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My Home Life:
the challenge
‘Our homes are our castles.’ This belief
runs through our culture: it is about
status, ownership, privacy, and who we
are.Why is it, then, that when people
move into a care home, which itself is
a major change in their lives, such
considerations no longer apply?

Why should care-home residents be
excluded from all that those of us in
our ‘castle’ take for granted? The
opportunities to love, dream, laugh,
learn, connect with others, direct our
own lives and be noticed are so
often, perhaps inadvertently, denied
to residents.

However, such opportunities do exist for many
old people in care homes whose staff are in tune
with what older people think and feel. But,
equally, for far too many residents, those
opportunities are not there.This report challenges
certain fixed beliefs about how care is provided
and what we mean by ‘care’: from patronage to
engagement. In addition, the report takes issue
with the way care homes are too often perceived
as places which tend to be excluded and how, as a
consequence, those who live and work in them
are devalued and disempowered.

As a society, we are ambivalent about old age and
death at a time when people are living longer, the
number of older people is increasing, and society
has the means to prolong life.The majority of
people fear both old age and death, which leads
to denial, contempt and dehumanisation – the
enemies of dignity.We must not underestimate
the challenge of trying to change this as these
attitudes and fears lie deep in our collective
unconscious.

This report is a starting point for a movement
among all those who believe that people’s value
and individuality should not diminish as they
reach the end of their lives.The vision is about
ensuring that people’s higher human needs for
enrichment, fulfilment and recognition are met in
care homes. It is giving opportunities for care-
home residents to have lives which have meaning
and purpose, if they wish, or simply to have peace
of mind.This is the antithesis of the kind of care
which is so often provided without regard to
individuals’ needs, wants, tastes and preferences.

Equally, it is important to recognise and value
those that work closest with older people. Help
the Aged believes that the only way to realise the
vision is through positive action, involvement,
partnership and seeing care homes as being a
positive choice for many older people.

Critical to this is our explicit belief, which we
discuss in some detail, that the care home needs
to become a community of those who live there,
those who work in it and those who have
relatives who are residents. Each of these people
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My Home Life: the challenge

has a vested interest in the life of the home, and
while the home must be built around the needs
of the residents, active participation and a sense
of belonging on the part of staff and relatives are
critical to making that happen.

Help the Aged has joined with the National
Care Forum, a group of not-for-profit care-
home providers, to create a foundation for this
movement for fundamental change. Our care
services need to be fit for the 21st century and
older people need to be regarded and treated
as citizens, and accorded the rights and dignity
of the citizen.

Given the right attention and with a fundamental
change in the culture of many of them, we
believe that care homes can and must play a
crucial part in realising the Government’s vision
for health and social care outlined in the White
Paper Our Health, Our Care, Our Say. Now is the
time for care homes to be brought in from the
cold and their potential harnessed.

I hope that you will be inspired and challenged by
what you read and will want to join the
movement to change attitudes. I dedicate the
report to the 400,000 people whose home life is
in a care home, where there should be every
reason to get up in the morning; also to those
who help them do it, by giving the personal and
intimate care, tackling the gruelling and rewarding
tasks... and still going the extra mile, as one human
to another, by remembering the small things that
matter.You have never been more needed.

Annie Stevenson, Senior Policy Adviser,
Help the Aged, on behalf of the steering group
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Introduction
The My Home Life report has been
produced as part of an exciting new
programme of the same name. Both
are part of a concerted drive to
increase the quality of life of older
people in care homes by creating
support for practitioners and accessible
tools and information resources to
care-home managers, staff and
commissioners which they can use in
their daily work.

This report is a result of collaboration between
Help the Aged, the National Care Homes
Research and Development Forum, older
people, and representatives from the care-home
sector. It summarises an initial review of
evidence, based on both research and the
experiences of service users, about what quality
of life means to older people living in care
homes and what specific practices, behaviour
and attitudes impact on the quality of life of
older people.The full review, which includes

more examples of good practice and references
to further information, is published separately
(see copyright page).The report focuses on
positive messages and celebrating the good
practice that exists in many care homes.

This report comprises three parts:

• articles written by residents of care homes
about the quality of life they experience

• a summary of a review of evidence on practices
that improve quality of life, as identified by the
research community, care-sector practitioners
and older people themselves.The review builds
on previous research work undertaken by Sue
Davies, Mike Nolan and colleagues at the
University of Sheffield

• a discussion of the context in which care
homes currently operate in the UK.

A conference, drawing together those with a
shared interest in the field, was held in London
to bring forward recommendations for the care-
home sector, government, regulatory bodies,
professional bodies, NHS and social care
agencies, voluntary organisations and
educationalists in research and teaching.
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The testimonies
In some ways perhaps the most
important part of this report is the
testimonies of those who live in care
homes.Their views are not necessarily
representative of all residents, of
course, but they do give an indication
of the range of issues that older
people living in care homes face and
the practice that they appreciate.
Twenty-five pieces were received from
care-home residents but only eight are
published here.

Some of those who wrote these pieces are
skilled writers with, for example, journalistic
experience. Others have received support from
Rosemary Hurtley, John Killick, Jo Edler, SAGE
(an advocacy group in Scotland), and the Royal
Bank of Scotland Centre for the Older Person’s
Agenda, Queen Margaret University, to express
their views.

We have also included three articles from a
care-home resident’s relative, a care assistant
and a care manager.Again, these have been
provided to illustrate the perspectives and
issues that these groups have in relation to their
workplace and the quality of life of residents
with whom they engage.

With regard to the testimonies of older people
themselves, it is common in reports of this kind,
whatever aspect of health or social care they
address, to quote the words of service users
within a text written by others, very often to
illustrate a particular point.We have used such
quotations throughout the report for just this
purpose.They indicate both the pleasures and
the problems experienced by care-home
residents, and also illustrate good practice. But
had we left it at that we could have fallen into
the trap, no matter how unintentionally, of
marginalising or seeming to give less importance
to the experience of the residents themselves.

We therefore decided that they should be able
to speak for themselves at length without the
intermediary of either editor or writer (except
for basic editing).

To add to the overall interest of the report we
have placed these testimonies throughout the
text to directly or indirectly illustrate the points
being made, the general flow of the argument
and the emergent themes.We believe that this
both symbolises and serves to reflect our wish
that residents should continue to contribute to
the work of the programme.

To this end, too, we want to make clear that
while the final section contains a list of
recommendations, these are not set in stone.
Given that one way to improve quality of care is
to involve residents, relatives and staff, it is
fitting that this report should not be the last
word. Indeed, it may be that as expectations of
services and care change over time, along with
our knowledge of human potential, even among
those of advanced age, there can never be a
final word.
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The testimonies

Betty Titmus
I was a campaigning journalist for most of
my working life, for everything from
refuges for battered women to pedestrian
crossings for schoolchildren. If I were still
campaigning, there’s a good chance it
would be for a closer understanding that in
the phrase ‘old people’ the second word is
more important than the first. I am a
person first. After that, I happen to be old.

At school I was good at English and had always
wanted to be a journalist. But I did not set out
to be one. I went to work on the reception desk
at a bank in London and later became a clerk.

It was then, when I was 17, that the most
important thing in my life happened, which was
meeting my future husband. He was a journalist.
More importantly, we both liked dancing.And,
more importantly still, we fell in love. We stayed
that way for the next 60 years or so, until he
died in 1994. During that time we worked for
local and national newspapers,TV and radio,
together if we could, separately if we couldn’t.

My husband was 83 when he died, and I went on
living at our flat for some time until I eventually
had to leave because arthritis made it impossible
for me to do the necessary housework.And my
memory was not what it was, to such an extent
that I began to fear – wrongly as it turned out –
that I had Alzheimer’s.

A charity offered me a place in their purpose-
built residential care home just a few yards away,
and I took it. But it was a very hard move and I
had to accept a major blow to my independence.
Now, I was moving into a residential home to be
looked after by nurses, like a child going back to
boarding school. My children helped me adapt
and supported me as best they could, but that
did not lessen the impact of this move, as I saw
it, away from dignified self-determination and
towards the grave.The matron was a fine nurse,
dedicated to her job: a woman of complete
integrity. But she was also matronly almost in the
caricature sense of Hattie Jacques in Carry On,
Nurse, or so it seemed to me.

One side of it was that no effort was spared to
make me feel at home.Within reason I could
furnish my room as I liked, bring my collection
of videos and family photos.The nurses were
courteous, friendly, respectful, attentive and
behaved like good friends.

The other side was that the routines were fairly
rigid, with very definite mealtimes and distinct
but unstated rules of behaviour. Behind it there
was a feeling that now someone else knew best
and my life would be run not by me, but for me.

They were trying their hardest not to
institutionalise me, but I was being
institutionalised, in the nicest possible way. And
all the time my memory was going. Now, I was
beginning to hallucinate, to have delusions. It
seemed like the end, and not a very good end.

The matron left eventually, and was replaced by
her deputy. She was a much younger woman
who maintained a similar, slightly rigid approach
to the running of the place. She, too, was a very
good nurse indeed – and she saved my life. For it
was she who realised what no one else had –
that I was suffering from undiagnosed diabetes. It
was easily put right, with minor changes in diet
and no sugar at all.After World War II and a
couple of decades of food rationing, it felt quite
like old times and was no problem for me.

The hallucinations stopped, and my brain, slowly,
came back. Frailer, yes, and still plagued by short-
term memory loss. Following news and world
events wasn’t as easy, and writing, which I still
tried to keep up with varying degrees of success,
was much, much harder. But at least I wasn’t, any
longer, going mad.

Now, however, a new and uncertain cloud was on
the horizon.The home, now 30 years old, was no
longer state-of-the-art. New regulations meant
all rooms had to be en suite. It was no advantage
for me, since having to make the effort to walk
down the corridor, even with reduced mobility
on a couple of walking sticks, probably kept me
mobile and stopped me getting lazy. But that was
the new law.And though the deadline for all this
was eventually relaxed, it was clear that the
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My Home Life

charity would have to knock the place down and
rebuild it. It would do this, it thought, in two
phases, while everyone continued to live there.

In the meantime, the charity began to run down
the intake of residents to reduce the impact of
rebuilding. My companions were not getting any
younger, any more than I was.Age took them,
one by one, until barely more than half a dozen
were left.With staff numbers kept at a very
adequate level, that meant incredibly high
standards of individual and thoughtful care.

A new matron took over – young, very efficient
indeed, and very caring. She went out of her way
to relax the routines, personalise them where
she could, and, most important, increase the
number and range of events and activities.

Then, and with very little warning, there was a
serious shock.The charity realised its plan to
rebuild the place would not work while the
residents were still there.All of us, including the
staff, were given a little over a month’s notice to
find somewhere else to go.

The charity softened the blow as much as it
could, paying for any alternative chosen and
covering all removal expenses. Even so, the
shock was considerable, not just for me, but for
my fellow residents too, I think. One or two
were visibly very upset.When it happens at
short notice, that can literally be a killer. In the
event, one person did die within days of moving,
though I had the impression in this case that the
impact of the move did little to hasten the
effects of age and infirmity.

We settled on an Edwardian house conversion
where the only available room for me was fairly
small, and most of the residents were so elderly
they were beyond being stimulating company.
And because this home was full, there were lots
of other residents to dilute the personal
attention I had become used to. By now, I was
using a frame to get around – and as in most
converted buildings, that could be awkward in
corridors and over doorsteps that were built for
the able-bodied.

So why do I like the new place? Well, the gardens
are beautiful to walk in and to look at. From my
small ground-floor room, I can see visitors going
to and fro, and that makes me feel as if I’m still
alive. Huge efforts are made to organise regular
activities and outings – and even if I’m not always
interested, they are there if I want them.

Most important though, and the real reason my
family and I chose this place, is the people who
run it and staff it.The matron is a relaxed sort
with a sense of humour which disguises the care
with which she runs the place.

The staff are amazingly conscientious, and if one
or two of them sometimes don’t understand
something or are out of their depth, they tend
to put it right pretty quickly.The initial tendency
to talk straight past me when I get visitors
(‘Does she want a cup of tea?’) is reducing as
they get to know me and realise that I can still
speak for myself.

If there is one thing that I would like to see
changed, it would be the tendency to short
evenings. Supper appears at a breathtakingly
early hour, and fellow residents tend to start
going to bed at about 7pm – even though some
may prefer to stay up a little longer. Or so it
appears to me.

But some things you can do nothing about.As
we live longer, nursing home residents are
becoming noticeably more decrepit, which does
not do much for suppertime conversation in any
home nowadays.The ageing effect of this alone
is, for me, very hard to fight against.

I believe it must be hard for the staff to deal
with this, too. Even with the best intentions, if
most of the residents have difficulty expressing
their own preferences, it can’t be easy to
remember that, like me, they still have a voice.

But behind all this, I believe, is a deeper cultural
question. I am told that in some developing
cultures (for instance, in parts of Africa) the old
are objects of respect for their greater
knowledge and experience of life.

12
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Hundreds of years ago it was a little like that
here, with several generations living in the same
house. Even though we live longer, people begin
to be written off at a younger age.

We do not expect the elderly to have anything
to contribute.We want to be civilised and put
them out to grass to retire and relax.We think
that the best way to make them feel wanted is
to smile nicely and give them en suite lavatories.

But, in reality, the best way to feel wanted is to
feel needed. I have spent most of my life being
needed, one way or another – needed in
partnership with my husband, needed to bring up
my children, to run a household, to hold down a
job and to try to make a difference in the world.
In a nursing home, we should all need each
other, care workers and those who are cared for,
giving each other company and co-operation and
mutual support, just as most people do for most
of their lives.

Better facilities and state-of-the-art homes are
obviously a good idea, but in themselves they do
little to encourage a feeling of community, and
sometimes they can do the opposite.The
smartest hotels can be the loneliest places in
the world – yet, very often, the cultural
tendency seems to demand that nursing homes
be more hotel than home.

If nursing homes are to lose the perception that
often they are just living graveyards for people at
the end of the line, this sense of community and
co-operation needs to be highlighted. But I think
that that in itself has to be a co-operative effort.
It involves everyone from political decision-
makers to staff and, yes, to residents themselves.
They (and I include myself) have as much of a
responsibility to help each other as anyone else
in this developing relationship.

The sad thing is that the people who look after
me make heroic efforts to reverse the existing
cultural tendency and to make me feel wanted.
In doing so, I think they are some of the most
valuable people in the country. But I don’t notice
them being paid accordingly.

That, however, is a whole discussion in its own
right. My own aspiration is a simple one – to
return to my former home when it’s been
rebuilt. If I’m still alive to see it, that is. But that’s
not because it will have opulent purpose-built
accommodation. It’s because many of the people
who used to work there will also return.And
above everything else, it’s the quality of the
people who run the home that matters most.
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Janet Nelson
I was born and married in Edinburgh but
divorced when my son died. Marriage
certainly wasn’t boring. I had six children. I
was pregnant for the seventh time and they
said that it would have been my life or the
bairn’s life, so I went through with the
hysterectomy. I now have 14 grandchildren
and six great-grandchildren and one more
on the way. Most of them live in Edinburgh
and I am very proud of them.

I have been in this home for five years. I had
depression for two years. I was ill and I kept
taking pills and they were making me worse. I put
in for a sheltered house but refused the two
offered to me. I am a nervous person and I didn’t
think I could cope on my own. I ended up taking
an overdose and ended up at the hospital.They
didn’t expect me to survive. Life’s hard but you’ve
just got to keep on with it.

I lived with my son for a while before I moved
here. I remember when I moved, after crying on
the phone to him, I felt just glad to get a place, to
have somewhere to go.The staff here are right
helpful, but I miss my son, particularly the night-
times when we used to watch the telly together.

What happens one day happens another here. I
go to bed at half ten at night with a sleeping
tablet and then am up normally at 6am.The
others get up at breakfast time: 9am. I just sit
about in my room. I very seldom go downstairs
to be with others, apart from [when] I go and
watch the telly down there.After breakfast I will
normally watch the television.Then we have our
lunch at quarter to one.Afternoon is much the
same as the morning – just sit and watch the
telly. So there is not much really going on at all.
Days are different because the telly’s different.

They do have activities every night.You get
dominoes, sometimes a film, a quiz and they
open the bar every night. I don’t go to the bar
at night because I don’t drink.They also have
people coming in to entertain us: there’s a
woman who plays the piano and her brother
sings. But I’m into Emmerdale, EastEnders and

Coronation Street and if we are having a singer
in downstairs I put my soap in front of it.

Sometimes they have karaoke.They have the
mikes – the carers do that. I say,‘What’s that? It is
like a cat squealing.’ They have good fun down
there but the staff are inclined to take down the
people that are senile.A fair few are senile. I am
friendly with them but there aren’t many residents
like me, who aren’t senile, I don’t think.There is
one I used to speak to – she is even more senile
now. I had to get a key fitted to protect my room
because one of the other residents is bad, I think
it is ‘old-timers’ [Alzheimer’s] with her. I was
sitting writing a letter this morning when my door
opened. It was her. She took a heavy cardigan out
of the wardrobe and laid it on the bed.

I love sewing and stitching. I used to work at a
furrier and costumier. I wasn’t trained but did a
lot of the work at home. I still do sewing. One of
the staff has taught me a lot – I have made oven
gloves, bean bags . . .There’s also a scarf that I am
knitting and a hat, which is a wee bit difficult.You
get everything done for you here, but I think it is
inclined to make you lazy.You see them cleaning
out the toilets and hoovering. I would love to be
working. I would rather cook for myself but you
are not allowed in the kitchen, and you are not
allowed in the laundry either.

We have our own bubble bath and things,
shampoos and that, which we buy from the
pocket money we get. I get £20.05. It’s not much.
The secretary, she puts £10 worth of £1 pieces
so that I can get the phone cards. See, all my
daughters have got mobiles and they are
expensive to phone. I can’t afford Christmas
presents off that either. I save £10 on to next
week so I can get my hair permed for Christmas.
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Maggie Smith
I am 88 years old and originally came
from Surrey, where I married and lived for
57 years. I came to this residential home
after my husband died six years ago. I have
one son in Scotland and a daughter who
lives nearby. I am going to be a great-
grandmother next year.

I previously worked as a shorthand typist and
bookkeeper. I enjoyed playing tennis, taking the
children to the coast and I am quite keen on
gardening.We had a very big garden. I came from
a rural farming family and was used to outdoor
living and seeing the scenery and flowers. I like
doing things on my own as much as I can, but
now have to be very careful due to my
osteoporosis as my bones break very easily –
without me even falling necessarily – and I have
had a lot of fractures.

I came into this home after my back went, due
to the osteoporosis, and I was unable to manage
the stairs and my daughter was not able to look
after me. She made the decision for me to come
in here and I was not happy with it at first.
Unfortunately, my osteoporosis prevents me
from standing for any length of time. I can still
get into a car and enjoy going out with my
daughter every month.

It is quite free and easy here, which I like, and I
get on well with the owner and her husband. I
am quite happy in one sense, but I would really
like to be able to do everything myself – but my
condition prevents this. Ideally, I would like to go
out more and be more independent than what I
am. I am that type of person. I would love to go
away on a holiday and visit my son in Scotland. I
would love to find a companion to go with. I
need to have someone with me now as I would
need a wheelchair.

I did all my own cooking and this is the most
difficult thing.Also I am very house-proud and I
will never change, especially as I have high
standards. However, I do try and help and often
change my bed linen and try to do as much as I
can; I even sew my nametapes in my pants, but
now get tired very easily. I still like to dust my
room, apart from the high shelves. I used to love
making jam and marmalade, freezing and even
made my own bread.There are activities here
but I can’t keep moving around because of my
condition. I watch the snooker, the tennis and
bowls and am quite happy to pass the time on
my own. I do get miserable at times, but you
have to pull yourself out of it.

I get the support I need and cannot complain.
I get on well with the carers and always have a
laugh and joke, and some of them even shop
for me.

I knew I had to come into a place like this, and
in one sense I am relieved to be in here, but it is
not what I would have wished for. But I am
making the best of it. Considering my difficulties,
I know it is best for me.
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Alfred Hudson
As an 80-year-old widower I was admitted
to an NHS hospital men’s ward with a
fractured vertebra and osteoporosis. Fairly
soon I was fit to be discharged but as I still
needed care I opted to go into a nursing
home.

I was a bit apprehensive before the move but the
decision was entirely mine. I wanted to learn to
walk again with the aid of a stick; recover my
sense of balance, strengthen my back and reduce
my stoop.

The nursing home’s care standards were very
high but fairly soon little holes appeared in the
system. My pain-relieving patches ran out one
Saturday evening and could not be replaced until
Monday; in error, my other painkiller had been
prescribed as ‘once daily’ instead of ‘as required’
and there was no authority to use this as back-
up. My patches had to be changed every three
days but this was achieved only because I
provided a reminder. Last, my requests for
self-help exercises were ignored by the GP.

I left for another care home and it soon became
clear that this new family-run home had a very
positive approach to each resident.

I was first told that their GP had approved my
exercises and they asked to participate in the
planning of my future care activities. Happily, this
process of consultation continued throughout
my stay.

My involvement was further extended when I
became a member of an advisory group which
met to explore ways in which life could be
improved for everyone in the home. It
comprised management, staff, residents and
families. Because standards were already high
it was difficult to make suggestions but jointly
we were able to fine-tune some aspects of
the system.

There were many well-planned pastimes
available to me, both indoors and outdoors,
visiting entertainers, as well as evening activities
to which families and friends were invited.
Fortunately I had many other interests which
kept me busy, and although my days were usually
7am to 11pm I was always occupied. One
activity which I enjoyed was the computer, which
a member of staff taught me to use. I also
appreciated chats with the nurses and carers.
They always had a smile and made me feel as
if I was important.

As exercises improved my mobility I first was
able to regularly walk in the grounds, then go
unchaperoned to nearby towns until I finally
became active enough to return to the
community.

After 21 months of excellent care, at the age of
83, I moved into sheltered accommodation
where I am able to do everything for myself.The
move was right for me but I do miss everyone in
the nursing home who helped me to live such a
full life. If necessary I would be more than happy
to go back.

(This contributor’s name has been changed to
protect anonymity.)
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John Cobett
It is difficult for me to tell my story
consecutively as I keep losing the thread
of what I want to say.

I was born in 1912, so I am 94 years of age, and
left school at 14. I grew up during the period
when life was very hard and a struggle for my
parents. I married and we had four children and
five grandchildren. In my late 70s I moved to
sheltered accommodation. Some years later I
suffered several strokes and after struggling to
manage with daily activities, I decided it was time
to accept help and move into a nursing home.

One of the things I found difficult was being
treated like a child; it threatened my sense of
independence.We were always told things would
be nice for us. Some of the other residents felt
rebellious: we didn’t want things that would be
‘nice’ for us but things that would be a bit of a
challenge sometimes. Most of us were in our 80s
and liked to be able to think for ourselves. I don’t
want to be told where I am going for an outing.
Most of these people had been in responsible
positions and had experienced an active
retirement before needing a nursing home.They
were used to making decisions for themselves.

The one-size-fits-all approach to the trip to
Worthing (it was always bloomin’ Worthing
because it ‘would be good for us’) was not what
several of us wanted.Why the heck couldn’t we go
somewhere else? We would have liked something
different (and cheaper), like a trip to some woods
to see the bluebells.There was a rather
unimaginative, institutional approach which could
have been avoided if we had only been asked.The
staff were not aware that we felt as we did and we
never told them. I sometimes think that my
generation is too polite for our own good.

The other example of not having control over our
environment was when we were asked if we would
like some new chairs.We were very pleased about
this but were never given a chance to try out or
discuss possible options or see if we liked them,
yet we would be spending hours sitting in them.
But chairs just arrived one day and they were most

uncomfortable and we didn’t like them.This made
residents resentful. People began to look for other
small grievances because of this incident.

The organisation itself was very good and well
run, with well-meaning people. But this required
more listening to the residents, to find out what
we wanted. Some people  will passively accept
what is on offer but it is not my style. I think it
is important for people to realise that what may
seem a small matter to the management of the
organisation is of great importance to some of
the people’s experience of living in a place.
Everyone has different standards and tastes, but
knowing the individual and their ways is helpful.

Seemingly small things can matter tremendously.
Choice of entertainment is another example of
this somewhat patronising approach. One or two
of the visiting entertainers have been excellent
but others have insulted our intelligence – but
we were all too polite to say so. I think staff and
managers need to be aware of people’s feelings
and emotions because residents are spending the
rest of their lives here.

Another problem is that some of the young
girls are not mature enough to deal with the
needs of older people. Some of this might be
down to their training. Being called ‘darling’ and
‘luvvie’ is not really appreciated by a lot of
older people. Some may like it but others
resent it deeply.There is a poem about how
people are addressed as they go through life. It
goes through various phases and in the end you
are spoken to like a child. Staff should use our
proper names.They need to realise that it
causes resentment when it is not appreciated
how people prefer to be addressed.

I have seen a lot of what I like in this home, such
as the generally caring attitude of the staff. In my
experience, most of them are kind and
considerate and mean well.The thing that would
make the biggest difference is if everyone tried
to imagine how they might feel when they are
my age.They might understand how frustrating
it is living in the body of a 93-year-old.

(This contributor’s name has been changed to
protect anonymity.)
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Jessie Mitchell
Before I moved here I lived on the
outskirts of Edinburgh, so at first this place
was new to me. I have five children and
seven grandchildren. Some live locally.

I was 68 when I moved here and I have lived
here for six years.At first it took me a while to
come to terms with it.The social worker said I
would have to come here.They didn’t tell me
what was going on.They said, ‘You’re going,’ and
I said, ‘Going where?’ She said, ‘You are going to
another place.’ I said, ‘But why?’

I got no answer. Social workers – I don’t have
them any more because I just don’t like them at
all.They are not very good.They gave me no
information about anything.They just said,
‘You’re going to a home.’ I said, ‘I know that – I
am not senile.Why?’ She said, ‘Don’t ask me
why. I am just telling you!’ I was very angry, but
she says, ‘You’ve got to go to a home.’

But with the help of staff I began to do things
that I didn’t think I could, and I used to help the
staff to set tables and wash dishes – things like
that.And I enjoyed it. Now I can’t. I am not too
great now, but I am keeping up as best I can. I
like it here very much; they have been very
supportive.And since I can’t help them now, I
feel as if I have let them down. I can’t do what I
want to do and I get frustrated.They are short-
staffed and I get so frustrated because I like to
help them.They are not able to do so much
because they are too busy to understand what
you are asking for.They don’t have the time to
sit with you now. If we had more staff, they
would do something; if we had more staff we
could do more activities.

The advocacy organisation have done very well
for me.They got these people to come and take
me to the library once a fortnight.They have
listened and helped me come to terms with
things. I used to go to the drama.The drama has
helped me to understand what is going on and I
really did like it. If they did drama here then
that would be grand. I would love that because
I miss it.

I love doing my paintings, I really do. I like it
very much because I am allowed to do what I
want to do. It takes my mind off my own
thoughts.There are plenty of activities here.
There’s a band and we get other people coming.
We have children coming.

But I can’t do everything just now because I
took a bad turn and I can’t come to terms with
that. I would like to but I just can’t. If I could
only have another pair of legs. I used to go to
exercises all the time but since I took that last
stroke it seems to have slowed me down so
much. I used to do exercises in the day centre
and then they changed it to the afternoon
because day care needed the room.And why is
it I can’t do it? I will have to start again because
I am getting lazy.

We can’t live on what they give us and I am not
going to ask my girls for help. They give us only a
few pence and I am not happy. If I had more
money I would be able to buy things for my
grandchildren – which I can’t now and they know
that. It is not fair that [they] take everything.

There was a lady that was with me all the time
and she died. I can’t remember her name. She
was with me all the time and I was so cut-up. I
knew she wasn’t well but I had no idea she was
going to die. She took a stroke. She was very
nice. I really miss her.
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Alex Thompson
I’d known for years that I would need to
go into a care home but held on until I
was unable to manage. I don’t think it’s
good to go on expecting family and
friends and neighbours to do things for
you forever.They’re going to get tired of
doing it and have other pressures in their
lives.

This was the only place I looked at because I
knew them by their reputation. I phoned the
manager and she said: ‘Don’t ask me questions
now – come for the day, ask the residents the
questions and then we’ll talk at the end of the
day.’ I thought that was good because it gave me
the freedom to ask who I liked and they could
tell me all about the place.

I think this care home is very good: there’s no
comparison really about how the place looks,
how it feels, how it smells (which it doesn’t).
The reception of the staff is very, very good by
comparison with other places. Everyone is on a
first-name basis from the top down. I am very
happy with that because it doesn’t seem to
affect respect. I think it’s much nicer: the
manager is the same as everybody else.

Several staff have been here for a very long
time, even past retiring age.They’re incredible.
They are rare people who see it as a life job
really worth doing. It’s extraordinary to be able
to do it as long as that.

There are very few rules and regulations.
Nobody has to go to bed at any particular time
and while you usually have a day and rough time
that’s offered for a bath, if you’ve got another
appointment they are always flexible. Sometimes
they pop in and say: ‘I’ve got half an hour.Would
you like a shower? I know you like a shower.’

Things are offered to you but you don’t have to
take advantage of them.There’s a knitting group
that’s very active: we knit for a village in Africa.
There’s a sort of church service once a
fortnight, initiated by the residents, which is
much appreciated as a lot of people have been
churchgoers but are too far away from their

own parish for someone to come and take
them and bring them back regularly.We’ve got
what we call an activities organiser, and she
arranges carpet bowls, beauty sessions and
outings.There’s not much input into the
activities from residents though, and some of it
is old-fashioned and clapped out.

On the whole you don’t hear much unkindness
or rudeness between residents. It is really a
friendly place. People get put at a table of four
for dining when you come, and that’s where you
stay.You don’t move about, so that you get to
know those four people.That may be disastrous
and it may be very nice.We can offer each
other support. One person who has been sitting
at the same table as me ever since I came is
now very confused and unhappy. I can help her
a lot with the confusion because I very often
have a faint idea of what she’s talking about – it
makes sense to me, and she calms down when
she doesn’t [have to] try to explain it and can’t
get the words out.

There is a lot of expertise among the residents
but the skills that they have developed in their
lives are completely wasted here.There are
several residents who have been first-class
cooks and gardeners who could input into the
home.There are a lot of things that we could
share if given an opportunity but the running of
the place is not shared with us, which is a
shame.Things just get settled, although on one
occasion when we wanted to have blinds
outside the window, we said to the manager:
‘You are so busy, why not leave that up to us?’
They agreed that would be useful, and we put a
lot of time and thought into it, and we were
able to have our say.

Many of the problems revolve around the
communication between staff and residents.They
don’t actually say, ‘Don’t make close friends with
other residents’, but it isn’t encouraged. I know
one staff member that got sacked because she
got too involved with residents.

Residents often experience losses, but if
anything goes wrong with your life, like losing a
relative, no one takes much notice, and I think
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that can be very hurtful.When my sister died I
was in a bad way: you need someone to sit
beside you to help talk about it. Hardly anyone
said: ‘I heard your sister’s gone, would it help to
talk about it?’ I don’t think that’s right.The same
is true if you’re not well or have an accident.
I’ve had some bad falls, and they’ll come and
pick you up, but then, afterwards, it’s rare if staff
ask ‘How is it?’ and how you are.

Communication about death and dying is
another problem. Residents need very badly to
express sorrow and grief when somebody dies,
and that is actively discouraged. I had a very
deep relationship with an old man after I’d been
here a little while and people found that really
intolerable.The staff found it very difficult. I
knew he was dying, and so did he. He was
terrified of death and dying and we would talk
about it frequently in his last two months. I had
a real battle with the staff to tell me when he
was really going to die.

Death is such a taboo subject. It’s a big problem
because all of us are so near to death. By 90
you can’t get much nearer without knowing that
it is around the corner, and we need to be able
to express that sometimes if we want to.

Overall, this place is very good. We are very
lucky. It’s the little things that matter more and
more the older you are, and it’s those little
things that relatives find it very difficult to
maintain and where staff in a care home can
really make a difference.

(This contributor’s name has been changed to
protect anonymity.)

Estaline Banfield
I was 35 in 1962 when I came to England.
My husband sent for me by plane. He was
working at the hospital where I took a job
as ward orderly.We had family here and
we came to join them.There were lots of
jobs available. I stayed in the job for 24
years and then retired. My husband died
two years ago.

After an amputation due to diabetes, I came in
here about a year ago. I lived in a big prefab flat
in Deptford. It was a lovely little flat and I cried
when I had to leave it.After this happened, I
decided I would move into a home. I did not
want to be dependent on my stepdaughter. I did
not want ‘care in the community’ as they said
they would send somebody sometimes, and I
said, ‘That won’t do. I would feel worried waiting
for whoever was going to come.’ 

My family worried so much about me being
alone, so it was much better all round for me
to have someone to look after me.

It was very hard adapting at first, but I had to do
something. My family helped me to come to
terms with it. I like to be with other people. I
have made some new friends in here.When I
was not well one day, a lot of residents came up
to see me as they missed me and visited me. It
has helped. It is the other residents and staff
together – everybody. I have more friends here,
as at home they’d no sooner looked at me than
they were gone, so it is better here. I have made
the right choice, I would not go back, no. My life
is now different. But I am OK.

I like to have some Caribbean food, but I don’t
get it now. In the hospital they used to send for
Caribbean food for me, rice and peas or pork
with nice gravy.

I am waiting for prosthesis for my stump; I hope
it will be soon. I will feel much better then; it
will give me more independence and I shall be
able to do more. I don’t want to be too
dependent on the staff for my daily care needs.
That is what is most important to me now.
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Lillian
(surname unknown,
died 1997)
I would tell you the tale of my life, sir,
But I don’t want my tea to get cold

The things far back are not misery things.
But it’s a far fetch this remembering
The events of my life. If I was 
In my own surroundings I might begin to piece
it together

As a small child what gave me
The greatest pleasure was to see 
Mother and father walking together
Up the field as far as the canal
And then along the road to the church

It’s a different country here.
I don’t like it, and they don’t speak the language
properly either

I’m suffering from monkey puzzle.
The monkey puzzle is this place.
The puzzle is how to cope with the monkeys

If you said to me right now
‘Would you like to give an account 
of your present-day life?’
I wouldn’t know how to begin.
I’m here. I’m comfortable. But who
Put me here I wouldn’t know. I know 
I never intended to be here
Yet the place is familiar enough.
And here’s me whining away at it
Like some silly petted baby.
Surely I must have been kidnapped to end up
here so long past my bedtime?

I think I have not done with grieving.
Nearly 70 years since his death 
And I got over the first shock
Then on with my life. Now I
Feel the need to become reconciled
With the memory of my father
In some practical way.
I shall go there and buy
A posy of flowers to place on his grave.
Can you understand how I cannot
Rest until I have made this peace?

It’s so foolish getting in a knot,
Or grieving about getting in a knot.
I want to get to the point
Where it’s a case of a matter of course
After all, what is this lump
Of matter if you can’t make sense of it?

My sister definitely said to me,
‘Don’t let them get to you!’
Well, I reckon they got to me.
Talk about a monkey puzzle!

It’s a rum do, this growing ancient:
The brilliance of my brain
Has slipped away
When I wasn’t looking.

Extracted with permission from John Killick and Kate
Allan from Communication and the Care of
People with Dementia, Open University Press, 2001
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Rebekah Luff,
care assistant
Care staff are the most important factor
in the quality of life of older residents.
They are the ones that spend the most
time with residents and are involved in
most aspects of their daily living as well
as in times of illness or distress. Care
assistants should be the asset of every
home, the thing that makes people decide
to live there or see the benefits for loved
ones to live there. However, much of the
time they are not seen like this but rather
as unskilled workers, people that couldn’t
do better in life, a necessary part of a new
life that must be endured.

I have worked as a care assistant on and off for
the past nine years, starting when I was 16. I was
paid £2.50 an hour, a wage somewhat lower than
my friends were earning in shops, but on the
whole I enjoyed the work.The home had a
friendly and intimate atmosphere and the
residents and families were well known to all the
staff. I felt that I made a positive difference.We
were able to spend time with residents, chatting,
doing activities and having a joke together.

The residents in this home were very frail or
suffering from the later stages of dementia.
However, because of the attention that staff
were able to give, they knew if a resident was
not themselves and how best to provide
individual care. For the residents, life must have
been frequently hard because of their physical
and mental decline.

However, this home gave them the most for the
last years or months of their lives, and reduced
the suffering of the most frail. I remember that
when one resident was very close to dying the
manager sat up all night with her.

I left the home because I wanted to earn more.
Aged 18, I started working full-time as an
agency care worker in a larger care home of
about 50 beds. I was one of the few agency staff
who regularly worked at the home. Most lasted
about a month before finding an easier home.
Residents met new staff almost every day.They
didn’t know until the shift started who would
be caring for them.Although I didn’t feel that I
was often able to make a positive difference at
this home, as I was frequently too busy to spend
much individual time with residents, in
retrospect I think that I benefited the residents
by being a person they knew and recognised.As
there was only one person on each unit,
anything requiring two people would either
have to wait while you hunted for other staff or
staff would just do it themselves.

I would often go home worried that I’d not
been able to do something or that the next staff
[member] would forget to do something for a
particular resident. I had a very negative view of
my skills as a carer.Again, looking back, it was
the fact that I did worry about these things and
the smaller details that made me a good carer.
For those residents that relied on staff for
human contact and some kind of friendship
their experience in this home must have been
one of loneliness much of the time. Some
residents spent much of their time in a constant
state of unease, not knowing who would be
caring for them next.

My more recent experiences of working in a
care home have been much more positive and I
feel the quality of life of the residents in the
home is, on the whole, very good. It’s not
perfect – no large organisation is – and the
residents are not a homogeneous group who all
agree on how they would like things to be, but
individual choice is given where possible.
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The home environment is pleasant and
relatively personal. Residents get to know the
staff, and new faces are something to be
welcomed rather than a cause of worry.

Of course, it is still hard for many residents to
adjust and they feel a sense of loss for their
former homes and lives. Some residents do not
thrive in the home, either because of their own
rapid physical or mental decline or because the
situation is just too much for them however
much staff and their family try. Some people are
not suited to sharing living space with others or
have become withdrawn and detached after
living alone for a long time. It is hard to know
sometimes what would be best for these
people, but on the other side are those that
have immensely benefited from having much
more company,

I still think there is more that can be done to
improve all care homes, even the good ones like
the one I currently work in. Homes still need to
do more to attract and then keep good-quality
and reliable care staff in order to provide a
caring environment for residents and to give
them a sense of security. First, I think that role
models are so important for staff training.
Watching someone who is a brilliant and
experienced carer provide good individual care
would set a high standard for new care
assistants. Good role models are also those
staff that work well with other staff, support
their colleagues, and check they are OK after a
stressful day.

In recent years there has been a huge increase
in the numbers of overseas care staff in many
parts of Britain.These carers provide a great
service as there is such a staff shortage and
some of them are qualified nurses or are still
training. However, I also feel that many of the
overseas staff need different support and
training to those that are British.We don’t
assume that overseas or ethnic minority
residents should all be treated the same, so why
should the staff? More focus needs to be on
communication as sometimes it is hard to
understand different accents or dialects.

All staff should also be encouraged to spend
time discussing the culture and also the past of
older British people, and also to think about
what it must be like to receive personal care or
to be helped in the bath. Many staff are already
very skilled in meeting the emotional care
needs of residents. However, others need to be
trained and encouraged as it is easy to start to
see residents as different to the rest of us and
so to stop empathising with their situation.

I believe that further improvements in care
homes will not be made until staff are properly
trained, respected and cared for. Happy and
supported staff will provide better care than
stressed and degraded staff. I believe that much
more can be done and the key to improvement
is to spend more time, and ultimately money, on
staff recruitment and training.

Alfred Marker,
relative of resident
I am the youngest son of three children,
and always regarded my mother and
father as friends at least as much as
parents.We shared common interests and
attitudes and, most important, had a
similar sense of humour.

So when my father died on my 45th birthday, the
link of mutual support between my mother and
me was more or less automatic.Their marriage
was a lifelong partnership, and now she
reasserted a Blitz spirit and reinforced it with a
wry humour which I understood and shared.

In the ten years or so since then, as she has
grown older and moved into a nursing home, I
have often wondered how much more difficult it
must be for people whose parents are relatives
they may love, but don’t much like. Not
everyone enjoys the company of their parents.

For a while after my father’s death all went as
well as could be expected. My mother, bereft
but determined to adjust, tried to continue
writing as she had for so many years. But now
there were no deadlines and no imperative, and
my father had gone.
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He had been a workaholic. He had often said
that when he stopped working he would be
‘dead in six months’. He had seen too many
people retire and put their feet up, only to die
from a sense of uselessness and no longer being
needed. In the event, it wasn’t six months – he
worked until six weeks before he died.

By contrast, my mother had worked all her life
to support him, or her children, or anyone who
needed help and support. She was a determined
and energetic writer on her own behalf. But
without being needed she felt a little lost and
her writing slowly tailed off.When her mobility
and general frailty worsened to the point where
she had to move to a care home, the process
continued – and now, there were plenty of
people around who needed her company and
friendship as much as she needed theirs.That
remains the case.

I have watched the development of care homes
with personal and some professional interest
for the last decade or so, and overall I think
the direction they are taking is positive.They
are, at least, in a state of flux, and that can be
positive.A swathe of over-zealous new
regulations has brought closures that were
sometimes unnecessary and often disastrous
for the people involved, as well as causing huge
shortages of places at a time when the need
for them is increasing.

On the other hand, as new homes are built,
I have heard a lot of thinking is going into
moving away from the prescriptive approach
that has, albeit with good intentions, done a lot
to give nursing homes their ‘next-stop-the-
cemetery’ image. I see much more of listening
and questioning within care homes. It is leading
at least some in the care-home area to realise
that a standardised idea of dignified but passive
retirement is not always the answer.

Often people sometimes do need to be needed.
It’s what keeps them alive, as opposed to merely
continuing to function.A room in a care home
may be the resident’s own territory, within
reason, but too often, once outside that room in
a communal area, the prescriptive regime takes

over, with its precisely timed meals and silently
crowded lounges with a TV buzzing in the corner.

Increasingly, some are realising that making a
home from home means loosening the routine
to something like that of a real household – and
it might even be easier to run.And if it felt
more like home, it might encourage people to
talk to and support each other more easily –
and that is the essence of what they need to do.

For the relatives, this loosening of the regime can
only be helpful.The role of relatives is often
underplayed by nursing homes.They tend to think
of the resident as Someone Who Gets Visitors.

But when someone moves into a care home, it’s
like a stone in a pond, with the ripples moving
out to include a lot of people in active roles.
Unsung and unacknowledged, they have to do
everything from looking after the resident’s
letters and finances (my own nephew does
precisely that for his grandmother), to urging
them into action in a bid to keep their interest
in life awake and alive.

A real home, which includes everyone and is built
on the needs of those who live in there, would
be much more than a place where visitors get a
cup of tea and a biscuit. It could be somewhere
where they want to take part and help.

(This contributor’s name has been changed to
protect anonymity.)
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Lorna Ainsworth,
care-home manager
Working with older people and their
relatives has been an enjoyable
experience that I am unlikely to forget.
Their charm and vulnerability, as they in
the main struggled with the fear and pain
of old age and dementia, challenged me
as a carer.There were many happy
moments and many frustrations.

Care of older people is a speciality which is not
afforded the same kudos as working in other
areas of nursing.This has the inevitable
consequence of  problems with recruitment of
staff.The result is that any trained nurse is seen
as good enough to do the job as employers
struggle to fill vacancies.We have few job
applications from the indigenous population,
who clearly are not attracted to this sector, no
doubt put off by the low wages and almost
total lack of employment perks such as
pensions and sick pay.Those who do work in
the sector are given scandalous wages and
conditions of employment and inadequate
preparation for their role.

It was Florence Nightingale herself who
declared that not everyone could care for the
sick and dying.The ‘elements’ of nursing, she
declared, were yet unknown.And, sadly, this is
still the case. It is not acceptable to take people
off the streets as a substitute for adequately
trained staff in an environment where there is
increasing frailty and complexity. Caring is a
complex and challenging role and we do need
to address the issue of delivering the highest
standard of care to our elderly population, using
accepted methodology for measuring need and
dependency, rather than being too heavily
influenced by costs.

The first anomaly that confronted me when I
became involved in the care of older people
was the assumption that we still refer to
‘residential care’ as it was known in the 1960s
and 1970s. Residential care was then used by a
considerably more able group of (mostly) older

women who opted to live in a care home much
earlier in life and so were physically and
mentally more independent.

The residents of present-day residential
establishments are usually older people with
early or medium-stage dementia or those who
are so ill that they require supervision and care.
Such residents require greater expertise in
caring for their needs, which is not being
addressed by commissioners and regulators and
is not adequately budgeted for.The concern is
that care homes are almost exclusively staffed
by healthcare assistants who have limited
medical training and social skills. Nursing is
therefore supplied by visiting district nurses.The
idea of person-centred holistic care is inevitably
lost in this arrangement. It is time to be honest
about the nature of much residential care in
terms of training and appropriate provision of
the health component within social care.

Colleagues suggest that the National Minimum
Standards do not support the individuality of
residents.They complain of a balancing act to
meet regulatory requirements, and that their
professional judgement is ignored.They see the
trend as designed to prove to regulators that
present standards are being met rather than
care focused on the residents that celebrates
their individuality. Care staff constantly have to
balance paperwork and practical care, much of
which is not best use of their time.

Regulation is of major importance but
bureaucratic regulation and form-filling is not
the answer to improving standards. It would be
useful to have greater partnership with
regulators. Relatives, residents and advocates
need to be involved more in an honest and
open way in quality improvement.Too little time
is given to really observing and understanding
the experiences of the residents, staff and
relatives from their different perspectives.The
skill is to produce a system which allows the
unique and individual character of residents to
be given due consideration in the planning and
development of this sector.
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Although in some areas there is access to care-
home support teams, it can take many weeks to
make available the expertise of dietitians,
occupational therapists and physiotherapists, and
speech and language therapists, and sometimes
it is not forthcoming at all.Therefore, older
people with complex needs outside the acute
sector get a second-rate service.The issue of
inadequate equipment in nursing homes is also
a factor.

We need to assess the time spent on
paperwork as opposed to direct care.The
thorny issue of standards and the competence
of current staff to create truly person-centred
care needs to be addressed.Training and
development need to be given high priority, with
staff recruited who have a genuine interest in
caring for older people. Staffing levels and skill
mix need to be reviewed as a matter of urgency
to reflect the needs of residents, with key
workers having the necessary skills and
qualifications to ensure research-based care.

Learning care homes and specialist ‘gold star’
centres of care will inevitably raise standards and
attract research funding.The lack of research of
any significance to aid real progress in caring for
older people in residential settings is a real cause
for concern.The integration of health and social
care is welcomed, as we need the best possible
specialist facilities to meet the challenges we are
now facing, where best practice can be
disseminated. Mediocrity and inferior standards
may then become a thing of the past.
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It’s quality that counts:
what we know about
quality of life in care
homes 
Quality of life is notoriously difficult to define,
as it pervades a range of aspects of everyday life
in significant and complex ways. It derives from
what makes life meaningful, enjoyable and worth
living. If we seek to enhance quality of life we
must first discuss individual ideas about what it
is, what contributes to it, ways in which it could
be supported, and individual priorities.

For staff, this may mean suspending personal
assumptions and stereotypical notions of what
older people want, and paying attention to what
they are saying rather than what others say they
need. It would mean looking at what older
people living in care homes think will improve
or maintain their quality of life. These
preferences may not be achievable within the
resource constraints of the care home, but
stimulating debate by exploring preferences will
generate ideas about what could be possible.

Quality of life is often confused with quality of
care, which is the way in which care is delivered
and the standards that it meets. Separating
quality of life from quality of care is difficult,
especially as the two are not completely
distinct. If care is of a high standard, it can
support and promote quality of life, but it is not
necessarily the key contributor to quality of life.

We also need to understand the connections
between the different physical and psychological
or emotional dimensions of quality of life and
how they interact with each other.As health
professionals, for example, we might think of
quality of life solely in terms of health, whereas
some other issue, such as money or living
environment, may be more or just as important.

This involves moving away from a view based on
needs to one founded on preferences: in other
words, paying attention to what people say they
want, rather than what they (or others) say they
need.This may mean relinquishing models of
quality of life based on needs as defined by
professionals.While these may have a sound
basis in research or experience, if they are
imposed on older people, and driven by
professional concerns or constraints, they may
not reflect older people’s preferences.

To change our perspective on quality of life we
need to talk to older people directly to find out
what their preferences are: in other words, what
they think will improve or maintain their quality
of life.

‘How life here at St David’s
could be made any better?
By enlarging the staff so that
residents and carers are given
time together . . . I don’t think
there is any point in asking
about quality of life as I don’t
think it is going to happen.’
Dennis Hearle

‘That’s an awful thing – to be in
a place and you’re ignored – if
you ask me. There’s never
anything like that here, I can
safely say that. Because I’ve got
a buzzer, and when I buzz they
come to see what it is I want.
And maybe it’s just a simple
thing but important enough for
me to buzz.’ Helen Middleton

‘The one thing I don’t like is having
to share a loo – there’s several of us
here and there’s two toilets. We
have to share them with the men
and I would like if we had a toilet for
ladies only. One man gets confused
and sometimes . . . it is a bit messy
in our toilets.’ Margaret Laurenson
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Moving to a care home
The move from one’s own home to a care home
is a major life change, and often the last move we
will ever make. It will probably mean the loss of
relationships as well as of an environment in
which many emotions and memories are invested
(Forte, Cotter and Wells, 2006; Chaudhury, 2003;
Tester et al, 2003; McKee et al, 2005). For many
the move may be necessitated by a decline in
physical and mental heath, a reduction in, or even
the end of, independence, or the death of a
partner. Moving to a care home can therefore
have extremely negative connotations. However,
with planning and support, crisis-driven
admissions can turn into a transition which brings
improved quality of life.

Davies and Nolan (2003; 2004) have developed a
framework for ensuring the best possible outcome
from a move.These are its recommendations.

• Older people should not be put under undue
pressure to make decisions on care homes.

• Older people and their relatives need relevant
information to enable them to make an
informed choice. (The Office of Fair Trading
reported in 2005 that 71 per cent of residents
surveyed did not remember seeing any
booklets or leaflets giving information about
care homes.) The ‘try it and see’ approach,
whereby potential residents are able to visit
care homes and stay for a period of a few
hours, or even a few days, is a useful way in
which residents can start to make an informed
choice (Kellaher, 2000).

• The decision on the care home should
preferably be made jointly between the older
person and relatives and carers, with
involvement of, and contribution from, health
and social care professionals and care-home
staff, unless the potential resident or their
carer does not want such involvement.

• Older people should be allowed control over
decision-making.The Office of Fair Trading
(2005) reported that in the majority of cases
family were involved in the decision-making
process, either solely (37 per cent) or jointly
(33 per cent) with the potential resident; only
18 per cent of residents made the decision
alone.

Older people and their carers need to feel
supported in managing any feelings of guilt,
sorrow, loss, grief or anger associated with the
change. Relatives are sometimes asked to stay
away for the first week or so to allow the
person to settle in.This is not good practice
(Alzheimer Scotland, 2005), as it denies the
important role that the relative plays, with the
resident and staff members, during this crucial
time. Staff can be inclined to adopt a position of
authority, albeit in a very well-meaning way,
which can convey to relatives at this highly
sensitive time that their services are no longer
required. In fact, a relative may require help in
redefining his or her relationship with a partner
when the partner moves into a care home
(Clarke and Bright, 2006).

Overall, the process of entering a care home
should be considered as much an opportunity
to realise new opportunities and challenges as it
is a result of some form of loss of independence
or health status.

‘When I moved into a care home
environment I initially experienced
confusion, apprehension and
upheaval and suffered a complete
lack of confidence and, let it be said,
a considerable degree of fear – a
fear of the unknown, a fear of not
knowing what the future will hold,
and, quite frankly, of not having any
real knowledge about the tenure or,
indeed, the rules and requirements
of the home.’ James Roemele



Information resources for transition 
to a care home

• Help the Aged produces a regularly updated
free advice leaflet entitled Care Homes
which outlines how to find and what to
look for in a care home, and discusses
care-home fees

• Care home inspection reports

• Elderly Accommodation Counsel’s Care
Options Directory provides a tool to help
people seeking care to establish their own
priorities, a database of factual information
about each UK home, and new qualitative
descriptors to help people judge the likely
suitability of those homes that are available
to them (http://www.housingcare.org) 

• Alzheimer Scotland (2003) has drawn up an
extensive checklist to assist with the
process of choosing a home for a person
with dementia; it focuses primarily on the
practical but also covers personal and
cultural aspects.

• A report by Alzheimer Scotland (2005)
offers ideas for assisting residents to
acclimatise to living in a care home.
Guidelines were developed by Oleson and
Shadick (1993) cited in Davies (2001, p. 82)

• Moving to Quality (Counsel and Care, 1999)
provides guidance on what to ask residents
when they come into a home.

My Home Life
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‘Now that I have spent a year in
this home I feel very settled and
consider it is a refuge from
disturbance in this town and
around the world. . . It is easy
to converse with a lot of the
residents and staff here. My
motto now is “just enjoy life”. ‘
John Linton

‘Finally the day came to move [to the
care home]. I was ready for the social
worker, who was due to come at ten
o’clock. But he didn’t arrive. I phoned the
home and they said they thought there
was some mix-up, that I wasn’t going to
get moved and I said,“What?” I said,“I
am all packed.” I was in an awful way.
My carer had gone and I didn’t know
what was going on. Finally he [the social
worker] arrived at half past one. The
social worker came to see me [again]

shortly after I moved in. He said he
would take me up to my house to
collect all my stuff. Well, that is the last I
have heard or seen of him. The whole
thing was very stressful. If things had
been explained to me, if they had only
phoned to tell me what was what, it
would have made all the difference. I
could have gone on from there rather
than being kept hanging on and making
me feel very frustrated.’
Margaret Laurenson

‘I have lived in this residential home
for two years . . . I have now
rebuilt my life, thanks to the
proprietor and staff. I now want to
put the past behind me and live in
the present and live as active a life
as possible.’ Albert Cooper
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A sense of identity
Maintaining one’s sense of identity is
closely linked to self-esteem and
perceptions of quality of life in old age
(Davies, 2001;Tester et al, 2003; McKee
et al, 2005). Living in a care home can
serve to undermine people’s sense of
identity or of self in a number of ways.
As Chaudhury (2003) notes: ‘The
majority of long-term care facilities
are “non-places” that afford few links
with one’s personal or cultural past.’ 

In addition, loss of health and cognitive ability
may restrict independence and self-realisation.
The relative absence of private physical space in
which to undertake intimate activities and the
provision of communal facilities such as lounges
and institutional routines may be in conflict with
one’s identity.

Person-centred care is one of the national
standards set out in the National Service
Framework for Older People (Department of
Health, 2001).This approach, advocated to
overcome the threats to a person’s identity
associated with living in a care home,
encompasses four elements:

• valuing people and those who care for them;

• treating people as individuals;

• looking at the world from the perspective
of the individual; and

• providing a positive social environment in
which the person can experience relative
well-being (Brooker, 2004).

Understanding what matters to the individual,
including his or her values and wishes (Wells,
2005), is key to person-centred care.The value
of biographical work (described below) could
be therapeutic for the individual resident while
at the same time enabling staff to get to know
individuals well and to work with them to tailor
the care provided.

Provided staff are given the necessary time,
skills and training to carry it out, reminiscence
activity has been shown to play a powerful part
in maintaining identity in older people, as well
as allowing a relationship to develop between
residents and staff. In addition, everyday talk
about the past benefits each generation, while
enabling older people to preserve their identity
(McKee et al 2005, p. 121).A biographical
approach is also about involving the resident
and their family in the process of gathering and
reviewing information about their needs and
wishes in the care home, and in negotiating how
care is to be delivered to ensure it is helpful
and appropriate (Davies, 2001;Wells, 2005).

Examples of approaches
adopted in care homes to
help residents maintain
their identity
• Actively seeking out individual ambitions and

exploring how best to meet them is essential
but not always straightforward.A dialogue can
be developed with residents through listening,
observing non-verbal signs, using other aids
such as Talking Mats,TM gathering information
over time, using cues such as photographs,
personal objects, and having visitors to
develop conversation and interactions (Wells,
2005;Wilson, 2004;Tester et al, 2003).

• Consistent staff assignment has been found to
be important in making it more possible for
staff and residents to get to know each other
(Davies, 2001).

‘An abiding memory is of a woman
who cried out each morning for
her grapefruit spoon.
It was her one possession from
her own home and invariably it
was missing from the breakfast
trolley.’ Ann Macfarlane



• Involving key people and groups from the local
community is of value. In one home,
community education workers were invited to
meet residents to discuss their interests and
to run community education classes in the
care home that were open to residents and
other members of the community (Lewin,
2002).

• Enabling individual residents to contribute to
care-home life and the local community, if they
wish, is of benefit. In one example a resident
offered to meet new residents as part of their
orientation to the home (Lewin, 2002). In the
same home, it was proposed that residents
should visit local schools to talk about their
lives and that the home should produce a
leaflet listing interests and topics that
participating residents might offer.

• Residents should be enabled to be themselves:
to decide how they dress, choose the items
they will bring into the home and have
control over personal space (Tester et al,
2003).

• It is important to recognise that things, places,
animals and ideas can be sources of security,
belonging, and self-identity for older people
(Cookman, 1996).

• Striking a balance between secure storage of
personal possessions (such as jewellery) with
residents’ wishes to be able to use them when
they want to is essential.This does, however,
require vigilance from staff and appropriate
policies need to be in place.

• Participation in meaningful activities (McKee et
al, 2005) is of great value. What counts as
meaningful activity can range from engaging in
the daily routine of the home, looking at the
view from the window, taking up hobbies,
religious observance, singing or playing music.
In the case of organised activities, it is worth
remembering that having the choice to opt
out of them is just as important as the
activities themselves (Tester et al, 2003).

Talking to residents about
their ambitions and needs
In a project that used a ‘wishing tree’, wishes
ranged from access to audio books to visits to
the Highland Show (Lewin, 2002). In another
project, a training programme for staff resulted in
staff identifying and helping a resident who had
always wanted to learn to play the piano, together
with others who wanted to learn new things, such
as how to use a computer (Wilson, 2004).

Other ways in which residents’ hopes can be
realised include:

• establishing a forum for residents and
their families An evaluation of such a forum
found that outcomes included the setting-up
of new services such as chiropody;
environmental improvements, including an
improved door entry system; a relocated
activities room and the designation of a new
smoking area; and a number of initiatives to
improve the quality of food and the range of
social activities (Ashburner, 2005).

• recognising ethnic and cultural needs
Doing this may generate pointers to improved
care for individual residents. It could involve
recruiting staff from different ethnic groups to
reflect the local population; staff training on
cultural diversity; the availability of translation
services; the provision of washing and toilet
facilities for particular purposes; potential for
segregation of male and female quarters; areas
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‘Staff do knock on your door, but
some of them knock and then
they are in before you know what
has happened. I have just had to
get used to that. There have been
occasions when I have been on
the toilet, which isn’t good really.
It would be more respectful if
they waited until you asked them
in.’ Tom Hamilton
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for prayer and meditation; and requirements
relating to food storage, preparation and
cooking (Mold et al, 2005a, 2005b; Centre for
Policy on Ageing, 1996, Institute for Jewish
Policy Research, 2002).

• recognising spiritual needs Doing this
could mean providing places for prayer and
meditation; arranging for clergy and others
from different religious institutions to visit;
enabling residents to attend places of worship
or religious events outside the care home; staff
training on spirituality; or meeting more
general spiritual needs by means of, for

example, reading, expressive arts, music,
walking or gardening – activities that can
provide ‘opportunities for creative meaning,
gaining a sense of control and nourishing the
soul’ (Centre for Policy on Ageing, 1996;
Orchard and Clark, 2001; Sapp, 2004; Johnson,
2005; Rose, 1999, cited in Johnston and
Mayers, 2005).

• offering couples space for intimacy and
privacy and using skilled observation and
emotional literacy to understand their needs
will help residents feel they have the right to
express their sexual identity (Forte et al,
2006; Heymanson 2003; Springfield 2002).
Special consideration may need to be given to
some residents: for instance, those with
dementia.A sensitive and respectful approach
will be needed from staff to ensure that one
person’s need for sexual expression does not
lead to coercion of vulnerable others.

Communication with residents can be resource-
intensive.The use of external advocacy schemes
to supplement the time provided by care-home
staff can be beneficial.

‘I compare my experience of living
(existing?) in a care home to being
like a library book, placed on a shelf
and forgotten and then once in a
while taken down, dusted and put
back for another year to rot and
decay. . . It does not allow you to
express yourself as an individual.’
James Roemele



From ‘home’ to
‘community’
The loss of ties to the communities
that an older person has been part of
can be hard to bear. Creating a sense
of community within a care home is
therefore a goal to which residents,
their families and staff can all aspire
and contribute.

Creating community
in care homes
The characteristics associated with ‘home’, such
as family, shared memories, comfortable
familiarities, autonomy and a sense of security,
are difficult to replicate even within the smallest
of care homes (Stafford, 2003; Peace and
Holland, 2001; Savishinsky, 1991). Rather than
trying to make care homes more home-like, the
alternative objective of creating care homes as
‘communities’ may offer a useful way forward,
although it is worth noting that community life is
not always easy or straightforward, and is likely
to mirror the complicated relations existing in
any environment where people live or work
with each other (Reed and Payton, 1996).

Gubrium (1993) has a very telling quotation
from a resident:

No place, no hospital, no nursing home is like your
own home, not to me . . . Peace of mind, I think, at
home makes you different.You run your home.

These people here run the nursing home.At home,
you’re the overseer. You take care of everything, and
I think that makes you more like a whole being.
Here, you’re just a part.When you’re home, you’re
whole.You’re a whole person.You’re taking care of
everything, and everything comes to you by your
means, and it makes you feel more at home.

This statement reveals the importance of
ensuring that residents feel that they do have a
say in ‘running the home’ as well as enabling
residents to feel that they are part of a whole:
the care-home community.

The extent to which members of the care-
home community feel that they are able to
make a contribution to these relationships and
to the care-home community as a whole is
crucial to quality of life. Reciprocity in
relationships is essential to well-being, and a
number of studies have found this to be
important for residents of care homes (Ghusn
et al,1996; Roe et al, 2001, Davies 2001).

Relationships with staff
Relationships with others are a key determinant
in developing a sense of community.There is
clear evidence that the quality of the
relationship with staff members is often the
most important aspect of quality of care for
residents (Grau, 1995), while the quality of the
relationship with residents is for staff the most
important reason for staying in the job (Parsons
et al, 2003). Reduced attachment of staff to
residents has been identified as a strong
predictor of staff burnout and turnover
(Sumaya-Smith, 1995).
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‘What makes a good home is the
friendship and the good
management and a caring team as
back-up, who are friendly and
make you feel like part of a family
and keep you well looked-after and
make sure you are not lonely.’
Albert Cooper

‘I did not know that they had such
nice places like here. On television
they say many places like this
don’t treat the patient well. . . But
I get very good care here and any
time I ask anyone for something
there is always someone available
who comes when I need them.’
Clyde Lambert
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Residents highlight the importance to
relationships of continuity of staff, adequate
communication, staff responsiveness,
dependability and trust, and a degree of personal
control (Rantz et al, 1999; Bowers et al, 2001;
Edwards et al, 2003). In many homes different
staff are assigned to residents by rota, which
means there is no consistency of individual staff
members working with individual residents
(Stafford, 2003). However, with consistent staff
assignment, relationships can flourish and lead to
improved quality of care and lower staff
turnover (McGilton et al, 2003; Rantz et al, 2003;
Teresi et al, 1993; Burgio et al, 2004).

Relationships between
residents
Older people often want to have a social
relationship with fellow residents but find that
opportunities are limited in a care home
(Mattiasson and Andersson, 1997). Sensory
impairments can prevent older people from
identifying the usual cues and nuances in
conversation. Staff can play a crucial role in
ensuring that such interaction does take place –
by, for example, holding social events and
having places for residents to meet that are
easily available to them. One home described
how staff supported regular pre-dinner drinks
as a way of encouraging low-level friendships
among residents.

Relationships with
relatives and friends
Contrary to popular supposition, most family
members are keen, often desperate, to maintain
their relationship with a relative who goes into
a care home (Sandberg et al, 2001; Kellett,
2000). Studies have demonstrated that family
members can make a vital contribution,
personalising and humanising the life of a
resident (Nolan and Dellasega, 1999; Davies and
Nolan, 2005; Sandberg et al, 2001; Rowles and
High, 2003) and re-engaging residents in familiar
aspects of their lives and the world outside.

Nurturing such relationships may need much
time and work. Families who feel secure in their
relationships with staff may be more likely to
become involved.The provision of protected
times for staff to speak with relatives has been
shown to lead to improvements in
communication and a positive difference to
residents’ experiences of care (Nolan and
Dellasega, 1999; Davies 2001; Dewar et al, 2003;
Pillemer et al, 2003).

‘But this is the best place. I am so
happy to be here... The nurses and
staff treat me so well. . . I have a
friend here who I visit on the same
floor. One of the staff told me
about him and suggested that I
might like to visit him. I visit him
regularly.’ Clyde Lambert



Aveyard and Davies (2006) found that
encouraging relatives to contribute to wider
decisions about the home by having an action
group helped relationships to develop and, as a
consequence, staff became more aware of the
contribution that relatives made to care.

Similarly, sustaining relationships with friends, to
whom residents have previously acted as
confidants, sources of knowledge or been
appreciated for their humorous comments, may
be important in maintaining quality of life.
Maintaining these existing relationships may
mean that care homes have to be welcoming
and hospitable for visitors, and respond to their
needs as well as those of the resident.Adequate
facilities and support with transport for visitors
too frail to use private or public transport, or
provision of telephones to which residents have
easy access, or help with writing cards or
letters to maintain contact, are therefore vital.

The potential for resident ‘adoption’
programmes involving local volunteers should
be explored so that residents who do not have
regular visitors are not disadvantaged.

Best practice example:
maintaining relationships

At Bradbury Centre, Shepperton, London, the
manager and activity co-ordinator regularly
organise ‘couples evenings’ for residents
whose partner still lives at home (i.e. at the
resident’s former home). Pre-dinner drinks
are served in the lounge, followed by a three-
course candlelit dinner accompanied by soft
music. Many of these residents have advanced
dementia and can no longer communicate
easily with their spouses. A meal with other
people ensures that the conversation flows
and that couples can spend an enjoyable
evening in the company of others.

Crucial to all this is an environment that is
sufficiently spacious to allow residents to
receive visitors in private, which helps
residents, particularly those whose partner is
not living in the care home, to maintain
relationships.
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‘I usually go out on a Tuesday with
my neighbour, who takes me out in
her car, and I’ve two neighbours
there that take me out. And we go
for lunch or go for a cup of tea or a
cup of coffee or something. It’s very
nice and they are really good
friends. That’s neighbours.’
Helen Middleton
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Creating opportunities for
meaningful activity
‘You get a wee bit bored, that’s the only thing.’
Margaret Regan

Recreation, social and community
activities and personal development
are essential to quality of life for
people of all ages and the benefits to
health and well-being among older
people, even in advanced frailty, have
been demonstrated (Richards, 2005;
Zimmerman et al, 2005; Baum, 1995;
Ballard et al, 2001; Kiely and Flacker,
2003). However, studies suggest that
almost 50 per cent of care-home
residents’ time is spent asleep, socially
withdrawn or inactive, with only 3 per
cent spent on constructive activity
(Ballard et al, 2001).

The increasing frailty of residents does limit
what they might do and staff need to be
creative in helping residents.This does not
mean, however, that activities need to be highly
structured and revolve around groups. One-to-
one activities for a short period of time may be
more appropriate and beneficial.

A number of studies have highlighted residents’
need to ‘feel useful’ (Mold et al, 2005).This
means that residents need to do something that
has some meaning for them rather than just a

few hours of programmed activities.They need
regular opportunities to take part in
housekeeping jobs such as assisting at mealtimes
and folding laundry (Brooker, 2001).

There is a growing recognition of the need to
link the community within a care home to the
world beyond – members of the public, including
local community groups, who may wish to
volunteer their services, and NHS and social
services (Rowles and High, 2003; Rowles et al,
1996). One example is a care home that provides
a meeting room for a local Alzheimer’s group.

There can be social opportunities through, for
example, contact with other residents or pets
coming to the home with visitors (Baun and
McCabe, 2000), holding regular cocktail hours
(Klein and Jess, 2002), and providing music
tailored to individual tastes via personal and
portable music players and headphones (Burack
et al, 2002).

Access to the outdoors is an important part of
residents’ quality of life as it offers sensory
stimulation, opportunities to engage with
neighbourhood and community, contact with
wildlife, fresh air, physical exercise, and stimulates
conversation and reminiscence. Having access to
local services and shops and a space for family
gatherings are therefore important.

Fletcher (2000), reflecting on his experience of
being a nursing-home resident, suggests that
staff need to permit greater resident
participation in the home. He writes:

‘I have a computer at home. I
used it for keeping track of
things, addresses for the
Christmas cards etc., and I got
internet just for curiosity. They
have computers in the home
but they are difficult to access
and the internet connection is
difficult.’ Tom Hamilton



Many people entering care homes still have an
ability to make some contribution to their
environment and this should be encouraged
wherever possible. For one thing, if they are given a
purpose in life, through participating in the affairs of
the home, this can boost their morale, which can
subsequently have tremendous effects on their
health. Moreover, their expertise will contribute to
the well-being and reputation of the home. Indeed,
they can also serve as an early warning system to
management if things start to go wrong. (p. 116)

In achieving this, residents, staff and relatives
must appreciate the fine balance between rights
and risks that will continually have to be
negotiated in places which centre on the
resident. However, there is evidence that doing
everything possible to eliminate risk can act
against quality of life (Parker et al, 2004).

Activities need to maintain, expand or respond
to areas of interest, such as new or existing
hobbies.This means that staff need to be aware
of what residents do and like to do and think
about how these can be maintained. For
example, this could be about organising
transport to venues, or acquiring equipment
that helps a resident, or adapting something that
they already have so they can make use of it.

Providing opportunities for learning can improve
health, reduce dependency (Dench and Regan,
2000) and also help older people, wherever
they live, to take more control over their own
lives. Care homes should be encouraged to

provide facilities for learning that are regularly
available, appropriate and identifiable (Soulsby,
2004).The Fourth Age Learning Report (NIACE,
2000) suggests that inter-agency collaboration is
needed to assist the development of learning
opportunities in care homes.

What staff need to do may be as simple as
making sure that the radio is tuned to a
resident’s preferred station for favourite
programmes.At other times it may mean
thinking about residents as active rather than
passive people, with a life full of possibility and
potential and encouraging them to talk about
what they want to do.

Hutchinson and Marshall (2001) highlight the
importance of ensuring that activities are
tailored to the individual needs and preferences
of residents. Cultural sensitivity is also an
important component of planning activities
(Mold et al, 2005; Laird, 1979).

Although there is a strong correlation between
declining health and self-esteem, many older
people define themselves by living a life full of
activities, stressing the importance of hobbies,
interests, social participation and a daily living
routine.With dementia being a primary reason for
entering a care home, and being increasingly
understood as more of a behavioural syndrome
than an illness, it is important to acknowledge the
capacity for continued development within people
who have dementia (Colman, O’Hanlon, 2004).

Understanding the importance of stimulation
through purposeful activity and continuing to
make use of one’s abilities contributes to self-
esteem, a sense of control and well-being, as
long as the activities provided are appropriate
for an individual (Perrin and May, 2000).

Making sure that what residents do is what
residents want to do is only possible if there is
a true partnership between staff, residents and
their relatives (Eales et al, 2001). Only then can
there be a true fit between individual values and
preferred activities.
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‘I have a range of activities that I
enjoy both inside and outside the
home. I go out and play bridge
twice a week, go swimming and
attend a day centre once a week
and attend a local Baptist church.
I get lifts to some things from my
friends. Here there is a regular
games, exercise and music
afternoon which I try not to miss.’
Albert Cooper
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The feelings of helplessness and powerlessness
associated with chronic disability affect
motivation levels and are compounded if there
is a lack of structure and meaning to the day.
These feelings can be alleviated by a motivating
and challenging environment with opportunities
to socialise and become involved in meaningful
activity.This is closely linked to autonomy (Mee
and Sumison, 2001).When staff are sensitive to
what individuals need and want, this can be
achieved (Colman, 2004).

For this to happen it is crucial that residents are
able to feel they are continuing to contribute to
day-to-day life. Reciprocity between staff and
residents, allowing residents to offer thanks and
appropriate gifts to staff, in return for their help,
should not be discouraged.

Engagement with the outside world is important
in order to ensure residents still feel part of the
wider community. Care homes are sometimes
involved in projects whereby schoolchildren
come and talk to residents as part of history
lessons and residents are invited to school

activities. Similarly, volunteering has been
encouraged by having a friends (of the home)
organisation or a resident support group.

‘Some of them downstairs just sit
back in the chair, you know, looking
at each other. Sometimes they get
taken out, but very little really. Ivy,
on the fourth floor, has got very
poor eyesight and she is a bit deaf
too; she sits in her room a lot and
finds her day hangs. The problem
is they are short-staffed. If they
had more carers they could spend
more time with each individual. We
could do with more of. . . having
someone coming round and
listening to them. It cheers them
up because someone is listening
to them.’ Margaret Laurenson
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All in it together:
shared decision-making
in care homes
Ensuring that residents of care homes
are helped to exercise choice as much
as is practicable is increasingly
accepted as essential for quality of life
(Kane et al, 1997; Boyle, 2004).The
desire to be involved in decisions, both
at a personal level and more widely, is
likely to vary between individuals
(Crain, 2001). In many cases, it will fall
to staff members to identify the extent
to which a resident or a family member
wishes to participate and at what level.
This poses a challenge if there is no
formal framework for involving
residents, their families and staff.

Residents with any degree of cognitive
impairment may find it difficult to express their
wishes; they are particularly at risk if care
routines become inflexible and fail to respond
to individual needs and preferences. In order to
create opportunities for shared decision-making,
staff need to make this a priority and regard it
as a positive component of their work.

There are numerous opportunities for
negotiation and shared decision-making in the
minutiae of daily interactions between residents
and their carers.Although examples have been
identified in research where such interaction is
not evident, some studies have documented
how skilled staff have developed sensitive
practices which enable the older person to
retain as much control as possible.

Risk assessment must be a part of decision-
making within the home. Counsel and Care has
produced a publication, The Right to Take Risks,
which helps to explore this issue (Counsel and
Care, 2001).

Example

Cook (2005) has described how a resident
set up a system of pulleys and levers to
perform tasks such as opening windows and
doors, and how this enhanced her comfort
levels in the environment.This strategy,
however, was developed by the resident
without being initiated by the care-home staff.

Getting residents’, staff members’ and relatives’
views and making them part of any changes
which are made should be a priority and a
requirement of registration. Gathering the views
of cognitively frail older people is a special
challenge that requires time and skilled
communication (Tester et al, 2004).

Something like a regular newsletter to all
members of the care-home community can
allow everyone to feel involved and to feel
that they have a responsibility to find solutions
to problems.

In one care home residents are encouraged to
show staff applicants around (or even take part
in the recruitment process), which both allows
residents to contribute and shows prospective
staff that the home has a culture of reciprocity.

‘We have residents’ meetings
which are supposed to be every
three months, I believe, and when
I took it up with the manager here,
she said, “Sorry, we can’t always
fit it in with staff arrangements.”
So it works out at every six
months.’ John Linton

‘They are all very helpful here but it
is not the way I would choose to
live. But I could not have gone back
home. The thing about home is that
you can do what you want when
you want to.’ Marjorie Randall
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A healthy outlook:
health and care
responses
Health is integral to quality of life and
ill-health or disability can compromise
its achievement. Bowman et al (2004)
found that in 90 per cent of cases
medical morbidity and associated
disability had been the reason why
older people had entered a care home
rather than general frailty and social
needs. Despite this, there is growing
evidence that the contribution of
doctors, other professionals and
specialist services for older people is
limited in care homes.

For example:

• 21 per cent of homes have no regular visits
from a GP;

• a significant proportion of older people do not
receive adequate pain treatment, including
effective interventions for chronic pain;

• only 5 per cent of homes had direct contact
with a geriatrician and 12 per cent with a
psycho-geriatrician;

• less than 1 per cent of residents receive
hands-on care from a district nurse during any
given year;

• contributions from occupational therapists and
physiotherapists are particularly sparse despite
the fact that they can make an enormous
difference to older people's everyday
functioning and quality of life;

• speech and language therapy is virtually
non-existent in most homes;

• only a third of those who have had strokes
and who live in care homes received
treatment for secondary stroke prevention
(Quilliam and Lapane, 2001); six months after
the stroke, care-home residents are less likely

to receive physiotherapy or occupational
therapy compared with similarly disabled
stroke survivors who have been in hospital;

• although many care homes aim to promote
health, external support in respect of nutrition
and weight control, exercise, adequate sleep,
stress management, safety and drug
management is largely absent (O'Dea et al,
2000, 2001; Sackley et al, 2004; Sackley and
Dewey, 2001; Glendinning et al, 2002;
Baradowa et al, 2001; Challis et al, 2000;
Noone et al, 2001; Chow, 2003);

As the Royal College of Physicians, Royal
College of Nursing and British Geriatric Society
taskforce (2000) has emphasised:

Care-home residents have often become the
medically dispossessed in spite of their complex
health care needs . . . it is a paradox that older
people with the greatest needs for consistent,
creative and effective care now live in care homes
denied the traditional essence of interdisciplinary
geriatric care.

Furthermore, a survey by the Royal College of
Nursing (2004) recommended that there should
be the staff ratio and skill mix to promote
achievable independence and that older people
should be partners in assessing and planning
their health and social needs.

It is disturbing to see evidence that some older
care-home residents are paying for services that
are provided free of charge under the NHS to
those who receive care in other sectors. For
example, 8 per cent of homes pay local GPs for
their services to residents (Glendinning et al,
2002). Additional costs to homes in the form of
GP fees or retainers are commonly passed on
to residents.Two-thirds of homes using private
physiotherapy levy an extra charge on residents.

The House of Commons Select Committee
(2004) recommended, along with regular GP
medication reviews, encouraging consultants
with an interest in older people to develop
services in care homes and that ‘the practice of
payment of retainer fee [should be] abolished’
(paragraph 187).
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The findings concluded that what GPs offer to
older people in care homes should not be seen
in isolation from other lifestyle factors.

This means that a more holistic view of an
individual’s wishes should be taken rather than
the currently prevailing clinically focused
perspective, which tends to intensify as people
age and become more infirm. It also requires
co-operative relationships between the GP, the
practice and the home management staff.The
importance of the contribution of staff and
families should also be addressed, and should
acknowledge the rich diversity of older people,
who should not be pigeon-holed (ACO, 2005).

There appears to be enormous potential for
developing new roles and new ways of working
in order to offer a range of multi-professional
healthcare services to care homes.There is
evidence of such local initiatives developing
(details of which are provided in the full report:
see copyright page).They could contribute
significantly to helping older people to maintain
their health, functioning, potential for enjoyment
and, ultimately, their quality of life.

‘What would help the quality of
life is access to a doctor when
there is a medical need. It was
useful to have access to a
physiotherapist or occupational
therapist when I needed it, to
help me with my mobility, to
enable me to be independent
and to keep my confidence.’
Frank Campbell
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Care at the end of life
The quality of a person’s dying is, in
many ways, as important as their
quality of life. However, the nature of
multiple, often chronic, health
problems, such as many older people
experience over a period of time,
makes it difficult to define when
someone can actually be said to be
dying (Froggat, 2001; Henwood, 2001).
The uncertainty about this can lead to
impersonal, reactive and inadequate
care (Sidell and Komaromy, 2003;
Kristjanson et al, 2005). Existing
standards relating to care homes can
be vague about the kind of care
required when someone is dying
(Social Care Institute for Excellence,
2004), which may perhaps reflect a
wider reluctance within society to
face mortality.

Literature has tended to move away from trying
to define a point of dying to making dying
something which is integral and normal within
the life of a care home, while also doing
everything to enhance the quality of care for
those who are not in this position (Nolan et al,
2003).There is consensus that a culture of care
should be developed which values older
people’s dying just as much as their living.

Good care at the end of life requires an
awareness of and openness to the likelihood
that residents are nearing the end of their lives.
Many of the practical approaches to enhancing
someone’s sense of self and dignity may offer a
way of encouraging more openness about dying.
When a person with dementia is dying this may
create special difficulties: a small but growing
amount of research is available on this subject.

A number of national initiatives are being used
to improve the experience of dying in care
homes: the Gold Standard Framework (Thomas,
2003), the Integrated Pathway for the Dying

(Ellershaw et al, 2003) and the Preferred Place
of Care Initiative (Storey, Pemberton et al,
2003).They have received clinical and
government support but their effectiveness in
care homes is yet to be demonstrated.Various
other resources and training materials have
been developed specifically for care homes.

Support for residents in
their last few days 
Death and dying can be hidden and denied by
the culture of the home (Reed et al, 2002; Sidell
2003; Hanson and Seymour, 2003). Support and
facilitation of care managers are vital if care at
that time is to be of the highest quality
(Komaromy et al, 2000; Katz and Peace, 2003).

The specific areas of good practice are:

• staff understanding and being aware of their
own attitude to death and dying, and how that
may influence decisions about care;

• recognising and valuing the principles of
palliative care and a good death;

• an ability and willingness to involve outside
support: what are the local support services?
how does the care home get access?

• making sure that communication is open and
sensitive; accepting that death is coming, yet
recognising that some residents and family may
not want to talk openly about what is
happening: family members may be reluctant
to face the imminent death of their relative
and can create problems for staff and
resident alike;

• making sure that those relatives who may wish
to be with a dying family member in the last
few days are given the support they need: this
means not only emotional support from staff
but practical arrangements such as providing
refreshments or a comfortable chair.
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• recognising the importance of not leaving the
dying person alone and ensuring that, for
example, enough staff are on shift at such a
time for someone to sit with the person or
using volunteers for this purpose, either with
or in place of a family member;

• supporting other residents when someone is
dying: it is valuable to recognise formally that
someone has died and offer bereavement
support to residents and family members;

• supporting staff: often there is a difficult
tension between the professional and the
personal in care homes, where staff often feel
like  ‘family’ to the resident;

• offering family and friends the opportunity to
gather at the home after a funeral, which
makes it easier for residents to join them for
the occasion if they wish to do so;

• holding an annual service of thanksgiving, to
which relatives are invited, to remember all
who have died in the past year.

What cannot be over-emphasised is that, as was
said at the beginning of this section, the process
of dying is a significant one for all of us and the
quality of care afforded at this time needs to be
as high as for that afforded to the living. Dying
is a part of life and the care given at different
times of life may be different but it is part of
a continuum.
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Making improvements:
creating a positive
culture
There is clear evidence to suggest that
the culture of a care home directly
affects the quality of life of those who
live and work there (Reed et al, 1997).A
positive culture is characterised as one
where the ethos of care becomes and
remains centred on the individual, is
based on evidence of what makes for
good care and is continually effective
within a changing health and social care
context (Manley et al, 2004).The Six
Senses framework developed by Nolan
et al (2001) summarises the key
principles of ‘relationship-centred care’
that suggest how the culture of the care
home can be improved.This refers to
care that recognises and aims to meet
the needs of residents, their families,
friends and staff who care for them.

The importance of effective leadership,
management and the availability of expert advice
to achieve a positive care-home community are
paramount. However, access to sufficient
resources, particularly staff time, is also essential.
The availability of trained and well-motivated
staff to meet the needs of residents in care
homes is an important aspect of the culture.
Team performance will impact on quality of life
of residents. Hurtley (2003) highlights the
importance of emotional health in the
workplace and the interdependence of resident
and staff well-being. Ensuring a creative learning
environment for staff and residents is necessary
to promote person-centred care and the best
possible well-being for both staff and residents.

Ronch (2004) believes that we need to change the
way we think about older people.The prevalent
model in care emphasises the debilitating effects
of ageing, which predispose the care staff to take

on the role of custodian – one of ‘doing to’ the
residents. Ronch believes that this devalues staff as
much as the residents. She argues the case for
adopting a life-span development model whereby
both staff and residents’ personal growth is valued
and there is a shared commitment to ideas, values,
goals and management practices by all residents,
families and staff.

There is a strong focus in this way of working on
the importance of relationships, valuing different
perspectives and fostering creativity, learning and
innovation. It is posited on a different level of
learning within organisations, one which
challenges beliefs, as opposed to simply impar-
ting facts or rules.

Supporting the workforce
Research exploring the relationship between
staffing and quality of care has typically
suggested a linear relationship. For example, as
staffing increases, resident outcomes improve,
but ‘levels of staffing, expressed as bodies per
resident, may not tell the whole story’,
according to Kane (2004, p. 253). Rather, it is
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training and practice development that is key to
improvements in the culture of the care home
and where there is clearly a link with improved
quality of life.

Evidence shows that after undergoing training
staff report increased competence, greater self-
confidence, enhanced job satisfaction, higher
morale, better teamwork, and there is a
reduction in the incidence of injury, sickness and
absenteeism (Nolan and Keady, 1996).

Evers (2003) contends that overlooking the
contribution of carers could be detrimental to the
quality of life of residents as the skills staff use
ultimately influence the experience of the
residents, particularly with the increasing health
challenges seen in care homes. She argues that the
constraints of a care system built on traditional
ways of working and functional tasks, rather than
person-centred care, should be questioned.

There is a need for a better-trained and more
respected workforce. Evers argues that staff
need adequate time to offer care that is based
on a sound knowledge and understanding of
residents’ medical conditions.

Training benefits residents in many ways: it
reduces the use of sedation and restraint and is
likely to generate more individualised care and
enhanced relationships between staff and
residents. Overall, knowledge has been seen to
improve after training (Deakin and Littley, 2001),
which in turn improves practice and makes a
difference to resident care (Kenny, 2002).

Emerging evidence seems to indicate that
education and training should be about how
staff relate to residents. Both staff
registered with the General Social Care
Council and its equivalents in Scotland,
Wales and Northern Ireland, as well as
those not yet registered, need to be
educated and trained together so that
learning can be a force for change.This is
preferable to individual staff members
being sent for short courses which are
concerned only with specific aspects of their
work and which are aimed at qualification.

Central to this is the principle that residents,
relatives and staff should be able to share their
experiences of quality of life in care homes,
when living and working together, and
identifying training needs together with explicit
support from management. Closer working
relationships are needed between care homes,
the local community and institutions of higher
and further education to improve quality of life
in care homes.We need to recognise that
potential has been lost for care homes to be
good learning environments for staff. Greater
investment in education and training is needed
to improve the situation.

Given resource constraints and the difficulty of
releasing staff to go for training outside the
home, a number of creative learning initiatives
have been developed for care homes which are
designed either to be delivered in the
workplace or as part of a community
development initiative.

Brown (2006) demonstrates that offering high-
quality experiences for student nurses learning
to care for older people nurtures positive
perceptions of such work, thus making it a more
attractive career option.A good learning
environment for students is seen to be one that
fosters relationship-centred care based on an
understanding of the Six Senses Framework
(Nolan et al, 2001: see appendix).

Research into job satisfaction and motivation for
care-home staff stresses the interdependence of
staff and residents’ well-being. It recognises the
importance of a management which listens and
asks the right questions, and it shows that the
development of a learning environment for both
staff and residents is necessary to person-
centred care and the best possible well-being
for both. Furthermore, key values, roles,
knowledge and skills must not be assumed.
A listening, proactive style of management will
encourage open relationships and empower
staff to be creative (Hurtley, 2003).
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Person-centred care is different from task-
orientated care (in itself a defence against
emotional involvement). It puts greater
emphasis on emotional care, which is
particularly needed for those working with
people who have dementia, and allows
connection, involvement and the promotion of
emotional well-being.

Research shows that good managers:

• show an interest in staff and residents;

• are approachable;

• nurture, care, and conciliate and
collaborate;

• are unbureaucratic;

• show an interest in people’s personal
lives;

• offer people their time;

• communicate effectively;

• develop a collegiate culture to promote
well-being in the workplace.

(Ross-Smith, 2005)

Other support for staff
In addition to training, other forms of support may
also be needed. Care that is not person-centred
can result from individual and organisational
psychological defences to protect staff from the
pain and anxiety associated, as Menzies (1977) has
shown, with emotionally traumatic nursing work.
We know that the role of care-home staff has
become more demanding and complex,
particularly if they are working therapeutically
rather than simply acting as custodians.

Providing space for reflection and recognition
offers staff ways of dealing with the difficulties
they encounter (Cotter, 1998; Zagier Roberts,
1994; Halton, 1994). In one example of help
given by practitioners a local chaplain supported
staff through the more emotional aspects of
the work.

Staff need clarity about the goals of care for
individual residents and the skills and
opportunities to assess whether these goals are
achieved. Staff also need to feel that they are
appreciated by residents and their families
(Campbell, 2003) and by their managers and
other staff (Wickes et al, 2004; Perry et al,
2003). Having their work recognised and feeling
a sense of achievement are important
motivators for care assistants (Pennington et al,
2003; Cronin et al, 1999). Staff have been found
to place high value on simple acts such as
others saying to them informally that what they
did was valued, as well as recognition from
colleagues, residents and families (Atkin, 2005).
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Where to now? Next steps
in improving the quality of
life in care homes
1 Debates about quality of life may be complex,

but the crux of the matter is that everyone
has their own definition of it.This will derive
from what, for each of us, makes life
meaningful, enjoyable and worth living.Any
process seeking to enhance quality of life
therefore begins with discussion of individual
ideas about quality of life, what contributes to
this, ways in which it could be supported, and
the individual's priorities within these. For
staff, this will mean suspending their personal
assumptions about what older people want
and paying attention to what they are saying.

2 Quality of care needs to be considered within
the context of quality of life. Residents must be
able to make informed choices about their
care and while risk assessments can offer
appropriate protection, the outcome of such
assessments must not compromise the quality
of life of older people living in care homes.

Consequently, the philosophies, strategies,
everyday ways of working and methods of
evaluation must be capable of reflecting the
priorities of each individual service user. In
evaluating quality of care we should also
acknowledge that different people with an
interest in the home – resident, staff member,
relative – bring their own insights. New, more
positive approaches to quality of care, its
provision and its evaluation are emerging which
promise better service provision in the future.

3 For an older person to move from his or her
own home, where they are in control of their
surroundings, to a care home can trigger
feelings of loss, decline in autonomy and
concerns about the future.This review has
highlighted how a culture of communication
and shared information can be created so that
all stakeholders can be involved in decision-
making at the earliest stage possible prior to
moving to a care home.The National
Minimum Standards state that care homes
should provide a philosophy of care and offer
trial visits to help older people decide which
care home to choose.These standards could
be extended upon to develop a framework to
help smooth the transition into care homes.
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4 The starting point for helping residents
maintain their identity is getting to know them
as individuals, and their families, and
understanding their lives. It is just as
important for managers to be adequately
supported to meet the needs of residents,
their families, friends and staff.The challenge of
providing good-quality, person-centred care,
while potentially immensely rewarding, can
provoke anxiety and discomfort as staff come
to terms with the emotional nature of their
work. More research is needed to inform the
development, implementation and evaluation
of initiatives aimed at preserving the identities
of care-home residents.This will add to the
growing evidence base for improving the
overall quality of life in care homes.

5 It is increasingly recognised that each care
home develops a distinctive culture, which
determines the degree to which individual
expectations are met. However, the dominant
culture commonly reflects a particular
pattern and set of values. Breaking down the
barriers between the residents, staff and
relatives in care homes can help to create
more of a community and improve the quality
of life of older people in care homes. Staff and
residents have stressed the importance of
having adequate time to spend with each
other.The care home as community model
currently offers most promise for ensuring
that the needs of everyone – residents, their
families and staff – are reconciled and met as
fully as  possible.This model requires
attention to five essential processes:
understanding and respecting the significance
of relationships within care homes;
recognising roles, rights and responsibilities;
creating opportunities for giving and receiving;
creating opportunities for meaningful activity;
and building an environment that supports
community. Care-home policies should be
user- and family-friendly and every
opportunity should be taken to engage
relatives and members of the local
community in the life of the home.

6 In order for care homes to function as true
communities where everyone’s contribution is
recognised and valued, all those with an
interest need to have the opportunity, as
expert partners, to be involved in the decisions
that affect them, to the extent that they wish to
be involved. Care staff should ensure that
residents and relatives are provided with
opportunities to express their concerns and
anxieties at the time of admission and at
regular intervals. Shared decision-making
requires regular, planned reviews involving the
home manager, named nurse, key worker,
resident and family members or advocates.
Creative methods for disseminating information
to all members of the care-home community,
such as a regular newsletter, have the potential
to ensure that everyone feels involved and
allows them to feel a responsibility to identify
problems and seek solutions.

7 Older people living in care homes clearly
have substantial healthcare needs, yet
mainstream NHS multi-professional services
are not universally available to them. In
addition, some residents are being charged for
services that are provided under the NHS to
users in all other sectors. Primary care trusts
should develop systems to make appropriate
reimbursement to homes for services which
should be provided under the NHS, such as
general medical services and physiotherapy.
They should also be encouraged to develop
new roles and multi-professional teams who
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can provide specialist expertise to older care-
home residents and also ensure they have
access to the full range of services available
locally.These teams could also support staff,
residents and relatives in order that they
develop their skills and knowledge – for
example, in the management of medication,
rehabilitation and health promotion.This
review has highlighted a range of ways in
which multi-professional support to care
homes can be enhanced, and a variety of
projects which demonstrate how this can be
achieved. Such initiatives contribute
significantly to helping older people to
maintain their health, functioning, potential for
enjoyment and, ultimately, their quality of life.

8 Care homes are complex systems where
people are both living and dying, and there is
a need to develop a culture of care which
values both. Relationship-based care, with the
emphasis on personal need and dignity, can
facilitate this. Encouraging an open approach
to the awareness of dying is a key cultural
shift, not just in care homes but in wider
social attitudes toward ageing. Many older
people need to be given the opportunity to
acknowledge death and dying. Palliative care
practices for those who are dying are helpful
in supporting care homes but more evaluative
work needs to be done. Further research is
needed on the process of dying, encompassing
its emotional and social, as well as physical,
elements, and into decisions resulting in
residents being admitted to hospital during
their last days of life. More evaluative studies

on end-of-life interventions are also
necessary, along with a broader debate on
how to blend palliative care and care-home
practices.

9 In order to ensure that the country has a care-
home workforce fit for purpose in the future,
research needs to track the education and
training needs of staff and to share the lessons
learned from attempts to improve practice
through education: for instance, action-
research. Successful creative learning initiatives
need to be strategically developed and
supported to become part of mainstream
practice. Education and training should be
about ensuring that the whole workforce learn
together at their place of work as part of an
initiative to improve quality, rather than simply
sending individuals on external courses
designed to deliver a qualification and geared
to specific areas of work.Working relationships
between care homes, the local community and
institutions of higher and further education
need to be developed. Care homes have lost
potential as a good learning environment for
staff owing to poor investment in education
and training: however, this is the ideal they
could be working towards.

10 Relationship-centred care should be
encouraged by supporting those living,
visiting and working in care homes (residents,
relatives and staff) to achieve a sense
security, belonging, continuity, purpose,
achievement and significance. Quality of life
for residents depends greatly upon how the
care-home sector is valued by society in
general.Working in care homes is often
poorly remunerated and seen as low-status.
This review has alluded to the blame for
poor care often placed on care-home staff, a
responsibility that needs to be shouldered by
the wider society for the pervasive ageist
attitudes that still exist. Care homes should
be celebrated for the vital public role that
they provide. Care homes should be
recognised as a valuable resource to the
local community.
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Appendix I

Selected useful resources
A more extensive list of resources is
provided within the PDF report A Review of
Evidence on Quality of Life in Care Homes,
produced for the My Home Life Programme and
available via www.helptheaged.org.uk.

Activity
• The National Association of Providers of

Activities for Older People exists to put
activity at the heart of care and to increase
the status of activity providers. It provides
training, research and publications, regional
groups, sharing days and a newsletter for
members. www.napa-activities.net

• A range of training and resources is available,
including a leadership development certificate
in Providing Therapeutic Activities for Older
People (City and Guilds 6977 www.city-and-
guilds.co.uk) Level 3 NVQ and, for all engaged
in providing meaningful activities, Provision of
Activities in a Care Setting (Network Training
www.enquiries@network-publishing.co.uk)
Level 2 NVQ

• The Successful Activity Co-ordinator, a learning
resource providing information and ideas for
developing an ability-focused ‘active care
home’, is available via
www.ageconcern.org.uk/bookshop.

Community
• Burton-Jones (2001) provides some excellent

ideas for ways in which staff can involve
relatives and friends in the life of the home.

Access to health services
• A project in Flintshire has successfully

developed multi-disciplinary working to offer
regular health reviews with residents, which
not only improved the health and well-being
of people resident in nursing homes but also
delivered financial benefits resulting from
savings following medication reviews.
http://www.jcn.co.uk

End-of-life care
• Macmillan Cancer Relief Foundations in

Palliative Care.A programme for facilitated
learning for care homes (www.macmillian.org.uk)

• Gold Standard Framework (Thomas 2003)

• Preferred Place of Care Initiative (Storey,
Pemberton et al, 2003)

• The Bridges Project: individual care pathways for
care homes (Hockley et al, 2005).

Culture change
• The Wellspring Model: Stone et al (2002)

• An action-research study in a nursing home that
aimed to promote a positive culture of care in a
care home for people with dementia. Davies et al
(2003)

• Quality of end-of-life care was the focus of
improvement in eight nursing homes in
Scotland using an integrated care pathway.
Hockley et al (2005).



Identity
• Cole and Williams (2004): Guidance on

compiling life diaries with people with
dementia is provided in the booklet
Why Make a Life Diary?

• An approach that featured ‘place’ as a theme
for reminiscence work used residents’
photographs taken at their homes together
with their own stories.This was successful in
triggering memories in care-home residents
with dementia (Chaudhury, 2003)

• Mold et al (2005a) reviewed best-practice
guidelines in relation to minority ethnic older
people in care homes.

Training and development
• The Care Homes Training Collaborative is

a work-based model of training offering
diagnostic Skills for Life assessment together
with a personal development/individual
action plan

• Care Homes Learning Networks, developed in
partnership with the University of the West of
England, offer a network for care homes to
improve and enhance the quality of care,
develop their workforces, introduce research,
and support student placements  

• Allied Health Professional Input: Clelland et al
(2005) report an interesting initiative through
which an Allied Health Professional Care
Homes training team in Glasgow provided 648
care staff with training 

• Teaching packages on mental health: 23 care
homes in Gloucestershire provide training
tailored to educational needs based on
pre-training assessment

• Agecare Awards Programme covers the entire
range of the sector’s staff, from core skills
training for care assistants and ancillary staff,
through supervisory and specialist levels, to a
‘higher practice’ grade for physicians and
senior managers.The programme has been
recognised through numerous awards.
http://www.agecare.org.uk/
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Appendix II

The state of play: care
homes in the UK today
It is estimated that there are about
486,000 places in care homes across
the UK (Laing and Buisson, 2004a).
Over the past 20 years the balance
between the different types of providers
has changed.The number of homes
owned by local authorities has fallen
drastically (Dalley et al, 2004) and the
private sector is now the major
provider (Bebbington et al, 2001).

Not-for-profit organisations continue to run  a
significant minority of homes.Within the private
sector, while the proportion of beds supplied by
the major providers has increased over the past
10 years, from 6 per cent to more than 22 per
cent, 54 per cent of homes are still single-home
businesses and 8 per cent of small businesses
run only two or more homes (Office of Fair
Trading, 2005).

The average care home in the UK has about 30
places. Some 89 per cent of beds in local
authority and voluntary residential homes are in
single rooms. In other types of home this falls
to about 65–69 per cent (Netten et al, 2001).
Residents’ rooms can be as small as 10 square
metres in size, which is notably smaller than a
typical student room or a prison cell (Hanson
et al, 2003).

Demand
Until 1993 there was a rapid expansion in the
number of care homes.This was fuelled both by
an ageing population and by open-ended income
support funding. Since then, capacity has fallen
by 15.5 per cent from its peak in 1996. Demand
has also fallen by 12.4 per cent during the same
period (Office of Fair Trading, 2005). However, it
is believed that over the next 50 years the

number of places would need to expand by
about 150 per cent to meet the demand of our
increasingly ageing population. Clearly, this is
heavily influenced by government policy, which
at present is placing the emphasis on providing
alternative forms of care in people’s own homes
(Office of Fair Trading, 2005).

The availability of care homes varies across the
country. For example, London has only two-
thirds of the places which it might be expected
to have for the proportion of older people in
its population.A number of organisations have
highlighted a serious shortage of services for
those with mental health problems, including
dementia and depression (King’s Fund, 2004;
SPAIN, 2005).

Nationally, care homes have an occupancy rate
of over 92 per cent (Laing and Buisson, 2004b).
The Social Policy on Ageing Information
Network (2005) argues that that the actual
occupancy rate should be lower so that ‘spare
places’ could offer choice for prospective
residents, short-term respite placements and
discharges from the NHS or intermediate care.

The circumstances of
residents in care homes
The proportion of older people who live in
long-term care is only 4 per cent (Bajekal,
2002). Older people admitted to homes are
typically over 80 years old, female, unmarried,
living alone, and live in a house rented from the
local authority or housing association.They are
in receipt of Income Support and Housing
Benefit, and Attendance Allowance, and live in
a poorer neighbourhood.

Among the many reasons why people enter
residential care are functional disablement (42
per cent); carer stress (38 per cent); abuse (2
per cent); loneliness (2 per cent); and
homelessness (1 per cent) (Office of Fair
Trading, 2005). Illnesses associated with
admission include dementia (38 per cent),
arthritis (32 per cent) and cardiovascular
disease/stroke (20 per cent). Other illnesses and
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disabilities include respiratory disease, deafness,
depression, fractures and blindness.

According to Bowman et al (2004):

• over 50 per cent of residents have dementia,
stroke or other neuro-degenerative illnesses
or diseases;

• 76 per cent require assistance with mobility
or are immobile; and

• 71 per cent are incontinent.

There is also evidence that people admitted to
care homes are increasingly older (aged 80 and
over) and considerably more dependent than
was the case a decade ago (Netten, 2001).

Very little is known about the extent to which
existing services are used by people from black
and minority ethnic groups. In one survey, only
1.2 per cent of residents were from an ethnic
minority group. In general, BME service users
are more likely to be younger; male; living with
their family prior to admission; have a higher
incidence of cognitive impairment, dementia and
incontinence; and be generally more dependent.
They are also more likely to be admitted for a
mental health problem, or problems with their
housing or carers, rather than for a physical
health problem (Bebbington et al, 2001).

Staffing and skill mix
According to Eborall (2005), the social care
workforce in care homes is predominantly female
(over 95 per cent); part-time working is common
(50 per cent); and settings for older people tend
to employ older workers.The lowest-paid care
workers earn similar amounts to retail-sector
cashiers and check-out operators.While the
great majority of staff provide humane and
empathetic care, inevitably the lack of training
they receive often results in technical, attitudinal
and coping deficiencies (Henwood, 2001).

Recruitment and retention of care-home staff,
both qualified and unqualified, is a major issue,
especially in areas where the cost of living is
high (King’s Fund, 2004). Netten et al (2003a)
found that a lack of qualified nursing staff was

the factor most frequently cited for care-home
closures, arguing that unless there are marked
increases in care staff wages, something that
care homes can ill afford at present, recruitment
and retention will continue to be a problem.

Little is known about current levels of training
for care assistants. Netten et al (2001) found
that two-thirds of homes in their survey had
staff with NVQs or BTEC awards, while many
other members of staff were working towards
such qualifications.Another survey, by Dalley
and Denniss (2001), found that at least 20 per
cent of all care assistants had some form of
additional training qualification – for example, at
NVQ level.

There was also a requirement that by 2005 a
minimum of 50 per cent of care staff should be
trained to a minimum of NVQ level 2 or
equivalent, and for all homes to demonstrate
staff training and development. However, by
2004 only 22 per cent of private and voluntary
care homes in England had achieved this target,
while progress among the remainder is variable
(Laing and Buisson, 2004a).

Funding
The cost of residential and nursing-home care is
divided between the state and the individual,
with the amount each has to pay determined by
means-testing. One of the most recent
government policies to impact on care-home
fees has been the decision, in the case of
England and Wales, to make nursing care free to
everyone, but not ‘personal’ care. In Scotland
the decision was taken that both personal and
nursing care would be funded by the state.
However, ‘hotel’ costs still have to be met by
the resident.

The latest review by Laing and Buisson (2004a)
found that in April 2004 61 per cent of
independent care-home residents were having
their fees paid by local authorities and 33 per
cent were financing themselves.
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If the baseline fees paid by the local authority
do not cover the entire cost of the fees charged
by the care home, it is possible for a third party,
often a family member, to pay a top-up fee.
The Office of Fair Trading (2005) estimates that
about 35 per cent of those receiving state
funding are also being topped up by a
third party.

The average fees across the UK in 2002–3 are
£496 a week for nursing homes and £345 a
week for residential homes, although charges in
London and the South-East are significantly
higher (Dalley et al, 2004). It has also been
found that those paying their own fees are often
charged up to £50 to £100 more (Laing and
Buisson, 2004a).This suggests that a number of
providers are subsidising the inadequate levels
of funding they receive from local authorities by
increasing the fees of those who fund
themselves.

Funding is a continual problem, with local
authorities claiming that central government
funding has been inadequate over a long period
of time, yet ministers have maintained that
councils are provided with sufficient funds to
enable them to carry out their duties. SPAIN
(2005) believes that this problem stems from
the insufficient money transferred from the
Department of Health and Social Security to
local authorities at the time of the Community
Care Act 1990.While local authorities have
received increased allocations, it remains open
to debate whether these increases have been
sufficient to cover the additional pressures of
demand, wage costs and inflation (Laing and
Buisson, 2004a; SPAIN, 2005).

The closure of care homes
Between December 2001 and April 2003 745
care homes in the independent sector closed.
Closure is usually precipitated by a number of
factors.These include low levels of fees for
residents funded by local authorities; the cost
implications of the National Minimum Standards;
disillusionment with the long-term care sector;
retirement; increases in running costs such as

wages; the expectation that future local authority
fees would not cover costs; and problems with
recruitment and retention of staff (Netten et al,
2003b; Department of Health, 2002b).

Unless the effect of market forces, such as the
cost of meeting the minimum standards, high land
and building costs and the problems of recruiting
staff, begin to be tackled – through, for example,
improvements in fees paid by local authorities –
the likelihood is that, for the time being, care
homes, especially the smaller ones, will continue
to close (Netten et al, 2003b; SPAIN, 2005).

With sufficient political commitment none of
these factors ought to present insuperable
problems, even though they are tough challenges.
In part, they rely on the willingness to commit
greater resources to the sector. But they also
demand a vast cultural change. Residential care
has never enjoyed high public esteem or even
much public or political interest. It may cater for
only a tiny percentage of the older population,
but that 4 per cent represents over 400,000
individuals. Standing behind them is a very
significant part of the social care workforce –
largely unqualified and certainly underpaid, yet,
perhaps against the odds, providing high-quality
care for what has become an increasingly
vulnerable, frail and dependent group of people.

Eighteen years ago, the Wagner committee
(Residential Care: a positive choice, 1988) said that
residential care should and could be ‘a positive
choice’. The landscape of the sector has
changed vastly since then but such a choice
should still be available both for those who live
in care homes and those who work in them.
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Appendix III
The six senses in the context of caring relationships

A sense of security
For older people Attention to essential physiological and psychological needs to help feel

safe and free from threat, harm, pain and discomfort.To receive competent
and sensitive care.

For staff To feel free from physical threat, rebuke or censure.To have secure
conditions of employment.To have the emotional demands of work
recognised and to work within a supportive but challenging culture.

For family carers To feel confident in the knowledge and ability to provide good care without
detriment to personal well-being.To give adequate support networks and
timely help when required.To be able to relinquish care when appropriate.

A sense of continuity
For older people Recognition and value of personal biography. Skilful use of knowledge of the

past to help contextualise the present and future. Seamless, consistent care
delivered within an established relationship by known people.

For staff Positive experience of work with older people from an early stage of
career, exposure to good role models and environments of care.
Expectations and standards of care communicated clearly and consistently.

For family carers To maintain shared pleasures and pursuits with the person in the care
home.To be able to provide competent standards of care, whether
delivered by self or others.To ensure that personal standards of care are
maintained by others.To maintain involvement in care across care
environments as desired or appropriate.

A sense of belonging
For older people Opportunities to maintain and/or form meaningful reciprocal relationships.

To feel part of a community or group as desired.

For staff To feel part of a team with a recognised and valued contribution.To belong
to a peer group, a community of those who work with older people.

For family carers To be able to maintain and improve valued relationships.To be able to
confide in trusted individuals in order not to feel isolated.
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A sense of purpose
For older people Opportunities to engage in purposeful activity to make constructive use of

time.To be able to identify and pursue goals and challenges.To exercise
choice.

For staff To have a sense of what therapeutic care is expected to achieve, and a clear
set of goals to which to aspire.

For family carers To maintain the dignity and integrity, well-being and sense of self of the
resident.To provide constructive care (Nolan et al, 1996).

A sense of achievement
For older people Opportunities to meet meaningful and valued goals, to feel satisfied with

one’s efforts, to make a recognised and valued contribution.To make
progress towards therapeutic goals as appropriate.

For staff To be able to provide good care, to feel satisfied with one’s efforts, to
contribute towards therapeutic goals as appropriate, to use skills and ability
to the full.

For family carers To feel that one has provided the best possible care, to know one has done
one’s best.To meet challenges successfully.To develop new skills and
abilities.

A sense of significance
For older people To feel recognised and valued as a person of worth, to know that one’s

actions and existence are of importance, and that one matters.

For staff To feel that work with older people is valued and important, and that one’s
work and efforts matter.

For family carers To feel that one’s caring efforts are valued and appreciated.To experience
an enhanced sense of self.

Slightly adapted from Nolan et al (2001), table 9.2 on p.175,
and reproduced with permission from the authors.



New titles from Help the Aged

Spotlight on Older People
What is life really like for disadvantaged older
people living in the UK today? This report reveals
how people dependent on a state pension try to
cope with daily living costs; it looks at isolation,
mobility and access to essential services; quality of
life; at the scarcity of employment and learning
opportunities; and at how our society tacitly
supports the institutionalised ageism within our
health and social care systems.The voices of older
people provide a vivid commentary throughout this
report, in which Help the Aged calls for an end to
the injustice that remains entrenched in our society.

£5.00  ISBN 1-84598-007-7 July 2006

Listening to Older People: opening the door
for older people to explore end-of-life issues
Few older people get the chance to discuss issues
relating to death and dying, but when Help the Aged
held a series of ‘listening events’ to facilitate such
discussions the participants welcomed the
opportunity.They talked about care and treatment
options, spiritual and emotional needs, coping with
bereavement and how to communicate wishes to
close family.This report, with a foreword by Professor
Ian Philp, National Director for Older People’s
Services, captures the conversations and makes
recommendations for practitioners and policy-makers.

£8.00  ISBN 1-84598-004-2  April 2006

Planning for Choice in End-of-life Care
Developed from a series of ‘listening events’ held by
Help the Aged to facilitate discussion among older
people of death and dying issues, this booklet
explores options for care and treatment at the end
of life, and especially the issue of advance
statements, or ‘living wills’.

£2.00  ISBN 1-84598-002-6  April 2006

Working with Hospital Patients with
Dementia or Confusion
As part of its Dignity on the Ward campaign, Help
the Aged commissioned this pocket guide from the
Royal College of Nursing Gerontological Nursing
Programme to provide hospital staff with practical
information on working with patients who have
dementia or confusion on acute wards.

£1.00  ISBN 1-84598-005-0  March 2006

Older People, Decent Homes and Fuel
Poverty: an analysis based on the English
House Conditions Survey
Every winter over 20,000 older people die as a
result of the cold. One reason for the shocking
levels of these ‘excess’ winter deaths is the number
of cold, damp homes around the country.This issue,
together with fuel poverty and energy efficiency, is
examined in this report, jointly commissioned by
Help the Aged and the British Gas Help the Aged
Partnership.

£10.00  ISBN 1-904528-99-6  June 2006  

Housing Choice for Older People
This report by Joe Oldman looks at the diversity of
housing needs among older people and the often
limited housing options available to them. It includes
a comprehensive range of policy and practice
recommendations to help improve the situation and
ensure that our older citizens need not live in
poorly heated, sub-standard accommodation.

‘An excellent publication – far superior to most
information produced in this area in recent years.’
Foundations (National Co-ordinating Body for
Home Improvement Agencies)

£10.00  ISBN 1-84598-006-9  2006  also pdf via
www.helptheaged.org.uk

Moving On: the meaning of activity for older
homeless people
This report for Help the Aged by Kim Willcock
shows that meaningful activities can help to build
the confidence and skills that are necessary for
successful resettlement and re-integration into the
community.

June 2006 pdf via www.helptheaged.org.uk

Live Choices: supporting older homeless
people to engage in meaningful occupation
in the community
As Kim Willcock shows in this report for Help the
Aged, the Live Choices project in East London
demonstrated that homeless and formerly homeless
older people (aged 50 or over) can, with support,
develop new interests, establish new social
relationships and engage in regular meaningful
occupation in the community.

June 2006  pdf via www.helptheaged.org.uk
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Help the Aged, 207–221 Pentonville Road, London N1 9UZ
T 020 7278 1114 F 020 7278 1116

E info@helptheaged.org.uk www.helptheaged.org.uk

COMBAT POVERTY wherever older people’s lives are
blighted by lack of money, and cut the number of
preventable deaths from hunger, cold and disease

REDUCE ISOLATION so that older people no longer
feel confined to their own home, forgotten or cut
off from society

CHALLENGE NEGLECT to ensure that older people
do not suffer inadequate health and social care,
or the threat of abuse

DEFEAT AGEISM to ensure that older people are
not ignored or denied the dignity and equality that
are theirs by right

PREVENT FUTURE DEPRIVATION by improving
prospects for employment, health and well-being
so that dependence in later life is reduced

Fighting for disadvantaged older people in the UK and overseas,
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How can we ensure that care-home residents enjoy good quality of life? This
extensive report, produced by Help the Aged in partnership with the National
Care Forum and the National Care Homes Research and Development Forum,
presents direct testimony from residents, relatives and staff on the highs and
lows of living in a care home today. It urges a new, patient-centred rather than
process-driven approach, focusing on meaningful activity and shared decision-
making, in order that the care home can become a community of those who live
there, those who work in it and those whose relatives are residents.

£10.00
ISBN 1-84598-002-6

 


