with life expectancy at 74.7 years for men and 80.3 years for women. The fertility rate has reduced by nearly
a quarter since the 1960s and today fluctuate around 1.5 children per women. Pre-school children aged 0-4 years make
up 6.3% of total population in 1996.

6.1.

Introduction

Organisation of welfare in the Netherlands displays characteristics of the social
democratic model in having high welfare spending and universal access to social
benefits. At the same time politics have been heavily influenced by Christian
Democratic ideology for which reason the social insurance model has also been



Poor laws

Caring for the poor and
disadvantaged children

implemented. Traditionally, the principle of welfare was based on pillarisation,
meaning that Catholic, Protestant, socialist and liberal associations and political
parties each set up their own funding schemes. Welfare services were provided
by these non-profit associations and public responsibility has until recently not
involved securing individual rights but rather to make sure that a certain volume
of provision was maintained. During the last 30 years, however, a process of de-
pillarisation along with financial constraints, labour market and household
changes has contributed to the process from volume-oriented policies to market-
oriented and needs-led services. A particular characteristic of the Dutch system
is, however, still the mix of public funding and private provision of care and also
the specific nature of decision-making, where policies are shaped in interaction
between government and interest groups.

6.2.

A history of care

Even before the formation of the Netherlands, measures to care for the needy
had been introduced in the poor laws of 779 and 1543. Care was mainly the
responsibility of the guilds and churches and although the constitution of 1815 for
the first time obliged the state to care for the poor, churches and private bodies
persisted as the main actors in subsequent years. Partly due to a historically
strong influence of the Protestant and Roman Catholic churches, these private
associations had traditionally been divided along the lines of political and religious
ideologies in being either socialist, liberal, Catholic or Protestant. The municipal
poor law of 1818 only confirmed the role of private bodies and the subsequent
law reform of 1854 mainly strengthened supervision of private provision for
people who were poor, old or disabled. The first changes occurred with the
industrial revolution in the 1870s which produced unforeseen destitution among
the working class in the cities. This led to calls for public interventionary
measures and increase in public financial assistance was subsequently made for
the new urban poor (SZW, 1990). The first associations for home help and home
nursing services were formed in these years, also based on the pillarisation
principle under secular, Catholic or Protestant auspices. Home help services were
mainly offered to families where the mother was ill and provided help with
household tasks (Linden, 1996).

Infant schools, Bewaarscholen, had already in the early 19th century been
initiated by members of the bourgeoisie to socialise and civilise disadvantaged
children. With the concentration of workers in the urban areas, however, the need
for day care for children outside the family increased and in 1872 nurseries,
Kinderbewaarplaatsen, were established as charitable institutions for single, lower



A national education system

Expanding public responsibility
in times of growing
secularisation

class women who were forced to work in order to support their family. In contrast
to the infant schools, where focus was on disciplining the children, the nurseries
focused on good child care. By the turn of the century, the Frobel movement
made its entry to the Netherlands also and some kindergartens, Kleuterscholen,
based on this philosophy were set up.

The need for day care was most pressing for working mothers with young
children as the school system absorbed some of the need for day care once the
children turned seven years. Admission rates to school were improved in 1901,
when the Elementary Education Act was passed, laying the foundations for a
national education system. Up until then the Catholic and Protestant schools were
excluded from state funding and it was not until the '1917 Pacification' that the
political battle ended in equal financial treatment of all private and public schools
(Eurydice, 1998). In the 1920s, the municipalities began to subsidize the
nurseries but admission was usually restricted to working mothers. The number
of institutions remained low, around 30, and most children continued to be cared
for in the home by their mother or by private nannies in families of higher social
class (Pot, 1995; Van Dijk, 1996).

Following the 1930s depression and WWII, however, a general change in attitude
toward public responsibility for welfare took place, which especially for older
people meant some changes in provision of welfare. Inspired by Beveridge in
England, the Dutch government in exile set up a commission which considered
the introduction of a compulsory insurance system providing flat-rate benefits at
a uniform subsistence level. This resulted in the establishment of a general old-
age pension scheme and a health insurance scheme, and from 1948 government
subsidies replaced private funding of home help provision. The latter was also
caused by a growing trend toward secularization whereby the support for the
ideologically based associations weakened (SZW, 1990). In the post-war years,
the first residential homes for older people were set up, partly to stimulate older
people to make room for families with young children during the general housing
shortage. There was quickly a steep increase in the number of older people being
accommodated in these homes. Practically anyone who applied for a place was
admitted and more than 75,000 older people were living in a home in 1960
(Tunisen & Knapen, 1991). The expansion was rooted in a general consensus
about the growth in volume among political actors. These consisted not only of
political administrators but also of associations providing the services which in
many cases were part of the advisory and administrative bodies in health care
(Borst-Eilers, 1996; Pijl, 1991). Some community services were also developed
with public funding; in 1954 the Ministerial Department of Social Work was



Expanding part-time day care

A National Assistance Act and
a new insurance for long-term
care

The Women's Movement in
favour of day care for
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established to promote and finance welfare, e.g. by subsidizing neighbourhood
groups which provided auxiliary care services for older people.

Following the Second World War, the objective for day care for children changed
from care to education and the Frébel based kindergartens started becoming
more accepted by middle-class parents in being primarily concerned with
education of the children. After legislation was passed in 1957, opening hours in
the kindergartens were reduced and admission age was raised from 2% to 3%
and later to 4 years, available for all children without fees (Pot, 1993). Child care
for younger children consisted to be regarded as a private responsibility and
mothers were encouraged to stay at home with their children as it was believed
that placement of children outside the home could prove harmful for them. This
ideal of the mother's place being in the home was underlined by the policy of
dismissing female civil servants when they married. This policy continued until
1957 (Pot, 1995). Women were encouraged to have many children and the
introduction of fertility-oriented family benefits ensured financial support for
families with 3 or more children.

In 1965, the poor law was replaced by the National Assistance Act which
confirmed the basic duties of the state to financially support people unable to
provide for themselves. Long-term care had not so far been part of the health
insurance scheme and the individual costs of care in many cases proved impossi-
ble to bear. In 1968, AWBZ, a special insurance scheme for serious medical risks
was implemented to cover the costs of long-term care in hospitals and the newly
established nursing homes but not covering costs for help in the home. Gradually,
however, care policies for the older people changed to focus more on community
care and the first explicit policy for older people, the White Paper of 1971,
stressed the loss of independence which older people felt when having to move
from their home.

During the 1960s, a combination of labour shortages and more women taking up
education meant that the traditional male breadwinner family norms loosened by
the increasing labour market participation of women; the proportion of women
aged 15-64 years actively engaged on the labour market rose from 7% in 1960
to 17% in 1971 (Van Dijk, 1996). Despite the increase in female labour force
participation, children's day care was, however, still regarded as mainly being a
private responsibility. Although the state regulated the provision of day care, the
few publically subsidized places were intended for children of low income parents
and children of disadvantaged groups. The day care centres now numbered a
total of 150 and most younger children therefore continued to be cared for at
home by their mother or other family members (Eurydice, 1998). Following
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Creating a cheaper
alternative to home help

protests from amongst other the Women's Movement in the 1960s against the
traditional division of work and women's lack of opportunities to participate on the
labour market, a fiscal benefit was introduced, giving double income families with
children and single parents a tax relief of NLG 5 per child care place. A new form
of day care for children in playgroups, Peuterspeelzalen, was started. These took
some of the pressure of the demand although provision is only for two to three
hours, twice a week.

The 1970s changed the welfare agenda from a supply system with an open-
ended budget to a cost-oriented system, this being the decade when economic
decline set in with a drastic increase in public debt. While part of the economic
decline was caused by external factors it was also that the basic social structure
was responsible for the crisis (SZW, 1990). The policy of cost-containment was
more than an economic necessity, however, for the coalition government,
consisting amongst other of the Christian Democratic Party, it was equally
imperative to support the (re-)creation of a caring society in which individual
responsibility would replace state dependency. This thought gained weight up
through the 1980s and included more involvement of society as a whole and
recognition of family members and relatives as important sources of care. Within
health care, escalating costs forced the government to reform the administrative
structure of the care system. The private associations maintained the initiative for
setting up provision but the government took on responsibility for administration
and planning. Social services were decentralized and the principles of substitution
of institutional care for community care, increased efficiency and tailor-made
services gradually gained weight (Baar et al., 1993). Common admission criteria
and selection criteria for institutional care were introduced to ensure admittance
of only very frail elderly people (Tunisen & Knapen, 1991). However, the
traditional supply-led policy-making proved resistant to changes and although
costs were to be kept down, the costs for residential care continued to increase
in subsequent years, and more than 10% of older people aged 65+ were living
in residential homes in the mid-1970s.

Costs for home help which had previously been borne by central government
were now shared between users, health insurance and public subsidies, creating
a cost-efficiency incentive. Cuts in the home help provision were made and as a
consequence a new and less costly domestic service was established in 1982,
the Alpha help, which provided help with household chores. Mainly through
employing less educated staff members, costs were reduced and administration
of the new system was also cheaper since the client became the employer; there-
fore the home help organisations had no employer obligations.



The Dekker plan

More welfare mix in financing
but also more weight on
informal sources of help

The ideological changes were carried further in 1987 when the Dekker Committee
published its report on the future health and social care system. Here, the cost-
efficiency stance was repeated as a prerogative for quality and accessibility but
it was further emphasized that medical care and social care should be integrated;
market-elements should ensure effectiveness and flexibility; and services should
be needs-led stressing the function specific approach; but at the same time
principles of solidarity and righteousness should be maintained. The new system
was to further emphasize the principle of substitution by replacing costly
institutional care with less expensive home care. The financing of care services
was to be based on a new health insurance system which would force insurance
companies to compete on premiums and providers of care to compete on price.
However, when a Christian Democratic/Socialist coalition government took over
in 1989, a revised plan was implemented instead, the so-called Simon plan. This
new insurance scheme included more services leaving only a few for optional
insurance and raised the income-related fee from 75% to 85% of premiums while
the rest was to be flat-rate. Insurance companies still had to compete on the flat-
rate premiums but market efficiency and competition to reach cost-efficiency was
less pronounced in the new public quality control (Baar et al., 1993; Pijl, 1991 &
1993).

The reform of the health and care system was rooted in new ideas about the role
of the state which gave more responsibility to other actors in the decision-making
and funding of services. With more services financed through health care
insurance, an increasing share of costs has been placed on municipalities,
employers and individuals who must also to a larger degree ensure quality and
efficiency (Baar et al., 1993). These new ideas have also had an impact on the
development of day care for children, especially from the end of the 1980s. With
the increasing female labour force activity rate, the use of day care centres had
become more generally accepted and were no longer seen as being pre-
dominantly for lower income groups but public support for day care for children
continued to be patchy. The Women's Movement fought to get expansion of
places on to the political agenda but in the late 1970s public preference was for
informal day care. Instead of expanding day care provision, a maternity leave was
introduced in 1977 giving mothers a right to 12 weeks in all with 100% wage
compensation, extended to 16 weeks in 1989. For children in the education
system, parents were still required to look after them during lunch hours, but
since 1983, parents have been permitted to organise supervision for their children
on school premises during the lunch break. Policy changes also included the
introduction of a fiscal benefit for families with children, and the inclusion of pre-
school children in primary school due to criticism about lack of coordination
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between nursery schools and primary schools. From 1985, the two systems were
integrated providing for 4 and 5-year-olds in primary education.

Most initiatives did not increase the supply of day care. In 1989, however, a land-
sliding policy change took place when the government decided to set aside an
amount, part of which previously went to finance tax relief for day care, for
expanding provision of day care, the so-called Stimulative Measure (Stimulerings-
maatregel Kinderopvang). For a period of 4 years from 1990 central government
would provide funding to municipalities for establishing new day care places,
increasing from NLG 145 m in 1990 to NLG 260 m in 1993, including NLG 130
m yearly previously allocated through the tax benefit system. The goal was to
create 49,000 new day care places for the under 5's. However, the places were
mainly for working parents and subsidies covered less than 1/3 of costs.
Employers were therefore expected to subsidize the remaining costs; in all 70%
of places were to be bought by employers (Pot, 1995; Van Dijk, 1996). As in care
for the older people, the regulation of quality is partly market based as the
institutions are to develop criteria for standards on a common basis while parents
are to exercise regulatory control.

In the 1990s, the policy of cost-containment in health and care services for older
people has been followed up. A new White Paper on older people was published,
emphasizing that society has a common responsibility for the development of
welfare and that too little use is made of older people's own resources. Older
people were defined as the group aged 55 years and over and the paper
considered their early exit from the labour market as one of the most pressing
problems. The substitution policy has continued and further coordination of
housing and care services has been undertaken. A new scheme for care and
accommodation complexes was implemented in 1993 which allows older people
to live outside institutional accommodation and still receive necessary care. Much
emphasis has been placed on a client-oriented approach giving older people a
say in the decision-making, reflecting the entering of parliament two parties rep-
resenting older people, the Federation of the Old and the 55+, at the last election
in 1994. Individual choice has also been favoured in so far as older people and
others in need of personal care could from 1994 apply for a Personal Budget
instead of receiving care in kind. This measure was introduced under a Liberal
and Christian Democratic government but the strong emphasis on user empower-
ment has continued under the current ‘Purple’ government, consisting of Social
Democratic Party, Liberals and D66, a Progressive Liberal Party.

Contrary to the somewhat contractionary policies for older people, leave
entitlements for parents have been improved, giving parents a right to 6 months
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a new millennium

part-time leave from 1991, and to 3 months full-time leave in 1997. However, the
leave is without any wage compensation. Alongside the expansion of child care
for the younger children, further steps were also taken to improve out-of-school
care for those children attending school who are without care during lunch hours,
afternoons from 3:15 p.m., and during the Wednesdays when schools are open
only part-time. Single mothers have been targeted as the next group of parents
for whom day care will be established in order to improve their labour market
position and possibility to take up education. In 1996, NLG 85 m have been made
available for the municipalities in order to establish special care facilities for single
parents dependent on welfare benefits, and approximately 5,000 new places
should be established (European Commission, 1998). Also, a career break leave
which can in principle be used by parents and informal carers of older people has
been passed. This gives employees a right not to leave but to receive payment
during leave. Inspired by the Danish leave schemes, the position shall in the
meantime be replaced by a person receiving unemployment benefit. Fathers do
not have the right to take paternity leave but the introduction of emergency
breaks, which gives employees a right to negotiate for short-term leaves for
solving specific problems such as when a child is ill or the mother has given birth,
applies to fathers.

Approaching the turn of the century, the Netherlands can look back on the last
decades of a welfare state which was created relatively late and was quickly
forced to accommodate to emerging economic problems, Born of a universal
welfare model mixed with Christian Democratic ideology and a Bismarckian
insurance system, welfare services for older people today retain their comprehen-
sive nature in providing universal benefits. Also, the inclusion of care services
under the health insurance scheme should ensure less patchy provision. At the
same time, services are much attuned to efficiency and a more business-oriented
approach and culture. Commercialisation has been less pronounced than in
England but regulation of services are increasingly left to market principles. This
includes day care for children where the institutions to a larger degree have to
compete on price and quality for employer subsidies. Day care places have
increased in numbers but mainly for working parents and job position is in most
cases the determining factor for obtaining a place. Low income families with no
strong labour market position are less likely to obtain a place as fees are very
high. Expansion of day care has been stimulated by public funding but responsi-
bility still lies predominantly with parents and now also employers. Yet, day care
for children has been placed on the public agenda resulting in improvements in
leave schemes and in great concern for the development of good standards in
day care, although in the initial phase following the Stimulative Measure this is
mainly for the market to develop.



6.3.
Financing
6.3.1. Social expenditure

In the early 1980s, policies were marked by the fiscal problems; in order to
achieve fiscal consolidation benefits were cut, eligibility criteria was tightened and
cost-containment was introduced as the main objective. During the 1990s, real
growth has, however, returned with GDP growth averaging nearly 3% a year.

Figure 6.1.

Development of the net-expenditures for main social services
and cash benefits for children (aged 0-4), as a percentage of
GDP, 1982-1995.
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Figure 6.2.
Division of the net-expenditures into main social services and
cash benefits for children (aged 0-4), 1995.
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For expenditure for children, cost for maternity leave increased from NLG 188 m
in 1982 in 1990 fixed prices to 276 milion in 1989 (latest available data), but the
main increase is in costs for day care where expenditure has risen from NLG 128
m in 1988, also in fixed 1990 prices, to NLG 862 m in 1995 — mainly due to the
introduction of the Stimulative Measure. Expenditure for playgroups has increased
also during the same years, but with slower expansion, from NLG 99 m to NLG



125 m in fixed 1990 prices. Expenditure for nursery education has remained at
the same level as in the early 1980s, currently making up NLG 7,702 m in fixed
1990 prices. Measured as part of GDP, expenditure for children made up slightly
more than 0.3% of GDP in 1995 (Figure 6.1). Expenditure is currently mainly
divided between nursery education (38%), matemnity leave (34%) and day care
centres (26%), while playgroups take up only a smaller part (2%) (Figure 6.2).

Figure 6.3.

Development of the net-expenditures for main social services
and cash benefits for older people (65+), as a percentage of
GDP, 1985-1998.
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Figure 6.4,
Division of the net-expenditures into main social services and
cash benefits for older people (65+), 1996.
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Expenditure for older people is currently at the same level as in the late 1980s
and the policy of cost containment seems thus to have worked. Expenditure for
residential homes has increased only slightly, from NLG 4,409 m in 1982 in fixed
1990 prices to NLG 4,780 m in 1995, and so has expenditure for home help, from
NLG 1,734 m in 1982 to NLG 1,765 m in 1996. The highest increase in
expenditure is actually found in costs for nursing homes which increased from
NLG 3,571 m in 1982 to NLG 5,201 m in 1996, when measured in fixed 1990



prices (Figure 6.3). Most expenditure for older people thus goes on nursing
homes (51%) whereas residential homes take one third (32%) and home help
nearly one fifth (17%) (Figure 6.4).

6.3.2. Financing through insurance

The insurance model has traditionally been widespread in the Netherlands in
relation to costs for health care. Apart from nursing homes, no other long-term
care nor domiciliary care for older people was, however, until the end of the
1960s covered by the health care insurance. The increase in the number of older
people, coupled with the need to introduce more efficiency led in 1968 to the
introduction of a new financing system for long-term care, the Exceptional
Medical Expenses Act (AWBZ). Over the years, its provision has been extended
to cover more and more areas of health and social care. Today, the AWBZ
insures medical risks which are not covered by compulsory or private health
insurance, such as psychiatric hospital care, out-patient mental care, rehabilitative
services, community nursing, nursing homes, and covers also part of the costs
for domiciliary care such as home help. In addition, the newly introduced
Personal Budget is covered by the insurance. With effect from 2002, also costs
for residential homes will be covered by the AWBZ. The period from 1997 to
2001 will be a transitional phase during which the residential homes will be
subsidised by a statutory body, the Health Insurance Funds Council.

All residents, and non-residents subject to the Dutch income taxation, are
covered by the AWBZ. The scheme is compulsory except for people who have
a conscientious objection to the principle of insurance who instead pay an income
tax surcharge. Funding comes from state subsidies and compulsory premiums for
employees, levied through the income tax. Premiums and taxes are levied
together as one sum of taxable income. Contribution rates to the AWBZ for
employees were 7,35% of the contribution payable under the Old Age Pensions
Act and the General Widows and Orphans Benefits Act with a ceiling of NLG
45,325 per year in 1996. A personal allowance applies, depending on individual
income. Contributions for the AWBZ are later reimbursed by the employers or the
benefit paying organisation or by awarding a higher benefit. Premiums are
collected by the national tax revenue and later transferred to the Central
Administration Office (CAK) of the AWBZ, which is supervised by the Health
Insurance Funds Council. The central office draws up model contracts for
provision, pays the providers directly, and sets user fees. The CAK will also take
over this role as regards the residential homes (Ministry of Social Affairs and
Employment, 1990; Scheerder, 1996).



The AWBZ today covers most costs of care; in 1995, the AWBZ covered 86% of
total costs for home help. Previously, home help was mainly financed through
public subsidies, however, since the incorporation of home help under the
insurance system the subsidies have been transferred to the AWBZ. For nursing
home care, the AWBZ, covered 86% of costs in 1996, and since the gradual
transfer of the residential homes to the AWBZ in 1997, 68% has been covered
by the insurance. Before 1997, governmental subsidies financed the major part
of the residential homes (Table 6.1).

Table 6.1.
Sources of financing (%) and gross expenditures (m NLG) for main social services and cash benefits for children (aged 0-4) and
older people (aged 65+), latest available year.

Year  Gross expenditure Sources of financing (%)
{m NLG)
Public AWBZ  Employers  Clients

Children (0-4)

Day care centre* 1995 960 33.10 < 24.80 4210
Playgroups* 1995 139 38.13 <> . 56.12
Nursery education* 1995 1,142 100.00 <

Older people (65+)

Residential homes* 1996 5,381 61.40 < . 38.97
Home help* 1995 2,206 . 86.40 - 9.52
Nursing homes* 1996 5,866 4.04 85.85 . 10.01

Source: CBS: Kindercentra 1995. CBS (1998): Personal communication. CBS: Kosten en financiering van de gezondheidszorg
1997.VWS (1998). Personal communication. CBS: Statistiek van de bejaardenoorden 1996.
Note: * Running costs. ** Net-expenditures.

A fixed budget is from the AWBZ distributed to the different provider organisa-
tions based upon the number of older citizens in the area and the age distribu-
tion. From this budget, the organisations provide the care that is considered

necessary. Minimum criteria for the provision of home help were de-regulated in
1994, and since then funding from the AWBZ has paid the costs for home help
if the organisation can prove using a nationally complying assessment system
(LIER) that the older person needs help (Kerksta, 1996). The organisations are,
however, under no legal obligation to provide home help and may place people
on waiting lists if the budget has run out (Weekers, 1998). Regional assessment
teams are paid by the municipalities for the assessment for institutional care. The



Health Insurance Funds Council is responsible for the monitoring of provision,
and must advice and inform the Crown and the Minister responsible on all
matters concerning the AWBZ (Ministry of Social Affairs and Employment, 1990).

6.3.3. Division of financial responsibility between state, provinces
and local authorities

Local authorities have no power to levy income taxes but can tax land and
housing. In addition, local authorities receive a central block grant based on size
of population and the need for restructuring of the city.

The specific grant for the increase in day care, the Stimulative Measure, is
awarded by the Ministry of Health, Welfare and Sport. Although provision of day
care is private, some day care places are thus subsidized by the state and the
local authority, around 30% of all places. Subsidized day care was previously
funded by central subsidies which covered the costs for personnel, while parents
and the local authorities paid the rest. In 1987, the central budget for day care
was transferred to the local authorities, which thus took over the responsibility for
funding, regulation and administration of day care. This funding system did,
however, not increase the number of day care places and as a consequence
central government in 1990 introduced the Stimulative Measure. From 1990-1995
around NLG 200-250 m has yearly been paid out to the local authorities to
increase the number of places in family day care and day care centres. Funds for
tax relief for day care which previously went to the employers when they funded
day care, were now divided among the local authorities to increase the number
of child care facilities. Distribution of money depends on the number of
inhabitants and the number of child care places. In addition to an investment
budget for each new place created, the local authorities receive a fixed sum of
NLG 5,200 for each full-time place and extra money is set off for small local
authorities that cooperate to build a day care centre. The Stimulative Measure is
also intended to stimulate tripartite funding, where the local authorities, parents
and employers cover the costs. Funding is therefore conditioned upon that a
certain number of places must be sold to or hired by employers. In 1996, the
yearly sum was transferred to local fonds to administrate; in the same year the
local authorities and the state financed around 33.1% of costs for day care. In the
education system, early admission to primary school for the 4-year-olds is fully
funded by the Ministry of Education who compensate the local authority for the
staff costs and costs for day-to-day running (Janssen-Voss & Pot, 1994; Pot,
1996; NISW, 1998) (Table 6.1).

For the financing of the residential homes in the transition period from 1997 to
2001, the providers of homes are compensated by the provinces and the four



major cities which receive a specific payment from the Ministry of Health, Welfare
and Sport. During this period, there will be a settlement process where the
provinces and the four major cities will negotiate on a new calculation of the
central grant. Today, payment of providers is mainly supply-led as it depends on
the capacity of homes; in the future the grant should be based on the number of
older people over 75 years in the area. Other local social services such as meals
on wheels, transport services and community services are financed over the
central block grant (Baars et al, 1993) (Table 6.1).

6.3.4. Employer and employee contributions

While employees contribute to the AWBZ over the income taxes the role of the
employers in funding of welfare is less formalised, except for the payment of
contributions to the maternity leave and the payment of wages during the parental
and the career break leave. The Stimulative Measure, however, places more
focus on employer sponsoring of day care who, through their new role, have
become involved not only in payment of fees but also in setting up day care
provision and in regulation of standards. The intension behind the Stimulative
Measure was to increase the employer funded places to cover in all one third of
day care places and this goal has been met. 70% of new child care places were
to be reserved for profit and non-profit making companies who requested places
for their employees before 1% July 1992. To support this, in 1996 a new tax
measure for employers who subsidize places for their employees was introduced,
reimbursing employers some of the costs. Employers in 1996 covered 24.8% of
total costs for subsidized day care (Table 6.1). In comparison, only 5% of total
costs were funded by employers in 1989.

Although today leave rights have improved for parents, the employer also plays
an important role in finally accepting the number of days to be taken and in
regards to the emergency leave, the employee and the employer must negotiate
whether a wage compensation will be paid out during the leave.

6.3.5. User fees

In addition to the cost covered by the state and municipalities, and for day care,
by employers also, users contribute to the cost for using the social services.
Within day care for children parental fees make up a considerable part of costs,
especially as most day care is not subsidized. Parents using non-subsidized day
care must therefore cover the full costs, NLG 18,000 annually for a full-time
place, while parents with employer sponsoring pay on average 37,3% of costs
(SGBO, 1997). On average, parents pay 18% of costs for the use of day care
centres, and higher fees, 56% of costs, for playgroups. Nursery education is free
(Table 6.1).



For services for older people, fees are also income related. For the use of home
help services, older people thus paid 10% of total costs in 1995, depending on
household income and the number of hours of service. A maximum hourly rate
is set by the Ministry of Health, Welfare and Sport at NLG 10 which again must
not exceed a certain amount per week. This weekly amount depends on net
household income and household composition, varying from NLG 5-250 weekly.
Nursing homes are principally covered by the AWBZ, but in the early 1980s fees
were introduced; most costs are, however, still covered over the insurance (Baar
et al., 1993).

In residential homes, residents are individually responsible in principle for the
payment of services until the transfer to the AWBZ in 2001. In 1996, total fees
made up 24.3% of total expenditure, 10% in nursing homes and 39% in
residential homes (Ministry of Health, Welfare and Sport, 1998 and own
calculations) (Table 6.1).

6.3.6. Funding of non-profit provision

A great deal of social services are provided by the non-profit welfare associations
which according to denomination were traditionally divided into so-called pillars.
Today, however, most operate on general terms. The activities are no longer
dependent on voluntary contributions but are fully financed over either the
insurance, government contracts or fees. Especially the financial bonds to the
governmental sectors are strong, why this is often referred to the 'golden subsidy
cords' in tying the organisations to the government. Funding of non-profit
associations has, however, gone from lump sum financing to contract, to avoid
the tendency to monopolise provision and to enhance efficiency and cost-
effectiveness (Baar et al., 1993; Pijl, 1992).

The help from volunteers is a significant resource which is used especially in
institutional care services for older people, and for children within playgroups and
lunch services in schools. Most volunteers are attached to a welfare association
which mediates the care arrangement and sometimes the volunteer may
unofficially be paid by the person they work for (Pijl, 1992).

6.3.7. Funding of for-profit provision

The welfare associations providing home help have enjoyed near monopoly of
provision so far. To introduce market competition between home help providers,
a part of the AWBZ budget set off for home help is now channelled towards
newly established profit-making providers, to help them establish on the market.
In all, NLG 37,5 m, or around 1,25% of total home help budget was set aside in
1997 for profit-making providers to compete for (Weekers & Pijl, 1998). The



creation of the Personal Budgets where the recipient individually choose the
provider may also stimulate the private provision. Likewise, to promote entrepre-
neurship a subsidy scheme was introduced in 1998 for the use of commercial
business offering domestic services. The user is reimbursed 50% of the gross
price of services, at a maximum of NLG 17,50 per hour. Only few people have
so far made use of the scheme and the increase in commercial domestic services
has slowed down recently (Kwekkeboom, 1998).

6.3.8. Fiscal subsidies and social security

Parental fees for day care for children were previously indirectly subsidized
through the tax system as employers received some reimbursement for funding
a day care place. With the introduction of the Stimulative Measure, the money
was channelled to provision of day care. Where subsidized day care was not
available parents were, however, not able to benefit from the Stimulative Measure
and in 1995 the tax relief was re-introduced for the costs of using services that
are not publicly subsidised. The above mentioned tax relief for employers
subsidizing day care is another indirect means of supporting day care for
children.

There are no fiscal benefits for older people for the use of social services,
although tax reductions are sometimes available for informal carers for extra
costs in relation to caring (Ditch et al., 1996). Volunteers may receive a tax-free,
yearly amount of NLG 1,000 as reimbursement for expenses for transport and the
like from the municipality or the organisation they work for. Subject to strict
criteria, carers with only minimum income may also receive a social security
supplement (Bjjzondere Bistand) paid by the local authority who set up
entitlement criteria (Kwekkeboom, 1998).

6.4.
Provision

6.4.1. Public provision
Most provision of welfare is in the Netherlands arranged by the non-profit

associations which are heavily dependent upon funding from the state, local
authorities and the insurance system. Public responsibility for welfare is thus
expressed not in actual provision but in financing of welfare. Beyond stating that
welfare should be provided, the Social Welfare Act does not refer to how and
how much and there is only ittle regulation whether local authorities spend their
money according to the planned goals. The introduction of the Stimulative
Measure is one such example of public volume control over services, where the
actual provision and setting of standards are left to the providers.



6.4.2. Private non-profit provision

The non-profit associations providing care amongst other for older people are
numerous in the Netherlands, taking their starting point in the last century.. As
mentioned most have been set up by volunteers on a denominational basis with
an outset in the Protestant and Roman Catholic churches and the Socialist and
Liberal movements. Within the Protestant denomination, further subdenominations
exist, e.g. the Hervormde Kerk and the Gereforeerde Kerk which each have their
own organisation for provision of services. Especially the associations involved
in care giving and education have traditionally had strong religious and idealistic
orientation. Today, with the de-pillarisation of the social organisations, most have
given up their religious goals and have moved away from charity to become
professionalised. Because of their origin, most claim a considerable amount of
autonomy as to the kind and content of the services they provide (Baar et al.,
1993).

The associations are organised in national umbrella organisations which have
previously been strongly involved in policy-making both on national, regional and
local level. After WWII, the associations shared with political leaders and
administrators the general consensus for the continuous growth of welfare, which
gradually developed into a supply-led system of welfare provision. With the
concem during the 1970s for the increasing costs, the national organisations
merged into non-denominational umbrella organisations and slowly lost some of
their say in policy-making (Pijl, 1991).

A part of the care work especially in institutional care homes is carried out by
volunteers who are either attached to the provider association or to the
municipality. Often volunteers are engaged in arranging social activities for
residents. In residential homes, there are on average 18 volunteers per 1,000
residents while the number is lower in the more care intensive nursing homes, 13
per 1,000 residents.

6.4.3. Informal care

The subsidiarity principle has traditionally been strongly embedded in Dutch
culture and the expectations to and the help from informal sources is therefore
widespread. On average, family members spend 5 hours a week for caring (Ditch
etal., 1996). Children are often cared for by grandmothers who must step in even
for those children who are in day care, as provision of day care is mainly part-
time. From the parents’ point of view, this is often also the preferred solution.
Today, however, women at this age also participate more often on the labour
market.



There is no formal obligation for families to contribute neither in cash nor in kind
for the care of older people, as is seen in France and Germany. In recent years,
more focus has, however, been placed on the resources of the family and
networks, both because of the increasing need for care and because of the policy
to provide for older people in their own home. The spouse is expected to provide
care and other family members may also be requested to provide some care.
One fourth (23,6%) of old people over 65 years thus receive help from the family,
relatives and others, while only one in twenty (5%) receive help from a home
nurse and one in ten (9%) from a home help (CBS, 1997). To illustrate the
volume of the informal care, in 1985, the total of effective informal care were 8
times the amount of home help hours (Kwekkeboom, 1991). The provision of
informal care is, however, often complementary with the use of formal care, at
least when it concerns older people who require help with personal care. Often
people who need help with bathing, getting dressed etc. receive help from both
a home help and the family. In contrast, older people who need help with
domiciliary tasks are less likely to receive help from formal sources (Timmermans,
1997).

Much of the criticism of the overload of informal carers has been related to the
lack of help and support for carers. To facilitate informal care, the care system
has, however, become more geared to catering for the carers' needs. The
introduction of the career break and the emergency leaves may thus give carers
an ability to combine caring and working life. Support programmes and
information centres for carers have been set up, and the relief of carers has been
improved by the introduction of short-term stays in institutional care homes. Also,
district nurses and home helps today receive training in emotional support for
carers and the government has imposed on the insurance funds to set off NLG
4 m to help informal carers (Tester, 1996).

6.4.4. Private profit-making provision

The Dekker plan intended to promote the private profit-making sector in general
and although the revision of the plan curtailed some of the market-oriented ideas,
support for profit-making providers is increasing. The govemment has thus
launched a new initiative with support for entrepreneurship amongst other by the
setting up of government agencies which provide advice in enterprise houses.

And although social provision is still dominated by the non-profit providers,
provision from profit-making providers is on the increase, especially within day
care for children where the Stimulative Measure has created a new market, A
business oriented approach and culture is slowly gaining grounds here, as
providers now have to compete for clients and for the employers’ subsidies. This



has created new forms of more flexible services, such as night day care and
more flexible attendance hours (Pot, 1995).

Within care for the old, profit-making provision has so far not gained ground,
although provision of sheltered housing is often provided by profit-making
providers. Commercial provision of institutional care homes has thus been limited,
whereas today some home care is provided by profit-making providers, often
providing complementary care (Weekers & Pijl, 1998).

6.4.5. Employer provision

Not only do employers subsidize the use of day care for their employees, large
companies more and more offer child care for their employees, set up at the
workplace. Although the Stimulative Measure resulted mainly in an increase of
the employer subsidized places, the work place day care places still make up 4%
of all full-time places in day care centres and funding of day care provision for
children of employees is laid down in over 220 collective agreements. In contrast
to the employer sponsored places which are found especially in the private
sector, workplace day care is mainly in the non-profit sector, such as hospitals
and universities (van Dijk, 1996).

6.5.

Organisation

6.5.1. Central government bodies

The Ministry of Health, Welfare and Sport is the main agency responsible for
social services, such as day care for children and care for older people, including
long-term care under the AWBZ. The Ministry is in charge of national policy
making, overall financial supervision, sets planning, supplies standards and
formulates propositions of plans for the provinces, while the actual implementa-
tion is executed at local level.

However, embedded in a long history of consensual processes of consultation
and policy debate, interest groups have traditionally been involved in policy-
making. Often, these participate in advisory bodies, the number of which the
Ministry has, however, restructured and cut down in order to make decision-
making more transparent. Agencies include the national umbrella organisation of
the Health Insurance Funds Council which supervises the AWBZ, the National
Tarriffs Authority, the Council on Social Developments and the Council on Public
Health and Social Services which are all often advising the government in
coverage and premium levels (Borst-Eilers, 1996).
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Outside the social area, the Ministry of Education, Culture and Science regulates
education, including the early admission in primary school, and holds responsibili-
ty for funding, management, inspection and examination.

The Ministry of Social Affairs and Employment is responsible for work related
issues; such as the maternity, parental,-career and emergency leaves.

Also on a central level, the Central Administrative Office (CAK) of the AWBZ is
in charge of administrating insurance premiums, sets fees and handles the
contact with providers of social services. Supervision is carried out by the Health
Insurance Funds Council. Appeals concerning decisions whether a person is
insured should be made to the Social Security Appeals Tribunal, whereas
appeals relating to a service should first be made to the Health Insurance Funds



Council. Appeals relating to the contributions payable under the AWBZ must,
however, be made to the Inspector of Direct Taxes (Ministry of Social Affairs and
Employment, 1990).

6.5.2. Regional bodies

On a regional level, the 12 provinces are responsible for planning of mainly
hospitals and nursing homes. Also, macro budgets for the care allowance is
divided over the regions by the regional contact-office. The provinces are each
administered by Provincial Councils, a provincial Executive and the Queen’s
Commissioner. The members of the Provincial Council are directly elected by the
inhabitants in the province. Each provincial Council appoints from its own mem-
bers a Provincial Executive who is responsible for the day to day administration
of the province (Ministry of Foreign Affairs, 1994).

Residential homes are inspected by the provincial Home-for-the-Elderly
Inspectorates who supervise the standards. This is organised by the AWBZ. The
inspectors are intended to work together with the Health Care Inspectorate and
to pass on monitoring to them by 2002 at the latest.

The provinces do not hold responsibility for the domiciliary care but the home
help and home care organisations are organised on a regional level. Besides the
31 home care organisations which provide integrated home help and home
nursing, there are 38 regional cross organisations providing nursery care and 85
home help organisations providing home help (Kerkstra, 1996).

For day care for children, the 12 provinces are not involved with provision nor
standards either but together with the 4 largest cities, each has an organisation
that offers advise to local child care centres on adequate implementation of their
work.

In regards to the early admission of the 4-year-olds in primary school, this is
regulated by the Education Inspectorate, which besides the head office has 13
regional offices. The inspectorate ensures compliance with state regulations,
keeps up to date with the state of education and advises the minister (NIZW,
1998),

6.5.3. Local bodies

In the 549 local authorities, administration is the responsibility of the Municipal
Council, a Municipal Executive and a Mayor, the Burgemeester, who is appointed
by the Queen’s Commissioner. The Municipal Council is directly elected by the
inhabitants in the municipality and elects some of its number to serve as



aldermen. The Municipal Executive is responsible for day to day administration,
including the implementation of directives issued by central and provincial govern-
ment. The Municipal Executive, however, has to account for its decisions towards
the Municipal Council as the local electorate's representative. In principle, the
Council can reject the Executive's suggestions bar those for the implementation
of directives of higher authorities (Kwekkeboom, 1998).

Dutch policy-making has traditionally been very centralised with the various
ministries in charge of most main policy decisions. Only few policy decisions have
been left to the local authorities, such as functions of planning and budgeting of
local social services. The local authorities have also been responsible for certain
social security services, such as the topping up of fees in residential homes. But
some de-centralisation is taking place, which for example the allocation of the
funds from the Stimulative Measure to the local authorities shows. An increasing
number of tasks are laid out to the local authorities and especially in urban areas,
inter-departmental cooperation is increasing (Ministry of Foreign Affairs, 1994).
Although the local authorities hold responsibility for ensuring standards in day
care for children in practice, these have, however, only a limited regulatory role
as the providers will take over the responsibility for setting higher standards than
the basic. The local council must lay down minimum standards for subsidised as
well as non-subsidised day care which are imposed on the child care facilities but
the individual provider is the final assurance of quality. Some local authorities
perform regularly inspections of the day care institutions, mainly of the ones that
receive public subsidies. The inspection is carried out by the local Health Service
and the local Fire Department.

Within the education system, the local authorities perform two roles, one being
the local authorities for the schools in the area, including the private schools, and
two, being the competent authority, i.e. the school board for the publicly run
schools. The local educational authorities must thus ensure that public schools
comply to the Compulsory Educational Act, and hold responsibility for planning,
coordinating accommodation, facilities and material provision and appointment of
staff (Eurydice, 1998).

As regards the AWBZ, implementation of the AWBZ is done by the health
insurance funds, private insurers and the bodies that implement insurance sche-
mes for public servants. The administrative work is carried out by liaison offices
which are responsible for monitoring the services provided. Each liaison office
receives data from insurers and maintains a register of admission for each institu-
tions in the area (Ministry of Health, Welfare and Sports, 1995).



6.6.
Caring for children

6.6.1. Introduction ~ Main services and cash benefits

Dutch mothers are entitled to 14 weeks of Maternity leave of which 8 should be
taken after confinement. The compensation rate is relatively high, at 100% of
previous earnings. There are no statutory rights for fathers to take Paternity leave
although most fathers take at least two days following the birth, and collective
agreements can include up to 10 days. Parents can now take 3 months full-time
Parental leave without wage compensation, but the leave can be taken on a part-
time basis if preferred, extending the period to 6 months.

Figure 6.6.
Day care arrangements, enrolled children (aged 0-4) as a percentage of the age group,
1995.

Family day care

Day care centres

Nursery education

Playgroups

I T f T T

0 5 10 15 20 25

Source: CBS: Kindercentra (annual publication). SGBO (1998): Personal communication.
CBS: Personal communication.

As a substitute for paternity leave and care days an Emergency leave offer
parents — and other employees — short-term leave for solving specific problems,
e.g when a child is sick. Finally, as a new initiative a Career leave has been
carried through which entities employees to between 2 and 6 months leave for
caring or educational activities. Career leave can thus be used for paternity leave,
care leave, adoptive leave, efc.



In the Netherlands, children start school when they turn five. Four-year-olds can,
however, attend Nursery education set up in the primary schools. For smaller
children, several types of day care arrangement are available: Day care centres
where children can attend all day — although most children attend 2-3 days a
week; Playgroups which provide part-time day care and Family day care, where
a child minder cares for the child in her home or the home of the child.

6.6.2. General principles for child care

Although recent years have witnessed an increasing public intervention in the
supply of day care places, parents continue to have primary responsibility for
arranging care for their children. Due to the Stimulative Measure, day care
services are now also acknowledged as labour supply needs in that it is
succeeding in increasing employers’ participation in the funding of day care.
Provision of child care is therefore mainly intended as a caring function while
parents are working and is seen as a means of enabling women to (re-)enter the
workforce; as a secondary goal child care should offer an educational, pedagogi-
cal as well as stimulating setting. In playgroups in particular, the objective is
playing with other children in order to develop basic skills, but playgroups
increasingly provide assistance for disabled children or help children through the
transition phase between care and the education system (Pot, 1996). The use of
day care is now more generally accepted although a strong male breadwinner
ideology dating back to the Calvinist influence still remains. However, some
loosening of the traditional gender pattern has taken place and equal sharing of
household tasks as well as child rearing is currently on the public agenda. A new
norm of good parenting has developed and 3 days per week in a day care centre
is increasingly considered to be the maximum period compatible with good
parenting. Parents therefore often choose to arrange part-time employment bet-
ween them.

Child care methods in day care are to resemble the norms and values found in
the home, and parents and staff should agree on the principles of child care as
far as possible. Parental influence has become increasingly important as their
position as consumers is to safeguard quality of service and this has been
strengthened by the establishment of a national association of parents (Eurydice,
1998). Interculturalism is one of the pedagogical approaches, i.e. paying attention
to bilingualism and different values and norms, and ensuring ethnically mixed
groups of staff (Pot, 1996). Provision of day care furtherniore is to stimulate the
cognitive, social and emotional development of children through play.

Provision of municipal day care is discretionary but most municipalities are now
involved in day care for children. Although most places are intended for



employees and often funded through employer subsidies, a number of the places
funded by the municipality are reserved for disadvantaged groups, e.g. low
income families and in particular single parents dependent on social assistance.
A single parent with a child aged under 5, planning to start work or take up
training can thus obtain a free place in day care.

Most children in day care are either from a family who receives a free place for
social reasons or from a 2 parent family with high incomes who can afford to pay
the fees themselves. Particular attention has been paid to the number of low
income families who do not occupy a strong position in the labour market and
who are therefore less likely to obtain an employer-sponsored day care place. For
these groups, there has been talk of introducing reduced employer subsidies, e.g.
through fiscal measures.

The compulsory school age is 5 but almost all children attend from the age of 4
and in contrast to the care system, primary school is attended by children of non-
working parents also. The school system is based on freedom of choice in
education, and private organisations are free to set up schools and determine the
principles upon which they are based. The aims of primary school are oriented
towards the emotional, creative and intellectual development of the child and the
acquisition of essential knowledge and social, cultural and physical skills. Also in
primary school, children should become accustomed to multi-cultural aspects. The
very specific instruction about subjects and objectives has raised doubts about
the suitability of primary education for younger children's needs. Specific attention
is now given to 4 and 5-year-olds and special training for teachers of children in
this age group has been introduced (Jansen-Vos & Pot, 1994).

6.6.3. The need for day care

The school system thus absorbs a great many children from the age of 4,
whereas the bulk of pre-school children are cared for at home, and mainly by the
mother. Although Dutch family ideology has changed in favour of more shared
parental responsibility — in 1991 88% of Dutchmen believed that parents were
equally responsible for day care compared to 77% in 1985 ~ it is still mainly
mothers who look after children. 65% of child care is thus provided by the mother
while 8% of children are cared for by the father, and 27% by a non-parental care
provider (van Dijk, 1996). And even when a child is in primary school or day care,
the structure of day care and education systems is based on the assumption that
a parent will take care of children during lunch hours when for example primary
schools and playgroups are obliged to close (Ditch et al, 1996).



Women therefore tend to leave the labour market when they become mothers,
more than half of working women do this, but a number return after shorter or
longer periods; 59% of women choose to return to work again after maternity leave
(Statistics Netherlands, 1995). Today, women are encouraged to remain in work or
to quickly return to the labour market while raising children — partly because of
increasing labour shortages and partly because female employees increasingly
constitute a highly qualified labour market resource which would be difficult to
replace. Women's educational levels have thus increased sharply in recent years,
from 6% of women with a higher education degree in 1981 to 14% in 1994 (lbid).

Figure 6.7.
Total fertility rate, 1982-1996.
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Source: CBS: Statistical yearbook (annual publication).

Mothers often work fewer hours than non-mothers and tend to work part-time
after having children; more than half reduce their working hours in order to care
for children (Statistics Netherlands, 1995). Labour participation of married women
almost trebled between 1975 and 1995, from 15% to 42% (Kraan, 1997) but
among the 25-49 age group 50.7% of non-married women in employment work
part-time compared to 60.3% of married women in the same age group (Eurostat,
1997b). In all, 59.2% of women are active in the labour market, and of these
68.5% work part-time. Most men are active in the labour market (79.9%) and
although men are to an increasing degree taking more responsibility for child
rearing, most work full-time (73%) but the Netherlands also has the highest part-
time rate among men (27%) (European Commission, 1997). On average, men
work 38.1 hours per week, while women work 25.2 hours (Eurostat, 1997b).




With increasing labour force participation among women, the shortage of day
care has undoubtedly influenced decision about if and when to have children.
Fertility rates thus dropped from 2.57 in 1970 to 1.66 five years later and
currently fluctuates around 1.5 (Figure 6.7). Families are getting smaller and now
mainly consist of one or two children. Of households with children 40.5% have
one child, 43.5% have 2 children and 15.9% have 3 or more children. Single
parents make up 10.7% of households with children, and of these nine in ten are
headed by a woman" (CBS, 1997; Eurostat, 1997a).

6.6.4. Child care in the home

During recent years leave schemes for parents have improved considerably, in
terms of extending the matemity leave and by the introduction of two general
leaves which can also be used by parents. Fathers are however still not entitled
to an individual, statutory patemity leave.

Maternity leave (Zwangerschapsverlof)

As from 1990, statutory maternity leave has provided women with benefit for 16
weeks, previously it was 12 weeks. All employees are covered, part-time as well
as full-time employees. The leave does not apply to self-employed or housewi-
ves. Adoptive parents may also with time be entitled to maternity leave. Payment
is made from 4-6 weeks before birth with benefit levels of 100% of eamings. All
social rights and pension payments are maintained during the leave (Figure 6.8).
In 1982, the maternity leave was used by 38,500 mothers, increasing to 85,600
in 1996 (Figure 6.8).

Paternity leave (Kraanverlof)

There is no statutory right for fathers to take time off work after child birth
although most fathers take at least two days following the birth, and collective
agreements can include up to 10 days. Most collective agreements specify that
this leave is rewarded only on the birth of a child to a spouse, not a cohabitant.
Parliament has recently asked the government to ensure that unmarried and
married couples are treated equally and has also appealed to the social partners
to extend the paternity leave to 5 days (Ditch et al, 1996).

Parental leave (Ouderschapsverlof)

Since 1991, parents of children aged under 4 have been entitled to reduce their
working hours for 6 months to a minimum of 20 hours a week. From July 1, 1997,
the leave has been extended including children up to 8 years. Natural parents as

1) Single households include also those who are cohabiting without being married.



well as adoptive parents are eligible for the leave. The leave is unpaid, apart from
public employees who receive 75% of previous earnings. Previously, the parent
must have worked for at least 20 hours a week in order to be entitled. As this
excluded 75% of women and 30% of men who worked less, the system has from
1997 been changed to 3 months full-time leave without wage compensation, but
the leave can be taken on a part-time basis if preferred, extending the period to
6 months. The minimum period of leave is 13 weeks. The leave entitles the
parents to one leave per child. The employer must approve of the leave and must
be notified a minimum of 2 months before the leave. During the leave, the parent
upholds pension rights as well as holiday allowance entitlements, and must
contribute to the sickness insurance. There is a right to be installed in same work
position afterwards.

From the introduction of the scheme to 1995, 19% of all entitled employees have
taken up the leave, 10% of fathers and 41% of mothers. In general, more women
than men take parental leave but women tend to take longer leave periods. On
average, leave lasts for 26 days. Of the men who take parental leave, most are
employed in the public sector where wage compensation is available. Of the total
number of entitled parents in 1996, 23,000 took the leave, an increase of 10,000
since introduction of the scheme (Figure 6.8). This is in the context of 190,000
children born in 1996 (CBS, 1997).

Figure 6.8.
Cash benefits for maternity and parental leave, number of recipients, 1982-1995.
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Source: LISV (1998): Personal communication.




Emergency leave (Calamiteitenverlof)

As a substitute for paternity leave and care days the emergency leave offer
natural and adoptive parents — and other employees — short-term leave for
solving specific problems, e.g. when a child is sick. It is not intended only for
parents and can also be used for other purposes, e.g. caring for older family
members living in the same house as the employee, or — as stated in the official
guidance — when the water pipes break down. Emergency leave does not entitle
employees to a specific number of days, nor to a specified amount of wage
compensation; these must be negotiated with employers. In some collective
agreement, employees receive full wage during emergency leave. The extent of
use of the leave is not widespred, but in general between 2 and 3% of employees
take emergency leave during the year.

Career leave (Loopbaanonderbreking)

As a new initiative, a career leave has been carried through in April 1998. The
leave entitles employees to 2 and 6 months’ leave for caring or educational
activities and not for sabbatical purposes. Career leave can thus be used for
paternity leave, care leave, adoptive leave, etc. All employees who work for more
than 12 hours per week and have been working for 1 year are entitied not to
leave which must be negotiated with the employer but to receive a benefit during
the leave. The full leave period is 2 months as a minimum and 6 months as a
maximum which can be taken as full-time or part-time basis. The reduction in
hours must, however, be more than 50% and can be separate in periods with 1
year in between. Then the employee position has to be replaced by a recipient
of a welfare allowance, a disabled person or a women re-entering the labour
market; if the employer hires a low-skilled employee a tax reduction is available.

During the leave, the right to pension credits depends on the specific collective
agreement whereas the disability credits and survivors’ credits are maintained in
most cases. The benefit is related to last earnings but makes up a maximum of
NLG 960 a month before taxes which is lower than the national assistance of
NLG 1,200 monthly. The benefit is taxable but exempt of social security
premiums and is funded through the unemployment fund, as part of job creation
" measures, and through government subsidies.

Collective agreement

Many collective agreements include the right to 4-5 days of either paid or unpaid
leave or contain extensions to statutory leave periods. As mentioned some
collective agreements also include the right to receive partial wage compensation.
Also, funding for day care facilities for children of employees forms part of over
220 collective agreements.
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Provision and coverage

6.6.5. Day care for children outside the home - the welfare system
Under the welfare system, day care places are provided by private providers who
may receive funding from the Stimulative Measure, which is paid out by local
authorities who may also provide additional local subsidies. However, a great part
of the financing for day care places comes from employers, 47% of places for the
0-4-year-olds are funded in this way.

Day care centres (Kinderdagverblijven)

In day care centres, child care is provided throughout the year on a part-time or
full-time basis for children aged 6 weeks to 4 years, but sometimes children up
to the age of 8 or 13 are looked after in day care centres, e.g. during school
lunch hours and after school from 3:15 p.m. Group sizes are normally between
9 and 10 children, often provided as age integrated day care, combined
kinderdagverblijf where children are toghether in groups from 0-4 or 4-12 years.
Some day care centres have been set up exclusively for providing for children
outside school hours and during lunch hours. Children may attend 5 days a week
or for only part of the week. The institutions are normally open from 7:00 a.m. to
6:00 p.m.

Admission to public places in day care centres depends on need or employment
situation and the local authority can decide to admit a child because of
developmental or social needs. Most places, however, are for parents who are
in employment or for single parents who want to return to employment or training.
Of the places funded by employers, admission is negotiated with the employer
and will often depend on employment and family situation. Parents using
employer sponsored day care must also be able to pay their share of fees.

Day care centres were founded and are owned and managed by private, for-profit
or non-profit-making organisations. Some non-profit-making centres are run by
parents who also care for the children, in which case they are called Oudercreche
and sometimes employ paid workers as well (Pot, 1995). Most centres are now
part of an umbrella organisation which is responsible for administration, staff,
resources and development. Most umbrella organisations are run on a non-profit
basis. Places are either provided under contract with the local authority, in which
case they are public subsidised, or provided for parents/employers on a private
basis. Some places in subsidized day care are contracted to employers also. In
1996, 825 of the 1,247 day care institutions received public subsidy (SGBO,
1997).

The Stimulative Measure has had a clear effect on levels of provision, increasing
the number of child care places. In all, 62,445 full-time places are available for



children in day care centres in 1996 of which 18,339 are places in age-integrated
centres. When measured in full-time places, 6.5% of the 0-4-year-olds attend a
day care centre, of which nearly 2% attend an age-integrated day care centre.
In 1982, less than 1% of the 0-4-year-olds attended day care centres. Places
funded by employers made up 28% of total provision in 1996, a rise from 10%
in 1989 (Table 6.2). Around one in 30 places were in 1994 occupied by children
admitted on social welfare grounds.

Table 6.2. v
Day care centres, number and per cent of FTE children (aged 0-4), 1982-1996.
Year Number of FTE children (0-4) %
Day care centres Age-integrated day Day care centres  Age-integrated day care
care centres centres
1982 3,921 . 0.44
1983 . . .
1984 5,667 . 0.65
1985 - - -
1986 7,080 - 0.81
1987 . - .
1988 10,074 . 1.1
1989 15,840 . 1.74 .
1990 24,452 3,633 2.61 0.39
1991 28,899 6,873 3.05 0.73
1992 30,729 7,650 3.19 0.80
1993 35,934 11,652 3.70 1.20
1994 39,497 13,197 4.02 1.34
1995 42,027 15,876 4.25 1.61
1996 44,106 18,339 450 1.87

Source: CBS: Kindercentra (annual publication). SGBO (1998): Personal communication.

Note: 1 enrolled child = 0.6 FTE child.

Waiting lists have been reduced with the explosion in the number of places but
expansion has also created an increasing demand for places so that 17,402
children are still waiting for a place compared to 26,525 in 1990. Full take up of
places, however, has not been reached as only 83.7% of capacity is used
(SGBO, 1997), partly because most children attend only a few days a week; 38%
of children use day care centres for 1 or 2 days, 22% for 3-4 days and 40% for
5 days a week (SCP, 1996). Average attendance hours are 17.9 hours a week
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(VWS, 1994). The majority of children attending are of Dutch origin but among
children from ethnic minorities Surinamese and Antillean children are significantly
predominant, whereas Turkish and Moroccan children are under-represented.
Due to relatively high fees most children come from higher income groups; only
15% of children from low income groups make use of day care (SCP, 1996).

Levels of fees are set by local authorities although the government provides
advice on the scale of parental contributions. Around half the local authorities
apply government guidelines when setting fees. Parents pay fees according to
income and number and age of their attending children. For day care in general
— including other forms of day care - parental fees vary for one child aged under
4 from between NLG 97 monthly to NLG 1,176 for full-time day care, depending
on income. Part-time fees are approximately 23% of a full-time place. Fees are
reduced for second and subsequent children and depend on age, therefore day
care for children aged 0-4 is more expensive than for those aged 4-13. For an
APW couple with two children under 4 in full-time day care, fees would amount
to NLG 1,003 for the first child and NLG 300 for the second (SGBO, 1997). On
average, fees paid by parents cover 42.1% of total costs for day care. However,
parents making use of subsidized day care contribute 37.3% of costs, or around
NLG 6,000 per place per year while parents using employer-provided place pay
around 50% of costs, around NLG 9,000. Parents without employer sponsoring
pay the full prize, NLG 18,000 yearly (SGBO, 1997).

In most local authorities, day care centres must apply for a licence in order to
operate but in some authorities this may only apply to centres which receive
public subsidies. Until 1995, local guidelines applied to group sizes, the number
of staff members per child group, building, furnishment and indoor and outdoor-
space but now the day care centres are to take primary responsibility for
standards and should set up a system of quality assurance during the next 5
years as part of The Childcare Quality Requirement (Temporary Measures)
Decree. It is believed that competition, market forces and a strong position of
consumers will enable the parents to sort the bad from the good. Until this is in
place, local government will regulate some aspects of minimum standards in
regards to size of groups and ratio of staff to children.

Earlier guidelines from the Association of Dutch Municipalities recommended a
maximum of 8 children in groups for 0-1 year olds, 10 children in groups with 1-2
year olds, 12 children in groups for 2-3 year olds and 16 children for groups of
3-4-year-olds. For groups with children aged over 4, there should be a maximum
of 20 children. For age-integrated groups, there should be no more than 12
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children and only 3 of these should be younger than 1 year old (Jansen-Voss &
Pot, 1994).

Staff members consist of paid and often highly qualified employees. Qualification
levels of staff are by collective labour agreements and the minimum qualification
is at secondary vocational level (Jansen-Voss & Pot, 1994). 95% of employed
staff members have received training or hold qualifications (SGBO, 1997). In day
care centres, the group Leidster receives a two year of post-18 training or 2-3
years of post-16 training. Students who have not finished their courses may be
employed as juniorleidsters. Centres are supervised by a Hoofd, who has a four-
year post-18-training; for larger centres an extra year of management training is
required. Umbrella organisations are normally headed by a directrice/directeur
with at least a four-year post-18 training, plus further training in management or
a university degree in Psychology, Pedagogy or Management.

The Association of Dutch Municipalities recommends 1:4 children under 1 year
old, 1:5 children aged 1-2, 1:6 for children aged between 2 and 3; and 1:8 for
children aged over 3 years (Janssen-Voss and Pot, 1994). In 1996, there were
7,521 FTE paid staff members in day care centres, working on average 26 hours
a week, or 1:6.7 children in a full-time place. In addition to this, the equivalent of
220 full-time volunteers and 1,070 full-time trainees worked in day care centres,
in all 1:39 children in a full-time place (SGBO, 1997 and own calculations).
Activities reflect the age of the children and much time is spent on sleeeping,
washing and eating.

Some local authorities carry out inspections of day care centres and mainly those
that receive public subsidies. Inspections are carried our by the local Health
Services and local Fire Department. In some cases, inspections are only
theoretical, 13% of municipalities in 1996 planned to inspect the units but did not
do so. In 71% of municipalities, regular inspections are carried out, usually once
a year (SGBO, 1997).

Workplace day care (Bedrijfscréche)

Apart from funding places in private day care centres some workplaces provide
day care facilities for employees in the work-place and mainly for younger
children; only very few provide for school age children (Pot, 1996). It is mainly
large companies which provide such facilities for employees. Employers
determine admission criteria and set fee levels. After the introduction of the
Stimulative Measure, the number of places levelled off, but in recent years the
number of places has grown again. Around 5,000 children attend work-place day
care centres, an increase of 400 since 1989. As in other forms of day care, most



children attend part-time, but attendance hours are higher than in day care
centres out with work-places, 20.2 hours per week (VWS, 1994). Fees are
negotiated between parents and employers and there is no public regulation of
premises.

Family day care (Gastouderopvang)

Provision of family day care was introduced for the first time in the 1970s mainly
to support single parents and from the mid-1980s family day care received public
funding for the first time. Today, it is used by working parents on an individual
basis as well as by employers for their employees. It is organised around a local
agency, gastouderbureau, which keeps a list of local family day carers, the
gastouder, and arranges contact between parents/employers and the family day
carer. Some family day carers do work independently of the bureaus, these are
known as particular gastouder. The bureau offers advice, suppor, training and
administrative service but do not employ family day carers as such. The bureaus
are run on both non-profit and for-profit basis and some are run by parents. They
are open throughout the year during office hours. Family day carers arrange
hours with the parents and care for children aged 0-12.

Table 6.3.

Family day care, number and per cent of FTE children (aged 0-4) 1989-1996.
Year Number of FTE children (0-4) % of the children (0-4)
1989 0,960 0.1
1990 1,920 0.20
1991 3,920 0.41
1992 7,440 0.77
1993 9,120 0.94
1994 9,753 0.99
1995 11,140 1.13

Coverage

Source: CBS: Kindercentra (annual publication)
Note: 1 enrolled child = 0.8 FTE child.

The family day care system has witnessed an equally drastic expansion in the
number of places since the introduction of the Stimulative Measure. In 1996,
15,200 children were cared for by a family day carer or 11,100 when measured
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in full-time places, an increase of more than 10,000 since 1989. In all, 1.13% of
children in 1996 were in family day care, as measured in full-time places,
compared to 0,11 in 1989 (Table 6.3).

The Stimulative Measure was to increase the number of places bought by
employers but this has not been achieved as expected although the family day
care system offers a very flexible form of day care. However, 2,154 places were
reserved by employers for employees in 1996 compared to only 32 places in
1989 (Table 6.3). 69% of places were funded under the Stimulative Measure in
1996 (SGBO, 1997). Waiting lists are much lower than for day care centres, 880
children are currently waiting for a place with a family day carer (lbid). On
average, children attend part-time, 14.6 hours per week (VWS, 1994).

The family day carer is regarded as semi-employed, neither employed by an
agency nor being self-employed. Fees are most often negotiated individually
between parents and family day carers. On average, parents pay NLG 3-5 per
hour. The family day carer negotiates terms with the parents on sick pay,
minimum wage levels and holiday leave and pay. Public funding via the
Stimulative Measure is for the agencies organising family day care to pay staff
wages until 1996 when municipalities took on responsibility for public funding.
Due to the grey area surrounding their employment position, family day carers
are not covered by the social security system and are not entitled to social
benefits.

Bureaus organise training courses but the family day carers are not obliged to
have training; there are no national standards neither for family day carers who
are working with bureaus nor for those working independently. However, it is
recommended that there should be no more than 4 children per family day carer,
including the carer's own children (Pot, 1995). At the bureau, staff members
should at least have received a secondary vocational level of training.

Family day carers working with bureaus are registered, but there is no assess-
ment of their ability to care for children. Inspection is almost non-existent, except
for the inspection carried out by the bureaus themselves. Bureaus are required
to be licensed.

Playgroups (Peuterspeelzalen)

The earliest playgroups were set up by mothers themselves in the mid-1960s
because of dissatisfaction about the lack of opportunities for children to meet
other children and the lack of free and safe play areas. During the 1980s, the
number of playgroups came to a halt. However, they continued serving an
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important function in integrating children and parents from ethnic minorities, and
like English playgroups, were educating parents in good parenting skills.
However, in contrast to English playgroups, Dutch playgroups have never
competed with nursery schools, but rather have been set up as parallel provision.
The objective of playgroups is still mainly to provide children with an organised
social and broadly developmental experience but they are now more focused on
their role as an intermediary setting between day care and education for pre-
school children. In Dutch playgroups, children are taught how to cope with other
children and adults and to develop skills and prepare for school. Daily activities
involve a group gathering, a snack, structured play or reading, followed by free
play and maybe a rest period for sleep. Children normally attend when they reach
the age of 2-3, although a few 1%-year-old children also attend. Provision is part-
time and playgroups are usually open 3 days a week from 2-4 hours a day during
school term time. Children attend on average twice a week for two or three hours
a day in groups of around 12-14 children (NIZW, 1998; Jansen-Voss & Pot,
1994).

Playgroups are funded, owned and managed by private non-profit-making
organisations, sometimes situated in a school as a special service for parents and
to attract pupils, and sometimes playgroups are organised by a community
centre, or may be part of a larger umbrella organisation which also administers
other forms of day care (Jansen-Voss & Pot, 1994). By 1995, there were 3,900
establishments and in 1996, 79,300 full-time places were available, for 8% of the
0-4-year-olds (Table 6.4). The introduction of the Stimulative Measure in 1990
does not appear to have lowered demand for playgroup provision.

Playgroups are heavily dependent on parental fees, although some receive state
funding through local authorities. Playgroups do not receive funding from the
Stimulative Measure as they are not regarded as day care provision but other
public subsidies cover approximately 38% of costs, while parental fees cover 56%
and fund-raising 6% (Pot, 1993). Parental contributions are usually fixed at
between NLG 4 to 11 per session and may occasionally depend on parents’
income (NIZW, 1998).

Standards

Staff employed in playgroups mainly consist of a peuterspelzaalleidster who has
a two or three years of post-16 training. Heading the playgroup, the hoofdleidster
has a four-year post-18 training. In community-based playgroups, a peuterwerk-
ster with a 2-3-year post-16 training may be employed. Parents — and mainly
mothers — also assist in playgroups as do trainees or other voluntary helpers.
Recommended staff:-children ratio is 2 adults per group of 18 children where one
of the two are required to have qualifications. In 1995, there were 16.2 full-time
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children per 1 full-time staff member (Table 6.4). Activities are in contrast to-the
nurseries focused more on play than on care, and may include paint, paper and
glue and games.

Table 6.4.
Number and proportion (%) of FTE children (aged 0-4) in playgroups and FTE children
per 1 FTE staff, 1982-1995.

Year Number of FTE children (0-4) % of the children (0-4) Staff ratio

1982 50,050 5.64
1983 . -
1984 53,803 6.14
1985 . .
1986 53,008 6.05
1987 . .
1988 55,072 6.09
1989 65,600 7.19
1990 69,520 742
1991 78,400 8.28
1992 76,400 7.94
1993 79,000 8.13
1994 80,253 8.17 .
1995 79,332 8.02 16.22

Source: CBS: Kindercentra (annual publication).
Note: 1 enrolled child = 0.4 FTE child.

There is no regulation of private, non-subsidised services at national level:
however, a few local authorities carry out inspection.

6.6.6. Day care for children outside the home - the education system
Primary education (Basisschool)

Compulsory school starts at age 5 but since 1985 nursery schools for 4-6-year-
olds have been integrated with the primary school in order to provide a more
integrated educational approach. Most children therefore attend primary school
from the age of 4. All children can be admitted, to which school depends on
parental choice. In general, public schools apply catchment area criteria in order
to ensure an efficient spread of pupils but private schools have no such rule.
School hours are from 8:30 a.m. to 12 noon and 1:15-3:15 p.m. but from 8:30 to
12 noon on Wednesdays. Term time lasts from 1 August to 31 July. During lunch
hours, schools can arrange day care if parents request this. Provision will usually
be on school premises. Parents together with volunteers look after the children



during lunch hours, sometimes assisted by a teacher. In recent years, some
schools in the western part of the Netherlands have chosen to offer contentious
time tables with only a short lunch break instead (Eurydice, 1998; Pot, 1996).

Provision and coverage Primary schooling is provided by public and private schools, some 65% of primary

schools are of private educational system and most often Protestant or Catholic
and more rarely of Muslim or Hindu denomination; non-denominational schools
are mainly based on a specific educational principle, e.g. Steiner.

.rl\-l:?;:r?/'glducation, number and per cent of FTE children (aged 0-4), and according to provider, 1982-1996.

Year Number of FTE children (0-4) % of the children (0-4) %

Public Private
1982 94,076 10.59 31.71 68.29
1983 92,640 10.49 31.59 68.41
1984 95,240 10.87 31.47 68.53
1985 98,886 11.31 31.55 68.45
1986 96,093 10.96 31.35 68.65
1987 92,326 10.39 31.27 68.73
1988 94,867 10.49 31.25 68.75
1989 97,275 10.66 31.19 68.81
1990 100,627 10.74 31.31 68.69
1991 101,296 10.69 31.38 68.62
1992 100,858 10.48 31.50 68.50
1993 101,955 10.49 31.60 68.40
1994 106,762 10.87 31.68 68.32
1995 108,168 10.94 31.76 68.24
1996 107,157 10.92 31.87 68.13

Source:-CBS: Personal communication.

Note: 1 enrolled child = 0.55 FTE child

Around 110,000 full-time places were available in 1996. The proportion of 4-year-
olds in primary school is nearly all of them, 98%. For primary school children in
general, an equal proportion of children attend the public, Protestant and Catholic
schools, around 1/3 of children in each form of schooling while the remaining
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children attend other private schools (Table 6.5). Most primary schools offer lunch
hour provision (90%) and around 30% of children make use of this (Pot, 1996).

Most primary schooling is free of charge being financed by the Ministry of
Education. A few schools charge parental contribution but such contributions
must not constitute an obstacle to admission. If day care is provided during lunch
hours, parents are expected to bear the costs, around NLG 1-3 a day.

According to the Primary Education Act schools can determine their own
organisational principles. Most primary schools arrange separate groups of 4-5-
years-olds, but mixed groups also occur, e.g. in rural areas. Activities reflect the
age of the children, with small group activities for younger children instead of
class teaching. The same teacher is responsible for learning all subjects. The
groups usually consist of 22 children but with large variations and extremes of 40
per group are no longer an exception. Children attend for a minimum of 4.4 hours
and a maximum of 5.5 hours per day. Each school is free to set its own
curriculum but according to the Education Inspectorate teaching should be based
on play, as well as developmental work and basic skills; subjects should have
meaningful content; educational surroundings should encourage exploration and
fundamental learning experiences; and there should be as much room as for
choices and initiatives on the part of children. It is further specified that subjects
must include sensory and physical education, Dutch and English, arithmetics and
mathematics, factual subjects, creative activities, self-reliance and health
instructions ~ and this has raised doubt about the suitability of primary schooling
for very young children. Children from ethnic minorities may have some teaching
in their native language. There is one teacher for each class, containing 22 or
more children, with a fur-year post-18 education primary teacher diploma
obtained on completion of a primary teacher course, PABO, at a higher
professional education institution (Eurydice, 1998).

Parents take part in both decision-making and in the provision of care, e.g. during
lunch hours. Every primary school is legally required to set up an advisory council
with an equal number of elected staff and parent representatives. Parents may
also participate through the parents’ council, which advise parents’ representa-
tives in the participation council and coordinates parental activities.

Inspection is carried out by the Education Inspectorate once a year. Lunch hour
care is not regulated.

A municipally employed school principal is responsible for daily administration and
management of the primary school. Private schools are managed by a school
board.



6.6.7. Public facilitation of private day care

Fiscal subsidies were available to parents up until 1989 in order to partly relieve
them of the financial burden of day care. This tax relief for child care was
abolished, however, because it did not meet the demand for more child care
services. The money saved was instead transferred to the Stimulative Measure
to spend on providing more child day care services for employed parents (Hogg
& Harker, 1992). In 1991, however, the Supreme Court ruled that employees who
do not receive employer subsidies for child care are entitled to a tax deduction.
Working parents therefore continued to be compensated up to a maximum of
NLG 20,000 a year for child care expenditure exceeding the costs of attending
a subsidized service (Pot, 1995).

All employers providing day care at the workplace receive an annual bonus of at
least NLG 2,000 per place. In addition, private employers providing workplace
day care for their employees may deduct part of the costs from taxable earnings.
For employers who instead sponsor day care places in subsidized care a new tax
measure was introduced in 1996 which compensates the employer at a rate of
20 of net costs (Pot, 1995). New tax measures have as mentioned earlier also
been discussed to favour employer subsidy of places for low income employees.

6.7.

Caring for older people

6.7.1. Introduction — Main social services and cash benefits

Care for older people has in the Netherlands undergone great changes during the
last decades. As is seen in most other countries, care is today mainly provided
in the home as institutional care is more and more substituted with domiciliary
care. Previously, the service and health care systems in the Netherlands were
split into two separate systems, providing domiciliary care such as home help,
home care and residential care within the social system and nursing home care
provided within the health system.

The aim is today to apply a functional approach in care provision, instead of a

facility oriented approach, and the care system is geared to this through the
cooperative arrangement between the social and health care system. The help
and care provided by the Home Help, which for some older people who live in
their own home is an important source of help, is thus often integrated with home
nursing. Also, while institutional care was previously divided into two, Nursing
Homes and Residential Homes, according to the facilities and care provided,
these are today catering for the same needs and the old distinction is fading,
especially since the residential homes are to be financed through the care



insurance payments (AWBZ) also (Figure 6.9). Today, provision include auxiliary
care services, such as Short-term Care, Meals on Wheels, Alarm Services, Day
Centres and different forms of Housing for Older People.

Figure 6.9.
Use of main social services, older people (65+) as a percentage of the age group, 1996.

Nursing homes
Meals-on-wheels .
Residential homes

Home help .

Sheltered housing*

Source: CBS: Kosten en financiering van de gezondheidszorg 1997. VWS (1998);
Personal communication. CBS: Statistiek van de bejaardenoorden 1996.
Note: * Data from 1994.

New initiatives include the introduction of various cash benefits. Compensation
for informal carers has improved with the introduction of the Career Leave and
the Emergency Leave, but perhaps more important is the new Personal Budget,
which a certain proportin of the dependent among the older people can use for
purchasing private for-profit or non-profit care, or for compensating informal
carers.

6.7.2. General principles for care services for older people

The Netherlands like most other countries has pursued a policy of de-institutio-
nalisation for a number of years. Here, the policy is couched in terms of
substitution which refers to the objective of replacing the use of one facility -



intramural care - by another — extramural care — while retaining the quality of the
services offered. Previously, even hale and hearty older people were likely to
move into institutional care. Today, service provision for older people is intended
to consist primarily of domiciliary and auxiliary help, while institutional care is
mainly for very frail older people. The policy of substitution should serve two
purposes, firstly this should facilitate the wish of the user. Secondly, it should
produce a more efficient and cost-conscious service provision by avoiding un-
necessary use of services. The Government has thus recognised that the substi-
tution policy will result in lowering public expenditures as non-institutional care is
believed to provide a cheaper alternative (Ministry of Health, Welfare and Sport,
1990).

Since the publication of the Dekker report in 1987, the objective has thus been
to develop more flexible, efficient and cost-conscious services. The policy of
substitution belongs to this approach, as is also the search for more integral
working methods. This entails blurring the boundaries between professional
approaches, so that coordination of medical and social care can be developed
and tasks divided. Inspired by British experiments, provision of services should
furthermore be less standardized and more tailored to individual need. Also,
delivery of services should move away from a facility oriented to a functional
approach, i.e. be described in terms of functions, not in terms of which organi-
sation delivers the service. Recently, to achieve this, most of the traditional
residential homes have been converted into care and accommodation complexes
which are to serve as half-way houses.

Much attention has also been given to the development of quality in service
provision and to give the social services a human face, working for equality in
relationships and conservation of privacy between care-giver and carer (Baar et
al., 1993). Client empowerment is at the top of the present Minister’s list of action
and older people are encouraged to take part in policy formulation. Since January
1998, services have been further integrated and moved towards a client oriented
approach as screening for and providing information about welfare, housing and
care services have been merged into one body giving older people a unified
access to-all services. Attention has also been paid to what has been conceived
as a dependency problem - that people and society in general expect too much
from the state rather than accepting individual responsibility. Resources in the
informal sector have therefore been brought into focus, as have the resources of
older people themselves. Partly due also to the tendency to withdraw from the
labour market at an early age, policies for older people are aimed at the group
aged 55 years and over. Older people are to be encouraged to take responsibility
for their own situation as well as taking part in society. Policies for older people



therefore further incorporate the strengthening of integration, independence and
participation which needs an integrated approach and one that sees policies for
older people as part of general policy making. Various ministries therefore are
responsible for formulation of policies for older people as well as the Minister for
Social Affairs, including Ministers for areas such as Education, Health, Employ-
ment and Housing are also involved.

6.7.3. The need for care services

The integrated approach has facilitated a raising of the poor housing standards
which for many older people has been a contributory factor in the decision of
move into institutional care. The quality of rented housing for older people is still,
however, lower than average. In addition to poor housing quality, the general
shortage of housing following the Second World War likewise encouraged older
people to move -into old people’s homes in order to give space to younger
families, but older people today remain in their own houses which are mainly
owner occupied apartments or houses.

Nearly half of the older people live in one person households, and of these most
are women (80%) mainly because women live longer than men. Today’s women
live 80.3 years on average which is an increase of 10 years since 1970. Men's
life expectancy has increased by 4 years since 1970 but is still lower than
women’s today, at 74.7 years (Eurostat, 1997a; Council of Europe, 1997).
Women in general also constitute the majority of older people 65+ (60%) and this
increases according to age; women make up seven in ten of those aged 80+
(Figure 6.10).

Older men are much more likely to be married than older women (80% compared
to 50%) due to women’s longer life expectancy, and more women (35%) than
men (9%) are widowed (Timmermans, 1997). Today, two in five live with spouse
or partner but in the coming years especially more men will be living alone. The
proportion of older men living on their own is expected to increase from one in
five men over 65 years to one in three in 2035 while the proportion of women
living alone is expected to increase less dramatically (Baar et al, 1993).

One of the reasons for future increases, especially among single men, is the
proportional increase of men to women. Life expectancy for men is expected to
increase more than for women. But the number of women will continue to outstrip
men so that in 2020 there will be 114 women per 100 men aged 65-79 and 199
women per 100 men aged 80+. With increasing life expectancies and falling
fertility rates since the mid-1960s, the population of older people in general will
constitute a larger proportion of the population in the near future. By 2020 the



Figure 6.10.

proportion of those aged 65+ is projected to constitute 18.9% compared to 12.9%
in 1996 while the 80+ will have increased to 4.2%, from the 3.1% today (Figure
6.11). As a proportion of the working age population - people from 15 to 64 years
- older people in the Netherlands are thus projected to constitute 29% in 2020,
compared to only 20% in 1997 (Eurostat, 1997a; Council of Europe, 1997).

Age pyramid of the older people (65+) as a percentage of the population, 1996.
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Note: EUROSTAT: Demographic statistics 1997.

The process of double ageing — meaning that the oldest in the population live
longer and in number increase faster than the total number of older people - is
going to be less pronounced than seen in other countries. The proportion of the
65-74-year-olds will increase slightly by 2020 as a proportion of the total older
population, whereas the 75-84-year-olds will decrease. The proportion of older
people aged 85+ has gone up since 1982 but by 2020 this-age group will consti-
tute the same proportion among the old as today.

Even so the rise in number of older people is expected to increase the need for
care and assistance as older people are expected to become more frail with age.
Today, nearly half (43%) of the 65-79-year-olds and more than half (58%) of the
75+ have slight or moderate disabilities while one in ten (8%) of the 65-79-year-
olds and one in four (23%) of the 75+ suffer from severe disabilities. In regards



to be able to carry out daily tasks, of those living independently, nearly one in five
(17%) of the 65+ have slight problems in performing personal care and one in
three (35%) have slight problems performing daily household chores (Timmer-
mans, 1997). Based on the increase in the number of older people, projections
for the future need for home help and care are thus that this will increase by 25%
by 2005 (STG, 1994).

Figure 6.11.
Older people (65+ and 80+) as a percentage of the population, 1960-2020.

1960 1996 2020

65+ 80+

Note: EUROSTAT: Demographic statistics 1997.

Informal care has usually taken a great deal of the care load but with increasing
number of women in the work force, the traditional sources of informal care may
be less available. In all, 59.2% of women are active on the labour market today,
however a great deal (68.5%) work part-time. The informal care taker potential
is thus higher compared to countries where women on the labour market tend to
work full-time but Dutch women'’s full-time ratio is increasing also. Most men are
active on the labour market (79.9%), and although the Netherlands has one of
the highest part-time ratios for men, also here most work full-time (73%).



Informal care has been further rendered difficult due to the changing household
patterns. Older people tend to live on their own today and the traditional multi-
generational family is on the return. The proportion of older people 65+ living with
children or others has thus declined from 12.3% in 1979 to 6% today. Two in five
(39%) among the old 65+ live with spouse or partner while nearly half (45%) live
on their own. Most do, however, have family members — of the 65+ around one
in five have children and/or grandchildren — and most older people with children
live not far away from them and keep in contact with them, over the telephone
or in person. Of those who have children, as many as 85% live within 1 hour's
distance of at least one of their offspring, and 90% have contact once a week
(Timmermans, 1997).

6.7.4. Domiciliary care

Home help (Gezinsverzorging)

Needs may, however, exceed what informal carers can provide, especially when
the policy is to enable older people to stay in their own home. With the policy to
substitute intramural with extramural care the home help service has accordingly
gained an important function in helping people in their homes. The formal
objective behind home help is to offer help with domestic and caring tasks in
order for people to be able to live as independently as possible. Home helps
have traditionally offered also social-psychological support to individuals and
families in distress so the domestic and care services are occasionally supple-
mented by help of a more personal and advising nature. The service and the staff
that performs the service are strictly divided according to the tasks carried out;
some home helps specialize in supporting households with complex physiological
problems, others perform care and domestic services. The highly professional
function coupled with governmental budget limits on home help resulted as
mentioned earlier in 1973 in a creation of a new — and cheaper — distinctive
position of unqualified home helps, Alpha-helpers, who only perform household
functions. Budgetary limits and increasing need for services after the substitution
policy was implemented have also led to a more integrated approach between
care and domestic work. Much of the home help service is today carried out as
team work between the different functional distinctions (Baar et al, 1993).

Admission

Access to services is universal; all residents in the Netherlands who need help
of a domestic nature related to an illness, recovery, old age, or to whom
bereavement, psychological or relational problems are leading to or are expected
to lead to disruption of independency can receive help through the home help
(Kwekkeboom, 1991). Since January 1998, assessment for care and domestic
help is most often also carried out using the concept of single point of access, by
regional assessment teams who thus assess for both home care, nursing homes
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and residential homes. Clients can here receive information and be screened for
the need for care for all types of services. The assessment team in the new
screening process consists of representatives from the insurers and a representa-
tive of the older people including a watchdog position filled out by a GP. There
is no formal referral needed and potential clients can themselves make contact
to the assessment team; or can make contact through their GP, the hospital or
nursing home.

Most home help services are provided by non-profit home help organisations
which have been set up as foundations, originally based on the pillarised system.
Nowadays, however, the organisations adhere less to ideological principles.
These organisations have a regional basis but are also organised at national level
in umbrella organisations. In 1990, the umbrella organisations for home nursing
and home help merged into the National Association for Home Care (LVT), as
stated, in order to reduce overheads, to ensure that appropriate expertise is
provided at the right time and to reduce overlaps between the services. A second
umbrella organisation for home care covering private for-profit as well as regular
non-profit organisations is the Branch-Organisation Home Care the Netherlands
(BTN). Both umbrella organisations are recognized by the Ministry of Health,
Welfare and Sport and may receive money from the AWBZ. Most of this money,
however, goes to non-profit providers. With the integration of the home care and
home help functions the number of organisations has declined at regional level
— from more than 300 organisations, there are now 118 home help and care
organisations. Of these, 53 are integrated home care organisations, 59 are home
help organisations and 12 are separate cross associations regional providing
home nursing (Weekers & Pijl, 1998).

Although the non-profit providers are many in number in reality there is little
choice for the user as to the provider; however the emergence of for-profit
providers may change this. These have recently started to provide help and care
- mainly for wealthy people or for people who are far down the waiting lists for
regular help. The one big organisation providing services nationally on a for-profit
basis, the Network Home Care the Netherlands (NTN) also receive funding from
the AWBZ. In 1997, a sum of money was set aside to stimulate the new for-profit
providers, around 12.5% of the domiciliary care budget; the for-profit organisa-
tions must compete for financing which is distributed to regional linking offices
(Ibid). Nursing homes have also started to enter the home help market — some
nursing homes now provide services for older people in their homes with funding
from the AWBZ; often in cooperation with home help and home care organisa-
tions.
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The home helpers are employed by the providing home help organisation except
for Alpha helpers where the client is the direct employer. This is therefore formally
organised outside the home help organisations but most home help organisations
act as intermediaries between recipient and Alpha helper (Kerkstra, 1996).

The number of older people receiving home help services has increased by
65,500 since 1983, as has the proportion of older people provided with home
help service — from 7,7% in 1983 to 9,5% in 1996 (Table 6.6). A substantial shift
in the user types has, however, taken place since the substitution policy was
introduced. Increasing demand for services as more older people live on their
own and postponing admission to nursing homes have enforced the targeting of
services. Itis mainly the oldest group among older people who receives services;
one in five (18%) among the 80+ receive home help services compared to less
than one in twenty (4.2%) of the 65-69-year-olds; less than one in ten (7.7%) of
older people aged 70-74 years and slightly more than one in ten (11%) among
the 75-79-year-olds (CBS, 1997).

Table 6.6.

Home help, number and per cent of recipients (65+), 1982-1396.
Year Number of recipients (65+) Proportion (%)
1983 130,000 7.70
1984
1985 133,200 7.70
1986
1987
1988 141,200 7.60
1989 149,300 7.95
1990 160,700 8.37
1991 168,100 8.69
1992 185,800 9.48
1993
1994
1995 185,479 9.12
1996 185,561 9.49

Source: CBS: Maandbericht gezondheidsstatistiek (monthly publication). CBS: Vademe-
cum gezondheidsstatistiek (annual publication). VWS (1998): Personal communication.



Domiciliary care is now offered mainly when someone in the household suffers
from severe disabilities and mainly for older people living on their own — 15% of
single households aged 65+ receive services compared to 5.4% of two person
households; more women therefore receive home help services than men (10.8%
compared to 6.5%) as they live longer and are thus more often single (CBS,
1997). Most home help is awarded to older people without little financial means
whereas high income groups are likely to be referred to private services.

Providers currently operate with limited budgets and home help services are only
provided within budgetary constraints. Home help can very rarely be initiated at
the day as care needs have been established (Weekers & Pijl, 1998). Some
home help providers also have waiting lists for care assessment; in 1992, 15%
reported such lists. The average waiting period for assessment was 12 days and
more than 12,500 persons already assessed for care were waiting for their
service. The average waiting period was 45 days for home help and 90 days for
Alpha help (Kerkstra, 1996).

The number of visits have increased as users have become more frail; from on
average 8.9 home visits per clientin 1985 to 15.2 in 1992 (van der Linden & van
Dam, 1996). Previously, help was offered once a day during weekdays. Provision
of help is today less standardized as help is offered perhaps several times a day
and also outside normal business hours, during evenings and weekends (Europe-
an Commission, 1998a). A client is entitled to receive a maximum of 4 hours of
help daily for an unlimited period. The average number of weekly home help
hours has, however, remained stable (Figure 6.12). By 1994, a user of home help
on average received 3.8 weekly hours of which 0,7 hours was Alpha help and
the rest traditional home help (Ministry of Health, Welfare and Sport, 1998 and
own calculations). Since then, many older people have, however, reduced the
number of hours they receive help as fees were increased in 1994.

In addition to the regular home help services being increasingly targeted at the
old and frail clients, the increase in fees made more older people use the Alpha
help who provide domiciliary help. Alpha help, however, supplies help with
domestic tasks, not personal care. In 1980, 1.2% of older people over 65 years
used the Alpha help rising to 3.9% in 1985, and then falling slightly to 3% in 1990
(Baar et al., 1993). The amount of Alpha care is limited to 12 hours a week;
above this number of hours the Alpha helper would have to pay social security
contributions. The service is carried out by an assistant who calls in once or twice

2) Hours for all recipients, including those under 65 years.
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a week for a period of 3 hours each time to do domestic work. It is mainly older
people who make use of the service.

Figure 6.12,
Home help, distribution of average weekly hours per recipient* per week according to type
of home help, 1988-1994.
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Source: VWS (1998): Personal communication.
Note: * Al age groups.

With the transition to the insurance scheme approximately 90% of costs should
now be borne by AWBZ (Baar et al., 1993). In 1995, user fees covered 10% of
expenditure. Maximum hourly rates are NLG 10 which again must not exceed a
certain amount per week. This weekly amount depends on net household income
and household composition, varying from NLG 5-250 weekly. A single older
person-with-an-annual APW wage of NLG 16,293 would thus pay NLG 5 per
week as a maximum. The providers of home help reimburse the difference
between the actual help received and the maximum prescribed co-payment, from
the budget they receive from the AWBZ. In 1994, new rates of co-payment were
introduced and this resulted in increases in fees for most recipients. As fees are
also based on the number of hours received, the oldest among the old using
most home help accordingly pay more. In 1981, older people 65-74 years on
average paid NLG 18 per week whereas those 75+ paid NLG 26 per week per
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household. By 1994 this had increased to NLG 29,60 and NLG 52 respectively
(Timmermans, 1997 and own calculations). Recipients of Alpha help service pay
NLG 14.60 per hour, with maximum payment similar to the ones applied for home
help (Kerkstra, 1996).

Provision of home help is now far more flexible and may be delivered 24 hours
a day. Staff are divided according to the tasks that they carry out and consist of
specialized home carers (gespecialiseerde gezinsverzorgenden) who support
households with special multiple and complex psychosocial problems; home
carers (gezinsverzorgenden) who do some housekeeping and provide personal
care - so far as this is not done by members of the household themselves -
provide hygiene and personal care and also support with psychological problems.
These also often work in teams with nurses and qualified home helps. Qualified
home carers (gediplomeerd gezinshelpenden) also do housekeeping and some
personal caring tasks if the members of the household are unable to do this
themselves, such as bathing and toileting; and also provide general and family
support like shopping, accompanying for walks, and do administrative support
such as filling in forms. Unqualified home helps (ongediplomeerd helpenden) are
only allowed to do domestic care. They usually work alone, operating from their
own home. Finally, there are Alpha helpers (alpha-helpenden) who carry out the
same tasks as unqualified home help but who are formally employed by the
recipient of service. Most Alpha helpers are middle-aged women returning to the
labour market (Kerkstra, 1996).

Home helps without formal qualifications make up the majority of carers (77%).
Those with a qualification either have a two-year or intermediate vocational
training (MDGO-vz) or a two-year training (OVDB) comprising one day a week
together with practical work of at least 16 hours a week. Qualified home carers
have obtained either a three-year intermediate vocational training (MDGO-vz) or
a two-year or part-time training (OVDB) one day a week of study together with
practical work of at least 16 hours a week. Finally, specialized home carers have
in addition to the above received a specific two-year part-time training. Most work
part-time and except for Alpha helpers they are paid on a monthly basis at rates
depending on length of experience. Of the 68,000 FTE staff members working
within domiciliary care in 1995, the majority consisted of the qualified home
carers, in addition to 36,833 FTE Alpha helpers, which gives a staff ratio of 28
home helps per 100 recipients when including recipients under 65+.

Inspection of home help is carried out by staff members of the home help
association itself. Frequencies are varying and often depend on whether the client
has filled a complaint.



6.7.5. Public support for the purchase of private care

Personal Budget (Persoonsgebonden budget)

At the beginning of the 1990s, no care allowances were available for informal
carers who were looking after elderly family members although a few collective
agreements did refer to the problem. However, in 1991 experimental care
allowances were introduced by the Ministry of Welfare, Health and Sports. The
experiment was supported by organisations for disabled people — and is as such
not intended for older people only — mainly in order to improve the freedom of
choice for care dependent people (Weekers & Pijl, 1998).

Following a positive evaluation of the experimental scheme, a national scheme
was introduced in 1995, the Personal Budget (Persoonsgebonden budget). This
entitles a person who has been assessed as in need of domestic and/or nursing
care to a care allowance which is used for the purchase of care and assistance.
The need for assistance must be expected to last for more than 3 months and
the recipient must live independently in hs or her own home. A certain number
of hours are allocated whereafter the older people can choose between care in
kind or cash. Every % year, a re-assessment must be carried through. The
assessment of need is carried out at the same time as assessment for care in
kind, through the one stop offices set up in every local authority and this includes
exploration of available informal care. Originally, care provided by spouses and
partners was not eligible for Personal Budget but from 1 January 1997, Personal
Budget has also been available for this group. Provision is intended to top-up
informal care but is also intended to relieve some of the informal care burden
(Ibid).

Only a fixed amount (3-5%) of the regional home care budget is available for
Personal Budget and if this amount has been spent the recipient is placed on a
waiting list and in the meanwhile provided with care in kind. The client was
initially awarded the full amount of Personal Budget but a broker system has
been established to circumvent fraud and only a small amount is now paid
directly to the client.

The-client must now also sign up as a member of the Social Insurance Bank
(Sociale Verzekeringsbank) when awarded Personal Budget. The bank takes care
of administrative issues such as taxation and pays the premiums to the care
provider for the Personal Budget holder. Contact with care providers is through
intermediate offices which hold files of private care workers and who act as
intermediaties for a fee, but the Personal Budget recipient is the one employer
of the care worker (Ibid).
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In the first year, around 2,000 people applied for the Personal Budget and 75%
of applications were granted; with this figure rising to 6,000 by the end of 1996.
By the end of 1998, 7,500 persons receive a Personal Budget (Weekers, 1998).
However, it is not known how many of these are older people. If there are many
applications for the allowance, a client may only receive the allowance for a part
of the year and the rest of the year receive care in kind instead. Around half the
budget holders were given the allowance to purchase domestic help, 20% to
purchase personal care and 30% to buy nursing help. The services were mainly
purchased from a private provider (40%) or from one of the regular care
organisations (34%) while 12% used the allowance for informal care. In the initial
phase after the introduction of the allowance, the budget holder was free to
decide how to spend the full amount. Most (89%) used the allowance to buy
assistance and care, but 1% spent the allowance in other ways and the rest
spent the money on care as well as in other ways (Ibid).

With the establishment of the broker function only a fixed amount of NLG 2,400
per year may be freely spent. The maximum amount awarded is determined by
the multiplication of the assessed hours for care and the tariffs for different home
care sectors. In 1998, these are NLG 70 per hour for home nursing, NLG 37.50-
55 per hour for home help and NLG 25 for Alpha help. The average amount
granted is NLG 1,440 per month. The budget holder must pay a fee as would be
the case for care in kind and this is often deducted from the allowance. The
average fee is NLG 1,700 per year and is calculated using the same rules as for
home help (Ibid).

6.7.6. Auxiliary care

Local authorities are responsible for auxiliary care provided under the so-called
Additional Services Policy, often through subsidies to the Foundations on Welfare
of the Elderly. These Foundations take care of organising fr example meals-on-
wheels, alarm systems, day centres, support for informal care givers, etc.
Foundations often co-operate with the local residential homes, who can provide
the kitchen for cooking the meals or a central receiving-station for the alarm
system. Older people may be asked to pay a fee for the use of services. These
services are open for people living in the neighbourhood, too (Kwekkeboom,
1998).

Meals-on-wheels (Maaltijdverstrekking)

Most local authorities thus have a scheme for meals-on-wheels, often run from
nursing homes or residential homes. In 1996, more than 100,000 older people
(6%) living in their own home used meals-on-wheels. 2/3 had the meal delivered
to their own home, while 1/3 had lunch at a residential or nursing home or day



centre. Most of those who had meals-on-wheels used the service daily while
those who lunched at a care home or community centre usually oly had lunch
there a few times a week. The average cost of a meal is rather high, at NLG 8,6
or 9.3% of an average monthly net household income (Timmermans, 1996).

Day centre (Dienstencentra)

Day centres are also part of the auxiliary services where older people can meet,
the purpose being to encourage self-reliance and social integration of older
people in the community. Centres are often located in nursing homes or
residential homes and provide various activities such as outings, social activities,
creative work, etc. Older people are provided with transport to the centre, and
services normally also include supervision and counselling of family members,
neighbours and others. By 1990, there were 340 centres with 1,794 places; less
than 1% of those aged 65+ made use of these (Baar et al., 1993). Co-payment
for participating in activities in day centres is NLG 2,50 per hour plus an income
related fee.

Short-term stay (Dagbehandeling)

Short-term stay is a recently introduced service available in nursing homes. Short-
term stays serve as temporary admission in case the partner falls ill, after a
hospital admission or as respite care (Schrijvers et al., 1996). By 1996, most
nursing homes provided day care, with 4,108 places available. A short-term stay
in a residential or nursing home costs NLG 210 monthly (CBS; 1997). The service
may come under the AWBZ in 2001 when the residential homes are transferred
to the AWBZ (Kwekkeboom, 1998).

Transport (Aangepast vervoer)

Equally important for older people who live alone is help with transportation to
their GP, the day centre or to visit the family. Since 1994, local authorities have
been responsible for arranging transportation services under the Act on Services
for Disabled people, often provided in cooperation with one of the Foundations.
In the same year, transport services were provided in over 150,000 cases. Half
of the individual services were for those aged 65+ and 2/3 of the special
collective transport service was provided to older people. Reimbursement for taxi
fares and to relatives who provide transport is also available, and 4% of older
people used these (Timmermans, 1997).
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6.7.8. Institutional care

Nursing homes and residential homes (Verpleeghuizen and Verzorgings-
huizen)

Institutional care has traditionally been divided into two categories, nursing homes
and residential homes, according to the facilities and care provided. Nursing
homes were originally seen as a less costly alternative to hospital care, by
providing long-term intensive care for older people with high levels of need,
whereas residential homes mainly provided accommodation and some services.
However, since 1977, when national admission and selection criteria were
introduced, only high-need older people are admitted to residential homes also.
With admission criteria getting more strict, the old distinction between the two
forms of institutional care is therefore becoming blurred. Residents in both kinds
of homes are getting older and their needs and requirements are becoming more
similar (Pijl, 1993). With the policy to substitute institutional for domiciliary care,
the homes have also gained a new role and most provide more flexible forms of
services today, such as night admission, weekend and short-term stays, crisis
intervention and consultative services from the nursing home physician (Kerkstra,
1996).

Admission to the homes primarily depends on the individual need for care and
medical attention. The same referral body that deals with requests for home help,
the regional assesment team, assess the need for institutional care. The team
consists of representatives from the insurers and a representative of the old
including a watchdog position filled out by a GP. As is the case for home help
assessment, there is no formal referral needed and the older person or the family
can themselves initiate the first contact to referral team; or they can make contact
through the GP, the hospital or nursing home. A home visit may be included in
the assessment if this is part of local policy. If the older person is considered in
need for institutional care a place is allocated when available. Older people may
use homes which are not in the neighbourhood of where they live but instead
move into a home nearer their family. Partners can also be admitted to the home
without needing care themselves - if a place is available and for payment of the
full costs as the AWBZ does not cover costs unless there is a care need
established.

The Netherlands have had a reputedly high proportion of older people in
institutional care since the 1960s, and especially within residential care where
practically anyone who applied was admitted. Since 1977, however, a 7% norm
has applied to the institutional care, meaning that the number of places must not
amount to more than 7% of the number of older people in the area.



For the residential homes, the stricter admission criteria and a less positive image
of the homes have evoked a decrease in the number of residents. In 1982, there
were 8 places per 100 people 65+ in residential homes and this has been falling
ever since; by 1996, the number had dropped to 5.5 per 100 people (Table 6.6).
Since the residential homes became part of the AWBZ in 1993, the policy has
been to convert 60% of these homes into nursing homes while the rest should
function as care and accommodation complexes where occupants should live
independently and be provided with home help, meals and transport like other
older people living on their own (Timmermans, 1997).

With the convertion of residential homes, the capacity for older people requiring
nursing care has on the other hand increased. The capacity in beds and the
number of homes increased sharply from the 1970s to the 1980s, mainly as a
result of the encouragement of institutional psycho-geriatric care by the central
government. In 1982, there were 46,500 beds available, or beds for 2.8 per 100
older people 65+. In 1996, the number of beds had risen by 13,000, but as the
number of older people has increased the same proportion of 65+ are accommo-
dating in nursing homes today (Table 6.7). Residents may require long-term care
(50% of residents), or may predominantly use rehabilitative services (40%), while
fewer suffer mainly from terminal illness (5%) or require special services such as
physical therapy (5%). Most of the homes provide separate wards for combined
needs of somatic and psycho-geriatric nature, and vary greatly in size, from
caring for 5 persons to 522 older persons (Meijer, 1998). Generally, however, the
intake of residents in nursing homes is increasing, the average permitted number
of beds rose by 22% from 1982-1996.

Because of the fall in residential places, the total number of older people in
institutional care has, however, fallen in absolute terms, from 179,600 older
people accommodated either in residential or nursing homes in 1982 to 169,500
in 1995, With a larger older population, the number of older people waiting for a
place has increased, by 1996, 7,310 persons were waiting to be admitted.
Average waiting period differs according to the need for care; psycho-geriatric
patients thus had to wait 15.5 weeks while somatic patients on average waited
5 weeks (Meijer, 1998).

The residents in nursing and residential homes have changed in age composition
also; fewer of those aged 65-79 years are admitted, 5% of this age group in 1980
compared to 3% in 1995. Average age is for men 76.5 years and for women 82.1
years (Meijer, 1998). As the average age of residents increases, the proportion
of women among the residents has gone up from 67% of residents in 1980 to
79% in 1995 since women live longer (Timmermans, 1997).



Table 6.7.
Institutional care, number and per cent of recipients (65+) and staff (FTE) per 100 resident, 1982-1996.

Year Number of residents (65+) % Staff ratio
Residential homes Nursing homes Residential Nursing homes  Residential homes Nursing homes
homes

1982 133,092 46,600 7.98 2.79 38.85 104.99
1983 133,350 47,300 7.90 2.80 39.13 108.12
1984 132,562 46,300 7.76 2.71 39.06 113.47
1985 136,238 48,173 7.88 2.78 38.64 11.11
1986 . 48,649 . 2.72 . 110.75
1987 . 48,526 . 2.66 - 115.47
1988 135,119 49,292 727 265 39.43 114.85
1989 130,406 49,177 6.95 262 40.86 117.24
1990 129,379 49,801 6.74 2.59 41.32 117.14
1991 127,886 50,590 6.61 2.62 4211 117.99
1992 126,386 51,636 6.45 2.63 42.69 118.66
1993 123,569 52,460 6.22 264 41.99 118.99
1994 120,606 53,539 6.01 267 41.85 117.27
1995 117,035 54,020 5.76 2.66 45.33 119.45
1996 112,581 56,930 5.46 2.76 46.63

Source: CBS: Statistiek van de bejaardenoorden (annual publication). CBS: Vademecum gezondheidsstatistiek Nederland (annual
publication). CBS: Intramurale gezondheidszorg (annual publication).

Provision Most of the nursing homes are run by non-profit associations divided along the
lines of the pillarisation principle with 5% owned and run by municipalities. 40%
of the residential homes are owned by housing corporations, also non-profit.
Private for-profit provision has until so far not gained ground; recently, however,
a for-profit nursing home was set up.

Fees For a number of years, there has been a financial incentive for an older person
to wait until he/she needed care of a more medical kind in a nursing home where
fees were lower. The transfer of the residential homes to the AWBZ has changed
this and fees for nursing homes and residential homes will be harmonized. The
previous capital assessment for residence in residential homes has been
abolished accordingly.



Standard

Nursing homes are principally covered by the AWBZ, but in the early 1980s fees
were introduced, most costs are, however, still covered by the insurance. In
residential homes, residents are, until the transfer to the AWBZ in 2001,
individually responsible for the payment of services. The residents in residential
homes thus pay a fixed portion of costs and a means-tested portion. As for the
means-tested part, older people with incomes lower than the fees charged have
to pay their entire income except for a sum of NLG 400 monthly which can be
spent as pocket money. The local authority will make up the difference from
social assistance. Any private savings of over NLG 10,000 must be spent before
the local authority can top up the fees. Around 90% of older people need the
local authority to supplement their fees. The means-tested fee must not.exceed
NLG 2,200 for an unmarried person and 1,100 for a married person per month.
The fixed portion is NLG 210 for an unmarried resident and NLG 105 for a
married resident per month. The average fee is NLG 900 per month and people
are on average left with NLG 1,255 per month to spend on themselves (Timmer-
mans, 1997). In 1996, total fees made up 24.3% of total expenditure, 10.5% in
nursing homes and 38.8% in residential homes; this, however, includes contribu-
tions for day care activities (Ministry of Health, Welfare and Sport, 1998 and own
calculations).

Although homes must comply with the operating regulations set down by the
Ministry of Housing, Special Planning and Environment, the provinces and the
four major cities are free to set their own regulations.

Standards of residential homes were previously relatively high, which is reflected
in the fact that even healthy older people moved in during the 1970s. However,
very little modernization of homes has taken place since and some are therefore
somewhat outdated today. Most homes do, however, provide a variety of facilities
and residents very seldom have to share rooms with non-relatives. 72% of
residents have one room available, and 27% have two, 88% have cooking
facilities and 18% a regular kitchen. 88% have telephone in residence rooms and
98% have an alarm system (Timmermans, 1997).

In nursing homes, facilities are less evident; one in five have their own room while
one in four (27%) of the residents share a room with one other person, one in
three (35%) share with 2-3 people and another one in five (19%) with 4 or more
people. 7% of residents have their own telephone, and 96% are connected to an
alarm system (Ibid). Although fewer older people today see residential homes as
an alternative to independent living, the preferences for these homes reflect
differences in standards; 48% of those aged 75 preferred to move into a
residential home while only 21% preferred to live in a nursing home (Ibid). Homes



Regulation

are, however, increasingly directed towards frail elderly people and residential
homes in particular are no longer intended for older people who are able to take
care of themselves in their own homes. Because of long waiting lists, residential
homes in fact take care of a number of people would should be cared for in a
nursing home.

Although the homes increasingly serve the same category of residents, staff
ratios in nursing homes reflect the focus on medical needs. By 1995, there were
64,529 FTE employees working in nursing homes which corresponds to staff of
119 per 100 residents. From the rate of staff which has increased from 39 per
100 residents in 1982 to 47 per 100 residents in 1996, or 52,491 FTE (CBS,
1997) (Table 6.7), it is clear that the residents’ need for care has become more
intensive in the residential homes. Beyond the nursing home physicians, staff in
nursing homes mainly consist of level A nurses, with general nursing education,
and level B, with a two-year specific nursing training. Sometimes untrained
nurses’ aides are called in, especially in periods of insufficient staff-levels, which
are occurring more often due to insufficient financial means. In addition,
volunteers often provide social care and arrange activities (Meijer, 1998).

Homes are inspected by provincial Home-for-the-Elderly Inspectorates who
supervise the standards. This is organised by the AWBZ. The inspectors are
intended to work together with the Health Care Inspectorate and to pass on
monitoring to them by 2002 at the latest. All homes must be registered.

6.7.9. Housing for older people

Construction of special housing for older people began at a relatively late stage.
Most of housing is therefore relatively new but already makes up 4% of total
housing stock. Around 11% of older people thus live in some form of adapted
dwelling. Especially the number of sheltered housing (Aanleunwoningen) has
increased lately. These are often established in conjunction with a nursing or
residential home and are intended for self-reliant older people who have access
to the facilities and services provided by the home. The introduction of a subsidy
scheme which enables the nursing homes to provide care for older people living
independently has helped the furthering of such care provision. Several hundreds
of local neigbourhood projects have been initiated and many thousands of older
people use the scheme. While most older people live in independent housing
(66%), sheltered housing thus make up 15% of the housing stock for older
people, with 48,194 dwellings (Timmermans, 1997).

Service flats (Woon-zorgcomplexen) make up 11% of the housing stock. These
are either rented or purchased dwellings, with domestic help for example from a



warden and access to communal facilities. Often the standard is quite luxurious
and give residents access to a common garden, a restaurant, a common room,
efc.

Most housing for the old is provided by non-profit housing associations which are
under license from the central government. However, the government has started
selling of municipal housing but so far, the profit-making sector is only little
involved in housing for the old (Tester, 1996).

6.7.10. Support for informal care

Leave for care of a sick relative/Emergency leave (Calamiteitenverlof)
There is no statutory scheme for leave for care of a sick relative but this form of
leave is beginning to appear in collective agreements. The introduction of the
emergency leave may, however, also allow carers to take shorter breaks from
work. The emergency leave does neither entitle the employee to any specific
amount of days off nor wage compensation; this must be negotiated with the
employer. In some collective agreements, employees receive their normal wage
during the emergency leave. The use of the leave is not registered but normally
between 2-3% of employees use the leave during the year.

Career leave (Loopbaanonderbreking)

Also the introduction of the career leave of 2-6 months gives employees the
possibility to take a leave for educational or caring reasons. The benefit is related
to last earnings but makes up a maximum of NLG 960 a month which is lower
than the national assistance of NLG 1,200 monthly. The benefit is taxable but
exempt of social security premiums and is paid out of the unemployment fund,
as part of job stimulative measure and government subsidies.

6.8.
Development and changes 1982-1996

Dutch provision of services shows a steady expansion since the early 1980s,
reflecting the development of the public welfare provision which has taken place
later in the Netherlands than in the other six countries.

The Netherlands experienced fiscal problems in the early 1980s and mainly
responded by cutting benefits, tighten eligibility criteria and introduce cost-
containment especially in the provision for older people. Here, the rising costs for
health care in particular led to the introduction of restricted budgets and efficiency
improvements. The home help services alone were cut by NLG 23 min 1994, in
the same year fees increased for most recipients. A cheaper service for the



provision of cleaning was introduced, the Alpha help, and measures were taken
to stimulate competition between providers. At the same time, long-term care and
domiciliary care services are now part of the health insurance AWBZ, partly to
avoid poverty problems among older people. Also in the Netherlands, home help
is now targeted on the very frail, and in particular those who live alone and
cannot rely on family members or spouse. The number of recipients of home help
has, however, increased (Figure 6.13) and by 1996, 9.5% of the 65+ received
home help. The number of older people residing in institutional care homes has
traditionally been very high in the Netherlands, and although the de-institutionali-
sation policies has led to a reduction in the number of residents in residential
homes, the number of older people living in nursing homes has in fact increased
slightly. Another expansion of services is the number of people using meals-on-
wheels.

Figure 6.13.
Development in the number of recipients and residents of the main social care benefits
for older people (65+), 1982-1996.
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CBS: Statistiek van de bejaardenoorden (annual publication).
CBS: Vademecum gezondheidsstatistiek Nederland (annual publication).
CBS: Intramurale gezondheidszorg (annuai publication).

Expansion is also the main word characterising the development within day care
services for children (Figure 6.14). The Stimulative Measure has lead to an




expansion in all forms of day care, in particular the day care centres. Of the 0-4-
year-olds children, as many as 6.5% are now in a day care centre; in 1982, the
proportion was less than 1% in comparison. Playgroup provision has increased
also, and although provision is part-time, the playgroups cover a great proportion
of the need for day care. Characteristic for both forms of day care is that children
mainly attend 2-3 days a week, whereas they stay at home with one of the
parents the other days. The number of day care centres run by employers has
increased also, as has the number of places sponsored by employers which now
totals 47% of all places. At the same time, parents’ leave rights have improved,
in both length of leave and in compensation rates. For the 4-year-olds in
particular, most are cared for in the nursery education in the primary school;
nearly all 4 year olds attend nursery education. This form for day care is free,
whereas parental fees in day care centres are very high.

Figure 6.14.
Development in the number of enrolled children (aged 0-4) of the main social care
benefits for children, 1982-1996.
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Box 6.2.
Utrecht, the Netherlands

1. Introduction

Utrecht is situated east of the Hague and is a historical city which roots back to 48 AD, when the first settiement took place.
Utrecht is the fourth biggest city of the Netherlands with its 23,3951 inhabitants. In 1997, the number of children aged 0-4
made up 5.8% (13,454) of the total population in Utrecht, whereas the number of older people aged 75 and above
constitutes 16.5% (14,077).

The City Council of Utrecht has 45 members who are elected for a period of four years. The mayor, together with eight
Aldermen have the responsibility of executing, coordinating and oversee the decisions taken by the City Council. In March
1998, a Social Democratic majority was reelected in Utrecht.

2. Children

The financing of child care and the care for older people differs, as the municipality is far more involved in child care.
Financing of child care is principally divided between parents, the municipality and enterprises, where each party pays
approximately 1/3. In 1995, the budget for day care for children was NLG 10.5 m.

In general, there are three types of child care in Utrecht; playgroups, child care centres and family day carers. Additionally,
Utrecht has started a pilot project, where the family day carers take care of children in the homes of the children and provide
additional services, such as shopping, etc. It is not compulsory for the different child care providers to be registered, but the
municipality and the organisations mediating day care for employers only make use of the registered child care institutions,
which reduce the scope of non-registered institutions.

The child care is more coordinated than the care for older people, however, there are still features of a fragmented system,
and often more than one non-profit organisation is involved in the provision of child care. In general, the municipality (the
district in practice) or a non-profit organisation provide day care. The municipality provides 40% of child care places and 60%
of the child care places are provided by non-profit organisations. Some of the places provided by an organisation are paid by
the municipality, while the municipality sometimes contracts the organisations to provide day care places.

A child care place has a fixed price of NLG 19,500 which is the standard price when selling and buying child care places.
Parental fees are income related.

Visit to the child care institution “De Kikker”

De Kikker is situated in the periphery of Utrecht, near the University. The child care centre originally belonged to the
University, but the private, non-profit organisation, SKOBI, now owns and runs the child care centre. De Kikker is situated in
an old farm, which has been restored and expanded. There is a nice green lawn in front of the building with climbing frames
and sandpits. The children have free access and view to the lawn through big glass doors.

De Kikker provides day care for 84 children, and 45 places are bought by the University for scientific personnel, students
and single parents. Children are in the age group ranging from two months to four years. Most children only use the
institution for three days per week. There are 20 staff members working at De Kikker.

Each room in De Kikker is quite large, around 80 square metres, with a bathroom, a sleeping room with bunk beds and a tea
kitchen connected. The rooms are light and there is a lot of space available for the children to play.




3. Older people

The municipality is no longer involved in the care for elder care services, as the AWBZ has taken over the financing of all
care for older people. The provision is going to be centralised in a few big organisations and the financing will be regulated
by one fund - the AWBZ. Financing of care for older people is therefore mainly financed by the ABWZ plus co-payment from
the user. The total care budget in Utrecht Province for older people 75+ was NLG 651 m in 1998.

Although the role of the municipality is thus limited, an attempt is made to fulfil the need for institutional care while waiting
lists for home help are more acceptable. At the same time, political measures emphasise that older people stay in their own
homes as long as possible. Traditionally, institutional care has been divided into residential and nursing homes. Residential
homes are now, as in the rest of the Netherlands, adapted to meet the needs for the very frail also. With the de-
institutionalisation policy more pressure is currently on provision of domestic care and help in the older persons' own homes.
Older people may also get a choice between the Personal Budget and services in kind; only 94 persons in Utrecht and its
surroundings receive the Personal Budget.

The organisation of services is decentralised in eight districts (Wijken). General policy is to strengthen the independence of
the districts, although econemic responsibility still is placed at the central level of the municipality. Districts are amongst other
in charge of assessment of local needs.

Services like nursing homes and residential homes are organised within the AWBZ and the different organisations that
provide the services are mainly non-profit organisations and have no connection to the municipality. Informal care also plays
a considerable part in the provision of elder care.

The involvement of the municipality in the elder care is restricted to the provision of centres where older people can
participate in different social activities. Centres also arrange delivery of meals on wheels, alarm systems and organise the
provision of domiciliary care.

Visit to the elder care organisations KABU

KABU is a Catholic, non-profit organisation, a so-called Stichtung. The organisation has a capacity of 565 places in three
nursing homes and 770 places in residential homes, however, by the year 2000 this capacity will be differently divided. The
organisation will have a capacity of 410 nursing home places and the remaining places will be divided into residential and
nursing care.

The administration of KABU is placed at the Titus Brandsma institution, which is situated in an old building from the 1970s.
The institution houses 90 separate, sheltered apartments and a residential home with 235 beds. The sheltered apartments
are for people who prefer to live in a safe environment, but not necessarily need help. A typical apartment consists of two or
three rooms and the older person pay approximately NLG 700 per month. The residential home is for older people who have
a more profound need for care. Here, rooms typically consist of 20m? single rooms with a toilet and a tea kitchen.

The average age in the residential home is quite high - 86-87 years old, as no.new residents have moved in for.a long time.
The building is going to be torn down in few years. The staff rate is 1:2,5. The institution is typical for the outdated residential
homes in being very big and reminding of a hospital. In the basement, a day centre is situated. This is run by another pro-
vider organisation, however, the residents of Titus Brandsma can use the day centre if they are interested.
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CHAPTER 7

England

Box 7.1.
General characteristics of England”

* The nearly 49 million people in England inhabit a land mass of 130,500 square kilometres. Around one third of the
population lives in metropolitan areas. The country is divided into 171 local authorities with no regional tier of
government. Around 3.3 mill in the whole UK or 6% of population belong to an ethnic minority group, mainly of
Indian origin.

» Service industries provide the bulk of employment,. 70.5%. One quarter (27.5%) of the labour force is engaged in
production industries, and 2% in agriculture, fishing and mining industries. The UK unemployment rate was 8.2% in
1896, with a higher rate for men (9.7%) than for women (6.3%).

» Social expenditure accounts for 28.1% of GDP. Social services are financed through specific central government
grants, municipal income revenue and client fees.

* Pensionable age is 65 years for men and 60 years for women. Entitiement to a full basic retirement pension
depends on contributions having been made to the National Insurance scheme, but virtually all older people
receive the basic retirement pension, of £61.15 a week. An Average Production Worker (APW) income for single
pensioners with maximum coverage retiring at the age of 65 years is £6,602 yearly and £10,673 yearly for a
pensioner couple. An AWP income for a family with two children would amount to £19,152 when including family
allowances.

* In England, 16% of the population are aged over 65. The ageing of the population represents a threefold increase
since the beginning of the century. But this growth has now slowed and the proportion of older people in the total
population in the next 10 years is expected to remain at the same level as today. Life expectancy has increased
from 68.1 years for men in 1960 to 74.2 and from 74.0 for women to 79.4 today. England experienced the same
babyboom in the 1960s as other European countries, with nearly 3 children born per woman. Today, the fertility
rate is among the lowest in Europe, 1.7, with children aged 1 to 4 years constituting 6.41% of the population.

1) As social services in Great Britain are organised in three regional areas, covering
England, Scotland and Wales, this study focuses on England only. English data
have been used when available, although for some areas only figures from the
UK or Great Britain have been available.



7.1.
Introduction

Social services in England, or personal social services as they are usually called,
have been through major changes in recent years which have affected both care
services for older people and day care for children. Traditionally, public support
for parents with children has been low due to the general view that young
children are better cared for in the family — except during war times when women
were needed in the labour market. Public day care for young children is therefore
provided exclusively for families in need, whereas pre-school arrangements are
made within the educational system on a universal basis for children from the age
of three. Many women therefore choose to work part-time or leave the labour
market for shorter or longer spells when they have children. Parents of children
aged 4 years have, however, recently been guaranteed a place for their pre-
school child in the education system. Public support for older people has mainly
been provided in their own homes under the auspices of community care. The
changes in social services have not affected this — but have led to the former
dominance of public services being replaced by a mixed welfare approach of
services increasingly provided by the independent sector, i.e. the voluntary and
the for-profit making private sector. At the same time, much attention has focus-
sed on the informal sector, and the potential economic value it holds. Care in the
community, or as it is sometimes re-phrased, care by the community, has for
many years been regarded as the optimal care solution for older people. Welfare
schemes supporting informal carers has increased in number, both in terms of
financial support and practical assistance, although in volume these are still
marginal. The traditional source of informal care, women outside the labour
market, is however becoming depleted as more and more women take up paid
work.

7.2.
A history of care

The legacy of the several political thinkers who have formed the British welfare
state is still apparent in the structure of the social system today. Scholars like the

From poor laws
fo pension rights

Webbs, Titmuss, Marshall and Beveridge to name but a few, have all been influ-
ential in propounding the ideas of universalism and public intervention, which
have underlined the delivery of social services for older people and children, at
least up until the end of the 1970s.

The first main public response to the need for support and care is, however,
found in the Poor Law of 1834. This Act confirmed the public obligation to provide
for the poor, the older people and the disabled, which had already been



The war years

established in the 17th century Elizabethan poor laws. Under the old laws,
parishes were obliged to provide accommodation in work houses for those unable
to look after themselves. However, the industrial revolution and the subsequent
urbanization had contributed to the erosion of traditional family networks, and the
existing support arrangements soon proved insufficient. Under the 1834 poor law,
"deserving’ older people who could no longer support themselves could receive
outdoor relief, a cash benefit allowing them to remain in their own homes,
whereas the so-called 'undeserving’ poor were still to be provided for in work
houses under harsh conditions.

The concentration of work in factories and the rise in the number of women
working outside the home also led to public concern about how children were
cared for in the meantime. As a response, the first day nursery was set up in
1850 by a charitable organization. In the same year, the Education Act of 1850
established an obligation on the parishes to organize elementary schools, where
children aged 2-5 years could attend for a number of hours during the day. By
1900, 43% of 3 year olds were attending an elementary school. Only a few years
later, however, a general change in attitude as to how young children should be
cared for meant an end to public funding for these schools and the number of
young children in the school system subsequently dropped to around 17% (Co-
hen, 1988). For older people, the first Old Age Pension Act in 1908 reinforced the
idea that able bodied older people should remain in their own homes. The
pension was, however, only available to citizens who had not previously been
supported under the poor law. Outdoor relief and work houses under the poor law
therefore remained the last resort for a number of older people in the years to
come (OECD, 1996).

Experience of two world wars and the great depression changed the general view
of welfare underlining the need for universal public intervention. The number of
women in paid employment grew during both wars and this again made it
imperative to provide day care for young children. In 1918, local authorities were
empowered by law both to provide day nurseries and assist voluntary organiza-
tions in setting up day nurseries. Nurseries for munition workers were specially
supported, with up to 75% of expenditure paid by central government. But the
real expansion in the number of day nurseries took place during WWII, when the
number of nurseries grew from 14 to 1,345 in just three years, providing for over
62,000 children in public day nurseries or three times as many as today (Cohen,
1988).

Major changes during the war years included the publication of the Beveridge
Commission Report in 1942. The Commission set out the basic plan for a



Calling in informal resources

Revival of the private
responsibility for caring
for the children

national cash benefit system which has more or less survived until today,
providing minimum, means-tested benefits ‘from the cradle to the grave'. The
principles were incorporated amongst others in the 1948 National Assistance Act.
Here, the newly established National Health Service System (NHS) was obliged
to provide for older people needing medical care, with local authorities providing
residential homes for frail older people without private means. In many cases,
local authorities continued using the old work houses for residential care and this
contributed to the deterrent perception of public old age support. In 1948, local
authorities were given powers to provide domiciliary care for older people and
although provision was initially scarce and mainly arranged through the voluntary
sector, the notion of care in the community slowly came to shape the 1950s
policies for the older people. It was, however, not until 1962 that local authorities
were permitted to provide meal services, and an obligation to provide home help
for frail older people was not established until 1968 (Parker, 1995).

In 1971, Attendance Allowance was introduced for people who were dependant
on care in the home to pay for care services. This was followed by the intro-
duction of Invalid Care Allowance in 1975 for carers who were unable to take up
paid work due to caring obligations. During these years, informal care from the
family, relatives and friends more and more came to be recognized as an
important source of care. The notion of community care became more generally
accepted and from being a policy which mainly aimed at de-institutionalisation,
community care increasingly came to mean care by the community:

"Whatever level of public expenditure proves practicable, and however it is
distributed, the primary sources of support and care are informal and voluntary.
These spring from the personal ties of kinship, friendship and neighbourhood.
They are irreplaceable. It is the role of public authorities to sustain and, where
necessary, develop - but never to displace — such support and care. Care in the
community must increasingly mean care by the community".

(Department of Health and Social Security, 1981, quoted in Finch, 1992.)

The previously institution-based care for children also changed during these
years. At the end of the war, there was no longer the same need for female
labour and dismantling of the nurseries began, supported by popular theories that
younger children were at risk of severe psychological damage if they were not
cared for by their mother at home. Instead, the Education Act of 1944 obliged
local authorities to provide nursery education for 3 and 4 year olds on a part-time
basis. The private provision of family day care expanded as a consequence of
the closure of the day nurseries, and in 1948 registration and regulation of private
nurseries and family day carers were introduced. By the mid-1960s, the previous
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massive provision of public day nurseries had been cut down to only a third of
before. Underlining the changing concept of public responsibility for children's day
care, the Plowden report in 1967 re-established the idea that nursery education
should only be part-time in order not to separate children from their mothers for
longer periods. A year later, a decisive health circular established that day care
was principally a private responsibility by recommending that nursery education
was to be provided mainly on social grounds and for those single parents who
had no option other than to work (Cohen, 1988).

During the 1970s, the social services were also influenced by several structural
changes which included administrative reorganisation as well as economic
constraints. The administrative changes concemned a major re-organization of
local authorities. This promoted a more unified administrative process; firstly in
1970 by the creation of independent Social Service Departments which gathered
the previously fragmented social services in one department. Following this, the
Local Government Act in 1972 abolished the country boroughs and reduced the
number of administrative units.

A turning point in general for the expansion of public welfare was the 1974 oil
crisis which created, as in most other Western European countries, an impetus
for evaluating welfare provision and rising levels of expenditure. Fuelled by the
Conservative victory in 1979, the new-right criticism of public monopolization of
welfare led to severe restrictions on local authority welfare spending, and from
then on efforts were made to strengthen the role of the private and voluntary sec-
tors and of informal care. Firstly, care provided by family members was ide-
ologically supported through various programs, such as the 'Helping the Com-
munity to Care' (Walker, 1993). The second element was financing for the use
of private residential and nursing homes by older people through the social
security system. This led to a dramatic increase in the number of people in care
in private residential and nursing homes and created what was later termed ‘a
perverse effect' in a public investigation report as it facilitated open-ended funding
of residential care and thus worked against the policy of community care. This re-
port, published in 1988 by the Griffith commission, recommended firstly, that
purchasing and provision of services should be split; secondly, the introduction
of local care managers who would be responsible for the assessment of need,
co-ordination of services and allocation of funding; and thirdly, that local authori-
ties should in general be given much more control over the allocation of funding.

Except for the latter, the ideas came to be embodied in the 1989 White Paper
'Caring for People - Community Care in the Next Decade and Beyond' (Challis
& Traske, 1994). The government now expected local authorities to move social
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services away from a supply-led to a needs-led system and to make use of
services from voluntary and private providers, insofar as this represented a cost-
effective choice. The role of the local authorities should change from being
providers to being ‘enablers'. Recognizing the importance of informal care, the
White Paper recommended that carers should receive more support and that
domiciliary care was strengthened. With the subsequent NHS and Community
Care Act in 1990, the changes meant that funding for domiciliary and residential
services was placed entirely with local authorities, whereas before the NHS was
partly responsible. In 1993, a joint health and social services development
programme completed the transition of responsibility for funding of community
care to local authorities. With this, local authorities were required to improve
collaboration with health and housing authorities and to increase involvement of
service users. The latter group now increasingly includes carers, as the burden
of care has for long been documented as being both physically and financially
heavy for large numbers of informal carers. The recognition of carers has
culminated in the 1996 Carers (Recognition and Services) Act which entitles
carers to an assessment of their own need when the person they care for is
assessed.

Compared to the major amendments within community care, day care for children
has been less exposed to changes during the 1980s. Innovations include
strengthening of private financing of benefits with the 1989 introduction of an
employer financed Statutory Maternity Pay, and an expansion in the number of
play groups for pre-school children — offering provision on one or two days a
week for children accompanied by a parent. However, the overall strategy of pro-
viding day nurseries only for children with social or health problems has con-
tinued, and the 1989 Children Act mainly re-established local authorities’ duty to
provide services within the welfare system for children in need, and strengthened
the regulatory role of the local authorities.

Yet, the 1990s saw an incipient opening for the provision of day care on a more
universal basis, although within the educational system. During her years in
opposition, Margaret Thatcher had been one of those in favour of provision of
nursery education free for charge to all 3 and 4 year olds. In 1994, her succes-
sor, John Major could announce the introduction of pre-school vouchers for
nursery education for all 4-year-olds to be implemented in 1997. Parents would
be entitled to a £1,000 yearly voucher, exchangeable for 3 terms of education.
However, the change of government in 1997 meant an end to the experiment
with the voucher system. The new Labour government adhered to the criticism
that the voucher system was incapable of meeting the need for day care and
abolished the system. Instead, the new government has proposed to establish
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partnerships for reconciling work and family life. This new integration of work and
family is, however, also supposed to strengthen the role of the father, and en-
courages local educational authorities to engage in partnerships with the
voluntary and private sector in the planning of new pre-school places. As a
replacement for the voucher system, the government has announced that by
September 1998 all 4-year-olds will be guaranteed a place in infant schools or
primary schools, free of charge. This entitiement is to be expanded to 3-year-olds
in time. For the time being, 25 so-called early excellence centres will be
established as models of good practice for present and future providers. To give
lone parents an incentive to work, a New Deal for Lone Parents is also being
launched in July 1998, coming into operation from April 1998. Lone parents will
be helped by £200 m for childcare costs, and a special £25 m has been set aside
for lone parents with children aged under 5.

The outcome of the latest initiatives since the new Government took office is still
too early to predict. But the wide-ranging number of changes which the British
social service system has been through in the 1980s and 1990s has left a service
system which is geared to taking advantage of the mixed economy. Changes in
the managerial division of responsibility and the development of quasi-markets
has created a new culture of participation and relationship. Today, the private and
voluntary sectors no longer perform on the boundary of the welfare state but work
as an integrated part in service delivery, becoming more and more bound to local
authorities through contracts of delivery. Likewise, carers are seen as an
integrated part of community care. The joining of forces stretches to the
previously very separate social, educational and health services, where
collaboration and joint planning between different administrative and professional
departments is advocated in order to achieve what is termed 'seamless service'.
The latest re-organization of local authorities, which started in 1996, reflects the
wish to create more user-friendly services in decentralizing large departments into
smaller unitary authorities servicing smaller parts of the population. Again, servi-
ces for older people are more needs-led than before, which has subsequently
resulted in a targeting of resources for the worst off, and public day care for
children is still reserved for children in need. Individual responsibility for welfare
has been emphasized in the last 20 years - and again underlined by the new go-
verment. Parents are supposed to negotiate their rights to care leaves and
fringe benefits on the labour market, and during the previous government take-up
of private care insurances was often on the agenda. Shortly before the election
the then Health Secretary stressed that “the principal responsibility for meeting
the costs of social care has rightly rested with the individual since 1948. We are
determined to help people achieve this”. Whether the new government is likely
to take the same stand is for the future to tell. The new government has most



recently responded by publishing a Green Paper which underlines private
responsibility and also by establishing an advisory commission which is to look
into the problems of funding long-term care for older people in the future.

7.3.

Financing

7.3.1. Social expenditure

Overall, England has experienced a relative economic growth in the years from
the early 1980s. Except from a decrease of GDP in the early 1990s, the rate of
GDP has been positive and the growth rate was especially high in the'mid-1980s,
with figures around 4% growth every year (ONS, 1997). Unemployment has fallen
from a peak of nearly 3 million at the end of 1992 to slightly over 2 million or
around 8.2 % of the workforce. Social expenditure as a proportion of GDP in
1994 made up 28.1% in 1994 (Eurostat, 1996).

Expenditure on social services for children has increased similarly with GDP
increases, from a total amount of £129 m in 1983 for children's day care such as
day nurseries and play groups to £139 m in 1995 in fixed 1990 prices. The main
increase in costs has, however, taken place in nursery education. Here, costs
amounted to £494 m in 1982 compared to £1,121 min 1995 in 1990 fixed prices
(Figure 7.1). In all, current expenditure on social services and cash benefits for
children amounted to £2,056 m in 1995 in current prices of which 2/3s went to
nursery education and one fourth for maternity benefits, with day care making up
the remaining expenditure (Figure 7.2).

For older people, the majority of social expenditure in 1995 went towards the
cash benefits, to Income Support, mainly used to finance accommodation of older
people in for-profit-making residential care, and to Attendance Allowance.
Institutional care in all amounted to 16% of expenditure while domiciliary care
such as home help and day centres made up one tenth of expenditure (Figure
7.3). When these amounts are compared against the increase in GDP, the grea-
test increase in expenditure since the beginning of the 1980s is found within

institutional homes, which mainly cover the costs borne by local authorities for the
use of independent residential care. This amount has risen from £17 m in 1989
to £1,034 m in 1995 in 1990 fixed prices, or to neary twice as much as local
authority residential care. Costs for Income Support have also risen proportionally
more than other benefits, however dropping again since 1992 (Figure 7.4).

2) Figures from UK.



Figure 7.1.

Development of the net-expenditure as a percentage of GDP,

1983-1995.
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Source:

Note:

DoH: Personal Social services: Current and
capital expenditure in England 1995-96. Statisti-
cal bulletin 1997/16. DoH: Personal Social Servi-
ces: A Historical Profile of Reported Current and
Capital Expenditure 1983-84 to 1993-94 in
England. DSS: Social Security Statistics 1997.
DSS: The governments expenditure plans (annu-
al publication). DfEE (1998): Personal communi-
cation.

** Expenditures as share of GDP for United
Kingdom. * Gross expenditures as share of GDP.
Maternity pay: Sum of Statutory Matemity Pay
and Social Funds Maternity Payments. Net-
expenditure for nursery education is an estima-
tion based on average expenditures per pupil in
total primary education muiltiplied with the num-
ber of children in nursery education. The figures
for playgroups and family day care are too small
to be illustrated.

Figure 7.2
Division of the net-expenditures 1995. Main social services
and cash benefits for children (aged 0-4).
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Sources: DoH: Personal social services: Current and
capital expenditure in England 1995-96. Statisti-
cal bulletin 1997/16. DSS: Social Security Sta-
tistics 1997. DfEE (1998): Personal communica-
tion.

Note: * Gross expenditures for Great Britain. ** Data for
1993. Net-expenditure for nursery education is an
estimation based on average expenditures per
pupil in primary education multiplied with the
number of children in nursery education. Materni-
ty pay is the sum of Statutory Maternity Pay and
Maternity Allowance.



Figure 7.3.
Division of the net-expenditures 1995. Main social services
and cash benefits for older people (65+).
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Source:  DoH: Personal social services: Current and
capital expenditure in England 1995-96. Statisti-
cal bulletin 1997/16. DSS: Social Security Sta-
tistics 1997.

Note: * Data for 1994. Income support is only for older
people (65+).

Figure 7.4,

Development of the net-expenditure as a percentage of GDP,
1983-1995. Main social services and cash benefits for older
people (65+).
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Profile of Reported Current and Capital Expenditure
1983-84 to 1993-94 in England. DSS: Social Securi-
ty Statistics 1997. DSS: The governments expendi-
ture plans (annual publication).

Note: * Gross expenditures as share of GDP for United
Kingdom. Institutional homes is the sum of inde-
pendent nursing homes, independent and LA resi-
dential care homes.

7.3.2. Division of financial responsibility between state and local

authorities

The funding. of social services is divided between central-and local government,
whereas cash benefits such as the Maternity Pay, the Attendance Allowance and
Invalid Care Allowance are funded through the social insurance system to which
both employers and employees contribute (Table 7.1).

The main funding for social services comes from central government grants,
supplemented by local taxes. Local authorities have historically been free to set
the level of local taxes, a property tax known as the rates. But since the late



1970s, with the new cost-efficiency ethos, there has been an increasing conflict
over the levels of local spending and today, central government sets the spending
limit for each local authority. Due to demographic changes and the re-organiza-
tion of health and social services, spending on social services has, however,
been allowed to increase by a few percentage points every year and the new
Labour government has relaxed the revenue control slightly.

Table 7.1.
Sources of financing and gross expenditures (m GBP), 1996. Main social services and cash benefits for older people (aged 65+)
and children (aged 0-4).

Year |Gross expenditures| Sources of financing (%)
{m GBP)
State Local authorities Employers  Insured  Clients
Children (aged 0-4)
Statutory Maternity Pay* 1996 472
Maternity Allowance* 1996 34
Social Funds Maternity Pay{ 1996 22
ments*
LA day nurseries 1995 132 . 93.94 " .- 6.06
LA play groups 1985 36 . 97.75 . . 2.25
Family day care 1993 12 . 98.31 . - 1.69
Nursery education™ 1996 1,382 . 100.00
Older people (65+)

LA home help 1995 897 . 91.58 . . 8.42
LA meals-on-wheels 1995 89 . 57.30 . . 42.70
LA day centres 1995 149 . 93.96 . . 6.04
Independent nursing home 1995 566 . . . . 3145
LA residential care home 1995 818 28.73
Independent  residential carel 1995 672 . 62.05 . . 37.95
home
Attendance allowance* 1996 2,421
Income Support* 1996 3,739
Invalid Care Aliowance* 1995 617

Source: DoH: Personal social services: Current and capital expenditure in England 1995-96. Statistical bulletin 1997/16. DSS:
Social Security Statistics 1997. DfEE (1998): Personal communication.)

Note:  * Expenditures for Great Britain. ** Net-expenditures for United Kingdom. Net-expenditures for nursery education is an
estimation based on expenditures per pupil in primary education multiplied with the number of children in nursery
education. Invalid Care Allowance includes expenditures for younger disabled people.



Funding of social services from central government takes several forms: firstly,
there is a general Revenue Support Grant from the central government which is
calculated according to a standard spending assessment, taking into account the
demographic factors and local service policies. Secondly, specific central
government grants are set up to support particular services or functions, e.g. for
training of staff. Such grants represented around 1.6% of total Personal Social
Services expenditure in 1993. In regards to older people, a third funding form
comes from a new 4 year Special Transitional Grant for Community Care which
was introduced in 1993 as part of the changes in the community care system.
Local authorities are now responsible for funding the care costs of people on low
incomes in residential and nursing homes provided by the private and voluntary
sectors. Previously, this came under the centrally funded social security system
but was changed in order to create a local savings incentive. The sums involved
are substantial, £1,568 m in 1995/96. Payment is conditional in that 85% must
be spent in the independent sector and on local authorities working closely with
the NHS. The grant will be available until 1998 where after local authorities are
to finance community care themselves. Finally, funding of the expansion in early
years education for the coming years will come from the Revenue Support Grant
and a specific grant under the Nursery Education and Grant Maintained Schools
Act 1996. The latter is an annual £1,100 flat-rate payment for each child
attending five sessions of nursery education per week, and is given according to
provision. If provision is expanded, funding is likewise expanded.

Central government grants are supplemented by locally raised revenue from the
Council Tax which replaced the Poll Tax in 1993. Only around 15% of local
authority income comes from the Council Tax, the remainder is funded from the
above mentioned central government grants and from unified business rates.
Local authorities decide their own expenditure priorities but there are benchmarks
for local taxes set by the Department of Environment.

7.3.3. Employer and employee contributions

Public social services are wholly funded by central and local government,
whereas a number of care-related cash benefits are financed by employers and
employees. Employer contributions for care-related cash benefits mainly provide
funding of the Statutory Maternity Pay where employers are responsible for both
funding and payment. However, the amount is later reimbursed through reduced
payments to the PAYE payment and National Insurance Contributions (NIC). The
reimbursement rate is presently at 92% for large companies and 105,5% for small
companies. Employees also pay via contributions to the NIC. Payments are
income-related and increase with income.



Cash benefits which are non-contributory, i.e. not financed through contributions
from either employers or employees, such as Income Support, are financed from
money voted by Parliament from general taxation, which is paid into the so-called
Consolidated Fund.

7.3.4. User fees

Fees and charges for social services constitute the third important source of
funding besides central and local government funding. Local authorities are not
obliged to charge for the use of services and can decide whether and how to
treat users’ income and capital when calculating liability for charges. Local
authorities are, however, obliged to follow guidelines in not charging unreaso-
nable fees. Also, local authorities must review their charges if the user has
difficulties paying, and services must not be withdrawn in the event of non-
payment. Government guidelines also specify that there should be no service
charges for recipients of Income Support or other cash assistance benefits.

There are no national guidelines on what parents should pay for day nurseries
in the welfare system. Most children in public day care under the welfare system
are regarded as being in risk and fees are often waived. The revenue from fees
for day nurseries is therefore low, 6% of total expenditure in 1995 (Table 7.1).
Nursery schools and other services provided within the education system are free
of charge except for small amounts for meals whereas fees apply in reception
classes (Department of Health, 1996). In the private day care sector, fees are
relatively high.

Residents in residential or nursing homes pay according to income leaving an
amount for personal expenses. Older people without means in residential or
nursing homes are supported through the Income Support system or the local
authority and thus pay no fees. Fees paid by older people in institutional care
covered around 1/3 of total costs in 1995, whereas older people contributed 8.5%
of the total costs for home help and home care and 6% of costs for day care
centres. Fees were highest in meals-on-wheels where older people contributed
43% of total costs. In all, charges paid by older people for the use of services
covered 1/5 of total expenditure (Department of Health, 1996).

By law, children have no responsibility for older parents. But the Acts on provision
of nursing and residential home care allow the local authority to consider if help
is otherwise available. Whether this includes also the financial position of close
family members is less clear. But in some cases, family members are held liable
for the debt of an older person, e.g. where rent arrears accrue. Changes in the
Income Support scheme have also led to some pressure on family members.



Previously, Income Support could be used to fully fund a place in independent
sector homes. Today, in most cases older people themselves must pay more for
a place if they do not want to use the home provided by the local authority.
Family members can choose to top-up the amount which is offered by the local
authority and this may put pressure on the family if they cannot find a vacancy
within this amount (Age Concern, 1995).

7.3.5. Funding of voluntary and private for-profit service delivery

As a result of the changes in community care, voluntary organisations as well as
private for-profit organisations increasingly engage in contracts with local
authorities for delivery of services. Grants from central and local government
make up approximately 40% of voluntary sector incomes (Salamon and Anhesier,
1996). Many voluntary organisations have charitable status, which confers certain
tax advantages. Some voluntary and private for-profit services are also indirectly
financed through the social security system, e.g. people living in residential or
nursing homes provided by the voluntary and private sector may be receiving
Income Support which covers the costs. Contracts normally involve either block
grants where a fixed amount is set off every year for provision or spot purchase
where the transfer of money is related to a specific amount of services.

7.3.6. Private insurance

There has been some talk about the benefits of private insurances and several
enquiries have been conducted. The previous Conservative government proposed
to set up partnerships between the state and commercial insurance companies
but only around 10,000 long-term insurance policies were sold by 1995. The new
Labour government has not yet given their view on how to finance long-term care
in the future, but has recently responded by setting up a Royal Commission to
look into the matter.

7.3.7. Fiscal subsidies

Before 1988, three small tax allowances recognised the needs of the informal
carers: A Resident House Keeper Allowance, claimed by 1/4 m. tax payers, the
Dependant Relatives Allowance and the Son or Daughter Services Allowance
with around1.25-m claimants. These have now been abolished (Glendinning,
Schunk & McLaughlin, 1997).

The new Government has recently announced a new Childcare Tax Credit to
come into operation from October 1999 which will cover some of the costs for
child care. The already installed Working Parent Families Tax Credit may apply
also for the child care costs.



74.
Provision

7.4.1. Public provision

Public provision of day care for children is scarce for small children while more
widespread for older children. Children admitted to public day care are mainly
children at risk and the great bulk of day care is provided mainly as nursery
education for 3 to 5-year-olds by education authorities — or in the private sector.

For older people, public sector service provision consists of residential care in
local authority homes, and help in the home provided as home care or home
help. As a result of policy to encourage a mixed market, public sector provision
is however getting smaller. This is especially apparent in residential homes where
the number of older people living in private and voluntary homes has exploded
in recent years. This is, however, mainly a consequence of social security
payments which were linked to institutional care.

However, overall the role of the state has changed to enabling others to provide
services, and the many contracts made with the private and voluntary sectors
confirm the public sector’s increasing role as a regulator and funder of services,
rather than a direct provider.

7.4.2. Informal care

Informal care provided to older people by family members, relatives, neighbours
and social networks has traditionally been comprehensive in scope and this is not
getting smaller with the political support and expectations. A survey in 1990
mapping informal caring showed that over 3 m people were caring for either
parents or parent-in-laws, and nearly 1 m were caring for a spouse (GHS, 1990).
The fiscal value of the contribution made by informal care is obviously high -
valued at £32,500 m a year compared to public sector spending of £6,336 m
(Glendinning, Schunk & McLaughlin, 1997).

Informal carers are not only impressive in number and value but also in
importance compared to public provision. When asked who provides help with
domestic or personal care a later survey confirmed that older people mainly
receive help from their spouse or their children, whereas fewer older people
received public assistance. This is in line with the Griffith Report from 1988 which
recommended that publicly provided care should only represent a small
proportion of total social care and that the future role of the state should be to
support and reinforce informal care rather than replace it (Gostick et al, 1997).
Some carers report that their help is 'means-tested in kind' before the local
authority provide domestic care and potential carers must often prove that they



are unable to provide support. With the introduction of the Carers (Recognition
and Services) Act in 1995, the situation of the carers has, however, been
highlighted as the carer’s own situation is now also taken into consideration when
awarding services. Informal carers can receive advice and support from the
Carers National Association which is also active in lobbying.

Informal day care for children is the most common day care arrangement. Around
1/3 of children are cared for by the parent, another 1/3 by grandmother/grand-
father and 1 in 10 are looked after by other relatives (OPCS, 1994). Informal care
is also one of the most preferred day care solutions — most employed mothers
say that they would prefer their child to be looked after by a relative or the
husband while they are at work (Scott & Brook, 1997). Some children are looked
after by friends or neighbours. The arrangement is often paid — nearly half of
mothers of children who were looked after by friends and neighbours report that
they pay for this help (OPSC, 1994).

7.4.3. Voluntary provision

There is a long tradition of volunteering in England, partly because of the
relatively highly secularised society, where the church plays only a minor role.
Local authorities are by law obliged to make arrangements for provision, either
by providing services itself or by paying others to provide, and local authorities
increasingly make use of provision from the voluntary sector.

The most established of the voluntary sector provision areas is residential and
nursing homes for older people. One in five places are now provided by the
voluntary sector and this is increasing since a frequently used policy is to transfer
local authority homes to the voluntary sector. Voluntary organisations also provide
domiciliary care, such as day centres, lunch clubs and transport to and from
these facilities. Other important contributions from the voluntary organisations are
self-help groups, e.g. the growing number of groups for carers which are
members of the Carers National Association (Baldock, 1994). Services are often
operated on behalf of, or in partnership with the local authority. Previously,
voluntary organisations received grants from national and local government.
Today, many voluntary organisations operate on the basis of a block contract with
the local authority instead. Voluntary organisations may thus have assumed new
significance but they are still sustained by public sector financing.

7.4.4. Private for-profit provision

Considering the strong ideological support for private for-profit services the
expansion of these services is an expected development. However, at present
most provision is operated mainly via quasi-markets of welfare in the sense that



providers are usually sustained by public sector finances - both through direct
payments and tax subsidies.

The most impressive expansion has been in the for-profit delivery of residential
and nursing homes where changes in the social security system in 1979 allowing
for social security funding to finance the use of for-profit services. The number of
for-profit residential home places grew in accordance by 57% between 1980 and
1991 and there was almost a four-fold increase in the number of private nursing
home places. By 1988, the private sector had replaced local authorities as the
largest provider in the residential sector and today 70% of residential homes are
provided by the for-profit sector (Gostick, Davies, Lawson & Salter, 1997). Private
provision is apparent also within domiciliary care albeit on a lesser scale; one in
five providers run a for-profit business in home help and almost all meals-on-
wheels services are contracted out to the for-profit services. This development
has been helped along amongst other by the introduction of the Caring for People
who Live at Home initiative which supports for-profit as well as non-profit
provision. The United Kingdom Homecare Association (UKHCA) is the national
representative association for independent providers of home-care.

Most day care for children is also provided by a for-profit agent, 88% of day
nurseries and a number of playgrounds are run as for-profit businesses mainly
without local authority financing and most family day carers are self-employed.
For-profit provision has also gained from the increase in workplace care where
employers subsidize a number of day care places for children of the employees.
Finally, a number of pre-school children are in independent schools which are run
on a for-profit basis without financing from local education authorities.

7.5.

Organisation

7.5.1. Central government bodies

The ministry of primary importance for domestic care, residential and nursing
homes for older people and day care for children in public day nurseries, play
groups and family day carers is the Department of Health. The minister, the
Health Secretary, is responsible for promoting legislation within which local Social
Service Departments operate, whereas power over spending allocations lies with
the local authority. The Department has no responsibility for general financing of
local authorities as this is the responsibility of the Department of Environment and
the Treasury. However, the Social Services Inspectorate (SSI) is part of the
Department of Health and carries out the regulation and inspection of social
services in the different regions. Health services such as hospital and community



health services also come under the auspices of the Department of Health. In
comparison to the social services, the Department exercises more direct control
over the health services in appointing members to local health authorities and in
allocating resources.

Figure 7.5.
Organisational structure.
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Nursery education for 3 and 4-year-olds is the responsibility of the Department
for Education and Employment which determines the national aims and
formulates policies, commissions research, sets minimum standards of provision
and monitors the quality and costs effectiveness of provision.

The Department of Social Security is responsible for the various cash transfers,
including maternity benefits and allowances paid to informal carers. The
Department comprises a central Headquarter which develops and monitors policy,
provides corporate management, legal, statistical and analytical services to the
Department, and 5 Next Steps Agencies, including the Benefits Agency, which
are responsible for payment of benefits.



7.5.2. Regional bodies

There is no regional tier of government in England. The Social Services
Inspectorate under the Department of Health is, however, organised on a regional
level. Also, 8 Regional Executive offices manages the NHS in the area and
oversee purchasing.

7.5.3. Local bodies

Local Authorities (LA) have since 1974 been organised as a two-tier system with
a county council and several district councils, covering only one county. However,
local authorities are presently under re-organisation putting smaller, unitary or all-
purpose authorities in its place. This will add 20 new councils to the present
number, with a total of 171 county councils by April 1998 (Bransbury, 1997).
Policy making in local authorities is the responsibility of elected numbers of
Committees, covering personal social services or education. As part of the re-
organisation, the Social Service Departments (SSD), which are responsible for
social services, have in many local authorities been set up as smaller unitary
councils, serving fewer people. Apart from planning and allocation of resources,
the Social Service Department in each local authority is also obliged to prepare
annual plans for the development of services which are consistent with national
policy objectives. Social Service Departments are responsible for the provision
of services for older people and children but can contract-out direct delivery to
others, including the voluntary and private, for-profit sectors. Local authorities
must adhere to the minimum requirements set out in the legislation on standards
in services and can in principle set stricter standards. But these may be contested
in court by providers and local authorities have in some cases been forced to re-
turn to the minimum standards, e.g. in child:staff ratios in child care.

Services for children under the Department of Education are provided by Local
Educational Authorities (LEA). The LEAs set the budget and allocate funds,
provide school places and monitor the facilities and the quality of education. The
LEAs have the power to provide additional places if this is considered necessary.
Cost management of schools is most often delegated to individual schools except
for nursery schools where the LEA is responsible for the budget. Services for
children were previously sharply divided between LEA and LA provision but
recently there have been moves towards integration of these services. In some
local authorities, responsibility for day care thus lies with the education
department or with the newly installed independent children’s department. From
April 1998, provision for 4-year-olds has been taken away from Social Service
Departments and now comes under the authority of LEAs. LEAs have recently
been made responsible for formulating an early years development plan (EYDP)
which demonstrates how places will be provided in the education system for 4-



year-olds. This means that regulation is also the responsibility of the LEAs and
this may lead to a focus which is more directed towards educational outcomes
than was the case when regulation came under the Social Service Departments.

Provision of health care is the responsibility of the NHS but the distinction
between health and social services is rather blurred as many local health and
social service authorities work together as joint planning teams.

Local administration of cash benefits is by Benefit Agencies (BA) which are
responsible for the handling of applications and payment of benefits.

7.6.
Children

7.6.1. Introduction - Main services and cash benefits

A working mother who has recently given birth can in England make use of her
right to be absent from work for up to 29 weeks during which she can receive
Maternity benefit for a maximum of 18 weeks. Fathers have no statutory right to
be absent from work or to receive compensation for lost earnings during absence
- although some fathers gain certain rights through contractual agreements.

Services for children in England are divided into two systems: A welfare system
under the Department of Health and an education system under the Department
of Education and Employment.

In the welfare system, the main public provision of day care for children aged
under 3 is the Day nurseries provided mainly for children who are considered to
be in need. Parents who need day care for their children because of employment
or education obligations use private day care arrangements such as Child min-
ders, nannies or private day nurseries. For those children who are cared at home,
either by a parent, family member or child minder, part-time Play groups offer a
setting where the children can engage in play activities with other children and
where parents can learn more about children’s development. In some rural areas,

Play buses and Toy libraries accommodate toys and equipment for play groups
and child minders. Some employers cater for employees with children by setting
up Work-place nurseries or by financing a day care place in a private nursery Alt-
hough still few in number, these arrangements are popular and the new
government has advocated the further involvement of employers along with trade
unions, local authorities and parents to solve the problem of lack of day care.



Within the education system, children aged between 3 and 4 are provided with
nursery education, either in Nursery schools or Nursery classes. Some 2 year
olds are also admitted. Most children attend as part-timers and provision is only
during school terms. Reception classes admit 3 and 4 year olds into the school
system and provide care under conditions which resemble primary school. Pro-
vision is mainly full-time for 40 week sessions (Figure 7.6).

Figure 7.6.
Day care arrangements, enrolled children (aged 0-4) as a percentage of the age-group
and by provider, 1996.
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Source: DSS: Social Security Statistics 1997. DOH: Children’s Day Care Facilities 1996;
DfEE: Pupils under 5 years in each LEA authority in England 1996. Statistical
Bulletin; DfEE: Pupils under 5 years in independent schools in England 1996.
Statistical Bulletin.

Note:  Data (recipients and demographics) on cash benefits are for Great Britain.

Nevertheless, the most common care arrangement for children in England is the
care provided at by the mother or by grand-parents, friends of the parents,
neighbours and relatives.

7.6.2. General principles for child care

Caring for children in England has traditionally been treated as a private matter
for parents, and perhaps employers, to arrange. Government policies today
acknowledge the need for women to stay at home after giving birth but prior to
EEC membership in 1975 a working woman was not guaranteed the right to take



leave, or to return to work, nor any compensation for loss of income. These rights
are now incorporated in current legislation.

Day care for children is provided within two separate systems, the welfare system
and the educational system, and the underlying principles for admission,
curriculum and fees differs greatly from one system to another. Within the welfare
system, local authorities are obliged to provide appropriate day care for children
aged under 6 who are in need and not yet attending school. The needs criteria
previously included handicapped children, children of sick or handicapped parents
and children of single working parents. Currently, local authorities are increasingly
focussing on children who are 'at risk'. Many children in local authority day
nurseries are therefore in care because they are considered to be seriously
behind in their development, others have been exposed to family violence, sexual
or other kinds of abuse, live in poor housing or suffer from ill health. These
children are to be supported but the aim behind the provision of public day
nurseries also includes educating parents in good child-rearing.

Local authorities also have powers, but no obligations, to provide day care for
children who are not considered to be in need, but for children aged under 3 it
is generally recommended that they be cared for in a home like setting. Many
women therefore leave the labour market for shorter or longer periods when they
give birth or work part-time. Public responsibility for day care for the under 3s
mainly involves the obligation to regulate and inspect voluntary and private day
care providers. Under the New Child Care Act, local authorities have the power
to provide facilities such as training advice, guidance and counselling to people
working in a day care setting. Local authorities are also under a duty to review
the full range of services in their area every 3 years and provide information
about these services. Lone parents have been targeted as a special group to be
helped to find day care to enable them to take up work. Under the New Deal for
Lone Parents implemented in April 1998, back-to-work help including how to find
childcare is to be offered to those lone parents who join the scheme. For the
great majority of children, however, day care provision depends on parental pur-
chasing power within a largely unsubsidised private market of provision. Working

parents who need care for their young children must make use of private
solutions, such as family day carers or private day nurseries provided by
voluntary organisations, for-profit organisations or employers.

Within the education system, some 2-year-olds and a greater number of 3- and
4-year-olds attend nursery schools and nursery classes. In contrast to the
services provided under the welfare system, the nursery education provided for
children under the Department of Education and Employment is aimed at all



children. Admittance is thus dependant on age, not social need. Most nursery
education is however part-time. The tradition of partial provision dates back to the
influential 1967 Plowden report which recommended that nursery education
should only be part-time because of the perceived psychological damage of allo-
wing children to be separated from their mothers for longer periods.

In addition to nursery classes and schools, local education authorities can enrol
children in reception classes in primary schools in the year following their fourth
birthday. Some 3-year-olds are also admitted. Most reception classes provide full-
time care but this does not cover normal working hours. The now-abolished
voucher scheme intended to provide for all 4-year-olds in reception classes by
financing part of the costs, with parents bearing the remainder. The new go-
vernment has followed up a 1987 election promise and announced that part-time
early years education in nursery schools and classes, reception classes and
primary schools should be available for all four-year-olds by September 1998,
later extended to include 3-year-olds also. This will give parents 21 hours pre-
school education for five days a week during term time. A number of related
benefits are expected from this National Childcare Strategy, such as moving a
number of beneficiaries of cash benefits into work, tackling social exclusion, and
supporting quality of services. This initiative reflects the need for a national child
care strategy, which has been on the public agenda for a decade and has been
supported by e.g. the Equal Opportunities Commission, the Trade Union Confe-
deration and the Confederation of British Industry.

Local educational authorities are now supposed to cooperate with other agents
in developing Early Years Development Plans for the provision of services in
each local area. The rational underpinning the new government's plans is thus
the presumption that the problem of child care must be dealt with in partnerships
involving not only the public, but also employers, parents, health authorities and
the independent sector. But as the provision of schooling for 3- and 4-years-olds
under the new system will remain mainly part-time, the problem of finding day
care persists for those parents who are both working.

As costs are to be borne by local education authorities, take-up also by parents
with lower incomes should be favoured. In this sense, expansion follows the
principle of providing free services in the education system. In contrast, services
within the welfare system are means-tested, although most fees are waived.

7.6.3. The need for day care
More and more children in England are brought up by working mothers. The
traditional family pattern of breadwinner father and homemaker mother has been
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challenged by the number of women who have entered the labour market since
the 1960s and especially during the 1980s. In spring 1996, 71% of women aged
16+ years were active in the labour market compared to 85% of all men in the
same age group. However, full-time employment among English women® is
relatively low, with 40% of women working part-time, while 8% of men work part-
time (Eurostat, 1997). Fewer are currently registered as unemployed with
unemployment rates at their lowest in 5 years, at a rate of 9.7% for men and
6.3% for women in 1996.

Finding day care for children is a particular problem for those parents who both
work full-time. Of all couples with children, this is around one third (32%) whereas
another one third of families are headed by a full time worker while the other
parent is working part-time (31%) (ONS, 1996). For those who work full-time,
work takes up more time than previously. Working full-time means that on avera-
ge men work 45.8 hours a week and women work 40.6 hours, an increase of 1
hour for both sexes over the last 12 years (ONS, 1997).

Working mothers entering the labour market represent most of the increase in the
female participation rate, and especially among women with children aged under
5. Here, employment has grown by 77% since the early 1980s compared to a 9%
growth rate for mothers with children aged between 11 and 15 (Brannen et al,
1994). Also significant is that half of the growth in employment for mothers is in
full-time work. Among mothers with children aged 0-4 nearly one in five now work
full-time (ONS, 1997). However, many mothers of young children arrange their
working hours in order to take care of their children. One in three work part-time
and nearly half are not in paid work. When asked why they are not in work, 43%
of women gave care for children as the reason (ONS, 1997).

Pressure on day care has slowed down slightly as fewer children are born today
than previously. In the babyboom years of the mid-1940s and mid-1960s, the
fertility rate increased, peaking at 2.95 in 1964, and then fell by over 40% to a
low point of 1.69 in 1977 — influenced by factors such as the number of women
taking up higher education and entering the labour market, and better access to
contraceptives. From the late 1970s, fertility rates increased slightly and then fell
again to 1.70 in 1995 (Figure 7.7). The proportion of children under 5 years
has therefore remained around the 6% of total population.

3) Figures from United Kingdom.

4) UK figure.



Figure 7.7.
Total fertility rate, 1987-1995.
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The number of families with 3 or more children has obviously declined, from two
in five families in the early 1970s to one in three in 1995-96. Today, most families
with children have 2 children (46%) and one in five (22%) of families with children
have only 1 child (ONS, 1997).

Single parents represent 20% of all families with children, and of these nine out
of ten are single mothers. The main factor behind the high number of single
parents is the high rate of marriage breakdown. The divorce rate has now
dropped slightly but still remains among the highest in Europe. 45% of marriages
end in divorce compared to an average of 30% in Europe. (ONS, 1997). One of
the underlying reasons for expanding pre-school provision has been major
concern about the increase in single mothers, and especially those relying on
welfare benefits. Obviously, the lack of affordable day care can be one of the
main hurdles to taking up work for this group of parents. In a survey, 44% of non-
employed single mothers thus said that they would return to work if child care
was available. And most single parents of pre-school children who had been
successful in finding day care, made use of informal arrangements, such as
grandmothers (Bradshaw & Millar, 1994).



In general, the availability of informal day care arrangements seems to be one
of the main determinants of whether to work or not. Whether due to the
inadequacy of the present day care system or not, most parents seem to prefer

_their child to be cared for by family members. A survey of 5,000 British house-
holds showed that most employed mothers would prefer their child to be looked
after by a relative or the husband while they were at work, while four out of five
non-employed mothers said they stayed at home because they did not have
access to exactly this form of care (Scottt & Brook , 1997). When parents choose
public day care for their children it is thus often because of a lack of informal
care, and less likely to be for reasons of stimulation or education. Other solutions
for care are also often popular; in a recent survey 50% of parents said that they
would like to have child care vouchers and one third would like to have child care
available at their workplace (Daycare Trust, 1997a).

7.6.4. Public cash benefits supporting child care in the home
Women giving birth are in England entitled by law to a 40 weeks absence from
work, 11 weeks before birth and 29 weeks after birth, which is the longest in the
EU countries including Sweden and Finland. Part of the leave is without
compensation for loss of earnings and the female employee is not credited with
pension credits during the absence.

Maternity benefit (Statutory Maternity Pay, SMP)

Employed women who pay Class 1 contributions to National Insurance are
covered by Statutory Maternity Pay. This means all employees with an average
gross weekly wage of £60, or around 60% of female employees. Entitlement to
the benefit depends on a minimum of 26 weeks employment with the same
employer prior to the 15th week before birth. The claimant must fulfil certain
conditions: She is required to give the employer reasonable notice and she must
not to be employed elsewhere. Furthermore, she must be expecting to give birth
within 11 weeks or to have just given birth.

The replacement rate of SMP is 90% of the mothers average wage for 6 weeks,
after which she receives the flat-rate benefit for the remaining 12 weeks. The flat-

rate benefit is paid at a rate of £55.70 per week in 1997, or 36% of an APW
income for a woman working part-time.

Thus the benefit covers up to 18 weeks and can be claimed 11 weeks before the
expected date of birth at the earliest and 6 weeks after the birth at the latest. The
benefit period after birth giving, therefore, varies from 6-12 weeks. None of the
time can be taken by the father. SMP is treated as taxable income, and is
administered and paid by employers. The number of recipients has only in-



creased slightly since the mid-1980s, with around 95,000 recipients in 1993 for
the whole of Great Britain (Figure 7.8).

Supplementary maternity benefit (Maternity Allowance, MA)

Women who either do not meet the employment criteria for SMP or who are self-
employed, can receive the MA instead for the 18 weeks. This only covers women
who had made contributions to National Insurance for a minimum period. The
amount depends on employment status at the 15" week before the expected
week of confinement. Employees who are in employment during the qualifying
week receive the higher rate of MA. Self-employed and those not employed in the
qualifying week receive the lower amount.

The higher rate was £55.70 per week in 1997, with £48.35 for self-employed and
unemployed women. MA is financed through general budget and is taxable.
Should MA be insufficient, the mother can apply for Income Support or Family
Credit if she has more than one child and her spouse/ partner works for more
than 16 hours a week. The number or recipients of MA has declined drastically
from over 100,000 in 1982 to 20,000 in 1993 (Figure 7.8).

Figure 7.8. ,
Cash benefits for maternity leave, number of recipients, 1985-1993.
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Admission

Parental leave

As a result of Britain signing the EU social charter, Britain is committed to adopt
the Parental Leave Directive by late 1999 the latest. Parents will in future be
entitied to unpaid parental leave of up to a minimum 3 months after birth. The
leave should be granted on a non-transferable basis, to promote equal opportuni-
ties between men and women. Employees using such leave should be protected
against dismissal on the grounds of an application for, or the take of, leave and
should be guaranteed the right to return to the same job, or to an equivalent job
consistent with their job contract. The Government has proposed that the contract
of employment should continue during parental leave, so that normal terms and
conditions of employment would continue. The Department of Social Security is
presently reviewing maternity pay arrangements and considering how social
security arrangements will be affected by parental leave.

Contractual agreements

Some employees are guaranteed better rights to materity benefits through
labour market agreements, Occupational Matemity Pay (OMP). Additional
maternity provision is widespread in the public sector in the form of shorter
service requirements to qualify for leave, access to contractual benefits while on
leave and provision for adoptive mothers and fathers. There is no statutory
system of leave to care for a sick child but many workplaces offer family leave
or flexible working hours, e.g. employees in the civil service and in a number of
local authorities are allowed 52 weeks of leave. A survey carried out by the De-
partment for Education and Employment found that 17% of employers provided
(usually unpaid) career breaks for employees to care for children but only 1% of
mothers and 1% of fathers reported using them (Department of Education and
Employment, 1996). For fathers in particular, the Trade Union Confederation
(TUC) has drawn up guidelines for 10 days paid paternity leave and most
employed fathers have access to special leave which can encompass paternity
leave. The DfEE survey mentioned above showed that paternity leave was
provided by 24% of employers and that most fathers made use of the leave,
which averaged around 4 days (lbid).

7.6.5. Public and private provision of day care under the welfare
system

Under the welfare system, local government provides day nurseries for children
in need and otherwise facilitates provision in independent day nurseries, play
groups and with child minders.

Day nurseries
Local authority (LA) day nurseries provide care under the welfare system for



Coverage and provision

children who are considered to be in need. Local authorities have a statutory duty
to provide a level and range of services appropriate to children's need but local
authorities have discretion to determine what this level of provision should be and
when a child should be regarded as being in need. Children needing care
because of their parents’ employment, education or training are not admitted on
grounds of need. Local authorities are empowered to provide services for these
children but are not obliged to do so. Almost all services for this group are left to
private, non-subsidised services which reflects the notion that finding day care for
children of employed parents is the private responsibility of the parents.

Independent day nurseries therefore make up the bulk of day nursery provision.
These are set up by voluntary organisations, community groups as co-operative
enterprises, private for-profit companies, employers in the public or private
sectors and by Government Departments for their workforce. Independent day
nurseries do not operate with the same admission criteria as LA day nurseries
and their criteria include the individual child’s social and psychological need, the
parents’ employment situation but first and foremost the ability to pay.

Children admitted to day nurseries are usually aged between 0-5, although
nurseries take a few children aged under 12. The age spread of children is
mainly from 1-4 years. Most children start to attend day nurseries when they are
aged 2%. Not all children attend the full five days a week, 2 out of five attend for
less than 5 days a week (OPCS, 1994).

Provision of day care in nurseries has been greatly increasing for a number of
years, especially within the independent sector. Local authorities are not under
the same requirement to privatise day care for children as they are with care for
older people. However, the financial problems which local authorities have ex-
perienced alongside increasing central control over budgets, have led to a closure
of many LA day nurseries and increasing use of independent day nurseries. The
number of places provided within the independent day nurseries has thus
expanded from nearly one in two of total provision to more than four in five from
1982 to 1996. The number of total premises has more than trebled from 1,408
in 1982 to 5,800 in 1996. Places in day nurseries have increased dramatically
and today there are nearly 180,000 full-time places. The proportion of places per
100 children has thus increased from less than 2 places per 100 children aged
0-4 years in 1982 to nearly 6 per 100 children in 1996 (Table 7.2).
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Table 7.2.
Day nurseries, number and per cent of FTE children (aged 0-4) according to age and provider, and children (FTE) per 1 staff (FTE),

1982-1996.
Year Number of children % Staff ratio
(FTE)
% of children aged 0-4] Local authorities _Independent

1982 51,049 1.77 57.09 42.91 3.36
1983 51,255 1.74 55.86 44.14 3.19
1984 52,801 1.79 54.68 45.32 3.22
1985 54,890 1.85 52.66 47.34 3.13
1986 57,659 1.92 50.16 49.84 3.10
1987 60,653 1.99 47.48 52.52 3.12
1988 66,237 214 43.71 56.29 3.09
1989 75,378 2.39 38.19 61.81 3.11
1990 87,451 274 31.99 68.01 3.20
1991 106,068 3.28 25.49 74.51 3.33
1992 116,700 3.58 20.39 79.61 3.12
1993 133,800 412 15.99 84.01 4.19
1994 147,600 4.56 15.11 84.89 4,19
1995 161,600 5.04 12.93 87.07 4.07
1996 178,300 5.67 11.16 88.84

Source: DoH: Children’s Day Care Facilities (annual publication).
1 enrolled child = 0,77 FTE child. Staff ratio is for LA day nurseries.

Note:

Fees

Financing of LA welfare services is by local authotities who determine the level
of fees. There are no national guidelines on what parents should pay for day care
in the welfare system, although government recommendations do state that there
should be no charges for parents in receipt of certain benefits, e.g. Income
Support or Family Credit. Most fees are thus waived but for those parents who
do pay, costs amount to around £0.50 an hour (OPCS, 1994). In 1995, fees
made up 6% of total expenditure. Local authorities are also able to help with the
costs of transport to the day nursery. Low income families who receive means-
tested benefit to supplement their eamings can receive a subsidy which partly
covers their costs when using day care services for their children. Costs of up to
£100 a week can be disregarded when means-testing the family income,
representing a real value of £45 a week. Take-up of the child care disregard is,
however, low — only 23,000 out of 150,000 eligible women have claimed it.

Fees for independent day nurseries are between £55-£160 per week depending
on the age of the child. Average hourly cost is £1.30 (Ibid). Parents receiving



Standards

Regulation

means-tested benefits are also entitled to the child care disregard when making
use of independent day care.

Day nurseries in contrast to pre-school education emphasize their function as
guardians and care providers who are concerned with the children's well-being
and not their educational development. Activities can include creative art-work,
singing and listening to music, messy play with sand and water, playing outdoors
and problem-solving. However, the Children Act recommends that 3 and 4-year-
olds are offered experiences which are comparable in quality with those offered
to children attending schools and formal learning activities may be provided,
especially in private nurseries. Around half the children are also offered
educational activities, such as learning the alphabet (OPCS, 1994).

Some local authority day nurseries provide day care throughout working hours,
usually from 7.30 a.m. to 6.00 p.m. all year long, others provide sessional care.
Independently provided day care is most often full-time and all year round.

Staff numbers should vary according to the age and number of the children, with
1 adult per 3 children aged 0-2, 1 adult per 4 children aged 2-3, and 1 adult per
8 children aged 4-5. The staff ratio in LA day nurseries has dropped from 3.4
places per member of staff in 1982 to 4.1 in 1996 (Table 7.2). Staffing here
mainly consists of nursery nurses who have a National Vocational Qualification
at level 2/3, which is a two-year post-16 training course. In independent day
nurseries, at least 50% of staff must have this level of education (National
Children Bureau, 1996).

The Children Act 1989 recommends that there should be no more than 26
children in each self-contained unit. On average, there are 19 children in a
nursery group. Half the LA day nurseries provide for children in groups of less
than 15 children, whereas in independent day nurseries this is the case in one
out of three (OPCS, 1994). According to the Children Act 1989 the size of
premises should vary with the age of the children, providing more space for the
younger children. For each child aged 0-2 there should thus be 3.7 square
metres of space, for children aged 2-3 2.8 square metres and for children aged
3-5 2.3 square metres. Independent day nurseries must also comply with the
standards imposed by the Children Act 1989 on the number of children, staff,
safety regulations, size of premises and record-keeping.

Day nurseries are overseen by the Children Act Inspectors under the Social
Service Departments. Local authorities are obliged to inspect the facilities
annually and to review the range of services provided every 3 years. Facilities
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which are attended by 4 year olds must be visited and regulated by OFSTED, the
inspection unit under the Department of Education.

There is no national record of waiting lists for private day nurseries but a survey
of parents using day nurseries found that about 3/4 of the children were able to
start immediately and did not have to wait for a place, 1/3 had to wait an average
of 23 weeks and a few waited for 1 year or more (OPCS, 1994).

Playgroups

Playgroups offer care during school terms for 2-5 part-time sessions a week,
either moming or afternoon during school term. Children attending should be
aged between 3 and 5 years but some 2!% year olds are admitted to special
parent and toddler groups if they are accompanied by a parent. The aim of
playgroups is to give children an opportunity to engage in play activities through
which they can leamn skills appropriate to their stage of development in company
with other children and adults. Any child whose parents can pay the fees is
entitled to admission. Many include children with special needs but these are
often catered for more specifically in special opportunity playgroups which have
links with medical staff. The parents are involved in all aspects of daily manage-
ment and operation and some playgroups only admit children whose parents are
willing to help at the playgroup on a rota basis.

Only a small proportion of playgroups are run by the local authority. Nearly all the
places are in playgroups run by non-profit making community or church groups,
committees of parents or individually run on a commercial basis. The number of
these independent playgroups increased by more than 2,000 between 1982 and
1991 with a similar increase of 14,000 in the number of full-time places. Since
then the number of facilities has declined to the current 16,500. LA playgroups
have gone down in number to 70 premises in 1996.

The number of children as measured in full-time provision has steadily increased
since the early 1980’s but with a decline setting in from the early 1990’s. The
most recent decline from 1994 has been partly caused by a shift in demand in
favour of nursery education places (Table 7.3). In all, LA and independent
playgroups offered a total of nearly 220,000 full-time places in 1996. Of these,
only 700 were provided by the LA. In all there were 7 full-time places available
per 100 children aged 0-4 years.



Table 7.3.

Playgroups, number and per cent of FTE children (aged 0-4) according to age and provider and children (FTE) per 1 staff (FTE),

1982-1996.
Year |Number of children (FTE) % Staff ratio
% of children aged 0-4] Local authorities _Independent

1982 205,884 713 0.73 99.27 9.33
1983 213,384 7.25 0.80 99.20 9.37
1984 216,764 7.34 0.75 99.25 9.89
1985 225,370 7.58 0.78 99.22 10.46
1986 227,095 7.56 0.76 99.24 11.32
1987 228,105 7.50 0.81 99.19 10.71
1988 225,333 727 0.78 99.22 10.88
1989 224,027 7.10 0.67 99.33 8.49
1990 229,274 7.19 0.61 99.39 9.08
1991 235,852 7.28 0.54 99.46 11.19
1992 228,085 6.99 0.39 99.61 8.63
1993 218,350 6.73 0.40 99.60 7.86
1994 226,600 7.00 0.56 99.44 7.07
1995 226,160 7.06 0.56 99.44 7.76
1996 219,120 6.97 0.35 99.65

Source: DoH: Ch