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Abstract

The reformulation of the regulation of long-term care seen in the recent White Paper and Royal
Commissioninthe UK hasled to topical debatesonlong-term carefor older people. Given that there
are over 500,000 people in residential nursing and dual registered homes across the country, there
has, until now, been remarkably little research on the role of managers in the long-term care sector,
the various tasks they undertake in the day-to-day operation of a care home, and the qualities and
qualifications they bring to their work. This study investigates the range of tasks which managers of
long-term care homes perform, and the skills they should possess to do their work. The opening
chapter reproduced here provides acritical analysis of the current confusion which besets UK policy

on long term care.
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Long Term Careisinturmoil - again. Since the great expansion of the early 1980’ s fuelled
by the release of public funds and demographic pressures, there has been a succession of
anxieties, atmospheres of collective grievance and claims of injustice. Theintroduction of the
1984 Residential Homes Act, the associated Code of Practice Home Life and the creation of
the Tribunal; generated alarm and dismay. Proprietorsworried, in public and private about
locks on residents doors, ensuite facilities, single rooms, room sizes, night staffing, nursesin
residential homes and registration fees. Then it was differential fees, payments for high
dependency, different inspection standards, the Fit Person and the problems of dual
registration. More recently the focus has been on the competing expectation of higher
standards with driven down prices, often below the costs of provision. Local authoritiesin
their attempts to manage capped budgets for purchasing care have frequently placed older
people in the cheapest rather than the most appropriate care.

Littlewonder that those who own and run what is now termed the Long Term Careindustry
are challenging the government to match itsemergent package of policy changeswithfair and
adequate funding. In the interim the stock market values of the increasingly influential
corporate sector continue to fall and as a consequence new investment has declined. Some
parts of the charitable sector continue to flourish and grow on the proceeds of effective fund-
raising. The main body of small ‘cottage industry’ proprietor led homes (still the core
provision) mostly struggle to survive. Local authority homes, twenty years ago the largest
sector has dwindled to becomethe smallest. All too frequently these are places of |ast resort



for the discerning consumer, but given preferentia treatment by purchasers from the public
purse.

Despite these vicissitudes it is not difficult to conclude that the past fifteen years since the
1984 Act have seen an overal rise in quality for the older people who are residents. They
have more privacy, personal space, dignity and care. But the averagerise, embracesvigorous
innovation and excellence aswell asfacilitiesand personal serviceswhich areintolerably sub-
standard. Inspectors and Registration bodies are increasingly skilled at enforcing good care
standards. Y et they do their task, largely understaffed, so that the regular monitoring they are
charged to undertake is widely neglected. Perhaps most discomforting to providersis the
sgnificant variation in the way standards are interpreted and applied. The government the
industry and the registration bodies all have collective voicesto expresstheir disquiet. Sotoo
have the nurses and the doctors who have all but abandoned old people in homes. The
constituency rarely heard evenintimeswhere consumer consultation and Chartersarein great
evidence, arethehalf millionincreasingly frail old peoplewho pay an average of over £15,000
ayear to livein aresidential or nursing home.

Residentsdo at | east have arange of pressure groupsto speak astheir unchosen proxies. Age
Concern, Help the Aged, the Relatives Association and others draw public and political
attention to failures in the system which come to their attention. The group which is
completely submerged in the clamour is staff. RCN speaks out for the qualified nurses; but
the huge workforce of poorly paid, mostly part-time, unqualified female carers and domestic
staff are virtually unrepresented. Nor, significantly do we hear from their managers. Mostly
working in single establishment homes with no organised body to represent them managers
are often isolated from their peers; engaged in an undoable portfolio of activities and yet
bearing central responsibility for the effectiveness of avital service.

Manager s and Staff

This study beginsfrom the premise that the greatest net gains to be achieved in the quality of
long term care over the next decade will be through improving the effectiveness and skill of
staff. There are other domains of improvement which will be complementary - assessment,
personal living space, new regulatory frameworks and more equitable public funding - but
none will match the efficacy of sound investment in staff. Enhancement of their skills,
knowledge, professional self confidence, assessment and recording capability and ability to
use knowledge - based practices, will pay high dividends. Y et, given the depressed levels of
funding and the poor return on capital across the industry, there can be little prospect of the
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necessary level of training budgets, to lift the competence quotient significantly above present
levels. Even £100 a year per member of staff spent on training would cost the sector more
than £60 million. Whilst such amodest training programmewould requireonly the equivalent
of £3 per bed per week (or one per cent of average turnover) it is unlikely to materialise at
anational level.

Within such arestricted expectation of investment in the workforce it may make more sense
to devote a higher proportion of training resource to raise management effectiveness.
Reliable estimates of the numberswho might betermed managersare unavailable. Inpartthis
isdue to the lack of overall workforce statistics in an industry dominated by low paid, part-
time and rapid turn-over of workers. But even a simple approach produces large numbers.
If each home has a manager or matron who takes overall responsibility for the establishment
there must be at least one deputy who oversees staff during the second day time shift. In
most homes there will be at least one other responsibility post. Add to these, the managers
employed by the larger groupings and companies who are senior, with Chief Executive or
arearesponsihilities. On the basis of 31,000 registered homes, there is likely to be around
100,000 operational managers.

Astherest of thisvolume reveals, the tasks of management extend far beyond the oversight
of care staff and caring work. Rotas, training, finance, purchasing, food and hotel services,
building maintenance, health and hygiene, | egid ativeand regul atory complianceand marketing
al feature in a diversity of job descriptions. The range of tasks is greatest in the smallest
businesses, where the composite of proprietorship and management is common. More
specidisation is possible in the larger corporates where conventional line management on
functiona linesisthe norm.

Remarkably little is known about this key body of staff. Previous enquiries provide sketchy
information. Official statistics are strongest on residents, their age gender and dependency
levels. Staff are usually described loosely and collectively, but not enumerated. The Audit
Commission’s The Coming of Age (1997) report on care services for older people is much
concerned with issues of cost, value and quality, but presents no data on staff and only
addresses management in terms of processes and procedures. The Roya Commission on
Long Term Care (1999), looks at the whole field as well as focusing on its given task of
funding. It too pays no attention to staffing or management. Modernising Social Services
(1998) provides achapter on Improving Standards in the workforce. Its concerns arelargely
with training standards and qualifications for social services professionals. Plansarelaid out



for the new Genera Social Care Council which will set training standards and regul ate the
training system to be lead by the National Training Organisation. Clearly thisiscloser to the
staffing of homes for older people; but at this stage the attention is drawn more to the
establishment of qualification routes for social workers and other professionals. The
untrained army in long term careis part of the planned framework, but still along way down
theline. Managers are equally invisible in this emerging system.

The neglect of staff and management in the institutional care system is as old as the system
itself. Long term care has over a century of history of being out of sight and out of mind.
Our long stay mental hospitalswere staffed with ‘ orderlies’ whose taskswere defined by their
title. Custody and control wasalso the principal task of the poor law institutions out of which
local authority residential homes grew. Despite the alarm which was provoked by Peter
Townsend' sLast Refuge (1962) and the staff revelationsin Sans Everything (1967), thecare
of the old, the infirm and the poor has never attracted public funding for trained, caring staff.
Even theefforts of the Gatsby Group led by BarabaraKahan to improvetraining in childrens
homes, had only a moderate influence. It resulted in the closure of homes and the
abandonment of collective care rather than itsimprovement. With older people, the ‘Home'
initsvarious formats, is one permanent feature of the landscape of support. So attending to
the qualities of care staff and the quality of those who manage them is avital project.

In later chapters we examine the nature of the management function, the present
characteristics of home managers and what informed opinion believes we should do to raise
standards. In thisopening sequence, we now turn again to the kal el doscope of changewhich
infuses every aspect of the lives of residential and nursing homes in Britain.

Public Policy in Transition

Fifteen years after the Registered Homes Act 1984 and the accompanying Code of Practice
Home Life (1984), theinstitutions and practiceswhich they established are seento bein need
of serious revision. Moreover there is a declared intention on behalf of government to
produce amore equitable and better organised set of arrangmentsfor residential and nursing
homes. As the public purse currently meets aimost seventy per cent of the total costs, it is
a matter of expectation that resources are spent well. At the same time it is a matter of
concern that demographic pressures and practice trends are increasing the annual spend.
Thus advances are being made both on the framework for regulation and quality and on
establishing future patterns of public and private contributions to the costs of care in homes



for older people.

Two key documents were published within a few months of each other. The White Paper
Modernising Social Services (1998) and the Report of the Royal Commission With Respect
to Old Age (1999). The White Paper had been long awaited so its principal areas of interest
and its proposals were widely discussed, before its publication. Whilst much of the
expectation was met, it sets long term care in wider context than many anticipated. The
government has wisely seen the need to set al residential and nursing care provision within
the same regulatory arrangements. But it has also included homes for children, those with
learning disabilities and mental health problems. In public policy termsthis embracing of the
whole spectrum makes good sense. Yet in placing services for very different clienteles
together, it generatesthe need to recogni se differences of practicewhilst stewarding the same
standards.

The Single Registered Care Home

The current distinction between nursing and residential homes is based on an historical split
between professionally defined modelsof ‘medica’ and ‘socid’ care. Theregulatory system
embodied inthe Registered Homes Act 1984 is determined by these two professional models.
The current provision for dua registration might have led to the development of a more
unified typeof provision. Inreality, differing regulations, guidelinesand proceduresfollowed
by health and local authority inspectors have often placed unreasonable regulatory burdens
on homes seeking to provide a wide range of care. In consequence, the successful
establishment of dually registered homes has been limited.

Resulting from an earlier Rowntree funded study Ma colm Johnson and Lesley Hoyes (1996)
proposed an organisational and regulatory framework which would facilitate a broad
spectrum of styles of provision enabling a degree of mobility between different styles, which
reflects the changing needs of individuals over time. This was not to advocate a single
category of care home catering for any person with support needs. There are powerful
arguments against a general mixing of different age and client groups within residential
settings. However, instances of couples being split up because of differing care needs are
clearly unacceptable and could be avoided with a single registered home.

Equally the proposed system does not imply that all homeswould be expected to provide for
al levels of dependency. Providers must be ableto choose the type of carethey are prepared



to offer and residents must be able to choose the type of home they wish to live in. The
concept of a single care home is about enabling flexibility, not about imposing a universal
model of provision.

The am is a continuum of long-term care, from small family placement schemes for
individual swith support needs, through care homes offering ahomefor life, to establishments
caring almost exclusively for frail or sick people with substantial nursing needs. Along this
continuum, providers could opt to offer arange of care, some quite narrow, somevery broad,
which would be clearly set out in their brochures and information for prospective residents.

The detailed proposals are summarised below:

Arguments for a single registration include:

I Thedistinction between nursing and social care which underpins the current separate
systems of provision is no longer tenable as residents become older and increasingly
frail. Dual registration has not succeeded in bridging the regulatory gap.

A spectrum of care homes registered under a single system would offer arange of care
along a continuum.

Key elements of the proposed model are:

I Thesetting of nationally agreed criteria for initial and on-going assessment of health
and social care needs. Individual care plans would specify assessed needs and would
also trigger changesin thelevel of care. Assessment would be linked to a scale of fees
based on provision for individual needs rather than type of home.

Alevel and mix of staffing in each home dependent upon the assessed levels of needs
of residents. Accredited training courses, producing a wider skill mix amongst care
staff, would enable a more efficient use of qualified nurses.

The devel opment of ‘ Gerontological Nurse Specialists who may work as established
staff in homes or be based in support agencies, allowing the flexible and appropriate use
of speciaist nursing skills.

The establishment of an independent and broadly self-financing National Office for
Standards of Care to oversee the setting of national standards and the registration and
inspection of all care services.

The devel opment of aregionally based regi stration and inspection system, with amulti-



disciplinary coreof staff, supplemented by panelsof ‘lay experts’, including serviceusers
and carers.

I The appointment of an Ombudsman to deal with complaints.

| mplementing the White Paper

The ramifications of changes of this order are considerable, both for the shape of the sector
and the way staff and facilitiesare managed. However asthe White Paper has already clearly
signalled the establishment of Regional Care Commissions (based on existing NHS Regions)
and plans are laid to set them up from 2001 and operational from 2002 (DoH: Modernising
Socia Services, Implementation Diary LASSL (99)L), the new systems must be anticipated.
The Commissions for Care Standards (CCSs) will cover all residential and nursing homes.
They will function within a framework of new guidance and regulations which were aso
scheduled in the Implementation Diary. Prominent among these are:

I Nationa Standards - for Care Homes (produced by the Centre For Policy on Ageing).

National Standards for Domiciliary Care.

National Training Strategy.

Policies on Best Vaue / Performance Management.

Plansfor PartnershipsacrosstheNHS/ Socia Servicesdivideand with Primary Care
Groups.

Long Term Care Charter.

Whilst someof these protocol swill beadvisory otherswill either take theform of Regulations
or develop - as HomeL.ife did - a quasi-legal standing, which CCS' swill feel able to use as
authoritative standards, in the regulatory process.

The White Paper extends the range of regulation, through the CCSs, to include domiciliary
care and the provision made by Social Services Departments themselves - including their
residential homesfor older peopleand children. Indoing so the system will embrace boarding
schools and Residential Family Centres.



On the subject of the Single Registered Home the White Paper said:

‘In due course it may be sensibleto moveto asingleregistration category for al care homes,
and weintend that thelegidlativeframework should beflexibleenoughto allow thispossibility

(p.80).

With or without a single category, the range of provision is already diversifying giving rise
to the need for more appropriate skill mixes to meet the needs of a more differentiated
clientele and niche marketing on behalf of owners. As a result homes will become more
complex organi sationsas sometasksrequiremore experise. Managing amore heterogeneous
work force will become commensurably more demanding.

Assessment and Care of Older People: The Way Forward

The Government promisesin the White Paper ‘ servicesthat are suited to the needs of people
not the convenience of providers'. Thefoci for improving this*suiting’ are empowerment of
consumers and better commissioning. But there is no mention of the critical underpinning
needed to make these improvements work - assessment/care mapping/review. Nor does it
address the absence of shared assessment tools and records for the many workers and
providers who now attempt to sustain and improve the quality of life for people in the fourth

age.

The diverse and often serioudly deficient assessment schemes used by doctors, nurses, social
workers, psychiatric nurses, care workers, physiotherapists and occupational therapists have
two damaging consequences for older clients. The first is that they are beleagued by
professional s doing assessments, absorbing vast amounts of potential care delivery time and
energy. The second is that professionals have no shared assessment tools and therefore no
trust in the assessments of others. Nor isthere any central file on an individual to which all
carers refer and contribute.

Far too much of the already inadequate serviceto old peopleisbeing squandered on poor and
often wrongheaded judgementsabout need. Lack of integrationisthe fundamental weakness
not commissioning - much as that needs attending to. In short old people needs are being
neglected. Old people are dying of assessment.



A major problem at present is the lack of a universal means of matching long-term care
funding to servicesand outcomes. Thusthereisnoway of measuring cost-effectiveness. The
relationship between costs, services, standardsand quality of careisimportant and potentially
informative, yet presently the precisetermsof that relationship cannot be established. (Challis
et a 1996). Arguably, comprehensive care provision is only possible through the work of
multidisciplinary teams capable of performing speciaised tasks. Older people often have
multipleneeds- medical, psychological, pharmacol ogical and social - which cut acrossservice
boundaries. However the multiagency, mixed market system is poorly integrated. This
results in: poor and highly differentiated services to clients; wasteful duplication; low cost
effectiveness. Thelack of astructured and systematic application of standardsand quality and
regulatory control hinders effective provison and effective monitoring . A common
regulatory framework subscribed to by al professionals is needed (Johnson 1996; Johnson
and Cullen 1998).

At present thereisthusawide variation in acceptabl e standards and quality of care. The 1984
Act speaks in broad unquantified terms about quality, adequacy and sufficiency which are
open to interpretation. Nationa guidelines do not extend to practical outcome measures or
recommendations of skills mix and staff ratios for long-term care homes (Johnson 1996;
Johnson and Cullen 1998). Thelack of uniformly applied standards rendersthe measurement
of carequality impossible: thisobstructsthe very processes- building models of best practice,
rewarding quality, transferring expertise, promoting cost-effectiveness - by which a better
service can be created. (Bowman 1997). But new Regulationsif they areto be effective must
provide a common framework for assessment and recording.

The Continuous Assessment and Review system (CARE) is used to assess clinical practice
in long-term care establishments. The Royal College of Nursing assessment system is
concerned with the measurement of qualified nursing and costing of caretime. Inside Quality
Assessment devised by the CESSA encourages residents to identify areas in need of
improvement. These represent a small step toward increased monitoring of the care
environment. However, noneisreadily transferableoutsi dethenarrowly circumscribed milieu
of the hospital or nursing home to the vital other services provided by external agencies.
Evidently, a rapprochement between service providers is necessary to ensure the most
efficient and cost-effective services. Thiswould entail: (a) the universal adoption of the same
assessment tool to establish the needs of older people; (b) the adoption of the same principles
governing the care of older people; (c) acentrally coordinated management, information and
financia system; (d) the creation of a corpus of evidence-based practice for the care of older



people. The key to this coordinated approach is the universal assessment tool linked to
agreed quality standards. Giventhis, thedifferent agenciesresponsiblefor care could become
part of astructured and integrated framework of care provision. The characteristics of such
an assessment instrument would be astandardised link with care planning, providing aholistic
account of an individual’ s need and his or her past medical and social history (Carpenter and
Canan 1997). The Resident Assessment Instrument (RAI) operated in the United States
meets this criterion. It relates an elderly person’s individua needs to an agreed care plan
whichisbenchmarked according to anational standard for quality and outcomes. For thefirst
time care can be costed, and its quality determined at al levels from the individua to the
nation. Indicators verifiable against agreed standards have been set (Fries et a 1997).

All the different agencies responsible for care have access to a set of evidence-based criteria
by which their input isgoverned, and their preciserole within the multiagency context ismade
clear.

When an older person enters nursing or residential care his or her needs are assessed
according to a set of indicators of functiona ability which covers all aspects of mental and
physical health. This standardised assessment is enshrined in the Minimum Data Set - a
matrix of all possible care needs of an older person. All care providers understand and use
the same assessment. The Resident Assessment Protocols (RAPs) are a crucia
accompaniment. These indicators guide the assessor in working out a care plan by flagging
up what kinds of functional problems are likely to benefit from what kinds of care
intervention. They act asan aid to goal-setting and care planning. While not normative, they
are admonitory. Thus if the RAPs were to recommend a particular intervention and an
assessor did not follow the recommendation, he would have to justify thisin terms of the
specific individua needs of the client.
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Benefits of instituting integrated care on the basis of a standardised assessment

instrument
Strengths Weaknesses Opportunities Threats
modularity means may inhibit creation of an potentially bureaucratic,
components may be innovation of integrated care inflexible and difficult to
changed without major services service and the administer

restructuring

pooling of budgets

facilitates collaboration | standards may be set | epidemiological risk of a normative, reductive

of different agenciesby | at the minimum research: approach unless elderly

providing a recognised possible level standardised dataon | clients and their advocates

benchmark for care needs of older people | are widely consulted

can be uniformly applied | may beusedto drive | IT - createa innovativeness may incur

over any area down costs and powerful research resistance to change (wide
quality tool consultation needed)

combines top-down and
bottom-up approach

may provide perverse
incentives against
rehabilitation

involves older people
in their own care
planning

rising costs due to demand for
higher quality of care

standardised
assessments linked to
care plans

regulates standards
through a unified
training programme
for care staff

closure of private care homes
unable to meet standards

seamless linkage
between assessment,
care plan and costs

evaluate and budget
in advance for long
term care costs

demand for higher or lower
national budget commitment
to the care of older people

individual-centred

develop amore
biographical link
with care planning

care staff and professional
interest resistance to change

As the table shows, the adoption of a universal assessment instrument linked to accepted
protocolsfor devising care plans hasthe potential to iron out many of the present inequalities
in service provision. Further, by relating uniformly assessed need to actua provision, the
system would automatically bring cost into the equation and therefore enable cost-
effectiveness and value for money to bejudged. Transparent audit trailsfor expenditure on
staff and other resources would become possible.
The aims of the present proposal are to:

I animproved means of uniformly assessing - on anindividual basis - the needs of older
peopleresident - or likely to become resident - long-term care establishmentsin the

UK

1 relate needs to practicable and achievable standardised actions or care plans
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Codt, Valueand Price

Since the transfer, by the last Government, (commencing April, 1993) to residents in long
term care homes, from the Department of Social Security to local authorities, there has been
agrowing downward pressure on fee levels. The shift of this component of social security
payments - which now amounts to more than £7 billion a year - to Social Services
Departments we soon accompanied by a capping of the budget. This has smply meant that
the growing number of older people needing to enter care has (a) been restricted by the
unavailability of funds - waiting for the beds of claimants who have died, and (b) lead to
attempts by local authoritiesto pay below national rates for care to provide for more people
(c) resulted in policies to place elderly people wherever possible in lower cost residential
rather than higher cost nursing homes.

The local authorities were placed in a situation which required them to do more with less.
In the contemporary world thisis afamiliar challenge. It immediately, requires the pressed
budget holder to consider whether better val ue can be obtained from the expenditure. Almost
immediately the commissioning unitsbegan to explorethe possibilitiesof better dealsfor their
block purchasing power. New rules were constructed around the country which placed
residential and nursing homes in new forms of price competition. Fairly rapidly it became
necessary for proprietorsto accept publicly funded residents at below current Department of
Socia Security (DSS) rates. Initially such reduced rates were exceptional and set within
packages of substantial business delivered by the local authority.

Asthemovement for Best Value, sponsored by the Audit Commission and the National Audit
Officewasdiffusedintolocal authority Commissioning’ practice, thenationa guideline prices
wereincreasingly breached. The‘set price’ practice which had prevailed for many yearswas
quickly diluted by local Commissioners anxiousto demonstrate their negotiating skillsand to
maximise the number of older people accommodated within the capped budgets.

Specid arrangements were made in the Community Care reforms in 1993, which gave
‘preserved rights' to existing residents who had access to a higher rate of income support.
Thisgroup (initially 84,000 people) has been diminishing by about 20-25,000 personsayear.
But for the rest of the resident population and those who entered after April 1st of that year,
the tariff of prices has become something of a managed lottery. Those whose costs are met
by the local authority may be placed in homes at prices below the marginal cost i.e. at aloss.
Proprietors areincreasingly left with the option of taking loss making residents or risking the
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loss of their contracts with the local authority. In other cases residential homes feel obliged
to accept residents whose case needs would properly place them in anursing home - but the
placing social workersare under instruction to avoid placementsin higher cost nursing homes
asfar aspossible. the same socia workers were aso required to place as many as possible
inlocal authority or block contracted homes previously owned by the LA to ensure maximum
occupancy rates - despite the much higher costs in many of these establishments.

A report for the London Government Association (Kenny, 1997) Influencing the Market:
Negotiating fees with Independent Homes, highlights the impact of the cost containment
strategy. Overall, theaverage pricespaid for residential and nursing home placeswerewithin
the upper and lower DSS rates for residential homes in 1996 when the survey was done this
range was £207 to £221 per week. However these averages contain very wide disparities,
with some highly specialised cases costing £2000 a week and some at the lowest end
alarmingly and irresponsibly low.

For example in the Midlands the average fee for residential care was £221; the highest was
£436. But the lowest end was £83. The lowest paid to anursing home was £190 - both. In
Thamesand Angliathe comparativelowest figureswere £97 (residential) and £175 (nursing).
Whilst some of these low fees may be otherwise ‘ profitable’ contracts, there is evidence that
smaller homes are at the receiving end of these exploitative feerates. It can only be inferred
that either the homeswill go out of business or the standard of care will become unacceptably
low, as aresult of enforced savings on staff, food, laundry. cleaning, heating etc.

A wider consideration of disparitiesin market ratesfor state funded residentswas carried out
by William Laing for the Joseph Rowntree Foundation (Laing, 1998). He draws attention to
the circumstances above, but adds that 52% of residents with preserved rights have to pay
top-ups to meet the disparity between the fees payable and the DSS higher rate. Of local
authority supported residents 14% haveto find top-up funds. Laing estimatesthat thesetop-
ups for the poorest residents on a state funding cost £80, million ayear.

It isalmost standard practice across the industry to charge private payers a higher rate than
is accepted for state supported residents. Thus those who are paying from their persona
savings or from the equity from their house are systematically subsidising the majority.

Laing' sreasonable conclusion isthat thereisaoveral under funding of long term care, over
and above the shortfalls which result from the diversity of fee levels. His estimate that a
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further £600 million ayear is needed to re-establish proper rates of return to what is now a
predominately private sector industry.

Price and Quality in Tension

Thereisgood reason to further raise quality standardsin homes, through regulation, audit and
training. It is aso right that those who work as care staff should be properly paid and
provides with appropriate employment facilities. Theintroduction of the minimum wage will
not affect most of the bigger providers, whose lowest pay rates are already above the £3-60
minimum. But many homes have employed staff at less than £3 an hour and the legidation
will Laing and Buisson estimate that following itsintroduction in April 1999, there will bean
addition to industry costs of £90 million ayear.

Commissioners and purchasers as well as a better informed clientele are driving up
expectations of quality. Following the drive for single rooms and ensuite facilities, thereis
pressure to demonstrate staff training and the capacity to deal with increasingly dependent
residentswho arelikely to experience progressive dementiaand memory loss. Activitiesand
the introduction of complementary therapies are also more demanded.

From government there is a significant assortment of new requirementsin the making, most
of which are listed earlier in this chapter. Amongst the ones which are troubling providers
isthe National Required Sandards for Residential and Nursing Homes For Older People
prepared by the Centrefor Policy on Ageing for the Department of Health. Focus hasalready
gone onto minimum room sizes- 12 square metresfor new build homesand 10 square metres
for existing homes. Reaching therequired sizefor existing homeswill add considerable costs
and in some cases will lead to closure.

Changesinlegidativerequirementspersonnel regulations, training and quality arenot peculiar
to long term care. Nor is the need to respond to the market. But care services for the
vulnerable old are not ordinary businesses. rapid turnover of staff, home closures and
underfunding are matters of public policy and widespread social concern. So these changes
present those who own and run homeswith complex and difficult tasks. Perhapsthisexplains
why in his 1998 market review Craig Woolam (1999) reports that one in four home owners
plan to quit the market within the next three to five years.
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Managing in the Turmail

Thisaccount of major change imposed from outside the home which impacts on the lives of
older people and those who care for them is only partial. There are other influences not
mentioned here. The changing professional roles of doctors, nurses and other professional
practitioners are a continuing and unresolved dynamic. So too are issues concerning
ethnicity, death, personal finances and the voice of the consumer. All these find themselves
on the desk and the mind of the Manager - the Head of care, The Matron and those who share
their responsibility.

In earlier, smpler times, it was the common practice to appoint one of the core staff to ‘run
things . Indeed such practices remain remarkably common, as we reveal in Chapter 5. But
the sheer bulk of knowledge required and the ability to oversee care staff with skill and
experience, demands a more serious recognition of the management function. With the
honourable exception of The Residential Forum and some innovators within the industry,
there has been all too little progress. It wasin recognition of this needful situation that JRF
commissioned this study.
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