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ABSTRACT

Introduction: The rise in institutional care costs, such as that associated with care in chronic hospitals or nursing homes, is a serious social
concern in Japan, and this is particularly so in rural areas which are more rapidly aging than others. This has led to a proposal to reduce costs by
deinstitutionalizing the disabled elderly. However, the actual financial benefit of deinstitutionalizing the disabled elderly is unclear. Objective:
To examine the effectiveness of deinstitutionalizing the disabled elderly with the aim of cost reduction.

Methods: This study utilized a cross-sectional design and complete census survey. The participants were 139 residents of a rural
town in Hokkaido who were institutionalized as of 1 July 2007, and whose Care Needs Levels were classified according to Long-
Term Care Insurance (LTCI) in Japan. Of these, 87 participants were considered candidates for deinstitutionalization. Participants
who were considered unable to stay alone at home, such as those with behavioral problems, at risk of falling, or in need of hospital
medical care, were excluded. Data were collected on institutional care costs, and an original questionnaire was distributed asking
institutional staff about participant characteristics and physical function levels. Existing costs were collected and costs were

calculated if participants were discharged from institutions to their homes.
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Results: Approximately 20% of participants lived alone, and 80% had a severe disability. The estimated costs of discharging

patients to their homes were higher than existing institutional care costs for 98% of participants. The gap in cost tended to be

greater in patients with higher care needs.

Conclusion: The deinstitutionalization of disabled elderly is not an effective measure to help reduce healthcare costs in rural areas

of Japan.

Key words: care location, deinstitutionalization, disabled elderly, health policy, home care, institutional care, institutional care

cost, Japan.

Introduction

Preparing for the aging of society has remained a common,
serious policy challenge among developed countries since the
late twentieth century. As the baby-boomer population ages,
the demand for healthcare services will rise steeply over the

next three decades'.

With the rapid aging of the Japanese population, the number
of elderly individuals who require long-term care (LTC) has
increased. Many of these individuals do not have, or only
have, aged family members to care for them. Against this
backdrop, Long-Term Care Insurance (LTCI), a social
insurance system that supports LTC for the elderly, was
established in 2000%”. In this system, those eligible for LTCI
(ie persons aged 40 years or older who pay monthly LTCI
premiums) receive a certification of long-term care need
based on the judgment of the LTC approval board, which
includes a physician. The certification of long-term need is
issued by municipalities (villages, towns, cities, and wards of

metropolitan cities) which serve as insurers of LTCIL.

An insured person requiring LTC can choose either in-home
services or in-facility services. In-home services include home-
visits by helpers and nurses, day services at care facilities, home-
visit bathing services, home-visit rehabilitation, day rehabilitation
services, welfare device leasing, and short-stay services at care
facilities. In-facility services include institutional care at a LTC
welfare facility, which may be regarded as a nursing home for the
elderly in other countries, or LTC medical facility, which is a

sanatorium-type hospital ward for elderly patients with dementia.

Out-of-pocket payment at a fixed rate (10% of the cost of the
insured services) and a standard charge for meals are imposed on
users of in-facility services, although there is an upper limit to this
payment. The amounts of services provided are determined
according to the LTC level authorized by the municipality. For
example, the limit of monthly benefits provided for in-home
services is $2,073 (1 US dollar = 80 yen in 2011) for those
classified as Level 1, and $4,479 for those classified as Level 5. For
in-facility services, costs are determined based on the facility type
and LTC level.

Total expenditure for LTCI has grown from $45 billion in 2000 to
$99 billion in 2010% Accordingly, the Japanese government
announced plans to eliminate LTC medical facilities and reduce
the number of chronic care hospitals by 2011 due to increasing
LTC costs and the medical care costs incurred these facilities®. This
plan, however, has been temporarily halted due to a change of
government. To reduce LTC expenditure, the government
currently promotes a shorter hospital stay and discharge of patients
to their homes, but not the transfer to other hospitals or LTC
facilities”. Even overseas, public policy has shifted over time such
that a larger share of resources is allocated to support home-care
services given that home care is a lower-cost alternative to
institutional care', which accounts for a large part of government
expendituresl’g. However, a review that assessed the effects of
institutional versus at-home care for functionally dependent
elderly individuals on health outcomes, satisfaction, quality of
care, and costs, reported that the results obtained thus far are

. . 9
inconclusive.

Rural areas have higher proportions of elderly individuals,

higher rates of poverty, and less availability of health care due
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to barriers to care faced by low-income and elderly
residents'’; as well as a shortage of medical care providcrs“.
If the government promotes in-home LTC services, can
disabled elderly living in rural areas be discharged from
institutions to their home? This study examines the
effectiveness of the deinstitutionalization of disabled elderly
individuals for the purpose of cost reduction, and clarifies the

policy issues surrounding an aging society.

Methods

Setting

This study was conducted in Town A in rural Hokkaido. Town A
has a population of 9600, of which 25% are elderly individuals.
This is higher than the national average of 21.5% as of 2007.

There is also a shortage of LTCI services, and the residents of
Town A do not have access to home-rehabilitation or home
bathing services. The alternatives to these services are day
services, home-visit helper services, and home-visit nursing;
however, the provision of these services is insufficient due to
a shortage of specialist personnel in rural areas. Furthermore,
a short-stay respite service has only seven beds available, with
just two beds available for accepting patients who need
medical care. In addition, there is a constant waiting list of

20-30 people for admission to LTC welfare facilities.
Population

A survey was conducted of residents of Town A, who were
staying at any of two LTC welfare facilities, one LTC medical
facility, and two chronic hospitals as of 1 July 2007.

All participants were aged over 65 years and classified as having a
Care Needs Level of 1 to 5. Individuals classified as Level 1 require
partial care, whereas those classified as Level 5 are unable to

conduct daily activities without extensive assistance’.

Complete data were obtained for all 139 individuals in the study
population (mean age, 85.3 years). Of these, 30% were men,

20% were living alone, and 40% were classified as Care Needs
Level 5. The mean length of hospital or facility stay was 2.6 years
(range 1-15 years). 'Patient’s or family’s hope' and 'Having no
caregivers at home' were indicated as the primary reasons for long-

term stay.
Data collection

Data were collected from LTCI claim records from July 2007 for
LTC welfare/medical facilities, and medical care claim records
from July 2007 for chronic hospitals. The LTCI claim records
included monthly information regarding age, sex, Care Needs
Level, utilization of services, and LTC costs. Medical care claim
records included monthly information regarding age, sex, illness,
length of hospital stay, and hospital costs.

An original questionnaire survey was conducted among
institutional staff to obtain information about basic demographics,
Activities of Daily Living (ADL) and Instrumental Activities of
Daily Living (IADL), and medical care. In addition, respondents
were asked to predict potential issues at home regarding patients’
behavioral problems should they be discharged to their homes.
Each item of ADL, IADL, and medical care had two answer
choices: 1 for 'without assistance', and O for 'need assistance'. For a
response of 'need assistance', three additional questions were
asked: (i) How many times a day/week? (ii) How long does it

take? and (iii) How many personnel are required?

Retrospective data were also collected on existing home care
costs for disabled elderly individuals living at home in Town
A, which included costs for welfare equipment rentals and
guidance on management of in-home medical LTC, and care
manager fees. These LTCI services are commonly utilized by

elderly individuals irrespective of the degree of disability.

Selection of

deinstitutionalization

candidates for discharge/

Candidates were selected for deinstitutionalization among the
participants, excluding those who were considered unable to
stay alone at home, that is, those with behavioral problems, at

risk of falling, or requiring medical care that could only be
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provided at a hospital. Exclusion criteria were evaluated by
home care specialists such as visiting nurses or care managers
who coordinate LTCI services provided in the community for
most disabled elderly individuals living at home. A total of 52
patients were excluded for reasons such as high risk of falling
(n=14), catheter removal (n=2), behavioral issues (n=12),
prowling (n=13), possibility of sudden change in condition
(n=3), severe cognitive disorder (n=4), threat to life (n=16),

and ongoing medical care at a hospital (n=12).
Formulation of post-discharge home care plans

Based on the questionnaire responses regarding ADL, IADL,
and medical care, nurses and care managers formulated post-

discharge home care plans for the selected participants.

In formulating the care plans, regularly used services were
focused on, and informal care services or services that take
less than 20 min were excluded, given that the utilization of
informal care varies significantly among individuals, and that
only nursing care services that require at least 20 min are
included in LTCI services. Also included were at-home
bathing services, since bathing is an important custom for the

Japanese and the elderly in particular prefer baths to showers.

The LTCI provides three types of bathing services for elderly who
require bathing assistance: (i) home-visit helper services; (ii)
home-visit bathing services; and (iii) day services. Home-visit
helper services involve home helpers visiting the elderly and
assisting with bathing at home. These services, however, are only
available to partially handicapped individuals. It is also worth
noting that most bathtubs in Japanese households are too small for
the provision of extensive bathing assistance. Therefore, LTCI
provides home-visit bathing services in which a vehicle equipped
with a portable bath is brought to the home, or day services, which
provide the elderly with transportation to a facility where they can
receive bathing, meal, and exercise services. These services are
available to individuals with a severe physical disability. As there
are no home-visit bathing services available in Town A, either
home-visit helper services or day services for bathing were

included in care plans.

Next, with home-visit nurses and care managers, the
manpower necessary for adequately providing care services
were assessed, and the time and frequency of utilizing the
services. For example, if a person required two helpers at a
facility due to his/her weight when changing a diaper, a care
plan was formulated that included two home-visit helpers.
The time of day for utilizing services is dependent on the
participant’s needs, so if a participant required services at
night, early evening, or early morning, these were added to
the day services. The frequency of utilizing bathing services
was set at 2-3 times a week because the results from the
questionnaires revealed that most participants bathed

2-3 times per week at institutions.

Consequently, four patterns of post-discharge home care
plans were formulated for the selected participants. For the
purpose of this study, four patterns were chosen that utilized
home-visit helper services alone, or in combination with day
services. The first pattern utilized home-visit helper services
during the day and evening hours without utilization of day
services. The second pattern utilized home-visit helper
services during the day, evening hours, and night, without
utilization of day services. The third pattern utilized home-
visit helper services during the day in combination with day
services three times a week. Finally, the fourth pattern
utilized home-visit helper services during day, evening hours,
and night, in combination with day services three times a
week. Disabled elderly people living at home usually require
home care services during the day and evening hours, but not
so much during the night. Participants who required night
care, such as aspiration or safety confirmation, were assigned

to either the second or fourth pattern.

Figure 1 illustrates the four weekly post-discharge home care
plans for the selected participants. This schedule applied to
the majority of participants with severe disabilities who
required assistance for ADL and IADL (eg diaper change,
bathing, dressing, food preparation, shopping) but not

medical care.
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Figure 1: Proposed post-discharge home care plans. Plans are for participants classified as ‘Care Needs Level 4°, who require assistance for ADL and IADL

(eg diaper change, bathing, dressing, food preparation, shopping), but not medical care.
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Calculation qf existing institutional care costs and

estimated home care costs

The existing costs of LTC welfare facilities and LTC medical
facilities were determined based on LTC costs stated in LTCI
claim records, which included insurance burden and co-
payments. Medical care costs for participants institutionalized
in the chronic hospital also included insurance burden and co-
payments. Existing LTC costs included LTC facility fees and
meals and extra room charges; whereas, medical care costs
included medical administration fees and meals and extra

room charges.

Total LTC costs for home care were then estimated for
participant populations according to the formulated home
care plans. Total estimated costs were calculated based on the
following requirements: participants pay 10% of home care
costs (90% is covered by the insurer); when service costs
exceed the limit of benefits, participants must pay the excess.
The LTC costs for home care were then estimated according
to service reimbursements determined by LTCI. These
estimated costs included the service costs of home-visit
helpers, home-visit nurses, and day services. In addition to
the estimated LTC costs, mean costs for welfare equipment
rentals and guidance on management of in-home medical
LTC for participants living at home were also included, as
well as care manager fees for July 2007. These are services
commonly used by those who receive home care services.
Outpatient treatment fees, doctors’ visiting fees, or
pharmaceutical administration costs were not included

because these costs differ among individuals.
Examination

The existing costs were examined and estimated home care
costs calculated assuming that participants would be
discharged from institutions to their homes. Existing costs
were expressed as median (min—max), and for each, a
percentage was obtained. The estimated home care costs
were then compared with the existing institutional costs
through stratification of Care Needs Level and facility type
using the Wilcoxon signed ranks test, and p<0.05 was
considered ~statistically ~significant. ~Existing costs and
estimated home care costs are presented using the exchange
rate for 2007 (ie 121 yen to the dollar).

Existing costs were converted to monthly costs using the
median daily cost in cases where the length of facility stay was

less than 31 days.
Ethics approval

This study was approved by the Ethics Committee of the
University of Tokyo. Protection of personal information was
ensured by keeping the data in a locked cabinet with
restricted access. Consent was obtained and based on a
comprehensive explanation of the study’s purpose via a

poster in the town office.

Results

Participant characteristics

Table 1 summarizes participant characteristics. The mean age
of participants was 85 years; 25% were men, 21% were
living alone, and the majority was classified as Care Needs
Level 5.

Thirty-seven of 87 participants who were candidates for
deinstitutionalization were able to take a bath in their home
bathtubs, while others required utilization of day services for
bathing. As for ADL and IADL, most participants needed
assistance with bathing, housekeeping, laundry, food
preparation, and shopping. Some participants required
medical care, although 12 required tube feeding. The law
states that, with the exception of some special cases, tube
feeding can only be performed by medical care personnel.
Accordingly, the provision of medical care by home-visit

nurses was incorporated into the home care plans.

Comparison of existing institutional care costs and

estimated home care costs

Thirty-seven participants who were able to take baths at
home were assigned to patterns 1 and 2. Eighty-seven
participants, including 50 who could not take baths at home,
were assigned to patterns 3 and 4. Patterns 3 and 4 utilized a

combination of home care and day services.
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Table 1: Participant characteristics

Care Location

Total LTG welfare  LTC medical Chronic
Facility facility hospital
n = &7 n = B3 n=3a n=17
fige [years) mean + 50 84.% £ 7.5 5.4 £ 7.7 3.4 +£1.5 2.9 £ 7.9
Gender
Wale n (%) 2200 253 ) ¥ 0L 2.2 ) 0 ( 0.0y 50 8.4
Household campaszition
Single n (%) 1% C 2007 ) 12 0 185 ) 1@ 20.00) 50 29,4 )
Elder Iy couple n (%) 12 ( 12,8 2 11 ( 16.9 ) 0 ( [T 11 5.9 0
Others n (%) 57 0 B5.5 ) 42 0 648 ) 4 ( g0.0 ) 11 0 B4T )
Care Weeds Level
Lewel 1 n (%) 10 1.1 1 o 0.0y o¢ 0.0 1( 5.9 1)
Level 2 n (%) 11 [ 12,6 ) KR 12.8 ) 10 20,00 1( 5.9 1)
Level 3 n (%) 19 ¢ 21,8 ) A6 [ 2.e ) 0 ([ 0.0y =50 178 )
Level 4 n (%) 19 ¢ 21.8 ) A7 [ 26,22 0 ooy 20 118
Leveal 3 n (%) 370425 ) 23 0 35.4 ) 4 g0.0 ) A0 [ 5&.8% )
Length of stay in LTC facility or hospital (years) mean 50 2. T2 8 F_o1£3.0 1.5:1.2 1.3:1.8
Being scheduled for discharge
Yez n (X L T N L T O
Ho n (% g7 C 100.0 ) &5 (10000 ) S5 ¢ 00,0 ) AF { 100.0 )
Place of care before admission
Hame n (%) 58 [ BE.F ) 48 [ 73 8l 2 ( 400 1 80 ar.1)
LTC facility n (%) & [ B8 ) 20 310 20 400 1 2 ( 11.8 )
Hozpital or clinic n (%) zz ( 25.3 ) 15 ¢ 23 1) 0 ¢ L I T A & I
Other n (%) 10 1.1 2 o 0.0y 1 20000 0f 0.0
Feason(s) for long-term stay Cmultiple answers were possible)
Fequire terminal care n [H) 30 5.7 1) 10 1.9 0 % 0 BOLOD 1 5.9 )
Patient’s or family’'s choice n (%) a4 E S50.F % 27 E 41.5 1 4 ( 80.0 ) 13 [ TFE.S
Have no caregivers at home n (%) 27 1.0 20 0.8 3 1 20.0) B [ 358
Inzufficient home services n [X) o 11,5 ) 3 461 0k L I T A & I
Financial burden of |iving at home n [H) (5.7 1 01 0.0 ) 5 (100000 0of 0.0 )
Waiting for admission to another facility n (%) TOo&80 [/ ooy 0 f {1 TR (. & -
Other n (%) 17 0 13,5 2 17 © 262 ) 0 ¢ ooy of 0.0 )
*WOL Cmultiple answers were poss ible)
Bathing n (%) 86 [ 98,3 ) B4 [ 98,5 ) 5 ( 100.0 3 17 { 100.0 )
Lezz than 20 min n (%) 26 ( 28.9% ) zz 0 35.4 ) o C 00 ) 3 178 )
More than 20 min n (%) B0 BA.O0 ) 44 C BE 1 ) 5 0 d00.0 ) 44 82 4 )
Taileting n (%) T2 0 828 ) 51 ¢ ¥8.5 2 5 ¢ 00,0 ) A6 ¢ 941 )
Dressing n (%) FE L 87,4 ) 5B [ 86,2 ) 5 [ 00,0 ) 15 [ 882 )
Transferr ing n (%) 77 0 88,5 ) 58 [ 83,2 ) 5 [ 100,00 ) 14 ( &z 4 )
Feading (food intake) n (%) zz o 25.3 ) 15 0 231 ) 3 C 60L0 ) A4 235 )
Lezz than 20 min n (%) o 0.0 ) oC o0 ) 0of o0 ) o 0f 0.0 )
More than 20 min n (%) 2z 25.3% ) 1% 0 23.1 ) 3 [ EO.O ) 4 ( 23.5 )
IROL Cmultiple answers were possib le)
Ability to wse telephone n (%) 730 8.2 ) g5 (10000 ) 5 ¢ 10000 ) 5 3.4 )
Houszekeeping n (%) g7 (100,02 g5 © 10000 ) 5 C 00,0 2 47 (1000 )
Laundry n (%) g7 (10000 2 65 O 10000 ) 5 C 00,0 ) A7 ( 100.0 )
Food preparation n (%) 7 [ 100.0 ) BS [ 100.0 ) 5 [ 100,00 ) A7 { 1oo.0 )
Shopping n (%) g7 (100,03 83 (10000 ) 3 ¢ 10000 2 17 (10000 )
Fezponsibility for own medications n (%) 6 98,9 ) gy [ 100,00 ) 5 0 100,00 ) g ( 941 )
Ability to handle finances n (%) g6 [ 98,89 ) g5 C100.0 ) 5 C 10000 ) 45 [ 841 )

© A Naomi, T Shiroiwa, T Fukuda, S Murashima 2012.

A licence to publish this material has been given to James Cook University, http://www.rrh.org.au

7




The Irternational Electronic Journal of Rural and Rermote Health Research, Education Practice and Palicy

Table 1: cont’d

Medical care (multiple answers were possible)

Tube feeding no%)
z times per dav ]
3 times per dav ]
Insulin injection n (%)
Once daily n (%)
Twice daily n (%)
Colostomy care n (%)
Catheter ization n ()
Eladdar irrigation n ()
Once per week n ()
Twice per week n (%)
Wound care n (%)
fispiration n (%)

e L

25,2
0.0
5.3
1.8
3.3
3.3
0.0
29.4
1.8
1.8

[
SPPPPEREFR
oo o0 o oo o

o - - Y
- -

1.8
118

=1
R

L L I U S,

B N N
o0 D 0 DM oD o =~ n
= T
e A = T = T R~ S R}
O o = & S =& S - e
B N N
= T
B N
L I R L R R - -
T T e B T

o o o oo

=]

LTC: Long-Term Care

ADL: Actiwvities of Daily Living

IADL: Institutional Activities of Daily Living

* Each item of ADL and |ADL had two answer choices:

a2

without assistance"”

or "need assistance”. (ni(%) = subjects who chose "need assistance™)

Table 2 shows the comparison of the median of existing
institutional care costs and estimated home care costs for
patterns 1 and 2. The median of existing costs for the 37
$2,495 /month $2,306-
3,743/month), whereas the medians of estimated costs were
$3,449/month (range $782-4,222/month) for pattern 1
(p=0.345) and $4,422/month (range $782-5,245) for
pattern 2 (p=0.004) (data not shown). When Care Needs
Level was considered by facility type, the median of existing
costs was $2,300-2,700/month at LTC welfare facilities,
$3,700/month at the LTC medical facility, and $2,500-
2,600/month at chronic hospitals. The median of estimated

participants was (range

costs for pattern 1 was $1,800-3,500/month at LTC welfare
facilities, $3,500/month at the LTC medical facility, and
$800-4,200/month at chronic hospitals. The median of
estimated costs in pattern 2 was approximately $1,000 higher
than pattern 1 because pattern 2 utilized home-visit helper
services during the night. The higher the Care Needs Level,
the larger the estimated costs were, reflecting the greater
degree of professional care needed. The medians of estimated
home care costs for patterns 1 and 2 were higher than those
of existing institutional costs, except for the following
participants: those classified as Care Needs Level 2 in LTC
welfare facilities, Care Needs Level 5 in the LTC medical

facility, Care Needs Level 1 in chronic hospitals, and Care
Needs Level 3 in chronic hospitals (pattern 1 only).

Table 3 shows the comparison of median existing institutional
costs and estimated home care costs for patterns 3 and 4. The
median of existing costs for all 84 participants, excluding
three who needed care at night, was $2,677/month (range
$930-3,743/month), whereas the median of estimated home
care costs for pattern 3 was $4,593/month (range $1,109-
11,219/month) (p<0.001) (data not shown). The median of
existing costs for all 87 participants was $2,677/month
(range $930-4,024/month), whereas the median of estimated
costs was $5,650/month (range $1,109-13,263/month) for
pattern 4 (p<<0.001) (data not shown). When Care Needs
Level was considered by facility type, the median of existing
costs for pattern 3 was $2,300-2,900/month at LTC welfare
facilities, $2,600-3,700/month at the LTC medical facility,
and $2,500-3,000/month at chronic hospitals. However, the
median of estimated costs for pattern 3 was $2,000-
4,800/month at LTC welfare facilities, $3,900-5,300/month
at the LTC medical facility, and $1,100-7,300/month at
chronic hospitals. The median of estimated costs for pattern 4
was $1,000-2,200 higher than that of pattern 3 because

pattern 4 utilized home-visit helper services and nursing care
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services at night. Compared with the median of existing
institutional care costs, the median of estimated costs was
higher, except for participants classified as Care Needs Level
2 in LTC welfare facilities and Care Needs Level 1 in chronic
hospitals. For both patterns 3 and 4, estimated costs also
increased with increasing Care Needs Level; estimated costs
for Level 5 participants were 1.5- to 3.2-fold higher than

existing institutional costs.

Discussion

This study found that estimated home care costs are higher
than institutional care costs. The results indicate that
deinstitutionalization of the elderly would not contribute to

the reduction of healthcare costs.

In this study, 87 of 139 patients were considered candidates for
deinstitutionalization at the discretion of care managers and home
visiting nurses. Participants had been institutionalized for a long
period, and one-third of participants consisted of single elderly or
elderly couples with no caregivers at home. Residents in rural
areas utilize fewer informal sources of assistance', and due to the
rapidly aging population in these areas, only a minority can receive
sufficient informal care. In this regard, the serious shortage of
healthcare facilities for the disabled elderly should be taken into
consideration, as well as shortages of medical care and LTCI
service providers in rural areas such as Town A. Hokkaido’s
population is aging rapidly and there are climate problems, such as
heavy snowfall, and geographic issues, such as a long distances
between houses to consider. Thus, providing care to elderly living
at home is challenging given the limited access to medical care and
availability of in-home LTCI services. As a result, the elderly face a

. .. 9
barrier to recerving adcquatc care’.

The study revealed that estimated monthly home care costs per
person were higher than existing monthly institutional care costs;
estimated costs increased with increasing Care Needs Level.
Estimated home care costs were higher than existing institutional
care costs in 24 of 37 participants assigned to patterns 1 and 2, 74
of 84 assigned to pattern 3, and 77 of 87 assigned to pattern 4.

Some studies suggest that home care is less costly than institutional

care”™. In contrast, the present results were in agreement with
other reports claiming that home care costs are higher than in-
facility care costs'®"”. Consistent with this, Lian et al reported that
home care for a patient with a high degree of dependence could be
more expensive than care provided at a nursing home facility

when both family costs and provider costs are considered"™".

The ratio of care facilities which provide care for people with
mild disabilities to the elderly population in Japan is low
compared with other developed countries™. The present
results suggest that more institutions and support facilities are
needed that provide care for elderly people who have severe

disabilities or live in sparsely populated areas.
Limitations

There are a number of limitations to this study. First, cross-
sectional data were used to estimate costs; it was not possible
to use actual home care costs. Accordingly, there is a
possibility that estimated costs may have been overestimated.
Some studies have performed cost comparisons between in-
home care and nursing home care”?' in which costs for care
between those living at home and those living in nursing
homes were compared. However, there were differences in
both disability levels and the existence of informal caregivers
between the two care scttingsls’w. In this study, nurses and
care managers formulated post-discharge home care plans,
and thus the data should accurately reflect the real state of the
community. Second, the study was conducted in only one
town, so care must be used in generalizing the results to a
larger population. However, Town A is located in a typical
rural area in Japan, so a similar cost trend may be found in
areas with similar populations. Third, this study only
compared costs and did not evaluate quality of care or
improvements in physical or mental function, mortality,
satisfaction, and quality of life. A more detailed future study

should be conducted to address these issues.
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Table 2: Comparison of the median (min—max) of existing institutional care costs and estimated home care costs (Patterns 1 and 2)

. o o . Estimated Cost: Median (Min—Max} Gost Difference: Median (Min-Max)
Care Location Care Meeds Level n  Existing Cost : Median (Min—Max}

Pattern 1 Pattern 2 Pattern 1 p value Pattern 2 p value

LTG welfare facility Level 2 9 23058 ( 23058 - 24057 ) 18302 ( 9021 - 33994 ) 18302 ( 9021 - 44218 ) -4756 { -15036 - 10936 ) np -4756 ( -15036 - 21160 } 0426
Level 3 13 24954 ( 24160 - 27669 ) 34707 { 9734 - 36170 ) 44931 ( 9734 - 46394 ) 9754 { -17935 - 12011 ) 0022 19977 ( -17935 - 22235 } 0005

Level 4 9 27260 ( 26773 - 37431 ) 35166 ( 34489 - 42223 ) 45390 ( 34489 - 52447 ) 7907 ( -2942 - 15450 ) 0.129 18130 ¢ -2942 — 25674 )} 0008

LTG medical facility Level 5 1 3679.0 34923 34923 -186.7 MNA -186.7 MNA
Chronic hospital Level 1 1 2605.5 7823 782.3 -18232 NA -18232 NA
Level 2 1 24300 33994 4421.8 919.4 NA 19418 NA

Level 3 2 25207 ( 25154 - 25261 ) 22952 ( 9734 - 36170 ) 28064 ( 9734 - 46394 ) -2255 ( -15527 - 11016 ) 1.000 2857 ( -15527 - 21240 } 1000

Level 4 1 25224 42223 52447 16939 NA 27223 ( 00 - 00 } NA
MNA: not analyzed ($/Month, 1 US$ =121 yen in 2007}

p value: Willcoxon's signed rank test
Table 3: Comparison of the median (min—max) of existing institutional care costs and estimated home care costs (Patterns 3 and 4)
n Existing Cost : Median (Min—Max) Estimated Cost : Median (Min—Max) Cost Difference: Median (Min-Max)
Care Location Care Needs Level

Pattern 3 Pattern 4 Pattern 3 Pattern 4 Pattern 3 Pattern 4 Pattern 3 p value Pattern 4 p value

LTC wekare facility Level 2 9 9 23058 ( 2305.8 - 24057 ) 23058 ( 23058 - 24057 ) 20743 { 13473 - 43871 ) 20743 ( 13473 - 54004 ) -231.4 ( -10584 - 20813 ) 0496 -231.4 ( -10584 - 31037 ) 0652
Level 3 16 16 24954 ( 24160 - 27669 ) 24954 ( 24160 - 27869 ) 40534 ( 15175 - 45573 ) 50758 ( 15175 - 55796 ) 15581 ( —12405 - 21413 } 0004 2580.4 ( -124956 - 31637 ) <0001

Level 4 17 17 26773 ( 26674 - 37431 ) 26773 ( 285674 - 37431 ) 46278 ( 33766 - 62068 ) 56501 ( 33766 - 62282 ) 19505 ( -3675 - 26484 ) <0001 29728 ( -3675 - 36707 )} <0001

Level 5 23 23 28566 ( 9301 - 29756 ) 28566 ( 9301 - 29756 ) 46443 ( 43405 - 86109 ) 58666 ( 53628 - 96332 ) 19877 ( 13649 - 76807 ) <0001 3000 (23872 - 87031 ) <0001

LTC medical facility Level 2 1 1 26150 2615.0 3883.3 4905.6 1266.2 NA 2290.6 NA
Level 5 4 4 3679.0 3679.0 5348.1 6370.5 1669.1 0250 2691.4 0250

Chronic hospital Level 1 1 1 26055 2605.5 1108.8 ( 35179 - 53481 ) 11088 ( 35179 - 63705 ) -14966 ( 35179 - 53481 )} NA  -14966 ( 35179 - 63705 )} NA
Level 2 1 1 24800 2480.0 3883.3 4905.6 1403.3 NA 24256 NA

Level 3 3 3 25261 ( 25154 - 26443 ) 25261 ( 25154 - 26443 ) 40534 ( 151745 - 405344 ) 50758 ( 151745 — 50758 ) 1527.3 ( —11268 - 15381 )} 0750 2549.7 ( -11268 - 25604 ) 0500

Level 4 2 2 25189 ( 25154 - 25224 ) 25188 ( 25154 - 25224 ) 51632 ( 4B27.75 - 5698.58 ) 61855 ( 5690.11 - 672084 ) 26443 ( 21054 - 31832 ) 0500 3666.7 ( 31277 - 42056 ) 0500

Level 5 7 10 29488 ( 27922 - 33564 ) 30138 ( 27922 - 40244 ) 73101 ( 484428 - 112187 ) 94840 ( 5866.64 - 132634 )} 43612 ( 14878 - 84265 ) 0016 6480.2 ( 18423 - 10471.2 } 0002

MNA: not analyzed {&/Month. 1 USS =121 yen in 2007)

p value: Willcoxon's signed rank test
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Conclusions

Almost all the study participants residing in institutions
required assistance with ADL, IADL, and medical care. The
estimates revealed that LTC costs would be higher if facility
residents were to be deinstitutionalized, compared with
existing costs of institutional care. The finding suggests that
elderly individuals with severe disabilities may add a social
and financial burden if they were to be discharged and

received home care.
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