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Introduction 

With the passage of the Care Act, residential care can either travel in 
one of two directions. 

The various components of the Act could be used to exacerbate the 
existing bifurcation of the market in which local authority funded 
residents can expect one standard of care and self-funders can expect 
another, as cash strapped LAs continue to significantly cut fees in real 
terms. 

Or alternatively, with additional support from central and local  
government, the Act could be used as a platform to future proof  
provision and allow the sector to innovate and challenge the current 
stereotypes surrounding it, creating a diverse range of care choices 
that meet the needs of a twenty-first century society. 

In this manifesto, Care England highlights not only what needs to 
change in order for the second direction of travel to be pursued, but 
the prize on offer for the care of some of the most vulnerable people 
in our society if this path is taken. 

The document contains a number of policies that we have been  
pushing for over the course of this Parliament and before, and also 
some new ideas that we hope will shape the policy discussion around 
residential care in the period leading up to the election. 
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Who we are and the purpose of this manifesto:
We are the leading representative body for independent residential care services in England. 
Our membership includes organisations of varying types and sizes, amongst them single care 
homes, small local groups, national providers and not-for-profit organisations and  
associations. Between them they provide a variety of services for older people and those with 
long term conditions, learning disabilities or mental health problems.

Over the past five years, providers have faced exceedingly challenging financial pressures and 
these statistics demonstrate the almost impossible environment in which services now find  
themselves operating:

The Local Government Association and ADASS noted in their response to the • 
consultation on the Care Act that £3.53 billion has been taken from adult social 
care budgets since the Coalition was formed. 

Across the residential care sector, LaingBuisson estimates that older peoples • 
services in England have seen a cumulative drop of 5.7% in overall fees for 
council funded residents over the past five years. This figure does not take into 
account provider cost inflation and considering that the difference between 
RPI in May 2010 and September 2014 is around 15%, this figure would be very 
significant. 

The Personal Social Services Research Unit in 2010 projected that over the • 
course of the current decade, demand for social care services would increase by 
17%.  

ADASS President David Pearson has stated that over the past 4 years, adult • 
social care has witnessed a 12% cash reduction, whilst there has been a 14% 
increase in the number of adults needing care. 

In 2012/3, LaingBuisson estimated that the average fees paid by local  • 
authorities for the care of an older person in a residential care setting was £480, 
well below the £523-628 deemed to be a fair market price. 

Over 90,000 people with learning disabilities lost access to state funded social • 
care support between 2008 and 2013. 

With demand, expectation and the regulatory burden all increasing, and the fees paid for 
the delivery of services falling; it is clear that the status quo is not sustainable if provision for 
future increasingly vulnerable generations is to be protected. That is why we exist and why we 
will continue to fight for the policies outlined in this manifesto until they are implemented. 
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A high quality and cost-effective option:
If one compares the metrics used in CQC’s most recent State of Care report, it could be argued 
that the independent residential care sector delivers more appropriate long-term care for  
individuals with complex needs than the NHS. Individuals with long-term conditions rely on 
warm, stable relationships and continuity of care: two areas that care homes are very well-
placed to deliver on. 

When considering that a nursing home bed costs on average half that of an acute hospital bed 
– with residential care home beds costing even less – it is apparent that care homes not only 
deliver great outcomes for residents, but can also do so for the taxpayer. The Government has 
rightly emphasised the importance of people being cared for in their own homes, but this is 
neither possible nor desirable for many people with complex needs. Residential care offers a 
high quality, safer and cost effective alternative for this group.

Whoever is in government must therefore do more to ensure that the provision of independent 
residential care becomes a core part of an integrated health and social care framework in order 
to maintain and expand the choice that citizens have. Politicians must simultaneously work to 
refute the lazy and toxic characterisations of the sector, which have biased people’s opinions of 
the critically important services that residential care providers offer. 

Recommendations:
We want outcomes to be commissioned for the individual and not services to be • 
procured as a commodity. The NHS should commission care providers to deliver 
the quality, community based long term care and support, transforming care 
homes into community hubs specialising in long-term conditions.  

The additional money that politicians have pledged to the health service should • 
go into the Better Care Fund to support the integrated framework proposition. 
There should be clear requirements for local commissioners to evidence their 
move to integrated services.  

There should be a level playing field in terms of regulation. GPs, hospitals,  • 
dentists etc. should be subject to the same notice periods/treatment, and  
expectation. More flexibility should also be introduced in terms of the payment 
of provider fees. 

While we favour strong, independent regulation, steps should be taken to  • 
reduce duplication, promote common sense and reduce bureaucracy in  
regulatory oversight. It serves no benefit and is often destructive having local  
authorities, CQC and other bodies asking for the same information. The money 
spent on this could and should  be appropriated towards frontline care.
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Integrated commissioning:
Residential care must be a key component of the health and social care system and must also 
be enabled to achieve its potential. As mentioned previously, local authorities have cut the 
fees that they pay for older peoples services by 5.7% on average, with learning disabilities 
providers also facing difficult settlements.

Considering that the individuals that our members serve are some of the most vulnerable  
people in our society, commissioners have to be certain when they freeze or cut fees that they 
are not placing at risk the continuity of care that people using services receive. Too often, the 
decision to cut or freeze fees is made on an arbitrary basis and this is an irresponsible,  
dangerous, and above all illegal way for commissioners to make cost savings.  This  
‘procurement’ behaviour has increased alarmingly over recent years as commissioners come 
under increasing budgetary pressures. 

All commissioners must ensure that they engage with providers and that they are assured of 
the sufficiency of the fees that they are paying for services. The Commissioning Standards, 
Care Act and Provider Protocol offer a platform for positive engagement, and this opportunity 
must be taken for the sake of our residents. 

An important element of a healthy relationship however is parity, and commissioners should 
be subject to regulatory oversight in the same way as providers are as a point of principle. 

Recommendations:
Independent health and social care providers must be treated as equal partners • 
by commissioners. 

In accordance with statutory guidance issued to local authorities in 2004, the • 
fees they pay must ‘be sufficient to meet the assessed care needs of supported 
residents in residential accommodation’.  

An independent body such as CQC or the relevant Ombudsman should be given • 
statutory oversight of local authority and CCG commissioning to ensure that 
these statutory authorities adhere to their legal responsibilities.  

Health and wellbeing boards form an important part of the new health and • 
social care system and as such, it is remarkable that barely any of their  
memberships contain independent health and social care providers. This needs 
to change and in order for that to happen, boards must be given clear direction 
by the Department of Health. 

There must be a fair approach to commissioning across the various client • 
groups that commissioners purchase services for. Commissioners are not just 
advised to ensure this but are statutorily obligated to do so under the terms of 
the Equality Act 2010.
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Integrated provision 
A number of innovative models that our sector can adopt unilaterally are discussed in the  
Innovation section of this document. Innovation is not however limited to new models but 
can be achieved within the existing system.

Although much of the discussion on the need for health reform has focused upon the supply 
side, comparatively little attention has focused upon how repeated preventative initiatives 
have failed to prevent demand from rising, with emergency admissions increasing by around 
47% over the last fifteen years.

This can be explained in part because although the centre can encourage individuals to use 
preventative services, they cannot ensure that they take full advantage of the various  
services on offer. 

This is not the case for people in residential and nursing care who by virtue of their living  
situation, do not have to travel for care but have care that comes to them. The theoretical 
ease of access that individuals living in care homes have to healthcare makes them generally 
more welcoming than the rest of the population in relation to preventative healthcare  
services that could improve their quality of life, but due to a poorly integrated system, they 
do not always receive such services.   

There are therefore 432,000 people in residential care with the most high acuity needs, on 
whom the NHS spends billions of pounds on treating in acute hospital wards, when they 
could in fact improve their quality of life and save money through treating them at home. A 
tangible example of the benefits of such an approach can be seen in the case study on the 
following page. 

Recommendations:
The NHS Five Year Forward View introduces the idea of enhanced healthcare • 
being provided in care homes and this vision should become a reality. 

The Forward View also mentions the possibility of Multispecialty Community • 
Providers being established and if this option is to be pursued, residential and 
nursing care facilities should be co-located in these sites.  

Technology should be used to a greater extent to allow care home residents to • 
gain access to a wider range of healthcare expertise and support.
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Case study:  
Discharge to Assess – South Warwickshire
In 2011, faced with an urgent care system that was delivering poor outcomes for frail and 
elderly patients, South Warwickshire NHS Foundation Trust decided to alter the manner in 
which discharge from acute settings was handled.

The result was the Discharge to Assess scheme, which involved patients being discharged 
along three separate pathways according to their level of need – one of which involved 
discharge to a nursing home.

In this particular pathway, individuals spent six weeks in the home – during which time 
the Trust paid GPs to offer an enhanced service to these residents, which encompassed 
the GP carrying out a walk-round everyday, a weekly MDT, and the practice providing a 24 
hours out of hours service.  

The results of the pilot were remarkable, with length of stay in acute hospitals reduced by 
25%, length of stay in community hospitals reduced by 50% and A&E targets being hit by 
the Trust every quarter since April 2013. This has allowed South Warwickshire to close 18 
acute and 26 community hospital beds.

Significantly, the D2A pilot resulted in cash savings for the NHS amongst the group  
involved. Of the 230 participants, 35 ended up being deemed eligible for CHC when they 
left the pilot, costing the NHS £833 per week; and amongst the 86 that refused to take 
part, a higher proportion – some 26 patients – ended up receiving CHC, costing the NHS 
£893 per person per week.

This effect was replicated across local authority funding streams. The LA ended up  
spending £314 per week on average on the 230 who took part in the scheme, and an  
average figure of £339 per week on the 86 who didn’t. 

This project is unique in the sense that it involved integrated working between primary, 
acute and social care, with risks and expertise shared between the various components of 
the system. 

The fact that all of this was achieved without a pooled budget demonstrates what can be 
achieved when structures are put to one side and all of the various parties involved in the 
care of a population group come together to determine how best to organise an aspect of 
that group’s care. 

The pilot also busts the myth that GPs offering proactive care in residential care settings 
would be cost prohibitive, in the sense that them doing so allowed the Trust to  
permanently reduce capacity in the acute sector and thus save money.
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Workforce:
Everyone agrees that the majority of frontline staff working in the sector are not paid  
sufficiently. The reasons behind this are twofold. Firstly, as discussed, when the dominant 
purchaser pays little attention to the sustainability of the services from which it  
commissions care, those services are faced with the impossible choice of spending less on 
residents or less on staff. This has led to providers who have a large share of council funded 
residents to be unable to pay their workforce the salaries that they would like to. 

Secondly, the low value that both society and politicians place on social care leaves the  
public apathetic and means that they do not place the pressure on local authorities  
necessary to initiate change. 

If political parties want to establish a genuinely integrated health and social care system, 
then training and career progression opportunities have to be better aligned between the 
NHS and social care, allowing the workforce from each to be truly valued and treated as 
equals.

Central government must also support the recruitment of staff in care homes – especially 
nurses. High turnover of care workers and difficulty in recruiting nurses due to immigration 
restrictions, have led to both an over-reliance on expensive and initially unfamiliar agency 
staff, and to the re-registering of many nursing homes: neither of which are conducive to 
providing continuity of care nor relieving the burden on the NHS. 

Recommendations:
Government should act on our recommendations on commissioning to  • 
ensure that pay and conditions are aligned across the sectors and care does 
not remain a primarily low wage sector. 

Workforce opportunities and terms and conditions (including access to the • 
NHS training budget) must be more aligned between health and social care – 
especially when it comes to nurses, who have a vital role in integrating care 
delivered across the two sectors. 

The value of the sector should be raised by encouraging more young people • 
to see residential care as a sector in which they can pursue a career. 

Nurses should be added to the shortage occupation list to enable providers to • 
recruit from non-EEA areas to deal with current shortages. 

Funding for return to nursing initiatives should be opened up to the  • 
independent sector and involve a number of social care placements.
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Innovation:
Even if the above asks are met, it is clear that the individuals who use residential care have 
changing demands and expectations of the services that they receive. This will require new 
models of care and the sector will have to continue to innovate in order to ensure that these 
models are established. The recent Demos Commission on Residential Care report  
demonstrates that major progress is taking place in this area and some of the innovative 
practices described in that report include:

Whiteley Village in Surrey – a setting involving a 172 bed residential home, 51 • 
extra care flats and 262 cottages. Individuals are placed in the  
accommodation that most suits their needs and anyone living in the village 
is allowed to use the numerous facilities available, regardless of how severe/
benign their needs are. 

Anchor’s West Hall care home, which specialises in dementia care has  • 
memory boxes outside residents’ rooms, colour coding and no mirrored  
surfaces inside lifts. People are also placed in sections of the home according 
to how advanced their dementia is. 

We should look internationally for examples of good practice too and the • 
NewBridge on the Charles care setting in Massachusetts displays how an 
effective intergenerational care facility can be created. This site combines a 
care home and a school with residents helping out in the school and students 
volunteering at the home and learning about various aspects of what life is 
like for an older person – for instance, there is a module in their curriculum 
on dementia. 

Recommendations:
Government should provide the political and financial support necessary for • 
innovation within the care sector to be accelerated.  

There should be a programme in place where NHS England, Monitor and • 
other employees across healthcare visit care homes, whilst employees from  
residential care trade associations, SCIE, Skills for Care and across other social 
care organisations, visit hospitals and other healthcare settings – much like 
the DH Connecting Together programme. 

In line with the Burstow Commission’s report, we want the housing of  • 
individuals in receipt of residential care to be treated as all other housing 
would be. This would give these individuals more rights and access to housing 
benefit and other entitlements that they would otherwise have the option of 
receiving. 

There is a difficulty in securing housing options – especially for providers of • 
learning disability services – and local authorities/central government must 
articulate a strategy around this. 



Car
e E

ng
lan

d

Putting you in control:  
Questions to ask of your local politicians
The momentum necessary to deliver the ideas that this manifesto proposes, will only be 
generated if the one in three individuals in England who come into contact with the care 
system, attempt to hold the people who seek to represent them to account. The coming 
election period provides the opportunity for the electorate to do just that politicians should 
be asked the following questions:

What decisions will you take or policies will you push for to ensure that NHS 1. 
and council commissioners, working together ,  properly fund the care of 
people living in residential care?  

What role do you see central government playing in the integration of health 2. 
and social care services at a local level? 

Will you stand up for the work that independent sector care workers do and 3. 
the care that vulnerable people receive by challenging harmful  
representations of the independent residential and homecare services when 
you encounter them? 

What will you do in office to transform residential care into a sector in which 4. 
one can pursue a financially and socially rewarding career? 

In campaigning, have you visited your local independent care home and how 5. 
well do you understand your local care market? 

Do you agree we should transfer further health resources into social care?6. 
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