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Executive Summary

· This UNISON-funded report explores home care employment and service provision in the London Borough of Tower Hamlets as illuminated through interviews with 43 Council staff, contractors, home carers and service users. These interviews were conducted by experienced academics and post-graduate students between February and April 2003.
· Tower Hamlets Council has used outside contractors to provide some home care services since the 1980s. In addition to the in-house service, the Council now spot-purchases home care from 16 accredited providers, including the private and not-for-profit sectors. This situation is by no means atypical and approximately 60% of home care services in London are now provided by outside contractors.

· One of the main advantages of using the outside contractors is cost. The research identified that the main group of private contractors are paid between £8.10 and £9.45 an hour for basic home care. This is cheaper than care can be delivered in-house.

· The care staff working for these private contractors were paid between £5 and £6 an hour. Moreover, they were on zero-hour contracts, with no guaranteed hours, and no payment for training or for travel between clients. 

· As a result, many carers working for the private contractors registered with more than one agency and worked long hours to ensure that they secured enough pay. A number of those interviewed worked split shifts 7 days a week to make up their hours.
· It would also appear that certain ethnic groups are concentrated in this sector of the labour market. The majority of the carers interviewed at one private contractor originated in West Africa.

· In contrast, carers employed in-house have secure jobs with fixed hours of work. From 1 April 2003 carers were paid £7.19 an hour, many securing additional premiums for working anti-social hours after 8pm and at weekends. Other benefits that were not provided by the outside contractors included sick pay, enhanced leave entitlement, the chance to join a pension scheme, paid training and overtime pay. Tower Hamlets Council is thus effectively using public money to stimulate the creation of home care employment with poorer pay and conditions than is offered in-house.

· This is not to say that the in-house carers are well-paid. A number of the in-house carers who were interviewed had additional jobs to make ends meet and UNISON argue that there is a strong case for re-evaluating home care jobs to better reflect the important work that is done. 

· Indeed, a great many of those interviewed argued that home carers were already doing a lot more than they used to, taking over work that used to be done by NHS staff.

· There is also scope for improving the career structure of in-house case staff. Training is currently provided to support what carers do, but there is little attention to developing what carers might do.

· Carers in the public and private sectors were found to enjoy caring for others, and developing relationships with those they looked after.

· Clients of home care services praised the support and care they received from their regular carer (be they in-house or working for a private contractor). Many home carers were found to do far more than they were expected to do.

· However, major concerns were raised over the provision of care to cover holidays, sickness and absence when temporary and agency carers were sent to take over the work. Clients reported a catalogue of problems including the poor quality of work done, the inadequate experience and abilities of the staff, not knowing who was going to turn up at any time, fear of burglary and crime, and lack of accountability. Clients recalled their own negative experiences, and those of their friends and neighbours, and this did a huge amount to fuel concern about the use of outside contractors to provide home care in the Borough.

· As a solution, Tower Hamlets Council could develop team working to ensure that carers cover each other’s work, making sure that clients know those who are providing their care. This could be achieved through more efficient scheduling and increased overtime for the in-house staff (ending the heavy dependence on temporary employment agencies that is characteristic of the in-house service) and insisting on team working by the outside contractors.

· Remarkably, carers, who spend so much time in regular contact with clients were found to have very little input into the assessment, management, review and allocation of home care services. The expertise of both in-house and outside care staff could be much better used in this regard. This would mean improved communication channels within the Council, between care managers and home care staff, and beyond the Council, between care managers and staff at the outside contractors. Indeed, a number of respondents argued that it would make more sense for the in-house home care teams to take responsibility for the assessment and allocation of care, thus allowing the service to draw on the experience of carers and to monitor care needs on a regular basis. This would provide a new dimension to the work of care staff, and give them more recognition for the work that they do. In addition, it would allow the better integration of contracted staff with the Council as the in-house care team would allocate and monitor their work, alongside reviewing the satisfaction and needs of the clients.

· There is also scope for rationalising the distribution of care staff across the Borough, allocating teams of workers to particular neighbourhoods, sheltered housing blocks and so on. As it is, carers spend considerable amounts of time travelling between jobs, without the parking permits that they had in the past.

· Tower Hamlets Council has recently tightened up the expectations it has of outside providers through a process of accreditation. As part of this process, providers are expected to demonstrate evidence of good management practice but employment conditions are not part of these terms. The employment conditions of staff working for the outside contractors have been largely overlooked and there is scope for improving their conditions of work, providing access to council training and fostering new ways of working together.

· Although the ‘Code of Practice on Workforce Matters in Local Authority Service Contracts’ issued by the Labour Government is designed to end the two-tier workforce in public services by ensuring that staff receive “no less favourable” terms and conditions than those transferred from the public sector, it will have no effect in this case. When a Local Authority contracts services from outside providers without having first transferred public sector staff to the contractor, the two-tier workforce remains. This is certainly the case for home care workers in Tower Hamlets and this report will form part of ongoing dialogue with Council managers and Government officials about the inequity of the case.

1. Introduction to home care services in Tower Hamlets
1.1 Home care services involve the provision of personal and domestic care to people of all ages with physical, sensory, mental health and learning disabilities. These services play a vital part in ensuring that people are able to live in their own homes, with dignity. Care workers provide a very wide range of services including washing, dressing, assisting with medication, dealing with incontinence and rehabilitative care (classified as personal care), and providing help with personal finances, housework, laundry, shopping and pension collection (classified as domestic care). Contrary to the widespread view that home care simply involves non-essential housework, carers provide much of the support that is critical to allowing people to remain living at home. In many cases, home carers are the only people who have daily contact with vulnerable people, and in practice, these workers take on wider responsibility for the very well-being of those they look after.

1.2 In line with other public services across the UK, home care services in Tower Hamlets have been progressively opened up to the market. Outside care agencies were first commissioned to provide limited services during the 1980s, and over time, this provision has grown. In addition to the in-house service, there are currently at least 16 different providers that have contracts with Tower Hamlets Council to provide home care. 

1.3 Since the passage of the Local Government Act in 1999, Tower Hamlets Council has been expected to apply the principals of ‘best value’ to service delivery and management. While these principles include welcome attention to the quality of care and meeting the needs of the community, there has still been a strong emphasis on promoting competition between in-house services and outside providers, much of it based on the cost of service provision. The Council's Best Value Report into the provision of the home care service, published in 1999, recommended the further privatisation of the domestic care side of the service and bringing back in house those parts of the personal care service already privatised (for a summary of data from the best value report, see Appendix 1).  Last year, however, because of budget problems, Council management tried to privatise the whole of the domestic care service without implementing the recommendation on personal care.  This move was only defeated by a massive public campaign.  However, the threat of further privatisation is still there and it is clear that a ‘mixed economy’ of care provision is set to remain.
1.4 The recent ‘Code of Practice on Workforce Matters in Local Authority Service Contracts’ issued by the Labour Government is an attempt to clarify the situation in regard to the impact of privatisation on employee terms and conditions. In the case of contracting-out, when council staff are transferred to another employer, the code insists that the transfer of undertakings (TUPE) should always apply, protecting the existing wages and conditions of staff. Moreover, according to the new code, any new staff that are employed by the contractor to provide council services should be employed “on fair and reasonable terms and conditions which are, overall, no less favourable that those of transferred employees” (p.2). Such conditions are to include the provision of a pension scheme to which the employer will also make a contribution. It is claimed that this code will effectively end the problem of the ‘two-tier workforce’ which affects all contracted out public services in the UK, eroding many of the cost advantages of privatisation in the first place. However, there are many cases where this new code will have no impact on the pay and employment conditions of workers providing council services through outside contractors. In the case of Tower Hamlets, where there has been a gradual development of a mixed economy through buying services from outside providers, rather than directly transferring council staff, this code will have no bearing on the wages and conditions of hundreds of staff providing home care services through outside contractors.

1.5 This report summarises a brief research project conducted during Spring 2003 to explore the provision of home care services in Tower Hamlets, focusing particular attention on the pay and conditions of both the in-house workers and those employed by outside contractors. The research explores the views and experiences of service managers and home care workers from both the in-house service and the contracted providers, and home care clients themselves.

1.6 Although UNISON commissioned this research as part of their submission to the National Joint Council Local Government Pay Commission, established to investigate issues of low pay in Local Government following a national strike in 2003, the research has sought to go beyond questions of pay and conditions. The research also raises issues about the strategic development of home care services in Tower Hamlets. The final report will be sent to senior managers in the Council and used to make constructive suggestions and recommendations for improvements to the service in future.

2. The research

2.1 A team of 11 postgraduate students from across the higher education sector in London volunteered to work on this project. All had prior high-level training in research design and methods, and all were keen to further develop such skills through more practical work. Following a brief induction session introducing the rationale for the research, researchers were given pre-piloted questionnaires in order to undertake face-to-face interviews with the following Council staff, Contractors, carers and clients:

· Interviews with 2 representatives from contracting services in Tower Hamlets Council

· Interview with 1 home care team manager from Tower Hamlets Council

· Interviews with 2 home care team supervisors from Tower Hamlets Council

· Interviews with 10 home care staff from Tower Hamlets Council

· Interviews with 5 managers from outside private and not-for-profit contractors 

· Interviews with 13 contracted home care staff working for a private contractor

· Interviews with 10 home care clients

2.2 Once these interviews were completed, the interview material was collated and analysed for inclusion in this report.

2.3 Although it was relatively easy to contact in-house staff, the research highlighted the difficulty of contacting the staff employed by contractors. Even though a number of the contractors kindly agreed to distribute a letter inviting staff to take part in this research by telephoning the University, it is not surprising that none chose to do so. When these workers have no ongoing relationship with Council staff, little information about the wider context in which they work, and are pressed for time and resources, they are unlikely to make contact with a team of researchers. Many of the workers providing essential services for local people, paid by the public purse, are thus effectively hidden, their voices unheard. It was only by going into the offices of one provider that we were able to make face-to-face contact with the staff doing the job. We are very grateful to the manager of the private contracting company at which such access was granted, and to all those who agreed to take part.

2.4 To ensure that all respondents felt comfortable about taking part in this research, and were able to make honest and open responses, we guaranteed confidentiality in this report. The names of all those taking part have been omitted and beyond listing the names of the contractors used by the council, particular interviewees are disguised.

3. The organisation of home care services in Tower Hamlets

3.1 Council officers began to develop relationships with a number of outside providers of home care services during the 1980s. Such developments were promoted both by central Government (the Conservative Government had a strong ideological commitment to the private sector and provided additional funds for the development of local private sector capacity) and the real budget limitations facing managers in the Council. Staff in the area offices began to foster relationships with local service providers as a means of saving money, and many of these providers have been retained ever since.

3.2 Since the mid-1990s, the Council has separated the commissioning of care from its provision. Care managers (who work in specialist social work teams) have been responsible for assessing client needs and drawing up care plans for clients, while home care managers and staff, along with outside contractors, have been commissioned to provide all home care. Figure 1 illustrates the complexity of the service provided. The service is delivered through two different budgets: one managed by social workers who make assessments and purchase care, and the other provided to run the in-house service which is fixed, thus limiting the amount of services that can be delivered in-house. In practice, the Council is buying services from two key groups of providers: (1) the in-house service which has a fixed budget, no room for expansion and strict controls over managerial decision making and the terms and conditions of staff and; (2) the private/not-for-profit sector which is much freer to expand to meet demand, to undercut the competition and to set its own terms and conditions for staff. 

3.3 In what follows, the report looks at the experiences of both the in-house and outside private/not-for-profit providers.

Figure 1: Home care service management and delivery in Tower Hamlets

1. A new request/referral for home care services is made to the council via the access or duty teams of staff.

2. This is passed to the specialist social services team that is most appropriate to the case: elder care, physical and sensory disabilities, learning disabilities, mental health services and/or children’s services.

3. A care manager (most likely a trained social worker) is asked to assess the client for need: this will involve assessment of need against the eligibility criteria for home care services, and if thresholds are crossed, they will write a detailed care plan. 

4. The care plan has to be costed and advice will be sought from the team contracts officer in order to establish whether the in-house service or an outside provider is available/most appropriate/most cost-effective in this case. In addition to the in-house team there are another 16 possible providers available and one has to be chosen to provide this package of care. In principal, if the care plan involves personal care, the first point of call should be the in-house team to see if they have spare capacity and their budget can allow them to take on the client. In practice, however, there is no fixed protocol and the care manager will be under pressure to keep the costs of provision as low as possible. All care plans have to be agreed by the team manager, but if costs exceed £100 a week, the plan has to be approved by more senior managers. The costs of provision vary a great deal, ranging from £8.10 an hour paid to the cheapest outside contractors, through to a nominal £10 an hour paid for the in-house service, and to £17.88 an hour for the most specialist providers of rehabilitative care (these prices were as published 1 April 2003, see Appendix 2).

5. Once a care plan is costed and agreed, it goes to either the in-house home care team for action or to the contracting team who then liase with the outside provider.

6. The provider (be they in-house or a contracted provider) is then expected to provide the care that is specified in the care plan. There is no room for flexibility or contingencies in the care plan. Outside providers are only paid to provide what is specified on the contract. They are not paid for additional risk assessments, for initial contact with the client, for travel time, training time or any other unforeseen costs. 

7. Care managers are expected to review the care being provided between 6 and 12 weeks, and then make subsequent assessments every 12 months.

8. In-house home care service supervisors and managers from the outside providers are expected to monitor the performance of staff, the quality of care and client satisfaction with the provision, at least once a year. They are not allowed to take responsibility for the assessment or the management of care needs. 

9. If clients make an informal complaint in the case of the outside providers it will be handled by a Contracts Officer and in the case of the in-house service, it will be handled by the in-house managerial staff. If a formal complaint is made, it is dealt with by the Social Services Complaints Department and it is then passed to the relevant social work team manager for investigation.









4. The in-house home care service in Tower Hamlets

4.1 Following a recent re-organisation, the in-house home care service has been divided into three geographical areas. Each covers one geographical area of the Borough and is led by a home care team manager, with approximately 6 home care team supervisors and up to 90 home care staff. Each of these area offices will also use temporary staff from agencies to cover staff sickness, holidays, vacancies and any emergency leave. Some of these agencies include those already providing contracted services to the Council, but there are additional providers used too. In some cases, agency carers have been working with the home care services teams for very long periods of time.

4.2 The budget for the in-house home care services team is very tightly monitored and there are often periods when the service is unable to take on new clients. However, in a catch 22, the climate of competition between the in-house and outside providers means that fewer new clients are sent to the in-house teams for support. Without sufficient clients, it is difficult for the in-house service to make demands for any increase in the size of the budget.

4.3 Since the 1999 best value review, the in-house service has only been able to take on new clients who require at least some element of personal care. At the time of writing, the Council was reviewing client care with regard to new eligibility criteria and it is likely that in future, at least some clients in receipt of only domestic care (such as housework, shopping and pension collection) will lose their service outright. Over time, the in-house service will thus only offer domestic care when it can be provided alongside ongoing personal care. 

4.4 Remarkably, the Council’s best value report only involved the in-house workers in doing a number of group SWOT (Strength, Weakness, Opportunity, Threat) analyses of the service. This contributed just one page to a final report that stretched to 200 pages (see Appendix 1 for more detail). Even though the in-house service still provides a significant amount of care for clients in Tower Hamlets, there was very little effort made to include the views of home care staff in the report.

4.5 The ten in-house care workers interviewed for this research had more than 130 years service between them, covering a range from 4 years to more than 20 years service.

4.6 When asked about their work, all said that they combined personal with domestic care, but they highlighted the wider responsibilities they took on as well. As this carer explained:

You sometimes end up doing the social workers’ job. One example I had is that a client signed a contract with British Gas and then they signed another contract for another company. They got very confused and I had to start ringing round and sorting it all out. Really, it should be the social workers’ job, sorting out their bills. Another case was when a man flushed his pension book down the toilet and I had to sort that out.

When elderly and/or vulnerable people have no-one else to care for them, their home carer is the only person to whom they can turn for help with a very wide range of concerns.

4.7 All those carers interviewed were very positive about their job. The following quotes illustrate the range of attractions that the job had for staff:

I like working with people.

I am a people person and I like working with people. Every day poses a different challenge. I never get bored.

I like the personal relationships with clients.

I like listening to the old people, getting to know them, listening to their stories and being aware and happy of the difference I can make to their lives.

I feel comfortable helping people, making friends and knowing the family. 

I thoroughly enjoy my job.

I love the freedom, there’s no-one looking over my shoulder and every day is different. Different situations come about and it is a learning process. They are not always nice things but then it is a learning process, you have to learn how to deal with it.

4.8 When exploring the pay and benefits of in-house staff, it is important to state that very few of the carers interviewed understood their pay slips. Rates of remuneration were confused by the inclusion of London Weighting into the figure for basic pay. In addition, a number of staff had itemised pay for ‘part-time hours’, as distinct from overtime, but no one knew what this meant. Overtime was often paid some months after it had been worked, adding to the difficulty workers faced in keeping track of their pay.

4.9 All the in-house carers are on the local government (NJC) manual grade 6.  This provides a basic hourly rate of £7.19 an hour from 1st April 2003 (an increase from the £6.94 an hour earned when the research was conducted). These manual grades should have been ended by the National Single Status Agreement (1996) and home care staff should have been issued with new job descriptions, graded under the Greater London Provincial Council Job Evaluation Scheme.  However, the Agreement has still not been implemented in Tower Hamlets because the employers are unwilling to fund it.  Proper evaluation of home care jobs under the new scheme is likely to lead to an increase in pay to at least £8.50 an hour.  It is the failure of the Council to implement the Single Status Agreement that continues to keep these staff on low, ex-manual, rates of pay. 

4.10 All carers were contracted to work a certain number of hours a week although many did additional hours. Anything over 37 hours was paid as overtime. The range in contracted hours was from 22 to 37 a week and workers had a variety of working patterns as they arranged to see their clients during the day. Some carers worked from 7 or 8am through to 2pm each day, others did only evenings, from 4-10pm or 5-11pm each day, while others worked split shifts, covering work in the morning and evening each day with a break in the middle. A full summary of the pay and employment conditions of staff is outlined in Table 1.

Table 1: Summary of pay and employment conditions for in-house home care staff

Contract type


Basic pay*
Over-time
Shift premiums
Sick Pay?
Special benefits?
Holiday?
Pension?

‘old’ contract

issued before 1995
£6.94
1.5X week and Sats/ 2X Sundays
£2.96 paid after 8pm in the week and Sats

£5.93 Sundays
1 month full pay and 2 months half pay for new starters rising to 6 months full pay and 6 months half pay
 Enhanced maternity and adoption leave.

A range of discretionary leave (paid and unpaid) inc. compassionate, dependency, childcare and extended leave
From 21+8 bank holidays + 4 conces-sionary days, rising to 26+8 bhs + 4 concess. days after 5 years service
Yes

‘new’ contract

since 1995
£6.94
1.5X week and Sats/ 2X

Sundays
none
As above
As above
As above
Yes

* includes London Weighting and since 1.4.03 it has risen to £7.19 an hour

4.11 The basic rate of £7.19 an hour (which would equate to £6.06 an hour without the inclusion of London Weighting) is not high and the most any worker reported taking home after a month was £1592.82 after doing a full 37 hours a week and exceptional levels of overtime weekend and bank holiday work. One worker who had Council tax and rent taken out of her wages took home only £587 for the month despite working 37 hours a week and 4 hours of overtime. Without any additional payments, working full time at 37 hours a week, £7.19 an hour represents a salary of £13,834 a year.

4.12 Eight out of the 10 carers interviewed reported that their income made up at least 50% of the household income and some said that they found it difficult to pay the monthly bills. Indeed, four carers had additional jobs to help with their income, one being a special needs assistant, one working as a barmaid and two taking in knitting at home. In at least two cases, overtime was argued to be essential in adding to the quality of family life. 

4.13 Overtime rates were 1.5 times the standard rate during the week and Saturdays and twice the standard rate on Sundays. Those longer serving staff who had ‘old’ contracts were also entitled to shift premiums for working anti-social hours after 8pm at night and at weekends. In contrast, those on ‘new’ contracts (issued since 1995) do not have shift premiums for working anti-social hours.

4.14 All in-house home care staff were entitled to sick pay though some were not aware of the amount of provision or the criteria.  Most reported having 6 months full pay followed by 6 months half pay, which is the entitlement of staff with more than 5 years service.  New starters are entitled to 1 month full pay followed (after 4 months service) by 2 months half pay.  Staff in their second year of service are entitled to 2 months full and 2 months half pay.  Staff in their third year of service are entitled to 4 months full and 4 months half pay.  By year 4 and 5 the entitlement is 5 months full and 5 months half pay.
4.15 Holiday entitlement for the in-house staff was 21 days with an additional 5 days after 5 years continuous local government service.  There are also 3 concessionary days attached to the Christmas holidays and 1 concessionary day at the spring bank holiday.  This is in addition to 8 bank holidays.   Moreover, if staff worked on a bank holiday they were entitled to double pay and a day off in lieu as reward for their efforts.

4.16 All in-house home care staff had access to the Local Government Pension Scheme, to which the employer also contributed. All but one of those interviewed paid into the scheme, and this respondent had stopped simply because she could no longer afford it.

4.17 Carers were entitled to enhanced maternity and adoption leave, as well as a range of discretionary special leave (paid and unpaid). This included: leave to care for sick dependants (the amount to be determined by the circumstances of the case which may be a combination of paid and unpaid leave); up to 3 days paid leave where childcare arrangements breakdown; paid compassionate leave to attend funerals of close relatives; 1 day’s leave for moving house; and an unpaid extended leave scheme for up to 12 months’ leave in special circumstances (such as caring reasons, to visit relatives abroad, to study, etc).
4.18 Although the pay was not especially high, the employment conditions and the security provided by a position with the in-house home care team were valued, and they help to account for the low turnover and long service of staff.

4.19 Most staff saw about 7-9 clients a week. However, this varied from one carer who had only 3 clients, and was waiting for a new client, to one carer who saw 10 clients a week (including some who received only domestic care). There was plenty of evidence of very long-term relationships between staff and clients: continuous contact ranged from 3 years up to 23 years in one case.

4.20 Staff valued the support of their supervisors in doing this work. Home care staff reported being encouraged to complete report forms about their clients and they had an informal face-to-face meeting with their supervisors at least once a week. Carers were able to phone and report any developments as they occurred and they also valued the opportunity to meet individually and as a team with their supervisors once every month. Carers are also subject to a performance management meeting with their supervisor twice every year.

4.21 Training was available to all staff and when carers were interviewed, the training undertaken most recently included: first aid, food hygiene, lifting, incontinence, dementia, bereavement, challenging behaviour, HIV, mental health awareness, working with the deaf and the visually impaired. Six of the 10 workers interviewed had received training during the last 12 months, and the only worker who had not been trained for a long period put it down to working in the evenings, between 4 and 10pm, ensuring that she was not available during the day. All training was paid for by the Council and it was undertaken during work time.

4.22 A number of the carers interviewed expressed an interest in receiving more training in future, especially to improve their understanding of the more medical aspects of their work. As this carer explained:

I currently look after clients with dementia and schizophrenia but the Borough seem to feel that these topics do not relate to my job. 

As the job demands greater knowledge of medical matters, the training has not quite kept up.

4.23 In addition, some of the managers interviewed felt that insufficient attention had been paid to the career development of home caring staff. Although carers are able to study for their NVQ level 2 in care, and one of the home care team managers has been trained as an assessor, this still reflects the work that carers already do, and take-up is low. There has been no effort to create a career ladder for staff beyond home care, building on experience to allow staff to move into new kinds of work. 

4.24 In practice, the research highlighted the extent to which carers’ jobs had already developed since they started work at the Council. Excepting the two workers on new contracts who had started work in the late 1990s, all the carers argued that they now took on more responsibility and provided more personal care for their clients. When they started work some of the tasks they were doing now had been performed by NHS staff (including bathing, twilight and district nurses), as this quote attests:

We were only just there for the domestic tasks. The nurses did the washing, dressing, medication and dressings. We have taken over a bit of the nursing. We do quite a bit for our money.

As the NHS has been under greater pressure to reduce bed-blocking, and re-direct resources into front-line services, Council services have taken more of the strain. In many ways, home carers have taken over some of the work once provided by the NHS, and there is a rather ‘grey’ area of shared responsibility between the two organisations. 

4.25 When asked about the ways in which the service had developed over time, a number of carers also emphasised the increasingly strict time limits on their work. As the budgets have got tighter, carers have found that care plans are tightened up and the time allowed for tasks has been cut down to a bare minimum. As an example, one carer reported that a care plan stated that one of her clients who was recovering from a stroke needed half an hour for a wash. Even though it took longer than this to get into the house, to talk to the client, get them ready, wash and dress them, and then deal with anything else that came up, the care plan only allowed half an hour. Likewise, another carer complained of having just 15 minutes a day to ensure that one of her clients took her medicine, when it could take 10 minutes for her simply to come to the door. 

4.26 In this context, many of those interviewed felt that they were well placed to make a much greater contribution to the construction and development of care plans for their clients. All those interviewed found the division between the social workers who assess and plan the care, and the staff who actually provide the care, very unhelpful. As these different quotes indicate, carers felt they had a lot more to contribute to the development of care plans:

I’d like them [the social workers] to come down and see what we do.

Carers could be given more say in what services are administered to the clients. We could assist with the initial evaluation, we could update care plans etc.

The social workers have cut down the hours of care that are needed for the clients and don’t understand how long it takes to do some of the work. We need to be there when the care plans are put together.

Every social worker has got a different opinion on the client and it is not until you actually work with a client that you can actually see what they are capable of doing. And the client will work one way for one carer and another way for another carer, so it is not always what the social worker says that should go.

Some clients get too much time and others not enough. We carers are too remote from the care managers who make the decisions. There is a need to assess client needs on an ongoing basis.

In many ways, it seems remarkable that home carers, who spend so much time in regular contact with clients, have so little input into the production and development of care plans. The expertise of home care staff could be used to enhance Council services while giving carers more interesting and better rewarded employment, simultaneously easing the work-load of social work staff.

4.27 Indeed, as home care managers visit each new client in order to assess the risks facing their staff, before then revisiting at least once a year to review service delivery and client satisfaction with staff, it seems remarkable that the in-house home care service is not involved in care planning at all. Clearly, there is scope for the in-house home care staff to play a much stronger role in the assessment of needs as well as delivery.

4.28 This sentiment was echoed by the home care managers and supervisors who were interviewed. They felt that there was scope for recognising the skill and expertise of care workers, and giving them more responsibility for ongoing assessments of care. As this home care supervisor put it: 

The Council get great value for money from the current care workers - commitment, loyalty and going the extra mile – all things that are not counted when weighing up the cost of the service. Their role should be enhanced, they should be given more autonomy and left to get on with their job.

Both the supervisors interviewed felt that carers should have more freedom to provide the care that seemed appropriate to meet the needs of the clients, within guidelines, rather than sticking rigidly to the care plan. As professionals, the carers know the clients better than anyone, and they would be able to decide – in conjunction with their clients – how to spend the time allotted, and could even provide new services, such as escorting, if that was required.

4.29 The research also indicated that carers resent the time that they have to spend travelling between clients, wasting time using public transport or trying to park. In the past, carers tended to have their clients living in more concentrated areas but as increasing numbers of clients are being cared for by the outside contractors, it has been more difficult to concentrate clients and carers in particular areas of the Borough. Moreover, in the past, care staff were given parking permits, allowing them to park easily all over the Borough. Without permits, carers now have to make their own parking arrangements, wasting even more time. As this carer explained:

We have to drive round finding places to park. We often have to park further away and as a result, safety is more of an issue. I often feel uneasy at night.

Others reported getting clamped through rushing to get to clients on time.

5 The private and not-for profit contractors

5.1 Since the Councils’ ‘best value’ review of home care services, published in 1999, Tower Hamlets Council has sought to impose tighter controls over the outside organisations that are contracted to provide domicilary care. Through a process of accreditation, providers are now expected to provide paper evidence of a range of good practice including managerial systems and procedures, recruitment and training, and as a result, the number of providers has fallen by 10. From 1 April 2003, a list of 16 accredited providers has been published, with new rates of payment for spot purchased services (see Appendix 2). It is envisaged that there will now be ongoing dialogue with these 16 providers over their progress in meeting best practice in care.

5.2 Accreditation is designed to increase control over the activities of private contractors and research conducted for the London ADSS Benchmarking Club has raised serious concerns about the real costs of using some private contractors to deliver home care. The Elusive Costs of Homecare (2002) argued that when real contact time was measured against the time that had been paid for, the apparent savings of contracted home care looked less than impressive (see Appendix 3 for a summary of the key findings from this research).

5.3 As is evident from the organisations and prices listed in Appendix 2, there are three key groups of organisations providing home care. (1) The main group of private contractors that provide bulk personal and domestic care at a minimum charge of £8.10/£9.45 an hour; (2) a smaller group of contractors (most of which are also not-for-profit organisations) that provide more specialist rehabilitative and intensive care for a minimum charge of about £13 an hour, and; (3) a group of culturally appropriate providers from the not-for-profit sector that have been developed with Council support to serve the Bengali, Vietnamese, Chinese and Jewish communities. An effort to develop a similar initiative with the Somali community subsequently collapsed although new efforts are currently underway. The main contractors providing the bulk of home care services, are Amonet, Excelcare, First Class and London Care.

5.4 Where it was possible to collect information about the wages and employment conditions offered to staff, through interviews with managers, contact with staff, or recruitment enquiries made to each office, these were found to vary considerably. Those collected for 7 of the contractors are outlined in Table 2.

Table 2: Summary of pay and employment conditions for home care staff working for outside contractors

Contractor
Contract type
Basic pay
Sick Pay?
Holiday?
Pension?



Private provider 1*
Zero hours: paid for work done and not travel time
£6 an hour Mon-Friday

£7.50 Sats

£10 Suns
none
20 days including bank holidays (but only 2 weeks at once)
None

Private provider 2*
Not known
£5 an hour Mon-Friday

£6.38 weekends and bhs
Not known
Not known
Not known

Private provider 3
Zero hours: paid for work done and not travel time
£5.50 an hour Mon-Friday

£6.60 Sats

£7.50 Suns

(nb. one carer reported getting £5.75 an hour and £6.90 on Sats/one new starter reported getting £5.25 an hour and £6.88 at weekends)
None
20 days including bhs (but only 2 weeks at once)
None

Not for profit 1
Zero hours, paid for work done and travel and training
£6.40 an hour

extra for unsocial hrs, weekends and bhs
After 3 mths service have 3 months full pay and then half
5 weeks, but after 5 years it increases by 1 day a year up to 30 days
Yes, after 6 mths service with employers contribution

Not for profit 2
Employed, pay travel time
£5.64 an hour but £5.81 after 6 mths

evenings *1/3

Suns and bhs *2

More for overnights
None
20 days 
Yes, Stake-holder scheme

Contractor
Contract type
Basic pay
Sick Pay?
Holiday?
Pension?



Not for profit 3
Contracted, paid for work done and not travel time
£7.50 to £9.50 an hour

overnight *1/3

bhs *2
None
20 days after 1 year
Yes, but no-one belongs

Not for profit 4
Paid for work done
£6.88 an hour

£8.18 an hour after 8pm
Accrues with service, 1 month/year
Not known
Yes,

Stake-holder scheme

* information collected by visiting the office to ask for a job, rather than through interview

5.5 At the time of research, rates of basic pay ranged from £5 an hour up to £9.50 an hour for specialist care and in some cases, rates were not very much below those offered to in-house home care staff. However, with a few exceptions from the not-for-profit sector, carers working for outside agencies only got paid for the work that they did. Clients are asked to sign timesheets for the work completed and carers are paid on that basis, without any allowance for travel time or the time actually spent on the job. Being paid on this basis also cuts out the need to pay overtime pay or to cover the time when clients are in hospital. And as a result, carers find it difficult to plan their working week. They have no certainty about their hours or their pay. Three of those interviewed at one private contractor were found to be working less than 16 hours a week and earning too little to pay tax, ensuring that they could retain their state benefits such as housing benefit, council tax benefit and income support. 

5.6 Many of the staff interviewed at this private provider worked split shifts over 7 days during the week. Indeed, a number of respondents had clients where they had to visit 4 times a day, for half hour or three-quarters of an hour each visit, every day of the week. In practice, this meant that the carers were working between 7.30am and 7.30pm, 7 days a week, with only short breaks during the day. When coupled with the travel time spent between jobs, the carers were working for much longer hours than they were actually paid. As these carers put it:

As we are not paid for travel it is difficult. Sometimes I travel for longer than the actual visit, up to an hour for a 45 minute visit!

The work is tiring and discouraging as it is so poorly organised. We have half-hour jobs and too much walking every day.
Another carer who was working for 64 hours a week said she spent £50 on petrol, just travelling between jobs.

5.7 In addition, it is important to note that of the 13 carers interviewed at the private contractor, only two were white British in ethnic origin, two were Asian and the remaining nine were black, seven of whom were of West African descent. The contractors are clearly drawing on very particular parts of the labour market for the staff that they need.

5.8 Carers working for private and not-for-profit contractors were very unlikely to be paid sick pay, they were generally entitled only to the minimum statutory holiday entitlement of 20 days a year (including 8 bank holidays), had no access to a pension scheme or any compassionate leave. Carers were under pressure to carry on working when they were sick, even though they were working with vulnerable elderly people. Moreover, one carer argued that they were often exposed to illness while looking after their clients, but were then unable to stay at home without losing pay. These are inferior terms and conditions to those offered to in-house care staff.

5.9 Any training that is provided is usually unpaid, and carers are expected to attend, despite receiving no pay. The private contractor that granted access to home care staff provided all new staff with a three day induction programme that was compulsory, but also unpaid.

5.10 In addition, supervisory practice appeared to vary a great deal and while some of the not-for-profit providers reported having fortnightly or monthly supervisions with staff, and meetings with clients to check up on the quality of care being provided, others left this to the Council’s social work staff. Carers were generally able to phone the office with any problems or developments on an ongoing basis, but many had little or no opportunity to talk about their work in a supervisory context.

5.11 By comparing the rates paid by the Council with the wages received, it would appear that the contractors charge an overhead of about £3 an hour from the provision of basic personal care. A carer delivering 37 hours of care during a week would thus generate about £100 for the contractor while earning £240.50 before tax and stoppages for themselves. Overheads are necessary to pay for the cost of office space, office salaries, insurance, company registration, compliance with national care standards, negotiations with the Council and new staff recruitment, but the bulk private providers also make a profit from care. 

5.12 When asked about the problems they faced in delivering care, the private and not-for-profit providers tended to identify two key concerns. The first being that of staff turnover. When care staff are on zero-hour contracts and are paid only for what they do, there is less incentive to stay. Indeed, managers at one not-for-profit provider argued that “staff have no allegiance to the company” and that “there is no mutual obligation on either side.” Many of their staff were registered with more than one agency and were thus prone to cancelling their work when something better paid, or offering longer hours, came up elsewhere. Maintaining the continuity of care that best suits those in greatest need is thus a real challenge when carers are employed on these terms. 

5.13 Moreover, registering with more than one agency means that it is impossible to monitor working hours, and some carers will put in very long hours during a week. During interview, one carer was found to work for 50 hours a week with one provider, and an additional 14 hours a week with another, putting in 64 hours a week, working for 7 days during the week, despite having three young children at home. This carer saw her children during the evenings on Saturdays and Sundays and took her children to and from school, but saw very little of them during the rest of the week.

5.14 Secondly, however, a number of those interviewed raised concerns that were strikingly similar to those made by the in-house care staff. One not-for-profit provider expressed their frustration at being excluded from the care planning process, and the absence of care staff from any reviews. Indeed, this provider argued that the Council gave them responsibility for the delivery of very tightly specified care plans but offered them no freedom and appeared not to trust them to make decisions, to respond to emergencies, or to interpret care needs as they evolved. This contractor was very keen to develop better face-to-face relationships with the care managers responsible for constructing and assessing care plans, and to work in partnership with these Council staff. At present, contact takes place over the phone or email, but there is no mechanism for developing closer ongoing relations of trust.

5.15 Such concerns were echoed by a manager from another not-for-profit provider who argued that the saddest side of the market was the breakdown in communication between those managing and providing the care. Just as the internal market has damaged relationships between the in-house carers and care managers, this is even more true of relationships with the outside contractors, who are kept at arms-length. As these carers are providing essential services, there is scope for better integrating them into the community of Council staff, opening up access to Council training courses, facilitating their involvement in the assessment and management of care plans, and recognising the vital role that they play.

5.16 Indeed, when interviewed, the home carers employed by one private contractor expressed very similar sentiments about their work to those raised by the in-house care staff. When asked what they liked about the job, carers responded that:

I like it very much, you are free to do your own thing and you are helping people in need.

I like everything about the job. I have lovely clients, a friendly and good relationship and I enjoy caring.

I like meeting people.

I like caring for people.

I like the role of carer and enjoy working with the elderly.

I enjoy meeting people, seeing the different characteristics of people and understanding the psychology of people.

You have personal satisfaction and can make a difference to people working in this job. I enjoy working with the elderly and people with learning difficulties.

5.17 The key difference between the in-house and the outside contracted staff is in their pay and conditions. Our research would suggest that, in the main, they have the same commitment to the work that they do. The key problem is that the poor terms and conditions make it very hard for them to survive on the wages, and as they are not paid for travel time, they are even more pressured for time. As this carer with 3 children explained: We get the worst of both worlds, we don’t have enough hours but they are spaced out enough to spoil other sides of my life.

6 The clients of home care services in Tower Hamlets

6.1 As we have seen, clients of home care services receive care from either the in-house team or from an outside provider. Seven clients of the in-house service and 3 clients of an outside provider were interviewed for this research.

6.2 Three of these clients had only domestic care and the majority had regular personal care including washing/bathing, dressing/undressing and helping with medicines, in addition to domestic provision. In one case, the client praised her in-house carer for doing extra work for her too:

She changes the bed for me. She pays my electricity (I have a key operated electricity meter). She cleans the windows if I ask her to do that (even though she is not supposed to). She helps me by preparing food even though she is not supposed to do it, because I have been nearly blind for over a year. She is really good. Sometimes she phones me at night, asking how I feel and if I need something. She takes me to the doctor too.

(client of in-house service three times a week for 7 years)

6.3 The time these clients had been in receipt of home care varied from 4 to 28 years. 

6.4 When asked about the continuity of care, most of the in-house clients had been in receipt of care from the same carers for considerable periods of time. One client had had three carers in 5 years, another had two carers in 4 years (the second of these for three years), another had 2 carers over 4 years, another had the same carer for 5 years preceded by other long-term carers, and one had seen the same carer for 7 years, three times a week.

6.5 Those in receipt of care from outside providers varied much more. One woman said she had approximately 30 carers during 8 years, including 3 in the last week alone. Yet the same agency had provided another client with the same carer for 4 years (with different carers at weekend and holidays). And another client with the same agency had had one carer for domestic work and another for bathing during the past couple of years.

6.6 When asked about the good things about their current service, clients of both the in-house and the private contracted service praised their permanent carers, as these quotes attest:

I am very happy with the service I am getting from the social services … She is a very nice person, she does what she has got to do and she will help me with little things, like if I wanted to shift something, she would help me to shift it, because of my arm. If I want anything, she will go out of her way to help me.

(client of in-house service three times a week for 5 years)

I look forward to the visit as an opportunity to meet and chat to a friend. She brings me news from outside which makes me feel less isolated … I can also ask her to do things later on in the week when she is shopping for a neighbour that day.

(client of in-house service 3 times a week for 4 years)

They are very good. She is punctual, she cheers me up and does good work. She provides a very good service.

(client of in-house service everyday for 5 years)

She is so good. She does all the things I need. If I have any problem with bills, she arranges everything. She is my lifeline. I don’t know what I would do without her.

(client of in-house service three times a week for 7 years)

I am lucky to have just one carer for such a long time. It is like a friend coming round rather than a stranger who just wants to get the job done. My main carer is very informative and helpful, she always rings to let me know if she if going to be late and gives me notice when she might be away. Having shared my experiences with others I know I am lucky.

(client of contracted care everyday for 4 years)

She attends regularly, I have no faults with them, they are very friendly and helpful.

(client of contracted care once a week, 8 years)

6.7 There were, however, a number of problems raised by most of the clients we interviewed. These centred firstly on communication with the Council: none of the clients had a copy of their care plan, so they had no written information about what they should expect from their carer. In addition, the monitoring of service delivery and care needs seemed very patchy. The in-house home care supervisors aim to monitor service delivery twice a year, assessing the work of the carer and the satisfaction of the client, and although this did not seem to happening as often as it should, all the clients interviewed did have contact with home care supervisors on an ongoing basis. Most of the private contracting companies used signed timesheets as evidence of care delivered, and some had a log-book at the clients’ homes to document any developments. However, only one of the clients with an outside contractor reported being asked about the quality of their care. Finally, clients felt particularly remote from the Council’s care management teams. Although their care needs should be reviewed annually, there was no evidence that this happened, and if it did, the clients were not aware of it. Indeed, in a couple of cases clients said that they felt they were in need of more care but were reluctant to raise a new request in case they lost the care that they had. As this client put it:

I need extra help with dressing in the mornings and I have to wear special stockings which are very hard to put on. I am very reluctant to ask for this though in case I lose my regular carer and end up with one of the less committed carers. It is better to keep quiet about it.

(client of the in-house service, twice a week for 4 years)

6.8 Even though there is a commitment to improve supervisory practice and the monitoring of care delivery in the accreditation documents that the private and not-for-profit contractors have to adhere to, our research raised questions about the extent to which this took place in practice. Indeed, one interviewee argued that neither the Council nor private contractors had any real interest in finding out too much about the standard of care being provided, as he explained:

If the Council find out they are doing a sub-standard job and they are spending thousands and thousands of pounds on them it will make them look stupid. And if the contractors find out that some of their staff are not up to the job why would they tell the Council and risk losing their contract? The emphasis on both parties is cost not the quality of service provision. While keeping costs down is important, it does not override the importance of maintaining a quality vital service for old people.

6.9 The other major problem that was raised concerned the use of ‘agency’ staff to cover periods like weekends, sickness or holiday absence when the main in-house or contracted carer was away from their work. These ‘agency’ workers might include the staff bought in from outside agencies by the in-house service or the floating carers used by private contractors to cover such work. The clients interviewed raised a very long list of grievances about the care provided by these temporary ‘agency’ staff. These concerned the poor quality of the work done, the inadequate experience and abilities of the staff, not knowing who is going to turn up at any time, fear of burglary and crime, and lack of accountability. Each is detailed below.

6.10 A number of clients complained about the poor service provided by temporary staff. In a number of cases, clients said that they would send them out shopping because they did not want a stranger in the house and most said that they did not stay as long as they should. In a number of cases, clients said that they or their neighbours had signed the timesheets for temporary carers simply to get them to leave. There was a widespread feeling that many of these temporary carers are ‘here today and gone tomorrow’ with no long term commitment to the job or the clients. As these quotes attest, there is also concern about the quality of the work that is done:

Both of the regular Council staff I have had have been smashing and very friendly but when they are replaced by temporary staff the level of service drops dramatically. The temporary staff are much less thorough, they do not clean properly, they just vacuum and mop exposed areas of floor, they never move furniture or rugs to clean properly. They are generally sloppy. Quite often they fetch the wrong shopping and do not buy the requested products.

(client of in-house care twice a week for 4 years)

The other home help comes in the morning, regular all the time … but I don’t like the agency ones. They come late, and I might have been out at that time. They don’t seem efficient like the social services ones … They are not caring like the social services ones. I don’t care for them. They don’t seem to bother.

(client of in-house care three times a week for 5 years)

6.11 Clients reported a number of instances when carers had been sent to do work for which they were clearly ill-suited. In one case a heavily pregnant woman arrived to do cleaning and shopping, which worried the client. In another case, a male carer arrived who was unable to bend over and so could not assist the client in dressing. In addition, carers were sometimes found to be ignorant about the tasks involved in the job and arrived only to ask what they were supposed to be doing. Clients reported problems with the wrong shopping being bought, carers who did not know how to iron and cultural differences over food (such as the ability to identify different types of vegetables). Clients also argued that some temporary carers had no common sense:

Agency staff sometimes don’t have any common sense at all. One girl couldn’t change my bedding properly, she put the sheet on top. Another one bought me 24 litres of milk instead of 2 litres. I don’t want any agency staff. In my experience they are not worth the money. I would like only proper help and proper workers. (client of in-house care three times a week for 7 years)

6.12  A number of the clients interviewed found it very difficult when strange people turned up at their homes, claiming to be carers, when they had received no notification of their names or that they were coming. As this client put it:

I am often not informed before they come so I have no way of checking names and find myself faced with a stranger about who I know nothing. After the murder of a neighbour by a burglar a few years ago, this worries me. (client of private contracted care everyday for 4 years)

In another case, one client felt especially vulnerable after a temporary carer had left her balcony unlocked over night, as she explained:

It has happened to me twice that the agency worker went on to the balcony and left the door unlocked. It was unlocked all night and considering that I live on the ground floor anybody could have come into my house. Agency staff are not responsible. One girl told me that they have 3 days training and that’s it. (client of in-house care three times a week for 7 years)

In another extraordinary case, one agency had sent a carer to cover some ironing work and once they had gone, the client realised that some goods had been stolen from her flat. On notifying the police they discovered that the carer had actually been the niece of the carer who was supposed to be doing the work. As she was sick, the carer had sent her niece to cover the work instead.

6.13  Finally, one client argued that the temporary agency workers were not sufficiently accountable for the services they were supposed to provide:

The in-house staff are more caring and more accountable for what they do. Agency staff are not accountable and you don’t feel so secure. If you complain about the in-house staff, they come and apologise, face-to-face. Not with the agencies. (client of in-house service, once a week for 18 years)

6.14  Our research is limited by the small numbers of clients interviewed, and the very small number of clients who were in receipt of care from private contractors. However, the evidence that we have collected suggests that much of the concern raised about the risks of allowing outside contractors to provide care is due to the poor service provided to clients over weekends, holiday periods and sickness. Both in-house and contracted care clients expressed general satisfaction with their main carer as they had been able to establish relations of trust.  Although the Council’s own research has highlighted much lower levels of satisfaction with the outside contractors than the in-house staff (see Appendix 1 for a summary of the best value research completed during 1999), our research has highlighted much more concern about the use of temporary agency labour, or temporary cover in the case of the private contractors, to cover weekends, holidays and sickness. This situation seemed to create much of the widespread ill-feeling about the use of private contractors. It would thus seem imperative to explore the extent to which in-house staff can work in teams, covering for colleagues when they are off, even if this involves slightly more overtime pay. In addition, the private contractors could be asked to make more permanent arrangements for deputised care. In both cases, a small pool of established workers could be used to cover for each other, and clients would thus feel reassured having someone they knew looking after them. Rather than having to welcome a steady stream of strangers, with a mixed range of abilities, into their homes, clients of both in-house and private contractor clients would feel more confident in the service provided.

7 Concluding remarks

7.1 This research has highlighted the implications of introducing the market into the provision of home care. Inevitably, there has been pressure on the wages and conditions of staff, and the in-house service has been gradually undermined as the outside contracted service has grown. In the long-run, tax payers and politicians have to face up to the need to pay carers for the quality care that we would all expect in old age, or at times of need, when we are unable to look after ourselves. Such care can never be cheap. When budgets are tight, public authorities, like Tower Hamlets Council, have understandably used the market as a way of saving money, and to a more limited extent, as a way of providing additional services (such as the culturally appropriate care and specialist rehabilitative care offered by some not-for-profit providers). In so doing, the Council have used public money to stimulate the creation of jobs with very poor pay and conditions.

7.2 Even though the basic rate of pay (currently £7.19 an hour including London Weighting) is low for the very important work that they do, the in-house home care staff have secure living wage jobs with important benefits like sick pay, compassionate leave and pensions. One of the reasons for this low pay is the failure of the Council to implement single status as outlined in paragraph 4.9. These workers have regular hours, they can anticipate their monthly income and they are able to increase their wages through limited overtime. The longer serving carers are also able to access extra payments for working anti-social hours and weekends. All in-house carers have the opportunity to participate in training, even if there is less scope for the career development and learning new skills than many would like.

7.3 In contrast, the growing number of carers working for private, and to a lesser extent the not-for-profit, providers have inferior terms and conditions of work. The research found that most were paid between £5 and £6 an hour with no additional employment benefits. Moreover, the majority of carers were on zero hour contracts, only getting paid for the work that was done. There was no allowance made for travel time, for the hospital visits of clients or the additional time often spent with clients beyond that specified in the care plan. Many carers had to spread their work across 12 hour days, 7 days a week, simply to make up the hours they needed to live. The majority of the carers interviewed at one private contractor were women of West African descent and it would appear that employers are finding many of their staff from this part of the labour market in London.

7.4 The bulk private contractors are making considerable returns on the sale of care, and there is scope for scrutinising employment standards as part of the ongoing accreditation process. Improvements in employment conditions would help to solve the retention difficulties faced by some contractors, while also making it easier for carers to provide better quality care. Such improvements would also be more likely if the private contracted staff had a collective voice and there is scope for the local UNISON branch to extend their reach to these staff.

7.5 The research has highlighted that carers with the private contractors were generally poorly supervised, and their performance was hardly ever assessed. However, clients of both groups of providers praised their main carers, and reserved their strongest criticism for the temporary carers that covered when they were away. Clients of both the in-house and private contracted care services raised criticisms about the abilities of some of these workers, the quality of the care provided, the risks of letting strangers into their homes and the fear that temporary staff were not responsible or accountable for their actions. There is thus scope for developing a team approach to care whereby a small group of carers deputise for each other, even if this increases the cost of in-house overtime pay. Clients would feel immensely reassured to have care from people they knew, be they in-house or outside providers.

7.6 Staff with both the in-house and the contracted providers raised concerns about poor communication channels with the care managers who assess clients and write the care plans. In some cases, care plans were found to be inadequate to meet the needs of the clients, and the research highlighted the short times allocated to particular tasks. In other cases, clients were felt to be getting too much time for meeting their needs. Carers, who spend so much time in regular contact with clients have very little input, if any, into the production and development of care plans and the ongoing assessment of needs. The expertise of both in-house and outside care staff could be used to feed into assessments of care. This would mean improved communication channels within the Council, between care managers and home care staff, and beyond the Council, between care managers and staff at the outside contractors. Indeed, a number of respondents argued that it would make more sense for the in-house home care teams to take responsibility for the assessment and allocation of care, thus allowing the service to draw on the experience of carers and to monitor care needs on a regular basis. This would provide a new dimension to the work of care staff, and give them more recognition for the work that they do. In addition, it would allow the better integration of contracted staff with the Council as the in-house care team would allocate and monitor their work, alongside reviewing the satisfaction and needs of the clients.

7.7 As we have not been able to interview care management staff in this research, it is not possible to air their views here, however, UNISON is of the opinion that these problems arise from the introduction of an artificial split between the contractor and the provider. If home care managers were included in the process of care assessment, management, review and allocation it would make it easier to rationalise the distribution of carers to clients, cutting down travel time between jobs. Teams of carers, albeit in-house or contracted staff, could be allocated to particular parts of the Borough, focusing on particular sheltered housing blocks, estates and local neighbourhoods. Such teams would also be able to deputise for each other, providing a visible presence in the community as well as providing face-to-face care. Home care managers could also play a greater role in the monitoring of all care.

7.8 The carers who work for private contractors are providing essential services to the Council and the people of Tower Hamlets and they do it for remarkably little reward. These staff could be better integrated into the Council-family. Granting access to in-house training programmes and holding forums for in-house and outside staff to meet each other would go a long way to building relations of trust. While this could not be seen as a subsidy to the contractor, and would have to be costed in some way, it would allow private contract staff greater recognition for the work that they do.

7.9 This research has highlighted the way that sub-contracting can allow a public authority to wash its hands of responsibility for the pay and conditions of workers who are employed to provide core services to people in need. Although many in-house staff and the local UNISON branch have opposed these developments, it is important not to overlook the needs of the carers doing the work. As it is unlikely that the home care service is going to be fully returned in-house, in the short-term at least, it is a good juncture for some creative thinking about the ways in which Council staff and UNISON can work to improve the in-house service while also improving conditions for contracted staff. It is hoped that this research report makes a contribution to that debate and improvements in the service, long-term.
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Appendix 1

A summary of the material in the best value report into home care services in Tower Hamlets, published in 1999, written by Kanwar, 1999.

1. The cost and scale of the service

In 1998/9 home care services cost £6,723,000, 66% of this was spent on the in-house service (£4,460,000) and 34% on the private and not-for-profit contractors (£2,263,000).

The service reaches 1928 in-house clients, 1126 private contract clients (3054 in total); total contact time was 783,939 hours; averaging 8.3 hours per client, per week.

2. The unit costs of the service in 1998/9

The unit cost of the service was £8.53 an hour; but the in-house unit cost was calculated to be £14.10 an hour and the private contractors were only £7.31 an hour. This is the total expenditure divided by the hours of service provided.
There is a question of where care management and contract support costs are apportioned in these figures. The use of private and not-for-profit contractors still involves costs to the Council (to pay social workers, process referrals, manage contracts, investigate complaints, liase with contractors and to re-assess clients) and it is very difficult to see if these costs have been included in the private contracting price.

For example, of the £4.46M spent on the in-house care service, only 50% went on paying for the 224 FTE carers and another £850K went to agency staff; £690K was spent on 24 managers; £569K was spent on other management and support services; and only 2% of the cost was on 4 admin workers. There appears to be a carer: manager ratio of 11.9, but it is not clear what are all the other management and support costs involved unless this is the cost of employing care managers.

The unit cost for the private contractors only included £289K for management and support services (13% of the total spend), the rest being spent directly on staff. Not surprisingly, this meant these providers had a low unit cost and looked much better value for money. In fact, the 5 providers examined (from a range of 23 that the council used at the time) had a range of costs from £6.83 to £12 an hour – so there was great variation in the sector. 

4. The clients of home care services

70% of the clients using the service in 1998/9 were frail elderly.

No-one was charged for the service, and the best value report questioned this. Tower Hamlets is one of only 5 Local Authorities that don’t charge in the UK.

The clients interviewed were found to be poorly informed about the service.

· 71% had no care plan.

· 52% had no knowledge of what services they should be getting.

· 51% had no knowledge of how often they should be getting the service.

Minority ethnic respondents and those needing specialist care (for disability/mental health) wanted a more appropriate service: including a carer from their own ethnic group, or at least speaking their language (Bangladeshi, Somali, Chinese and Vietnamese groups were interviewed).

182 clients completed questionnaires that were administered through face-to-face contact with clients were used in the report. They showed remarkable differences in the level of satisfaction between in-house and private contract users (see Tables 1 and 2).

Table 1: Satisfaction with the completion of tasks, comparing clients of the in-house and private contracted service

Task
In-house receiving %
In-house v. satisfied %
Private receiving %
Private  v. satisfied %
Difference in satisfaction %

Cleaning
63
63
25
51
12

Laundry/ ironing
23
71
9
35
36

Collecting prescriptions
22
79
4
50
29

Paying bills
21
79
4
50
29

Shopping
42
70
9
50
20

Help wash/bathing
12
86
13
39
47

Help dressing
8
87
10
53
34

Assist to bed
2
100
5
67
33

Table 2: Satisfaction with the care staff, comparing clients of the in-house and private contracted service
Attributes of carers
In-house v. satisfied %
Private v.satisfied %
Difference in satisfaction %

Time-keeping
65
60
5

Stays as long as supposed to
69
60
9

Informed when replacement sent
52
29
23

Replacement able to do the work
44
32
14

Things are done as would like them
70
45
25

Caring attitude
77
45
32

Polite
85
56
29

Trustworthy
92
76
16

These figures all suggest that the in-house service provided a more satisfactory service, particularly as the private contractors provided more personal care and it is here that the figures are most stark. When staff timekeeping and attitudes are directly compared, the private contract service again provided less satisfaction.

The report also made the point that there was very little continuity of service from many of the private contractors, making it difficult for clients to report back on the service delivered by particular staff.

5. The private contractors

The report looked at 10 of the private contractors used by the council and of these, only 1 had good training and induction programmes for staff; only 4 had evidence of supervision; only 3 had evidence of monitoring performance; only 1 had comprehensive policies and procedures in place. This has since been addressed by the Council’s attempt to put a process of accreditation into operation, involving a slightly smaller number of providers.

The use of private contract services generated an incredible amount of paperwork: 8-10 forms per referral, and between 250 and 900 invoices a week! This care was spot purchased from 23 different providers.

Appendix 2: List of Accredited Providers and Agreed Rates from 1.4.03

PROVIDER
SERVICES FOR WHICH 

ACCREDITED
UNIT COST PER HOUR
SERVICES TO BE INCLUDED IN DEV. PLAN, AND PURCHASED WHEN MEET STANDARDS
COMMENTS



STANDARD

8am – 8pm

Mon - Fri
UNSOCIAL & SAT
SUN & BANK HOLIDAY



1. Age Concern
Carers Relief (Older People)
See Comments
Specialist Carers Relief Service for Older People with dementia
£14.38 per hour for the first 300 hours per week under SLA.  Additional 100 hours per week at £11.67 per hour, and £11.62 per hour when total hours exceed 400.

2. Amonet
Domestic Support 

Personal Care (all client groups) 

Carers Relief 

Blitz Cleaning
£8.10

£9.45

£9.00

as per job
-

£12.30

£11.70

as per job
-

£12.30

£11.70

as per job
Rehabilitative Support Services


3. Excelcare
Domestic Support

Personal Care

(all client groups)

Carers Relief

Specialist/Care/Rehab

Children with Disabilities

Nursing Care
£8.10

£9.45

£9.00

£13.05

£9.00

as per job
-

£12.30

£11.70

£16.97

£11.70

as per job
-

£12.30

£11.70

£16.97

£11.70

as per job
Specialist support services for people with challenging behaviour


PROVIDER
SERVICES FOR WHICH 

ACCREDITED
UNIT COST PER HOUR
SERVICES TO BE INCLUDED IN DEV. PLAN, AND PURCHASED WHEN MEET STANDARDS
COMMENTS



STANDARD

8am – 8pm

Mon - Fri
UNSOCIAL & SAT
SUN & BANK HOLIDAY



4. First Class
Domestic Support

Personal Care (all groups except HIV/AIDS)

Carers Relief

Children with Disabilities
£8.10

£9.45

£9.00

£9.00
-

£12.30

£11.70

£11.70
-

£12.30

£11.70

£11.70
Culturally appropriate services
The provider declined to accept HIV/AIDS clients

5. Jewish Care
Domestic Support

Personal Care

Carers Relief
£11.00

£11.00

£11.00
-

£11.00

£11.00
-

£11.00

£11.00
Rehabilitative Support Services
New rates fixed until 31st March 2005.  Only provide services to Jewish clients

6. London Care
Domestic Support

Personal Care

(all client groups)
£8.10

£9.45
-

£12.30
-

£12.30
Carers Relief Service

Children with Disabilities


7. Positive Care Link
Domestic Support

Personal Care

(HIV/AIDS only)
£8.54

£9.45
-

£12.30
-

£12.30
Children with Disabilities


8. St Hilda’s Shabadam
Domestic Support

Personal Care

Carers Relief

(Bangladeshi clients)
£12.00

£12.00

£12.00
£15.60

£15.60

£15.60
£15.60

£15.60

£15.60
Rehabilitative Support
Bangladeshi Service Users

9. TLC
Carers Relief

Specialist Care

Children with Disabilities
£12.70

£13.05

£12.70
£16.51

£16.97

£16.51
£16.51

£16.97

£16.51
Rehabilitative Support
No sleep-in nights

PROVIDER
SERVICES FOR WHICH 

ACCREDITED
UNIT COST PER HOUR
SERVICES TO BE INCLUDED IN DEV. PLAN, AND PURCHASED WHEN MEET STANDARDS
COMMENTS



STANDARD

8am – 8pm

Mon - Fri
UNSOCIAL & SAT
SUN & BANK HOLIDAY



10. Wren Care
Specialist Care and Rehabilitative Support
£13.05
£16.97
£16.97

The provider will not take domestic support and personal care

11. THC
Rehabilitative Support
£13.75
£17.88
£17.88

Rates will be reduced to £13.05 and £16.97 when no. of hours reach 300 per week

12. Majlish
Domestic Support

Personal Care

Carers Relief

(all client groups)

Children with Disabilities
£11.20

£11.20

£11.20

£11.20
£14.56

£14.56

£14.56

£14.56
£14.56

£14.56

£14.56

£14.56

Bangladeshi Users

13. St. Dunstan’s
Domestic Support

Personal Care

Carers Relief

(all client groups)
£12.00

£12.00

£12.00
£15.60

£15.60

£15.60
£15.60

£15.60

£15.60

Bangladeshi Service Users

14. APASENTH
Domestic Support

Personal Care

Carers Relief

(all client groups)

Children with Disabilities
£12.00

£12.00

£12.00

£12.00
£15.60

£15.60

£15.60

£15.60
£15.60

£15.60

£15.60

£15.60

Bangladeshi Users

PROVIDER
SERVICES FOR WHICH 

ACCREDITED
UNIT COST PER HOUR
SERVICES TO BE INCLUDED IN DEV. PLAN, AND PURCHASED WHEN MEET STANDARDS
COMMENTS



STANDARD

8am – 8pm

Mon - Fri
UNSOCIAL & SAT
SUN & BANK HOLIDAY



15. CATH
Domestic Support

Personal Care

Carers Relief

(all client groups)
£12.00

£12.00

£12.00
£15.60

£15.60

£15.60
£15.60

£15.60

£15.60

Chinese Users

16. Vietnamese
Domestic Support

Personal Care

Carers Relief

(all client groups)
£12.00

£12.00

£12.00
£15.60

£15.60

£15.60
£15.60

£15.60

£15.60

Vietnamese users

Sleep-in Night: £35 per night (flat rate)
Appendix 3: Summary of The Elusive Costs of Homecare (2002) published by Starfish Consulting for the London ADSS Benchmarking Club

This report includes data to show the increasing reliance on the independent sector to provide home care in London. While only 20% of home care was delivered this way in 1994/5, it had increased to about 60% of provision in 2000/1. This development has been driven by cost comparisons and the belief that the independent sector can provide the same service at lower cost.

However, the report questions (1) the unit costs that are used to make these comparisons and, (2) using these costs as a basis for decision-making in the first place. They argue that because travel time is not generally included in the charges paid by Local Authorities or the wages paid to staff, there is a tendency for  contractors and the carers they employ to overstate contact time with clients. Even though Local Authorities have used signed timesheets as a way to overcome this difficulty, there is a tendency for clients to sign anyway, regardless of the actual time spent delivering care. Such over-reporting leads to an underestimate of the unit costs of the care. In addition, the report illustrates that the unit cost does not reflect the true cost of providing care packages that do not run neatly into whole hours of care. Delivering a package of care that includes quarter-hour visits spread over the day may well involve minimum charges that cost more than the usual hour of care. As the authors put it:

It is imperative to calculate the cost of the eternalised service on the basis of what would actually be charged by the principle independent sector providers for the actual pattern of visits being made by the internal provider. (18)

Finally, the authors also point out that many Local Authorities fail to add a fair amount for the management and support services provided in-house to the unit costs of the independent providers.


This research report then goes on to highlight ways in which the improved efficiency of in-house services can reduce unit costs very sharply. Using spare capacity within the in-house service as effectively as possible by deploying scheduling software systems, can make a major difference to costs. The report recommends (1) ensuring that the in-house service is always the first point-of-call when pricing a service for a client and; (2) ensuring that the capacity of the in-house team is maximised – minimising the under-use of available carers and minimising travel time through the informed scheduling of carer’s rotas.

New request/referral for the home care service





Tower Hamlets Care Manager for assessments





Care plan costed and passed on to the in-house team or contract confirmed via Tower Hamlets Contracts Officer





Provision from one of:


In-house service OR


One of 4 basic outside providers (costs ranging from £8.10 an hour to £12.30 for anti-social hours) OR


One of 3 more specialist rehabilitative providers (costs ranging from £12.70 an hour to £17.88 for anti-social hours) OR


One of 6 culturally appropriate providers (costs ranging from £11.20 an hour to £15.60 an hour)





Investigation of client complaints by in-house managers or Contracts Officer or Social Services Complaints Department





Ongoing review of service delivery and staff by managers at the provider (in-house or contractor)





Ongoing monitoring and review of care plan by Tower Hamlets Care Managers
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On the frontline of care 


