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Community Care Act

Community care services provide support for the most
vulnerable people, mainly older people, in our society. In
the UK, social care is provided by local authorities and
health care by community health services. The number of
people needing such support is appreciable. As the number
of very old people (over 85 years old) is increasing,' the
need for community care is expected to increase for the
foreseeable future.
The main criticism of the previous system ofcommunity

care services is that it is a provider led service. Potential
users are assessed against set criteria for each service, and
people's needs have to be fitted into whatever range of
services happened to be available. The development of
these services has been haphazard, with responsibilities
divided between authorities who have different priorities
and traditions. Because the social and health needs of
individuals are not always easy to delineate, there have been
overlaps and gaps in community care services. The results,
too often, have been a muddle.2
For many years, government has tried to replace institu-

tional care with community care. Pressures on the National
Health Service have led to the reduction in the number of
long stay beds and the lengths of stay of people in acute
beds, increasing the numbers requiring community care.
Those elderly people who were too disabled to be looked
after at home, were admitted to growing numbers ofprivate
nursing and residential homes often funded by social
security benefits.3 Apart from a financial assessment, no
assessments of the medical or the social needs of the
claimants were made. The public expenditure on private
residential and nursing homes grew substantially and
reached £2 billion in 1992-3.

In 1986, the Audit Commission reviewed community
care and found much of it to be seriously uneconomic,
inefficient, and ineffective.2 Following this, the government
decided to set up its own review and asked Sir Roy
Griffiths, deputy chairman of both the National Health
Service policy board and the Sainsbury's supermarket
chain, to execute it. The Griffiths report, published in
1988, suggested radical changes to community care.
The report suggested that local authorities should assess

needs objectively, and buy care which may be provided by
private or voluntary agencies (mixed economy of care).
Department of Social Services payment for residential and
nursing homes should be diverted to local authorities for
providing community care, and the money should be 'ring
fenced'. He felt that community care was so important that
a Minister for Community Care should be created.
The government agreed with most of his proposals

which became the basis of the Community Care Act.5 But
there will be no Minister for Community Care, and the
funds for community care will be ring-fenced for only three
years, 85% of which has to be spent in the private sector.
The objectives of the Community Care Act are firstly to

stimulate competition in care provision so that the social
care needs of people can be more effectively and efficiently
met, and secondly to stop the 'perverse incentives' to use
private residential and nursing home care.
The first stage of the Act was implemented in 1991 when

social services departments established a formal complaint

procedure. This is to make care providers more accoun-
table to the users of public services. In April 1992, every
local authority produced a three-year community care plan
agreed with the local health authority. The plan has to be
updated annually, and should give an overview of policy.
Signing up these shared care plans committed the agencies
involved to agreed systems for assessing people for care
delivery and the continuing care patients discharged from
hospital. The aim is to reduce both the gaps and overlaps
between health and social care.

In April 1993, the transfer of money from the Depart-
ment of Social Services to local authorities took place. The
total amount was £399 million in 1993-4, rising to £1050
million in 1994-5 and £1568 million 1995-6. Local
authorities are now responsible for assessing the social
needs of people and providing a range of home care
services, and making available a choice of residential and
nursing homes. Local authorities may not restrict choice to
a contracted or directly managed home, but a third party
may be asked to guarantee to pay the difference if the
chosen home's fees are outside the bands agreed by the local
authority. Local authorities cannot generally fix a ceiling on
the amount it will pay towards a place as the Department of
Social Security previously did.
A major concern is how to manage discharges from

hospital. Hospitals are worried that beds may be blocked by
patients waiting for assessment and placement. Local
authorities are worried that decisions about future care are
rushed for vulnerable patients. The chief executive of the
National Health Service stated that hospitals should not
release patients until there is an agreed plan of discharge.6
Clearly, local authorities and health authorities have to
cooperate closely in assessment procedures.
Some are worried about the mismatch between assessed

needs with the provisions that local authorities are able to
make. This is politically contentious and there is no clear
official guidance. Local authorities are advised to use the
mismatches as pointers for policy review.7
There remains no clear distinction between health care

and social care. In order to look after severely disabled
people, a complex network of social and nursing services is
required. The relative contribution of the social services
and community health services has to be resolved locally.
An important related issue is the long-term care of older

chronically sick people. Private nursing homes are expen-
sive both to the residents and the local authorities, whereas

Community Care Act

* the majority of elderly people prefer to remain in their own
homes

* as the number of elderly people rises there will be an
increasing need for community support

* each individual should have their own needs assessed
* private nursing home places have increased to a greater

extent than the reduction in long stay hospital places
* local authority provided community care is means tested;

health care remains free
* the success of the act will ultimately be judged by the users
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indefinite hospital stay is free for the patient, but at the
expense of the hospital.6'89 There is potential for disagree-
ment between local authorities and health authorities if the
issues remain unresolved.
The Community Care Act is meant to be a beginning of

an evolving process. High on the agenda for the local
authorities is the development of care management. In the
scheme, funds are devolved to care managers who will
coordinate the assessment process, provide advice on
possible services, arrange and if appropriate, pay for
services as necessary, monitor its effectiveness and keep it
under review. Care managers should be able to buy services
from other agencies, creating opportunities for new
initiatives. Increasingly local authorities have to separate

their role in providing care from their role in purchasing
care. Care managers will become more independent and
have more influence on the pattern of care provided.'0
The Community Care Act provides a new framework to

delivering care services and opportunities for innovations.
Its success depends on the cooperation of the authorities
and practitioners involved, and ultimately community care
has to be judged by the people who use it.
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Geriatric day hospitals - the future?

The need for rigorous evaluation of geriatric day hospitals
is well recognised.1 In 1981 the white paper'Growing Older'
advised health authorities in the UK to review the func-
tions of geriatric day hospitals.2 Prior to this, Martin and
Millard, in 1978 had reviewed all day hospitals (both
geriatric and psychiatric) in the South West Thames
Region and subsequently made recommendations for
future developments.3 They observed that the day hos-
pitals had become established without a common policy for
operation and that a minority of geriatric day hospitals
fulfilled a predominantly social role. They attributed this to
size (number of places), staffing levels (nursing and
therapy) and to the lack of places for new patient atten-
dances. This could be problematic for patients requiring
short-term rehabilitative therapy. They recognised that
adequate staffing levels of therapists were needed to run a
geriatric day hospital with a predominantly therapeutic
function. They suggested smaller units (12-20 places) to
provide a mainly rehabilitative function and larger units
(20-30 places) for the more disabled, where they would
gain benefit from all aspects of regular attendance
associated with general nursing therapy and medical super-
vision. It was felt that these latter units need not be sited in
the district general hospital because activities were mainly
diversional.

So what has changed since 1978? The number of
geriatric day hospitals has continued to grow and they have
become firmly established as part of the geriatric service,
for the present. In 1987 a further comprehensive study of
all geriatric day hospitals was carried out in the same
region, essentially to collect basic data and ultimately to
evaluate geriatric day hospital intervention against out-
come and to compare with alternative approaches to similar
problems.4 This study found that only 34% ofgeriatric day
hospitals had a written operational policy. Eighty per cent
of geriatricians considered that rehabilitation was the most
important function, but 20% were below establishment
with respect to nursing staff and therapists. Operational

costs were unknown. Medical and nursing intervention was
low despite the medical function being considered impor-
tant by 40% of the geriatricians. Thirty-five per cent,
however, ran integral out-patient clinics to which elderly
patients not attending the geriatric day hospital could be
referred. There was a moderate amount of occupational
and physiotherapy provided, but little evidence of mul-
tidisciplinary treatment. Remedial and nursing staff felt
that patients with deteriorating mobility were not referred
early enough and that general practitioners remained
confused about the differences between geriatric day
hospitals and day centres. As in most earlier studies,
transport remained a common problem, except in mainly
rural areas with less traffic and more volunteer input.
Whilst informal time-flexibility occurred, no formal
changes such as regular half-day sessions were in operation.
Recommendations were made for continuous monitor-

ing of the geriatric day hospital process using Korner data
to establish performance indicators and develop outcome
measures. A written policy was advised, especially because
of cost implications, staffing requirements, and the trend
towards community care. Individually tailored patient
programmes were suggested and appropriately referred
patients should require two or more types ofintervention to
benefit from the multi-disciplinary team services.

Geriatric day hospitals - the future

* geriatric day hospitals should continue to be an integral part
of a geriatric service but their role needs to be clearly defined

* the clear advantage is the ease of access to the range of
medical, paramedical, and therapist skills

* patients attending need regular review and should require
the skills oftwo or more disciplines

* problems include the requirement of a special environment,
high staffing costs, transportation difficulties, and long
periods of inactivity
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