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PROLONGED WAITING FOR MEDICAL ASSISTANCE BEFORE NURSING HOME ADMISSION:
MANAGEMENT AND ECONOMIC ASPECTS

In the context of global population aging, the issue of effective resource management in the healthcare sector is gaining strategic
importance. Delays in providing medical assistance to older adults not only deteriorate their physical condition and increase
hospitalization rates but also impose a growing financial burden on households and long-term care systems. Moreover, unpredictable
expenses and rising demand for specialized care complicate budget planning at both micro and macro levels.

The purpose of the paper is to analyze the waiting time for medical care among older individuals in Israel and to assess the socio-
economic consequences of such delays for the care system. The study also seeks to develop managerial solutions for system optimization,
with particular attention to the critical transition from home-based to institutional care, which requires substantial financial and
organizational resources.

The paper examines systemic, economic, and administrative factors contributing to delays in care provision — namely, inefficient
coordination between services, underfunding of primary healthcare, and the underdevelopment of long-term care infrastructure. A
cross-sectional survey of 307 family members of elderly individuals identified key risks: increased caregiving costs, caregiver burnout,
and a decline in patients’ quality of life.

Involving patients in the decision-making process produced mixed results: while it extended the time required for administrative
decisions, it also improved satisfaction with home-based care services. At the same time, individuals with higher education levels
demonstrated greater critical attitudes toward the quality of care provided.

The worsening physical condition of older adults increased the need for intensive daily care, directly impacting the financial burden
on both the state and individual households. Reduced mobility further elevated the demand for specialized equipment and services,
adding pressure to the social welfare system.

The findings highlight the urgent need for the development and implementation of an effective management model to coordinate
healthcare and social services. This includes early identification of patient needs, financial support for caregiving families, and flexible
budgeting for long-term care programs. The study’s recommendations can serve as a valuable resource for policymakers and healthcare
managers aiming to improve decision-making efficiency, ensure sustainable funding, and enhance the quality of life for the aging

population.

Keywords: elderly, economic burden, decision-making, family involvement, nursing home, management

PROBLEM STATEMENT

As populations worldwide continue to age, ensuring
timely access to medical care for elderly individuals has
become an increasingly critical public health concern. In
many healthcare systems, elderly individuals often experience
long waiting periods before receiving professional medical
assistance, particularly during the transition to nursing home
care. This delay can lead to detrimental effects on their health
and quality of life, and it places an enormous burden on
families and caregivers. The growing demand for professional
medical services combined with systemic barriers creates a
situation in which older adults are left vulnerable during one of
the most crucial periods of their lives.

The phenomenon of delayed access to medical care for
the elderly is multifaceted. It is driven by several factors,
including shortages of healthcare professionals, particularly
in geriatric medicine, inefficiencies in the referral process,
and bureaucratic obstacles in long-term care admissions.
According to [10], the increasing complexity of the healthcare
needs of older adults often outpaces the capacity of existing
systems to provide adequate and timely care. As the population
ages, the shortage of skilled geriatric specialists is particu-
larly concerning, exacerbating the problem of delayed care.

The consequences of these delays are profound and far-
reaching. Studies have shown that extended waiting times
for professional medical assistance can lead to worsened
health outcomes for elderly individuals, including increased
rates of hospitalization, exacerbation of chronic conditions,
and faster cognitive and physical decline [16]. Furthermore,
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this period of waiting often places an overwhelming strain
on family caregivers, who may be unprepared to manage
the complex medical and personal care needs of their
elderly loved ones. The prolonged absence of professional
intervention not only affects the elderly but also leads to
caregiver burnout, further complicating the dynamics of
long-term care [11].

When elderly individuals finally gain access to professional
medical assistance and are transitioned to nursing homes,
they often arrive in a more deteriorated state than if they
had received timely care. Mor et al. (2017) highlight how
this delay in care exacerbates the difficulties of adjusting to
a nursing home environment, making the transition more
traumatic and reducing the likelihood of a smooth adap-
tation. In nursing homes, administrators and healthcare pro-
viders are tasked with managing increasingly frail patients
who require more intensive interventions due to the delay
in earlier stages of care.

Addressing the issue of long waiting periods for pro-
fessional medical assistance prior to nursing home admis-
sion requires a multi-pronged approach. This paper aims to
explore the systemic, economic and managerial factors cont-
ributing to these delays and analyze their impact on health
outcomes, caregiving dynamics, and nursing home care.

Review of recent research and publications

According to the Central Bureau of Statistics, Israel's
population is estimated at 9.842 million residents, with
Jews comprising 7.208 million (73.2% of the total popu-
lation) and Arabs numbering 2.080 million (21.1%). Addi-
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tionally, 0.554 million residents belong to other groups. In
2023, Israel's population grew by 1.9%, driven by a combi-
nation of immigration and natural birth rate increases [13].

A significant concern is the declining dependency ratio
— the proportion of working individuals relative to retirees.
This imbalance threatens financial sustainability, as a gro-
wing elderly population requires increased expenditures in
welfare, healthcare, and social insurance. The challenge ex-
tends beyond the aging population itself, impacting the
nation's capacity to support retirees while maintaining eco-
nomic growth and public service standards [4].

Israel, like many developed nations, must deliver effi-
cient, high-quality, and sustainable services to its aging po-
pulation, particularly those remaining at home. These indi-
viduals often need assistance with daily activities due to
physical disabilities or cognitive decline. The state, in col-
laboration with family caregivers, must provide adequate
support to help elderly individuals maintain independence
and delay or prevent transition to nursing homes. Family
caregivers play a crucial role, but state services and funding
are equally critical. Adequate home care services, medical
support, and financial assistance can significantly enhance
the quality of life for the elderly, allowing them to remain
in their communities longer [5].

The State Health Insurance Law of 1994 (hereinafter:
"the law") establishes that every resident of Israel is entitled
to health services. According to the law, the state is responsible
for financing the health service basket, while the health funds
(Kupot Holim) are responsible for providing the full spectrum
of health services to which the insured are entitled. Section
3(d) of the law stipulates that "the health services included
in the health services basket will be provided in Israel, at a
reasonable distance from the insured's place of residence,
and all within the framework of a medical opinion, of rea-
sonable quality, and within a reasonable time, according to
the funding sources available to the health funds as per sec-
tion 13."

This section outlines the guiding principles for the pro-
vision of medical care by the health funds, including the
obligation to provide services to the insured within a "rea-
sonable time". However, the law, as it currently stands,
does not specify what constitutes a "reasonable waiting time"
for appointments with specialized medical professionals.
The absence of clear regulations or guidelines on this matter
has significant implications for the oversight and regulation
of health services.

The lack of clarity on reasonable waiting times undermines
the Ministry of Health's ability to effectively control and
supervise the services provided by health funds. Without
formal regulations or ministry guidelines defining acceptable
waiting periods for specialist care, the Ministry of Health
faces significant challenges in fulfilling its regulatory res-
ponsibilities. Consequently, the Ministry is often forced to
rely on the health funds' willingness to cooperate in the mo-
nitoring and supervision of service provision, leading to a
lack of transparency and accountability [19].

According to a survey conducted by the Brookdale Ins-
titute in 2018, there was an increase in the number of Israelis
reporting long waiting times for consultations with specialists
compared to 2016. The percentage of those who reported
waiting between one and two months rose from 13% to
18%, while the percentage of those waiting more than two
months increased from 12% to 15%. This means that one in
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three Israelis had to wait more than a month to see a speci-
alist. Furthermore, long waiting times have become the primary
reason why 29% of Israelis forgo medical treatment [24]. A
follow-up study conducted in 2021 by the Joint Distri-
bution Committee revealed that although health funds ma-
nage appointments with doctors as part of their routine ope-
rations, they do not report this data to the Ministry of
Health, nor is it made accessible to the public. Given that
patient perception of waiting times is a key factor in de-
termining whether they choose to wait, seek private care, or
forgo treatment entirely, the absence of transparency in this
data is a significant oversight in Israel's healthcare system.

There are also substantial disparities in the availability
of medical personnel between Israel’s central and peripheral
regions. The number of doctors per capita in the Tel Aviv
district is 2.3 times higher than in the northern district, which
has the lowest rate of doctors per capita. Similarly, the number
of nurses per capita in the Haifa district is 2.05 times higher
than in the southern district, where the rate is lowest. This
inequality significantly affects access to health services, and
addressing these disparities remains crucial [8].

The period preceding admission to a nursing home is
often marked by increasing frailty, chronic conditions, and
deteriorating health among elderly individuals. Timely access
to professional medical assistance is crucial during this phase
to manage health conditions effectively and improve the
quality of life. However, prolonged waiting times for medical
care can have severe consequences on both the health of
elderly individuals and the overall efficiency of long-term
care systems. Several studies underscore the negative impact
of delayed medical intervention on the health outcomes of
elderly individuals awaiting nursing home admission. Prolonged
waiting periods often lead to the worsening of existing con-
ditions, increasing the likelihood of complications and hos-
pitalizations [22].

One of the critical consequences of delayed medical
assistance is the increased use of emergency services and
hospitalizations. When elderly individuals do not receive
the appropriate care in time, their conditions often escalate
to emergencies that require urgent hospital admission. These
hospitalizations are not only costly for healthcare systems
but also place additional strain on patients, who often face
longer recovery times and a higher risk of readmission due
to the progression of their conditions during the waiting
period [17].

The burden of prolonged waiting times for medical as-
sistance is not borne solely by the elderly patients; it also
significantly impacts their caregivers. Family members often
step in to fill the gaps in care during these waiting periods,
taking on the role of primary caregivers despite lacking the
necessary medical expertise. This can lead to heightened le-
vels of stress, anxiety, and burnout among caregivers, parti-
cularly as the elderly individual's condition worsens [11].
Caregivers may find themselves managing complex me-
dical tasks, such as administering medication or monitoring
symptoms, which can be overwhelming without profess-
sional support.

The strain on caregivers during this time also affects the
decision-making process regarding nursing home transitions.
Prolonged waiting times for medical assistance can delay
the transition to nursing home care, as families may attempt
to manage care at home for longer periods, hoping for im-
provement or alternative solutions. This delay, however,
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often results in elderly individuals being admitted to nur-
sing homes in a much more deteriorated state than if they
had received timely care. By the time they are admitted, many
patients require more intensive and costly interventions,
which places additional strain on nursing home staff and
resources [20].

While the administrative tool of regulating waiting times
can potentially save costs and reduce the overuse of health
services when used appropriately [1], excessively long
waiting periods may have the opposite effect. Prolonged
waiting times increase healthcare system expenses and can
significantly harm the health of patients. The Institute of
Medicine (IOM) recognized in 2001 that long waiting times
waste both healthcare resources and the time of patients,
which in turn affects society as a whole [14]. Extended
waiting times also increase the likelihood of complications,
hospitalizations, and negative outcomes after treatment,
driving up out-of-pocket expenses as patients turn to pri-
vate healthcare to expedite their care [15]. Moreover, wai-
ting for medical appointments imposes non-monetary costs
on patients, such as stress and effort, depending on their ill-
ness and life circumstances. Delays in receiving medical
care can also negatively impact an individual’s ability to
work, reducing income and ultimately leading to a lower
quality of life [14, 18, 26]. Thus, prolonged waiting times
not only affect patients' mental and physical health but also
impose significant financial burdens.

As a result, prolonged waiting times for medical assistance
before nursing home admission have significant economic
implications for healthcare systems, patients, and society.
Delays in accessing necessary medical care can lead to
worsened health outcomes, increased healthcare costs, and
substantial economic burdens on families and caregivers.

Delayed medical care often results in the progression of
illnesses to more severe stages, necessitating more intensive
and costly treatments. For instance, prolonged waiting times in
emergency departments are associated with higher treatment
costs and longer hospital stays for elderly patients. A study
focusing on critically ill medical patients over 65 years old
found that extended boarding times in emergency departments
led to increased healthcare expenses and longer intensive
care unit stays [12]. Similarly, research indicates that longer
wait times for elective hospital treatments correlate with
greater consumption of healthcare resources, thereby escalating
overall healthcare expenditures [21].

Families frequently incur out-of-pocket expenses for
medical supplies, home modifications, and other care-related
needs during waiting periods. These expenditures can sig-
nificantly deplete household savings and strain financial
resources, especially for low- and middle-income families.
The cumulative effect of these costs can lead to financial
instability and increased reliance on public assistance prog-
rams. Assuming caregiving duties often requires family mem-
bers to reduce their working hours or exit the labor force
entirely, resulting in lost wages and diminished career ad-
vancement opportunities. This reduction in income not only
affects immediate financial stability but also has long-term
implications, such as decreased retirement savings and re-
duced Social Security benefits. The economic impact is
particularly pronounced among women, who comprise a
significant proportion of caregivers and are more likely to
experience career interruptions due to caregiving responsibilities.

Caregivers may deplete personal savings or incur debt

to cover care-related expenses, compromising their finan-
cial well-being and ability to plan for their own future
needs. Additionally, the stress associated with caregiving can
lead to health issues for caregivers, potentially resulting in
increased medical expenses and further economic hardship.

E.g., prolonged waiting times for medical assistance in
the United States have profound economic consequences,
impacting both the healthcare system and the broader eco-
nomy. These delays can exacerbate health conditions, leading
to increased healthcare expenditures, reduced workforce
productivity, and significant financial burdens on individuals
and families. One of the primary economic impacts of de-
layed medical care is the progression of untreated health
conditions, which often necessitates more intensive and costly
treatments. For instance, in 2022, approximately 8% of adults
reported delaying or not receiving medical care due to cost
concerns [22]. This avoidance can result in emergency situ-
ations that require expensive interventions, thereby increa-
sing overall healthcare spending.

Chronic diseases, which are prevalent in the U.S., signi-
ficantly contribute to healthcare costs, especially when
treatment is delayed. The Centers for Disease Control and
Prevention (CDC) reports that 90% of the nation's $4.1
trillion in annual healthcare expenditures are for people
with chronic and mental health conditions. The financial
strain on the healthcare system is further compounded by
the high prevalence of chronic diseases. For example, arth-
ritis affects about 53.2 million adults in the United States,
leading to over $300 billion in medical costs and earning
losses [6]. Delays in treatment can exacerbate such condi-
tions, resulting in increased disability and higher healthcare
expenditures.

Addressing the economic impact of prolonged waiting
times for medical assistance requires comprehensive policy
interventions. Investing in home and community-based
services (HCBS) has been shown to prevent or delay long-
term nursing home placement, thereby reducing associated
costs [9]. Policies that enhance access to timely medical care,
streamline referral processes, and expand the healthcare
workforce, particularly in geriatric care, are essential to mi-
tigate the economic burdens on healthcare systems and fa-
milies. Despite the extensive body of research, the issue of
prolonged waiting for medical care prior to hospitalization
in a nursing home remains insufficiently explored and requires
further in-depth investigation.

The PURPOSE of the paper is to analyze the waiting
time for medical care among older individuals in Israel and
to assess the socio-economic consequences of such delays for
the care system. By identifying these effects, the study aims
to provide recommendations for improving timely access to
care and easing the burden on both families and long-term
care systems.

RESULTS

307 families participated in this study. An online survey
was sent and completed by caregivers of elderly people.
Table 1 shows the socio-demographic information of the sample.

A total of 307 elderly individuals were represented in
this study, with slightly more females (53.8%) than males
(46.2%). The majority of participants resided in the central
region of Israel (57.4%), followed by the north (19.5%),
Jerusalem (17.1%), and the south (6.0%).
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Table 1 — The socio-demographic information of the sample [developed by the author]

Variable Response N Percentage
0,
Gender of the Elderly Flc\e/ln;?;e 12(3) 2252;“2
Central 171 57.4%
0,
Residential Region Je}'\lu(;:l}::m 2515 i 3?02
South 18 6.0%
Nursing Home 240 79.5%
Current Living Situation At Home 45 14.9%
Assisted Living 16 5.3%
Jewish 203 66.1%
Muslim 73 23.8%
Religion of the Elderly Christian 17 5.5%
Other 10 3.3%
Armenian 4 1.3%
Western Asia (e.g., Israel) 115 37.5%
Country of Birth Eastern Europe (e.g., Ukraine, Russia) 92 30.0%
North Africa (e.g., Morocco, Algeria) 28 9.1%
Widowed 131 43.0%
. Married 113 37.1%
Eldg][;mal Status of the Divorced 34 11.2%
Single 18 5.9%
Separated 9 3.0%
Pension from employment 154 50.3%
Pension and Income Supplement 31 10.1%
Source of Income Income Supplement and Other Sources 24 7.8%
Pension and Reparations 11 3.6%
Pension, Reparations, and Income Supplement 2 0.7%

Most of the elderly participants lived in nursing homes
(79.5%), while a smaller proportion lived at home (14.9%)
or in assisted living facilities (5.3%). In terms of religious
affiliation, the sample was predominantly Jewish (66.1%),
with smaller groups identifying as Muslim (23.8%), Christian
(5.5%), Other (3.3%), or Armenian (1.3%).

Regarding country of birth, the largest group was from
Western Asia, including Israel (37.5%), followed by individuals
from Eastern Europe (30.0%) and North Africa (9.1%). Marital
status varied, with 43.0% of the elderly being widowed, 37.1 %
married, 11.2 % divorced, 5.9 % single, and 3.0 % separated.

In terms of income sources, half of the sample (50.3%)
received a pension from employment. Other combinations
of income sources included pension and income supplement
(10.1%), income supplement with other sources (7.8%),
pension and reparations (3.6%), and a small percentage re-
ceiving a combination of pension, reparations, and income
supplement (0.7%).

The questionnaire included questions regarding the
following topics: Involvement in Decision; Frequency of
Visits; Time to Decision; Quality of Home Care; Influence
of Hospitalizations on Decision; Influence of Condition
Deterioration on Decision; Lack of Factor for Referral; Elderly's
Ability to Walk at Home; Elderly's Need for Daily Assistance;
Psychological Burden; and financial Burden.

Table 2 shows the descriptive statistics and Pearson
correlations between study variables. The study examined
the relationships between several key variables associated
with elderly care, focusing on factors such as decision-making
involvement, quality of care, physical and psychological burdens,
and the need for assistance. A correlation matrix revealed
significant relationships between these variables, shedding
light on the complex dynamics that affect both elderly
individuals and their caregivers.

A central finding was the significant positive correlation
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between involvement in decision-making and the time taken
to make care decisions (» = 0.18, p < .01). This indicates
that greater involvement of the elderly in the decision-making
process is associated with a longer decision-making period.
Interestingly, this greater involvement also correlated positively
with satisfaction with the quality of home care (» = 0.13, p
<.05), suggesting that when the elderly have more input in
care decisions, they report higher levels of satisfaction with
the care they receive. However, this dynamic is nuanced, as
higher levels of education were negatively correlated with
satisfaction in home care (» = -0.14, p <.05), indicating that
more educated individuals may have higher expectations
for care quality that are not always met.

The results also highlighted the significant impact of
health deterioration on both the elderly and their caregivers.
As health declines, the need for daily assistance increases,
as indicated by the strong positive correlation between
condition deterioration and the need for daily help (» =
0.22, p < .01). Moreover, this decline also corresponded
with increased psychological burdens on both the elderly
and their caregivers (r = 0.26, p < .01). These findings
illustrate the wide-ranging effects of worsening health conditions,
which contribute to both emotional and logistical challenges in
caregiving.

Another important factor identified in the study was the
lack of a referral system, which was positively correlated with
the influence of hospitalizations on decision-making (» = 0.32,
p < .01). This suggests that when hospitalizations play a
significant role in care decisions, the absence of a clear re-
ferral pathway becomes more pronounced, increasing the
burden on caregivers to navigate the care system indepen-
dently. Additionally, a lack of referral guidance was associated
with higher levels of involvement in decision-making (» = 0.13,
p < .05), perhaps reflecting the need for families to fill the
gaps left by inadequate professional input.
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Table 2 — Descriptive statistics and Pearson correlations between study variables [developed by the author]

1 2 3 4 5

6 7 8 9 10 11 12

1. Elderly's
Education

2. Involvement

in Decision -0.06

3. Frequency of

Visits -0.05 0.01

4. Time to

Decision 0.01

0.18%* 0.04

5. Quality of

| *
Home Care 0.14

0.13* 0.15* 0.01

6. Influence of
Hospitalization
s on Decision

-0.02 0.04 -0.08 -0.03 -0.07

7. Influence of
Condition
Deterioration
on Decision

0.11 -0.01 -0.05 -0.03

0.07

8. Lack of
Factor for
Referral

-0.05 0.13* -0.07 0

0.32%* 0.1

9. Elderly's
Ability to Walk
at Home

0.04 0.04 -0.06 -0.06 0.04

-0.03

0.01 -0.08

10. Elderly's
Need for Daily
Assistance

-0.12*% | -0.14%* | 0.14** 0.07 -0.03

0.12

0.22%* 0.08 -0.36%**

11.
Psychological
Burden

0.07 -0.13* 0.07 -0.03

0.05

0.26%** 0.05 -0.15% 0.21%*

12. Financial

- *
Burden 0.12

0.06 0.09 0.17** | 0.06

0.15*

0.09 0.13* -0.12%* 0.20%* 0.25%*

Mean (M) 2.11 2.37 3.95 3.05 3.74

3.19

3.72 2.19 3.31 2.46 32 2.42

Standard

Deviation (SD) 1.38

1.17 1.15 1.58 1.22

1.06

0.61 0.85 1.3 0.66 0.9 0.95

The need for daily assistance emerged as a crucial variable,
negatively correlated with the elderly's ability to walk at
home (» = -0.36, p < .01). This relationship underscores
how reduced mobility significantly increases the need for
caregiving support. It was also linked to greater financial
(r=0.20, p <.01) and psychological burdens (»= 0.21, p <.01),
demonstrating that the need for daily help contributes to a
range of challenges for families.

Financial burden, in particular, was a recurring theme
throughout the study, significantly associated with increased
psychological stress (» = 0.25, p <.01). Frequent hospitali-
zations also contributed to financial strain (» = 0.15, p < .05),
indicating that ongoing medical needs place considerable
pressure on families already struggling to meet caregiving
demands.

In terms of descriptive statistics, the highest reported
average was for "Frequency of Visits" (M = 3.95, SD = 1.15),
reflecting frequent professional interactions in the home
care context. In contrast, "Lack of Factor for Referral" had
the lowest average (M = 2.19, SD = 0.85), suggesting that
professional guidance and referrals are relatively scarce.
The standard deviations indicated that some variables, such
as "Time to Decision" (SD = 1.58), displayed higher variability,
pointing to differences in the decision-making experience
among participants.

In order to examine differences across residential regions,
one-way Analysis of Variance (ANOVA) tests were conducted
(Table 3). These tests aimed to determine whether differ-
rences existed among elderly individuals residing in the
center, north, south, and Jerusalem regions with respect to
the following variables: satisfaction with the quality of care
received at home, frequency of visits by a doctor or nurse at

home, frequency of community nurse visits, frequency of
physiotherapist visits, and frequency of visits by a geriatrician
or psychogeriatrician. The results are presented in Table 2.
The data indicate significant differences between regions
only for the variables of satisfaction with the quality of
home care [F(3, 291) = 6.86, p < .001] and frequency of
community nurse visits [F(3, 284) = 8.84, p <.001].

To identify the source of these differences, Bonferroni
post-hoc tests were performed. For the variable of satisfac-
tion with the quality of home care, it was found that satis-
faction in the northern region was significantly higher than
in the southern region (p = .011), Jerusalem (p <.001), and
the center (p = .006). No significant differences were found
between satisfaction levels in the southern, central, and
northern regions. For the variable of community nurse visits,
post-hoc analyses revealed that the frequency in the center
was significantly lower than in the southem region (p = .011)
and northern region (p < .001). Additionally, the frequency
of visits in Jerusalem was significantly lower than in the
northern region (p = .027).

CONCLUSIONS

The study highlights key economic and managerial chal-
lenges within the long-term care system for older adults,
particularly in relation to their involvement in decision-ma-
king, the burden placed on caregivers, and regional disparities
in service access. From a management and policy perspective,
the findings emphasize the need for patient-centered appro-
aches, structured service coordination, and targeted support
for caregiving families.

The involvement of older individuals in decision-ma-
king processes has been found to enhance satisfaction with
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Table 3 — Results of One-Way ANOVA: Descriptive Statistics by Region for Elderly Care Variables [developed by the author]

South Jerusalem Center North F (df)
Variable (N=18) (N=51) (N=169) (N=57) P
M SD M SD M SD M SD
Jausfaction with Qualityol | 333 | 133 | 341 12 | 373 | 121 | 433 | 095 | 686(3,291) | <.001
ome Care
f}.e‘ﬂ“e“"y of Doctor/Nurse 3.67 1.24 3.84 136 | 3.75 148 | 3.69 137 | 0.13(3,289) | 0.944
isits at Home
i{eq“en?y. of Community 2.53 1.23 1.81 1.14 1.68 1.01 24 1.07 | 8.84(3,284) | <.001
urse Visits
yeduency of Physiotherapist | 341 | 051 | 173 | LIS | 148 | 095 | 157 | 09 | 104(3,290) | 0376
Lreduency of Geriatrician 215 | 08 | 183 | 088 | 173 | 085 | 19 | 083 | 1.35(3,233) | 0258

care services, yet it also extends administrative timelines,
necessitating adaptation of management models to these
evolving dynamics. As patients' health deteriorates, the de-
mand for intensive daily care increases, leading to higher
expenditures for both households and the state, while si-
multaneously contributing to caregiver burnout. This under-
scores the need for adequate funding of caregiver support,
training, and burnout prevention programs.

Particular attention should be given to reforming the re-

leads to disorganized decision-making and inefficient re-
source utilization. Regional disparities in access to quality
care further indicate the need for a more balanced allocation of
resources and optimization of service delivery models.

The study’s findings can serve as a foundation for stra-
tegic managerial decisions aimed at improving the efficiency
of long-term care systems, reducing financial strain, and
promoting more equitable access to healthcare and social
services for the elderly.

ferral system — currently, the absence of clear care pathways
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TPUBAJIE OUIKYBAHHS MEJUYHOI JONMOMOT'HY IMEPEJI TOCIIITAJIZALIIEIO IO BY IMHKY
IPECTAPIJINX: YIIPABJITHCBKO-EKOHOMIYHI ACIIEKTH

YV konmexcmi enobanvnoco cmapinma HACeNeHHs NUMAHHA eheKmueHo20 YNpasuinHse pecypcamu y cghepi 0XOpoHu 300pos’s
Habysac cmpameziyHo2o 3HAYEHHA. 3ampuMKU y HAOAHHT MEOUUHOT 00NOMO2U 0CODAM NOXUL020 GIKY He Juie NO2ipulyloms ixXHii
Gizuunull cman i 30inbWYIOMY KITBKICMb 20Cnimanizayiu, ane U npu3600imv 00 3POCMAHHA (DIHAHCO8020 HABAHMANCEHHS HA
domozocnodapcmea ma cucmemu 00820CmMpPOK08020 0021:0y. Kpim mozo, Henpoenososami eumpamu ma 30inbuleHHs nompeod y
cneyianizo8anomy 0021501 YCKIAOHIOIOMb NIAHYBAHHS 0100JCemy K Ha MIKpO-, MaK i Ha MAKPOPIGHI.

Memoto Oocniodcenns € aumaniz mpuganocmi O4iKy8awHs MeOuyHoi 0onomoeu Aimuimu ocobamu 6 I3paini ma oyinoeanms
COYIaNbHO-eKOHOMIYHUX HACTIOKIE MAKUX 3amMpuMoK Ol cucmemu 002150y, d MAaKodlic po3poOIeHHS YNPABIIHCOKUX piuleHb O it
onmumizayii. Ocobaugy ysacy npuoileno KpumuyHoMy emany nepexooy 6i0 0OMauhb020 00 IHCMUMYYIHO20 002150y, WO 8UMA2AE
SHAYUHUX PIHAHCOBUX MA OPSAHIZAYIUHUX 3YCUITD.

YV 0ocniooicenni npoananizogano cucmemmi, eKOHOMIYHI MA YAPAGLIHCHKI YUHHUKU, WO 00YMOBIIOI0Mb 3AMPUMKU: HeeheKmueHa
KOOpOUHayisi Midic Cryscbamu, obmesicene Qinancy8ants nepeunHol MeouuHoi 00noMo2u, HeOOCMamuill po3gUmMoK iH@GPacmpyKkmypu
00820cmpox08o20 0021a0y. Ilonepeune onumyeanns 307 uneHié pooun AimMHIX 0Ci6 0an0 3MO2y GUABUMU KIIOYO08I DUSUKU:
301IbWEHHS UMPATN HA 002710, eMOYILHe BULOPAHHS ONIKVHIB, 3HUINCEHHS AKOCTNI HCUMMA NAYIEHMIB.

3anyuenns nayienmie 0o npoyecy npuiiHamms piuieHb npoOeMOHCMPYSAN0 OBOSKUL eheKm: 3 00H020 OOKY, ye N000BICYBANO
nepioo yxeaneHHs YnpasiiHCbKux piuleHs, a 3 iHu020 — nidgUWY8aAl0 3a00601eHICMb 8i0 OMpUMy8aHux nociye. Boonouac cepeo oci6
3 6UYOIO OCBIMOIO CNOCMEPI2anocs 3pOCMAHHA KPUMUYHOCTE CMOCOBHO AKOCMI 002TIA0Y.

Hozipwenns @hizuunoeo cmany JMHIX 1H00ell NPU3B0OUNLO 00 HeOOXIOHOCHI THMEHCUBHIUO20 WOOEHHO20 002150V, WO NPIMO
8NIUBANO HA 3POCNANHA BUMPA 5K 3 OOKY 0eparcasu, max i 3 60Ky 00M020Ccn00apcmes. 3HUMNCeH s, MOOITbHOCMI CYNPOBOOHNCYBANOCH
30inbUeHHAM nompeb y cneyianbHomy O00IAOHAHHI MA NOCTyeax, WO 2eHepy8ano 000amKo8e HABAHMANCEHHS HA CUCMEeMY
coyianbHoeo 3a6e3neyeHHs.

Ompumani pe3yromamu BUCBIMIIOIOMb HEOOXIOHICING PO3POONIEHHA MaA BNPOBAO’CEHHSA epeKMUEHOI YNPAsIiHCLKOI Mooei
KOOpOUHayii Midic MeOUYHUMU mMa COYIANbHUMU CAyHcOamu, wo nepedbaudae paHHe 6usigieHHsi nompebd nayicnmis, Qinancogy
niompumKy pooun, AKi 30LUCHIOIOMb 002740, Ma cHyuKe O0100J4Cemy8ants 00820CMPOKOSUX npozpam 002aa0y. Pexomenoayii
00CTIONCEHHS. MOdICe OYMU 3ACOCOBAHO YNPABTIHYAMY MA NONIMUKAMU ONs NIOSUWEHHS epeKMUBHOCMI NPUUHAMMA Dileny,
3abe3neuents cmanoeo QIHancy8ants ma NOKPAWEHHs AKOCMI HCUMms 0cib NOXUNO20 BIKY.

Knruoegi cnosa: 1100u noxunozo 6ixy, eKOHOMiuHUl msaeap, NPUUHAMMmA piuieHs, 3a1yuenus cim'i, 6yOuHox npecmapinux, ynpaeuinHs

63




<<
  /ASCII85EncodePages false
  /AllowTransparency false
  /AutoPositionEPSFiles true
  /AutoRotatePages /None
  /Binding /Left
  /CalGrayProfile (Dot Gain 20%)
  /CalRGBProfile (sRGB IEC61966-2.1)
  /CalCMYKProfile (U.S. Web Coated \050SWOP\051 v2)
  /sRGBProfile (sRGB IEC61966-2.1)
  /CannotEmbedFontPolicy /Error
  /CompatibilityLevel 1.3
  /CompressObjects /Off
  /CompressPages true
  /ConvertImagesToIndexed true
  /PassThroughJPEGImages true
  /CreateJobTicket false
  /DefaultRenderingIntent /Default
  /DetectBlends true
  /DetectCurves 0.0000
  /ColorConversionStrategy /CMYK
  /DoThumbnails false
  /EmbedAllFonts true
  /EmbedOpenType false
  /ParseICCProfilesInComments true
  /EmbedJobOptions true
  /DSCReportingLevel 0
  /EmitDSCWarnings false
  /EndPage -1
  /ImageMemory 1048576
  /LockDistillerParams false
  /MaxSubsetPct 100
  /Optimize false
  /OPM 1
  /ParseDSCComments true
  /ParseDSCCommentsForDocInfo true
  /PreserveCopyPage true
  /PreserveDICMYKValues true
  /PreserveEPSInfo true
  /PreserveFlatness true
  /PreserveHalftoneInfo false
  /PreserveOPIComments false
  /PreserveOverprintSettings true
  /StartPage 1
  /SubsetFonts true
  /TransferFunctionInfo /Apply
  /UCRandBGInfo /Preserve
  /UsePrologue false
  /ColorSettingsFile ()
  /AlwaysEmbed [ true
    /Arial-Black
    /Arial-BoldItalicMT
    /ArialMT
    /BellMT
    /BellMTBold
    /BellMTItalic
    /BernardMT-Condensed
    /BodoniMTPosterCompressed
    /BrushScriptMT
    /CourierNewPS-BoldItalicMT
    /CourierNewPS-BoldMT
    /CourierNewPS-ItalicMT
    /CourierNewPSMT
    /FootlightMTLight
    /Georgia
    /MaturaMTScriptCapitals
    /MT-Extra
    /MTExtraTiger
    /SymbolMT
    /Tahoma
    /Tahoma-Bold
    /Tiger
    /TigerExpert
    /TimesNewRomanPS-BoldItalicMT
    /TimesNewRomanPS-BoldMT
    /TimesNewRomanPS-ItalicMT
    /TimesNewRomanPSMT
    /Verdana
    /Verdana-Bold
    /Verdana-Italic
    /VladimirScript
    /Webdings
    /Wingdings2
    /Wingdings3
    /Wingdings-Regular
    /ZWAdobeF
  ]
  /NeverEmbed [ true
  ]
  /AntiAliasColorImages false
  /CropColorImages true
  /ColorImageMinResolution 300
  /ColorImageMinResolutionPolicy /OK
  /DownsampleColorImages true
  /ColorImageDownsampleType /Bicubic
  /ColorImageResolution 300
  /ColorImageDepth -1
  /ColorImageMinDownsampleDepth 1
  /ColorImageDownsampleThreshold 1.50000
  /EncodeColorImages true
  /ColorImageFilter /DCTEncode
  /AutoFilterColorImages true
  /ColorImageAutoFilterStrategy /JPEG
  /ColorACSImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /ColorImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /JPEG2000ColorACSImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /JPEG2000ColorImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /AntiAliasGrayImages false
  /CropGrayImages true
  /GrayImageMinResolution 300
  /GrayImageMinResolutionPolicy /OK
  /DownsampleGrayImages true
  /GrayImageDownsampleType /Bicubic
  /GrayImageResolution 300
  /GrayImageDepth -1
  /GrayImageMinDownsampleDepth 2
  /GrayImageDownsampleThreshold 1.50000
  /EncodeGrayImages true
  /GrayImageFilter /DCTEncode
  /AutoFilterGrayImages true
  /GrayImageAutoFilterStrategy /JPEG
  /GrayACSImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /GrayImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /JPEG2000GrayACSImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /JPEG2000GrayImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /AntiAliasMonoImages false
  /CropMonoImages true
  /MonoImageMinResolution 1200
  /MonoImageMinResolutionPolicy /OK
  /DownsampleMonoImages true
  /MonoImageDownsampleType /Bicubic
  /MonoImageResolution 1200
  /MonoImageDepth -1
  /MonoImageDownsampleThreshold 1.50000
  /EncodeMonoImages true
  /MonoImageFilter /CCITTFaxEncode
  /MonoImageDict <<
    /K -1
  >>
  /AllowPSXObjects false
  /CheckCompliance [
    /PDFX1a:2001
  ]
  /PDFX1aCheck true
  /PDFX3Check false
  /PDFXCompliantPDFOnly true
  /PDFXNoTrimBoxError false
  /PDFXTrimBoxToMediaBoxOffset [
    0.00000
    0.00000
    0.00000
    0.00000
  ]
  /PDFXSetBleedBoxToMediaBox true
  /PDFXBleedBoxToTrimBoxOffset [
    0.00000
    0.00000
    0.00000
    0.00000
  ]
  /PDFXOutputIntentProfile (U.S. Web Coated \050SWOP\051 v2)
  /PDFXOutputConditionIdentifier (CGATS TR 001)
  /PDFXOutputCondition ()
  /PDFXRegistryName (http://www.color.org)
  /PDFXTrapped /False

  /CreateJDFFile false
  /Description <<

    /BGR <>
    /CHS <>
    /CHT <>
    /CZE <>
    /DAN <>
    /DEU <>
    /ESP <>
    /ETI <>
    /FRA <>
    /GRE <>

    /HRV <>
    /HUN <>
    /ITA (Utilizzare queste impostazioni per creare documenti Adobe PDF che devono essere conformi o verificati in base a PDF/X-1a:2001, uno standard ISO per lo scambio di contenuto grafico. Per ulteriori informazioni sulla creazione di documenti PDF compatibili con PDF/X-1a, consultare la Guida dell'utente di Acrobat. I documenti PDF creati possono essere aperti con Acrobat e Adobe Reader 4.0 e versioni successive.)
    /JPN <>
    /KOR <>
    /LTH <>
    /LVI <>
    /NLD (Gebruik deze instellingen om Adobe PDF-documenten te maken die moeten worden gecontroleerd of moeten voldoen aan PDF/X-1a:2001, een ISO-standaard voor het uitwisselen van grafische gegevens. Raadpleeg de gebruikershandleiding van Acrobat voor meer informatie over het maken van PDF-documenten die compatibel zijn met PDF/X-1a. De gemaakte PDF-documenten kunnen worden geopend met Acrobat en Adobe Reader 4.0 en hoger.)
    /NOR <>
    /POL <>
    /PTB <>
    /RUM <>
    /SKY <>
    /SLV <>
    /SUO <>
    /SVE <>
    /TUR <>
    /UKR <>
    /ENU (Use these settings to create Adobe PDF documents that are to be checked or must conform to PDF/X-1a:2001, an ISO standard for graphic content exchange.  For more information on creating PDF/X-1a compliant PDF documents, please refer to the Acrobat User Guide.  Created PDF documents can be opened with Acrobat and Adobe Reader 4.0 and later.)
    /RUS <>
  >>
  /Namespace [
    (Adobe)
    (Common)
    (1.0)
  ]
  /OtherNamespaces [
    <<
      /AsReaderSpreads false
      /CropImagesToFrames true
      /ErrorControl /WarnAndContinue
      /FlattenerIgnoreSpreadOverrides false
      /IncludeGuidesGrids false
      /IncludeNonPrinting false
      /IncludeSlug false
      /Namespace [
        (Adobe)
        (InDesign)
        (4.0)
      ]
      /OmitPlacedBitmaps false
      /OmitPlacedEPS false
      /OmitPlacedPDF false
      /SimulateOverprint /Legacy
    >>
    <<
      /AddBleedMarks false
      /AddColorBars false
      /AddCropMarks false
      /AddPageInfo false
      /AddRegMarks false
      /ConvertColors /ConvertToCMYK
      /DestinationProfileName ()
      /DestinationProfileSelector /DocumentCMYK
      /Downsample16BitImages true
      /FlattenerPreset <<
        /PresetSelector /HighResolution
      >>
      /FormElements false
      /GenerateStructure false
      /IncludeBookmarks false
      /IncludeHyperlinks false
      /IncludeInteractive false
      /IncludeLayers false
      /IncludeProfiles false
      /MultimediaHandling /UseObjectSettings
      /Namespace [
        (Adobe)
        (CreativeSuite)
        (2.0)
      ]
      /PDFXOutputIntentProfileSelector /DocumentCMYK
      /PreserveEditing true
      /UntaggedCMYKHandling /LeaveUntagged
      /UntaggedRGBHandling /UseDocumentProfile
      /UseDocumentBleed false
    >>
  ]
>> setdistillerparams
<<
  /HWResolution [2400 2400]
  /PageSize [612.000 792.000]
>> setpagedevice


