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1 INTRODUCTION 

1.1 

1.2 

1.3 

In response to a super-complaint made by Which? (formerly the 
Consumers' Association) on the care homes sector in December 2003 
the Office of Fair Trading decided to carry out a study of the market. 
The study focused on three main issues: consumer behaviour, price 
transparency and contracts in relation to current and future fees. The 
study commissioned a mystery shopping exercise, a consumer survey, a 
business survey and a local authority questionnaire, and included 
consultations with stakeholders. 

As part of this study the Office of Fair Trading (OFT) commissioned the 
Personal Social Services Research Unit (PSSRU) at the University of 
Kent in December 2004 to conduct a literature assessment to inform the 
strand of the market study looking at consumer behaviour.  

The review is divided into five main parts. It starts by summarising the 
characteristics of older people living in care homes. The legal and policy 
context is outlined in terms of relevant policy aims and objectives, 
including those related to advocacy and complaints mechanisms, and 
the responsibilities and duties of councils, the National Health Service 
(NHS) and care home providers. This is followed by a description of key 
issues and concerns. The fourth section of the review describes the 
literature on consumer behaviour and care homes. It reviews the 
evidence about the meaning and significance of moving to a care home 
for older people and their relatives, the frequency of moves between 
homes, and the process of moving. The process of moving is considered 
in terms of the following stages: the timing and reasons for moves; the 
choice of moving to a care home; the choice of individual home. 
Evidence about the effectiveness of redress mechanisms and the impact 
of consumer behaviour on the market is also assessed. Finally some 
comments are offered about the strengths and limitation of the evidence 
base.  
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Aims 

1.4 

1.5 

1.6 

1.7 

The aim was to assess the research evidence currently available on 
consumer behaviour and care homes for older people, in particular the 
context in which older people and their representatives make choices 
about a care home and how this affects competition in the market. The 
OFT was also interested in what is known about the effectiveness of 
complaints and redress mechanisms available to consumers. The term 
consumer is used here to refer to older people about to move to a care 
home, current residents, and their relatives or informal carers. 

Method and search strategy 

Relevant literature was identified via bibliographic searches of research 
databases and reviews of references in the publications found. The 
Social Science Citation Index, PsychInfo, PsycArticles, and AgeInfo 
databases were searched. AgeInfo is a specialist database provided by 
the Centre for Policy on Ageing. These databases cover journals in the 
disciplines of social policy, social gerontology, sociology, social work, 
political science, public health and psychology.  

Keywords used included care/nursing/residential home(s), older/elderly 
people, consumer behaviour, choice/decision, admission/placement, 
adjustment, relocation/moving/transfer/transition, complaints/ 
redress/accountability and advocacy. The search focused on peer 
reviewed journal articles published in English reporting empirical research 
based in the United Kingdom, mainly published since 1993 when the 
community care reforms came into full effect. Relevant research reports 
and books have also been included where identified. Research from 
other countries such as the United States is included where there is a 
considerable body of work or theory that has been drawn on widely in 
the UK literature.  

Consumer behaviour  

Microeconomic theory assumes that consumer choice is a rational 
decision whereby the consumer chooses the option that will give most 
utility, or maximise the benefit gained, subject to his/her budget 
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constraints and preferences. There is an assumption that choice is a 
considered and deliberate judgement (Barnes and Prior, 1995). To make 
a choice between things there needs to be a range of options and 
information about them and how they differ. If a consumer is 
dissatisfied with a service, they should be able to withdraw their custom 
and take it elsewhere, again choosing from a range of suppliers who will 
compete for their trade.  

1.8 

1.9 

• 

• 

- 

- 

• 

It has long been recognised, however, that purchasing decisions are 
influenced by habit, values and emotional responses, as well as reason. 
Dellasega and Mastrian (1995), for example, highlight that the ability to 
make rational decisions was thought to be limited by psychological 
stress by Janis in the 1970s (Janis and Mann, 1977; Dellasega and 
Mastrian, 1995). Older people's ability to leave a care home may also be 
influenced by their degree of voice or loyalty. Hirschman has argued that 
people have three courses of action, exit, voice or loyalty, and that the 
influence of each depends on the context (1970). An older person living 
in a care home may need to be able to criticise the home before they 
can embark on leaving it. Their ability to do this may be hampered by 
their own sense of loyalty, or by pressure from others to accept the 
status quo. 

Consumer behaviour and the care home market 

Consumers in the care home market may have a number of 
opportunities to act as consumers; a variety of potential 
decisions/choices have long been identified: 

To move to a care home or not 

To select a particular home, including its 

location and 

sector of provision (public, private or voluntary)  

On admission, to stay or move (Challis and Bartlett, 1988). 
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1.10 

• 

• 

• 

• 

• 

1.11 

1.12 

A resident may also relocate for reasons other than being dissatisfied or 
unhappy with a home:  

A vacancy may be unavailable in the home of their choice so they 
may move to a temporary place elsewhere, and relocate when the 
preferred place becomes available 

The home may decide they are unsuitable and refuse permanent 
admission 

They may be evicted for other reasons 

Their health and/or social care needs may change so that the 
current home can no longer meet them 

The home may close. 

The type of consumer behaviour possible in the care home market is 
modified by a number of features of the 'quasi- market' (Le Grand, 
1991). Local authorities/councils, for example, are the major 
consumer/purchaser of care home places, not individuals. Those in 
receipt of public funding may select a home in relation to their 
preferences, but the council determines the budget constraint. Similarly, 
for publicly funded people choice effectively means 'the right to make 
an application' for a particular provider, rather than a definite decision 
(6, 2003).  

Professionals act as gatekeepers to care homes, with care managers or 
home managers deciding whether someone needs to move to a care 
home, and the type of care they require; care managers decide whether 
an older person is able to remain in the community – the older person or 
their relatives may have different views (Tanner, 2003); care home staff 
choose consumers as well as vice versa when they assess the egree of 
'fit' between the prospective resident's needs and the services they 
provide. Choosing a care home also differs from choosing other 
services; it is about choosing a place 'for living' in, rather than, for 
example, choosing a hospital, which is about choosing a place for 
'receiving care' (Reed et al., 1998b p164). Clearly, this also means that 
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changing care homes involves changing your housing/home and not just 
who provides your social and/or health care services.  

1.13 

1.14 

1.15 

1.16 

1.17 

Consumer behaviour in the care home market may be limited by an 
individual resident's characteristics: they may be unable to express their 
preferences or lack capacity to decide where they want to live (Royston, 
2002); the choice of moving to a care home may be against their 
wishes and the involuntary nature of such a move mean it has little to 
do with their preferences. 

While clearly people are likely to want to have some choice, the value 
placed on being able to choose a service from a range of options may 
differ depending on the service. Service users in the community, for 
example, have been found to place more importance on having a choice 
about the content, timing and duration of services than on choice of 
provider (Hardy et al., 1999). Other issues may be more relevant than 
choice: getting what one wants is probably more important than the 
opportunity to engage in 'shopping around' (Dowding, 1992 cited in 
Barnes and Prior, 1995); 'confidence, security and trust may be more 
appreciated by users than the opportunity for choice' (Barnes and Prior, 
1995 p58). 

The advantages and disadvantages of choice are the subject of debate. 
Strands in the debate focus around the consequences of prioritising 
individual choice, which arguably produces tensions between collective 
provision, individual freedom, competition, protection and security, and 
rationing.   

At the consumer level the advantages of choice might include positive 
effects on health and mental health and satisfaction with service. At the 
service level potential advantages include the promotion of efficiency, 
competition, innovation, diversity and responsiveness to consumer 
preferences (6, 2003). 

A range of potential problems and unintended consequences of giving 
consumers of public services more choice have been identified: 
individuals will be in competition with one another so 'increased choice 
for some may mean less choice for others (Tanner, 2003; Policy 
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Commission on Public Services, 2004 p27);  choice may 'compound 
inequalities as take-up of choice varies across the social divide' (Policy 
Commission on Public Services, 2004 p.9); in relation to health, it has 
been noted that choice of treatment based on individual outcomes might 
not be the most cost-effective and might lead to the inefficient use of 
resources (Appleby et al., 2003); distributional problems may develop, 
such as the development of distinct areas with either under-performing 
or elite providers (6, 2003).; segregationist preferences of consumers or 
cream-skimming practices by home owners may reduce the choice of 
the most disadvantaged (Knapp et al., 1994; 6, 2003).  

1.18 

• 

• 

• 

• 

• 

• 

• 

1.19 

It has been suggested that choice may be experienced as a risk, as 
difficult, confusing or stressful (Barnes and Prior, 1995). Barnes and 
Prior argue that choice becomes disempowering when: 

There is a lack of information on which to base decisions 

People have no influence over the range of options available 

People lack confidence that what is available can meet their needs 

People are inexperienced or unskilled in making choices 

A decision has to be made quickly due to a crisis situation to avoid 
or minimise harm 

People feel unable to deal with the dilemma created by having to 
choose between uncertain options 

Choice is not an option, such as when public services have to 
intervene in people's lives against their will (Barnes and Prior, 1995 
p55). 

Information gathering may also be a time-consuming task.  
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2 THE CHARACTERISTICS OF OLDER PEOPLE LIVING IN CARE 
HOMES 

2.1 

2.2 

2.3 

2.4 

2.5 

There is a lack of routine data available about the characteristics of older 
people living in or being admitted to care homes. A number of surveys 
have been conducted in the past, but policy has changed considerably 
since they were carried out. 

Numbers 

The Health Survey for England 2000 surveyed 2,493 residents of 544 
homes (Bajekal, 2002). It estimated that 4 per cent of people aged 65 
and over lived in care homes. Census data for Great Britain also 
indicates that 4 per cent of people aged 65 and over lived in communal 
establishments in 2001. The proportion increased to 18 per cent for 
people aged 85 and over (Office for National Statistics, 2004).  

Information about all residents of care homes partly or wholly funded by 
local authorities (children, adults and older people) in England is 
collected annually from councils by the Department of Health. As at 
March 2004 there were 214,100 supported residents aged 65 or over 
(Department of Health, 2004c).  

The number of new admissions of supported residents is also collected 
annually. Transfers between care homes without nursing to homes with 
nursing are included as new admissions, as are people who are already 
resident as self-funders who then become eligible for public support.  
Transfers due to home closures, or between homes with nursing care, 
are not included. During 2003-04 there were 983 permanent admissions 
of people aged 65 and over per 100,000 population; 78,110 people 
aged 65 and over were admitted to permanent placements in care 
homes in England (Department of Health, 2004c). 

In Wales, 27,745 places were registered in 1,409 care homes of adults 
in March 2004 (Care Standards Inspectorate for Wales, 2004). The 
number of homes for older people is not provided separately. The 
Scottish Commission for the regulation of care reported that 34,240 
older people were living in 908 care homes in March 2004 (Scottish 
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Commission for the Regulation of Care, 2004). In Northern Ireland there 
were about 4,700 places available in 263 care homes for older people 
as at March 2003 (Department of Health Social Services and Public 
Safety, 2003). 

Age, gender, ethnicity and marital status 

2.6 

2.7 

2.8 

2.9 

The Health Survey found that the majority of care home residents in 
England, 75 per cent, were women. This is slightly smaller than the 
proportion, 80 per cent, identified in a survey in 1996 (Netten et al., 
2001a). The women tended to be older than the men. The average age 
of men was 83.2 compared to 85.6 for women. Women were also more 
likely to be widowed than men; three-quarters of the women were 
widowed, compared to 50 per cent of the men. Men were more likely 
than women to be married, single or divorced. In the 1995/6 survey 1.2 
per cent of the sample of publicly  funded admissions were of African, 
Caribbean or Asian origin (Bebbington et al., 2001). The study 
concluded that, when the age distribution difference between ethnic 
groups was controlled, the admission rate among ethnic minorities was 
nearly twice that for the white group.  

Funding  

Older people living in care homes may pay for their care themselves, or 
be funded by social services or the NHS.  

A cross-sectional survey of over 11,000 residents in 617 care homes in 
21 local authorities conducted in 1996 found that nearly 70 per cent of 
residents were publicly funded (Netten et al., 2001a). In private homes 
about one-third of the residents in residential care, and about a quarter 
of residents in nursing care, were self-funders. Of the publicly funded 
residents, 14 per cent had initially been self-funding on admission and 
had then become eligible for public funding. 

A survey of self funded admissions to care homes was conducted by the 
PSSRU in 1999-2000 to investigate the characteristics of self funded 
residents in detail. Basic information was collected from homes about 
920 new admissions, and relatives provided more detailed information 
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for 330 of these residents. A majority of 81 per cent of new admissions 
were homeowners. About a quarter of the residents for whom 
information was provided about assets and income (309 residents) were 
found to have relatively low assets and income (defined as less than 
£200 income per week and less than £50,000 assets), which has 
implications for the amount of time they would be able to meet the care 
home charges before becoming eligible for public support. Only 22 per 
cent of 322 residents were found to have kept control of the 
management of their day-to-day expenses, and this fell to between 16 
and 14 per cent in relation to cheque books and cash cards, pension 
books and bank/building society accounts. Typically, such financial 
management had become the responsibility of a son or daughter. Self 
funded residents were found to differ from publicly funded residents in a 
number of ways: self-funders tended to be older than publicly funded 
residents; they were less likely to be married or to have been admitted 
from hospital; they were less dependent than publicly funded residents, 
particularly those in residential homes.  

2.10 

2.11 

An estimated 6 per cent of residents in independent sector homes are 
funded by the NHS (Laing and Buisson, 2004). Department of Health 
figures estimated that 128,375 residents would be funded in 2004/05 
and 128,855 in 2005/06 (Department of Health, 2004i). In October 
2001 about 42,000 self-funders had their nursing care contribution paid 
for by the NHS for the first time (Department of Health, 2003c). In April 
2003 about 88,000 residents of care homes providing nursing care, 
previously funded by local authorities, had their nursing care 
contribution transferred to the NHS (Department of Health, 2003c). 

Top up payments 

There is a lack of information about the extent to which third parties pay 
'top ups', or the amount typically paid. Top ups is the term used to refer 
to contributions towards care home fees paid by relatives or charitable 
organisations over and above the fee paid by the resident or state. Data 
collected about local authority supported admissions to care homes in 
1995 indicated that about 14 per cent of supported residents had their 
fees supplemented in this way (Bebbington, 1998). This survey of 
publicly funded admissions is currently being repeated by the PSSRU, to 
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feed into the updating of the Department of Health's Personal Social 
Services Formula Spending Share grant allocation for older people, and 
includes a question about the level of any top up payment.  

2.12 

2.13 

2.14 

2.15 

William Laing (1998) conducted research into the disparities between 
state funding of residential care and the cost of care. Drawing on 
various sources the study also reported that 14 per cent of local 
authority funded residents had their fees added to by a third party in 
1997/8. In 1996 top up fees ranged from £15 to over £65. £80 million 
per annum was estimated to be spent on top ups.  

Health and dependency 

The Health Survey for England measured the disability of residents in 
care homes in terms of five dimensions: locomotor, personal care, sight, 
hearing and communication (Bajekal, 2002). It found that three-quarters 
of all residents were severely disabled, with the frequency varying 
according to the type of home; disability levels ranged from 91 per cent 
in nursing homes to 70 per cent in residential homes. Women were 
more likely to be severely disabled than men. The earlier PSSRU study 
used different measures of levels of dependency so comparisons are 
difficult. About 65 per cent of residents in nursing homes were found to 
have higher than moderate dependency levels.  

Another way that residents' health is often assessed is in terms of their 
ability to perform activities of daily living. The Health Survey for England 
measured physical dependency in terms of assistance with self-care and 
found that 57 per cent of female and 48 per cent of male residents 
needed help with one or more self-care tasks (Bajekal, 2002). 

The 1996 PSSRU study measured residents' levels of cognitive 
impairment. It found that of the permanent publicly funded residents just 
under 30 per cent had severe impairment, and nearly 50 per cent mild 
impairment, which were slightly higher proportions of severe and mild 
impairment than among the self funded permanent residents (Netten et 
al., 2001a). Nursing homes would be expected to care for residents 
with higher levels of dependency than residential homes. In 1996 about 
45 per cent of nursing home residents were identified as having severe 
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impairment, and a slightly smaller proportion as having mild impairment. 
A smaller study of 308 older people admitted to 30 homes in 1996-97 
found that 28 per cent of residents admitted to nursing homes had high 
levels of dependency and 26 per cent medium, 15 per cent low/medium 
and 31 per cent low levels of dependency (Challis et al., 2000).  

Length of stay/survival 

2.16 

2.17 

The type of evidence and degree of detail available for length of stay in 
care homes differs. The cross-sectional Health Survey for England 
provides the median length of stay by gender: one to two years for men 
and two to three years for women (Bajekal, 2002). The PSSRU cross-
sectional survey in 1996 found that length of stay for permanent 
residents differed according to funding. On average, self funded 
residents were found to have been living in homes for shorter periods of 
time than publicly funded residents (four months less), who on average 
had been in homes for 37 months (Netten et al., 2001a). Cross-
sectional estimates only reflect the stay of current residents and will 
under-represent those with very short stays and over represent those 
who stay in homes for a long time. A related national longitudinal study 
that spanned 1995 to 1999, and covered about 2,500 publicly funded 
residents of care homes in 18 councils, found the median length of stay 
for people admitted to nursing homes was one year, and just over two 
years for those admitted to residential homes. A median survival period 
for publicly funded residents was estimated to be 20 months, and the 
average length of survival to be 30 months (Bebbington et al., 2001). 
Subsequent analysis suggested that although self funders were less 
dependent on admission, other risk factors meant that their expected 
length of stay was very similar (Netten et al., 2001b).  

Relatives, informal carers and friends 

Qualitative evidence highlights that relatives and informal carers helping 
older people to move into care homes may themselves, as the adult 
children or spouse, be over 60 (Nolan and Dellasega, 2000; Ryan and 
Scullion, 2000). Quantitative analysis of the 1985 Office of Population, 
Censuses and Surveys (OPCS) Informal Carers Survey has also shown 
that over a third of informal care to people over 65 living in the 
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community is provided by older people (Arber and Ginn, 1990). Spouse 
carers may also be in poor health themselves (Parker, 1993 cited in 
Pickard; 2004).  

2.18 

2.19 

2.20 

Nationally, the number of care home residents without relatives or close 
friends is unknown. The cross-sectional survey of self funded 
admissions carried out during 1999-2000 found that the name of a 
friend or relative could be identified for 65 per cent of the sample of 
921 recently admitted older people (Netten et al., 2001b). 

The Public Guardianship Office (PGO) provides financial protection 
services to people who are unable to manage their financial affairs 
because of mental incapacity. Their clients may include those with a 
mental illness, incapacity resulting from an accident and people with 
learning difficulties, as well as older people with dementia. However, 
there is limited information in the public domain about the 
characteristics of their clients so the number of older people living in 
care homes being provided with services by the PGO due to a lack of 
relatives or close friends is unknown. When there is no relative or close 
friend to manage and administer a person's financial and legal affairs – 
to act as a receiver - the PGO may appoint someone from their panel, or 
as a last resort, take on the role themselves. 

In the general population about one in six adults (about 6.8 million 
people) cared for a sick, disabled or elderly person in 2000 and just over 
half of these carers looked after a parent or parent-in-law (Maher and 
Green, 2002). A recent survey of care home residents found that nearly 
two thirds were visited at least once a week, suggesting the presence of 
a relative or friend (Bejekal, 2002).  
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3 THE LEGAL AND POLICY CONTEXT 

3.1 

3.2 

3.3 

Key components of the English legal and policy framework are now 
outlined. Much of the relevant English law is replicated in legislation 
covering Scotland, Wales and Northern Ireland. Consequently, this law 
is mentioned only when it diverges significantly from English law.  

Policy aims, objectives and initiatives 

Developing consumerism and widening and increasing choice was 
emphasised in the Community Care reforms implemented in 1993 
(National Health Service and Community Care Act 1990). An intention 
to enable service users to exercise the same power as consumers of 
other services was stated explicitly (Department of Health Social 
Services Inspectorate, 1991). Policy guidance about the new 'care 
management' arrangements within councils emphasised the provision of 
equal opportunities, the promotion of individual choice and control and 
the creation of 'care packages' with, rather than for, supported service 
users and their carers (Department of Health, 1990). These goals have 
continued to be promoted as key elements of the modernising agenda in 
much subsequent legislation and policy guidance. Plans for modernising 
social services set out in the 1998 White Paper, for example, focused 
on developing services that promote independence, are person-centred 
and needs-based, with clear standards, have consistent and fair 
eligibility criteria and protect people from abuse and neglect (Department 
of Health, 1998). The National Service Framework for Older People 
includes a standard for person-centred care; services should treat older 
people as individuals and enable them to make informed choices about 
their own care (Department of Health, 2001d: Standard 2). Policy has 
also long recommended that patients and relatives be involved in the 
discharge process in hospitals (Department of Health, 1991).  

The provision of good information about individual's needs and local care 
services for older people from councils has also long been a related 
policy objective (Department of Health, 1990; Department of Health, 
1999a; Department of Health, 2001d; Department of Health, 2002d). 
The need for appropriate information for service users, in terms of 
accessible language and formats has also been recognised for some time 
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(Department of Health, 2001d; Department of the Environment 
Transport and the Regions, 2001). 

3.4 

3.5 

3.6 

There is no comprehensive policy for developing advocacy for older 
people, or those with dementia, in England and Wales (Cantley et al., 
2003). The potential value of advocacy has long been recognised 
(Department of Health, 2000a; Cantley et al., 2003). Various forms or 
models of advocacy have been defined: self advocacy, peer advocacy, 
collective advocacy, paid advocacy, legal advocacy and citizen 
advocacy (Margiotta et al., 2003). The National Minimum Standards for 
Care Homes for Older People include a relevant standard, but there is no 
corresponding regulation that makes it a statutory requirement: where 
service users lack capacity the registered person should facilitate access 
to available advocacy services to ensure the protection of their legal 
rights (Department of Health, 2003a).  

Developments in the right to advocacy have developed more rapidly in 
relation to other service user groups. In Scotland people with a mental 
disorder are entitled to advocacy services (Mental Health Care and 
Treatment (Scotland) Act 2003). In England and Wales there are moves 
to make access to independent advocacy services a right for formal 
patients subject to the proposed Mental Health Act (Department of 
Health, 2000c; Department of Health, 2004d). Since September 2003 
patients can request the support of Independent Complaints and 
Advocacy Services (ICAS) when making complaints about the NHS 
(Department of Health, 2004g). Government funding has also been 
made available for advocacy for people with learning disabilities in 
England and Wales (Department of Health, 2001e).  

The importance of supporting older people's ability to make complaints 
has been recognised in recent regulation and policy documents. Care 
home owners are required to have complaints procedures and to 
describe their arrangements for dealing with complaints in their 
statement of purpose (Care Home Regulations 2001; The National Care 
Standards Commission (Registration) Regulations 2001). The 
consultation document, Listening to People, suggested that independent 
persons, independent investigators, or increased access to advocacy 
services be introduced to social services complaints procedures for 
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adults akin to those for children (Department of Health, 2000a). From 
April 2005 the Commission for Social Care Inspection (CSCI) will be 
responsible for providing independent review of complaints made about 
local authority social services (Department of Health, 2004h). There will 
continue to be multiple routes and some overlap between complaints 
procedures as it is possible for someone to take the same complaint to 
both a care home and a local authority. Care home residents in receipt 
of NHS funded continuing care continue to go through the NHS 
complaints procedure. A complaint to a home may be made about its 
compliance with regulations or standards and the same complaint made 
to the local authority about its social services functions/obligation to 
arrange appropriate care. Complaints about injustice resulting from the 
way in which the council has carried out its duties can be made to the 
Local Government Ombudsman. The potential need for advocacy and 
support to help some people make a complaint is acknowledged, but 
authorities are not required to arrange for its provision, merely to 
'consider whether the provision of an advocate might facilitate a 
resolution' (Department of Health, 2004h p10). 

3.7 More widely, attention has increasingly been given to making sure that 
vulnerable people who are unable to take part actively in decisions about 
their health and social care are helped to make their own decisions, 
wherever possible. Policy guidance on the Community Care reforms 
originally emphasised that where service users are unable to take part in 
the care management process 'it is even more important that he or she 
should be helped to understand what is involved and the intended 
outcome' (Department of Health, 1990 p26). Provisions set out in the 
draft Mental Incapacity Bill, due to become law in April 2007, have 
implications for health and social care professionals working with older 
people with dementia, learning disability or other conditions or diagnosis 
that make them unable to make decisions. The bill includes a single 
definition and test for lack of capacity, a presumption of capacity unless 
shown otherwise, the right for individuals to be supported to make their 
own decisions and to make decisions that might be considered eccentric 
or unwise, a requirement that decision-makers act in the person's best 
interests, and a provision for people to choose a lasting power of 
attorney to make health and welfare decisions on their behalf (Mental 
Capacity Bill 2004).  
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Councils' responsibilities 

3.8 

3.9 

• 

• 

• 

• 

3.10 

Local councils have a responsibility for arranging and funding social care 
services that meet the needs of their local population (National 
Assistance Act 1948). Since the Community Care reforms they have 
had a duty to carry out a community care needs assessment for any 
person for whom it appears the council might provide, or arrange, 
community care services (National Health Service and Community Care 
Act 1990). The Single Assessment Process was more recently 
introduced to make these assessments more efficient and consistent 
and to ensure that service users are involved (Department of Health, 
2002d). Assessments should lead to older people in need of long-term 
care, and their representatives, being provided with information that 
helps them to select a care home that meets their health and social care 
needs.  The care plans drawn up by care managers following an 
assessment should be agreed with service users, wherever possible, and 
include a note of their assessed needs. A copy should also be given to 
service users (Department of Health, 2002b).  

Older people whose care is being arranged by local authorities have had 
the statutory right to be placed in a care home of their choice in the UK 
since April 1993 (Department of Health, 1992). This right has always 
been subject to certain conditions: 

The individual expresses their preference 

The preferred home is suitable in relation to their assessed needs 

the accommodation is available; the home will meet the councils' 
usual terms and conditions 

The placement costs no more than the council would normally 
expect to pay for someone with the same assessed needs.  

People can choose to move to a home that is more expensive than 
usually paid for, however, if there is a third party able and willing to pay 
the difference. Recent guidance to councils about ensuring people can 
exercise genuine choice states that in certain circumstances residents 
may make top ups themselves. It also reiterates that councils cannot 
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ask for top up payments, or encourage home owners to seek such 
contributions if the council itself has chosen a more expensive home in 
order to meet a person's assessed needs (Department of Health, 2004f).  

3.11 

3.12 

The guidance on preferred accommodation notes that waiting for a place 
in a preferred home is occasionally inevitable. In relation to people in 
hospital ready for discharge, however, it states that they should not 
wait in an acute hospital bed for a home of their choice; they should 
move to a temporary alternative as a hospital bed is no longer the most 
suitable place to meet their needs (Department of Health, 2004f p6). 
Specific guidance on discharge from hospital similarly states that an 
acute bed is an inappropriate place to wait for a place of preference and 
that 'the definition of choice must be qualified by choice of what is 
suitable and also available' (Department of Health, 2002a p5; 
Department of Health, 2004b).  

A self funder may receive a community care assessment because the 
assessment should identify their needs and circumstances irrespective 
of their eligibility for state support; 'financial circumstances should have 
no bearing on whether a council carries out a community care 
assessment' (Department of Health, 2002c p14). Self funders do not 
have to have a community care needs assessment before moving to a 
care home, unlike publicly funded residents. A prospective self funding 
resident should, however, have their needs assessed by a suitably 
qualified person at the care home before admission (Care Home 
Regulations 2001). As a regulation this is enforceable. It does not, 
however, specify the contents of the assessment, although the 
corresponding National Minimum Standard suggests what such an 
assessment might include (Department of Health, 2003a: Standard 3). 
Wright has highlighted that the suitably qualified person is likely to be 
the care home provider 'with a vested financial interest in admitting a 
self funding resident' (2003 p607). Care managers may get involved 
with helping self funders find and select a home if they are unable to 
make decisions themselves, or are without relatives to help them. 
Councils may even take responsibility for managing their financial 
affairs, if they are unable to do so because of mental incapacity.  
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3.13 

3.14 

3.15 

There is no legislation aimed specifically at defining councils' powers and 
responsibilities during care home closures, although a concordat 
between the government, local authority and independent social care, 
health care and housing sectors suggests that councils are responsible 
for making sure closures are planned (Department of Health, 2001a; 
Williams and Netten, in press). When asked if they had any local 
guidelines for the voluntary closure of independent homes for older 
people in 2002 only a third of the 55 councils that responded said they 
had guidelines in place (Williams and Netten, in press).  

A number of performance targets indicate what the government wants 
councils to be able to achieve in relation to their care management 
responsibilities. The resulting data allows this performance to be 
monitored over time, as well as compared across councils. Several 
Personal Social Services Performance Assessment Framework (PAF) 
indicators relate to processes that older people moving to a care home 
are likely to experience as part of the process. They include, for 
example, an indicator for acceptable waiting time for assessments 
(Commission for Social Care Inspection, 2004b). Acceptable is taken to 
mean that assessments start within 2 days of first contact and are 
completed within four weeks. Other indicators, some of which are also 
part of the Best Value regime (Local Government Act 1999), measure 
the extent to which care packages are provided within four weeks of 
assessment, the percentage of people receiving a statement of their 
needs and how they will be met, the number of delayed transfers per 
100,000 population aged 65 and over, and the number of admissions to 
care homes of supported residents aged 65 and over. 

Since 2000-01 the DH has asked councils to conduct surveys of the 
experience of personal social services users. To date this has included 
asking newly assessed clients whether they got help quickly after a 
decision was made to provide services (85 per cent of those aged 65 or 
over said yes). Other surveys have focused on elderly home care service 
users and physically disabed and sensory impaired service users aged 
18-64. 
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3.16 

3.17 

3.18 

3.19 

Eligibility for state funding by local authorities is means tested and based 
on income and assets. Currently people with assets of less than 
£20,000 are eligible for financial support, subject to an assessment of 
their needs and weekly income (National Health Service and Community 
Care Act 1990; Department of Health, 2004a). Free nursing for self 
funding residents was introduced in England from October 2001, and for 
publicly funded residents, from April 2003. In Scotland funding differs. 
From July 2002 personal care, as well as nursing care, for people aged 
65 and over in Scotland has been provided free (Community Care and 
Health (Scotland) Act 2002). This means that self funded older people in 
care homes receive a sum per week towards their personal care, as well 
as an amount towards their nursing care, if needed.  

NHS responsibilities 

Since 1995 there has been a national framework for health authorities to 
develop local eligibility criteria for arranging and funding continuing 
physical or mental health in-patient care in a hospital or a nursing home 
in England (Department of Health, 1995; Department of Health, 1999b; 
Department of Health, 2001b). Continuing health care refers to the 
provision of care that is funded entirely by the NHS. 

From October 2001 the NHS has funded nursing care provided by 
registered nurses in nursing homes (Department of Health, 2001c; 
Department of Health, 2001d). From April 2003 the funding of residents 
of care homes providing nursing care previously funded by local 
authorities in England was transferred to the NHS (Department of 
Health, 2003c). The amount paid for nursing care depends on the 
amount of care required, which is assessed by an NHS nurse.  

Providers' responsibilities 

From January 2002 care home owners have been obliged to provide 
various pieces of information to people that should help them choose an 
appropriate home. These include: a statement of purpose, which 
includes the facilities and services provided; a service user's guide to 
the home, which includes the terms and conditions (including the 
amount and method of payment of fees); and the most recent inspection 
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report. The registered person should also conduct a needs assessment 
of self funding residents and the home should confirm in writing that it 
can meet the older person's needs (Care Home Regulations 2001). The 
National Minimum Standards also include some relevant 
recommendations: the statement of purpose should be accessible and in 
Plain English; the statement of terms and conditions should include the 
rooms to be occupied, the services covered by the fee and those 
requiring additional payment, and the period of notice; prospective 
residents should be invited to visit or move in on a trial basis 
(Department of Health, 2003a). These aspects of good practice, 
however, are not enforceable (Care Home Regulations 2001; Spoerer, 
2002). Since the introduction of free nursing care, care homes that 
provide nursing must provide specific fee information for the amounts 
payable for accommodation, nursing and personal care 'no later than the 
day on which' the person becomes a service user (The Care Homes 
(Amendement No. 2) Regulations 2003).  

3.20 

3.21 

Inspection reports should not only be made available by the home but 
should also be available to the public from the national regulatory body, 
the Commission for Social Care Inspection. There is no requirement to 
date, however, to make sure they are written in a way that is accessible 
to a lay reader.  

Care home providers have some statutory responsibilities that relate to 
voluntary home closure: they should apply to the national regulatory 
body to cancel their registration no less than three months before the 
proposed closure date; they should notify service users, their 
representatives and the council no more than seven days after this 
notification (Care Home Regulations 2001).  
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4 CONCERNS ABOUT POLICES, PROCEDURES AND PRACTICE 

4.1 

• 

• 

• 

• 

• 

• 

• 

• 

• 

Since the Community Care reforms a variety of concerns have been 
raised about policies, procedures and services related to the way in 
which older people are assessed and/or helped to move into or between 
care homes. These include:  

A lack of involvement of older people and their carers in the 
assessment process, or decision to move to residential care (Allen 
et al., 1992) 

A lack of consultation with carers during hospital discharge (Warner 
and Wexler, 1998)  

Poor assessments or unsatisfactory care plans (Department of 
Health and Social Services Inspectorate, 2000; Social Services 
Inspectorate, 2001; Bainbridge and Ricketts, 2003; Tanner, 2003)  

The placement of older people in care homes when they might have 
benefited from other forms of service provision (Challis et al., 
2000)  

Variation in eligibility criteria for services across councils 
(Department of Health and Social Services Inspectorate, 1999)  

A lack of timely and helpful information about what services are 
available (Department of Health, 1998; Department of Health and 
Social Services Inspectorate, 1998; Department of Health and 
Social Services Inspectorate, 2001; Bainbridge and Ricketts, 2003)  

Insufficient information about homes to support choice (Office of 
Fair Trading, 1998)  

Local shortages of care homes and shortages of homes providing 
dementia services (Social Services Inspectorate, 2001; Bainbridge 
and Ricketts, 2003)  

Delays in admission caused by delays in arranging funding (Social 
Services Inspectorate, 2001)  
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• 

• 

• 

• 

4.2 

4.3 

Inappropriate use of hospital beds because of a shortage of 
alternative services, including intermediate care places in care 
homes (Department of Health, 2000b) 

Unfair contract terms from care home providers (Office of Fair 
Trading, 2003) 

Insufficient complaints procedures (Office of Fair Trading, 1998)  

Low levels of investment by councils in services for older people 
(Department of Health and Social Services Inspectorate, 2002).  

The impact of the delayed discharge reimbursement scheme 

Recently, concerns were raised about the risk of increased pressure on 
people to vacate hospital beds too quickly when reimbursement 
legislation was proposed to end delayed transfers (House of Commons 
Health Committee, 2002; Henwood, 2004b). The legislation, 
implemented fully in England and Wales from January 2004, introduced 
a system of reimbursement by local authorities to NHS bodies for each 
day of delay that can be attributed to the local authority. Waiting for 
care home placement or assessment of need had been identified as the 
most common cause of delays in discharge (House of Commons 
Committee of Public Accounts, 2003). Councils now have a minimum 
period of at least 3 days to conduct an assessment after receiving 
notice of a patient's likely need for community care services, excluding 
the day of notice. Councils must also be given a minimum of 24 hours 
notice of the discharge date so that they can arrange for services to be 
in place (Community Care (Delayed Discharges etc) Act 2003). 
Authorities are not liable if the delay is due to patient or family choice; 
publicly funded prospective residents can refuse a permanent or interim 
service and self funders can insist on a home with no foreseeable 
vacancies (Department of Health, 2003d; Department of Health, 
2004b).  

A review of the first six months of the scheme found that a third of 
older people needing social care were moving directly to a care home 
from hospital. The authors concluded that this was worrying given that 
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'hospital is not a good place to make life-changing decisions.' 
(Commission for Social Care Inspection, 2004a). The House of 
Commons Health Committee also recommended that the power to make 
use of interim placements be monitored 'to ensure it is not used to limit 
access to good quality homes' (House of Commons Health Committee, 
2002). 

Access to NHS funding 

4.4 

4.5 

Serious problems have been identified in relation to the application of 
local eligibility criteria for funding long-term health care (Health Service 
Ombudsman for England, 2003; Health Service Ombudsman for 
England, 2004). The Health Service Ombudsman for England reported 
receiving 2,251 complaints about the system for NHS funding of long-
term care in 2003-04 (Health Service Ombudsman for England, 2004). 
In 2003 it recommended that Strategic Health Authorities (SHAs) and 
Primary Care Trusts (PCTs) review funding decisions to identify those 
denied funding that they were entitled to and to provide reassessments 
(Health Service Ombudsman for England, 2003). They were required to 
do this by December 2003. This was extended to March 2004. At that 
time, however, only 57 per cent of the reviews had been completed 
(Health Service Ombudsman for England, 2004). An estimated 770 
cases of the 6,713 that were reviewed were found to be entitled to 
compensation. A review of SHAs progress towards establishing an 
integrated set of eligibility criteria for funding NHS continuing health 
care to ensure consistency and equity found that the nine participating 
SHAs wanted criteria to be established nationally (Henwood, 2004a).  

Abuse and protection 

Other recent concerns about care homes for older people relate to abuse 
(House of Commons Select Committee on Health, 2004a). The House of 
Commons Health Committee Inquiry raised a number of concerns. In 
general, it was disappointed that the government could not report the 
incidence of abuse of older people, either in care homes or living in the 
community, and recommended that this be remedied. It suggested that 
this would be helped by the use of a consistent definition of what 
constitutes abuse. In relation to care homes in particular, the inquiry 
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was concerned about care homes compliance with national minimum 
standards concerning complaints and protection, and the inappropriate 
and excessive use of medication, especially the over-prescription by 
doctors of anti-psychotic drugs for people with dementia (House of 
Commons Select Committee on Health, 2004a).  

4.6 

• 

• 

• 

• 

4.7 

4.8 

The Committee's recommendations of relevance to care homes included:   

Government promotion of advocacy services by voluntary 
organisations 

Stricter control of the certification of deaths 

The training of care assistants about complaints and protection 

Measures to make sure that the National Service Framework target 
for reviewing medication is met (medication of people aged 75 and 
over to be reviewed annually, and every six months, if they are 
taking more than four medicines).  

It recommended that the regulatory body, the National Care Standards 
Commission (NCSC) and its successor, the CSCI, should publish findings 
about physical restraint in a special report, increase their monitoring of 
financial systems in care homes, including the use of residents' personal 
allowances, make sure medication systems reflect good practice and 
publicise good practice that exceeds the minimum standards.  

The CSCI is responsible for reporting to parliament on the state of social 
care in England. Its predecessor, the NCSC, published three reports on 
the care home sector, focusing on the availability of homes and 
performance against the new care standards and performance in relation 
to the management of medication and provision of information (Dalley et 
al., 2004; Davies et al., 2004; Unsworth et al., 2004). To date the 
CSCI has published reports of special studies on topical issues in social 
care, rather than analysis of its inspection data. These have included the 
experience of older people leaving hospital during the first six months of 
the reimbursement policy to reduce delays in hospital transfer 
(Commission for Social Care Inspection, 2004a), and a survey of what 
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people want from social care as they get older (Commission for Social 
Care Inspection, 2004c). 

Quality of care 

4.9 

4.10 

Quality of care continues to be a concern. The National Care Standards 
Commission reported that only 50 per cent of care homes for older 
people met or exceeded the standards for complaints or protection in 
their first year of operation, 2002-2003 (Dalley et al., 2004; House of 
Commons Select Committee on Health, 2004a). In the same year they 
received 12,685 complaints. Ten per cent of these complaints involved 
specific allegations of abuse. The majority of the other complaints 
related to poor practice or neglect, which the Select Committee noted 
could be considered to be forms of abuse (House of Commons Select 
Committee on Health, 2004a). They also found that only one in eight 
care homes for older people met or exceeded the national minimum 
standards for administering and handling medication, which equates to 
about 1,500 homes. Of the 55 per cent who failed to meet them about 
43 per cent were said to have almost met the standards (Davies et al., 
2004).  

Of the complaints the Scottish Commission received between April 2003 
and March 2004 the majority, 64 per cent, related to care homes 
(Scottish Commission for the Regulation of Care, 2004). In the same 
year the Care Standards Inspectorate for Wales found an increase in the 
number of complaints made against care homes since the previous year 
(Care Standards Inspectorate for Wales, 2004). The majority related to 
basic care provision. 
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5 THE RESEARCH ON CONSUMER BEHAVIOUR AND CARE 
HOMES 

5.1 

5.2 

Since the mid 1990s about 10 studies have conducted in-depth 
interviews with older people and/or their relatives/informal caregivers 
about processes related to moving to or from care homes (Myers and 
MacDonald, 1996; Nolan et al., 1996b; Reed et al., 1998b; Hardy et al., 
1999; Reed and Morgan, 1999; Davies et al., 2000; Nolan and 
Dellasega, 2000; Ryan and Scullion, 2000; Wright, 2000; Davies and 
Nolan, 2003; Reed et al., 2003; Williams et al., 2003). Many have 
involved interviews with thirty or more people (Myers and MacDonald, 
1996; Reed et al., 1998b; Hardy et al., 1999; Reed and Morgan, 1999; 
Davies et al., 2000; Nolan and Dellasega, 2000; Williams et al., 2003).  

The meaning and consequences of moving to a care home 

Older people's experiences 

Relocating to a care home is a major life event. It is considered in much 
of the literature, American and Australian as well as UK, to be a 
stressful life change. It can result in changes in geographical location, 
lifestyle, daily activities, routines, social networks, relationships and 
roles, as well as living arrangements (Nay, 1995; Morgan et al., 1997). 
Moving to a care home was described by older people in one study as 
'breaking up the home'. This suggests that such a move is of a very 
different nature to previous house moves (Reed and Roskell Payton, 
1996 p49). Studies from other countries, such as Australia, confirm that 
this perception of the experience as one of loss is widespread (Nay, 
1995). It can involve the selling of a home, and almost always the 
downsizing of possessions. Maintaining continuity with the past is 
considered important for older people's well-being and this is often 
associated with maintaining links with a place, location or community 
(Corden and Wright, 1993). Moving to a care home has also been 
characterised as involving a number of personal compromises (Peace et 
al., 1997). These might include trade-offs between security and privacy, 
company and solitude, and warmth and regular food versus familiar 
places and objects.  
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5.3 

5.4 

5.5 

5.6 

A few commentators add the qualification that moving to a care home is 
not a universally negative experience (Oldman and Quilgars, 1999; Reed 
and Morgan, 1999). Residents can report important positive aspects 
such as being less lonely or depressed than before, or being free from 
dependence on relatives for their care.  

Place is thought to be connected to developing and maintaining a sense 
of self (Reed et al., 1998a). The meaning of home and place has been 
conceived as encompassing more than accommodation/domestic space 
but also access to amenities, public transport, the wider locality, 
community, region and in terms of relationships and experiences 
(Regnier, 1983). Given the importance put on place it would be useful to 
know the incidence of moves to care homes that involve older people 
moving away from their community or neighbourhood. Data for the 'out 
of area placement' of all publicly funded new admissions to care homes 
in England is only published in terms of all adult age groups, rather than 
separating the 65s or over from the under 65s. In the year ending March 
2004 18 per cent of all supported residents of all ages and client groups 
were admitted to placements in council areas other than the council 
supporting them (Department of Health, 2004c). A study of moves 
across council boundaries conducted in 11 authorities in 1990 found 
that 14 per cent of nursing home patients had moved council area when 
admitted (Baldwin et al., 1991 cited in Corden and Wright, 1993; 
Baldwin, 1991 cited in Corden and Wright, 1993).  

The significance of out of area placement is far from clear for a number 
of reasons. An older person's move to a distant care home may result 
from choice or necessity. It may reflect a lack of appropriate homes in 
their local area. Perceptions of what constitutes a long distance move, 
or an unfamiliar locality is also subjective: views about distance may 
differ depending on whether someone has a car or relies on buses; 
belonging may not be understood in terms of residence but in terms of 
where someone was born (Reed and Payton, 1998).  

The negative consequences and impact of involuntary relocation 
between care homes, due to home closure for example, has been the 
subject of much debate and quantitative research, mostly in the United 
States. There is a concern that such moves adversely affect older 
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people's physical and mental health and may even cause their death. A 
review published in 2000 concluded that the evidence is ambiguous and 
contradictory (Smith and Crome). This is, in part, attributed to the 
numerous methodological difficulties when trying to establish causation, 
and various limitations of the research evidence. These include the use 
of different, rather than comparable, measures, small sample sizes, a 
lack of, or ill-matched control groups, and samples biased towards the 
most healthy residents, due to the exclusion from interviews of older 
people with cognitive impairment. Another review of the literature on 
the positive and negative consequences of relocation among older 
people summarises the factors identified as being associated with 
successful relocation (Castle, 2001). These include demographic, 
physiological, psychological, personality and situational factors.  

5.7 

5.8 

Qualitative case study research investigating the process of eight care 
home closures in England in 2002 found that while about five per cent 
of the residents' health was said to have improved following the move, 
the health of about 19 per cent of the participating residents was 
perceived to have deteriorated in the short-term (Darton et al., 2003). 
The study was not designed to test a causal relationship between 
closures and particular resident outcomes, but did ask residents and/or 
their relatives if they had settled in and to identify the main types of 
effect. Consequences identified included admission to a home further 
away from their relatives and friends than the closed home (reported by 
14 of 28 relatives), subsequent relocation to a third home due to the 
second home being considered inappropriate or unsatisfactory, and the 
loss of access to amenities. Financial consequences included increased 
fees or top up payments, removal expenses, the re-equipment or 
furnishing of rooms, and possibly the loss of fees owed by the closed 
home. 

Relatives' experiences 

The move to a care home of an older relative may be stressful for family 
and informal caregivers too, as they experience feelings of loss, guilt 
and sadness (Nolan et al., 1996a; Dellasega and Nolan, 1997; Nolan 
and Dellasega, 2000). Literature in the UK (Nolan et al., 1996a) and the 
US (Dellasega and Mastrian, 1995; Naleppa, 1996) highlight that 
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placing an older relative in a care home signifies the start of a new, but 
still involved, stage in the caregiving relationship. It might involve 
financial consequences such as paying the care home fees, a top up or 
additional costs in terms of meeting extra charges made by the home, or 
even the loss of a future inheritance (Wright, 2000). Relatives may also 
take on the role of advocate, or try to be an arbiter of the standards of 
care provided by the home (Nolan et al., 1996a; Davies et al., 2000). 
US literature similarly identifies the evaluation and monitoring of care as 
a task taken on by families (Naleppa, 1996). Studies have also shown 
that the process of helping an older relative move to a care home is 
stressful for their relatives and informal carers (Reed and Morgan, 1999; 
Ryan and Scullion, 2000; Davies and Nolan, 2003; Davies and Nolan, 
2004).  

Theories about the importance of control 

5.9 

5.10 

The way in which an older person moves into a care home is thought to 
influence, and be a part of their process of adjustment. An American 
theory about the importance of the perception of control is widely cited 
in the UK literature. Chenitz (1983) argues that acceptance of the move 
to a care home is shaped by an older person's view of their control 
during the process. Their sense of control and acceptance is said to be 
influenced by whether four conditions are met. These are that the move 
is seen as voluntary due to being of importance to them, as desirable, as 
being for legitimate reasons and as being for a short time. Resistance is 
said to occur when one or more of these conditions is not met 
positively. She goes on to identify four different types of submission or 
resistance: strategic submission, submission by default, resigned 
resistance and forceful resistance. Intervening factors said to influence 
older people's response are the timing of the relocation, their health and 
family relationships.  

Espejo and colleagues (1999), who identify six types of acceptance, use 
a similar typology to Chenitz: positive, pragmatic, passive, worried, 
reluctant and a lack of acceptance. The study involved 32 nursing home 
residents admitted from hospital. Lack of acceptance is said to refer to 
those older people who were awaiting hospital discharge and felt they 
would still be able to say 'no' to moving to residential care. The authors 

  

  

Prepared for the OFT by the University of Kent 29 

 



suggest that such people are likely to have had a prior negative attitude 
towards care homes. Most of the sample, three quarters, was believed 
to have accepted the need for the move. The degree of acceptance or 
rejection was linked to the process; those who were ambivalent or 
reluctant were found to have had little control or autonomy over the 
situation and those who had been allowed to come to the decision 
themselves and who had been given emotional support were more likely 
to accept it.  

5.11 

5.12 

Drawing on the work of Collopy (1988), Nolan and colleagues (1996a) 
draw attention to two different types of autonomy: 'decisional' and 
'executional' autonomy. They argue that while older people may not be 
able to carry out actions based on their decisions, their ability to make 
decisions should be supported. They suggest that it is useful to think of 
autonomy as a continuum; it may be direct, consultative, joint, 
delegated, or handed over to a third party. Boyle (2004) argues that 
while the policy guidance, Caring for People (Department of Health, 
1990), emphasised the importance of choice and control, it failed to 
advance the need for staff and relatives to support older people's 
decisional autonomy. 

A longitudinal study of 50 residents admitted to a nursing home in 
British Columbia investigated the effects of perceived control over the 
decision to move, and acceptance, on physical health and morale 
(Davidson and O'Connor, 1990). It concluded that perceived control 
over the relocation decision had short-term benefits but longer-term 
disadvantages as it was associated with negative effects on health and 
morale in the intermediate term (between the second and fourth 
months). They suggest that this negative effect may be due to the 
context of the residents having moved to a high-constraint environment, 
where they had little privacy or control over their daily lives. Acceptance 
was found to have positive effects on health and morale in the medium 
term, and was thought to be linked to coping. Control was measured in 
terms of the residents' perceived degree of choice and involvement in 
the decision. Naleppa (1996) highlights an American study (Morgan and 
Zimmerman, 1990) that similarly suggests that relatives find the 
transition easier if they find the home acceptable.  
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The prevalence of subsequent moves 

5.13 

5.14 

5.15 

5.16 

Little is known about the prevalence, frequency or pattern of moves 
between care homes after initial admission. Transfers between homes 
due to home closures, or between homes providing the same category 
of care, are not counted in councils' routine data returns to the 
Department of Health (Department of Health, 2004c). Even if they were, 
they would only include the transfer of residents funded by social 
services.  

The regulatory body, the CSCI, records the de-registration of care 
homes. It records the reasons given by providers for applying for 
cancellation, and gives them several lines to record this in their own 
words (Commission for Social Care Inspection, no date). The most 
recent publicly available information about de-registrations indicates that 
2,160 care homes for older people cancelled their registration in the 18 
month period between April 2002 and October 2003 (Dalley et al., 
2004). Analysis of the reasons for closure is not reported. Only 26 of 
these cancellations were brought about the NCSC taking action against 
poorly performing homes.  

The market analysts Laing and Buisson (2004) estimate that 585 care 
homes (representing about 11,800 places) for older and physically 
disabled people closed in the year ending April 2004. A one-off national 
survey of local authority registration and inspection units (which were 
responsible for registration and inspection before the introduction of a 
national body) found that during the year ending March 2001 five per 
cent of independent care homes for older people closed (Netten et al., 
2002; Netten et al., in press). The rates of closure varied regionally 
between three and seven per cent.  

The frequency of individual moves between homes is largely unknown. A 
longitudinal follow-up of admissions in 1995, which collected 
information at one, six, 18, 30 and 42 months, found that at 42 months 
10 per cent of the sample had moved to a different home. Older people 
admitted to a residential place were more likely than those admitted to a 
nursing place to move to a different type of place/bed (10 per cent 
compared with 5 per cent) and to a different type of home (12 per cent 
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compared with 8 per cent) (Bebbington et al., 2001). When the source 
of admission was taken into account, 19 per cent of admissions to a 
residential home were found to have moved to a different type of bed. 
Research conducted in 1988-89, before the Community Care reforms, 
found that 16 per cent of the 51 private residents interviewed had 
moved to a residential home from another home. The authors concluded 
that this demonstrated 'the ease with which some private residents can 
exercise a choice and vote with their feet'; they described this as rarely 
an option for residents of local authority run homes (Allen et al., 1992 
p168). A study of private nursing homes, also conducted in the 1980s, 
found that eight per cent of admissions were from another home (Challis 
and Bartlett, 1988). A later study of relocation between homes in two 
councils found that 33 per cent of the residents' whose case notes they 
reviewed (n=255) had experienced one relocation and four per cent, 
two or more relocations (Reed et al., 2003).  

5.17 

5.18 

Evidence about older people's willingness and ability to change homes is 
limited. Some suggest that funded places are seen as unchangeable 
because relocation is assumed by relatives to be stressful, and even 
harmful, for residents (Davies et al., 2000). If older people and/or their 
relatives perceive changing homes willingly because of their own 
preferences or views about it, as posing a risk to the older person's 
health and/or as difficult they may effectively be 'locked-in' to a service. 
The ability to leave a service may be hampered by a number of 
circumstances as well as perceptions: there may be no alternatives 
available; there may be a lack of information on which to choose a 
better alternative; it may not be practically possible to move (Barnes, 
1997). 

A number of constraints have been identified as potentially limiting older 
people's ability to choose whether to stay in a particular home: they 
may be unable to judge or indicate their dissatisfaction or unhappiness; 
they may have no-one to help them find another home; there may be no 
vacancies in appropriate homes; older people may fear reprisals if they 
say that they want to leave (Challis and Bartlett, 1988). 
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The process of moving  

5.19 

5.20 

• 

• 

• 

• 

• 

• 

5.21 

This section outlines the research evidence about the circumstances, 
context, and nature of older people's moves into care homes. Evidence 
is presented in relation to the following stages: the timing and reasons 
for moves to and between homes; the decision to move; and the choice 
of home. Other stages have been identified: recognition of the potential 
need to move to a home; discussion of the option; carrying out what 
needs to be done to move; actual placement (Gonyea, 1987 cited in 
Naleppa, 1996). A period of discussion, however, may not occur in 
practice and the process of actually moving is not discussed in detail, 
other than in terms of information provision. Evidence about information 
and advice is included in each section where available.   

Research published in 1997 concluded that carers have to make difficult 
decisions about care home placement in the context of numerous 
uncertainties and concerns, which span the process of moving in:  

'Lack of familiarity with the care options available  

Not knowing how to find a suitable home  

Not knowing how to evaluate a home  

Concerns about the quality of care  

Concerns about finances  

Lack of support systems (Dellasega and Nolan, 1997 p445).  

Four main types of admission process have been identified: the positive 
choice; the rationalised alternative; the discredited option; the fait 
accompli (Nolan et al., 1996b). These reflect the degree to which four 
processes are present: anticipation, participation, exploration and 
information. Exploration is said to have occurred when alternatives to 
residential care and different homes are considered, and when there is 
time to explore feelings and emotional reactions. This typology has been 
drawn on by others working in the field (Davies et al., 2000). They 
acknowledge that perceptions of the move also affect the nature of the 
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admission, and add that continuity with a person's biography, or sense 
of belonging, is important, as well as the view that the move is 
desirable, legitimate and/or reversible.   

Timing and reasons for initial and subsequent moves 

5.22 

5.23 

5.24 

The move to a care home is commonly said to occur at a time of existing 
crisis, as well as itself being a time of trauma. This is related to two 
common features, admission via hospital, and a lack of planning or 
anticipation of the need for such a move.   

It has long been demonstrated that many of the older people who move 
to a care home do so after having been in hospital. A nationally-
representative study of over 2,000 publicly funded admissions, 
conducted by the PSSRU in 1995, found that just over half of the 
prospective residents were in hospital at the time that their need for 
long-term care was assessed (Bebbington et al., 2001). Before being 
admitted to hospital over half had been living alone. A study conducted 
in 1999 found that a slightly lower proportion of self funded admissions 
were admitted from hospital, about 43 per cent (Netten et al., 2001b). 
The difference was found to be amongst those older people being 
admitted to nursing places; self funded older people were much less 
likely to be admitted to nursing places from hospital than publicly funded 
older people (less than half compared to nearly two-thirds). Laing and 
Buisson (2004) reported recently that over 50 per cent of nursing home 
admissions were from hospitals. Such findings are reflected in many 
smaller scale studies (Reed et al., 1998b; Davies et al., 2000; Wright, 
2000; Davies and Nolan, 2003; Reed et al., 2003; Stilwell and Kerslake, 
2004). Such studies have also shown that admission from hospital can 
be associated with relatives feeling pressured and/or that they have to 
select a home quickly (Davies et al., 2000; Nolan and Dellasega, 2000; 
Wright, 2000). In the United States the factors that are associated with 
or can predict care home placement have been the focus of many 
studies (Naleppa, 1996).  

A study conducted before the Community Care reforms found that one 
fifth of older people said they had moved into long-term care more 
rapidly than they would have liked (Allen et al., 1992). The rushed 

   

   

34 Care homes report - Annexe K  May 2005 

 



nature of the move was indicated by comments such as, 'It was around 
Christmas. One minute I was there [in hospital] and the next I was 
here…' (Allen et al., 1992 p182). The situation of moving to a home 
from hospital is often characterised as traumatic for relatives as well as 
the prospective residents. A relative's comment illustrates a few of the 
reasons for this: 'It was a terrible shock... I could never take him home 
again.' (Ryan and Scullion, 2000 p1191). Qualitative work also suggests 
that relatives rarely discuss the possibility of having to move to a care 
home with older people, and that this contributes to the sense of being 
unprepared (Nolan and Dellasega, 2000).   

5.25 

5.26 

5.27 

Another consequence of being in hospital is that prospective residents 
may be physically unable to visit homes themselves and this, combined 
with their lack of prior consideration and/or knowledge of care homes, 
can mean the move is very much a 'step in the dark' (Reed and Morgan, 
1999). It may also mean they are unable or unwilling to take part in 
decision-making. One third of 70 service users interviewed about being 
discharged from hospital said that they could not remember the details 
of the information they were given while in hospital. One person 
recalled, 'They said it was for me to decide but – with the drugs I was 
on I was in no fit state to decide' (Commission for Social Care 
Inspection, 2004a p15). 

Moving to a care home from hospital is thought to be associated with 
the least positive type of admission process, the fait accompli. This 
worst-case scenario is characterised by a lack of anticipation of the 
need to move to a care home, older people being uninvolved in the 
decision to move to long-term care, a lack of opportunities to discuss 
alternatives or express and explore emotional reactions, and a lack of 
information (Nolan et al., 1996b). 

Research has identified a variety of common reasons or predictors of 
care home placement among older people. These relate to the 
conditions, needs and/or characteristics of the older person, which may 
render their home environment unsuitable, and the characteristics and/or 
needs of their relatives or other informal caregivers. Four key reasons 
are often identified, which may coincide or be inter-linked (Ryan and 
Scullion, 2000; Wright, 2000):  
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• 

• 

• 

5.28 

• 

• 

• 

5.29 

5.30 

An older person's health or dependency may change (this is 
typically identified as the main reason for admission) 

The main carer's health may change in such a way that they can 
no longer cope 

There may be a lack of adequate family support 

There may be inadequate provision of help and social care from 
social services. 

One study of 48 relatives who had helped an older person move to a 
home found that nearly half of them said they were unable to continue 
to cope (Dellasega and Nolan, 1997). Stress or 'caregiver burden' can 
be a contributing factor (Wright, 2000). Some researchers separate the 
types of change in older people's health status, such as a fall or 
fracture, an acute illness, or a general deterioration in their health (Allen 
et al., 1992), or physical and functional need from mental health needs 
(Bebbington et al., 2001). Other specific reasons for moving to a care 
home sometimes identified are: 

Loneliness (Allen et al., 1992; Espejo et al., 1999) 

A lack of motivation, housing problems and/or social contact 
(Bebbington et al., 2001) 

And/or bereavement (Netten et al., 2001b).  

Some authors make a distinction between voluntary and involuntary 
moves to residential care. Nay (1995), however, argues that there are 
no genuine voluntary moves because every admission involves factors 
that are beyond an older person's control. 

Some quantitative data is available. Physical or functional needs were 
identified as a reason for admission by social workers for 79 per cent of 
publicly funded admissions investigated in 1995 (Bebbington et al., 
2001). The next most frequently identified reason was mental health 
needs (identified for 44 per cent of cases), closely followed by carer 
related factors (identified for 40 per cent of cases). Mental health needs 
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and carer related factors were more frequently associated with 
admission to residential places than with admission to nursing places. 
Reasons for the admission of self funded residents identified by 331 
relatives show that deterioration in general health was the most 
frequently identified reason (identified by 64 per cent of the relatives), 
followed by physical health problems (identified by 54 per cent of the 
relatives), and mental health problems (identified by 44 per cent of the 
relatives) (Netten et al., 2001b). Carer stress was identified by 21 per 
cent of the relatives.  

5.31 

5.32 

The reasons for an older person's move to a care home may influence 
the way they perceive the move. As described earlier, viewing the 
reasons as legitimate is thought to influence an older person's sense of 
control over the situation (Chenitz, 1983). Some have concluded that in 
England moving to a home for residential care is viewed as less 
legitimate than moving to a home for nursing care (Peace et al., 1997). 
They note that there 'appears to be an almost universal antipathy 
towards residential care (Peace et al., 1997 p41).  

Much of the literature notes the likely impact of the negative image of 
residential care on people's lack of anticipation of the possibility of 
having to move to a home, the consequent lack of planning and 
reluctance to choose such long-term care (Espejo et al., 1999; Oldman 
and Quilgars, 1999; Nolan and Dellasega, 2000). One feature of this 
negative image is the way in which care homes are contrasted 
unfavourably with living at home (Oldman and Quilgars, 1999). Some 
commentators have noted the contribution of government policy and 
rhetoric towards the negative image of care homes. Sumner (2001), for 
example, notes that the framework for housing for older people 
(Department of the Environment Transport and the Regions, 2001) 
focuses on mainstream housing and almost entirely neglects the 
'positive role for residential forms of care as part of this spectrum'. The 
negative image of care homes is thought to be related to a belief that 
poor standards of care are provided (Nolan et al., 1996a). A longitudinal 
cohort study of new users of community based services, and those 
experiencing a change in their care package, asked older people how 
they felt about the possibility of moving to a home (Davies and Baines, 
1994). It found that 29 per cent of the sample of 589 considered a 
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home to be a place to die, or to represent the end or being unwanted. 
Twenty seven per cent associated care homes with a lack of privacy. 
An American study of nursing home related beliefs among people aged 
60 and over living in the community found that 60 per cent of the 
sample feared moving to a care home in a way that could be rated 
moderate (somewhat or quite) and 16 per cent feared it in the extreme 
(Biedenharn and Normoyle, 1991). Nearly half of the sample anticipated 
that moving to a home would involve problems in relation to resident 
care and even more anticipated difficulties maintaining aspects of their 
quality of life, such as control, dignity and self-respect. These beliefs 
were held despite 50 per cent of the sample reporting having had good 
experiences of nursing homes.  

5.33 Four types of subsequent relocation have been identified, based on the 
degree of resident participation involved and the reason: preference, 
strategic, reluctant or passive (Reed et al., 2003). (The findings about 
the nature of participation in the decision to move are described in more 
detail in the next section.) From their qualitative interviews with 12 
residents Reed and colleagues noted relocations where residents 
exercised choice, where relocations were planned, perhaps to pre-empt 
changes in circumstances, where residents disagreed with or resisted 
the move, and where they accepted the decision, which had been made 
by others. Residents may have to move because of a change in their 
assessed needs, if the existing home is not registered to provide for 
them. Some researchers have noted that the structure of the care home 
market causes some moves between homes as people have to move 
when their needs change, rather than care moving to them (Reed et al., 
1998b). Group discussions with staff highlighted that professional 
decisions about the need for someone to move could involve 
judgements about what was in the best interests of the other residents. 
Their care may be regarded as compromised by the increasing amount 
of time needed to care for one particular person. These features of 
relocations are not mutually exclusive and the authors highlight the 
mixture of 'push' and 'pull' factors behind moves. An earlier study also 
noted that people 'voluntarily' moved home due to dissatisfaction with 
the home and/or a desire to live nearer a relative (Allen et al., 1992). 
Other reasons for moving out of a home might include a return to 
mainstream housing, or other forms of housing with care.  
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5.34 

5.35 

Moves caused by care home closures are likely to be experienced as 
traumatic and pressured. As mentioned earlier, regulations state that 
since January 2002 providers have had a legal obligation to apply to 
cancel their registration three months in advance (The National Care 
Standards Commission (Registration) Regulations 2001). They should 
also specify notice periods in residents' contracts (Department of 
Health, 2003a). Whether three months notice is practicable, 
enforceable, or adhered to by providers is currently unknown. A 
qualitative study of the process of home closure, conducted in 2002, 
found that the notice given to residents involved in eight closures, in 
five council areas, varied considerably (Williams et al., 2003). Notice 
included one month, eight weeks, five months and over a year.  

The choice of residential care  

Numerous studies have concluded that older people and their relatives 
are rarely involved in the decision to move to long-term care (Allen et 
al., 1992; Espejo et al., 1999; Davies et al., 2000; Nolan and Dellasega, 
2000; Davies and Nolan, 2003). Much of this research is small-scale 
and does not report the extent to which different people made the 
decision. Interviews with twelve residents conducted in 2000-2001 
found that only two had positively opted for residential care (Ware et 
al., 2003). Research into the assessment process, that included 
interviews with 16 older people moving to long-term care in 1996, 
found that participants felt they had no choice but to do so, due to their 
situation/needs (Hardy et al., 1999). An earlier study of assessment and 
care planning conducted in four regions in Scotland found that some 
service users interpreted a suggestion to move to a care home made by 
a doctor as final, which suggests that they did not discuss the decision 
(Myers and MacDonald, 1996). Another earlier study in England 
reported that about one-third of the publicly funded residents 
interviewed, and a quarter of the self funded residents, said that 
someone else had made the decision that they needed to move into 
residential care (Allen et al., 1992). A comparison of relatives' 
experiences in the UK and United States found that older people were 
more likely to play an active role in the process in the UK than the US 
(Nolan and Dellasega, 2000).  
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5.36 

5.37 

5.38 

More quantitative data also exists. Information collected about the 
decision to move to a home collected from the relatives of 330 self 
funded residents found that in 58 per cent of cases someone other than 
the older person had made the decision, just over a quarter had made 
the decision with someone else, and 15 per cent had made the decision 
alone (Netten et al., 2001b). The Health Service Ombudsman has noted 
in relation to continuing care that many patients and relatives complain 
about being insufficiently involved in decisions to move to a care home 
(Health Service Ombudsman for England, 2003). 

The choice of residential care has been shown to be frequently 'expert 
driven' (Office of Fair Trading, 1998; Nolan and Dellasega, 2000; Davies 
and Nolan, 2003). A study involving 48 carers found that social workers 
had recommended admission to a nursing home in 63 per cent of cases, 
and doctors in 58 per cent of cases (Nolan and Dellasega, 2000). The 
situation appears to be similar in other countries. An American study of 
nurses included an exploration of decisional control and adjustment 
(Reinardy, 1992). Interviews with 500 newly admitted residents of 10 
nursing homes, in one state, asked whether the resident had made the 
decision themselves, alone, or with others, and whether they wanted to 
move to the home. It found that residents who had made the decision 
were likely to feel positive about moving. Similarly, those who felt 
negative about the move were more likely to have said they were not 
involved in the decision. Perceived control was low: about 59 per cent 
said they had not made the decision, either by themselves or with 
others. 

Identification of who made the decision to move to a care home is far 
from straightforward. A study that involved interviews with older 
people, interviews with care managers and an audit of case notes found 
that only one of the 15 older people, or their relatives, said that they 
had been the one to suggest moving to a care home, and yet the case 
notes or care managers attributed each of these 15 decisions to the 
service user or their relative (Stilwell and Kerslake, 2004). In-depth 
interviews with relatives have also highlighted the possibility that 
relatives might distance themselves from the decision and say it was a 
hospital doctor or General Practitioner (Ryan and Scullion, 2000). A 
small-scale American study found that relatives valued friends' 
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validation of the correctness of their decision, which again suggests an 
ambivalence and/or reluctance to be responsible for such a decision 
(Dellasega and Mastrian, 1995). Qualitative evidence also confirms the 
theory that older people may prefer others to make choices on their 
behalf. Care managers in one study commented on this, although the 
researchers noted that a lack of involvement in the definition of their 
needs was associated with a sense of powerlessness among service 
users (Hardy et al., 1999). 

5.39 

5.40 

The level and significance of care managers' help and support can be 
difficult to measure. Studies of the care management process have 
found uncertainty amongst relatives (Myers and MacDonald, 1996; 
Abbott et al., 2001) and patients (Abbott et al., 2001) about how or 
why social workers were involved. Relatives in the United States have 
described decision-making about placement as something that was done 
on their own, without support, and against the background of escalating 
crisis (Dellasega and Mastrian, 1995). This perception of having to make 
the decision to place an older relative in a care home in isolation was 
reported even when the older person and/or professionals were involved. 
A large-scale study that looked at satisfaction with the assessment 
process and help provided by social services among older people in 
receipt of community based services, rather than residential care, found 
that users reported greater satisfaction if their care manager was a 
qualified social worker, the more hours the care manager had spent 
arranging the service and if they had were more satisfied with life in 
general. The findings also suggested that satisfaction was related to 
personality or attitudinal factors; those with an independent attitude 
were more satisfied than those with a more demanding attitude 
(Chesterman, 2001). 

The 1999/2000 study of self funded admissions found that half of the 
sample had been assessed by social services, which suggests that they 
received at least some help in terms of identifying the type of care 
required (Netten et al., 2001b). Another, smaller-scale study conducted 
in 1999, however, found that of the 56 self funded residents or 
relatives interviewed only about one in three had spoken to a social 
services care manager about finding an appropriate home (Wright, 
2003).  
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5.41 

5.42 

5.43 

Some distinguish between whether the decision was made, reached or 
merely accepted. Allen and colleagues (1992), in relation to research 
they conducted before the Community Care reforms, highlight the 
complexity of the issue of participation in and control over the decision 
to move to residential care. They found that two thirds of their sample 
said that they had ultimately made the decision, even though three-
quarters said residential care had been suggested to them, 30 per cent 
that they had insufficient discussion about it, and 68 per cent that they 
had insufficient control over the decision. Reluctant acceptance was 
described by 10 of twelve residents who described feeling they had little 
choice but to move to residential care as recently as 2000-2001 (Ware 
et al., 2003). This may have been related to their health care needs. 
Reed and Roskell Payton (1996) found that for some residents there 
was no abstract decision, instead the decision to move was immediately 
linked to moving to a particular home.  

In terms of having any choice at all, 40 per cent of the residents who 
participated in the survey commissioned by the OFT (1998), reported 
having had a choice of coming into a care home. When asked for the 
reasons behind their lack of choice about moving to residential care, the 
965 residents surveyed commonly identified three factors. 43 per cent 
of residents attributed their lack of choice to being unable to cope, or to 
an illness or disability, 11 per cent to the family having decided on their 
behalf, and 10 per cent to the doctor having decided (Office of Fair 
Trading, 1998).  

Professionals, such as care managers and providers also influence the 
choice of service in terms of deciding whether someone meets the 
eligibility criteria for a particular service, which in turn draws on their 
definition of assessed need (Myers and MacDonald, 1996; Tanner, 
2003). Talking about the influences on their definition of assessed need 
and decision about the most appropriate service, care managers in four 
councils spoke in 1996 about being constrained by budget pressures, 
and the availability and willingness of relatives and informal carers to 
provide care or help pay for services (Hardy et al., 1999).  
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The choice of home 

5.44 

5.45 

5.46 

Evidence about whether older people have a choice of individual care 
home is similar to that about their involvement in the decision to move 
into residential care. The consensus appears to be that a significant 
proportion of older people who move to care homes have no choice 
about the home they move to, although the size of the proportion 
identified varies. Fifty-five per cent of the residents who responded to a 
1998 survey said they had a choice of home (Office of Fair Trading, 
1998). A smaller-scale study found that half of the 30 relatives 
interviewed said that they had made the final choice of home (Davies et 
al., 2000). Two-thirds of older people reported having had no choice 
about the individual home in a study conducted in the late 1980s (Allen 
et al., 1992).   

The main reason given for this, however, was that a relative or carer had 
made the decision on their behalf (Allen et al., 1992). Often, the older 
people were said to be pleased and relieved that someone else had 
made this decision for them. A slightly later study conducted in 1993-
1995 also indicated that older people may willingly choose to delegate 
the choice of home to relatives (Reed and Roskell Payton, 1996).  

Relatives are often involved. Research conducted in 1999 found that half 
of the 30 relatives interviewed about their experience of helping an older 
person move to a care home had selected the home (Davies et al., 
2000). The OFT study found that among residents who reported having 
had no choice of home, 54 per cent said a relative, and 20 per cent said 
a social worker, or the hospital or consultant had made the selection 
(Office of Fair Trading, 1998). Such findings about the involvement of 
relatives, rather than the older person, suggest that there is a need to 
guard against assuming that a lack of choice on the part of an older 
person is necessarily the worst-case scenario, and of central importance 
to them. A researcher in Australia, however, found that relatives 
attributed the fact that the process of searching for and selecting a care 
home had 'worked out' in the end to good fortune and suggests that 
this indicates a perceived lack of control (Cheek and Ballantyne, 2001).  
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5.47 

5.48 

Various types of factors have been identified as possible constraints on 
the selection of an individual care home. Structural constraints include 
the availability of services in general, their cost, the speed of funding 
arrangements and the demand for hospital places (Ware et al., 2003). 
There is some evidence that choice of home is likely to be affected by 
local supply. A comparison of homes that closed between 1996 and 
2001 with homes that remained open found that the homes that had 
closed tended to be smaller, single business homes in converted 
premises, and to have had a more positive social environment (Darton, 
2004). At the home level, the characteristics of vacant rooms and 
admission policies have been highlighted as potential restrictions on 
choice (Corden, 1989), as well as the lack of vacancies (Myers and 
MacDonald, 1996; Nolan et al., 1996a). The amount of time available 
may restrict choice (Nolan et al., 1996a). The time-consuming nature of 
the task of contacting care homes and making visits has been described 
in interviews with relatives. People reported spending as much as an 
hour a day for 26 days telephoning homes and visiting up to 25 homes 
in an Australian study (Cheek and Ballantyne, 2001). This was said to 
have a negative affect on family relations.  

Choice of home can also be hampered by a lack of information. When 
selecting an appropriate home, service users should be able to draw on 
useful, reliable, appropriate and timely information. A study of older 
people moving to care homes from hospital concluded that older people 
did not consider themselves to be informed consumers (Reed and 
Morgan, 1999). One study found that 65 per cent (of 48 carers) had not 
been given all the information they wanted and that 50 per cent had not 
received all the help they would have liked (Nolan and Dellasega, 2000). 
More recent evidence suggests that there still remains scope for 
improvement in the provision of information. In 2003-04 only 62 per 
cent of councils achieved the performance indicator, and advisory Best 
Value target, of giving 90.85 per cent of people a statement of their 
needs and how they will be met after an assessment (Commission for 
Social Care Inspection, 2004b: Indicators AO/D39 and BVPI 58). This 
target relates to all adult service users. More worryingly, however, a 
survey of carers of older people involved in assessments recently found 
that only 38 per cent had been given any written information about the 
results of the assessment (Audit Commission and Better Government for 
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Older People, 2004). Such information should be available to help 
people understand the needs of the older person moving to residential 
care, so that they can find a home that is appropriate. In terms of 
informing service users more generally, a survey of eight councils in 
2001-02 concluded that the levels of information provided to social 
services staff in information-giving roles were 'alarmingly low' (Rhodes, 
2003 p48). 

5.49 

5.50 

It has been suggested that a lack of prior discussion between relatives 
and older people about the possibility of moving into a home may 
explain why relatives lack criteria to select a home that the prospective 
resident would like (Nolan et al., 1996a). Research does suggest that 
relatives and residents lack criteria on which to compare homes. 
Interviews have indicated that some resort to relatively superficial 
criteria, such as appearance or décor, to choose a home because they 
lack advice about what they should be looking for, 'I mainly went on 
how they looked from the outside.' (Nolan and Dellasega, 2000). Décor, 
furnishings and the 'feel' of a home have also been identified in another 
study (Davies and Nolan, 2003). People have indicated that they would 
value expert advise on the quality of particular homes: 'No one would 
tell me which was a good home or which was a bad one.' (Nolan and 
Dellasega, 2000). Some have described relatives as desperate for 
'insider knowledge' (Davies and Nolan, 2003). The value placed on 
personal recommendation has been identified (Davies et al., 2000; 
Davies and Nolan, 2003; Williams et al., 2003). 

Relatives and residents have been found to select a home based on its 
familiarity (Reed et al., 1998a; Davies et al., 2000). The basis for 
'knowing' a particular home, or its location, may at first appear tenuous, 
such as having driven past a home on the way to work or having known 
the village when a child, but indicate links to personal histories and may 
help establish an important sense of continuity (Reed et al., 1998a). 
Practical criteria relatives and residents have reported trying to consider 
include the distance to the home (Davies et al., 2000; Davies and Nolan, 
2003), the cost (Davies and Nolan, 2003), an absence of odour (Davies 
and Nolan, 2003), and closeness to amenities, town centre or public 
transport to enable residents to visit others or allow them to be visited 
or 'dropped in' on by friends and neighbours (Reed et al., 1998b). 
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Relatives have also reported looking at other residents living in homes, 
presumably to gauge if they are similar to the prospective resident 
(Davies and Nolan, 2003). 

5.51 

5.52 

5.53 

A cross-sectional survey confirms that self funded residents are often 
aware of the existence of a home because it is located in an area that 
they know (Netten et al., 2001b). 27 per cent said that they knew of 
the chosen home because it was close to where the resident had lived. 
A further 16 per cent said that they knew of its existence because it 
was close to where a member of the resident's family lived. The survey 
also found that 31 per cent had considered the distance from the 
resident's former home and 57 per cent the distance from family and 
friends, when selecting a home. The general atmosphere was identified 
most frequently as a factor that influenced the selection of a home 
(cited by 77 per cent of respondents) and as typically having been the 
most important reason (identified by 31 per cent of respondents). The 
availability of a place was the next most frequently cited factor 
(identified by 65 per cent of respondents) and the next most popular 
important reason (identified as such by 14 per cent of respondents).  

In 1999 just over half of the self funded residents and their relatives 
surveyed reported having had no advice or guidance about the process 
of finding an appropriate home and arranging a place (Netten et al., 
2001b). Just over half had been given advice from a social worker or 
care manager. 17 per cent had received some advice from a health care 
professional and three per cent from a home care worker. Information 
from independent organisations such as Age Concern had been sought 
by less than two per cent of the sample. In relation to residents in 
receipt of NHS funding the Health Service Ombudsman has reported 
that patients and relatives often complain about a lack of information 
about how decisions are made (Health Service Ombudsman for England, 
2003). 

Little is known about the degree and nature of communication between 
prospective residents and their representatives and prospective homes. 
The OFT survey (1998) found that only 35 per cent of relatives/friends 
and 23 per cent of residents had received written information from a 
leaflet or brochure prior to staying at the home. Recent evidence from 
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the national regulator shows that although care homes are now required 
to make certain information available to prospective residents, only 25 
per cent of homes met or exceeded the information standards in 2002-
03 (Unsworth et al., 2004). Of the 75 per cent who failed to meet it, 51 
per cent were said to have almost met it, but 24 per cent to have 
definitely failed it. The recent report concluded that the 'information 
currently provided by the care sector in England is often deficient.' 
(Unsworth et al., 2004 p18). 

5.54 

5.55 

It appears that the content of information could also be improved. In the 
context of home closures relatives and residents said that up-to-date 
and accurate vacancy information would be more useful than lists of all 
of the care homes in the area provided by social services (Williams et 
al., 2003). This indicates the importance of appropriate information. 
Researchers that have investigated older people's views on information 
more generally have highlighted that for them, information is a means to 
an end (Quinn et al., 2003). When service users identify a lack of 
information it may not indicate a lack of provision, but rather a lack of 
useful information or awareness of the existence of information. There 
are many sources of information and advice about what people might 
ask when visiting homes from various organisations, for example, which 
suggests that to some extent the problem is one of access, rather than 
availability. In the past research has identified a lack of awareness of 
inspection reports; in 1999 none of the 30 relatives who were 
interviewed in one council were aware that they could look at inspection 
reports (Davies et al., 2000).  

When moving a second time, for whatever reason, a resident and their 
relatives will have experience of the general process involved in 
selection and the information sources available. They are also likely to 
have developed opinions about what they value in a home and what to 
look for when looking around. Barriers and constraints on choice 
encountered when choosing a care home for the first time, however, 
may still be present when choosing another home. Structural and 
economic constraints, such as the availability of vacancies and cost are 
likely to still be in place. 
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5.56 

5.57 

5.58 

A qualitative study of eight care home closures in 2002 asked if there 
had been a choice of home (Williams et al., 2003). Seventeen of 28 
publicly funded residents, or their relatives, who were asked, said that 
the new home was their preferred or chosen home. The issue was 
complicated. Ten said that the new home was suggested to them. This 
did not necessarily mean that they had not been involved in the decision 
since relatives may have visited the suggested home and describe 
having 'vetted it'. A few, however, described a lack of choice and this 
too could include the situation where a care manager had suggested a 
home. In these cases the relatives emphasised the lack of vacancies 
elsewhere. Several relatives described the process of looking for a home 
as competitive:   

'We just thought … it would be in her best interest to try to get her 
somewhere reasonably quick and then we have got a better 
choice'; 

'There is literally a scrap for beds in the area. You are fighting over 
them'; 

 
'There wasn't only us, there were 28 sets of other people and we 
were all looking' (Williams et al., 2003 p39-40). 
 

This study found that relatives had not necessarily become 'experts' in 
the process merely because they might have helped find the first home. 
Some seemed unaware of the information sources available. One 
relative had used the Yellow Pages to find homes in the area and 
another relative of a self funded resident only found out about the 
council's list of homes by chance from a friend.  

The care managers identified a dilemma when helping these service 
users move, and it did not appear to necessarily be restricted to closure 
situations (Williams et al., 2004). The care managers reported being 
unable to advise people properly, given their experience and expertise, 
and sometimes having to accept, or propose, individual homes that were 
not, in their view, the most appropriate. In some cases residents or their 
relatives chose homes that the care managers would not have chosen, 
sometimes because of their knowledge of the standards of care 
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provided. A few care managers spoke of 'steering relatives in the right 
direction' or suggesting that they continue to look at alternatives or 
inspection reports, while knowing that they were not supposed to 
advise relatives against particular homes, as this could be considered a 
constraint on trade. Others spoke of being powerless in such 
circumstances: 'If they pick a home that is not going to be completely 
suitable – there is not a lot we can do.'   

The effectiveness of redress mechanisms 

5.59 

5.60 

5.61 

There is limited evidence about the effectiveness of complaints or 
redress mechanisms. There has been no recent large-scale research in 
the UK on the subject of complaints about care homes and routinely 
collected data does not always specify the number of complaints that 
are specifically about care homes for older people.  

Regulatory bodies such as the CSCI, and the Health Service Ombudsman 
for England report the number of complaints they receive. However, the 
information in the public domain does not necessarily indicate the 
number of complaints received from particular service user groups, such 
as older people. The NCSC, for example, reported the number of 
complaints they received, and investigated, about services in their 
annual report, but only indicated the proportion that concerned adult 
services (96 per cent), not those that concerned care homes for older 
people (National Care Standards Commission, 2003). Similarly, the 
Health Service Ombudsman's annual report (2004) does not specify the 
number of complaints received about continuing health care provision in 
care homes. The OFT (1998) study of survey of 965 residents of care 
homes in 20 local authorities found that, of those who had concerns or 
complaints, only 67 per cent had told anyone. A smaller scale study of 
relatives' experiences found that 15 of 30 relatives had made 
complaints (Davies et al., 2000). 

The Care Standards Inspectorate for Wales recently concluded that the 
most vulnerable are the most at risk: 'There appears to be a relationship 
between abuse, the complexity of individual need and the capacity for 
the individual to make themselves heard e.g. where behaviour is 
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particularly challenging, or where there is high level of nursing need or 
dementia' (2004 p27).  

5.62 

• 

• 

• 

• 

5.63 

• 

• 

• 

5.64 

The Prevention of Professional Abuse Network (POPAN) outlined to the 
Health Committee Inquiry on Elder Abuse a number of possible reasons 
why older people might, in general, not report concerns or abuse (House 
of Commons Select Committee on Health, 2004a). These include:  

Traumatisation 

Dependency on the abuser 

A lack of experience of being listened to 

A lack of awareness of complaints procedures.  

Help the Aged, who also provided evidence, suggested that 
embarrassment might also affect people's reluctance to complain. They 
stated that it was unrealistic to expect older people to act as whistle-
blowers. The NCSC also noted that their figures only represent direct 
complaints and are likely to under-report the incidence of abuse for a 
number of reasons, including: 

Fear of reprisal 

Low expectations of standards of care 

A lack of understanding about what constitutes poor care (House 
of Commons Select Committee on Health, 2004b). 

The 1998 OFT study (1998) investigated levels of awareness of 
complaints procedures. It concluded that inspection and registration 
systems were largely unknown to residents and highlighted from a 
review of care-home brochures that, at that time, only 17 per cent 
mentioned a complaints procedure. From October 2003 the Scottish 
Commission asked residents, during their inspections, if they knew there 
was a complaints procedure at the home (Scottish Commission for the 
Regulation of Care, 2004). Thirty six per cent of 809 residents in 200 
homes reported not knowing there was a complaints procedure. They 
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also found that family or friends make most complaints, not the older 
people who are living in care homes. 

5.65 

5.66 

5.67 

A survey commissioned by the Parliamentary, Health Service and Local 
Government Ombudsman included a question about awareness of the 
Ombudsmen organisations among the general public (MORI, 2003). It 
found that just under half of the general public had heard of the Health 
Service Ombudsman (45 per cent) and the Local Government 
Ombudsman (44 per cent). It also found that, among the general public, 
people tend to agree (82 per cent) that they have a right to complain 
about public services. About a quarter of the public, however, said that 
although they had wanted to make a complaint, they had not done so. 
Focus group interviews suggested that black and minority ethnic groups 
are less aware than the public in general of the three Ombudsmen. 

Qualitative evidence supports the view that older people find it difficult 
to complain. Relatives have described it as important not to 'rock the 
boat' and a fear of reprisal if they do (Davies et al., 2000). Another 
study, which included older people in receipt of home care as well as 
older people living in care homes, found that service users reported 
being unwilling to complain (Hardy et al., 1999). This study included a 
review of case files and found that while complaints had been made in 
five of the 52 cases, none of them had been made by the service users 
themselves.  

As noted earlier, the Health Select Committee Inquiry drew attention to 
the lack of research into the subject of elder abuse. In its response to 
the Inquiry the government highlighted that it is funding research that 
will review all referrals to adult protection services, as well as an 
investigation into the feasibility of developing a national recording 
system for the incidence of adult abuse (Department of Health, 2004e). 
In relation to medication, the findings of research into the extent of 
medication reviews is said to be due. The government stated, however, 
that it is up to the CSCI to decide whether to publicise good medication 
practice. It also noted that the CSCI will create a Service User 
Involvement post, use lay assessors in inspections, and consider how to 
improve financial protection in care homes. The government disagreed 
with the Inquiry's statement that formal complaints procedures support 
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older people inadequately, and highlighted various initiatives that have 
been put in place to help patients, including the Patient Advice and 
Liaison Service (PALS), and the Independent Complaints Advocacy 
Services (ICAS). Funding has also been given to Action on Elder Abuse 
to provide more effective advice and support to minority ethnic 
communities. It also noted that the Department of Health is funding the 
Older Peoples Advocacy Alliance (OPAAL) (UK). This charitable 
organisation has recently conducted a national survey of the extent of 
advocacy provision for older people, which it plans to publish early in 
2005.  

5.68 

5.69 

The Local Government Ombudsman, which investigates complaints of 
injustice resulting from councils' maladministration, is due to publish a 
report on the use of illegal practices by local authorities (MacErlean, 
2005). This is expected to highlight poor practice in relation to the 
assessment and funding of care homes for older people. If many 
authorities do breach their duties it would suggest that current 
complaints mechanisms are failing to be effective, at least in terms of 
improving the way in which councils carry out their duties.  

The CSCI's inspection methodology, especially the frequency of 
inspections and use of lay inspectors, is likely to have implications for 
the identification of poor practice, and possibly abuse, given the likely 
reluctance among residents to complain to staff. The CSCI is currently 
obliged by law to inspect every care home twice a year. It has recently 
reviewed its methodology. Its suggestions include the introduction of a 
scoring system to help people distinguish the strengths of different 
service providers. It has also proposed that, in future, care home 
providers carry out a self-assessment, on which basis a risk assessment 
will be carried out. Decisions will then be made about the frequency and 
nature (announced or unannounced) of inspections (Commission for 
Social Care Improvement, 2004). Such changes are intended to 'put the 
provider firmly in the position of managing the quality of their service'. 
(Commission for Social Care Improvement, 2004 p15). 
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Impact of consumer behaviour on the market 

5.70 

5.71 

5.72 

5.73 

There is a lack of studies in the UK that focus on the issue of whether 
care home residents are behaving as active consumers and, for example, 
changing care homes because they are dissatisfied with quality. Neither 
were any large-scale studies found on the impact of consumer 
behaviour, for example, on the market, or on consumers' well-being. 

The assumption that consumers can influence the market via the 
aggregation of their individual purchasing decisions may be misplaced in 
the context of a quasi-market. Evidence of consumer behaviour 
positively influencing the market might include greater efficiency, 
competition, innovation, and responsiveness to consumer preferences. 
In turn, greater competition should have positive effects on access, 
quality and costs. Assessing the impact of consumer behaviour on 
factors such as efficiency, however, is far from easy. Many factors 
affect efficiency, and efficiency itself may relate to a variety of issues, 
such as allocation, as well as production.  

Two relevant American studies were found to have attempted to explore 
the relationship between the quality of homes and consumer choice. A 
longitudinal study of the incidence and timing of nursing home transfers 
found that the prevalence of transfers differed in the two states where 
assessments were reviewed (Hirth et al., 2000). The transfer rate was 
found to reduce over time, especially during the first year. A comparison 
of residents who transferred with residents who stayed found that 
transferring was associated with living in an urban, rather than rural 
location, ethnicity, being male, married, being younger, being in receipt 
of Medicare, having private payment sources and having better cognitive 
status. The effect of levels of impairment, however, differed between 
the two states and the effect of some of the factors were evident 
irrespective of the timing of the moves, while others were significant in 
relation to either the earlier or later moves.  

Another study, involving some of the same researchers, set out to 
identify whether transfers between nursing homes were related to the 
quality of care provided (Hirth et al., 2003). Three separate datasets 
were combined to develop a longitudinal dataset. In four states transfers 
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were identified by finding assessments that had been conducted for the 
same people at different homes. They estimated an overall transfer rate 
of 3.3 per cent (7.4 per cent during the first year and 1.3 per cent later 
on). Medicare residents were three times more likely to be at risk of 
transfer than non-Medicare residents. The study measured various 
variables. At the resident level these included changing care needs, 
health variables believed to be related to poor quality of care, such as 
the presence and severity of pressure ulcers, and the use of physical 
and 'chemical restraints'. Home level characteristics included the extent 
to which the health standards at the home were below the state 
average, and staffing levels. Access to homes was explored in terms of 
the number of homes in the market and the percentage of unoccupied 
places, among other factors. The researchers concluded that quality and 
changing needs were associated with transfers between nursing homes, 
since transfers were more likely to occur when homes were of lower 
quality.  

5.74 

5.75 

These authors noted that transfers between homes have been under-
researched in the United States due to a lack of datasets that allow the 
tracking of large numbers of residents. Currently the information 
routinely collected about residents by local authorities in England does 
not easily permit the tracking of residents who move between homes. 
Home closure, for example, would not necessarily be recorded as a 
reason for a move, and so could not be excluded from a sample on the 
grounds that such moves are not related to a consumer moving out of 
dissatisfaction and exercising their right to take their custom elsewhere. 
Even if such information were recorded it would only include publicly 
supported residents funded by councils.  

There is some evidence that the diversity of the market is reducing 
rather than expanding, and that access is being hampered by an uneven 
geographical distribution of care homes (Social Services Inspectorate, 
2001). On the other hand, the government is promoting forms of 
housing and care that are intended to be alternatives to care homes, 
such as extra care housing. This may widen choice. Provision is 
currently limited, relative to the size of the care home market, and 
dominated by public provision. It is difficult to establish the total number 
of extra care schemes as definitions vary (Darton and Muncer, in press). 
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The Department of Health estimated that there were 24,600 units, or 
dwellings, in 2002 (Department of Health, 2004e) and provided £87 
million to fund another 1,500 places between 2004-2006 (Department 
of Health, 2003b). 

5.76 Holden has identified three areas of concern associated with the 
increasing concentration of large firms in the sector: ownership transfers 
may have implications for the quality of care and possibly residence of 
existing residents, since they may be asked to move if a home is closed; 
the choice of provider may reduce; if local monopolies develop, the 
reduction in competition will place more responsibility on the regulator 
to ensure quality of care is not reduced (Holden, 2002). Small, single, 
owner-managed homes do appear to be more likely to close than larger, 
corporate run, homes and this might have significant implications for 
consumer choice (Darton, 2004; Netten et al., in press). Closure rates 
appear to have passed their peak, however, and although 
corporatisation may increase by default - via the closure of non-
corporate homes - the size of the corporate sector is thought to be 
relatively stable, currently accounting for about one third of the market 
(Laing and Buisson, 2004).  
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6 CONCLUSIONS 

6.1 

• 

• 

• 

• 

• 

• 

6.2 

6.3 

There is considerable conceptual uniformity and consensus about what 
promotes a 'good' experience and the problems people face when 
moving to, or between, care homes. Numerous studies have explored 
various aspects of the process of moving to a care home for older 
people, including the context of admission decisions, and residents' and 
relatives' experiences and views. There appears to be consensus about 
a number of features of the context in which older people and their 
relatives make choices about care homes: 

Some people lack information on which to base selection decisions 
and would value guidance on how to choose an individual home 

People have low expectations of the care that will be provided by 
care homes 

Decisions about moving to residential care are often made during a 
crisis 

The decision to move to a care home is often 'expert driven' 

Moves are often perceived as pressured and hurried 

A significant proportion of older people report having little, or no 
choice about the home they move to, although this may be due to 
them having delegated the choice to a relative. 

These conditions largely conform to the conditions highlighted by Barnes 
and Prior (1995) as likely to mean that choice is experienced as difficult 
and stressful (outlined in the introduction). Much is also known about 
the reasons for admission.  

It has long been recognised that processes, perceptions, and 
circumstances, as well as the individual characteristics of older people, 
influence admission to long-term care (Corden and Wright, 1993). 
Various processes have been identified as promoting a positive 
experience of moving to a care home amongst older people: anticipation, 
participation, information and exploration (Nolan et al., 1996b; Davies 
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and Nolan, 2003). Control is thought to be key to participation/ 
involvement and important for acceptance and adaptation. Conditions 
identified as promoting resident choice in subsequent moves include 
awareness among residents of their rights and choices, an ability to 
communicate and debate their choices with others and the ability to 
access and evaluate information (Reed et al., 2003). Factors thought to 
improve the experience for relatives also include the opportunity to 
explore their feelings and emotional reactions. A summary of the factors 
identified in this literature review as influencing the nature and degree of 
consumer behaviour in the care home market is presented in Figure 6.1. 
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Figure 6.1: Factors that facilitate or impede the nature and level of 
consumer behaviour 

 

Supply factors  

• Availability of homes in preferred location  
• Availability of homes that can meet the older person's needs 
• Suitability of rooms within homes 
• Availability of vacancies in suitable, or any, homes 

 
 
Structural factors (organisational, professional) 

• Eligibility criteria for services/needs assessment (Council, NHS, 
providers) 

• Demands and priorities of practitioners (care managers) 
• Gatekeeping procedures of care home providers 

 
 
Economic factors 

• Care home fee levels 
• For publicly funded residents – councils' fee threshold and the 

willingness and ability of a third party to pay a top up 
• For private payers – their ability and willingness to pay 
 
 

The nature of the process of moving 

• Circumstances of the move (acute ill-health may mean person 
temporarily unable to make a decision. Hospital is not the best place to 
make major decisions) 

• Degree of involvement of older people and relatives in process by 
practitioners 

• Who is involved in decisions 
• Time available to search for, compare and select homes (and possibly to 

wait for a vacancy) 
• Access to information and support/advice (to discuss feelings, advise on 

selection) 
• Ability to visit prospective homes (influenced by availability of transport, 

possibly specialist) 
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Personal factors/Characteristics of consumers 

• Presence of relatives or close friends 
• Functional ability, dementia may mean person unable to participate in 

initial choice or to judge/indicate dissatisfaction with home 
• Presence or absence of relatives, informal carers or close friends to help 
• Degree of anticipation and planning 
• Attitudes and expectations  

− About care homes (may contribute to a lack of planning; beliefs 
may hinder willingness and ability to anticipate and engage in 
process/rationalise and plan) 

− Perceived role as consumer (may find active and personal 
interaction with others different to past experience as consumer) 

− Willingness to be consumer (may prefer to hand over 
responsibility) 

− About moving and ability to cope (life histories, prior experience of 
relocation/ number and pattern) 

− Initial move perceived as unchangeable 
• Knowledge about what they want/criteria to select a home 
• Emotions  

− Distress of older person 
− Reactions of carers (turmoil, ambivalence, sadness, failure, loss, 

guilt) 
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6.4 

6.5 

6.6 

The available evidence on the process of moving to a care home has 
both strengths and limitations. Relatives and carers have increasingly 
been included in studies, and some have focused entirely on their 
experiences (Wright, 1998; Nolan and Dellasega, 2000; Ryan and 
Scullion, 2000). However, the use of voluntary sampling, although 
probably the only practicable method, is likely to mean that the views of 
relatives are unrepresentative; those who volunteer to take part in such 
research are probably frequent visitors, or people who played an active 
part in the relocation process. Similarly, none of the studies have 
focused on exploring the experiences of residents and families from 
minority ethnic communities. Some of the studies reviewed focused on 
older people's experiences of assessment and care planning in general, 
and so included service users in receipt of community based services as 
well as residential care (Myers and MacDonald, 1996; Hardy et al., 
1999). Such studies tend to focus on funded service users and so 
exclude self funded residents of care homes. Geographically, the 
majority of the research identified was conducted in England; only a few 
studies were conducted in Scotland or Northern Ireland (Myers and 
MacDonald, 1996; Ryan and Scullion, 2000).  

The sampling size of some of the qualitative work is limited. Some 
studies spanned more than one council area, but others have focused on 
only a single council. A few are also very small in scale, involving 
interviews with twelve or fewer older people or carers (Ryan and 
Scullion, 2000; Reed et al., 2003). These features, combined with the 
use of purposive sampling methods, reduce the generalizability of 
results. While qualitative work can explore people's perceptions, actions 
and experiences in greater depth than is possible in quantitative survey 
research, and allow people to use their own words and frames of 
reference, it cannot establish the prevalence of experiences or views. 
On the other hand, where there is quantitative evidence it can lack 
contextual and explanatory detail.  

Another methodological issue is the prevalence of cross-sectional design. 
Many of the articles reported cross-sectional studies when longitudinal 
panel studies, although time-consuming and costly, may offer more 
advantages. Researching experiences over time would better facilitate 
the identification of people's reasons for, and the incidence of, transfers 
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between care homes, and/or assessment of the impact of such moves 
on service user well-being and health and/or the market.  

6.7 

• 

• 

• 

• 

6.8 

6.9 

• 

• 

• 

• 

The impact of recent policy changes is currently unknown as much of 
the research predates recent developments. Certain things should have 
changed for the better: 

Standardised and formal approaches to assessments and 
discharges from hospital should ensure older people and their 
relatives and carers are involved 

There should be better information about homes and complaints 
procedures from providers 

Service user groups providing support might be more common 

Restrictions on choice in terms of characteristics of rooms should 
have lessened (all new builds should be accessible to wheelchair 
users etc). 

However, there is evidence that suggests that some areas remain 
problematic. Evidence from the regulatory body, for example, suggests 
that providers are frequently failing to give prospective service users 
relevant information. People also appear to be failing to access 
information to help them select an individual home.  

A number of issues are insufficiently addressed in existing research, or 
monitored by ongoing data collections: 

The number of older people in care homes without relative or close 
friends 

The characteristics of older people moving into care homes 

The use of care homes by minority ethnic communities 

The prevalence of moves to homes that involve older people 
moving away from their community due to local shortages of 
homes 
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• 

• 

• 

• 

• 

• 

• 

6.10 

• 

• 

• 

The incidence of top up payments 

The prevalence of transfers due to dissatisfaction on the part of the 
service user 

The extent of barriers to such voluntary moves between care 
homes 

Consumers' awareness, use and views about particular sources of 
information, such as inspection reports 

The degree to which older people and/or their relatives are reluctant 
to complain 

The extent to which providers are adhering to the new regulations 
when closing a home 

The effectiveness and costs of different models of advocacy. 

There are a number of findings that it might also be useful to confirm or 
explore in current circumstances: 

What are older people's current perceptions of residential care and 
how do these influence their reactions to moving to a care home 
and/or their involvement in the decision-making, searching and 
selection processes? 

Why are older people not accessing the wide range of resources 
available to help them select an appropriate home? 

When older people are made aware of complaints procedures, do 
they use them, and in what ways can they be, and are they, 
effective? 
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8 ACRONYMS 

ADSS  Association of Directors of Social Services 
 
ADSW  Association of Directors of Social Work 
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CSCI  Commission for Social Care Inspection 
 
COSLA  Convention of Scottish Local Authorities 
 
CRAG  Charges for Residential Accommodation Guidance 
 
CSIW  Care Standards Inspectorate for Wales 
 
DH  Department of Health 
 
DHSSPS Department of Health, Social Services and Public Safety 
 
EAC  Elderly Accommodation Counsel 
 
ECCA  English Community Care Association 
 
EMI  Elderly Mentally Impaired 
 
FAC  Fair Access to Care 
 
FPNC  Free Personal and Nursing Care 
 
HPSSRIA  Health and Personal Social Services Regulation and Improvement 

Authority 
 
LASSA Local Authority Social Services Act 
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LGA Local Government Association 
 
LGO Local Government Ombudsman 
 
NCSC National Care Standards Commission 
 
NHS National Health Service 
 
NI Northern Ireland 
 
OFT Office of Fair Trading 
 
OPAAL Older People's Advocacy Alliance 
 
OPRSI Older People Researching Social Issues 
 
PEA Personal Expenses Allowance 
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PSSRU Personal Social Services Research Unit 
 
RHA Registered Homes Act 
 
SAGE Senior Action Group Edinburgh 
 
SAP Single Assessment Process 
 
SPAIN Social Policy Ageing Information Network 
 
SSA Single Shared Assessment 
 
SSIW Social Services Inspectorate for Wales 
 
UTCCRs Unfair Terms in Consumer Contracts Regulations 

  

  

Prepared for the OFT by the University of Kent 77 

 



9 GLOSSARY 

Advocacy 

There are many different definitions of advocacy and various models in 
operation at present, but this outline from the Older People's Advocacy Alliance 
(OPAAL) is the most appropriate in the context of our recommendations: 'A one-
to-one partnership between a trained, independent advocate and an older person 
who needs support in order to secure or exercise their rights, choices and 
interests. The three key principles are independence, inclusion and 
empowerment'. 
 

Authority 

The care needs assessment and the financial assessment are carried out by the 
individual's Local Authority, Primary Care Trust or in Northern Ireland the Health 
and Social Services Board. These bodies should also provide information and 
support through the process of choosing a care home, for example by providing 
a list of care homes in the areas. We refer to these bodies collectively as 
'Authorities'. 
 

Care home 

The term 'care home' generally refers to a home registered under the Care 
Standards Act providing personal and residential care for older people. We use 
the term to also include homes that provide nursing care (nursing homes). 
Generally, care homes provide day to day care and support for older people that 
are unable to manage at home.  
 

Care home directory 

A list of all the cares homes in the local area provided by the relevant Authority. 
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Care needs assessment 

An assessment carried out to establish a person's need for long term care. It 
considers the person's ability to perform activities of daily living such as moving 
about, eating and drinking, using the toilet, getting washed and dressed and 
preparing snacks and meals. The availability of support and the existing home 
environment may also influence the assessment.  
 

Choice of accommodation directions  

The rights of individuals to choose their care home accommodation are set out 
in various acts of Parliament. In October 2004, the Department of Health issued 
new guidance to Authorities explaining the implication of these regulations as 
Local Government Circular LAC (2004)20. In simple terms, the guidance sets 
out that where someone has a preference for a particular care home, the 
Authority should arrange for accommodation in that home subject to certain 
conditions being met. Those conditions are that the home is suitable to meet the 
individual's assessed needs; that it does not cost more than the Authority would 
pay to accommodate someone with those assessed needs, that it is available 
and that the care home is willing to enter into a contract on the Authority's 
usual terms.  
 

Consumer groups 

Organisations that represent the interests of consumers in this sector, for 
example Which? and the Relatives and Residents Association. 
 

Devolved administrations 

The executive bodies of the three devolved regions of the UK: the National 
Assembly for Wales, the Scottish Executive, and the Northern Ireland 
Department of Health Social Services and Public Safety ('DHSSPS'). Care for 
older people is a devolved matter, which means that policy in this area is set by 
the relevant devolved administration. 
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Domiciliary care 

Care provided in the individual's own home. For example, a care worker may 
visit the person's home to help them wash and dress, carry out housework and 
grocery shopping. 
 

Extras 

Additional services provided by care homes that are not covered by the fee for 
accommodation and care. For example, a care home may offer to arrange for a 
hairdresser or chiropodist to visit the residents for an additional fee.  
 

Financial assessment 

This is the process that is used to determine, based on means testing criteria, 
the individual's ability to pay for their care needs and what, if any, level of 
contribution they should pay towards their care. The basic process of the 
financial assessment is the same across the UK, although the upper and lower 
limits for financial assets differ. Individuals with capital below the lower limit are 
fully funded by their Authority, while those with capital above the higher limit 
are liable to pay the full rate for their care. Those with a level of financial assets 
between the two limits will be expected to pay a varying contribution towards 
the cost of their care.  
 

Government Actuary's department 

The United Kingdom Government Actuary's Department is a government 
department providing actuarial consultancy within the public service, and 
advising on a comprehensive range of topics. The Government Actuary produces 
the official national 'population projections' for the UK and its constituent 
countries. The primary purpose of the projections is to provide an estimate of 
future population which is used as a common framework for national planning in 
a number of different fields. The projections, especially for older age groups, 
have relevance to future demand for long term care. 
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Intermediate care 

Intermediate care is a short term intervention to preserve the independence and 
establish the best long term care solution for people who might otherwise face 
unnecessarily prolonged hospital stays or inappropriate admission to hospital or 
residential care. Intermediate care places great emphasis on rehabilitation and 
maximising independent living, but also seeks to find the most appropriate care 
solutions for individuals.  
 

Local Government Ombudsman 

The Local Government Ombudsmen investigates complaints about 
maladministration by Authorities and certain other bodies. They investigate 
complaints about most Authority matters including housing, planning, education, 
social services, consumer protection, drainage and council tax. The Ombudsmen 
can investigate complaints about how the Authority has done something, 
though they cannot question the decision the Authority reached unless the 
process followed was flawed.  
 

National minimum standards 

Under the Care Standards Act 2000 (CSA), care homes for older people must 
operate to a set of standards set out by the governments of each country in the 
UK. The standards are used by the regulatory and inspection bodies to 
determine whether registered care homes in their regions are providing adequate 
care, are meeting the needs of the persons who live there and are otherwise 
being operated and run in accordance with regulatory requirements. The 
governments of each country are able to review standards, and may publish 
amended standards when appropriate. 
 

Nursing home 

The term nursing home generally refers to a home registered under the Care 
Standards Act providing nursing care for older people, in addition to personal 
residential care.  
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Protection of Vulnerable Adults 

Protection of Vulnerable Adults (POVA) is a scheme designed to provide a 
workforce ban on care workers who have harmed vulnerable adults in their care. 
The POVA scheme covers both registered providers of care homes and 
domiciliary care agencies, and employment agencies and businesses who supply 
care workers to these providers.  
 
The POVA scheme gives protection to vulnerable adults by placing care homes 
under a statutory duty to check that potential new care workers are not on the 
POVA list before allowing them to work in a care position. Care homes also 
have a responsibility to refer care workers to the POVA list where such workers 
have harmed vulnerable adults in their care. 
 

Regulation and inspection bodies 

These are the four bodies in the UK responsible for the registration of care 
homes for older people, and subsequent inspection under the Care Standards 
Act to ensure they comply with National Minimum Standards. They are 
respectively  
 

Commission for Care Standards Inspection (England) 
Care Standards Inspectorate for Wales 
Social Services Inspectorate: Registration and Inspection Units Northern 
Ireland 
The Care Commission (The Scottish Commission for the Regulation of 
Care) 

 

Self funding 

An individual who does not receive funding for their care from their Authority 
and who therefore pay their fees in full from their own income or other 
resources.  
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Care Plan 

Under the National Minimum Standards each service user's health, personal and 
social care needs, are set out in an individual plan of care. Such a plan should be 
drawn up with each service user to provide the basis for the care to be 
delivered. The plan sets out in detail the action which needs to be taken by care 
staff to ensure that all aspects of the health, personal and social care needs of 
the person are being met. It should be regularly reviewed by care staff in the 
home, and updated to reflect any change in the needs and objectives for health 
and personal care. 
 

Single assessment processes 

This describes efforts under which agencies responsible for assessing older 
people's care needs work together to minimise duplication of efforts. In England, 
this is known as the Single Assessment Process for Older People or SAP. In 
Wales, there is a unified assessment process and care management system for 
older people. In Scotland, there is a Single Shared Assessment (SSA) which 
seeks to achieve the same goals, and extends to both older people and other 
community care groups. In Northern Ireland, a comprehensive assessment of 
health and social care needs takes place within the context of an integrated 
health and personal social services. 
 

Statement of terms and conditions 

For individuals who have their care funded by their Authority, the contract for 
care will exist between the care home and the Authority. The individual should 
receive a written record of the relevant terms of the contract, so that they are 
clear about the roles and responsibilities of the care home, the Authority and the 
resident. This written record is known as a Statement of Terms and Conditions.  
 

Statutory notification 

Where a home has contravened or failed to comply with regulations, the 
regulator may issue a statutory notification setting out the regulations that have 
not been complied with, what actions need to be taken and the period within 
which the action needs to be completed.  
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Super-complaint 

A super-complaint is a complaint about how a market works in general rather 
than about the operation of one or more individual companies in the market. 
Under the Enterprise Act such complaints may be brought to the attention of the 
OFT by a number of designated bodies, including 'Which?' (formerly the 
Consumers Association), the body responsible for the super- complaint about 
the care homes sector considered in this report. 
 

Top up or third party contribution 

Some care and nursing homes have fees that are higher than the rate the 
Authority would usually expect to pay for an individual's assessed need. If an 
older person eligible for Authority funding wishes to stay in such a home, they 
need to find a third party willing to pay the cost above the Authority's funding 
level. This contribution is known as a third party contribution or more commonly 
as a 'top up'. In Wales, the top up may be paid for by the resident as well as a 
relative, whereas in England, Scotland and Northern Ireland the top up cannot be 
paid by the resident themselves. Charities may make a grant towards a top up.  
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