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Abstract

Social care actors’ motivations and attitudes play a central role in the delivery
of services. This thesis examines the underlying motivations for providing
care home services for older people, drawing data from private, voluntary and
local authority homes in eight areas of England. The study explores care
home owners’/managers’ motivations. The majority of respondents were
found to be primarily motivated by meeting the needs of older people and
professional achievements. With regards to professional motivations,
interviewees reported high levels of job satisfaction. Care home
owners/managers were satisfied with their career choice and felt that, through
their work, they were contributing to society as a whole. The study identified
a range of personal and external factors that could influence

owners /managers’ intrinsic motivations and professional aspirations.

Local authority commissioners’ perceptions of care-home owners’/managers’
motivations are also identified as playing an important role. Commissioners’
views of care home owners’/managers’ motivations, their perceived strengths
and weaknesses, and their motivations will have a bearing on commissioning
decisions. The results indicate that owners/managers are generally perceived
by commissioners as highly altruistic, but also relatively financially motivated
individuals. Further analysis revealed significantly different views towards
profit maximising, which commissioners perceive as very important, while
providers consider it to be of little motivational value. Private sector care
home owners/managers are described by commissioners as significantly more
motivated by personal income. Associations are found between
commissioners’ perceptions of motivations and the nature of their
relationships with providers. The study also examined changes in

owners’/managers’ motivations between 1994 and 2003. The findings



indicated that, overall, care home owners’/managers’ main motivations

remained unchanged over time.

The policy implications of the main findings are discussed with a specific
focus on care home owners’/managers’ intrinsic motivations, commissioner-

provider relationships, and the role of motivations in social care markets.
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Chapter One

Introduction

1.1. Research question and context of the thesis

How to improve the quality, accessibility, choice and efficiency of social care
services remain central questions facing the government. Following the
principles of modernisation, social care services for older people in England
have recently undergone major organisational and ideological changes in order

to respond to ever increasing demands for high quality personalised services.

Social care services rest on a complex system of social, economic, interagency
working and regulatory mechanisms, with each of them playing an important
part in the process of care service delivery. This study will focus on the
provider side of the care home sector, concerning itself in particular with
individuals’ motivations for providing care home services. Although the
process of adopting a community-based model of social care, and opening the
social care market to the independent sector providers have been on the policy
agenda since the mid 1970s, it was the 1990 National Health Service and
Community Care Act that brought a real shift from institutional care toward
community care. Furthermore, the greater encouragement of markets in
social care resulted in some major organisational changes across the social care
sector. Instead of acting as the main providers, local authorities had to
develop the responsibilities of commissioning and purchasing care services
from private and voluntary sector providers, commonly referred to as the

independent sector.

11



As a result, the independent sector flourished and with that scepticism in the
real motivations of private sector providers developed. Whereas the public’s
perception of the private care home sector was essentially associated with
profit maximising, the voluntary and public sector organisations were largely
perceived by the general public, local authorities and policy-makers as
primarily being altruistically motivated. One aim of the thesis is to examine
to what extent these commonly held views about motivations are justified in

the case of care home owners/managers.

Over the years, social policy commentators have increasingly turned their
attention toward understanding individuals’ motivations for getting involved
in social care. Attempts to understand social care actors’ motivations are
primarily made in order to improve the quality of care, service delivery, and

. . b 2 K3
responsiveness of the current system to improve the system’s ability to meet
the needs and expectations of care service users. But getting behind

individuals’ real motivations has proved to be no easy task.

The purpose of the work described in this thesis is to explore motivations
among owners/managers of care home services for older people. The social
care environment in which the care home owners/managers operate is
characterised by the system of economic transactions, regulatory and
monitoring requirements, and service delivery. Even though each of these
elements is guided by a set of very specific principles, nevertheless they all
share one common objective — ensuring good quality care.

Owners’/managers’ motivations are relevant for each of these processes as they

represent an integral part of the social care context.

The thesis builds in part upon earlier work on owner/manager motivations

conducted by the Personal Social Services Research Unit (PSSRU) as part of

12



the Department of Health-funded Commissioning and Performance research
programme, formerly Mixed Economy of Care (MEOC) programme. As part
of this research programme three care home owner/manager studies were
conducted between 1994 and 2003. All three studies examined the nature of
owners’/managers’ motivations in the context of care home services for older

people.

The main objectives can therefore be summarised as:

e To examine the main motivations of care home owners/managers;

e To explore commissioner-provider relationships and their possible effects on

owners’/managers’ motivations;

® To examine local authority commissioners’ perceptions of owners’/managers’
motivations, and the level of agreement between owners’/managers’ expressed

motivations and commissioners’ perceptions of those motivations;

e To examine changes in owners’/managers’ motivations between 1994 and

2003; and hence

e To contribute to the body of knowledge on the role of motivations in social

care markets.

The thesis is broadly concerned with individuals’ needs, wants and values with
regards to provision of care home services for older people. The conceptual
approach adopted here was developed after consulting a range of academic
literatures, including sociology, social policy, economic, social psychology,
and organisational psychology. Using this framework the thesis explores the
following aspects of care home owners’/managers’ motivations: self-reported
expressed and perceived motivations, differences between their reported

motivations and the way their motivations are perceived by local authority
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commissioners, and possible changes in motivations as a consequence of the

development of markets in social care.

1.2 Why is owner/manager motivation important?

Individual motivations are complex and socially conditioned dimensions. It
has been recognised that understanding owners’/managers’ motivations is
important in designing incentives to promote user choice, care quality, best
value, and user welfare (Knapp et al. 2001). Although motivations are not
that often explicitly discussed in the policy arena, nonetheless they are
extremely important in the process of care provision. The delivery and quality
of care services are largely influenced by a range of complex social
relationships between providers, local authority commissioners and service
users. This section is concerned with discussing the relevance of studying
social care actors’ motivations in the context of care home services for older
people within three broadly defined perspectives. Firstly, the importance of
examining motivations is considered from the policy perspective. Secondly,
the relevance of studying motivations from the care owners’/managers’ point
of view is presented. And thirdly, the reasons for greater understanding of
owners’/managers’ motivations are discussed from the perspective of provider-

commissioner working relationships.

1.2.1 Policy perspective

From the social policy perspective there are indeed some significant policy
implications of studying the motivations of social care providers. Recently
published figures concerning the current state of the care home market in
England showed that at the end of March 2007, there were 10,390 homes for
older people with a capacity of 350,840 care home places (CSCI 2008).
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Although the government policies are focused on prevention and encouraging
the use of home care services and other types of support for people in their
own homes, nonetheless residential care is still used by a substantial number
of older people. The available statistical evidence suggests relatively modest
shifts in the balance of provision from residential to community care in the
period between 2001 and 2006 (CSCI 2008). The latest figures (for 2007)
indicate that the number of residents aged 65 and over in residential and
nursing care homes has decreased by 4 per cent over the last year and 12 per
cent since 2003 (Community Care Statistics 2007a: Supported Residents
(Adults), England). There are number of reasons for this relatively small
change in the overall patterns of service provision: demographic pressures in
terms of an overall increase in the ageing population, people living longer
could also indicate that their levels of dependency are likely to increase, and
non-availability of home care and other types of community care services.
These are only some of the factors which could potentially account for the

current trends in the provision of care home services.

The latest statistics indicate that of the total Personal Social Service
expenditure by local authorities in 2005-6, 61 per cent of the resources were
spent on services for older people (CSCI 2008). As for the involvement in
care provision of private and voluntary care organisations, the latest figures
indicate that 82 per cent of residential care placements for older people are
provided by private and voluntary homes (CSCI 2008). Thus, given that the
largest proportion of social services resources are spent on providing care for
older people and that the independent sector is the major provider of those
services, achieving the right balance between resources, services and outcomes
by using public funds to purchase services from the private and voluntary

sector providers, inevitably raises interest in the independent sectors’
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motivations for providing care services. Therefore, one of the main issues, in
particular for local authorities, is how to use relatively scarce resources most

efficiently and effectively in order to meet the needs of older people.

It has been recognised that understanding motivations is essential for the
development of social care polices and incentives structures (Le Grand 1997,
2003; Taylor-Gooby 1999; Knapp et al. 2001). To devise an incentive
system for care providers which is able to encourage desired behaviours and
also limit any undesired actions, policy-makers need to understand the nature
of social care actors’ motivations. Failure to design the right set of incentives
could undermine other sources of motivation with potentially negative effects
on service delivery. Thus, social policies need to be robust and yet well-

balanced in order to respond adequately to social care actors’ motivations.

The ‘modernisation’ agenda for adult social care looks quite different in 2007
from that set out in the first stage of modernisation: the 1998 White Paper.
While the early stages of modernisation focused on processes, recent policy
development is more strongly focused on outcomes (Department of Health
2007b). Transforming adult social care and changing the style of care services
are crucial for the delivery of outcomes such as personalisation, independence,
choice, and user control. As for the future developments of personalised care,
the evidence so far suggests that service users feel that too much attention is
devoted to the ‘personal’ and too little to the ‘social’ aspects of their role
(Wistow 2005). To avoid the danger of creating a system largely focused on
meeting the needs of individuals in isolation, there needs to be the right

balance between personalised services but within a wider social context.

Following on from the current policy directions toward improving the

outcomes the study emphasises the importance of professional motivations
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and satisfaction in the context of service delivery, commissioning processes,
and most importantly the quality of care. It argues that recognising and
nurturing owners’/managers’ professional motivations are essential for
delivering good quality care and responding adequately to the policy

objectives for more personalised care services.

1.2.2. Owner/manager perspective

The study examines the main motivations for providing care home services for
older people. The empbhasis is on the motivations of owners/managers of care
homes in particular, intrinsic aspects of motivations including their work
motivations, professional aspirations, recognition and job satisfaction. The
importance of studying owners’/managers’ motivations is based on the
assumption that in their role as owners/managers of homes their motivations
directly affect the quality of care provided to older people. The very nature of .
residential care is such that the quality of care partly depends on both formal
and informal relationships between the independent sector providers and local
authority commissioners. One important aspect of this relationship is the
owners’ /managers’ main motivations for delivering care services and how they
are perceived and interpreted by local authority commissioners. The study
argues that providers’ motivations are likely to affect the way they engage in
the relationships with commissioners which are then, through their actions,

subsequently reflected in the quality of care.

The main focus is on care home owners’/managers’ intrinsic motivation which
is considered to be essential for the quality of care and the quality of their
relationships with commissioners. Intrinsic motivation is desirable from both
. . ) b . . . . . .
commissioners’ and users’ perspectives as the intrinsically motivated actions

are generally associated with higher quality services and better outcomes.
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Nonetheless, motivations, and in particular intrinsic motivational tendencies,
are difficult to measure as they are easily influenced by socially desirable

norms and expectations.

Furthermore, the concept of intrinsic motivation is relatively broad. It is
quite difficult to unpack the term and clearly distinguish between intrinsic
and other motivations. For instance, while some commentators assume that
prosocial motivation is a specific form of intrinsic motivation, others argue
that the two motivations are generally based on different assumptions.
Intrinsic motivation usually adopts a hedonic perspective focussing on
pleasure and enjoyment, whereas prosocial motivation is more concerned with

the meaning and purpose of individuals’ actions (Ryan and Deci 2001).

The study argues that intrinsic motivation consists of different types of
intrinsically motivated beliefs, values, and behaviours all collectively determine

the nature of an individual’s intrinsic motivation.

The thesis also examines care home owners’/managers’ professional
motivations in relation to their job satisfaction and professional aspirations.
The empbhasis is on exploring the nature of work motivation and the level of
job satisfaction among the providers of care home services. Further analysis
examines work motivations with regards to the sector of ownership in order to
test for differences in professional motivations between public, private-for-

profit and voluntary sector providers.

The evidence on the nature of owners’/managers’ motivations is largely based
on various interpretations of providers’ motivations rather than their accounts
of their own motivations. However, it is possible to argue that indeed very
often perceived and expressed motivations differ in the values attached to

different motivational characteristics. This is particularly important from the
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policy perspective as often policies and incentive structures are formulated on
the basis of ‘perceived’ rather than ‘expressed’ motivations. Thus, the aim is
to highlight the importance of re-examining existing representations of care
home owners’/managers’ motivations as largely profit-orientated in order to

obtain informed views of their underlying drives.

1.2.3. Local authority commissioner perspective

Relationships between commissioners and providers are crucial for the
development of local care home markets which are capable of meeting the
needs of local populations. Local authority commissioners play a key role in
developing local markets. Commissioners need to offer a real choice of
services, both in innovative alternatives to residential care and in higher
quality local care homes. For instance, a failure to consider the supply of

services for local residents could result in shortages of care and higher fees.

Therefore, to create a market that could successfully respond to the needs of
the local population, it is paramount for commissioners to develop good
working relationships with care home owners/managers. It is possible that, to
some extent, the quality of those relationships is determined by
commissioners’ perceptions of providers’ motivations where the lack of
understanding of providers’ real motivations could lead to difficulties in
establishing longer term relationships with their care home managers and/or
owners. This study examines the nature of commissioner-provider
relationships by focusing on the key barriers and opportunities for developing

good working relationships between commissioners and managers/owners.

Furthermore, it highlights the importance of information sharing in

establishing effective relationships between commissioners and providers.
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Generally, compared to owners/managers, commissioners are in a position of
having better information about the local market conditions, funding
capabilities, future needs and client expectations. Such commissioner’s
superiority of information puts them in a relatively powerful position

primarily in negotiating care fees.

Therefore, the balance of power is one of the essential elements for
understanding commissioner-provider relationships. In recent years, a
struggle between commissioners and providers of care home services indicated
that gradually the provider side is gaining in power (Scourfield 2007). The
balance of power is likely to become even more important with regards to
improving choice and providing more personalised care. The extent to which
it is possible to increase user choice and control is largely determined by shifts
in commissioning practices which require radical changes not just in

organisational leaderships but also in care management practices.

For instance, the introduction of direct payments (DP) and moves toward
individual budgets (IB) represent devolution of purchasing power away from
care managers and towards individual service users. This is part of a trend in
services collectively called ‘self-directed support’ (SDS), by which individuals
are enabled to be in control of the services they receive. The move toward
self-directed support models of care is based on the arguments that these
arrangements are capable of delivering better outcomes and greater user

satisfaction at the same or lower costs.

The English government is understandably keen to ‘personalise’ and
‘individualise’ care services by providing people with flexible packages of care
tailored to their needs. Local authorities are encouraged to give people

needing support money through direct payments to allow them to purchase

20



the support they want and to use who they want to provide that support. The
implications of this significant shift in the power of purchasing from local
authority commissioners to individual service users and carers (or to agents
working under their direction) are profound. Many service providers depend
on block contracts from local authority commissioners and their survival may
be threatened by the move from the longer-term contracts to a more flexible,
and largely uncertain, individual purchasing arrangements. However, this
thesis does not discuss these issues very much as the data were collected in a
period before the widespread discussion of self-directed support, particularly

in relation to older people.

In sum, the present study argues for adopting a more inclusive concept of
motivation by recognising the importance of the social context, in particular
the interactions between care providers and local authority commissioners.
The focus is largely on the relational aspects of social care actors’ motivations.
Thus, the emphasis is on the complex interactions between the individual
driving forces and their social environment which have often been
marginalized in examining individuals’ needs. Social dimensions of human
motivation are important for constructing more socially sound and valid
assumptions about individuals’ motives and behaviours. deCharms and Muir
(1978) refer to the social aspect of motivation as social motivation which tries
to account for both impulsive and deliberate action, is concerned with internal
as well as external influences, and looks for the causes of and reasons for

behaviour as well a the intentions embedded in action.

Thus the social care environment has been far from tranquil but rather
extremely dynamic and changeable. The Green Paper Independence, Well-
Being and Choice (Department of Health 2005) and the 2006 White Paper

Our health, our care, our say clearly set out the future vision for health and
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social care focusing on outcomes, early intervention and prevention. The
main objectives of the current policies include fostering independence and
control, promoting well-being and preventing ill health, protecting vulnerable
adults, changing the culture of care, and modernising the workforce
(Department of Health 2007b). Therefore, in order to successfully respond to
those challenges, policy-makers and local authority commissioners need to
develop better understanding of their care owners’/managers’ motivations
which, according to Hills et al. (2007), represent one of the key requirements

for making social policy work.

1.3. Structure of PhD
This section provides a brief outline of the thesis structure and content.

Chapter Two presents the policy context, focusing in particular on the policy
changes which emerged as a result of the 1990 NHS and Community Care
Act and the associated direction and guidance. Some of the current policy
developments and initiatives are also presented. The relevance of studying
motivations in social care provision is briefly discussed. The chapter
concludes with a short overview of these policies and their links with

owners’/managers’ motivation.

Chapter Three provides an overview of the relevant theoretical frameworks for
understanding human motivation. It examines different aspects of care home
owners’/managers’ motivations in the context of their expressed motivations,
perceptions of their motivations by commissioners, and their relationship with
local authority commissioners. It also presents a brief outline of the
commissioning context in relation to care home owners’/managers’

motivations.
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Chapter Four describes the methods used for data collection and data analysis.
In particular, it presents the sampling strategies developed in order to gather
data from care home owners/managers and local authority commissioners.
The chapter describes the research instruments employed to collect
information from these samples. It also provides an overview of the main

statistical methods used for data analysis.

Chapter Five examines the underlying motivations for providing residential
care services for older people. The focus is on the motivations of
owners/managers of care homes sampled from across eight English local
authorities, exploring intrinsic aspects of motivations and, in particular, their
work motivations. The latter include professional achievement, recognition
and job satisfaction. The chapter identifies a range of personal and external
factors that could influence owners’/managers’ intrinsic motivations and

professional aspirations.

Chapter Six examines commissioners’ views of owner/manager motivations
and compares their perceived motivations with providers’ expressed motives.
The emphasis is on exploring possible associations between commissioners’
perceptions of motivations and the nature of their relationships with care

home owners/managers.

Chapter Seven focuses on the relationships between markets and motivations.
The aim is to explore whether, as a consequence of social care marketisation
and increased competition, independent sector providers’ motivations have
changed over time. The chapter examines the motivations of independent
sector care home owners/managers for older people in England between 1994

and 2003.
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Chapter Eight discusses the main policy implications that follow from the
main findings. It identifies a number of challenges for social care in the years
ahead. The main results are also considered in terms of their overall
contribution to a better understanding of motivational processes in the

context of care home services for older people.

24



Chapter Two

Care home services for older people: policy context

2.1. Introduction

This chapter examines the policy context of care home services for older
people in England. It provides an overview of the complex policy landscape
emphasising the policies which have been particularly relevant to the
development of the independent care home market for older people as well as
the initiatives designed to create a more responsive commissioning

environment.

2.2. Care home services in the 1980s

A common feature of most public service provision in the United Kingdom is
a complex mix of public and independent (private-for-profit and voluntary)
sector providers. During the 1980s, across the Western world ‘privatisation’
of public services was at or near the top of policy agenda. With the private
sector becoming one of the major players in the delivery of welfare services,
the concepts of ‘private’ and ‘public’ became political slogans rather than
carefully analysed concepts (Katz and Sachfle 1996). The meanings of the
private and public services had never been as extensively debated as they were

in the context of the welfare state.

Since 1979 in the UK there has been a commitment by central government —
initially and not surprisingly from the Conservative governments of Margaret

Thatcher and John Major, but also carried on by the Labour administration of
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Tony Blair — to reduce the role of the state in the direct provision of social
services. The policy focus on decentralisation of service provision and the
subsequent changes that took place in social care in the late 1980s put
considerable emphasis on creating an external market with the funding of care
placed at the centre of the policies. One stimulus was the rising costs of
providing residential care, driven particularly by the perverse incentive of the
social security budget taking responsibility for funding people with inadequate

means to fund themselves (Wistow et al. 1994).

Unitil the early 1980s, the majority of the care services received by older
people in the United Kingdom were both publicly funded and provided
directly by public sector organisations’. Since then there have been a number
of changes in the funding and organisation of care services in the United
Kingdom. During the 1980s there was a concern that older people with a
relatively low level of dependency were entering residential care partly due to
the absence of alternative home-based services (Glendinning 1998).
Responsibilities for both assessing potential care users and managing public
spending on residential and nursing home care were transferred from the
national social security system to local authority social services departments.
The redirection of public funding from the Department of Social Security to
social services departments played a significant role in changing the social care

landscape (Knapp et al. 2001).

! However, there has always been an extensive private-payer sector. The latest figures for the number
of people funding their care indicate that as of 31 March 2006, an estimated 118,000 older people
were paying privately for their care home services (CSCI 2008). There are number of reasons for
people paying the full costs of care. For instance, in some cases, individuals choose not to approach
their local authority. Others fail to meet the local authority eligibility criteria. and in some instances,
even though people approach their local authority and satisfy the eligibility criteria, nonetheless they
may have personal savings above the relevant upper assets threshold which disqualify them from
receiving financial help to pay for the care services they need (CSCI 2008).
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The growth of the independent care home sector during the1980s had been
largely opportunistic and highly variable across the country. There were also
concerns that the transfer of resources from the social security budget to local
authorities would destabilise the substantial share of the independent sector
provision. Furthermore, the balance of care was also largely altered by the
government requirement that 85 per cent of the transferred funding received
should be spent on services outside the public sector (Knapp et al. 2001). It
was also assumed that the 85 per cent requirement would encourage local
authorities to purchase more domiciliary and day care services (Wistow et al.
1994; Glendinning 1998; Knapp et al. 2001). The 85 per cent rule
prompted authorities to move more firmly towards a purchaser/provider split
in the belief that an enabling role in the sense of managing a social care
market was inevitable. The critics of the 85 per cent rule argued that “the
most significant central government intervention in the field of community
care was the imposition of the 85 per cent rule late in 1992, which had the
effect of forcing authorities to continue spending more on institutional care
because that was where the bulk of independent provision lay, and which
limited the investment possible in in-house services, thereby inhibiting their

capacity to change” (Lewis and Glennerster 1996, p.200).

Thus the policy changes of the 1980s and 1990s have increased differences
between different areas across the country. Some commentators argue that
the “influence of welfare mix and marketisation policies has led to a very

uneven development of both institutional and domiciliary care” (Glendinning

1998, p.23).
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2.3. Markets in social care

As discussed earlier in this chapter, until the late 1980s most social care
services were both funded and provided by the state. This was also the case
for education, health care and social security (Le Grand 1991). For most local
authorities social services were, and still are, one of the highest revenue
spending departments. Within social service budgets, residential and
domiciliary services for older people accounted for the largest amount of
expenditure. A large proportion of the resources were used for funding local
authority in-house services and costly residential care services without (it
would seem) much regard for their efficiency. Therefore, it was proving
difficult to justify the need for local authorities to maintain large and
expensive care homes. The state-run bureaucracies were considered to be

largely ineffective mechanisms for the delivery of public services (Kirkpatrick

2000).

In this context, community care for older people in particular presented itself
to government, in both financial and policy terms, as an obvious area of care
provision into which the introduction of market principles would be
beneficial (Powell 2001). As a response to growing concerns about raising
public expenditure and the slow transition to community care, the
government introduced the 1990 NHS and Community Care Act which

signalled the arrival of ‘quasi-markets’ in this field.

Quasi-markets emerged as an alternative to the traditional welfare state
associated with limited choice and inefficient structures. The post 1990s
developments in social care marked the beginning of the quasi-market in the
welfare state. According to Le Grand (1991), “they are markets because they

replace the monopolistic state providers with competitive independent ones.
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They are ‘quasi’ because they differ from conventional markets in a number of
key areas. The differences are on both the supply and the demand sides” (p.
1259-1260). The supply side is not necessarily driven by the profit motive,
and as for the demand side, the users do not make choices regarding
purchasing of services but the services are purchased by a third party on their
behalf. In order to evaluate current health and social policy against a ‘quasi-
market” paradigm, Bartlett and Le Grand (1993) use efficiency,
responsiveness, choice and equity as criteria. A number of conditions need to
exist if these criteria are to be met successfully. Firstly, the market must be
competitive in a sense that there should be many purchasers and providers or
the opportunity for new providers to enter the market. Secondly, it is
essential that both provider and purchasers have access to accurate
information mainly about costs and quality of services. Thirdly, the costs
associated with adopting a ‘quasi-market’ model must be lower than other
costs and kept to the minimum. Finally, there should be no incentive for
purchases and providers to discriminate between users in favour of those who

are least expensive (‘cream-skimming’).

Critics of the public services market model argue that the success of market
economies primarily lies in the principle that markets are best at producing
what people want. Under certain conditions, a competitive market system is
capable of achieving social efficiency’ where it would not be possible to

improve one person’s situation without making another person worse-off.

* This is only one view of social efficiency. As Knapp (1984) suggested, “...a cost effective technique
or process need not to be ‘socially efficient. Cost effectiveness indicates only the most sensible among
different ways of doing something; it does not tell us whether we should be doing the thing in the
first place. Full social efficiency is achieved when net social benefits (social benefits less social costs) are
maximised. By considering social benefits and costs we immediately concentrate attention on the full
ramifications of the care service under consideration. (p. 79)”
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But, in order to respond efficiently to the market, the better-off individuals
can always distribute some of their surplus to the others and still retain
sufficient funds for themselves (Taylor-Gooby 1997). Fl;rthermore, Taylor-
Gooby (1997) questions the relevance of instrumental rationality to market
behaviour in welfare markets from a conceptual perspective mainly with
regards to the difficulties of understanding some aspects of human nature such

as altruism and creativity using a rational approach.

In order to improve efficiency, it was argued by proponents of the market-led
reforms, local authorities were to assume their new roles of commissioners and
purchasers of services while externalising their provision to the independent
sector. Most social policy commentators broadly agree that the
purchaser/provider split is one of the key aspects of marketization in
transforming the welfare state (Le Grand 1991; Wistow et al. 1996;
Exworthy et al. 1999, Knapp et al. 2001). In social care, “... the
purchaser/provider split would necessarily have a fundamental impact on the
processes by which resources were allocated to services through the
substitution of contractual for hierarchical relationships” (Wistow et al. 1996
p.7). The White Paper (1989) Caring for People set out the proposals for the
new approach to social care provision. The policy focus was on developing
quasi-markets in social care by separating out the roles of purchaser and
provider. In order to provide a working framework for the external
purchasing of care services and to formalise those newly formed provider-
purchaser relationships, contracts have been introduced including details on

price, volume and quality characteristics of the services purchased.

The performance of social care markets needs to be assessed in terms of the
ability to deliver good quality personal services to individual users. The focus

on user choice was among the main objectives of the 1990s reforms and it has
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remained one of the top policy priorities since then. As Netten and Davies
(1990) noted, “increasing consumer choice is seen as a mechanism by which
efficiency and effectiveness in the delivery of social care could be increased”

(p. 331).

2.4. Community Care changes in the 1990s: policy framework

The community care changes introduced over the period from 1990 to 1993
provided an opportunity for local authorities to take on new or enhanced roles
as planners and purchasers, and to reduce their roles as direct providers of care
services. At that time many authorities had already externalised a substantial
proportion of their services to the independent sector providers. Since the
1990s legislation, local authorities have become the main purchasers of

services.

In order to better understand the pressures that social care services were facing
at the time, including the emphasis on moving away from an institutional
model of care provision, demographic changes in having to cope with an
increasing numbers of older people, and financial pressures, the government
commissioned Sir Roy Griffiths to review the social care sector and produce a
report which would address these issues. The Griffiths report in 1988
represented a turning point in the development of the modern social care
policies and system. The review focused on improving efficiency of the way
social care resources were allocated and used. As Lewis and Glennerster
(1996) observed, the main responsibility of Sir Rdy Griffiths “... was to sort
the money problem” (p.6).

Among the shortcomings of the community care system at the time was the

fragmentation of services and divided responsibilities at the local level. Thus,
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the recommendations that followed from the review were largely orientated
toward changing the funding of social care (Wanless 2003). The report
recognised the importance of the Supplementary Benefit payments from the
social security funds that could be used to pay for care home placements.
Nevertheless, the consequence of such arrangements was that they essentially
acted as ‘perverse incentives’ in relation to the development of community
care services. According to Lewis and Glennerster (1996), the review carried
out by the Audit Commission “documented the rise in spending and argued
that the government was being wholly inconsistent. It was telling local
authorities that it wanted old people to stay at home for as long as possible
because that was the most cost-effective and desirable thing to do, but at the
same time it was pushing large sums of public money into expensive
residential and nursing home care” (pp. 5-6). Therefore, with this secure
funding for care home services there was little incentive to consider other
service options such as domiciliary care and thereby stimulate the

development of non-residential care for older people.

Among the main recommendations of the report was a more cautious
approach to public spending. As suggested by Griffiths (1988), “public
finance should only be provided following separate assessments of the
financial means of the applicant and of the need for care. The assessment

should be managed through social services authorities” (paragraph 6.39)

The Griffiths review (1988) recommended changing the role of local
authorities from providers of care to organisers and purchasers of services.
According to a more recent review of the social care system, “the idea of the
local authority as broker and care manager, but not necessarily as direct
provider was revolutionary at the time” (Wanless 2006, p.13). The Griffiths

report described social services departments as “designers, organisers and
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purchasers of non-health care services and not primarily direct providers,
making the maximum possible use of voluntary and private sector bodies to

widen consumer choice, stimulate innovation and encourage efﬁciency

(Griffiths 1988, paragraph 1.3.4.)

In 1989, following the Griffiths report, the government published a White
Paper ‘Caring for People’, which encompassed most of the reviews’
recommendations. The White Paper set out six key objectives:

e to promote the development of domiciliary, day and respite care to enable

people to live in their own homes
® to ensure that service providers make practical support for carers

e to make proper assessment of need and good case management the cornerstone

of high quality care
e to promote the development of a flourishing independent sector

o to clarify the responsibilities of agencies making it easier to hold them to

account for their performance

® to secure better value for taxpayers’ money.

Wistow et al. (1994) suggested that, at closer inspection, these objectives were
essentially designed to operate at three different levels: the macro (service
system) level, the micro (individual user) level, and the inter-agency level (p.
9). Furthermore, the 1989 White Paper indicated that the focus would be on
process not on structure. However, expectations with respect to the changing
roles of social services departments, particularly in terms of becoming
‘enablers’, made it almost inevitable that there would need to be some

organisational changes (Lewis and Glennerster 1996).
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