1996 Survey of Care
Esél§i§r&e! Homes for Elderly

Research Unit People. Final report
www.ukc.ac.uk/PSSRU/

Ann Netten,

Andrew Bebbington,

Robin Darton, Julien Forder
and Kathryn Miles

Downloaded publication
In Acrobat format

The P_SSR_U re_tains the _ PSSRU discussion paper 1423/2
ST (17 s AT e December 1998 (Corrected December 2001)

It may be freely distributed as
an Acrobat file and on paper,
but all quotations must be
acknowledged and permission
for use of longer excerpts must
be obtained in advance.

We welcome comments about
PSSRU publications. We would
particularly appreciate being
told of any problems
experienced with electronic
versions as otherwise we may
remain unaware of them.

Email: pssru_library@ukc.ac.uk

The PERSONAL SOCIAL SERVICES RESEARCH UNIT undertakes social and health care research, supported mainly by the United
Kingdom Department of Health, and focusing particularly on policy research and analysis of equity ad efficiency in community care, long-term
care and related areas — including services for elderly people, people with mental health problems and children in care. The PSSRU was
established at the University of Kent at Canterbury in 1974, and from 1996 it has operated from three sites:

Cornwallis Building, University of Kent at Canterbury, Canterbury, Kent, CT2 7NF, UK
London School of Economics, Houghton Street, London, WC2A 2AE, UK
University of Manchester, Dover Street Building, Oxford Road, Manchester, M13 9PL, UK

The PSSRU Bulletin and publication lists can be viewed and downloaded from the Unit's website and are available free from the unit librarian in
Canterbury (+44 (0)1227 837773; email pssru_library@ukc.ac.uk).

Email: PSSRU@ukc.ac.uk Website: http://www.ukc.ac.uk/PSSRU/






Contents

ACKNOWIEAGEMENES. ......coveeeecieee ettt et et e s te e teeseesbe et e sneesseenseeneenneeneenneenns IX
I 000017 YT Xi
Chapter 1 Background and MEhO...........coeiiieriiieeee s 1
Chapter 2 ReSdent CharalteiSCS ... .oouvivireriirieeeeee et 13
Chapter 3 HOME CharaltENISCS. ..ottt 53
Chapter 4 Prices, Demand and Cogts of Residentid and Nursing Home Care...........ccceeu...... 95

ANNEX. ..ot 129

Chapter 5  Implications for Standard Spending Assessments:
Needs and the Survey of AMISIIONS........cccveieiiireeeee s 139

Chapter 6  Implications for Standard Spending Assessments:

Costs and the Area Cost AQJUSIMENT .........oceeiieie e 149
Chapter 7 Policy Relevance of Resultsto Date and Areas for Further Research..................... 165
Appendix 1 Descriptions of Previous Surveys of Resdential and Nurang Home Care............. Al1l
Appendix 2 The Sample and the Response to the SUNVEY ..o A21
REFEIEINCES ...ttt e et b bt bt a e e e et bbb e ae e R.1






Tables, Figures and Boxes

Index of Tables

No. Title

21 Type of resdent and type of funding by home type

2.2 Length of stay by home type

2.3 Length of stay by funding type

24 Source of admisson by home type

25 Source of admission by type of resident and type of funding

2.6 Characterigtics of resdents by home type

2.7 Characterigtics of resdents by type of resdent and type of funding

2.8 Measures of dependency by home type

2.9 M easures of dependency by type of resdent and type of funding

2.10 Characterigtics of permanent residents by type of funding

211 Nursing care by home type

212 Nursing care by type of resdent and type of funding

2.13 Measures of mentd state by home type

214 Measure of mentd Sate by type of resdent and type of funding

2.15 Age and gender of resdentsin resdentiad and nursaing homes for
elderly people, 1981-96, by type of home

2.16 Length of Stay of permanent resdentsin resdential and nursing
homes for elderly people, 1981-96, by type of home

2.17 Source of admisson of resdentsin resdentia and nursing homes
for elderly people, 1981-96, by type of home

2.18 Physica dependency characterigtics of resdentsin resdentia and
nursing homes for elderly people, 1981-96, by type of home

219 Measures of mentd dtate of resdentsin resdentia and nursing

homes for elderly people, 1981-96, by type of home

Page No.
29
30
31
32

33

35
36
37
38
39
40
41

42

46

a7



2.20

221

2.22

2.23

31

3.2

3.3

34

35

3.6

3.7

3.8

3.9a

3.9b

3.10

311

3.12

3.13

3.14

Measures of aggregate dependency of resdents in resdentia and
nursang homes for elderly people, 1981-96, by type of home

Physica dependency characterigtics of permanent resdentsin
resdentid and nuraing homes for ederly people, 1986-96, by type
of home and type of funding

Measures of mentd state of permanent resdentsin residentia and
nursing homes for elderly people, 1986-96, by type of home

Measures of aggregate dependency of permanent resdentsin
resdentid and nuraing homes for ederly people, 1986-96, by type
of home

Size of home by type of home

Length of ownership, size of organisation and method of
acquistion of home by type of home

Origind function of building and date of construction by type of
home

Facilities provided by type of home
Bedroom facilities by type of home

Group living arrangements and Sitting and dining facilities by type
of home

Occupancy and turnover by type of home
Policy on admissions and retention of resdents by type of home

Charging arrangements for medical services provided to residents
by type of home

Charging arrangements for additiona services provided to residents
by type of home

Specidist equipment and transport provided for residents by type of
home

Activities arranged for residents by type of home
Services provided for non-residents by type of home

Involvement of proprietors by type of home

Staffing by home type

49

50

51

72

73

74

75

76

77

78

79

80

81

82

83

85

86



3.15

3.16

3.17

3.18

3.19

3.20

321

41

4.2

4.3

4.4

4.5

4.6

4.7

4.8

4.9

4.10

411

4.12

4.13

4.14

4.15

A4l

A4.2

A4.3

Mean estimated staffing ratios for care gaff by type of home
Availability of care staff on date of interview by type of home
Methods employed when care staff are off sick by type of home
Proportion of homes with quaified saff by type of home

Staff training and volunteer help by type of home

Shdtered Care Environment Scale subscale and dimension
descriptions

Average Sheltered Care Environment Scale scores by home type
Weekly charges in independent homes by care type

Average gross weekly prices - independent sector by care type
Nursing costs by home type

Factors affecting demand for and costs of homes

Average Barthel scores

Output and compasition - by home type

Average places sold (resdents) per home

Mean wage per week (female, manua)

Badc hourly wage rates - by authority type

Basic hourly wage rates - by home type

Contract type - percentage of homes

Price anadyds - nurang homes

Price andyss- residentia care homes

Unit costs per resident week by locd authority type

Cost function estimation for locd authority homes

Nurgng home functions

Resdentia care home functions

Descriptive satigtics - nursing home sample data

87

88

90

91

92

93

94

96

97

98

99

100

100

101

102

102

103

103

108

109

120

122

129

130

131



Ad4

A4.5

A4.6

Ad.7

A4.8

A4.9

A4.10

A4.11

A4.12

A4.13

5.1

5.2

5.3

6.1

6.2

6.3

6.4

6.5

A21

A22

Descriptive satigtics - independent residentia care sample data
Demand function - nursng care

Demand function - resdentia care

Eladticity and margind cost - nursing homes

Elagticity and margina cost - resdentid homes

Diagnogtic gatigtics - nuraing home reduced-form price estimation

Diagnogtic gatidtics - resdentid care home reduced-form price
estimation

Diagnogtic gatigtics - nursing home demand function
Diagnodgtic Satidtics - resdentid care home demand function
Descriptive satigtics - loca authority sample data

Demographic characterigtics of residents and admissions by home
type

Dependency characterigtics of resdents and admissions by home
type

Length and regularity of stay of short-stay residents

Average weekly unit cost of loca authority homes, and average
price paid by sdf-fundersin resdentid homes and in nursng
homes, by loca authority in which the home is Stuated

Numbers of homes, residents and staff in the PSSRU Cross-
Sectional Survey of Resdentid Care, 1996

Average weekly unit cost of loca authority homes, chargesto self-
funders, and the Area Cost Adjustment

Labour costs and running cogsin loca authority residentid homes,
by type of authority

Staff and capita productivity, by sector of home and type of loca
authority

Sampling frame: Number of homes and places by locd authority

Amended sampling frame: Number of homes and places by locd
authority

Vi

132

133

134

134

135

135

136

136

136

137

145

146

147

160

161

162

163

164

A2.17

A2.18



A23

A24

A25

A2.6

A2.7

A28

A29

A2.10

A2.11

A2.12

A2.13

A2.14

A2.15

A2.16

Sample selection: Number of homes sdected by locd authority
(find)

Fina response figures for the survey

Response to the survey by locd authority

Response to the survey by type of home

Mean size of sdlected and respondent homes by type of home
Type of home recorded on sampling frame and in interview

Number of homes sdected and relative weights by type of home (as
recorded on sampling frame)

Scaling factors to reproduce the number of respondents, by type of
home (reclassfied)

Estimated number of nursing homes for ederly people in England,
by type of loca authority, financid year 1995-96

Egtimated number of resdentia and nuraing homes for elderly
people in England, by type of locd authority, 1996-1997

. Digtributions of residentia and nursing homes for ederly people
in England and for respondents to the survey, by type of loca
authority

1. Scaling factors to reproduce the estimated nationd distributions,
by type of home (reclassified)

Weighted number of respondent homes by type of locd authority

. Digributions of residentia and nursing homes for elderly people
in England (corrected) and for respondents to the survey, by type of
local authority

[1. Scaing factors to reproduce the estimated national distributions,
by type of home (reclassified)

Unweighted and weighted number of residents in respondent
homes, by type of local authority

Vii

A2.19

A2.20

A221

A2.22

A2.23

A2.24

A2.25

A2.26

A2.27

A2.28

A2.29

A2.30

A231

A2.32



I ndex of Boxes

No.

4.1

4.2

Title
Key rdationships

Influences on local authority home costs

Index of Figures

No.

4.1

4.2

4.3

7.1

Title

Demand for residentia and nursing home places
How price varies with dependency

How cost varies with dependency

Digribution of average Barthel scores

viii

Page No.
106

121

Page No.
110
112
113

167



Acknowledgements

This survey was funded by the Department of Hedth as pat of a wider sudy of residentia
and nurang home care for ederly people commissoned from the Persond Socid Services
Research Unit (PSSRU). The research team at the PSSRU includes Andrew Bebbington,
Pamela Brown, Robin Darton, Julien Forder, Kathryn Miles and Ann Netten, with secretarid
assgance from Ledey Banks. Responshility for this report is the authors done. We are
most grateful to the gaff in the locad authorities which agreed to participate in the survey and
to the gaff of the resdentid and nurang homes for providing the information for the survey.

The main data collection for the survey was undertaken by Research Services Limited (now
IPSOS-RSL Ltd), and additiond work on the dataset was undertaken by Barry Baines.
Finaly, we are most grateful to the Advisory Group set up by the Department of Hedth for
their contribution to the sudy as awhole.






1.

1996 Survey of Care Homes for Elderly People: Final Report

Summary

Since the introduction of the community care reforms in April 1993, locd authorities
have had the respongbility for assessing dl nonNHS publidy-funded admissons to
resdentiad and nursng home care.  This survey formed part of a three-part study funded
by the Depatment of Hedth, which was designed to examine a wide range of issues
associated with the current patterns of use of residentid and nursing home care for ederly
people following this legidation, incuding contributing to the Revenue Support Grant
(RSG) dlocation formulae, the method of digtributing centra grant to loca authorities.
The three surveys were:

anaiond survey of ederly people admitted as supported residents;,
alongitudina survey tracking the heath and destination of the admissons sample; and
anationa survey of resdentid and nursing homes.

Chapter 1

2.

The principd ams were to provide a basdine description of the current population of
homes, and to explore the reationship between the costs or price of care and the
dependency characteristics of residents.

The survey took place in the autumn of 1996. 673 homes (82 per cent of those
approached) in 21 locd authorities participated. 618 homes (75 per cent of those
approached) provided information both about the home and about the characteristics of
individua resdents. Within the homes, information was collected about a sample of
resdents, accounting for 11,900 resdents from a tota population of 20,200. The sample
of homes was designed to ensure a large enough number of homes for separate andyses
for each of the four mgor types of home locd authority, private and voluntary
resdentid homes, and nursing homes.

Chapter 2

4,

All gdidics on resdents have been weighted to reflect the nationd distribution between
homes. Nearly 70 per cent of dl resdents were long-stay and publicly funded. Only
one-third of resdents in independent resdential care, and one-quarter in nursing homes,
were wholly privately funded.



10.

The number of resdents who were admitted as privately funded and had subsequently
become publicly funded during the previous year was smal. Fourteen per cent of
publidy-funded residents who were 65 or over a the time of the survey had been
admitted as privately-funded residents.

About 3 per cent of resdents a any time are short-day. Two-thirds of these residents
were locd authority funded and two-thirds were located in locd authority run homes.
The mgority of short-term residents were, or planned to be, regular users of the service.

Levels of dependency and cognitive imparment among resdents have risen since the
last comparable survey a decade previoudy, mogt noticegbly in voluntary homes and
nursng homes. Formerly there was little difference between people who were privatdy
funded and those supported by public funds in independent homes. In 1996, publicly-
funded reddents were, on average, a little more dependent than privately-funded
resdents, mainly because of a smdl group of low dependency private residents. The
difference is more noticeable among short-stay residents.

There has been a shift to admitting more people directly from hospita. There remains a
smdl (2 per cent nationdly) but dependent group of residents who continue to be funded
by the NHS, placed both in resdentia and nursing homes.

Length of stay has sayed much the same. The increase for resdents in private homes is
probably because many homes had only been recently established in the mid 1980s. The
mean length of dtay of exiding long stay resdents was 40 months in a residentid home,
30 months in a nurang home, but with a wide spread. The most usua period for a short
stay was 14 days.

There 4ill gppear to be a dgnificant proportion of long-stay elderly people in homes who
have quite low levels of dependency, comparable with many who are cared for in the
community. Possbly they have recovered following admisson, but, as evidence from
the longitudina survey shows, there is little posshbility of rehabilitetion. These are often
older people who were previoudy living done. Those who are privatey funded may
have lacked access to expert advice and services which would have helped them remain
in their own home.

Chapter 3

11.

Locd authority homes have been fdling in Sze and usudly have 30-50 places (the mean

Xii



12.

13.

14.

15.

16.

17.

was 35), while private resdentid homes increesed dightly in size, the range being
typicaly 15-19 places. Voluntary homes and nursng homes covered a wider range of
Szes.

Ownership of private reddentid homes remaned concentrated among smal
organisations, whereas increased proportions of dud registered and nursng homes were
being run by larger organisations. Over 70 per cent had been run by the present owners
for more than five years. Occupancy rates were high, but have been fdling in the
independent sector to about 83-87 per cent.

The use of purpose-built homes has increased, possibly as a consequence of the growth
of larger organisations running dua regsered and nursng homes. The provison of
sngle bedrooms in homes has improved sgnificantly over the lagt ten years though is
dill lower in private homes and in nursng homes. However, en suite showers or baths
and en suite toilets were much less prevaent in loca authority homes.

Group living arangements were much more prevaent in loca authority homes than in
the independent sector, even though dud regisered and nursng homes were larger, on
average, than loca authority homes.

Locd authority homes were much more likely to provide services to non-residents than
independent sector homes. Day care was the main service provided to non-residents,
with bathing services being the next most frequently reported.

About haf of dl resdentid homes had a trained nurse among the daff. This was more
common in private resdentia homes.

There were dgnificant differences in the socid climates of independent residentia and
nursng homes, and between locd authority homes and independent resdential homes.
Locd authority homes had dggnificantly lower reported levels of Coheson,
Independence, Organization and Physca Comfort, and higher levels of Resdent
Influence and Conflict than other resdentid homes. Private resdentid homes had
gonificantly higher levels of Coheson, Independence, Organizetion and Physica
Comfort than dl other types of home. Nursng homes had sgnificantly lower levels of
Independence, Resident Influence, and Sdf-disclosure than independent residentia
homes.

Xii



Chapter 4

18. The survey reports prices for resdents in independent homes and unit costs in loca
authority homes. Prices are determined by the interplay of demand and supply and the
sudy teases out the determinants of pricing. Nursing homes prices include care which
is provided by community nursng services for resdentid homes and operate under
different regulatory regimes. On average community nursng only added £5 per week
per resident to the cost of residentia care.

19. The mogt important eement of the ot of care is the cost of staff. The basic wage (i.e.
as pad to unqudified, inexperienced care daff) was dightly higher in resdentid care
homes than in nurang home. The mgority of nurang homes and private resdentid
homes paid basic wages below £4 per hour (89 per cent and 92 per cent respectively).
By contrast, a very high proportion of loca authority homes had a basic wage between
£4 and £5 per hour.

20. Theandysisof costs and pricesin the independent sector found:

Reatively modest mark-up rates of price over cost at around 10 per cent.

A dggnificant relationship between price and Barthd as a measure of dependency, but
the effects were very smal and nortlinear.

Larger effects of dependency on cogt, which may be due to price setting behaviour of
locd authorities.

A lage didocation between nursng and reddentiad care prices dominated the
relationship between dependency and both prices and costs.

Voluntary sector resdentiad prices were more senstive to dependency variations and
lower.

Prices were very sengitive to variations in labour costs (local market wage rate).
Competition lowered prices, but the market dready appeared to be pretty
competitive.

Privately-financed residents were charged more for asimilar service.

Locd authority pricing policies do have dgnificant effects. The data suggest fixed
prices being high in nursng care and low in resdentid care, dthough other factors
are certainly relevant and the result should be treated with caution.

21. Unit codts of locd authority resdentia care have dways been higher than the price of
independently provided care. The andlysis of costs of locd authority provision found:

Xiv



Codgts were very sengtive to leve of occupancy.

Cogs were minimised in 60-bedded homes.

Where day care was included, it only had a sgnificant impact on the etimated cods
of caring for residents when more than 35 sessions per week were provided.

The impact of short-term care on costs was observable once the proportion rose
above 17 per cent (the equivdent of more than five resdents in a 30-bedded home).
In an average sze home short-term residents cost 5 per cent more than permanent
residents.

Two indicators of socid climate were found to be dgnificantly associated with the
costs of care.  The more the environment fostered Independence the higher the cog,
and the higher the level of Organization the lower the codt.

The differentid between unit costs in locd authority homes in London and outsde
was far higher than in the independent sector, and remaned so after dlowing for
resdent and home characterigtics.

Adjugting for price differentids and changes in dependency accounted for most of
the difference in unit codts in locd authority care between 1981 and 1996. The
remaining 12 per cent could in @t be due the increased provison of short-term care
and perhaps to unmeasured changes in dependency.

Chapter 5

22. A compaison of the circumstances of publicly-funded resdents with admissons from
the admissons survey found condderable smilarity, though admissons tended to be a
little younger, more likely to be admitted from hospitd, reatively dependent, but less
likdy to be a the savere end of dependency. This smilaity judifies one of the
assumptions made in the andlysis of the admissons survey for RSG purposes.

Chapter 6

23. The cods andyss, paticulaly of the difference between London and elsewhere, has
implications with regard to the Area Cost Adjustment used by the RSG. The 1996 ACA
report is reviewed, and it is argued that the ACA is probably not providing even a
ressonable approximation to the equilibrium price difference between London and
elsewhere, for resdentid and nursing care.

24. The London differentid for resdentid care has been persgtently higher than the ACA
ever dnce the latter was introduced. This London differentid is primarily due to higher
labour cogts, but running costs are dso higher, and in the public sector staff productivity
is dightly lower. This difference pergds in the private market. The London differentid



in charges to sdf-funding resdents, dthough less than the differentiad in public sector
unit cods, is gill much greater than the ACA. If a red imbdance exigs one would
expect to be seeing argpid influx of private resdentia care in London.

25. Other factors are unique to this service. The private market is rapidly growing, and may
well influence prices in the public sector in a way that does not hgppen for other loca
authority services. Reddentid and nursng care is not dways provided locdly, and it
should not necessarily be assumed that full dlowance for loca price differences are
essentid.  The implication is that a specific ACA cogt formula would be desirable for the
resdentid and nurang care e ement.

Chapter 7

26. Areas of current policy concern to which the survey has contributed include:

The impact of the reforms on the use of publicly-funded resdentiad and nursng home
care.

The digribution of centrd government funding for resdentid and nurang home care
of elderly people.

The cost implications of changesin levels of dependency.

The use and costs of loca authority provison.

The use of homes by privately-financed residents.

Equdlity of accessto care.

Bringing together the regulation of resdentid care and nursng homes into a sngle
sysem.

The impact of locd authority purchasing policies, strategies and procedures on loca
markets.

27. Further work would be useful. The most obvious gap at present is an understanding of
the circumstances of admisson of privady-funded resdents. This will be addressed by
a new survey commissoned by the Depatment of Socia Security. Other aress of
interest require further analyss of the exising data. For example, linking the datasets
would dlow invedigation into the effects of home characterigics on length of Hay,
mortality and changes in dependency. The survey should provide a vauable source of
materid when congdering policy options in the fidd of resdentid and nursng home
care of elderly people for some time to come.
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Chapter 1
Background and Method

1.1 Introduction

There is widespread interest in the impact of the changes introduced in April 1993 in the
arrangements for assessng and financing elderly people in need of resdentid-based care, and
in the financid consequences of those changes. For example, it would be expected that, with
the introduction of compulsory assessment of those entering publicly-funded long-term care
in resdentid and nursing homes, there would be an increase in the levd of dependency of
resdents in homes. Moreover, the changing role of the NHS in the provison of long-term
care would aso be expected to result in more dependent people being admitted to nursing
home care, whether publicly or privately financed. Any increase in dependency could be
expected to have an impact on the costs of care. Increases in cods have implications for both
providers and purchasers of care.

This report presents the results of a nationd cross-sectiond survey of resdentid care and
nursng homes for elderly people conducted in 21 locd authorities in England in the autumn
of 1996. This survey was commissoned by the Department of Hedlth as one component of a
three-part study designed to investigate a range of issues associated with the current patterns
of ue of resdentid and nursng home care for ederly people The principd ams of the
cross-sectiond survey were to provide a basdine description of the current population of
homes and the features of the establishment they are living in, and to eplore the rdationship
between the costs or price of care and the dependency characteristics of residents.

1.1.1 Background

The changes in the arangements for assessng and financing ederly people in need of
resdentia-based care were part of a wider change in the direction of policy for community
care for dl dient groups. Although community care has been a longstanding policy objective
in the United Kingdom, the mgor development in long-stay care during the 1980s was the
growth of independent, especidly private sector, provison of resdentid and nursng home
cae (Daton and Wright, 1993). This growth in provison was financed to a large extent
from the socid security budget, which increased from £10 million in 1979 to £1,390 million
in 1990 (House of Commons Socid Security Committee, 1991), and to an edtimated £2.4
billion in 1992-93 (House of Commons Hedth Committee, 1993). The growth in resdentia
and, more paticularly, nurang home provison has dso teken place dongsde subgtantia
reductions in NHS continuing-care beds (House of Commons Health Committee, 1995).



In its report on the implementation of community care in 1986, the Audit Commisson dated
that the fragmentation of respongbility for community services and financid disncentives,
including the ‘perverse incentives encouraging residentid care rather than community care,
had hindered the development of community-based services. The Conservative Government
gopointed Sir Roy Griffiths as a gpecid adviser to review the way in which public funds were
used to support the policy of community care and to examine how the use of public funds
could be improved. Sir Roy Griffiths report recommended a more coordinated approach to
the funding and management of care, with the responsibility for the dlocation of funds, the
assessment of need and the coordination of care being given to loca authority socia services
departments (Griffiths, 1988). Following this, the government produced a White Paper,
Caring for People, in 1989, which emphassed that the am of government policy was to
‘endble people to live as normd a life as possble in ther own homes or in a homey
environment in the loca community’ (Cm 849, paa 1.8). The White Peper dated tha
resdentid care and nurang homes had an important role in meeting the needs of people who
required high levels of support, but that entry to resdentid or nurang home care should only
occur after an assessment of the person’s needs and circumstances. Loca authorities were to
be made responsble, in collaboration with hedth care daff, for assessng the needs of new
gpplicants for public support for resdentid or nursng home care and, where gppropriate, to
arange a place in a suitable home. In addition, loca authorities would ke expected to make
maximum use of private and voluntary providers of resdentid and nursng home cae. The
new arrangements for community care were incorporated in the 1990 National Hedth Service
and Community Care Act, and implemented on 1t April 1993.

Independent residentid care and nursang homes in England and Waes are regulated by the
Registered Homes Act 1984, which superseded separate Acts of Parliament covering the two
types of home. Resdentid care homes are digtinguished from nursing homes in the 1984 Act
as providing board and persond care only, whereas nursng homes ae intended to
accommodate patients requiring condtant or frequent daily nurang care. However, in practice
the boundary between nursing care and persond care and attention is often unclear (DHSS,
1982). Higher average levels of disability have been found among individuads in nursng
homes than among individuds in reddentid care homes (Erngt and Whinney, 1986;
Humphreys and Kassab, 1986). However, overlaps in disability levels for individuas occur
in the different types of home (Wade et a., 1983; Power, 1989; Darton and Wright, 1992).
Individuds in resdentid cae homes may have leves of disability which would be more
suitebly catered for in nursng homes (Cooper, 1985), while individuds in nurang homes
may be sufficiently fit to be catered for in resddentid care homes (Primrose and Capewell,
1986; Challis and Bartlett, 1987).



In order to enable homes to provide persona and nursing care, and thus greater continuity of
care for an individud with deteriorating hedlth, the 1984 Act included a provison for the dud
regisration of homes as both resdentid and nursng homes. Locd authorities manage ther
own residentid care homes, under the Nationd Assstance Act 1948, and are responsible for
regisering and ingpecting private and voluntary resdentid care homes, while private and
voluntary nursing homes are registered and inspected by hedth authoritiess However, with
the introduction of the new community care arrangements in 1993, loca authorities became
reponsble for the assessment and financing of publicly-funded resdents in both resdentia
cae and nursng homes. In 1997, the Conservative Government published a White Peper,
Social Services. Achievement and Challenge, which suggested bringing resdentid and
nurang homes together in a single category (Cm 3588, 1997). However, the discussion
document published by the present government in September 1998 notes that there are no
barriers to independent sector providers such as nurang homes offering both nursng and
socid long-term care (Department of Health, 1998b).

1.1.2 Aims and Objectives

As noted above, the cross-sectiond survey was one component of a three-pat Sudy
commissoned by the Department of Hedth. The Department had two principa reasons for
wanting a comprehensve picture of the current role of resdentid care and the way it was
being used by locad authorities for the care of publicly-funded residents.

Fird, under the new arangements for community care, locd authorities bear considerable
financid responghility for elderly people in need of resdentid or nursng home cae. A
central principle underlying the Standard Spending Assessment (SSA) formulae used to
dlocate centrd government funds to loca authorities is that these funds should be distributed
equitably to dlow for area variaions in financid responghilities that are beyond the control
of loca authorities. In 1995, the funding formula for resdentid care of ederly people was
based on information which reflected the circumstances exiging prior to the implementation
of the 1990 Act (Department of the Environment, 1995). Thus, there was a clear need to
identify the key characterigics which affect locd demand for resdentid and nursng home
care and the financid implications of this demand. Second, there was policy interest in the
dependency of residents being cared for under the new arangements and in the financia
implications of current patterns of use of resdentiad care and nurang homes.

During 1994, the Depatment of Hedth commissoned the PSSRU to produce papers
reviewing the current state of knowledge about resdentid and nursng home cae. These
papers examined levels of dependency in homes, the measurement of dependency, the
reasons for admisson to homes and the need for further research (Darton, 1994b; Netten,



1994a; Netten et al., 1994; Warburton, 1994). Following the completion of these papers, the
PSSRU was asked to prepare a proposal br a study of residentid and nursing home care
(Bebbington et a., 1995).

The primary purposes of the study asawhole are:

to provide a basdine description of the use of resdentid and nursang home care by both
publicly and privatdy-funded residents;

to feed in to the development of the relevant Standard Spending Assessment formulag;

to increase our understanding of changes over time, including mortdity, changes in location
and changes in dependency;

to increase our understanding about the relationship between dependency and costs of care
under the new arrangements.

The three parts of the study consst of the cross-sectional survey, a survey of 2,500 ederly
people admitted to permanent resdentid and nursing home care with locad authority financial
support, and a longitudind follow-up to the admissons survey. A description of the sudy is
given in Bebbington et d. (1995).

The admissons survey was conducted during the autumn of 1995 for a period of three
months from mid-October in 18 local authorities in England, 17 of which were included in
the cross-sectiond survey. The follow-ups are being conducted at six months, 18 months, 30
months and 42 months after admisson. In the admissons survey, information was collected
about 2544 individuds, and included informaion about their household, their levd of
dependency and ther financid circumdtances. One month after admisson, information was
collected about mortaity or the location of the elderly person. At the subsequent follow-ups,
information is being collected about mortdity or the location of the ederly person and, for
those who are 4ill resdent in the home, information is being collected about their level of
dependency. At each wave, a separate exercise is being conducted to follow up those elderly
people who returned to a private household or who were discharged to hospital. For each of
these cases, information is being collected about the location of the elderly person and about
their leve of dependency, their reasons for leaving the resdentid or nurang home, and ther
receipt of servicesin their new location.

1.1.3 Previous Surveys of Residential Care

The cross-sectiond survey was desgned to be compaible with previous surveys of
resdentid and nurang home care conducted by the PSSRU in 1981 and 1986, and employed
a amilar methodology to that used in these earlier surveys. In particular, each of the surveys



was desgned to collect comparable information on resdent dependency, enabling
comparisons to be made over time. Brief descriptions of these surveys are given in this
section, and Appendix 1 contains further details.

In 1981, the PSSRU conducted a survey of loca authority, voluntary and private resdentia
homes for ederly people in collaboration with 12 locad authorities in England and Waes.
All homes in the collaborating authorities were invited to paticipate in the survey, and
completed questionnaires were obtained from 235 loca authority homes, 68 voluntary homes
(a response rate of 69 per cent) and 153 private homes (a response rate of 71 per cent). The
respondent homes accommodated a total of 14,007 resdents. In 1982 and early 1983, a
follow-up survey of proprietors was conducted in one-third of the respondent private homes
(Judge, 1984). The methodology of both surveysis described in Darton (1986a).

In 1986, in collaboraion with the Centre for Hedth Economics (CHE) a the Universty of
York, the PSSRU conducted a survey of private and voluntary registered residentid and
nurang homes in 17 loca authority areas in England, Scotland and Waes. This survey
employed a two-stage approach to the sampled homes, based on the methodology of the 1981
survey and the interview follon-up conducted in private homes. A questionnaire was posted
to the home, for completion by the proprietor or manager, followed by a personad interview.

The posd questionnaire collected information about the clientde and the facilities provided,
information about daffing leves and individud information about the resderts.  The
persond interview covered topics relaing to the management and organisation of the home.
A tota of 606 homes in the sample of 855 homes responded, representing an overdl response
rate of 79 per cent, after excluding 85 homes found to be out d the scope of the survey. The
survey included homes for ederly people and for the principa younger client groups (people
with learning difficulties, mental illness or physcd disabilities), dthough over 90 per cent of
nursng homes included ddely people in their clientee. Information was collected for a totd
of 10,653 resdents, of whom 4,974 were living in resdentid homes for ederly people and
1662 were living in nursng homes. The methodology of the PSSRU/CHE survey is
described in Darton et a. (1989).

Following the PSSRU/CHE survey, a amilar loca survey was underteken in the Canterbury
and Thanet Hedth Authority area in 1987 (Darton, 1989, 1990). However, in this survey an
initid letter was sent to the sdected homes prior to the mailing of the posta questionnaire,
and the posd questionnaire was redtricted to collecting information about the resdents.  All
information relaing to the home and dHaffing was collected in the subsequent persond
interview.



The PSSRU/CHE survey and the locd survey in Canterbury and Thanet only included private
and voluntary homes. However, in 1988 the Socid Services Inspectorate of the Department
of Hedth undertook a study of public sector resdentid care in 14 locd authorities, in which
comparable information was collected about resdents (Department of Hedth Socid Services
Inspectorate, 1989). This study included 42 locd authority residentiad homes in the 14 loca
authorities, and collected information about 1,683 residents.

1.2 Design of the Survey

The cross-sectiond survey was conducted in the autumn of 1996, in a sample of 822
resdentid and nurang homes for edely people in 21 locd authorities in England. The
fidldwork was undertaken by Research Services Limited (RSL). The survey covered
resdentil homes for ederly people managed by locd authority socia services departments,
and regigered resdentid homes for ederly people registered nursng homes for dderly
people and dud registered homes for edely people run by privale and voluntary
organisations. The survey included resdentid and dua registered homes for ederly people
with mentd illness, but nurang homes which catered for edely people with mentd illness
were not included if they were recorded smply as for people with mentd illness in the
database used for sdecting the sample.  Smdl homes, that is, those with fewer than four
places (Depatment of Hedth, 1996), were not included in the survey. The survey was
caried out in the loca authorities which had agreed to participate in the 1995 survey of
admissons, with a number of modifications. An amended verson of the approach to the
sampled homes used in the 1986 PSSRU/CHE survey was employed for the survey. The
initid design of the fiddwork procedure aso incorporated the modifications used for the
loca survey in the Canterbury and Thanet Hedth Authority area in 1987, in which the postd
guestionnaire sent to homes prior to the persona interview was redricted to collecting
information about resdents. However, the procedure was modified further in the light of
pilot studies conducted by RSL in July and September 1996.

This section outlines the sdection of loca authorities, homes and residents, describes the
pilot studies and the fiedwork procedure, and summarises the response to the survey.
Appendix 2 gives full detals of the sdection of locad authorities, the sampling of homes and
resdents, the response to the survey, and weghting procedures to adjust for
representativeness at the level of the type of authority, varying sdection probabilities at the
home and resident level and varying response rete.



1.2.1 Selection of Local Authorities

The admissons survey was conducted in a dratified sample of 18 locad authorities, which
induded five London boroughs, eight metropolitan didricts and five counties. Since this
sample was rather unbaanced, in terms of the number of authorities selected from each type
of authority, and, in addition, London boroughs tend to have smdl numbers of homes a
number of additiond authorities in the categories under-represented in the admissions survey
were approached for the cross-sectiond survey. One of the locd authorities in the
admissons survey had recently completed a smilar interna survey, and so the find sample
of 21 locd authorities included 17 of the 18 authorities included in the admissons survey.
The 21 authorities included in the cross-sectional survey included seven London boroughs,
eight metropolitan districts and Sx counties.

1.2.2 Pilot Studies

The firg pilot study was conducted in July 1996 in two of the sdected locd authority aress,
with one interviewer being assigned to each area.  Ten homes were sdected in each area and
the interviewers were indructed to conduct five full interviews and to collect information on
the ease of completion of the postad questionnaire about resdents for the other five homes.
The gpproach adopted was based on that used successfully in previous surveys. Home
managers were initialy contacted by post. About one week later, they were sent a copy of
the postal questionnaire to record information about residents, and asked to complete it before
the persond interview. After a further week, interviewers telephoned home managers to
arange an appointmert to conduct an interview and collect the poda questionnaire. The
postd questionnaire provided space for a maximum of 50 permanent resdents and a
maximum of 25 short-say resdents, and used a grid forma which was smilar to that used in
the surveys in 1981, 1986 and 1987. Respondents were instructed to apply a specified
sampling procedure if the number of permanent residents exceeded 50. When the interviewer
vidsted the home, copies of a questionnaire for staff were digtributed with pre-paid envelopes
to up to 20 members of the supervisory and care staff, and any others who came into regular
contact with the resdents. Where possible, the staff questionnaires were collected by the
interviewer before leaving the home.

The firg pilot sudy indicated that the questionnaires were generdly satisfactory, but that the
fidldwork procedure required modification, particularly the collection of information about
resdents. The use of a podd questionnaire to collect a substantid amount of information
about a large number of resdents was found to impose too great a burden on respondents. In
addition, athough respondents could provide information about a sample of resdents, they
did not follow the indructions given on the questionnaire.  Although some amendments to the
questionnaire about resdents were possble, the need to mantan comparability with the



information collected in the admissons survey redricted the extent to which the
questionnaire could be smplified. It was decided, therefore, to reduce the number of
resdents sdected in each home and to indruct the interviewer to deliver the questionnaire to
the home, rather than to send it in advance. The interviewer would then have to return to the
home to collect the questionnaire about resdents, but they would dso be able to collect the
daff questionnaires, for which some problems about distribution and return had occurred.
This procedure would enable the interviewer to provide guidance to the respondent about
completing the questionnaire about residents and to assist in selecting the sample of residents.

The second pilot study was conducted in September 1996 to test the revised fieldwork
procedure. The pilot sudy was conducted in the same locd authority areas as the first pilot
gudy, with one interviewer being assigned to each area.  Ten homes were sdected in each
area and each interviewer was indructed to conduct five interviews. The questionnaire about
resdents was redesigned and space was provided for a maximum of 20 permanent and 20
short-gay resdents. The questionnaire for staff was didtributed to up to 20 relevant members
of daff. Where thee were more than 20 relevant members of daff, copies of the
guestionnaire were digtributed to those on duty and the home manager was asked to distribute
the remainder of the 20 questionnaires randomly among the relevant members of staff.

The revised fieldwork procedures were found to be more successful than those tested in the
fird pilot study, and the reduction in the number of resdents to be sdected for the sample
reduced the burden on the respondentss. A number of modifications to the interview
guestionnaire were made as a result of the second pilot study, and the revised fieldwork
procedures were adopted for the main survey. An dternative format for the questionnaire
about residents, in which each individua was recorded on a separate page and which did not
require respondents to transcribe codes onto a grid, was tested intead of the grid format in
haf of the homes in the pilot sudy. However, the grid format resulted in lower leves of item
nonresponse than the aternative format, and was therefore retained for the main survey.

1.2.3 Selection of Homes and Residents

Within the 21 locd authorities in the survey, separate samples of locd authority homes,
private resdentid and dua registered homes, voluntary resdentiad and dud registered homes
and regisered nurang homes were sdected with probability proportional to sze. Since the
number of homes in London boroughs tends to be smdl, the number of private resdentid and
dud regisered homes and the number of registered nurang homes selected in London were
each doubled.



Within the sdected homes, individua information was requested for dl resdents where there
were no more than 20 residents, while for homes with more than 20 residents, corresponding
information was requested for a sample of 20 resdents, sdected usng a sysematic sampling
procedure administered by the interviewer. Samples of permanent and short-stay residents
were sdected separatdly, up to a maximum of 20 in each case. Since the probability of
sdection of some types of home in London was doubled, the relative probability of selection
of the individuds in these homes was dso doubled. Apart from this, the sample was designed
to be approximaey sdf-weghting for individuas, with two depatures from sdf-weghting
resulting from the separate trestment of permanent and short-stay residents and the complete
enumeration of resdents where there were no more than 20 in the home.

1.2.4 Fieldwork Procedure

The fiddwork took place during November 1996, and was largdy completed by early
December. However, in order to maximise response, the fidldwork was dlowed to continue
beyond this, and the last interview took placein early January 1997.

The fieldwork procedure tested in the second pilot study was employed for the main survey,
in which an initid gpproach by letter to the sdected homes was followed by a persond
interview with the home manager. After conducting the interview, the interviewer left a copy
of the quedtionnaire to collect information about individua resdents and copies of the sdf-
completion questionnaires for daff to complete, and these were collected subsequently. The
guestionnaire for dtaff was digtributed to up to 20 rdevant members of gaff, following the
procedure tested in the second pilot study.

The information collected in the persond interview included background information about
the home, information about the type of care provided, the physica features of the home,
daffing, contractud arrangements and charging arrangements, and covered smilar topics as
in the previous surveys. The information collected about the characteristics of residents was
designed to correspond to the information collected in the 1995 survey of admissons and, as
far as possible, to the information collected in the surveys conducted in 1981, 1986 and 1988.
In particular, the cross-sectiona survey was designed to enable the reproduction of a number
of measures of resdent dependency for comparison with the 1995 survey of admissons and
the previous surveys.  The quedionnaire for doaff incorporated the Sheltered Care
Environment Scale (SCES), developed by Moos and Lemke (1992, 1994). This scde is
designed to capture the atmosphere in the home, in terms of seven characteristics. These
seven characterigics include: the levels of coheson and conflict; the degree to which
resdents are encouraged to be independent or to disclose ther fedings the organisation of



the daly routing the influence resdents have on the rules of the home and the physca
comfort of the home.

1.2.5 Response to the Survey

Information was obtained for 673 of the 822 homes sdected for the survey, a response rate of
82 per cent, but a complete response was obtained for 618 homes, 75 per cent of the origina
sample.  Within the 618 homes which provided a complete response, information was
obtained for 11,899 residents. The 618 homes which provided a complete response included
160 locad authority homes (91 per cent of the origind sample), 127 voluntary residentiad
homes (83 per cent), 122 private resdentiad homes (61 per cent), 41 dua registered homes
(73 per cent) and 168 nursing homes (71 per cent). However, one nursng home was found to
have a mgority of resdents aged under 65 and has been excluded from the andyses
presented in this report. In a number of cases, the type of home reported by the respondent
differed from the type of home recorded on the sampling ligs, principdly due to an increase
in dud regigration. These differences occurred for 51 of the 673 homes which responded
and for 47 of the 618 homes which provided a complete response.  For these homes, the type
of home has been reclassified to correspond to that stated by the respondent for the anadyses
presented in this report.  Full detalls of the reclassfication of such homes are given in
Appendix 2.

1.3 Conclusion

The data collected in the cross-sectiona survey provide the basis for a wide variety of
possible analyses. Some of these are described in Netten et d. (1996). This report provides a
decription of the results of the firda main group of andyses of the survey. The second
chapter describes the characteristics of the resdent population and compares them with the
results of previous surveys. A description of the characteristics of homes, again putting them
in the context of the results of previous work, is presented in Chapter 3. Chapter 4 provides
an andydss of prices and costs of both independent and loca authority managed homes,
focusng in particular on the relationship between costs and dependency. Chapters 5 and 6
examine evidence about actud area codt variaions in resdentid and nursing care, in relaion
to the current arangements for dlowing for these variations in the dlocation of centra
government funding to locd authoritiess The find chepter consders some of the policy
relevance of the main findings of the survey to date. Two agppendices contain, respectively, a
description of previous surveys, and details of the sampling procedures, response rates and
weighting procedures as they have been gpplied in this report.
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1.4 Notes on the Tables

For the purpose of this report, both the home-levd and the resdent-level data have been
weighted to ensure representativeness by type of authority and to adjust for varying selection
probabilities and response rates, as described in Appendix 2. In the tables of information
presented in this report, the data have been weighted to correspond to the nationd
digtributions of provison by each type of home, and overdl estimates have been obtained by
weighting the data in proportion to the number of homes of each type in England. As noted
above, one home was found to have a mgority of resdents aged under 65, and has been
excluded from the andyses presented in this report. Thus the tables of information about
homes are based on 672 homes which provided usable home-level data, and the tables of
information about residents are based on the subgroup of 617 homes which provided a
complete response.  The number of resdents shown in the tables of resident-leve data is the
weighted number in each category, and the overdl tota is the sum of the separate weighted
totas. The weghted number of resdents in each category incorporates weights to
compensate for the subsampling of resdents within homes, and thus the weighted tota
number of resdents differs from the unweighted total. For the purpose of datidica tests, the
weighted totals would have to be rescaed to correspond to the achieved sample size, as
explained in Appendix 2.

Percentages shown in the tables have been rounded to whole numbers and may not sum to
100 due to rounding. The following symbols have been used in the tables: ‘<1’ denotes non-
zero percentages of under one per cent; ‘na denotes information that was not available; and
- denotes ingpplicable items of information.
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Chapter 2
Resident Char acteristics

2.1 Introduction

The high cost of provison and the vulnerability of people who need resdentia or nursing home care
mean that there is dways interest in the nature of provison and who is receiving such care. Currently
there are anumber of areas of interest:

Is there evidence that local authority assessment responsibilities assumed in April 1993 have had
an impact on the nature of the publicly-funded population?

What are the implications of the changing role of the NHS in the provison of long-term care?

In view of proposds to consder diminating the current divide between resdentid and nursing
home regigtration procedures, how do residentia and nursing home populations differ?

How do privately-funded residents compare with publicly-funded residents?

How do residents now compare with resdents in the past?

In order to shed light on such issues this chapter describes the characteristics of elderly residents
(aged 65 and over) in the survey and compares them across type of home, source of funding and
type of stay.* In making these comparisons the results have been weighted to reflect the nationd

picture, both within and across home type, as described in Appendix 2. The resdents in this survey
are then compared with the results of previous surveys of homes to provide an insight into the degree
to which residents of resdentid and nursing home care have changed over time.

In the tables contained in this chapter, the number of individuads shown for each category of
information drawn from the 1996 survey is the weighted number of individuas for whom the reevant
information was obtained, with the exception of tables 2.15 to 2.20. Asexplained in Appendix 2, the
weighting procedure was designed to compensate for the subsampling of residents within homes, and
the number of residents shown in the tables for the 1996 survey corresponds to the weighted total

number of residents in the homes which provided resdent information. However, the weighted totd

number of residents was smaller than the total number of residents (20,226) in the respondent homes
because the weighting procedure incorporated weights for unequa probabilities of selection of homes
and to adjust for representativeness. For the purpose of datistical tests, the weighted totals would

! Thereisalways asmall proportion of residents |ess than 65 years old in homes which are primarily for older
people. Unless specified, the younger residents have been included in all the descriptive statistics as they
represent asmall but important group of residents. Often they have physical disabilities and no more suitable
accommodation can be found. Two per cent of residents were less than 40 yearsold. Thisyounger group was
more likely to be found in voluntary residential homes or private provision than in local authority accommodation.
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have to be rescaled to the achieved sample size, as explained in the appendix. In tables where more
than one type of information is presented, the number of individuas shown for each category is the
maximum number of weighted cases for whom the relevant information was obtained. In tables 2.15
to 2.20, showing comparisons with information collected in 1981, 1986 and 1988, the numbers of
homes shown in each table are the numbers of respondent homes which provided complete
information, and the numbers of residents are the numbers of resdents in these homes. Intables2.21
to 2.23, the number of individuals shown for each category for 1986 is the maximum number of cases
for whom the relevant informeation was obtained.

2.2 Type of Stay and Sour ce of Funding

Some information about source of funding was identified for 76 per cent of resdents. There was
condderable variation in the leve of information available about funding between different types of
home. In locd authority homes the source of funding was identified for 43 per cent of resdents,
compared with 85 per cent or more in other types of home. There was some concern about the
accuracy of the digtinction made by home managers between the sources of funding of publicly-
funded resdents. As far as possble, data were checked to identify whether any obvious
misclassifications had occurred and the data recoded accordingly.?

Table 2.1 shows the pattern of funding by type of resdent in each type of home weighted to reflect
the digtribution of resdents over 65 by home type and the nationd populatiion of homes. The
privatey-funded category includes 12 elderly people who were not being paid for by anybody at the
time of the survey. When weighted to reflect the nationd distribution of residents, nearly 70 per cent
of dl resdents were permanent and publicly funded. In independent resdentia care about a third of
residents were privately funded, compared with only a quarter of resdentsin nursng homes.

Nationdly, only 2 per cent of residents were funded by the NHS. Thirty per cent of residents who
had any NHS funding were jointly funded with locad authorities. When the data are weighted to
reflect the nationa digtribution of homes, the largest Sngle proportion of NHS funded residents was
located in nursing homes and dua registered homes (47 per cent) but the remainder, the mgority
overal, were located in resdentia care of one sort or another.

Dud regigered homes showed a smilar funding profile to nurang homes, dthough a much lower
proportion of resdents were funded through the NHS. In the sample as a whole, 60 per cent of

2 The interim report of the survey (Netten et al., 1997) describes the basis for the reclassification. As the recoding
resulted in aloss of information for those residents where the source of their public funding was unclear, the
funding distinction islimited, when comparing characteristics by funding source in | ater tables, to publicly and
privately funded residents.
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beds in private dud registered homes and 54 per cent in dud registered voluntary homes were
registered as nursing beds.

Although it was noted above that considerable caution should be used in interpreting the information
on source of funding provided by managers of loca authority homes, the proportion of resdents
identified as wholly privately funded was the same as that found in an earlier study of three authorities,
which found that six per cent of 1,720 residents in loca authority homes were paying full cost fees
(Darton, 1992).

Short-term residents were predominantly funded by locd authorities, and placed in loca authority
homes. Comparing the proportion of short-term residents found in each type of home in the survey
with the nationd digtribution of resdents in each home type, it is estimated that 62 per cent of dl
short-term placements were in locd authority homes. Of locd authority funded short-term care
resdents, 81 per cent were in locd authority homes when the survey sample was adjusted to reflect
the digtribution of publicly-funded residentsin homes nationdly (Department of Hedlth, 1997c).

Information about who changed from being entirdly privately funded to being partidly or wholly
publicly funded was most reedily available from privatdy-run establishments. (Information about
changes in funding was available for only 26 per cent of residentsin loca authority homes,) Of those
permanent, publicly-funded residents who were 65 or over at the time of the survey® and for whom
information was given, 14 per cent were identified as having being admitted as wholly privatey
funded. As would be expected, a higher proportion of DSS funded residents had become publicly
funded during their stay than local authority supported residents. Data were available for 76 per cent
of residents who were DSS funded and for 73 per cent of loca authority funded resdents. Among
those supported by the DSS, 23 per cent of dderly residents had been whally funding themselves on
admisson. This compares with just 11 per cent of elderly resdents who were supported by loca
authorities. These proportions are higher than reported earlier for the total population of homes as
they exclude publicly-funded residents under the age of 65 who are much less likely to be spend-
down cases.

Managers in independent homes were asked how many residents had become spend-down cases by
becoming publicly funded during the year. Intotd, 142 (38 per cent) of the independent homes had
any spend-down cases. The totad number of spend-down cases was 280, 32 of which were
accounted for in one home. Fifty-two per cent of spend-down cases were preserved rights
resdents. Information was not collected about the age of these residents but the distribution of
gpend-down amongst individua resdents suggedts that the vast mgority would have been elderly.

% Omitting those 154 residents who were privately funded at the time of the time of the survey and who were
identified as changing from private to public funding.



These cases represent a very smal fraction of the total population of the homes - lessthan 2 per cent
of available placesin any oneyear. They were located amost entirely in resdential homes.

2.3 Length of Stay

Table 2.2 shows the average and didtribution of length of stay for permanent resdents and the
planned length of stay for short-term residents by type of home. For permanent residents the nationa
average uncompleted length of stay was 36 months, with nursng home residents having been in the
home for a sgnificantly shorter length of time: 30 months on average.  Median length of stay was
much shorter: 24 months overdl, 21 months in nursing homes. Even this is longer than predicted
length of stay on admisson. The longitudind study has found that the median length of say o
publidy-funded admissions to a nursing home was one year (Bebbington et d., 1998). Among
resdentid homes, people in voluntary homes had been in the home for longer: nearly four years on
average (median 31 months), compared with just over three years in private and locd authority
accommodation (median 25 and 24 months respectively).

Nationdly, just under 30 per cent of resdents had been in the home for a year or less. This
proportion varied by home type, with nursing homes having a higher proportion of recent admissons
and voluntary residentia homes a lower proportion. The difference was not entirely due to the more
rapid turnover in nursing homes, however. There was aso variation in the proportion who had been
resdent for a very long period, defined as five years or more. This ranged from just 15 per cent in
nursing homes to 26 per cent in voluntary resdentid homes. Overdl, a fifth of resdents nationaly
had been resdent in homes for more than five years. The maximum length of stay among al resdents
who were aged 65 or over at the time of the survey was 48 years. Once those who had been
admitted when they were less than 65 were excluded, the maximum length of stay was 22 years.

Table 2.3 shows length of stay information by type of funding. Publidy-funded permanent residents
had been living in homes four months longer, on average, than privatey-funded resdents. The
proportions of privately and publicly-funded elderly residents who had been in the home less than a
year were virtudly identical. The difference is primarily due to the higher proportion of publicly-
funded people who had been in the home for longer periods.

Among publidy-funded residents, 69 per cent of short-term placements were for 14 days or less, 29
per cent for exactly two weeks. Although the proportion of private payers staying for two weeks
was virtudly the same, overdl they were planning to stay longer on average, with 27 per cent
planning to stay more than four weeks. In 24 per cent of cases home managers did not know
whether the short-stay resdent was a regular user of short-term care. Of the remaining cases,
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however, the mgority (74 per cent) were regular users, with 55 per cent having visited the home
before, while 19 per cent were on their first vidt, with the intention that it should become regular.
Publicdly-funded residents were more likely to be regular short-stay vistors than privately-funded
resdents, but even among privatey-funded residents 65 per cent were, or were planning to be,
regular visitors.

2.4 Sour ce of Admission

Tables 2.4 and 2.5 show the source of admission by type of home and funding. As noted above, the
pattern of admissons in dud registered homes gppears closer to nursng homes than resdentia
homes. As would be expected, a sgnificantly higher proportion of people in nursng homes were
admitted from hospita and a sgnificantly lower proportion from single person households. Residents
in locd authority homes were more likely to be admitted from multi-occupancy households. Thiswas
due in part to the higher proportion who were short-term residents, but aso held true for permanent
resdents done: 19 per cent of permanent residents in loca authority homes were admitted from
mullti-occupancy households, compared with 13 per cent in independent homes. This may well be
due to the different arrangements for admitting publicly-funded residents. Publicly-funded permanent
resdents were sgnificantly less likely to have been admitted from single person households and more
likely to be admitted from hospitd than privately-funded permanent residents.

2.5 Age and Gender

Tables 2.6 and 2.7 show the age and gender of residents by type of home, type of stay and funding.
Sgnificantly higher proportions of elderly resdents were mae in loca authority run residential homes
and nursing homes, than in independent residentid homes. Among permanent residents, nearly 80
per cent of resdents were femde. A sgnificantly lower proportion of short-stay residents was femde
(about 70 per cent).

Among residents aged 65 or over, the national average age was 85 years. The admissons survey
found that people admitted to nursng homes were dightly, but sgnificantly, younger than those
admitted to resdential care. Thisis reflected in the population of homes. At an average age of 84,
publidly-funded resdents were sgnificantly younger than privately-funded residents (who were 86
years old on average).
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2.6 Dependency

2.6.1 Functional ability

Tables 2.8 and 2.9 show levels of dependency by type of home, type of resident and source of
funding. Functiond ability information is shown by a number of activities of daly living, average
Barthd scores and Barthel based dependency groups. This widely used scale ranges from 0-20 with
lower scoresindicating higher levels of dependency (Rodgerset d., 1993).

Aswould be expected, resdents in nursing homes were much more dependent than thosein any form
of residentia care. This was true for each of the sdlf-care tasks individualy and using the Barthel
score. Nearly 40 per cent of cases in nursing homes fell into the most dependent Barthel category,
compared with about 10 per cent in dl forms of resdentid care. Nationdly, afifth of al resdents
were estimated to be in the most dependent group.

Both types of independent residentia care showed a smilar dependency profile. Residents in loca
authority homes, however, had a lower average Barthel score, reflected in a noticesbly lower
proportion of resdents in the leest dependent group, compared with other forms of residentia
accommodation. The vast mgority of resdentsin loca authority provison were publicly funded and
al of them will have been assessed by the authority prior to admission.

Table 2.9 compares dependency by source of funding. The weighted sample which reflects the
nationd digtribution of resdents shows that, overdl, privaidy-funded permanent resdents were
sgnificantly less dependent than publicly-funded permanent residents. The difference is not large but
probably is increasing. Of recent admissons (those admitted during the previous 12 months), the
proportion of residents in the least dependent group (with Barthel scores over 12) was 53 per cent
for privately-funded residents and 42 per cent among publicly-funded residents.

It is noticegble, however, that there are il Significant numbers of people in resdentid care who have
low levels of impairment. Nearly onefifth of al resdents scored 17 or more on the Barthel scale and
were fully intact on the MDS Cognitive Performance Scale (Morris et d., 1994). The proportion
was dightly lower (17 per cent) among publicly funded people who were admitted during the past
year. While there may be unmeasured reasons for such people being appropriately placed in
resdentia care, this finding begs the question whether some people may be recovering after
admission and could have subsequently returned to a private household. In the comparison of local
authority funded admissons with current resderts there were higher proportions in the least
dependent group among current residents (42 per cent) than among new admissions (34 per cent)
(Netten et d., 1997). In the longitudind survey of publicly-funded admissons, 24 per cent of
aurvivors were classfied in a lower dependency group (i.e. more independent) sx months after
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admission (Darton and Brown, 1997).

There was no dgnificant difference between dependency leves according to source of funding in
private resdentia homes. Tables 2.21 and 2.23, which compare dependency over time, show that
the difference in dependency levels according to source of funding was limited to voluntary resdentia
care and nursing homes. It is not clear why in residentia care the difference was redricted to
voluntary provison. Locd authority funded resdents in nursng homes were sgnificantly more
dependent than other locd authority funded resdents, but there was no significant difference in
dependency between loca authority funded resdentsin different sectors of residentia care (Netten et
a., 1997).

For both privately and publicly-funded residents, those who are admitted from single person
households were less dependent than those admitted from shared households. These in turn were
less dependent than those who were admitted from hospita.  Within these groups, whether people
were privately or publicly financed had no significant reationship with dependency except among
those admitted from single person households. In this group, privately-funded people were less
dependent (p<0.05). The greater prevalence of privately-funded people being admitted from single
person households (and who have access to assats tied up in their previous homes) means that,
overdl, privatdy-funded people were |ess dependent than publicly-funded residents.

One important group within currently publicly-funded residents are spend-down cases. those who
were admitted as privately funded and ran out of assets. Aswould be expected, this group had been
living in homes longer than other residents on average (49 months compared with 34 months for other
publidy-funded resdents). Table 2.10 compares the characteristics of residents who were publicly
funded, privately funded or spend-down cases. The overdl level of dependency d spend-down
cases gppears to lie between privatey and publicly-funded residents, with an average Barthel score
of 11.0, compared to 10.7 for publicly-funded residents and 11.6 for privately-funded residents.

With the exception of NHS-funded residents, short-stay residents were significantly less dependent
than permanent resdents on al measures of functiond ability.

2.6.2 Nursing care

Tables 2.11 and 2.12 show the need for, and externa provison of, nursng care. In al forms of
resdentia based care, nearly a hdf of dl residents needed some form of nursing care. Aswould be
expected, nursng home residents needed more nuraing care. Only 15 per cent of residents did not
have a specific nurang need identified. However, as this would be provided in a nurang home,
relatively little use was made of district nursing services, with less than four per cent of residents being
vidted at dl. By contradt, less than a quarter of elderly residents of residentid homes needed nuraing
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care of any sort, but for the most part this was provided by community nurse visits.

The didribution of short-stay residents across home type (primaxily in residentid rather than nursing
home care) probably accounts for the pattern of need and service receipt shown in table 2.12.
Short-gay resdents were significantly lesslikely to need nuraing care, and more likely to be receiving
vigts from digtrict nurses during their stay than were permanent residents.

2.6.3 Mental state

Tables 2.13 and 2.14 show indicators of mentd date by home and funding type. The measure of
confusion used for the survey was based on an gpproximation to the seven-category MDS Cognitive
Performance Scale (Morris et a., 1994), grouped into three categories (see note to table 2.13) for
the purpose of comparison with information collected in a single question in previous surveys. There
was asmilar pattern to that described above in relation to physical dependency. Residents of nursing
homes showed the highest level of cognitive impairment and behaviourd disturbance.  Among
resdentid homes, locd authority run establishments had a higher proportion of resdents with
cognitive impairment than private homes. Private and voluntary homes had smilar levels of cognitive
imparment among their resdents, but voluntary homes were more likely to be caring for people
displaying frequent antisocia behaviour.

There was a sgnificantly lower proportion of privately-funded resdents who had any kind of
cognitive impairment or behaviourad problem than publidy-funded resdents whether they were
permanent or short-stay. Again the difference was restricted to voluntary resdential and nursing
homes. Short-dtay resdents were sgnificantly less cognitively impaired or likely to be exhibiting
antisocid behaviour than permanent residents.

2.7 Comparisonsover Time

As explained in Chapter 1, the survey was designed to provide comparable information to that
collected in previous surveys conducted in 1981, 1986 and 1988, alowing a description of how the
characterigtics of ederly people living in resdentid care and nurang homes have changed over the
period 1981-1996. Tables 2.15 to 2.19 draw on information collected in the four surveys. The
surveys in 1981 and 1986 were conducted by the PSSRU, the 1986 survey being conducted in
collaboration with the Centre for Hedth Economics (CHE) at the University of Y ork, while the 1988
urvey was a survey of locd authority residentid homes undertaken by the Socid Services
Inspectorate (SSI) of the Department of Hedlth (Department of Health Socia Services Ingpectorate,
1989). These surveys are described in Appendix 1. In order to make valid comparisons with the
results of the previous surveys, the 1996 figures include people under the age of 65 and residents in



dud registered homes are omitted.

2.7.1. Age and gender

The proportions of femae resdents in the 1996 survey were smilar to those in the 1986 and 1938
surveys for loca authority and independent resdential homes, whereas maes accounted for a dightly
larger proportion of resdents in nurang homes in 1996 than in 1986. Among loca authority
resdential homes, the proportions of femades were smilar on dl three occasons, whereas the
proportion of femaes was greater than in 1981 in voluntary residentiad homes and smdler than in
1981 in private resdentia homes.

The mean ages of resdents in resdentiad homes in 1996 were dightly higher than in the 1986 and
1988 surveys, but the difference was more marked for nursng homes due to a ten year differencein
the mean ages of mde resdents in the two surveys. Among residential homes, the changes in mean
ages between 1986/88 and 1996 continued an upwards trend between 1981 and 1986/88 for local
authority and voluntary homes. However, the mean age of residents in private resdentia homes
declined between 1981 and 1986, and the mean age for maes was dightly lower and the mean age
for females was dightly higher in 1996 than in 1981.

2.7.2. Length of stay

For loca authority and voluntary resdentia homes and for nurang homes, the digtributions of length
of stay for permanent residents in the 1996 survey were smilar to those in the 1986 and 1988
surveys (table 2.16). The mean lengths of stay for voluntary residentia homes and for nursaing homes
were dightly shorter in 1996 than in 1986, whereas a comparison of the distributions of length of stay
for locd authority homes would suggest that the mean length of stay for locd authority homes was
unchanged during this period.

In contragt, the distribution of length of stay for permanent residents in private resdentia homes in
1996 was subgtantidly different from that in 1986. In 1996, permanent resdents in private homes
resembled those in loca authority homes, 28 per cent had been in the home for less than one year
and the mean length of stay was 37 months. In 1986, however, 43 per cent of permanent resdents
in private resdentia homes had been in the home for less than one year, and the mean length of stay
was 22 months. The results of a study conducted in three loca authorities in 1992 are congstent with
the changes in length of stay of residents in private resdentia homes between the 1986 and 1996
surveys. In the 1992 study, the mean length of stay of resdents in private resdential homeswas 31
months, and 30 per cent of residents had been in the home for less than one year and 15 per cent had
been in the home for five years or over (Darton, 1994a). The corresponding figures for locd
authority homes were dso condgtent with the digtribution of length of stay in the 1988 and 1996
surveys. However, the residents in voluntary residentia homes and in nuraing homes in the three loca
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authorities had shorter lengths of stay. In the 1992 study, the mean length of stay was 36 months in
voluntary resdentid homes and 21 months in both private and voluntary nursng homes (Darton,
1994a).

For locd authority resdentid homes, the didributions of length of stay for permanent resdents
remained farly constant between the 1981, 1988 and 1996 surveys. For voluntary residentia
homes, the mean length of stay was substantialy shorter in 1986 and 1996 than in 1981, dthough in
1996 voluntary resdential homes till had the largest proportion of resdents who had been in the
home for five years or over. For private resdentid homes the mean length of stay in 1986 was
shorter than in 1981, but this was probably due to the rapid expansion of the private residential care
sector in the 1980s (Darton and Wright, 1993), and the length of stay distributions for these two
years were more Similar to each other than to the 1996 digtribution.

The information collected on length of stay in each of the four surveys related to the length of stay of
current resdents at the time of the particular survey, that is, the uncompleted length of stay. In such
cross-sectiona surveys, residents with shorter lengths of stay will be under-represented compared
with those with longer lengths of stay. In homes with high levels of turnover, the mean length of stay
computed for current residents will exceed the mean completed length of Stay for leavers, as was
demondtrated in the study conducted in three local authorities in 1992. In this study, the completed
length of stay was obtained for those residents who left the home during a three month period. The
highest turnover rates were in private nursing homes, and in these homes the uncompleted length of
say was 21 months, whereas the completed length of stay for leavers was 17 months (Darton,
1994a).

2.7.3. Source of admission

Compared with 1986, a larger proportion of resdents in nursaing homes in 1996 had been admitted
from hospitd (table 2.17). Among residentid homes, the proportion of residents admitted from
hospital had increased in voluntary homes, but the proportion had decreased for loca authority and
private resdentiad homes. The decline in the proportion of residentsin loca authority homes admitted
from hospital continued the downwards trend between 1981 and 1988, but the proportion of
resdentsin private resdentiad homes admitted from hospital in 1996 was smilar to that found in the
1981 survey.

Residents in locd authority and private resdentid homes were more likely to have been living done
prior to admisson in 1996 than in the previous surveys, whereas the proportion of residents in
voluntary homes who had been living done was dightly greater in the 1986 survey than in 1981 or
1996. However, resdents in voluntary resdential homes were more likely to have been living done
indl of the surveys.



The proportion of resdents recorded as having trandferred from another home remained fairly
congtant across the surveys, but the proportion of residents admitted from sheltered housing
increased over the period.

2.7.4. Physical dependency

Table 2.18 shows that in dl types of home, problems of physica functioning were grester in 1996
than in 1986/88. But changes in levels of physcd functioning were more marked in voluntary
resdentid homes and nursing homes than in locd authority and private resdentia homes, particularly
in relation to continence. In resdentid homes in the 1996 survey, levels of mobility, the need for
assigance in sdf-care tasks and levels of continence were quite Smilar, wheress, prior to 1996,
levels of physica dependency among residents of voluntary resdential homes were lower than among
resdents of loca authority and private resdential homes.

In the 1981 survey, resdents in locd authority and private resdentiad homes had smilar leves of
physical dependency, but levels of physica dependency among residents of the loca authority homes
in the 1988 survey were higher than those recorded for private homesin 1986, with the exception of
the need for assstance with sdf-caretasks. Levelsof physica dependency increased between 1981
and 1986/88 in loca authority and voluntary resdentia homes, but among private homes levels of
physical dependency in 1986 were very similar to those in 1981.

2.7.5. Mental state
Extra caution needs to be exercised when comparing measures of mental state over time because of
concerns about the comparability and reliability of measures.

As noted above, the measure of confusion used for the 1996 survey was based on an gpproximation
to the seven-category MDS Cognitive Performance Scale (Morris et d., 1994), grouped into three
categories for the purpose of comparison with information collected in a sngle question in the
previous surveys. Although comparisons of levels of confusion are complicated by this change in the
method of calculation, levels of confusion do appear to have been greater in 1996 than in previous
years (see table 2.19). This was particularly noticegble in nurang homes, in which 21 per cent of

resdents were classfied as severely confused in the 1986 survey, compared with 44 per cent who
were classfied as severely cognitively impaired in the 1996 survey. Among resdentia homes, the
changes appear most marked in the intact (mentaly dert) and mild impairment (mildly confused)

categories, and changes in levels of confuson were more marked in voluntary resdential homes than
in locd authority and private resdentia homes, athough the proportion of residents classfied asintact
(mentaly dert) fel from 41 per cent to 28 per cent in loca authority homes and from 52 per cent to
32 per cent in private resdentia homes between 1986/88 and 1996. As in the case of physical

dependency, menta confusion was less prevalent among residents of voluntary resdential homes than
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among residents of local authority and private resdentia homes prior to 1996.

In the 1981 survey, resdents in loca authority homes had somewhat higher levels of confuson than
resdents in private resdentid homes, but levels of confuson were subgtantiadly lower among
residents of voluntary resdentia homes. Between 1981 and 1986/88, levels of confusion increased
dightly among residents of loca authority homes and more substantially among residents of voluntary
resdentia homes, but, as in the case of physica dependency, levels of confusion among residents of
private resdentid homesin 1986 were very smilar to thosein 1981.

Similar reservations need to be made when comparing behaviour of resdents. Antisocia behaviour
was classfied in terms of frequency for the 1996 survey, but in terms of leve of disruption in the
previous surveys. On this basis, asin the case of physica functioning and menta confusion, changes
in the level of antisocia behaviour between 1986/88 and 1996 were grestest for residents of
voluntary residentia homes and nursing homes. Between 1986/88 and 1996, the level of antisocid
behaviour appears to have increased for residents of private resdentia homes, but not for resdents
of local authority homes. Between 1981 and 1986/88, levels of antisocid behaviour increased
dightly among residents of local authority residentid homes, but not among residents of independent
resdential homes.

Congderable caution should aso be used when drawing conclusions about reported levels of anxiety
and depresson among residents as other studies have found that clinical levels of depresson are
frequently not identified by staff in homes (Schneider and Mann, 1997). Thus changes in reported
levels of depression and anxiety and differences in levels between home type may reflect variaion in
daff perceptions as much as variations in prevaence of depresson. Given this, the overal pattern
again shows that where there is any change it is most marked as an increase in the reported levels of
depression and anxiety in nursing homes and voluntary residential homes.

2.7.6 Aggregate measures of dependency

The two summary measures of dependency shown in table 2.20 reinforce the results of the separate
comparisons of individua aspects of physicd and mentd functioning. The Index of ADL (Katiz et d.,
1963, 1970) is based on six functions. bathing, dressing, toileting, transfer, continence and feeding.
The DHSS 4-category measure was developed for the 1970 Census of Residential Accommodation
(DHSS, 1975). The DHSS measure is based on mohility, continence, menta state (confusion), and
the capacity for sdf-care in washing, bathing, dressng, feeding and using the toilet, and is defined in
Davies and Knapp (1978).

Using these indicators, residents in nurang fomes in 1996 were substantialy more dependent than
resdents in resdentia homes. Sixty-eight per cent of resdents in nursing homes were classfied in
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categories E, F or G of the Index of ADL, corresponding to dependence in bathing, dressing,
toileting and in at least one other function, and 76 per cent were classified as heavily dependent on
the DHSS dependency measure. In contrast, approximately 25 per cent of resdents in residentia
homes were classified in categories E, F or G of the Index of ADL, and 37 per cent were classified
as heavily dependent on the DHSS dependency measure,

In the 1996 survey, levels of dependency were quite Smilar across the different types of resdentia
home, the proportion of resdents classfied as heavily dependent ranging from 32 per cent in
voluntary resdentia homes to 41 per cent in locd authority homes. The two summary measures
cannot be reproduced for locd authority homes in the 1988 survey without access to the origind
data, but the lower levels of dependency among residents of voluntary resdential homes prior to
1996 are il evident in the table,

As noted above for individua aspects of physicd and menta functioning, levels of dependency were
greater in dl types of home in 1996 than in 1986/88, but the changes were greater for voluntary
resdentia homes and nursing homes, and the summary measures reinforce this. Between 1986 and
1996, the proportion of residents classified as heavily dependent increased from 20 per cent to 32
per cent in voluntary resdential homes and from 54 per cent to 76 per cent in nursng homes,
compared with an increase from 29 per cent to 36 per cent in private resdentiad homes. Levels of
dependency increased between 1981 and 1986 in voluntary residential homes, but, among residents
of private homes, levels of dependency in 1986 were very smilar to thosein 1981, as noted above.

The information collected in the 1981 survey indicated that, overdl, resdents in locd authority and
private resdentia homes had smilar levels of dependency, particularly in relaion to physica abilities
and continence, and, to alesser extent, mental state, and were much more dependent than residents
in voluntary resdentid homes. Twenty-eight per cent of resdents in loca authority and private
resdentiad homes were classified as heavily dependent, compared with 12 per cent of resdents in
voluntary resdentid homes. However, a higher proportion of resdents in private resdentia homes
were relaively independent, 34 per cent being classfied as minimaly dependent, compared with 25
per cent of resdentsin loca authority homes.

Between 1981 and 1986/88 levels of dependency among residents of loca authority and voluntary
resdentiad homes increased, but levels of dependency among residents of private resdentia homes
were very smilar in 1981 and 1986, possibly due to the rapid expansion of the private resdentia
care sector in the 1980s (Darton and Wright, 1993). A previous analysis of changes in dependency
between 1970/71 and 1981, usng information collected in the 1970 Census of Resdentid
Accommodation (DHSS, 1975) and the 1971 DHSS sample survey of private resdential homes
indicated that resdent dependency had incressed in al three resdentid care sectors, adthough



changes in the voluntary sector were rdatively smal, while changes in the private sector were most
marked (Darton, 1984).

2.7.7 Source of funding and changes in dependency over time

Tables 2.21 to 2.23 show the same indicators of functiond, cognitive and aggregate measures of
dependency for the 1986 and 1996 surveys by type of home and source of funding. Leves of
dependency have risen for both privately and publicly-funded residents over the period. Thismay be
due in part to the introduction of assessment as a proportion of privately-funded residents will have
been assessed by loca authorities prior to admisson. It was noted above that the difference in
dependency levels which has emerged according to source of funding in the 1996 survey is restricted
to nurang homes and voluntary residentia homes.

2.8 Discussion

In the introduction, five areas of current interest were raised which the survey can help address: the
impact of the 1993 community care reforms, the impact of the changing role of the NHS; the
resdentia-nursing home divide; the comparison of privatdy-funded and publicly-funded residents;
and changes in the type of resdent being cared for over time.

Previous work, reflecting the pattern of home use before the introduction of the 1993 reforms, found
little difference between people who were privately funded and those supported by public funds in
independent homes.  This picture gppears to be changing, with the most recently admitted publicly-
funded residents being significantly more dependert than privately-funded resdents in nursng homes
and voluntary residentiad homes. This suggests that, as a result of the reforms, the type of resident
who is publicly funded has changed in the direction that the reforms were designed to encourage.
Moreover, there has been arise in the level of dependency of privately-funded resdents, which in
private resdentid homes, gppears to have kept pace with publicly-funded resdents. This may be
due in part to those residents who are assessed by local authorities but who are able to meet full fees.

With respect to the changing role of the NHS there has dso been a shift to admitting more people
directly from hospita. This is in part associated with the higher levels of dependency of loca
authority assessed resdents. The proportion of residents in voluntary resdentia homes and nursing
homes who had been admitted from hospitad was greater in 1996 than in 1986, whereas the
proportion had decreased for private resdentia homes and, to a greater extent, for loca authority
homes. In addition, thereisasmadl, but very dependent group of NHS funded residents. Should this
group expand there would be important implications for the cost and nature of resdentia and nursing
home care.

26



The third issue raised was the potentid for removing the current divide between nursng and
resdentia care in regidration arrangements. Residents in the dud registered homes in the survey
were more Smilar to nursng home than resdentiad care resdents. For the most part, however, in
terms of resident populations there appeared to be a very clear divide, particularly between publicly-
funded resdents in independent residentid and nursing homes. Changing peatterns of dependency
mean this divide is even more marked than in the past. While changes in arrangements may provide
welcome oversight of the nursing needs of residentia home residents (Schneider et a., 1997), some
of the most important implications will be the resulting impact on the costs of care (see Chapter 4).

The evidence seems to suggest that there are some people in residential care that could be cared for
in the community. This might arise from the process of admisson. For example, ederly people who
are admitted from living aone are more likely to have the assets arising from the sale of their home,
and so more likely to be privaidy funded. There was a sgnificantly higher proportion who were in
the lowest dependency groups, both in terms of cognitive and physica impairment, among those who
were privatey funded and admitted from single person households. In the absence of expert advice
and access to sarvices it may well gppear to ratives that it is necessary to move into resdentid

accommodation because a person is old, aone and has some impairment. However, this does not
account for the publicly-funded resdents who were dso to be found a reaively low levels of

dependency. Alternatively, low dependency people may be in resdentia care because they have
recovered after admisson. There is me evidence from the longitudind survey supporting this,

athough the data are not gtrictly comparable since socid workers provided the initid assessment and
home managers the sx month follow-up. Nevertheless, if this were the case it would suggest some
scope for rehabilitation services that would prevent long-term admission to care.

The changing nature of publidy-funded residents being cared for in homes is primarily reflected in
levels of dependency. Levels of dependency increased in al types o home between 1986/88 and
1996, but the changes were greeter for voluntary resdentiad homes and nursing homes. In 1996,
resdents in nursng homes were subgtantialy more dependent than residents in residentid homes,
wheress levels of dependency among residents of loca authority, private and voluntary resdentia
homes were quite Smilar. Prior to 1996, resdents in voluntary resdentia homes exhibited lower
levels of dependency than resdentsin loca authority and private resdential homes.

These changes probably reflect the degree to which voluntary residentid care is more closdy
resembling private provison than in the past, athough length of stay is Hill longer than in other types
of home. The increase in length of stay of resdents in private homes probably reflects the fact that
homes in 1996 tended to be edtablished for longer than in the mid-1980s when the market was

rapidly expanding.

27



Clearly there have been considerable changes in the type of resident being cared for in recent years.
In order to consder how these residents are being cared for and the degree to which the provison
itsdlf is changing we need to turn to the characteridtics of the homes themsdves.
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Table2.1: Typeof resdent and type of funding by hometype

Residential homes Dual registered homes Nursing All homes
homes
Local authority Private Voluntary
Number of residents (65+) 2198 1868 2482 1886 3493 11927
Permanent residents
Publicly funded (%)
DSS funded 0 25 25 20 23 22
LA funded 79 33 39 50 46 45
NHS funded? 2 <1 1 <1 4 2
Publicly funded from any source’ 80 64 66 71 74 69
Privately funded (%) 8 A 3 27 25 29
Short-stay residents
Publicly funded (%)
LA funded 9 <1 <1 <1 0 <1
NHS funded 2 0 0 0 <1 <1
Total 11 <1 <1 <1 <1 2
Privately funded (%) 1 <1 <1 <1 <1 <1

Notes: 1. For each type of home the results are weighted to reflect the national distribution of that type of home. The datafor all homes are also weighted to reflect the
national distribution of home type.
2. Includesjoint NHS and LA funded.
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Table2.2: Length of stay by hometype

Residential homes Dual registered homes Nursing All homes
homes
Local
authority Private Voluntary
Permanent residents
Total number of permanent residents (65+) 4322 2009 2849 2116 3990 15286
Mean length of stay (months) 39 37 46 32 30 36
Length of stay (%)
6 weeks or less 3 4 3 4 6 4
6 weeks- 3 months 4 5 4 5 6 5
3-6 months 5 5 4 5 6 5
6 months- 1 year 14 15 12 14 15 14
1-2 years 21 18 19 21 20 19
2-3years 14 13 13 16 16 14
34 years 1 11 11 10 1 1
45 years 7 8 8 8 7 8
5yearsand over 22 22 26 16 15 20
Short-stay residents
Total number of short-stay residents (65+) 484 25 52 A 53 648
Planned length of stay (%)
Under 7 days 19 48 16 12 8 21
7-13 days 2 16 21 15 4 18
14 days 28 16 39 41 53 31
15-20 days 3 0 0 0 0 2
21-27 days 8 8 4 15 15 10
28 days and over 21 12 21 18 21 19

Note: 1. For each type of home the results are weighted to reflect the national distribution of that type of home. The datafor all homes are also weighted to reflect the national
distribution of home type.




Table2.3: Length of stay by funding type

Type of funding

Public Private
Permanent residents
Total number of permanent stay residents (65+) 8371 3005
Mean length of stay (months) 37 3
Length of stay (%)
6 weeks or less 4 4
6 weeks- 3 months 5 4
3-6 months 5 5
6 months- 1 year 14 15
1-2 years 18 22
2-3years 14 14
34 years 11 11
4-5years 7 8
5yearsand over 21 17
Short-stay residents
Total number of short-stay residents (65+) 322 88
Planned length of stay (%)
Under 7 days 20 15
7-13 days 20 14
14 days 29 30
15-20 days 1 1
21-27 days 8 14
28 days and over 22 27

Note: 1. Data are weighted to reflect national distribution of home type.
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Table 2.4: Sour ce of admission by hometype

Residential homes Dual registered homes Nursing All homes
homes
Local authority Private Voluntary
Total number of residents (65+) 4703 2077 2881 2068 4152 15881
Source of admission (%)
Single person h’'hid 36 40 48 23 17 32
Multi-occupancy h'hid 23 13 14 14 15 15
Single person shelt hsng 9 6 9 5 3 6
Multi-occ shelt housing 1 1 1 1 1 1
Residential home 1 13 10 9 10 1
Nursing home 1 1 2 5 9 4
Hospital 18 24 16 42 46 30
None of these 2 2 1 2 0 1

Note: 1. For each type of home the results are weighted to reflect the national distribution of that type of home. The datafor all homes are also weighted to reflect the national
distribution of home type.



Table 2.5: Source of admission by type of resident and type of funding

Permanent stay Short stay
Public Private Public Private

Number of residents (65+) 8136 3127 173 69
Source of admission (%)

Single person h’'hid 27 43 3 36

Multi-occupancy h'hid 14 14 40 39

Single person shelt hsng 6 4 10 6

Multi-occ shelt hsng 1 <1l 1 3

Residential home 12 8 1 1

Nursing home 4 4 0 0

Hospital 34 25 13 15

None of these 1 1 2 0

Note: 1. Data are weighted to reflect national distribution of home type.




Table 2.6: Characteristics of residents by hometype

Residential homes Dual registered homes Nursing All homes
homes
Local authority Private Voluntary
Total number of residents (65+) 4902 2113 2948 2160 4192 16315
Mean age 85 85 86 85 &4 85
Age group (%)
65-69 2 3 2 2 4 3
70-74 8 6 6 7 8 7
7579 13 1 1 12 14 12
80-84 22 2 21 20 22 22
85-89 28 30 30 29 28 29
0V-HA 19 20 22 21 19 20
95-99 7 6 8 8 5 6
100 and over 1 1 1 1 1 1
% femde 75 80 81 75 76 78

Note: 1. For each type of home the results are weighted toreflect the national distribution of that type of home. The datafor all homes are also weighted to reflect the national
distribution of home type.



Table2.7: Characteristics of residents by type of resident and type of funding

Permanent stay Short stay
Public Private Public Private

Number of residents (65+) 8268 3168 173 71
Mean age &4 86 83 &4
Agegroup (%)

65-69 4 1 5 4

70-74 8 5 10 6

7579 13 9 13 17

80-84 22 20 25 21

85-89 27 3 26 30

0V-HA 19 23 19 16

95-99 6 7 2 6

100 and over 1 1 0 0
% femde 7 80 71 75

Note: 1. Data are weighted to reflect national distribution of home type.




Table 2.8: Measures of dependency by hometype

Residential homes Dual registered homes Nursing All homes
homes
Local authority Private Voluntary
Total number of residents (65+) 4895 2916 2092 2110 4174 16187
Barthel Index of ADL (ungrouped)
Mean 13 14 14 9 7 1
Std dev 5 6 5 6 5 6
Barthel Index of ADL (grouped) (%)
Low dependence (Score >12) 57 63 64 3 20 47
M oderate dependence (Score 9-12) 18 16 15 17 14 16
Severe dependence (Score 5-8) 15 12 13 23 27 18
Total dependence (Score 0-4) 10 10 8 28 39 20
Sdf-care tasks (% needing assistance)
Wash hands and face 27 27 24 44 56 36
Bath or wash al over 86 80 79 84 2 84
Dress 43 42 36 64 81 55
Feed self 6 9 8 18 27 14
UseWC 32 31 25 55 73 45
Transfer (bed/chair) 27 27 23 54 69 41
Any self care task 87 8l 79 84 93 85

Note: 1. For each type of home the results are weighted to reflect the national distribution of that type of home. The datafor all homes are also weighted to reflect the national
distribution of home type.



Table2.9: Measures of dependency by type of resident and type of funding

Permanent stay Short stay
Public Private Public Private

Number of residents (65+) 8185 3158 171 66
Barthel Index of ADL (ungrouped)

Mean 1 12 13 14

Std dev 6 6 5 5
Barthel Index of ADL (grouped) (%)

Low dependence (Score >12) 45 50 57 72

M oderate dependence (Score 9-12) 16 16 16 12

Severe dependence (Score 5-8) 18 17 21 10

Total dependence (Score 0-4) 21 18 6 7
Sdf-care tasks (% needing assistance)

Wash hands and face 33 A 28 20

Bath or wash al over 84 84 86 80

Dress 57 53 49 41

Feed self 15 14 5 3

UseWC 48 43 35 23

Transfer (bed/chair) 4 39 35 24

Any self caretask 85 85 86 76

Note: 1. Data are weighted to reflect national distribution of home type.
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Table 2.10: Characteristics of permanent residents by type of funding

Public Spend-down Private
Number of residents (65+) 6811 860 2999
Length of stay (%)
6 weeksor less 5 <1 4
6 weeks- 3 months 6 3 5
3-6 months 6 4 5
6 months- 1 year 14 11 16
1-2 years 18 15 22
2-3years 14 17 14
34 years 10 14 10
4-5years 7 11 8
5yearsand over 20 26 17
Mean length of stay (months) A 49 3
Source of admission (%)
Private housing - alone 25 30 43
Private housing - with others 13 13 14
Sheltered housing - alone 6 6 3
Sheltered housing - with others 1 2 <1
Residential home 12 9 8
Nursing home 4 3 4
Hospital 35 35 25
Other/not known 3 2 2
Barthel Index of ADL (grouped) (%)
Low dependence (Score >12) 4 45 50
M oderate dependence (Score 9-12) 16 15 16
Severe dependence (Score 5-8) 18 20 16
Tota dependence (Score 0-4) 23 19 18
Mean Barthel Index of ADL 10.7 110 116
MDS Cognitive Performance Scale (%)
Intact 24 21 30
Borderlineintact 16 15 15
Mild impairment 14 20 13
M oderate impairment 16 16 14
Moderately severeimpairment 6 8 5
Severeimpairment 20 17 18
Very severeimpairment 4 4 3




Table2.11: Nursing care by hometype

Residential homes Dual registered homes Nursing All homes
homes
Local authority Private Voluntary
Total number of residents (65+) 4811 1896 2845 2108 4168 15828
Nursing care needs (%)
Daily dressing 8 9 8 6 5 7
Injections 2 3 2 1 1 2
Bedfast 1 1 1 2 3 2
Complex appliances 1 1 3 1 1 1
Feeding 1 1 0 0 1 1
Other 7 5 7 35 37 18
More than onetype 3 5 4 26 3 17
None of the above 77 76 76 28 15 53
Community nurse visits (%)
Every day 4 2 3 0 0 2
2/3 times aweek 7 4 4 0 0 3
Once aweek 5 4 6 1 0 3
Less often 14 11 13 5 3 8
No 71 80 74 A 97 85

Note: 1. For each type of home the results are weighted to reflect the national distribution of that type of home. The datafor all homes are also weighted to reflect the national
distribution of home type.
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Table2.12: Nursing care by type of resident and type of funding

Permanent stay Short stay
Public Private Public Private
Number of residents (65+) 7843 2089 160 60
Nursing care needs (%)
Daily dressing 7 7 8 5
Injections 2 2 2 2
Bedfast 2 1 1 2
Complex appliances 1 1 2 0
Feeding 1 0 4 0
Other 19 16 13 10
More than onetype 18 18 12 12
None of the above 50 55 59 70
Community nurse visits (%)
Every day 1 2 12 2
Every 2/3 days 2 3 10 11
Once aweek 2 3 6 6
Less often 8 8 10 1
No 86 85 63 71

Note: 1. Data are weighted to reflect national distribution of home type.




Table 2.13: Measures of mental state by hometype

Residential homes Dual registered homes Nursing All homes
homes
Local authority Private Voluntary

Total number of residents (65+) 4884 2098 2914 2108 4168 16172
Cognitive impairment® (%)

I ntact 28 33 35 23 14 26

Mild impairment 48 a7 45 46 12 46

Severeimpairment 25 21 20 31 4 28
Antisocial behaviour (%)

Never/rarely 63 70 69 67 60 66

Sometimes 24 21 20 19 24 22

Frequently 13 9 11 14 16 12

Notes: 1. For each type of home the results are weighted to reflect the national distribution of that type of home. The data for all homes are also weighted to reflect the
national distribution of home type.
2. The measure of cognitive impairment is based on the MDS Cognitive Performance Scale (Morris et al., 1994). The categories of the scale have been grouped into
three groups to facilitate comparisons with information collected in the previous surveys: intact = intact (code 0); mild impairment = borderline intact (code 1), mild
impairment (code 2) or moderate impairment (code 3); severe impairment = moderately severe impairment (code 4), severe impairment (code 5) or very severe
impairment (code 6).
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Table 2.14: Measuresof mental state by type of resident and type of funding

Permanent stay Short stay
Public Private Public Private

Number of residents (65+) 8194 3155 170 66
Cognitive impairment (%)

Intact 24 30 31 35

Mild impairment a7 43 48 51

Severeimpairment 29 27 22 14
Antisocial behaviour (%)

Never/rarely 65 70 67 80

Sometimes 2 2 20 17

Frequently 13 9 13 3

Note: 1. Data are weighted to reflect national distribution of home type.
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Table2.15: Ageand gender of residentsin residential and nursing homesfor elderly people, 1981-96, by type of home

Local authority residential homes Voluntary residential homes Private residential homes Nursing homes
1981 1988 1996 1981 1986 1996 1981 1986 1996 1986 1996

Total number of homes 235 42 160 68 70 113 153 206 134 72 140
Total number of residents 10249 1683 5476 1678 1926 3664 2080 3048 2791 1662 5746
Sex distribution (%)

Males 27 26 26 30 19 19 14 21 21 20 25

Femaes 73 74 74 70 81 81 86 79 79 80 I6)
Age group (%)

Under 65 3 na 1 5 2 1 2 3 2 1 4

65-74 14 na 10 14 9 7 9 1 9 10 1

75-84 42 na 35 33 43 31 40 12 3 A A

85 and over 40 na 54 43 47 60 49 43 56 4 51
Mean age

Males 79 na 82 78 82 83 81 79 79 69 79

Femaes 83 na 85 84 84 86 84 83 86 82 84

Males and females 82 83 84 82 83 86 84 82 84 79 84




Table 2.16: Length of stay of permanent residentsin residential and nursing homesfor elderly people, 1981-96, by type of home

Local authority residential homes

Voluntary residential homes

Private residential homes

Nursing homes

1981 1988 1996 1981 1986 1996 1981 1986 1996 1986 1996
Total number of homes 235 42 160 63 70 113 153 206 134 72 140
Total number of residents 10249 1683 5476 1678 1926 3664 2080 3048 2791 1662 5746
Length of stay (%)
Under 1 year 28 31 28 23 24 23 39 43 28 A 3
1-2 years 19 19 20 14 19 19 22 26 18 21 19
2-3years 14 14 14 1 15 14 15 15 13 15 16
34 years 9 9 10 9 9 11 10 7 11 10 1
4-5years 8 7 6 8 7 8 5 3 8 5 7
5yearsand over 22 19 22 A 27 26 10 6 22 15 15
Mean length of stay (mths)
Males 33 na 37 53 43 40 19 20 3 A 27
Femaes 39 na 40 60 53 48 26 22 37 31 32
Males and females 39 na 39 58 51 46 25 22 37 32 31




Table2.17: Source of admission of residentsin residential and nursing homesfor elderly people, 1981-96, by type of home

Local authority residential homes

Voluntary residential homes

Private residential homes

Nursing homes

1981 1988 1996 1981 1986 1996 1981 1986 1996 1986 1996
Total number of homes 235 42 160 68 70 113 153 206 134 72 140
Total number of residents 10249 1683 5476 1678 1926 3664 2080 3048 2791 1662 5746
Source of admission (%)
Hospital 34 30 18 8 12 16 26 32 24 40 46
Living alone 29 29 36 a7 51 49 32 32 39 21 17
Living with others 18 19 23 17 17 13 18 14 13 16 14
Another home 12 11 11 9 9 11 17 15 15 18 19
Sheltered housing 4 8 10 6 3 10 1 3 7 2 4
Other/not known 3 2 2 13 8 1 6 4 2 2 <1




Table 2.18: Physical dependency characteristics of residentsin residential and nursing homesfor elderly people, 1981-96, by type of home

Local authority residential homes

Voluntary residential homes

Private residential homes

Nursing homes

1981 1988 1996 1981 1986 1996 1981 1986 1996 1986 1996
Total number of homes 235 42 160 68 70 113 153 206 134 72 140
Total number of residents 10249 1683 5476 1678 1926 3664 2080 3048 2791 1662 5746
Mohility (%)
Walk outdoors 30 24 18 50 45 23 31 36 27 15 6
Walk indoors, including stairs 7 8 9 9 8 12 12 11 15 8 4
Walk indoors on level 13 16 18 8 8 12 8 9 9 9 6
Walk indoors with aids 34 34 21 22 24 18 25 23 15 17 10
Walk indoors with help 9 9 10 6 6 9 13 12 14 17 14
Mobile in wheelchair 7 9 15 4 6 16 7 6 12 13 24
Chair or bedfast <1 - 11 <1 3 10 3 4 8 21 36
Sdlf-care tasks (% needing asst.)
Wash face and hands 16 19 27 7 14 24 18 19 26 35 56
Bath or wash all over 77 73 86 45 61 79 69 66 78 79 92
Dress 26 30 43 13 21 36 30 32 a2 55 80
Feed self 4 5 6 3 5 7 8 6 9 20 28
UseWC 17 22 32 8 16 25 23 25 31 49 74
Transfer (bed/chair) 18 21 27 10 16 22 25 23 27 49 70
Continence (%)
Continent 60 53 49 83 72 58 59 61 58 43 25
Isolated incontinence 19 23 29 9 12 26 21 20 22 18 30
Urine incontinence 10 13 10 5 7 8 9 10 9 12 13
Faecal/double incontinence 11 11 12 3 9 9 11 9 11 26 32




Table 2.19: Measuresof mental state of residentsin residential and nursinghomesfor elderly people, 1981-96, by type of home

Local authority residential homes

Voluntary residential homes

Private residential homes

Nursing homes

1981 1988 1996 1981 1986 1996 1981 1986 1996 1986 1996

Total number of homes 235 12 160 68 70 113 153 206 134 72 140
Total number of residents 10249 1683 5476 1678 1926 3664 2080 3048 2791 1662 5746
Confusion (%)

I ntact 45 1 28 72 62 35 50 52 32 42 14

Mild impairment 37 37 48 21 26 46 36 32 48 37 42

Severeimpairment 19 21 25 7 12 19 14 16 20 21 4
Antisocial behaviour (%)

Never/very unusual 70 62 63 87 83 70 79 77 70 76 60

Sometimes (>weekly) 2 26 24 12 10 20 17 18 21 19 24

Frequently (daily) 8 11 13 2 2 10 4 5 9 5 16
Anxiety (%)

No evidence 1 A 39 59 61 43 55 52 49 52 39

Worries 37 1 33 30 26 37 31 32 35 30 36

Often aprehensive 10 10 10 6 7 11 8 9 8 9 11

Frequently tense 12 15 12 5 6 9 6 7 8 10 14
Depression (%)

No evidence 57 54 58 72 71 59 70 68 65 62 56

Sadness 27 28 29 20 19 28 21 21 25 25 30

Sadness and weeping 10 12 9 5 6 9 6 8 6 8 10

Depression and guilt 5 6 4 2 4 4 2 3 4 5 4
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Table 2.20: M easur es of aggr egate dependency of residentsin residential and nursing homesfor elderly people, 1981-96, by type of home

Local authority residential homes

Voluntary residential homes

Private residential homes

Nursing homes

1981 1988 1996 1981 1986 1996 1981 1986 1996 1986 1996
Total number of homes 235 42 160 68 70 113 153 206 134 72 140
Total number of residents 10249 1683 5476 1678 1926 3664 2080 3048 2791 1662 5746
Index of ADL (Katz et al.) (%)
A (No dependent functions) 21 na 13 54 33 20 28 31 20 16 6
B 45 na 3 29 36 40 35 32 A 21 1
Cc® 12 na 14 5 7 12 10 9 13 8 7
D@3 5 na 6 3 4 6 4 5 6 6 5
E4) 5 na 12 2 4 9 5 8 11 1 23
F®) 6 na 9 3 5 7 9 7 8 17 23
G(6) 3 na 4 2 4 4 5 4 6 15 22
Other (2-5, not C-F) 3 na 3 1 3 2 4 4 4 7 3
DHSS 4-category dependency (%)
Minimal 25 na 14 59 45 22 A 3 23 15 5
Limited 36 na 29 2 26 29 29 26 25 18 8
Appreciable 11 na 16 7 9 18 10 11 17 14 11
Heavy 28 na 41 12 20 32 28 29 36 %! 76




Table 2.21: Physical dependency characteristics of permanent residentsin residential and nursing homesfor elderly people, 1986-96, by type of homeand type of funding

Private residential homes

Voluntary residential homes

Nursing homes

1986 1996 1986 1996 1986 1996
Public Private  Public Private Public  Private Public  Private Public Private  Public Private
Total number of residents 1697 1126 1355 623 949 715 1206 567 895 544 1714 538
Mohility (%)
Walk outdoors 37 34 29 24 43 4 23 26 12 11 6 6
Walk indoors, including stairs 11 13 15 15 8 9 10 16 9 8 4 4
Walk indoors on level 10 8 9 7 8 8 13 12 10 9 5 6
Walk indoors with aids 20 23 14 17 25 26 19 17 15 20 9 14
Walk indoors with help 12 11 13 14 5 7 9 8 16 19 15 13
Mobilein wheelchair 7 6 11 14 7 4 16 13 17 10 22 26
Chair or bedfast 4 5 8 10 3 2 10 8 21 2 40 32
Sdlf-care tasks (% needing asst.)
Wash face and hands 19 19 27 27 12 12 26 17 36 37 58 50
Bath or wash all over 63 69 78 81 63 59 80 76 81 84 92 91
Dress 31 34 43 42 22 19 37 31 57 56 81 78
Feed self 6 6 9 9 5 3 8 7 21 19 29 26
UseWC 25 26 31 32 18 13 29 17 52 49 75 71
Transfer 22 24 27 28 16 14 24 18 53 49 71 66
Continence (%)
Continent 60 62 57 57 70 77 55 61 42 40 24 28
Isolated incontinence 20 20 22 22 15 10 28 25 18 20 28 32
Urine incontinence 11 10 9 11 6 7 8 8 12 14 13 13
Faecal/double incontinence 9 8 12 11 8 6 10 6 29 26 34 28
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Table 2.22: Measures of mental state of permanent residentsin residential and nursing homesfor elderly people, 1986-96, by type of home

Private residential homes

Voluntary residential homes

Nursing homes

1986 1996 1986 1996 1986 1996
Public  Private  Public Private | Public Private Public Private | Public Private Public Private

Total number of residents 1684 1123 1330 618 949 715 1181 565 892 43 1704 535
Confusion (%)

I ntact 50 53 31 35 60 64 31 42 40 42 13 15

Mild impairment 33 32 49 43 30 25 48 42 40 A 43 24

Severeimpairment 17 15 20 22 10 11 20 16 20 24 a4 11
Antisocial behaviour (%)

Never/very unusual 74 83 63 72 87 91 68 76 76 78 59 63

Sometimes (>weekly) 20 15 2 20 10 8 2 16 19 17 24 26

Frequently (daily) 6 3 10 7 3 2 11 8 5 5 17 10
Anxiety (%)

No evidence 50 %) 50 49 60 67 40 a7 50 55 39 37

Worries 33 32 A 35 30 2 33 35 33 26 36 33

Often apprehensive 9 9 8 7 8 7 13 8 7 9 11 12

Frequently tense 8 5 8 9 5 4 9 9 10 9 14 13
Depression (%)

No evidence 63 70 65 66 69 76 57 63 61 63 55 56

Sadness 20 21 26 24 23 16 29 24 28 22 31 29

Sadness and weeping 8 6 5 8 5 5 11 7 8 9 10 10

Depression and guilt 4 2 4 3 5 2 3 5 4 6 4 4




Table 2.23: Measures of aggregate dependency of permanent residentsin residential and nursing homesfor elderly people, 1986-96, by type of home

Private residential homes

Voluntary residential homes

Nursing homes

1986 1996 1986 1996 1986 1996
Public Private  Public Private Public Private Public Private Public Private  Public Private
Total number of residents 1676 1104 5396 1678 946 714 1200 568 892 544 1862 529
Index of ADL (Katzet al.) (%)
A (No dependent functions) A 28 20 17 35 40 20 23 15 13 6 8
B (1) 30 34 33 35 38 37 38 42 20 2 10 12
o)) 8 10 13 13 8 7 12 12 8 9 6 8
D(3) 5 5 6 6 3 4 6 7 5 7 5 5
E@4 8 9 11 10 5 3 10 5 12 11 23 24
F(5) 7 8 8 8 6 5 8 5 18 17 24 23
G(6) 4 3 6 7 3 2 4 4 16 14 23 18
Other (2-5, not C-F) 5 3 3 6 3 3 2 2 7 7 3 3
DHSS 4-category dependency (%)
Minimal 35 32 23 19 42 48 20 29 13 13 5 6
Limited 24 27 24 26 28 26 28 29 17 20 8 9
Appreciable 11 11 17 17 10 9 17 17 14 15 11 14
Heavy 30 30 36 38 20 18 35 25 57 52 77 71
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Chapter 3
Home Characteristics

3.1 Introduction

This chapter presents information on the characteristics of homes, including information on Saff,
drawn from the interview conducted with home managers. In addition, the chapter includes an
andysds of the information collected from individua gaff on the socid climate of the home,

As explained in Chapter 1, the survey was designed to provide comparable information to that
collected in previous surveys, in particular a survey of private and voluntary resdentid and nurang
homes conducted in 1986 in 17 loca authority areas in England, Scotland and Waes (Darton et 4.,
1989). A dmilar survey of locd authority homes was undertaken by the Socid Services
Inspectorate (SSI) of the Department of Hedlth in 1988 (Department of Hedth Socid Services
Inspectorate, 1989), dthough most of the comparable information collected in that survey relates to
resdent data. Brief descriptions of these surveys, and of an earlier survey of loca authority,
voluntary and private resdentia homes for elderly people conducted in 1981, are given in Chapter
1, and further details are contained in Appendix 1. Where possible, comparisons have been made
between the information collected in the 1996 survey and the information collected in the previous
surveys, as well as with other sources of information, in particular Laing's market surveys published
by Laing and Buisson (1996, 1997).

The tables of information on home and staff characteristics which accompany this chapter have been
prepared according to a common format. For each type of home, the data have been weighted to
correspond to the nationd distribution of provision; and the figures given for al homes are based on
aweighted combination of the figures for the individud types of home, in order to reflect the nationa
digtribution of different types of home. Details of the weighting procedure are given in Appendix 2.
The numbers of homes shown in each table are the numbers of respondent homes which provided
usable home-level data, after excluding one home which had a mgority of residents aged under 65,
with the exception of table 3.21. The numbers of homes shown in table 3.21, which presents
information on the sociad cdlimate of the home, are the numbers of homes which provided the
information contained in the table.



3.2 Size of Homes

Table 3.1 shows the mean size of homes, in terms of the number of places, the range of home sizes,
the digtribution of the number of places and whether homes were planning to change the number of
places during the following six months.

In the independent sector, nursing homes and dua registered homes were larger, on average, than
resdentia homes, and voluntary resdential homes were larger than private resdentiad homes. The
average Sze of locd authority resdential homes fell between that of voluntary resdentid homes and
that of dua registered and nursing homes, dthough locd authority homes tended to be concentrated
in the 30-50 place range, whereas the szes of voluntary residentid homes, dua registered homes
and nursng homes were spread more evenly over the range of szes. Among private residentia
homes the sizes of homes were concentrated in the 10-25 place range, with over 30 per cent of
homes fdling into the 15-19 place range. Approximately two-thirds of places in dud registered
homes were nursing places.

The relative sizes of homes are congstent with those reported by the Department of Hedlth for 1996
and 1997 (Department of Hedth, 19973), dthough the average Szes of private and voluntary
resdentia homes in the survey were grester than in England as awhole, and the average size of dud
registered homes in the survey was smdler than in England as awhole. For homes for ederly and
ederly mentdly infirm people in England at 31st March 1996 and at 31st March 1997, the average
szes were: 37 placesin 1996 and 35 places in 1997 in locd authority residential homes; 17 places
in 1996 and 18 places in 1997 in private resdential homes; 25 places in 1996 and 28 placesin
1997 in voluntary resdentia homes; 43 places in 1996 and 48 places in 1997 in dud registered
homes; and 37 placesin 1996 and 36 placesin 1997 in nursaing homes.

Compared with the results of two surveys conducted in the mid-1980s, the average sze of locd

authority homes has falen and the average szes of private resdentid homes and nursing homes have
increased. Loca authority homes had an average size of 44 places in 1988 (Department of Health
Socid Services Inspectorate, 1989), while in the survey conducted in 1986 (Darton and Wright,

1992), private resdentia homes had an average size of 17 places and nursing homes had an average
gze of 29 places. However, the average Sze of voluntary resdential homes in the 1986 survey was
the same as in the 1996 survey.

The reported plans for changes in the number of places in the surveyed authorities suggest thet the
trends in home sizes will continue. Loca authority homes were dightly more likely to be planning to
reduce their number of places (6 per cent) than to increase them (4 per cent), whereas independent
sector homes were more likely to be planning to increase their number of places than to reduce



them. Approximately 10 per cent of private and voluntary resdentid homes and dud registered
homes reported that they were planning to increase the number of places, while among nursing
homes the proportion rose to 18 per cent.

3.3 Length of Ownership, Size of Organisation and Method of Acquisition of the Home

Table 3.2 shows the length of ownership, the Sze of the organisation running the home and the
method of acquisition of the home for the independent sector homesin the survey.

The mgjority, over 70 per cent, of independent sector homes had been run by the present owners
for over five years, and gpproximately one-third of homes had been run by the present owners for
over ten years, dthough for voluntary resdentid homes this figure was nearly 60 per cent. The
survey conducted in 1986 found that a much greater proportion of private sector resdentia and
nursing homes had been acquired during the previous five years (Darton et d., 1989), and thus the
findings from the 1996 survey suggest that the ownership of private sector homes has stabilised.

Ownership of private resdentid homes was concentrated among smal organisations.
Approximately 90 per cent of private residential homes were run by organisations which ran one or
two homes, compared with about two-thirds of dua registered and nursaing homes and hdf of the
voluntary residential homes. In the survey conducted in 1986, private resdential homes were more
likely than private nursng homes to be run by a smdl organisation, athough the difference between
the two groups of homes was much less marked. Ninety-Sx per cent of private resdential homes
and 87 per cent of private nurang homes in the 1986 survey were run by organisations which ran
one or two homes. The growth in the ownership of homes, particularly dud registered and nursing
homes, by mgor providers, defined as those owning three or more homes, is shown in Laing's
market surveys (Laing and Buisson, 1996, 1997): in 1988, 2.5 per cent of places in private
resdentia homes, 22.7 per cent in private dua registered homes and 15.5 per cent in private nursing
homes were in homes run by magor providers; in 1996, the corresponding proportions were 7.5 per
cent, 39.2 per cent and 37.4 per cent.

Mog private resdentid, dud registered and nursng homes were ether purchased as a going
concern or started from scraich. The mgority of homes transferred from locd authority ownership
were run as voluntary resdentiad homes, accounting for 20 per cent of voluntary homes, and
gpproximately 60 per cent of voluntary resdentiad homes were started from scratch. In the 1986
survey, private resdential homes were more likely to have been started from scratch than purchased
as a going concern, wheress the reverse was the case for private nurang homes. Among nursing



homes, the increase in the proportion started from <cratch, from 41 per cent in 1986 to 56 per cent
in 1996, is likely to be related to the growth in ownership by mgor providers.

3.4 Original Function of the Building and Date of Construction

Table 3.3 shows the origind function of the building used by the home and the date of congtruction
of purpose-built homes.

Almogt dl of the locd authority homes and just over haf of the voluntary homes occupied purpose-
built buildings, whereas the mgority of private resdentia homes, dud registered homes and nurang
homes occupied converted buildings. Very few private resdentiad homes (8 per cent) occupied
purpose-built buildings, but the proportion was larger in dud registered homes (20 per cent) and
nursing homes (28 per cent). In the independent sector, the main type of building converted for use
as aresdentid or nurang home was formerly a private resdence, accounting for more than haf of
the converted homes in each case. In the 1986 survey, smdler proportions of independent sector
homes occupied purpose-built buildings. The growth in the proportion of purpose-built homes
among voluntary resdentia homesis likely to be related to the transfer of loca authority homes to
the voluntary sector, while the growth in the proportion of purpose-built homes among dua
registered and nurang homes is likely to be related to the growth in ownership of these homes by
major providers, noted above.

The mgjority of purpose-built loca authority homes were built between 1960 and 1985 (75 per cent
of dl homes), and 10 per cent were built since 1985. Purpose-built voluntary resdentid homes
were aso more likey to have been built more than ten years before the survey, dthough the
proportion built since 1985 was larger (18 per cent of al homes). Among private resdentia homes,
dud registered homes and nursaing homes, purpose-built homes were largdly built since 1985, and
thisislikely to be related to the growth in ownership by mgor providers.

3.5 The Availability of a Lift and the Number of Storeys

Table 3.4 includes information on the availability of alift and the number of Soreys.

Among locd authority homes, voluntary resdentid homes, dud registered homes and nurang
homes, virtudly dl used one storey or provided a lift for resdents, while for private resdentiad

homes the proportion was 89 per cent. This represents a substantia increase in provision in private
sector homes compared with 1986, when approximately one-third of private resdentia and private



nursing homes had no lift and used more than one storey for resdents. Among voluntary residentid
homes the scope for improvement in provison was less marked, since only 10 per cent of homesin
the 1986 survey had no lift and used more than one storey for residents (Darton and Wright, 1992).

3.6 Bedroom Sizes and Facilities

Table 3.4 includes information on bedroom sizes and table 3.5 presents information on the facilities
provided in bedrooms.

The 1973 DHSS Building Note for residential accommodation for elderly people (Department of
Hedth and Socid Security, 1973) recommended that most of the beds in resdentid homes for
elderly people should be in single rooms, with a maximum of 20 per cent of beds in double rooms,
and superseded the 1962 Ministry of Hedlth Building Note, which indicated that at least 40 to 50
per cent of beds should be in single rooms, 30 to 40 per cent in double rooms, and no more than 10
to 20 per cent in four-bedded rooms (Ministry of Hedlth, 1962). The Code of Practice for
Resdentid Care (Centre for Policy on Ageing, 1984) stated that single rooms would normaly be
considered preferable to shared rooms and that specid reasons should apply if more than two
people occupied a room, and the updated version (Centre for Policy on Ageing, 1996) reinforced
this by dtating that dl residents should have a single room unless they preferred otherwise. Two
DHSS circulars issued in 1986 (Department of Hedth and Socia Security, 1986a, 1986b)
emphasised that the design recommendations related principaly to new buildings, and indicated that
no specific ratio of single to double rooms was gppropriate in every case, dthough the second
circular dso reminded registration authorities of the recommendations in the 1984 Code of Practice
concerning the occupancy of bedrooms by more than two people. There are no specific
recommendations for bedroom szes in nursing homes, but most health authorities are advisng that
most beds should be in single rooms (Laing and Buisson, 1997).

Locd authority and voluntary resdentid homes had a greater proportion of bedsin single rooms (89
per cent) than private residential homes (69 per cent) or dud registered and nursing homes (65 per
cent). Laing and Buisson (1997) report smilar figures for private resdentia and nurang homes
surveyed in February 1997: 69 per cent of bedsin private residential homes and 59 per cent of beds
in private nursng homes were in sngle bedrooms. Dud registered and nursng homes dso had a
number of beds in rooms with three or more beds, whereas the keds in private and voluntary
resdentid homes were in single or double rooms only. A smal proportion of bedsin loca authority
homes, |ess than one per cent, were in rooms with three beds. In reation to the 1973 Building Note
gtandards, which specified a maximum of 20 per cent of beds in double rooms, 77 per cent of loca
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authority and voluntary residential homes met this criterion, compared with about 30 per cent of
private resdentia homes, dud registered homes and nursing homes.

Compared with the 1986 survey, the provison of single bedrooms has increased substantialy.

Approximately 40 per cent of the beds in private resdentia and private nurang homes in the 1986
survey were in single bedrooms, and only 10 per cent of private residential homes and 7 per cent of
private nursng homes met the criterion specified in the 1973 Building Note.  Among voluntary
resdentia homes in the 1986 survey, 58 per cent of beds were in single bedrooms and 35 per cent
of homes met the 1973 Building Note criterion (Darton et d., 1989). Similar evidence for the
improvement in levels of provison of single bedroomsis given in Laing and Buisson (1997).

The mgority of homes, 83 per cent overdl, provided washbasins in dl bedrooms and, with the
exception of a very sndl number of locd authority and voluntary residentiad homes, al homes
provided washbasins in at least some bedrooms. However, the provison of en suite showers or
baths and en auite toilets was more prevaent in independent sector homes than in locd authority
resdentid homes. Few homes provided en suite showers or baths in al bedrooms, 3 per cent
overal, but approximately 50 per cent of private resdentia homes and approximately 40 per cent of
voluntary residentia homes, dud registered homes and nursing homes provided these facilities in a
least some bedrooms, compared with only 8 per cent of locd authority homes. A higher proportion
of homes provided en suite toilets, particularly in the independent sector, where between 60 and 70
per cent of homes provided en suite toilets in some bedrooms. However, the proportion of loca
authority homes with at least some bedrooms with an en suite toilet was not much grester than the
proportion with some bedrooms with an en suite shower or bath. Laing and Buisson (1997) report
that gpproximately one-third of beds in private resdentid and nurang homes included in their
February 1997 survey were in bedrooms with an en suite toilet.

3.7 Group Living Arrangements and Sitting and Dining Facilities

Information on group living arrangements and sitting and dining facilitiesis presented in table 3.6.

Group living arrangements, in which the home is divided into smdler units for edting, Stting and
deegping, were much more prevaent in loca authority residentia homes than in independent sector
homes. Over 50 per cent of loca authority homes had bedrooms grouped with dtting and dining
fecilities, compared with between 10 and 20 per cent of independent sector homes. Private
resdentia homes were less likely than other independent sector homes to be organised dong group
living lines, and this may reflect the smaller average Sze of private resdential homes.



Locd authority homes had larger numbers of Stting rooms and dining rooms than independent sector
homes, as may be expected from the greater use of group living arrangements. Private residentia

homes tended to have fewer Sitting rooms than other independent sector homes and, to a lesser
extent, fewer dining rooms, as may be expected from their smdler average sze. However,

independent sector homes tended to have more stting rooms and dining rooms than the homesin the
1986 survey. A single Stting room was provided in 44 per cent of private resdentia homes, 23 per
cent of voluntary residentid homes and 53 per cent of private nurang homes in the 1986 survey, and
a further 4 per cent of private nursing homes had no stting room. Few homes in the 1986 survey
provided more than one dining room, and only 58 per cent of private nursng homes provided a
dining room (Darton and Wright, 1992).

3.8 Occupancy Rates and Resident Turnover

Information on occupancy and turnover, relative to the number of places, is presented in table 3.7.

Short-gay resdents, that is, those with a planned date of discharge, were more prevaent in loca
authority homes than in independent sector homes, accounting for gpproximately 11 per cent of the
resdentsin locd authority homes.

Occupancy rates tended to be higher in loca authority and voluntary homes, at just over 90 per cent
of places, than in the other independent sector homes, in which the mean occupancy rate ranged
from 83 per cent to 87 per cent of places. These occupancy rates were lower than those found for
independent sector homes in the 1986 survey, which recorded occupancy rates of 89 per cent for
private resdentia homes and 93 per cent for voluntary residentid homes and private nurang homes
(Darton et a., 1989).

Turnover rates have been caculated as the ratio of the number of admissons during the previous 12
months to the number of places, and asthe ratio of the number of discharges during the previous 12
months to the number of places. As may be seen from table 3.7, the ranges of admisson and
discharge rates were greater for independent sector homes than among loca authority homes, the
maximum admission rate exceeding 100 per cent for dl types of independent homes. Twenty
independent sector homes had admission rates exceeding 100 per cent, and five of these homes had
discharge rates exceeding 100 per cent. These homes have been excluded from the caculation of
mean admisson and discharge rates. Turnover rates were larger for dud registered and nursing
homes than for resdentiad homes. Among resdentia homes, mean truncated admission rates were
just under 30 per cent, and among dud registered and nursng homes, mean truncated admisson
rates were over 40 per cent. Among residential homes, mean discharge rates, including deaths,
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were dightly lower than mean admission rates, but anong dua registered and nursing homes the
discrepancies between mean admisson rates and mean discharge rates were pronounced.
Discrepancies between admission rates and discharge rates have been found in previous studies
(Darton, 1994b). Although admission rates would be larger than discharge rates in new or
expanding homes, it is likely that deaths and discharges will tend to be under-recorded, compared
with admissons,

3.9 Policy on Admissions and Retention of Residents

Table 3.8 shows the type of care provided by homes and the policy on admissions and retention of
individuas with particular care needs.

Although the proportion of short-gay residents was higher in loca authority residentia homes than in
independent sector homes, more than 90 per cent of homes in each category of home except
voluntary resdentid homes provided short-term care. Loca authority homes were aso more likely
to provide care for ederly people with menta hedth problems or learning disabilities. As noted in
Chapter 1, the survey included resdentid and dud registered homes for elderly people and ederly
people with menta illness, and nursing homes for elderly people. Nursing homes which catered for
elderly people with mentd illness, but which were recorded smply as for people with mentd illness
in the database used for sdecting the sample, were not included in the survey, and thus the levd of
provison of care for such individuals may be underestimated. However, previous sudies of private
resdentiad homes and nurang homes have indicated thet individuas with behaviourd problems and,
to a lesser extent, confusion, tend to be consdered unsuitable for admisson (Chdlis and Bartlett,
1987; Phillips et al., 1988). As may be expected, dud registered homes and nurang homes were
more likely than residentid homesto provide medica and nursing care, dthough approximeatey two-
thirds of resdentia homes provided rehabilitetive care, and a similar proportion reported providing
termind care, while over t