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FOREWORD

Our society is getting older and how to respondldbage, how to live a full life in old age,
how to counter the difficulties and fears of oletage proper questions for the Church to
address at this time. With this in mind, Caritasi8l Action Network (CSAN)
commissioned the Social Policy Research Centreddsgx University, to undertake
research into the services provided to older peoyplihe Catholic Community in England
and Wales.

This report is an initial look at the current Cdib@ngagement in services for old people and
it is hoped that it will lead you, who read it,ldiegin to see how you and others with you can
engage in the mission of the Church to enable qideple to continue their journey in the
things of God: and for us also to provide the opputies and space for older people to teach
us from their journey in the things of God. CSAN,am agency of the Catholic Bishops’
Conference of England and Wales, has the tasktbégag together people within the local
Church who have the charism and talents to prodhemmessage of the Gospel through the
corporal works of mercy. The call Matthew 25has always been an imperative for the
Church — to bring forth the love of Christ in thagko are in need through welfare work that
is itself inspired by the same love of Christ. Ghan charity is much more than resolving a
human need. Charity grows out of a relationshifpv@hrist, person to person.

Community care is one of the mantras in modernesiesi but it is not usually understood as
being founded in Christ. CSAN understands commuzatg in the light of the Gospel, so
this report on Older People’s Services is offeregtarting point to reflect on how, in a
welfare state where there are professional bodfesmg community care for every need,
Catholic men and women today can bring Christ tealét, the Teacher, the Master, the
Redeemer, into our communities of care. Thereriskathat we leave the response to human
needs to those who are professional: there ikarrisur modern structured world that
initiatives are not taken up and the Church is dpethis risk. This is why the Report speaks
of how “the full potential of the laity can be ris#d”: that “people in parishes generally need
to become more involved and proactive...”: that theithe risk of an “absence of

community”.



At a time in the Western world when we are liviogder lives and also at the same time the
Church is experiencing a change in the pattern®cdtions to religious life and priesthood,
many of the services that the Church has tradilippaovided are reaching a point at which
they may have to cease or to be re-thought anchagined because the Sisters and Brothers
who provided the inspiration and human resourcesaronger available, and the economic
and regulatory pressures are making it harder andeh to maintain the services. It is
essential that the Church asks the questionstba&eéport raises and goes on to find the
most appropriate responses to the needs of oldg@igyeso that they and we are truly the
People of God.

| would like to thank the Middlesex University tedan their work on this report and to
endorse the recommendations arising from the relsedhat is imperative now is that
through the coordination provided by CSAN thosehwaih interest and care for the future of
the Churches’ work in this all come together tahelom the findings and to plan how best

to promote the social and pastoral needs of oldeple.

Right Rev Terence J Brain, Bishop of Salford anai€bof CSAN
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Introduction

This research conducted by the Social Policy Reke@entre at Middlesex University was
commissioned by Caritas Social Action Network (C§ANThe research commenced in
February and was completed in July 2009.

The Catholic Church nationally is undertaking advaghount of work to support older people
(Community Care: The Challenge for the Catholic €hu2000). However, much of this

work goes on at local level, in parishes and deaseacross the country. It is difficult to

guantify its true economic value. Nonethelesstethe evidence to suggest that this kind of
support is of immense practical, emotional, soara spiritual value to many older people
(Von Hugel Institute, 2009; Philpot, 2002; 2007n addition, academic research indicates
the importance of spiritual support for older pe&opl residential care (Lowis, et al 2005).
Official sources also indicate the high qualitycafe offered by many Catholic care providers

(Commission for Social Care Inspection, 2008; 2009)

In an effort to uncover the range and diversityuadvision for older people by the Catholic

community in England and Wales, this research aitoed

1. Use demographic projections to estimate the lemdl range of care required in the
next 10 years.

2. Map the service provision of residential care andegate a data base which will be
used by CSAN to produce a directory of Catholici®astial Care for older people.

3. ldentify and highlight what is distinctive aboutt@alic care provision.

4. Highlight models of innovative and effective outtbkaand befriending projects to
help shape the Church’s care in the community.

5. Recommend ways in which Religious organisationdccauork more closely together
to maximise the expertise and resources availabledrking with older people.

6. Recommend ways in which the laity can be enabledidk more effectively with

older people at parish level
Structure of the Report:

In the next section we present an overview of g#search methods used and the challenges
faced in doing this piece of research. Chapterdyars demographic data projecting future
population trends. Chapter 3 presents a summaittyeomain issues and concerns discussed



in the relevant literature, including reports byademics, the voluntary sector and
professional bodies. Chapter 4 summarises the mespofrom the questionnaires and
analyses the results from the deans, residentimleBoand outreach projects. Chapter 5 is
devoted to the qualitative data and presents théings from the interviews and focus

groups. Chapter 6 presents our conclusion aname@ndations.

A data base of all the Catholic-run residential bemve have identified, including their
contact details and summary of their service prowiss published as a separate document.

Research Methods

In carrying out this research, the following methakre used:

1. Demographic Projections,in order to identify future population changes areds we
used the mid-year population estimates producediaiynby the Office for National
Statistics (ONS). Breaking these down by regiosoashows the differences across

geographical location and thus helps to suggesteniagure provision may be most needed.

2. Literature Review, in order to analyse the current and future negdps and debates in

the service provision for older people we consu#tedide range of relevant sources.

3. Survey of provision at Deanery Level throughouEngland and Wales
Questionnaires were sent to all 262 Deaneries:

a. to determine whether parishes and communitiegfiaups in the deanery support older
people through luncheon clubs, day centres ordrefing.

b. to identify Catholic run residential homes witleiach deanery

c. identify examples of good practice

d. investigate challenges and need for support

The intention was to expand the list of serviced lamild a series of case studies as positive
examples of what parishes and organisations atliessountry can achieve.

4. Questionnaires to Residential Homes run by Cathic communities, to map the level of
provision, number of users, religion and ethniatyusers, costs of care, numbers of lay and
religious staff, identify challenges and supportahe



5. Questionnaires to Religious Congregationsp assess the extent to which they provide

care for older, retired religious, as ‘family memdie

6. Questionnaires to outreach and befriending projectsdentified by the Deans, to build

up a fuller picture of the nature and extent ofymsion at local level.

7. Interviews and Focus groupswith a selection of care providers including (apeendix):
a. CSAN member agencies

b. Catholic charities and religious institutiond pet affiliated

c. Outreach and befriending projects

d. Providers of residential care

e. Domiciliary care providers

f. Deans, priests and sisters working in diffemegfions across England and Wales.

The Research Process

The Deans

A questionnaire, accompanied by a letter from CS¥dlaining the aims of this study was
sent to all Deans in England and Wales. However,rte of response was low and so a
reminder letter and additional copy of the questare were sent to all those who had not
replied. In an attempt to further increase the oasp rate, several Deans were telephoned. In
the end only 76 Deans completed the questionnaaeesponse rate of less than one third.
The feedback from the phone calls and also fromesoamthe Deans who returned the
guestionnaire was that they simply did not knowwball the projects going on in their
deaneries and it would be more useful to contach garish individually. A survey of all
parishes in England and Wales was beyond the saoftes research study. Instead it was
decided to identify a range of outreach and bediiiem projects as a way of indicating the
diversity of such provision

Residential Homes

There is no comprehensive list of Catholic resid¢itomes. Some residential and nursing
homes were listed in the Catholic Directory 20@®urther research was necessary to identify
residential provision through the websites of e@elanery in England and Wales. This
proved an extremely time consuming process. THgnmation was complemented with an

internet search in the following websitesyw.carehome.co.ykvww.ucarewecare.com




www.carehomesguide.cogmvww.housingcare.orgvww.quide2care.comwww.careuk.net

This produced information about the main serviavjolers of care homes for older people.
However, there was no indication of religion affilon. Hence, additional research was
required to identify which homes were run by Cathotganisations. This was achieved by

searching websites or by telephoning each homeithdilly.

In order to cover all the possible sources of imfation, the websites of all members of the
Conference of Religious of England and Wales werarched. The Long Term Care
Directory of Major Providers 2009 produced by Laiagd Buisson was also a source of
information as well as the Care Quality CommisgiGQC). Catholic publications such at
the Universe newspaper, were consulted in an dffadentify additional residential services
which may have overlooked.

This data was then used to compile the data ba€aibiolic-run residential homes which is
provided as a separate document. A key obstadéetaifying Catholic run homes is that
many providers do not advertise themselves as tliathomes’, rather they tend to describe
themselves as being run by a Catholic order orrozgsion but open to, and respecting, all
faith denominations. We return to this in more de#aer in the report. Nonetheless, we are
reasonably confident that by using the diversecbeasr outlined above we have managed to
identify the vast majority of Catholic-run homes &der people in England and Wales.

We also aimed to identify care homes run exclugivet nuns and priest. A questionnaire
was sent to the Conference of Religious which thgneed to distribute to all their members.
However, only 12 responses were received. It veagassible to do any follow up on the
non-responders because the Conference of Religimssnot able to divulge the contact

details of the various congregations.

The main obstacle in identifying homes for nuns pnédsts is the fact that most of them are
not registered as care/nursing homes and thusaihle to bodies such as CQC. Thus we
were largely reliant upon the returned questiorasaio help us identify homes providing care

to older religious men and women.

In general, the response rate to the questionnaees to residential care providers was

disappointing. The first questionnaire was followsda reminder letter and telephone calls.
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The difficulty in getting the homes to return thgegtionnaire or complete it over the phone
was discussed with CSAN. On CSAN advice a finaketetrom the Right Rev Terence J.
Brain, Bishop of Salford, chair of CSAN, explainitite importance of this project was sent
to non-responders. However, following this lettarlyo5 additional homes returned the

guestionnaire.

It is important also to note that several of theimeed questionnaires were incomplete and
failed to answer all the questions. For examplgrmation on cost or the type of services
provided was often not provided. In additional/esal respondents did not answers the open
ended questions on spiritual provision, the impuaréaof Catholic identity in the quality of
care and the role of CSAN.

When follow up telephone calls were made, the mostmon response was that the manager
was the only person authorised to complete thetmuesire and ‘was too busy’ to deal with

it at the moment. The few homes that agreed tontenviiewed over the phone withheld
information such as the weekly cost or the sta#lijaations.

Outreach and Befriending

Identifying the big providers of outreach and berfiding schemes was not a difficult task,
their names are well known among the Catholic comityu However, identifying small,
local groups proved to be more difficult. As mengd above, our research relied on the
scarce information provided by the Deans, suppléeaaehby internet searches and the Charity
Commission. In total 50 of these organizations weentified with 28 completing the

guestionnaire.

Some small groups declined to complete the questioes because they perceived their
activities were too informal and difficult to quégtand label. Some of the returned
guestionnaires were only partially completed whicade it difficult to present an accurate

panorama of the scope of this type of service giouifor older people.
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Qualitative Research: Interviews and focus groups

The original intention had been to undertake inewg and focus groups with a range of care
providers.  However, because of the paucity of rmfmtion emerging from the
guestionnaires, the rich qualitative data deriveanfthe interviews and focus group became
even more important. Telephone interviews wergiezhrout with care providers in the
North-East, South-West and East of the country.addition, face to face interviews were
carried out with a diverse range of services in tlomdon area. These included large
organisations such as Saint Vincent de Paul, snyaitgects such as Vincentian Care Plus, a
residential home in West London run by the Poorv&ws of the Mother of God, and a Dean

in an ethnically diverse, inner city district.

The focus groups included large care providers sasckhe Fr Hudson Society, St John of
God, The Sons of Divine Providence, the Little &istof the Poor, Caritas Care, Preston, as
well as local and regional projects such Hallamtétat Centre, Huddersfield Deanery
Project, St Joseph’s Welfare Centre, Manchester,Gnowing Old Grace-fully (Dioceses of

Leeds and Hallam).

Although several groups said they were too bussttend, we were very pleased that such
important and innovative projects participatedhe tesearch,. Repeated attempts were made
to contact several other care providers, congregsitand local projects. Both the Middlesex
research team and the office staff at CSAN madenttess phone calls to no avail.
Nonetheless, as the following chapters show, th& @mnerging from those who did
participate is not only rich, but insightful, raigi important issues for the further discussion

and research.

Conclusion

It is important to consider the reasons for sughoar response rate despite all the various
efforts taken to contact organisations and encauthgir participation. Clearly, everyone
was busy and smaller projects, in particular, werder-resourced, short staffed and lacked
the time to complete the questionnaire. Othershsas the Deans, also lacked the

information necessary to answer the questions.
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However, the poor response rate may also reflextfidgmented nature of Catholic care
providers and the absence of any overall coordinati Many providers are working in

isolation and indeed, some do not regard themsealsgzart of a wider network of Catholic
organisations. Despite the efforts of CSAN andrdsearch team, they may not have fully

appreciated the importance of participating inrdsearch.
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CHAPTER 2
Older people in England and Walles:
demographic trends and statistical profile

Population estimates and projections

The UK population is becoming older: over the l@st decades, the proportion of people
aged 65 and over has grown dramatically and isaggdeo further increase in the next 50
years. As the number of older people grows, infaionaon the characteristics of this
population become more important for policy makamsl service providers. The main data
source on the population’s age structure are theéymar population estimates produced
annually by the Office for National Statistics (ON&ccording to the estimates for England
and Wales, in 1999 there were 8.3 million peopledag5 and over: 16% of the overall
population. In 2009 they had grown to 8.9 millid® (4% of the population), more than a 7%
increase. In 2007, for the first time, there werarenpeople over pension age than under 16
(ONS 2008). This dramatic change in the numerical relatignéfetween age groups is the
result of a combination of factors: the post-Waabp boomers’ now reaching pension age,
low fertility rates from the mid 1970s, and an e&sing life expectancy for both men and
women (Blake 2009).

In terms of future trends, the ONS produces natipngiections every two years, the latest
available being based on the 2006 mid-year pomuatistimates. The main focus of these
projections is on the period up to 2031. Longemtelata — up to 2081 — are also available,
but are highly uncertain, in particular for subioaal areas. Over the next 10 years the
population over 65 is projected to grow by a furtb®%, reaching 11.1 million in 2019. The

‘elderly support ratio’ — the proportion betweeropke in working age and pensionable age in
the UK — is projected to fall from 3.35 in 20023d.0 in 2011 and 2.53 in 2031. This trend is
also affected by the rise in the state pensionfageomen in the 2010s (Wittenberg et al.,

2004).
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England and Wales — Estimated and projected population aged 65+
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Data source: ONS population estimates and projections (2006-based)

Until recently, broad age groups — such as they@&ars old and over’ used above — have
traditionally been adopted to describe the charaties of the population of older age. This
is because historically they represented a smap@tion of the population and so estimates
by finer age groups would have been unreliablei(®ml Goldring 2008). However, with the
aging of the population, official statistics havarsed looking at age in a more analytical
way. In particular, recent ONS studies have used@h years old and over’ category to look
at the characteristics of the ‘oldest old’, whielpresent the fastest growing age group in the
country (Blake 2009). In 1969 only 0.8% of the plagion of England and Wales were aged
85 or more, 40 years later they were about 1.2anilf2.2%). The official projections show
this trend is likely to continue and by 2031 thesi# be around 2.5 million ‘oldest old’, 4%
of the population. This rapid growth is mainly dieeincreased survival rates at older ages:
the average life expectancy at birth in 2005/7 festhed 77.2 years for males and 81.5 for
women (ONS 2008a).

The gap between male and female life expectancpéas narrowing significantly in the last
few decades and it is expected to further decreasiee future, with a clear effect on the
gender balance at older ages. In 1982 there wdyevbien aged 65 and over for every 100
men of the same age. The projection for 2032 isvi@@Men for every 100 men aged over 65

and 140 women for every 100 men aged over 85 (OL20@8).
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England and Wales — Population pyramid 2009 (estimate, in thousands)
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England and Wales - Population pyramid 2030 (projection, in thousands)
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Data Source: ONS 2006-mid year based population projections
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England and Wales - Estimated and projected population aged 65+ by gender (in thousands)

2006 2009 2020 2031

Male Female | Male Female | Male Female | Male Female
65-69 1,146 1,231 | 1,213 1,295 | 1,387 1,489 | 1,751 1,884
70-74 965 1,102 | 1,020 1,144 | 1,396 1,541 | 1,451 1,587
75-79 760 983 785 978 | 1,004 1,151 | 1,153 1,318
80-84 507 796 533 780 720 896 | 1,029 1,244
85-89 248 492 295 551 427 599 644 831
90-94 80 219 84 205 181 306 317 450
95-99 14 59 18 63 45 97 107 169
100+ 1 8 2 9 5 14 19 34
All 65+ 3,722 4,889 | 3,950 5,027 | 5,166 6,094 | 6,470 7,516
% 65+ 14.1% 17.9% | 14.6%  18.0% | 17.5% 20.3% | 20.4%  23.4%

Data source: ONS population estimates and projections (2006-based)

Regional variations

The age composition of the UK population is chaaséd by large variations at subnational
level. According to the ONS estimates, the Locathduities with the highest percentage of
population aged 65 and over in 2007 were Christdh29.6%), West Somerset (28.2%),
Rother (28,0%), North Norfolk (26.9%) and East Dev(26.6%). In most cases the
proportion over 65 is expected to reach or go bdy&izfo by 2017. These areas are located
on the south and east coast of England, reflecghgement migration to coastal areas (Uren
and Goldring, 2007). Many local authorities witle thighest projected change in population
aged 65 and over are located in Middle England (eagt Northamptonshire +52.6%, South
Northamptonshire +50%.). In several of these atbas population ageing would be a
reflection of past times of rapid development, walge inflows of families, followed by a
significant number of children leaving the familgusehold to migrate to city areas with the
presence of higher education institutions (Blak®20 This is one of the reasons why
London represents a major national exception, WitHocal authorities which are projected
to experience decline in the number of older peoptae next few years.
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UK - Percentage population aged 65 and over, by region

1997- 2007

1997 2007 2017 % change

England 15.9 16.0 18.2 14.5
North East 16.1 16.9 19.6 21.7
North West 15.9 16.2 18.6 17.0
Yorkshire and the Humber 16.0 16.0 18.0 12.5
East Midlands 16.0 16.3 19.2 20.0
West Midlands 15.7 16.4 19.0 21.0
East of England 16.2 16.8 19.6 21.0
London 13.1 11.7 11.8 -9.9
South East 16.4 16.6 19.3 17.7
South West 18.7 18.8 21.8 16.6
Wales 17.4 17.8 21.2 21.8
Scotland 15.5 16.4 19.5 25.8
Northern Ireland 13.0 13.8 16.5 26.9
United Kingdom 15.9 16.0 18.4 15.7

Data source: Blake 2009 (ONS mid year population estimates and 2006-based projections)

Ethnicity and Religion: an increasing diversity

The older population of England and Wales is aksmoming increasingly diverse in terms of
ethnic composition. However, data on age and etlgnace still very limited and existing
figures are still at ‘experimental’ level (ONS 2@)8 In 2005, White Irish and Black
Caribbean were the ethnic minority groups in Endlath the highest proportion of people
aged 65 and over. This reflected the large numbegroang migrants who arrived in the
country in the 1950s. In the near future, the nundfeelderly people from most ethnic
minority groups, including Pakistani, BangladestmdaChinese, is expected to grow
significantly, reflecting migration waves in the 78 and 1980s (Dunnell 2008). This will
have an effect on community life and issues of iserprovision. Research has shown that
there are major differences in access to mategmburces at older ages, both between and

within ethnic groups (Evandrou, 2000).
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England - Population by ethnic group and age, 2005 (percentages)

All people
Under 16 16-64 65 andover (thousands)
White

White British 19 64 17 42,753
White Irish 6 65 29 592
Other White 13 78 9 1,623
Mixed 46 51 3 791

Asian or Asian British
Indian 19 74 7 1,215
Pakistani 32 64 5 826
Bangladeshi 34 62 4 324
Other Asian 21 74 5 310

Black or Black British
Black Caribbean 18 69 13 590
Black African 26 72 3 659
Other Black 35 62 4 110
Chinese 13 82 4 347
Other ethnic group 15 82 3 325
All ethnic groups 19 65 16 50,466

Source: Office for National Statistics, Social Trends 38 (Experimental Statistics)

Data on age and religious affiliation are evenc®arThe only reliable source — the Census
2001 — provides some information about the religgtbpensioners-only households. In
Britain, among the household identified as Chnstie/% are pensioners living alone, the
proportion is 19% among Jewish and only 2% amonglivhis (ONS 2006). These data is

also likely to change significantly in parallelttte aging of ethnic minority groups.

Great Britain - Pensioners Households by Religion, 2001

One pensioner

All pensioners

Religion household families
Christian 17 10
Buddhist 5 2
Hindu 3 3
Jewish 19 12
Muslim 2 1
Sikh 4 3
Other religions 8 4
No religion 4 3
Religion non

stated 17 8
All households 14 30

Source: ONS 2006 (Census 2001)
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Health and Social Conditions

Although the UK population is living longer, notl #he time gained is made up of happy
years lived in good health. The most recent siegsisthow that ‘Healthy Life Expectancy’ —
i.e. years of life spent in ‘good health’ — is ubpanuch lower than life expectancy overall.
Boys born in 2006 could expect to live healthilydamithout any disability until the age of
62, but on average would spend 8.7 years of tifeiir poor health and 14.5 years with a
disability. For girls the periods spent in poor ltieand with disability are even longer: 10.9
and 17.4 years respectively. In other words theigdpealthy life expectancy between man
and women is smaller than for the total life expacy: women live longer, but are not

healthy for much longer.

UK - Healthy life and disability-free life expectancy, by sex, 2004—06

Males Females
At birth At age 65 | At birth At age 65
Life expectancy 76.9 16.9 81.3 19.7
Healthy life expectancy 68.2 12.8 70.4 14.5
Years spent in poor health 8.7 4.1 10.9 5.2
Disability-free life expectancy 62.4 10.1 63.9 10.6
Years spent with disability 14.5 6.8 17.4 9.1

Source: Office for National Statistics 2009 (Social Trends 39)

Recent results of the General Household Surveyiroomhis scenario: 24% of men and 28%
of women aged 75 and over consider their healtletpoor — the figure is the same (19%) for

men and women aged 65 to 74. This is particusslgmong minority ethnic groups

Great Britain - Percentage of people with self reported non-good health, 2006
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Source: General Household Survey (Longitudinal), Office for National Statistics

One of the most common health issues affectingaldeand very old is dementia. The
Alzheimer’s Society (quoted in ONS 2009) reporteant one in 14 people aged 65 and over
and one in 6 people aged 80 and over has a forteroentia. The estimated overall cost of
care provided to support people aged 65 and ovérlate onset dementia in 2005/2006 was
around £ 17 billion. Of this, 41% was accountedbprsupported accommodation (including
residential homes) and 36% by informal care.

Poor health conditions, together with a numbertbéofactors, are strongly associated with
social isolation, exclusion and depression. A re¢eRR study (Allen 2008) highlighted that
life in the over 80 age group is often marked byéased depression. This seems to disprove
a well established idea that life satisfaction hescits lowest point in the mid 40s, after
which it starts improving for the rest of one’slifln reality, breaking down the 65+ group

into finer categories suggests increasing lifeatisgaction after the 8dyear of age (ibid.).

Even amongst the increasing number of older people are relatively healthy and wealthy,

a significant proportion struggles with lonelineswd isolation. A 2006 report based on the
English Longitudinal Study of Ageing (Barnes et 2006) highlighted that around a half of

older people suffer from at least one of the dinrs of Social Exclusion (these include

social relationships, leisure activities, civic iaittes, access to services, neighbourhood,
finance, material goods) and 20% of them were #&fteby a combination of two or more

dimensions. Being among the ‘oldest old’ and liviatpne are among the main key
characteristics strongly related to an older peesgreriencing multiple exclusions.
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Living arrangements and care

The ageing of population in England and Wales posa®r challenges in terms of caring
and financing care for older people. The latestd0srshowed that most of people live ‘in the
community’ well into later life. In fact, aroundrée quarters of those aged 90 and over were
still living in private households. This is madespible by unpaid (informal) care by the
family supported at least in theory by investmentoaal authority level. The volume of
home help hours provided or purchased by local caitihs in England has increased
significantly over the past two decades, with amesed 3.4 million contact hours provided
in 2004 against the 2.2 million hours of 1994 (OR®5a). However, the actual number of
households receiving council funded home care sesvhas fallen consistently since 1994.
This suggests that local authorities are providingre intensive services for a smaller

number of people.

Care provided at community level is predominantip@ied by family members. In 2001,
almost 80% of all older people with mobility proivise were helped by their spouse or other
relatives. As well as receiving care, older peapie also major providers of care. In 2001,
1.2 million men and 1.6 million women aged 50 an@rowere providing unpaid care to
family members or neighbours in England and Wdtesther words, about one older person
out of every 6 is a care provider; of these, aroanguarter provide 50 or more hours of
unpaid care a week. However, the proportion of okckrers declines with age: 25% of
women aged 50-54 provided care compared with 20%axe aged 60-64 and 3% of those
aged 85 and over.

The number of people living in residential care medical establishments is lower but
nonetheless highly significant, in particular amaihg oldest old, and with major differences
between men and women. According to the Censusthes 1% of men aged below 75 were
living in medical and care establishment, but trapprtion grows to 2.5% among those aged
75-84, to 8% for those aged 85-89, and reaches fbr%he over 90. Among women, the

proportion of those living in care establishmet€ i3% for the 75-84 age group, 14.3% for
the 85-89 and almost 30% for those aged 90 and éweong the oldest old living in care

establishments, the majority live in private orwtary nursing or residential care homes.
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England and Wales — Percentage of people aged 50 and over living in medical and care
establishments, by age and sex, 2001

50-59 60-64 65-74 75-84 85-89 90 and over

Men
All medical & care establishments 0.3 0.4 0.7 2.5 8.0 16.9
NHS* 0.1 0.1 0.1 0.1 0.2 0.3
Local authority - - 0.1 0.3 0.9 1.7
Nursing home 0.0 0.0 0.0 - - 0.1
Residential care home - - 0.1 0.3 0.8 1.6
Other’ - 0.0 - - - 0.0
Housing association® - - - 0.1 0.1 0.3
Private & voluntary 0.3 0.3 0.7 2.4 7.8 16.6
Nursing home 0.1 0.1 0.3 1.1 3.2 6.2
Residential care home 0.1 0.2 0.3 0.9 3.4 8.1
Other* 0.1 0.1 0.1 0.4 1.2 2.3
Women
All medical & care establishments 0.2 0.3 0.8 4.3 14.3 29.4
NHS' - - 0.1 0.1 0.3 0.4
Local authority - - 0.1 0.5 15 3.1
Nursing home 0.0 0.0 0.0 - 0.1 0.1
Residential care home - 0.0 0.1 0.4 1.4 2.9
Other? 0.0 - - - - -
Housing association® - - - 0.1 0.2 0.5
Private & voluntary 0.2 0.3 0.7 3.6 12.3 25.4
Nursing home 0.1 0.1 0.3 1.6 5.1 10.3
Residential care home 0.1 0.1 0.3 1.9 6.9 14.6
Other” - - - 0.1 0.3 0.5

1 Psychiatric hospital/home, other hospital home.

2 Other local authority home.

3 Housing association home or hostel.

4 Private/voluntary psychiatric hospital/home, medical and care home, hospital.

Source: ONS 2005b (Census 2001)

Latest NHS data (NHS 2008) on residential and ngrsiare placements funded by local
authorities in England indicate that among the 23®,supported residents in registered
accommodation, 77% were aged 65 and over (182,200)42% were aged 85 and over
(99,400). More than half (58%) of the supporteddests in registered accommodation aged
65 and over were in independent residential careesoand 14% were placed outside their
original local authority. However, the number oflely people residents in registered
accommodation has fallen by 14% between 2004 af8.20ouncils report that this relates

to the national policy to support more people ¥e independently in their own homes.



23

CHAPTER 3
Older People and care: policy and future challenges

Recurrent themes in policy

From the 1970s there has been a major shift tostigitionalise care for different groups of
people including those who are elderly. One of ie@n reforms of care for older people
from the 1980s onwards was the widespread relacatfoolder people from hospitals to
nursing homes in a expanding private sector (Gl2§l®y). The Community Care Act (1990)
introduced a contract culture around arrangememtsdntinuing care and was arguably the
greatest drive towards care “by” and “in” the conmty with residential and home care
provided predominantly through the independentaseciConcern for the cost and ostensibly
the quality of care and dignity of older people tedtheRoyal Commission on Long Term
Care Sutherland 1999 the National Care Standards Commission, the C3tendards Act
(2000) and subsequentiWNational Minimum Standardsfor provision of care and the

Commission for Social Care Inspection.

Within the series of reforms that started in theyeB90s perhaps two had a major impact on
the scope of the provision of residential and c@evices for older people: the shift of the
social security budget for residential care to l@zdhorities (NHS and Community Care Act,
1990) and the introduction of the National Minimustandards (National Care Standard

Commission, 2000)

According to Philpot, the aim behind giving locaitlaorities the power to control the budget
for residential care was to ‘create packages & tmsuit the individual needs of older people
and also to create a level playing field betweenpghvate and the public sectors’ (Philpot,
2002a). However, the ultimate result was the opeatif an assessment system whereby local
authorities determine whether the old person waseah need of residential care and how
much the local authority would pay for this persoplace in a home. Therefore, financial
assistance by the local authority was now basedmgton the person’s care needs but also a
means tested assessment of his/her financial istuébr instance, home owners having to

pay the full cost of accommodatidnYhe criteria to qualify for assistance with thestcof

! The White Paper published in 2006 (Departmentedlth) emphasised the idea that residential caesdial
service and that as such is not free and that ‘evheeds are greater than friends and family caa paplic
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residential care is so high that many elderly hamwaers are faced with selling their homes,
spending life savings or staying at home facindgisan or the risk of accidents. According
to Counsel and Care, ‘only those older people whth highest dependency needs, without
any available support and on low incomes, will geuncil services...eligibility criteria
remains rigid and dehumanising, penalising rathat encouraging good health and well-

being and maintaining independence’ (Counsel arnd,2808)

Besides, the fees that local authorities agrequhjowere in most cases far below the actual
cost of residential and care provision meaning tbpiups had to be paid by relatives or by
the older people themselves. On the one handh#sided some care providers to target self-
funded residents (in 2005 almost 30% of places weoeipied by self-funded resident) and,
on the other hand, in some cases being unableadiit from service provided (Philpot,
2002a).

Thus, the reforms have also opened up a ‘markeesitiential services provision which may
well come to be dominated by a small number of Jarge providers. As Wanless states,
‘homes providing care for older people are becontamger...with the market changing and
becoming more concentrated with fewer, larger hor{g36:23). Small home-owners and
non-for-profit organizations are being badly aféettby these reforms, putting at risk the
future of small care providers or those operatmthe voluntary sector.

In addition, the most vulnerable part of the restdg sector has been hit by the introduction
of the New Minimum StandarisHowever appropriate, this required providersltocate a
big portion of their budget to bring the homes aphe new standards; for already struggling
small and not-for-profit home owners this proved tmuch to bear and home closures
increased considerably. Wanless established thaDBy the number of places in residential
homes had decreased by two thousand (2006: 222002, the Department of Health
announced that minimum standards will be replacedjiddance on good practice. Local

resources get to those who need the most help hactcannot afford to pay for extra support themsg e
Wanless, 2006:20)

2 ‘The National Minimum Standards are the produdhef1998 Modernising Social Services White P&pke.
NMS are not legally enforceable but are guideliimegproviders, commissioners and users to judgetizdity
of a service. Inspectors must take them into adcatien judging whether providers are compliant with
regulations.’ (Community Care, 2008:2)
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authorities may now choose the lower standarddaswons of cost, causing empty places in

the homes that went ahead with the improvementsnextjby the standards commission.

New Direction: Domiciliary and Community Care

Derek Wanless was commissioned by the Treasurgu®w the health care system. The
brief was to examine technological, demographic anedical change over the two
subsequent decades and to identify factors whichldvdetermine the financial resources
required to inform fiscal and economic decisioriie report,Securing our future health :
taking a long term view (2003)emonstrated clear evidence that the future wouidlgb
greater pressure on social rather than health tardentified the need for investment in
neglected areas as well as establishing a balagtgeebn health and social care and using
resources more effectively. The introduction ofibi@al Minimum Care Standards, National
Service Frameworks (NSF), National Institute ofni@lal Health and Excellence (NICE)

guidelines were all part of the drive towards e#incy.

Securing good care for older people: taking a Idegn view (Wanless 2006)as undertaken
with similar objectives to the earlier review, lwith a focus on older people and the funding
of care for this group. The review identified sleorhings in the social care system, poorly
delivered services and limited funding. It idertfigreater expectations among older people
and more focus on staying at home and being caredtf home or close to home, with
respite, day care and social work to improve outanthere was evidence that early care in
the community could reduce and delay the need Mtensive services. However this
contrasted with local authority practice of inciegd/ shifting towards more intensive

provision for fewer clients.

As a conseguence, since the beginning of this @epaticies on services for older people
have seen a new direction focusing now on the foilee people prefer to remain at home for
as long as they can. This position developed irmeva form of support system that ‘is fit for

the 2F' Century: a system that is personalised to indaidweeds and gives real control to
those needing care and their carers...that giveplpevho would benefit from it access to
care in the home’ (HM Government, 2008:4). The easphwas therefore to increase the
‘proportion of older people receiving help to mainta high quality of life independently at

home rather than in a residential care’ (Departneéidealth, 2006). This shift in the policy
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has required developing innovative forms of suppbat can eventually replace or delay
entering a care home; schemes such as day cem&ggite care, meals-on-wheels,
intermediate care or extra care housing (also knasnvery sheltered housing or assisted
living) are considered the best way of preventihg tauses that lead older people to
residential homes and also to deliver the bestomuécwithin already constrained resources
(Wanless, 2006).

However, many older people are not getting persoasd services or benefits which enable
them to stay in their own homes (CSCI 2008). Thelmer of hours of intensive support has
risen although the number of people receiving ¢hige has remained stable despite a growing
volume of older people and rising levels of depergg CSCI 2008). Those who are lost to
the system because they are not eligible and caaffat to pay for personal care struggle

with fragile informal care and experience a poacaliy of life.

While the thrust of care policy for older people ftbe last two decades was about keeping
them in their own homes as long as possible , @&l rfor nursing home or residential care
for frail and vulnerable people especially thosehaut family support is acknowledged
(Help the Aged, 2004). As mentioned earlier, thenbar of residential beds has fallen
following the introduction of various legislationsational minimum standards and especially
the restriction on funding at local authority leveAlthough institutional care is often a last
resort, there is evidence that the criteria fordeoh care have become higher and higher to fit
in with local authority budgets (CSCI 2009). Therstill considerable debate between health
and social care professionals about the bounddvyelee healthcare which is free at point of
delivery and means-tested social care (Glasby, 200herefore budget conscious
professionals argue about who should pay for ofmeples’ care, which results in some
vulnerable elders falling through the policy netonfdover, the array of means testing and
support entittements are unwieldy and bureaucr&antrary to assumptions that the more
affluent have fewer problems, CSCI (2009) argu¢ tiase who have to fund their own care
are particularly disadvantaged by a lack of adaicd information about care options and are

often invisible to local councils.

The Catholic Church and the provision of servicesdr older people.
Information regarding services provided by the Gathcommunity to older people is very

limited. The only studies known were commissioneg ®atholic bodies themselves
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interested in highlighting not only its contributido the sector but also the way in which the
provision of services, especially residential cdnas been affected by government policies

and legislation and future challenges.

Documents such as ‘Community Care: the Challengehi® Catholic Church’ (2000), ‘On
the Homes Front: the Catholic Church and Residei@ee for Older People’ (2002),
‘Length of Days: How can the Church meet the cingiéss of an ageing society?’ (2007) and
‘A Case for Change: The Response’ (2008), recdwanhistory of Catholic Church provision
for older people in England and Wales. They aleaghat the 1990s “market” reforms left
the not-for-profit and voluntary sector unable mtlle the increasing costs of implementing

regulations and the New Minimum Standards.

In fact, Philpot (2002) argues that following theroduction of this regulation ‘residential
care provided by religious congregations startedioh at an increased rate during the 1990s.
However, this was not just to do with the cost ehavating homes to meet the new
standards, but having to recruit lay people to nileetrequirement for qualified staff which
demanded a minimum of 50% trained to NVQ levél Qome Catholic homes charging an
average of £150 below market rate per week peopersd were therefore unable to generate
sufficient profit (CSAN, 2008). Having to invest improving homes and hiring qualified
staff has left the Catholic sector in a difficutugtion and in competition with ‘corporate and

larger owners that have become the dominant segmémd market’ (Philpot, 2007).

However, behind this panorama lies the importamaricial and human contribution of the
Catholic community. Not only does it offer the daprresources, such as property, but also
the unseen contribution made through unpaid hol®lontary service by members of the
religious congregations in residential homes ad asin domiciliary care (CASC, 2000), a
point to which we will return in more detail later this report. In this regard, there has been
inadequate recognition that the strength of lobalrches lies in their buildings and land and

their access to volunteers. Local congregationghinexplore the use of buildings for

% Laing (2008) states that care staffing is thelsimgost important determinant of care home coststduhe
increase in the level of dependency that resideats when entering a care home. The decline inuhaber of
vocations has contributed to the increase of tls¢ @oservices provided having to be forced to hle® non-
qualified staff to meet increased the hours ne¢ddabk after each resident. From 2004 to 2008rtkaut of
hours has increased from 19.5 to 20.5 hours psoper
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luncheon clubs, day centres for drop-ins, or sintply provision of a day programme of

activities for lonely older people or those withmted health problems (CASC, 2000).

New Challenges and the Future of Service Provisidoy the Catholic Community

In 2004 a study from the Joseph Rowntree Founddiidittenberg et al. 2004) calculated
that, in order to keep pace with the ageing of Wt population, the number of places in
residential care homes, nursing homes and hospitaléd need to rise from around 450,000
in 2000 to around 1,130,000 in 2051: a 150% in@ed$e number of home care hours
would also need to increase, from around 2 miltmalmost 5 million a week: an increase of
around 137%. These projections are based on thenasien of existing life expectancy,
dependency rates, patterns of care and fundingg@genaents and are extremely sensitive to
any ‘systemic’ change in this respect. In terme\adrall long-term spending, this would need
to increase form about 1.4% of GDP in 2000 to adoum8% of GDP in 2051. This
calculation is based on a forecast real GDP inered®.25% a year, i.e. on the assumption
of an expanding economy. The effects of a sustagwhomic crisis would be extremely
difficult to forecast.

The challenges faced by the Catholic communityhedrovision of care for older people not
only relate to the increasing costs of keeping temmes open or the decreasing number of
vocations that will eventually offer their servicatslow cost but also to the ability to keep up
with a market orientated culture that requires igafo be reinvested in services and the

ability explore new options and diversify the seapb the services provided.

As mentioned earlier, government policies are daitea towards keeping older people at
home as long as possible. Initiatives such as dbamccare, intermediate, day and respite
care as well as outreach and befriending schemasemded to make this feasible in the long
term,. The Catholic community has already beguadidress this transformation and has seen
an increase in the number of older people beingheshand cared for at home. It is important
to mention the invaluable work that Catholic orgations such as Saint Vincent de Paul,
The Union of Catholic Mothers and The Catholic Wonhi@ague, among others provide for
elderly people who live at home. Such provisioil e considered in more detail elsewhere
in this report.
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Given the demographic shift and the projections, tresidential and nursing home places in
the UK would need to expand by around 150% ovemnthd 50 years, there is considerable
scope for of residential care by Catholic commesitHowever, according to Philpot (2007)
‘re-inventing themselves as places of specialisvigion like, for example, for dementia care
and end-of-life-care’ or entering the growing marké sheltered (extra-care) housing” is
required if they are to succeed. Besides, the dliatckommunity has to seek the help of
charitable organizations that ‘are set up to rethenfounding ethos of charitable hospitals
and nursing homes while ensuring that they can @déselop the services needed to keep up
pace with modern practice’ (CASC, 2000).

Needs of Black and Minority Ethnic elders and cares

As noted in the previous chapter, there are inangasumbers of older people from a variety
of minority ethnic groups in Britain today (ONS 2Q0and as they become frail require
support and care in home and residential settingibere is still a tendency to assume that
the family can and will care for them when they faad or ill, but there is a growing body of
evidence of the difficulties experienced acrosggedlups . There is limited evidence of the
benefits of separate services for specific ethmmugs, but it is clear they have specific
preferences and wishes (Mold et al 2005). Whilerahmay be reluctance to access
mainstream services, there is some evidence thanh whrvices are cultural and religiously

sensitive people are more willing to access theawgdn, et al 2003).

Cultural sensitivity training tends to focus oningrfor people from other cultures but rarely
addresses the fact that care providers in Brigynon minority ethnic staff and migrant
workers (Ciangiano et al, 2009). This raises tjoes about language, cultural and religious
sensitivity as well as the reality that such s&ff unaware of the traditions, customs and
expectations of older people from indigenous bamlds. It is important that work is done
to overcome the cultural and linguistic barrieteyaotypes and assumptions that may divide
care workers and older people. This is not sinaphyatter of ensuring that migrant care
workers receive adequate language training butthldocal dialects, colloquialisms and the
euphemisms used by older people, especially taitbesoodily functions, are clearly
understood. The exploitation of migrant care weoskparticularly those working in the
private care sector, (Cangiano, et al, 2009) ansim against them are major causes of

concern (Doyle M, and Timonen V 2009).
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Rising numbers with dementia

It is estimated that around 700,000 people expesiedementia and that the numbers are
forecast to increase by almost a million over te&trl5 years (PSSRU 2007). Historically
there has been a lack of attention by policy makers service providers but dementia must
now become a priority for health and social carenmussioners and providers (PSSRU
2007). The extent of support for patients and farml their own homes and communities
must be expanded. More energy needs to be invaststhtutory, voluntary and private
partnerships to develop a range of integrated, cehgmsive quality models for the future
(PSSRU 2007). The National Dementia Strategy (B0399) highlights the need for
innovative models of care which include shelteredding, extra care, and respite for carers.
Healthcare literature suggests that spiritual aes important as physical and psychological
interventions. According to Bephage (2009), by tdgimg a person’s spiritual needs

healthcare staff are able to positively contridota person’s wellbeing while in care.

Spirituality and Catholic Services

Within the very practical approach to care for oldeople the topic of spiritual provision is

often overlooked. As CASC (2000) argues, there grawing awareness of the need for
‘culturally specific care; that is, care in a sftiwhich is familiar to the older person and he
or she can be confident that their wishes will bepected’. The role that the Catholic
community can play in this aspect is to ensure, gatvell as continuing to provide practical
support, the emotional and spiritual needs of ofukople are also taken into account. The
Catholic care ethos based on dignity and the rédpedife give confidence to older people

that they will be treated appropriately.

Moreover, it has been recognised that ‘spiritudief®and, in particular, religious association
in care homes give elderly people a balance betwbeir internal selves and their

environment’ (Lowis et al, 2005). It is also knotinat having the opportunity to express their
beliefs and being immersed in a setting that offdes opportunity to practice religious

activities can have a positive control over heatthtters; according to Lowis, ‘practicing

religious activities might even be associated &itbnger survival of up to 7 years’.
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Catholic homes and befriending schemes also carigreatly to tackling one of the major
problems that older people face, i.e. social exatusand isolation. Care homes run by
Catholic congregations are in close contact withispas and the local community providing
the opportunity to older people to maintain theatiehships and activities that they had
before entering the homes. Some of the homes that b chapel often welcome the local
community to mass and services. Spiritual careatam be important in enabling people to

prepare for the end of life.

End of life issues

The end of life is increasingly more complex asgbeare living longer, albeit with greater
frailty and multiple health conditions. Concernsoabthe end of life and debates about
euthanasia and assisted dying have resulted iowirgy body of literature, strategic policy
and good practice guides in the last three yeat$ 2008, BGS 2009, NAO 2008, GSF
2009). There is research evidence that the wishekler people are not well catered for and
although most would wish to die at home, there lisc&ed of skilled services to enable this
(NAO 2008). Although some 70% of deaths of oldeogde take place in care homes and
27% in hospital, there is a lack of formal or cornspuy training in end of life care especially
in care homes (NAO 2008). The majority of care hsrhave a policy about death but few
have policies around anticipated prescribing, adedrcare planning, how to talk to patients
or relatives about death and dying issues. Althaihgre are a growing number of specific
training programmes, good practice guides availablenhance the quality of end of life
provision for older people, there is as yet lighdence that they are used as widely as is
needed (BGS 2009, DH 2008, GSF 2009).

Facing Future Challenges

The aim of this research is to map the care pravifle older people by Catholic

organisations. Through document analyses, questioes, interviews and focus groups we
have endeavoured to capture the range of thatgoovi Although our findings cannot claim

to be exhaustive and all encompassing, they doigeoa snapshot of the diversity of
projects, agencies, organisations and servicesimgfeare along a spectrum from residential
to semi-independent living, to respite, outreactl befriending. The people we spoke to in
the course of this research address in depth matheassues we have briefly raised in this
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short review of the literature. In the followintpapters we explore the difficulties facing
Catholic care providers and the various stratetliey are adopting to meet and overcome

these challenges.
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CHAPTER 4
SERVICE PROVISION: RESULTS FROM THE
SURVEY

Information Obtained from Deans in England and Wales

Questionnaires were sent by post or email to 262nBeacross England and Wales. The aim
of this questionnaire was to identify the propaortaf older people in each deanery, the main
needs faced by this sector of the population aechtbw those needs were being served by
different groups and organisations in each area mfentioned in the research methods
section, the response rate was disappointing @eepit various efforts to remind the Deans
to reply. The results presented in this sectiondaaevn from the information provided by the
76 Deans that completed the questionnaire.

Dean’s estimates of older people their Deaneries

Deans were asked to estimate the proportion ofrgd@eple in their area. Out of the 76
responses, almost half estimated that older peopdele up more than 50% of their
parishioners. Five Deans estimated that older lpegpresented more than three quarters of
parishioners. The consequences of an ageing gapuland indeed an ageing Church will
be discussed in more detail in the next chaptes.ndted in Chapter 2, the age profile varies
across geographical locations, some parishes arkedes particularly in urban areas contain
large numbers of young families.

Table 1: Particular Needs of Older People as Iderfied by Deans

Particular Needs of Older People as Identified by Deans
OTHERS
HOUSING
POVERTY
MENTAL HEALTH
RECREATIONAL |
DEMENTIA |
SPIRITUAL |
HEALTH |
LONELINESS AND ISOLATION !
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Deans

Note: Respondents could tick more than one box.
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Deans were asked to identify the particular ned@stang older people in their area. As the
graph above illustrates, the majority of Deans fidfiex loneliness and isolation as the main
problem facing older people. There is substantivielemce that older people experience
multiple forms of exclusion, for instance, fear ofime, poor transport and changing
communities contribute to social isolation for algeople and their carers even when they

have spent a lifetime in a locality (SEU 2005).

Physical health was the next problem identifiedh®/Deans. Concerns about the poor health
of older people in the community could be explainsdthe increasing number of older
people with moderate health issues that do nahditstrict criteria set by the authorities for
support (CASC, 2000). Spiritual needs were algblighted by the Deans and these will be
discussed in more detail in the next chapter.

Issues such as dementia and mental health arealse for growing concern. In addition to
research which suggests that dementia is incrdgsiaffecting the older population,

depression and poor emotional wellbeing are alsveasing among older people: ‘The
National Services Framework for Older People suggésat under-detection of mental
illness in older people is widespread, due to tamine of the symptoms and the fact that

many older people live alone’ (Allen, 2008).

Relative to other issues, poverty and housing appe@ato be major causes of concern. As
Philpot (2002) notes, the Catholic population ingand and Wales has seen its living
standards increasing over the years and becomimg mmddle class’ ‘benefiting from the
greater post-war prosperity and from the sprealdoofie ownership’. While it may well be
true that some sections of the Catholic populdtiave become more middle class, it has also
been noted by some of our participants that firelnaiorries are an increasing problem
among the older population. As we discuss in tiae chapter, the older generation may be

reluctant to talk about their financial problems.
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Table 2: How are these needs addressed?

How are these needs addressed
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The majority of the Deans indicated that the neddsdder people are being addressed by the
Catholic community and the public sector ‘to a Hatitory extent’. However, Deans also
recognised that more could be done but, as itbélfurther explained in the next chapter,
issues such as lack of funding and falling religi@ocations could constrain the provision of

services for older people reaching an optimum level

Services for Older People by the Catholic Community

The questionnaire also asked Deans to estimatewuh#ber of services for older people
offered in each deanery. As mentioned in the gaRiesearch Methods section, it proved
impossible to map the range of services providedClayholic organisations throughout
England and Wales. It was hoped that Deans coeld by identifying various projects
within their deaneries. However, the low resporage meant that we could only locate a
fraction of the community and outreach serviceffer. Most Deans reported a number of
befriending and outreach schemes (53 responseshdon (39 responses) and social clubs
(43 responses) in their areas. There were fewgonses on residential homes (20), respite
care (7), drop-in centres (8) and day care ceri@es These responses, however, are not an
accurate reflection of provision as several Deastedthat they were not aware of the full

extent of projects, services and organisationsatimegy within their areas.
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Many Catholic-run services that were identifiedachg aim to address problems such as
loneliness and isolation through befriending, dalmaity care and organising social events.
The lower number of residential homes identifiedtbhg Deans could be explained by the
closure of many Catholic-run homes since the Nean&irds Regulations were introduced.
Philpot (2002) suggests that over 40 homes haveedland, in addition, that several
congregations have withdrawn from running residgritomes (some of which have been

taken over by organizations such as the Hospitaldgament Trust).

Drop-in centres, respite care and day care cemresgrowing as a response to the great
number of older people living at home but in neédhoderate levels of care and wishing to
access the social activities offered. Some of timese alternatives are attached to residential
homes, convents or parishes. In many cases theseua by lay volunteers from
organizations such as Saint Vincent de Paul, TherUof Catholic Mothers or the Catholic

Womens’ League. This kind of outreach support béldiscussed in more detail later.

Residential Homes

As has already been noted, it took considerable tand effort to identify Catholic-run
residential homes. There is no comprehensivefistich provision. In the end, a total of 80
homes were identified and questionnaires sent ltmfathem. Despite a reminder letter,
telephone calls requesting to complete the quasdiom over the phone, and a letter from the
Right Rev Terence J. Brain, Bishop of Salford, mgkihose in charge to participate in this
study, it was only possible to obtain informatioanh 30 homes. The results presented here

are based on those responses.

Description of Services Provided

Out of the 30 residential homes 14 also providesingrcare. 9 homes also provide respite
care and a further 2 provide day care. As showebainle 3, only 1 home reported having
opened a residential village, a form of shelteredoemmodation, which does not require
dedicated and qualified staff but provides accomatiod for independent living to older

people with moderate needs in fully furnished flat®ungalows.
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Table 3: Type of Service

Type of Service Provided
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Note: Respondents could tick more that 1 box
Other Services Provided

As can be expected, those homes that provide mursame and specialised in treating
residents with dementia or physical disabilitiesluded a range of other health services.
However, the high level of spiritual provision isrhaps the most distinctive characteristic of
homes owned or run by the Catholic organisatioBg.homes reported having a chapel on
site open not only to residents but also to visitand members of the local community. As
shown in Table 4, 22 homes offer funeral and meahoservices to residents and 8
counselling or family support to carers. Likewisecial activities play an important role

within this holistic approach of caring offered Batholic homes, 28 homes hold social
activities open to non-residents and 13 reportddimg cultural activities aim to integrate

residents from other cultures.
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Table 4: Other Services Provided
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Description of Users

Table 5: Age Group of Residents
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As shown in table 5, in 20 homes all or almostiad residents are in the age group 80 and
above. The age group 70-80 years constitutes tharitgaof residents in 4 homes. Only in 9

homes are there residents aged between 60 andd7id afi of these cases they account for
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25% or less of the total number of residents. Tpastern is strongly linked to current
regulations seeking to keep older people at homaddong as possible delaying the age of

entry to residential care, as well as a lower l@fegleed among the younger age bands.

Table 6: Gender of the Residents

GENDER OF RESIDENTS
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The high concentration of women living longer ahdréefore in care/residential homes has is
consistent with previous studies. In 2002 the Hhe8trvey for Older People found that
‘women over 65 make up 57% of residents in priviabeiseholds, but 75% of those in
residential care homes’. Philpot (2007) describbg tharacteristic residents of a
care/residential homes as female, unmarried anthlaione. When enquiring about the entry
criteria,one home was female only with the restnojgeboth male and female. Results from
the questionnaires showed that women constituter @lmost the residents in 12 homes. By
contrast, as shown in table 6, the concentratiomen in 20 homes is not larger than 25%

and in only 3 homes do they equal the number of @orasidents.
Health Status

As mentioned before, the entry to a care/residehtenes is usually considered as the last
option and it is done when the person has physicatental needs that do not allow him or
her to continue living at home. Hence, as can lea setable 7, it is not surprising that most
of the residents have some sort of incapacity ®hhomes having residents with physical
incapacities and/or 21 with psychological incapacinterestingly, 3 homes mentioned

‘ageing’ as a form of incapacity.



Table 7: Health Status
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Although most homes reported to have an overalbritgjof residents born in Great Britain

and a significant number born in Ireland, the nundferesidents born in other countries is

noteworthy. 21 homes have a 25% or less numbezsidents born outside Great Britain (of

those one home specifically caters for elderly$boinigrants). This indicates that as the local

population is ageing, members of migrant commusidiee also ageing, and that the Catholic

community has indeed addressed these demographitges opening the door to those

communities in need of a ‘culturally specific’ cahat respects individuality and difference.

Cultural sensitivity will be discussed in more deitrathe next chapter.
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Table 9: Country of Birth
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Religious Affiliation

As shown in table 10, Catholic residents and thoSeother Christian denominations
constitute the majority of the population in 26 reenHowever, what is noteworthy is the
proportion of members of other faiths. 3 homes heish residents, 2 Muslim and 3 from
other religious beliefs. As mentioned in the litara review chapter, increasing numbers of
ageing migrants and ethnic minority groups alsodneebe cared for and homes that offer
spiritual provision and are open to all denominaicepresent an alternative to those who are
seeking care based on shared beliefs of dignityresgkct. When enquiring about the criteria
of entry only three homes acknowledged that althoogen to all denomination they give
priority to Catholics. The provision of care by @alic organisations to non-Catholics will be

discussed in greater detail in the following chapte
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Table 10: Religious Affiliation

RESIDENTS' RELIGIOUS AFFILIATION
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Residents Funding Sources

As can be seen in table 11, in 21 homes the mgjofithe residents are self-funded, which
can reinforce the idea of a Catholic community dretiff and able to afford care in old age.
However, there are also a significant number ofdezds supported by a combination of
funding coming from the local authority, NHS, top by relatives or the care home itself.
Those residents unable to pay for a placementelgihg in the funding available from local

authorities may put a strain on the homes’ financEsr example, CSAN (2008) found a
home where ‘the underfunding amounted to £150 pegkwper resident’. The assessment
system determining the amount of local authorityding for home placement is unrealistic
and in many cases does not meet the cost of qusdityice. This creates inequity and

limiting the access to high quality homes to elgerople or families who can afford it.

The lack of correlation between what local authesipay for placements and the actual cost
quality care may lead some homes to attract piiwvdtended residents. When enquiring
about the homes’ funding sources, we found 28 hore@sng, at different levels, on
residents’ fees and being compelled to supplentesget with a combination of charitable
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trusts, fundraising events or donations as soudwefsirther funding. Despite the high costs
of placements, five homes mentioned low incomeri@sria of entry giving priority to those

with limited resources.

Table 11: Residents Funding Sources

RESIDENT'S FUNDING SOURCES
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Note: Respondents could tick more that 1 box

Main Problems and Challenges

Predictably the main problem reported was the t#dkinding with 20 homes being affected
by increasing costs and few sources of fundingPA#pot (2007) argues, despite ‘Catholic
homes not seeking profit, they do require surplideeseinvest’. This will be discussed in
more depth in the following chapter. The secomghificant problem is the lack of religious
staff; falling numbers of vocations has put a cdesble strain on already limited resources;
with fewer religious staff available to contributee unpaid work that was previously taken
for granted. Nine homes also mentioned being adtedty the lack of support from local
authorities, three by the lack of volunteers andtlaer three by the insufficent uptake of
places, which probably reflects the ability of pleom pay for residential care. As will be
discussed in the next chapter, some residentialeedmave empty beds not through lack of
demand but because people cannot afford to pajyoaatlauthorities are reluctant to provide

support.
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Table 12: Main Problems and Challenges

MAIN PROBLEMS IDENTIFIED BY RESIDENTIAL HOMES
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3. Outreach and befriending services

As we have mentioned before, the increasing nurabeeople staying at home and facing
loneliness and isolation has led the Catholic comtguto adapt the services offered to
elderly people and develop schemes capable of ireptihose forgotten by the system and,
sometimes, by the wider society. In attempt to wagpthat type of provision questionnaires
were sent to the main providers of outreach anddmefing schemes, such as Saint Vincent
the Paul, as well as to small and local voluntagaaizations suggested by the Deans. A total
of 50 organizations were contacted with 28 compietihe questionnaire. As mentioned
earlier, we were disappointed by the response magspite numerous phone calls and follow

up letters, it many smaller projects were too busy complete the questionnaire.
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Table 13: Type of Services

TYPE OF SERVICE PROVIDED
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20 of the organizations provide visits and helghvdbmestic and personal care; however, 14
also provide services such a day centres, lunckeoml clubs and respite care. Many

outreach services are attached to a parish oprimescases, are part of a residential home.
The services listed as ‘other’ included for exampl@viding transport to take older people

to doctor appointments or social events. The doution of these outreach projects is

considerable but very difficult to map and quantifome larger organisations produce

annual figures that capture the breadth of thewigion. To name one example, the Saint
Vincent the Paul made 75,398 visits to elderly peap England and Wales during the last

year. This requires a significant amount of ungeodrs by volunteers.

Sources of Funding for Outreach and Befriending Sefices

As shown in table 14, the majority of organizatiodepend on donations/legacies or
fundraising events. It is significant that desplte great contribution made in the form of
unpaid hours of service only three of the 28 orgatnons that responded receive support

from local authorities.
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Table 14: Sources of Funding for Outreach and Befanding Services

SOURCES OF FUNDING
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Description of Users

Table 15: Age Group and Gender
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As table 15 illustrates, while reaching a good neantf people aged 80 and over, the largest
proportion of service users are aged below 80;ftliews the trends of more older people

staying at home and delaying the entry into regidioare homes until absolutely necessary.



a7

Again as noted earlier, there is a gender imbalavite women making up the majority of

users probably reflecting the longer life expecyapicwomen.

Table 16: Religious Affiliation
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As noted earlier in relation to residential caree tCatholic community is increasingly
catering for people of all religious affiliationBespite having a high proportion of Catholics
among their users, it is noteworthy that in 18haf 28 organizations there are users of other
religions being looked after, and in four of thasganisations this number accounts for 50%
of users. As CSCA (2000) states, ‘there is a pa@kfdr exploring ways in which those
involved in the provision of Catholic communityreamight work with Christian and other

faith denominations in the future development ofses’.

Conclusion

The questionnaires provide an indication of theegaintrends in Catholic care provision for
older people. For a more in-depth insight into kaactually going on among the various
projects, agencies, organisations, homes, we hbsee undertaken interviews and focus

groups with care providers which will be discussethore detail in the following chapter.
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CHAPTER 5:
Voices from the Community: the perspective of
service providers

Introduction

A key aim of this research is to uncover the raafjeare provision to older people by the
Catholic community. In the original methodology vitas decided that a good way of
uncovering that provision was by asking all Deabsud projects operating within their
deaneries. However, as noted in the previous chap@ny Deans simply did not have that
level of information. Thus, rather than attemptiogcover the entire country, it was decided
that qualitative methods would be used to get aight into the variety of projects operating
in various parts of the country. As described he tmethods section of this report, we
contacted a number of large service providers disasesmaller, local projects. This chapter
presents the findings from the interviews and fogtmips carried out with Catholic service
providers. This material will elaborate and elatedthe quantitative data analysed in the
previous chapter. A full list of all those who kopart in focus groups and interviews is

available in the appendix.

It is apparent that a nation-wide survey of alligfabased activities would be necessary to
even begin to capture the full range and diversityrovision at local level and such an

enormous undertaking was beyond the scope of ésisarch. However, in the absence of
this level of detailed information, it is difficutor the Church to demonstrate the extent of its
provision and thus to argue the case for beinglaevat the table of decision making’, as one

participant put it.

There was a consensus among all the people integdiehat the Catholic Church makes a
significant contribution to the provision of camr folder people in this country. But, as one
participant noted, the Church does not get theitcfedall the work that it does ‘which is
massive’ but largely ‘goes unnoticed’, but that would ‘be nice to have that
acknowledgement’. Part of the problem, as notedyther participant, may be that while

Catholic communities provide a wide range of céreir contribution is difficult to quantify.
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One reason for this may be because no one sedmasécan overall view of what is going on

across the country. As we discovered in doing tésearch, there are literally hundreds of
local projects scattered across England and Waiethby are difficult to track down because
no comprehensive list of such organisations exisysvhere.

Although this chapter cannot quantify the true ekt financial value of all the work done
by Catholic care providers, it will provide a snlapsof the range and diversity of that care.
In summarising and synthesising the key findingemgimg from the qualitative data, this
chapter explores the problems encountered by gdeple, the challenges facing Catholic
care providers and the strategies they are adofuidgal with these challenges. In addition,
we highlight not only the care provided to membarghe Catholic community, but also the
contribution that Catholic service providers makettie wider community, to people of all
faiths and none. In so doing, we also examinerti@ications of this wider care provision for
maintaining the Catholic ethos that sets these nisgtons apart from other service

providers. This raises a pertinent question — wloatve mean by a ‘Catholic’ organisation?

Pastoral Provision

Some of the participants in the interviews and $oguwoups represented pastoral services.
Catholicity is at the heart of their identity anfitbe people to whom they minister. As Fr
Christopher, Dean of Hackney told us: ‘The essesfggarish life is pastoral care’. As an
example of this work he referred to the ‘Pastorate® of the Parish’. She undertakes a huge
amount of outreach work for older people partidyl#ne housebound. She also coordinates
a large number of lay volunteers who assist hekwdduch of this kind of outreach work is

sacramental.

We interviewed Sr Patricia Silke, a parish sisterHull, from the Daughters of Charity

congregation. Her main role is visiting elderlydadmusebound people in West Hull, there is
a second parish sister, Sr Anne, who covers Ealit HAs Sr Patricia said ‘it is a full time

job’.  She visits people in nursing homes, in their owombés and also in sheltered
accommodation. She currently has approximatelp&iple on her list — all are referred by
the parish priest. Her role is pastoral — she Mimister of the Eucharist and brings Holy
Communion to these older people. A large proporace bedridden and receive practical

support from social services, with carers comirtg their homes on a regular basis. Some of
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them have family visits but these tend to be atvileekend, so during the week they have
few, if any, visitors. Thus, as well as sacramieptavision, Sr Patricia and Sr Anne are a

source of companionship for many of these oldeishemers in Hull.

Several research participants said that it is it@pdrto appreciate the sense of comfort that
people, especially older people, derive from relgiand rituals. There is a sense of
familiarity with Mass and other ceremonies. Aseatbby other researchers (Lowis et al,
2005), in a context of changing life circumstanassve age, including loss and bereavement,
religion is a source of constancy, continuity arettainty. As one interviewee noted,
sacramental provision has a ‘strong physical elémesoted in ritual and practice. It has
strong association with childhood memory, the ‘hmyt of life’. As older peoples’
intellectual grasp may weaken, this familiarity hwitituals and rhythms is even more

important.

Similar parish-based sacramental outreach is peoviy groups such as the Legion of Mary.
Usually people are referred by the priest. InThaagel Mission in Cornwall, for example,
50 people receive regular visits from Fr Bryan 8yoand his team of Legion ?? OF MARY
volunteers. Their work is not materially orient@tstead it has a spiritual focus: ‘comforting
elderly and housebound people through prayerBFRran Storey). Unsurprisingly, nearly all
the people they visit are Catholic, but some ara-@atholics who are, nonetheless,
interested in a spiritual visit. The provisionsafrvices to non-Catholics is an important point

to which we will return in more detail below.

The significance of this kind of spiritual and pasl support for isolated, housebound, older
people cannot be underestimated. However, thislig one type of care and our research
included organisations offering the full spectrurh snipport and care from sacramental
through to domiciliary care, advice and informafi@ocial activities, luncheon clubs, and

health care. As we will discuss below, many ofstherganisations are catering not just for
Catholics, but also for people of ‘all faiths andne’. Several such organisations are
increasingly working with other voluntary and staty services as part of care packages.
They tender for local authority contracts, for exden and submit applications to a wider

range of funding bodies. Thus, they are operatsgrafessional care providers conforming
to government policy guidelines and official redidas. In so doing, the question of

Catholicity and how they maintain their distincti@atholic ethos comes to the fore.
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Outreach and Partnerships — Reaching the wider commmity

Throughout the research process, we came acrosg examples of projects, services and
centres set up with the support of the Catholicr€mwvhich had then developed into more
general service providers. For example, in Nevieathe St Anthony De Padua day care
centre caters for a diversity of users many of whmany not be Catholics. As well as
providing domiciliary care, the centre also runisircheon club which is open five days per

week catering for approximately 30 older peoplegqzey.

In Manchester, St Joseph’s Welfare Centre, provgiggport to a diverse range of people,
including outreach and befriending for older peofieng in their own homes. In the
beginning it was mainly Catholics referred by thparish priests but now most referrals
come through social services and local agenciess,N#, as part of a package of care for
older people. At present the St Joseph’s has aBitpeople on their books. They have
eight staff, many of whom are retired religious atgb rely on volunteers. At present about
50% of users are Catholics (Tony Murray, Leeds Bo@roup). Examples such as St
Joseph’s reflect the enormous ‘added value’ of @athorganisations — designed for
Catholics but now rolled out for other groups asrosmmunities.

Similarly, the Huddersfield Deanery Project aimsetwmble people to live independently, in
their own homes, for as long as possible. The pt@eganises social activities, outings, but
also healthy eating campaigns, vegetable bags, Bbere are 12 luncheon clubs and four
staff catering for about 350 people. There are tds® houses for supported living for older
people with learning disabilities. While this poj grew out of the parish and received
support from the diocese, now only about 20% ofuakrs of these services are Catholic
(Mark Wiggin, Leeds Focus Group). So, again tlisan example of Church-based

organisations reaching out beyond the Catholic caomin

According to participants, people choose Catholamecproviders because there is a
perception, particularly among older people, tihatytwill get a high quality of care from a
Catholic organisation. It is believed that Cathaliganisations provide care ‘for the right

reasons’, that it is ‘more genuine — being donecdgoodness’ not simply for profit. People
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want to feel ‘cared about not just cared for (@naeRiley, from the Fr Hudson Society in

Birmingham).

The appeal of Catholic care is appreciated not bglplder people themselves but also by
some statutory bodies as well. Many Catholic gsowprk very well with local statutory
bodies and voluntary agencies. For example, SVPhrercontact agencies to find out about
other local sources of support such as day cargesethat the older people can attend for
more structured activities. One SVP member noteat, tihn general, social services
departments cooperate very well with the SVP pesHagrause such agencies are usually
very glad that someone has the time to undertakentbrk with older people. SVP members
see themselves as advocates. They listen to whatldler person needs, do not tell the older
person what they should do and in this way, theraarhy and dignity of the older person can

be maintained (Siobhan Garabaldi, SVP interview).

In a similar vein, other participants noted thatrfary Care Trusts (PCTs) are also contacting
and working with Catholic care providers. This desioates that Catholic care providers are
seen as valuable and are increasingly relied upostdiutory services. As one participant
put it, the Catholicity of these organisations, ethunderpins their ethos of caring, makes
their services valuable not just to Catholics Hab across communities more generally (Br
Mark, Leeds Focus Group). Thus, partnerships batv@atholic organisations and voluntary
and public sector organisations can be mutuallyaathgeous, but maintaining that

distinctive ethos is imperative.

Working with other care providers whether sociavses, health trusts or large charitable
trusts, often means dealing with increasing buneaycand regulations. Some participants
expressed the view that Catholic organisationdagenning to resemble the private sector in

terms of responding to tenders and providing sesvic

The people interviewed had mixed views on the athges and disadvantages of working
with statutory and private sector organisations. &@mple, Tony Murray said that official

regulations could act like a ‘yoke’ or ‘straightiats’ that limit what organisations could do.
In responding to the Deans’ questionnaire — Rews®ilfrom Southampton East said that
while more volunteers are needed for home visith lzgfriending, the process of recruiting

volunteers was ‘somewhat hindered by governmentlatigns’. However, some participants
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argued that by not receiving any state funding treeyain free from all that bureaucracy.
However, others noted that not receiving any dtateding could mean continually having to

apply to various charitable trusts and engagirgnimrray of fund raising activities.

Among the questionnaires completed by Deans, sewetad that strategic partnerships were
an important and necessary aspect of developingeapacity for Catholic care providers.
Fr Gerry Mulvihill of Streatham said: ‘Combined iact is needed by statutory and voluntary
bodies, charities and the family’. This point veehoed by other Deans who also referred to
a ‘multi-agency approach’ (Rev McDermott Northamptonhile Fr Walsh (Clifton diocese)
spoke about the need for ‘a combination of the maly sector including the Church

communities and local and national services'.

One of the aims of this research study was to ifyewhat is distinctive about Catholic care
providers. In the interviews and focus groups @svapparent that working in partnership
with statutory bodies, becoming increasingly prsigsal and indeed, for some, becoming
‘mainstream’, raises question about how organisatman maintain their distinctive Catholic

ethos.

Catholicity

One organisation which illustrates the delicateabeing act of partnership with statutory
services while maintaining its special ethos iscémtian Care Plus. Set up by Sr Margaret
Bannerton it became a registered charity in Nover@bé4. It was started on ‘a shoe string
budget’ with the help of the Daughters of Charifjhe office space which they still use today
was given, rent free, by the local church. Sr Maeg says they had no money and had to
‘beg, borrow and steal the furniture’. The orgatien was set up to provide visiting and
befriending to older people living in their own hesin the south Westminster area, around
Pimlico. In addition, it also provides domiciliacare to approximately 45 people. The
project adopts a careful approach to matching ap@te carers and befrienders to the older
person. The project coordinator always does th@iniisit and care assessment and devises
a care plan with the older person taking their sesattl wishes into account. An appropriate
carer is then identified is accompanied by the dimator on their introductory visit, so ‘they
are not a stranger going into the person’s home’ N&rgaret). The agreement is that the

carer will always stay for one hour (Sr Margargesiexamples from other care providers
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who leave after just 15 minutes). Befriendinglgoaliscussed as part of the care plan. Some
people may have other regular visitors and mayeet a befriender. But, if it is agreed that
a befriender is needed, then a ‘contract’ is drawrbetween the befriender and older person
- to come once per week for two hours. It is @geeed what the visit should entail, such as
going out to a café for example. The project emses the importance of matching the

personality and interests of befriender and befieeh

In 2007, Vincentian Care Plus became ‘an approwaed provider for Westminster social

services which means that social workers can nésv ofients to the organisation. However,
Westminster can only do this if all their contratt@gencies are full. The project is now
aiming to become a ‘contracted agency’ so that tbeycan get referrals on an equal footing
with all other domiciliary care providers in therbagh and this will mean that carers can

receive a higher rate of pay.

Not all the users or the carers are Catholic. &rgdret estimates that about half of the users
are Catholic and knows that two are Jewish andi®meMuslim. Of the employed carers,
about 16 out of the 22 are Catholic. Nonetheldlss, organisation has a particular
spirituality and ethos which makes it distinctivedadifferent from other care providers. Sr
Margaret talked about ‘the Vincentian way’ whichtassee the dignity of each person — ‘to
see Christ in everyone’ - and ‘to go the extra mite providing care. All carers are

instructed in this ethos at their induction andagular seminars and training.

Another organisation whose Catholicity is centralits identity but who provides care to
people of all faiths and none is Saint Vincent R&lRSVP). We spoke to members of the
SVP at St David’'s Nursing Home in Ealing. They d#és the work of the SVP as closely
connected to the local parish — ‘we are phieacipal caring arm of the parish’. However, as
was the case with several care providers, the S¥® keen to assert that ‘we don’t speak
about spiritual matters unless the older persongbrit up’. They were quite emphatic that

‘we do not proselytise’. The aim of the SVP isdtiber a helping hand not to force anyone’.

In an interview, Siobhan Garabaldi also explairtet &lthough they are not a proselytising
group, SVP members work through the guidance oHilg Spirit. Members meet and pray
together, have spiritual reflection together, ‘ttaen only then do we discuss our work’. This

is the ‘Vincentian heart’. Members all share aidiehat it is this spiritual guidance that
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gives them the strength and confidence to undettadie work. They seek wisdom through
prayer - ‘our work does not spring from ourselvésna’ and the ethos is ‘practical action
through prayer’. However, Siobhan acknowledgesttier spirituality, although completely
central to their work, is not always stated or mexglicit.

Thus, in some ways, the Catholicity of many careviglers may be implicit rather than
explicit. As one participant said ‘We neither egalise nor proselytise, but endeavour to
exemplify the tenderness of our loving God’ (Tonwyrkhy). Similarly, another interviewee
noted: ‘the Vincentian way is not to go around @eising — faith should be caught not

taught’ (Sr. Margaret).

One participant related this to English society #mel long history of being reticent about
religious faith and spirituality. Going back toetfirReformation the English way of coping
with that event was ‘to get on quietly’. ‘It is idge you but you don’t express it openly’ he
says. The Catholic Church in this country has ¢éen take on that reticent approach — ‘it is
not our way’ to talk openly about spirituality (RChristopher). This point has also been
observed by historians and sociologists (for anr awvew see Hickman, 1995). However,
another interviewee expressed concerned that: frerenadanger of becoming a society where

it is not possible to speak about God’ (Fr. Bryan).

At the heart of this discussion there appears tthbechallenge of maintaining the values of
Catholicity while catering for the needs of a ga@heommunity, including people of all faiths
and none. While people may not feel comfortablénwihat one of the participants referred
to as ‘in your face’ religion, many interviewees @msised that service users, and indeed
statutory bodies, value the care associated wiftatholic ethos. Many of the interviewees

talked about this ethos in terms of spirituality.

One of the most interesting reflections on how Glthorganisations demonstrate their
spiritual core took place when we visited the Ir8ller People’s Project in London. It was
set up by the Irish Chaplaincy to provide outreacdil befriending to older Irish people,
irrespective of faith. Some of the people theyituisay be lapsed or have no faith. In
describing the project, Philomena Cullen (Direabbrthe Irish Chaplaincy) says ‘it is not
religious with a big R, it is religious with a srhél She explains it is built around respect,

dignity and spirituality, where spirituality simpigfers to the ‘presence of God’. The project
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aims to enable older people to ‘feel rooted in ®whbringing their past and present selves
together’. This is a gradual process involvingelsng to the needs of the person. ‘We don’t
walk in the door and immediately get out the rodaggds and the novena card’ (Philomena
jokes). Because some people of this generatidrhaile had negative experiences of a rigid
and hierarchical Church in Ireland, the projeciessitive to the concerns and views of these

older people.

Paul Raymond, manager of the Irish Older PeopleXekt referred to the holistic approach
of the "body, mind and spirit triangfe That is about recognising and respecting thetspl
dimension of people’s lives. Some people may veanégular visit from a priest and may
want to receive the Eucharist in their own homehsoproject will liaise with the parish to
arrange that. But not everyone will want such laggimus dimension. The project team
recognise that spirituality may take other formshsas a quest for peace and harmony. For
example, one man visited by the project was a rrarsiand enjoyed playing music and
singing songs about Ireland. By sharing this i befriender, the man found a great sense
of satisfaction, peace and relaxation. Performangl sharing music could be seen as a

spiritual, though not overtly religious, experience

Who can be a Catholic organisation?

As our research progressed it became apparenothanisations not only have to negotiate
with statutory bodies and funders but they alsaehtayin some cases, negotiate their position
and identity in relation to the Catholic Churchelts The example of the Irish Chaplaincy
which is headed by someone who is not only a lagqre but a woman, illustrates the
changes that are taking place within some Cathmiganisations. Falling vocations to
religious life and the increasing involvement of [@eople have resulted in shifting roles and
responsibilities. However, this can also resulsame tensions. Questions arise about who
can make decisions on policy and procedure. Sem@édople may feel that while they are
doing a huge amount of work, their voices are metgs heard when it comes to decision

making within the Church.

Several participants raised the issue of who céinelehat is and is not a ‘Catholic’ project/
agency/ organisation. This related back to the and fall-out from the recent Equality Act
(Sexual Orientation Regulations, 2007). Althougis tlegislation referred to adoption, it is
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apparent that the ripple effect has been felt bpyr@atholic care providers. One agency —
Caritas Care, Preston - which disagreed with therr@hs official stance on the new
legislation had been divested of its Catholic staly the local Diocese. Thus, while
continuing to regard itself as Catholic, it hasrbesd that it is no longer in a position to call
itself a Catholic organisation. The staff memhbis we spoke to were clearly hurt by this

decision.

In the focus group discussions several people sgprkethe view that the Church tends to
‘infantilise its members’ and not allow questioniogdissent. Some people felt that there is
a need for more empowerment of the laity. Onehefdims of this research study was to
explore how the laity could be engaged to work neffectively with older people. Later in
this chapter we will return to the issue of lay rsines.

Clearly, the future holds many challenges for dydie general and for Church in particular.
In the context of an ageing population, falling &ans and the rising cost of care, the issue
of residential provision will be a particular clelge. Having focused up to now on outreach
and befriending services, in the next section weatcbwto look in more detail at the

discussions which took place around residentialises.

Catholic Residential Provision

As mentioned in the previous chapter, Catholic-rasidential homes form an important
element of care provision for older people in thixiety. As with the outreach provision
discussed above, it is also apparent that resaledmbmes cater for people of all faiths and
none. For example, in the residential home runthyy Fr Hudson Society in North

Warwickshire, about 40% of the residents are Catl{according to Graeme Riley, London

Focus Group). As one participant said, faith idaraer a criterion of entry.

A number of interviewees pointed out that many ld people approaching Catholic care
homes are not Catholics, but may include, for examyuslims, Sikhs and people of others
faiths. These people appreciate the Catholic edezmuse they believe that ‘the Church
defends the weak and values life....they know theyl W respected in a Catholic

environment’ (Br. Mark). Several people mentiotlee new initiative being undertaken by
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Sr Agatha at the ‘The Bar’ Convent working with Metlist Homes, to develop new multi-

faith provision.

Some residential provision has ceased to be rueliyyous congregations and thus could no
longer be formally classified as Catholic homes.gdod example of this is St David’s in
Ealing. When we visited the home (to attend thé $iveeting) we noticed religious pictures
and crucifixes on the walls. There is a chapelr@imeass is said twice a week and there is a
close link with the local parish — St BenedictsheThumber of residents attending weekly
Mass varies between 10 and15 but not all of thes€atholics, for example some Church of
England residents also attend Mass. There i®etlyra discussion with the local Anglican

minister about whether an Anglican service sholdd be organised at the home.

Another challenge identified by participants is whesidential homes are no longer run by
religious orders, it becomes harder to maintaiksliwith the local parish and therefore older
people may not get any kind of spiritual suppoAs noted in the literature, there is also
evidence that people who live in residential homegerience social exclusion by losing or
loosening links with family friends and neighbourdpw sense of belonging and diminishing
ties with the local environment (Theobald, 2008)number of our participants argued that it
IS necessary to get people in parishes generalbetmme more involved and proactive in
making connections between residential homes amshpdife. For example, families,
neighbours or friends should alert church groupsm$éomeone goes into a residential home
and would welcome a visit. It is difficult to sumb people without information about where

they are and what kinds of help they might need.

By contrast, another home we visited, MaryvilleBrentford is run by the Poor Servants of
the Mother of God and clearly maintains a Cathetlws. Daily Mass is said by the chaplain
in the newly-designed chapel and there is a pdss@i®r on site who can provide spiritual
care when required and who organises prayer grouplsere is no compulsion around
religious practice in the home and peoples’ wistresrespected. Residents are not expected

to attend services but they are available if regglir.

We asked Sr Rita and Sr Elizabeth what makes Miedistinctly Catholic? This was quite
a complex issue to explore but both agreed thathiagism of their founder was the key to

the order's ethos and that of their home. This wheut supporting people, enhancing
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dignity and the quality of life and respecting tatonomy of the person. The Maryville

brochure states:

‘respect the dignity and uniqueness of every irdlial... we aim to work with and on
behalf of individuals in need, not just by providipractical support or personal care,
but also by encouraging a sense of worth and hdpfe use every opportunity to
understand and respect the culture and traditibreople.... We will promote the
fundamental principles of human rights in all owtiaties by encouraging self

determination, choice and advocacy’

As so many of the staff at Maryville are now laypke rather than religious, every effort is
made to ensure that all are trained in the chardrthe founder. Staff members are required
to attend special courses, off site, and they allg paid while undertaking this training.
Thus even if staff are not people of faith, theyeagto demonstrate the values of dignity,
respect for the person and their . They are exgdotéto give over and above’ rather than
just the minimum required to do the job. No ‘slgpggactices or sloppy language’ is allowed
and no demeaning of the older person (Sr ElizaSktehan).

The challenges posed by increasing numbers oftédl/\&ersus falling numbers of religious,
were raised by several research participants an@ @&kso noted in the analysis of the
guestionnaire data in the previous chapter. Itasyvimportant that they see caring as a
‘spiritual act’. Caring for older people is ab@liowing ‘the Holy Spirit to work within you’,
as one participant explained. Faith-based homesl ne demonstrate that they have a
different ethos, and the challenge is how to da wizen all staff members are lay people,
perhaps from different backgrounds and culturesllofaiths and none. Ageing and getting
closer to death may be frightening for people.a lfaith-based home older people may feel
that they can be prepared for death through tmsesef spirituality. Thus, as one participant
emphasised, it is imperative that all the carerthenhome should see ‘Christ in the person

they are caring for’ (Elizabeth Palmer, London Fo@&roup).

As discussed in chapter 3, government policy haphasised enabling people to live
independently in their own homes for as long assibbs. We have discussed several
outreach and befriending projects that also airddqust that and it is apparent that many

view going into a residential home as a last resblbwever, this view that it is always best
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to remain at home was contested by some partigganhe focus group discussions. They
argued that government opposition to residentieg¢ calargely driven by cost issues and not
necessarily by what is best for older people. Ewample, Graeme Riley noted that
residential care had attracted bad press in reamars because of some high profile abuse
cases. But he questioned whether it was bettenlfl@r people to be living alone, lonely and
isolated, with just one visitor for one hour a dayto be in a residential home? A few
participants also noted that elder abuse is m&edylito occur out of sight, when people are

living in their own homes, than in residential care

Some participants expressed the view that outr@acjects simply could not visit every

older person in the country and even if they dide dour per day was not enough for a
housebound person living alone. It is importanetophasise that the 2000 Health Survey
found that 81% of people over 65 living at home eveisited by relatives or friends at least
once a week (CSAN, 2008). Nonetheless, as maouyrgbarticipants noted, family members
often visit at weekends, leaving the older peoplth vimited social contact during the

working week. A few participants noted that thereymbe a deliberate campaign to
undermine residential care. Cost is clearly a eondut, as one person argued, British
society needs to accept social responsibility amgdipgher taxes to cover the costs of giving

decent care to all older people who need it (LonBocus Group).

However, a number of participants spoke about Inast and lack of stimulation within
residential homes. In our discussion with the SYBteDavid’'s Home, one volunteer argued
that ‘people want to remain in their own homesdsiong as possible’ and going into a care
home can result in them ‘going down hill rapidlyHe noted that especially in homes with a
lot of dementia patients, an older person can heeradly affected by that environment.
However, another SVP volunteer in the group gavexample of someone she had visited
who was housebound and very isolated. For this woguang into a care home meant that
she got the help she needed and her quality oftipgoved enormously.

Nonetheless, it would be inaccurate to suggesark shoice between living alone, at home,
or going into residential care. As mentioned iaious chapters, sheltered accommodation
is often regarded as a more attractive alternativiany of our research participants spoke
about this type of semi-independent living as tlag wf the future.
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Semi-independent living

Several care providers such as, for example, thige Lsister of the Poor, provide semi-
independent living. At the facility in Headinglyekds, people can keep their own cars, come
and go as they please, cook for themselves, etus §hift in emphasis from residential
provision to semi-independent living was mentiobgdseveral people. The Little Sisters of
the Poor have 25 flats in Headingly. The rentak @dseach flat is approximately £125 per
week, thus considerably cheaper than residential ca their new London complex in Stoke
Newington, the congregation also have flats ‘wedwi®g more and more flats because that
is what people want’ (Sr Agnes). They are alsoveding wings in older homes into flats so
there is a gradual movement in the direction ofisadependent living. One interviewee,
who did not want to be quoted, said that this waklaate going on within his organisation
and his personal view was that resources shoukhified from residential care to providing

spaces for semi-independent living.

However, providing flats means that religious caggtions may have to register as
landlords and this can impact on their status &s peoviders. Regulations prevent landlords
of property from also providing domiciliary care tenants. These regulations were
introduced to stop residential homes from de-registy as homes and de-coupling their
landlord role from their care role. But now it hlascome difficult for residential homes
which also include flats on their premise to prevare to their tenants. Some congregations
act as ‘helpful neighbours’ visiting those living the flats, being available if any problems
arise, but cannot provide domiciliary care whilenigethe landlords of the flats. Several
people expressed concern that this reduces thertopf@s to develop new ways of
providing semi-independent care along a spectrutwden residential home and living

completely independently (Philip Mosley, Sons o¥iDe Providence).

The ways in which official regulations impact osicential care provision was mentioned by
several participants and, as mentioned above &tioal to outreach provision, there was a
shared feeling that regulations can sometimes wgetheé way of good care.  Several
participants in the London focus group said thgulations can get in the way of a holistic
approach to care. For example, residential homedaaced to close down because they

don’t meet regulations around health and safetgess for disabled people, provision of
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qualified staff, minimum standards of care or pecotn of vulnerable adults.
Notwithstanding the importance of such matters dtder people, the inability to meet

regulations may result in the absence of any careigion at all.

Cost of residential care

Although some patrticipants suggested that Catlealie providers were not profit oriented
and tended not to operate on a business modslc¢ieéar that residential homes cannot afford
to ignore economic practicalities. As noted he titerature review chapter, the cost of
residential care is very high although it varieoremously by region and across local

authorities.

For example, the Fr Hudson Society home in NortmM&kshire charges £495 per room per
week and £625 per week for a dementia care bedreaeflecting the added care costs
associated with dementia. All rooms are ensuitéie fiome at Hampton Wick run by the
Sons of Divine Providence charges £685 per weelafoensuite room and £650 for non-
ensuite rooms. At the London focus group, GraernteyRvas visibly shocked when Philip

Mosley mentioned London prices. Graeme spoke e@fltbndon-effect’. In Warwickshire

where prices are considerably lower, the top upway depending on the local authority.
For example, Warwickshire social services will gagund £395 per week (meaning that the
person or their family must pay £100), while Birgivam will pay £368. Solihull will pay

more if all the staff have NVQ qualifications. $8were is huge variation not only between

London and elsewhere but also between local atig®gven in the West Midlands.

Thus, one of the biggest challenges for the fuisirthe rising cost of care. For residential

homes in particular, costs are increasing yet hamest be viable. The Poor Servants of the
Mother of God recently sold their residential homme Streatham, south-west London.

Because many of the people there were local awyhiomded, they were paying the lower

rate per week and could not supplement that amalouns, over the years the home ran at a
loss. Eventually, this was judged not to be finalhc viable and hence it was sold off. The

Sisters of Mercy recently sold off one of their hemn As noted by other sources, it is not
unusual for Catholic-run homes to charge below etapkices and thus risk incurring a loss

(CSAN, 2008).
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Some participants suggested that there could be pmmrdination and oversight so that these
facilities could be taken over by other religious énsure that the Catholic ethos is
maintained. This is an area where St John of Gadoeen developing a role in management
and consultancy services to congregations runr@sglential homes. With falling vocations
it is more difficult to sustain religious-run fatiés. St John of God provide advice, support,
staff training, expertise, etc so that the Cathelicos can be maintained even when the

numbers of religious are low and continuing to.fall

Many participants also expressed concern about looal authorities assess people for
residential care. There was a general consenatishid bar has been raised substantially so
that social workers are now more likely to assestedglependent people as being able to live
at home and not requiring residential care. Thimel with findings from other research. For
example, as CASC (2000) states, ‘more older peapbdyding those aged 80 and over are
living in private households and have mobility are needs. 20% of those could not manage
to get out of doors at all even with help’. Itnew difficult to persuade social workers that
older people need to go into residential homess ¢an mean that residential providers have
empty beds — not because people do not need therathar because people cannot afford to

pay and are denied local authority support.

In addition, another participant noted that becaumse/ents often look after their own retired
members and are not registered as residential hahms may actually miss out on money
that they are entitled to claim from the local auwity. Their work in caring for older
members is thus rendered invisible, falling belbe tadar. As noted in the previous chapter,
several congregations we contacted were lookireg aftlerly religious in their own convents

as ‘family members’.

For example, at Maryville in Brentford, in additiom the religious who are residents of the
residential home, usually from other congregatidhs,Poor Servants of the Mother of God
also have several of their own elderly sistersnfivin the adjacent convent. They are not
deemed to be members of the residential home arsdtitie convent is regarded as ‘a family’
and not required to register as a care home. Menvd a lay person were moved across to
the convent — for example, because of lack of spatiee residential home - then the convent
would have to officially register as a care hom&hus convents are often involved in

‘invisible’ caring for their own elderly membersrfevhich they are not in receipt of any
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financial support. This may represent a significgawving to local authorities, but precisely

because so much of this work is invisible it is oagpible to quantify.

There are many other hidden contributions — suctthasvolunteer work done by retired
sisters. At Maryville, for example, the receptidesk is ‘manned’ by a retired sister who
works about 37 hours per week, while another adilger volunteers in the kitchen, again at

no charge.

So far the discussion has focused on older peaplee@pients of care, but as the above
examples suggest, older people are also carers.ofthe most striking things about meeting
members of the SVP and talking to other care pergidvas the fact that many of those
people involved in caring, especially on a volupthasis, are themselves older, retired

people — what we might call the active aged.

The active aged

As an ageing society, there are many challengésgad! of us. A particular problem is the
fact that ‘this is a youth obsessed society’, as participant put it, ‘we don’t do old age very
well in this society’. There is a pressing needhange this attitude and approach. Instead
of being seen as a burden, older people will havbet recognised for the great source of
knowledge, wisdom and experience that they are.

Many of the projects we contacted rely on olderumntéers. For example all of the
befrienders at Vincentian Care Plus happen to bes,nusually older, retired sisters — for
example, one of them is 78 years old. Recent relsem SVP members suggests that they
are ‘quite mature’ with only 6% of those in the gdenunder 50 years and nearly 60% over
66 years old (Rossiter et al, Von Hugel Institu®09). The SVP clearly values the
knowledge, experience and wisdom of its memberdieyTare drawn from a range of
backgrounds and have wide ranging expertise arid skrom professionals to those without

any formal qualifications at all.

Many of the SVP members in Hull are themselveseqoid. The challenge now is to
encourage more middle aged people in their 50&tongolved in parish life and contribute
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more to outreach work. This is the age group witbre time on their hands, their own
children were grown up and they may be retired pr@aching retirement plus they were

still young enough to be very active (Sr. Patritiall).

Similarly, many of the Legion of Mary volunteergdhemselves older people, but there are a
few younger ones too. However, as Fr. Bryan notéder people often enjoy having a
younger person as a visitor — ‘older people enjwydompany of young people’. However,
he added that Cornwall as a whole is an ‘elderlyntg many of its young people move
away for employment. It is quite rural, there ifldi industry and there is also a large retired
population, some of whom move into the area uptirereent. In Truro, the county town,
there is larger population of young people and ltkgion has managed to attract some

younger members.

Inter-generational work

While acknowledging the enormous contribution adesl people as carers, volunteers, and
befrienders, it is important to note that many ect§ are also endeavouring to bring people
together across the generations. The Youth SVBXample arranges for young people to go
into care homes to talk to older people and tovamous activities such as music and other

entertainment.

A particularly interesting example of inter-genératl work is Maryport Memories which
takes place in the very deprived Maryport areaCombria,. An inter-generational project
was funded by Heritage Lottery and set up to engageg people in the area to work with
older residents by interviewing and collecting meie®of Maryport. This was overseen by a
local historian, Mike Gregson and the results wanganised into an exhibition at the local
museum. Projects such as these suggest stratigiesvercoming some of the main

problems facing older people in society, lonelingsslation, feeling unvalued and forgotten.

Problems facing older people

In this section we turn to the key problems idéadifoy all our respondents. This list is not
exhaustive but rather to highlight the wide rangéditferent, but related, concerns that were
raised in the course of doing this research.



66

Isolation:

As noted in the previous chapter, questionnairpaedents identified isolation as the biggest
problem facing older people. Unsurprisingly, thiasnalso the main factor discussed in the
interviews and focus groups. Elizabeth Palmer spddaut the recent SVP research (carried
out by Von Hugel Institute) which also found thdtler people are more worried about
isolation and loneliness than anything else. #ititerviews and focus groups we were able

to explore in more depth the causes and consegsincthis isolation.

As Kim Cuthbertson in Newcastle noted, some pebphlee contact with their families but
others either don’'t have any families left alive lmve little contact with them — so the
situation is quite varied. Lack of contact with igntan be a real problem. This point was
also raised by respondents in the questionnaitasrural areas, especially, lack of local
employment opportunities means that younger pelogle to move away. This was noted by
Rev Lordan, Dolgellau, in Wrexham diocese: ‘mangeolpeople have few or no younger
relatives living nearby because there is little Eyment for young people in rural/central

Wales'.

Mobility:

Analysing the data from across a wider geograplaiced it is apparent that older people may
feel isolated in rural areas, as respondents ine§Vahd Cumbria noted, but also in urban
centres such as London, although the reasons #&irislolation may be different. One
participant noted that in many parts of rural England Wales there is no public transport
and this adds to the social isolation of older pediping alone. In city areas, by contrast, it
may not be the lack of transport but the crowded generally busy environment, especially
at peak periods, which deters older people fromturerg out. For example, the new
initiative ‘Growing Old Grace-fully’ aims to raisthe concerns of older people in the Leeds
and Hallam dioceses such as for example, lobbying inid-morning Mass, at least once per
week in parishes so that older people can atterehvithis easier for older people to get on
public transport. Mid-morning mass could be a dookecasion followed by lunch, for
example. This is a simple idea but could havegarhpact on people’s social lives.

Fear:
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Moving around in urban places can be frightening dlwler people. People who live on
estates are scared of gangs, drugs, shootings feahef crime is probably greater than the

reality of crime but nonetheless that perceptiops{people going out and about.

Absence of Community:

The lack of a sense of community was referred tcséyeral people. Several participants
noted that older people can experience a losslohgmg — not fitting into their community
anymore — particularly when parishes close down @@wple lose their connection to local
area. Out-migration, increasing numbers of migraimdustrial decline and urban decay
mean older people may not be able to make a caotitvib to their local area any more as
there is no avenue for them to get involved in llegents/ initiatives.In addition, in areas
with a transient population, for example in housewates in inner city locations such as
Hackney, it is difficult to build up trust and anse of neighbourhood. ‘Most people are just
struggling to exist, they don’t have time or energynvest in building links with neighbours’
(Fr Christopher).

Bereavement and Loss

Fr Storey from the Legion of Mary says that ‘insgiytiis a big problem. ‘There is a need
for hope’ and people are worried about death,dle bf their friends and relatives. Someone
said to him recently ‘I am the only one left nowRPeople need to be given hope — ‘not to
worry about the future, but to live in the preseard the future will take care of its self.’
‘We need to live in the present in faith’, Fr Bryaaid. Through building up and sharing of
faith people can become more hopeful.

Language and cultural sensitivity:

Language can also be a barrier to social intenactid-or example, many new comers
particular in urban areas may not speak Englista disst language and this may hinder
communication with older neighbours. Of coursenyaeople working in care for the
elderly, for example staff in residential homeg also migrants who do not speak English as
a first language and may be new to this countrigat Thay make it harder for older people to
relate to them and share a common bond of experienmemory. For those with dementia,

the opportunity to talk is particularly important.
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Of course, migrants are not only providers of camany older people particularly in large
cities such as London and Birmingham are also migrdor these older migrants language
and cultural differences may be especially impdrfaantors in defining their care needs. At
the SVP meeting at St. David’s Home, language Wssaddressed. Older migrants may feel
more comfortable speaking in their mother tongupeeslly as their memory of more
recently acquired language may be affected by gletng process. The SVP had matched an
older Polish woman with a young Polish migrant.sTyoung woman was not only able to
communicate with the older woman in her native tengut was also able to use her contacts

in Polish community organisations to help the oddeman arrange her funeral.

Cultural sensitivity is also a concern for thehriSlder People’s Project. Paul Raymond says
that most people ‘love to talk about Ireland widm&one who will understand’. The project
provides ‘listening, support and building up a tielaship with older people over time’. For
example, many older people may have concerns delatdeath, dying, funeral arrangements
and may wish to be buried in Ireland or to retwrdie in Ireland. It is probable that this is

not unique to the Irish community.

Several participants spoke about migrants and theltural needs — for example, Fr
Christopher mentioned the large number of Irish ahder Caribbean migrants in the
Hackney deanery. The 1950-60s generation of migrare now retired. Having lived in

Britain for most of their adult lives they may halkecome disconnected from their home
country and yet may not feel at home here eitligtirement may result in a dilemma about
whether to return or remain now that their mairsogafor coming to Britain, work, has come
to an end. However, return may be an impossibéardrafter decades of migration. This

kind of dilemma and its impact on older people rsesmhsiderable sensitivity.

Dementia:

As mentioned in the literature review chapter amdhie analysis of the questionnaire data,
dementia is becoming a huge issue that must beessiett. One focus group participant said
that in years to come there won't be a family int&n that will not have at least one

dementia sufferer. At least one of the residerfi@mhes we spoke to, Hampton Wick, is
moving towards becoming a specialist dementia lbanee. However, as we noted earlier the

costs of dementia care may be considerably higditzer drdinary residential provision.
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For outreach projects recognising the early sigrdementia can be a challenge. As noted by
other researchers, the detection of dementia magelkeeyed among older people who are
living alone (Allen, 2008). For example, at St Aoly de Padua in Newcastle domiciliary

carers are now being trained to enable them totepaarly signs of dementia.

The focus groups discussed dementia, spirituahity @ultural sensitivity. For older people
with dementia, the familiarity around religiousuats may be particularly important. Several
people felt strongly that while Catholic care pson is including people of other faiths and
none, it is very important that the Catholic foéssnot lost and that these ceremonies and

rituals are available to older people who want them

Financial/ entitlements:

It was interesting to us that most of the partinipan this research rated isolation, rather than
financial worries, as the main problem facing olgeople. However, that does not mean that
money is not a problem. Research by Help the Agyeghests that 2.5 million pensions in

Britain are living in poverty (Help the Aged, 2008nhdeed, as the questionnaire data
indicated, for some older people finance may beah ¢ause for concern. While many of the
older people visited by the SVP are poor, theiregxgtions tend to be quite low. They are
the ‘make do and mend’ war-time generation andhatepart of the wider consumer culture.

Because they do not complain about money doeseuwssarily mean that they have plenty

(Elizabeth Palmer, London Focus Group).

One participant in particular made the point th@nhe older people are very worried about
money, and that is a real ‘obstacle’ to accessiogdgquality care. She has come across
several people who are ‘cancelling their care’ bseahey are worried that they can’t afford

it. This participant expressed concern about hevsgnalised budgets are going to affect
older people. Recent changes in how care is paichéan that older people are now paid the
money which they then have to use to pay for tbem care. But many don't realise that and
then panic that they cannot afford to pay for car@vhile direct payments can be liberating,

they can also be bureaucratic and difficult foreoldeople to manage without help.

Financial assessments are also considered veawsive and stigmatising by many older

people — harping back to old means tested bendfignple are sometimes reluctant to reveal

their personal finances and then find that theydemred benefits to which they are probably
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entitled. They then receive a bill for the enfiraount of their care which they cannot afford

to pay so they panic and cancel their carers (KuthRertson, telephone interview).

This point was echoed by several SVP volunteer@nesof their work involves advocacy —
being ‘someone to speak up for’ the older perddut, in order to do that effectively the SVP
volunteers need to know what the old person igledtio receive and where to get it from.
Thus, they need to be able to signpost to otherceswf information. However, the benefit
system is very complex and because it keeps chgnigirs difficult for members to keep up
to date. Although SVP members have training, tiesgill a sense of frustration about being

able to keep up with ever-changing regulations.

Another participant made the point that income hothe ownership may be a ‘grey trap’
since people may not qualify for support becatsy are just above a minimum threshold.
A real problem, noted by several research partitgas the complexity of provision and
entitlements, people simply don’'t know what to iwlaand how. For example, one person
said that only recently she discovered there isxdra payment available for people who are
dying — she did not know about it and was not clagnt. There is a sense that these

entitlements are not publicised as a way of redudiemand on public resources.
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The Church: Facing future challenges

Within the Church there is clearly concern aboupacity. For example, in the
guestionnaires, many Deans, such as Rev McGinhe&luimn and Fr Clayton of Sheffield
North, stated that parish priests are already waorkat full capacity and that their time and
resources are stretched to the limit. It is ctbat the needs of older people are complex and
growing as the population ages, many Deans andppriests feel that need is outstripping

their resources.

Of course, the Church itself is an ageing insttoutwith many older priests and few new
recruits to replace them. One way in which the rChus meeting the challenge of falling
vocations is by relying increasingly on overseasations. For example, the Little Sisters of
the Poor manage to have about 30 sisters takiag\fows each year, mostly from Africa and
Asia (Sr. Agnes, Leeds Focus Group). The Poordsvof the Mother of God also have
many new vocations in their convents in East Af(i8a Rita).

Another way in which the Church is meeting futurdealienges is by developing new
ministries. For example, the Daughters of Chaaity to develop new ministries that involve
people from the wider community. These new mirgstrare intended to ‘reflect present
reality’ as an ageing congregation with falling abons. The idea is to set up projects that
can then become self-sustaining when there areongel nuns available to run them.
Another motivation was to set up projects that oklsters could be involved in — as ‘they
have a lot of life skills’, as well as professiorsiills — for example, many of the retired
sisters used to work as professionals in the caeujor such as nurses and social workers.
Vincentian Care Plus is intended as precisely oh¢hese projects that will eventually

become self-sustaining while retaining its ‘Vinaantheart’ (Sr. Margaret).

Several interview and focus group participants spa@hbout the need to develop lay
ministries. Mark Wiggin suggested a ‘ministry dfier people’ which would enable this
group to extend their work in the Church and gaidew recognition. Several participants
noted that parishes often focus on young peoplel wouth activities, while older

parishioners may be taken for granted. But themdso an issue about formation. Almost all
formation is focused on children and there isditit no formation for adults. One participant

suggests that some older people have not kept tip ethianging church doctrine. For
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example, older people who grew up in the 1940s-6@®sy have a pre-Vatican Il view of

religion. There is a need for on-going formation.

However, while the ‘old ministering to the very dltted to be recognised, younger people
also need to be engaged. There is a need for imi@egenerational work to get younger
people more directly involved with older people ttee mutual benefit of both.  While

appreciating the work of older people and the ¢bution they make to a range of voluntary
groups, several questionnaire respondents alsdidghtgd the need to recruit some young
volunteers. However, it was not always easy toaetttyounger members as Elizabeth

Tindley of the Union of Catholic Mothers noted.

These challenges may be felt most in areas of dbatcy where the Catholic community is
not very big. For example, in Hull where the Céthcommunity ‘is not large’, there are
more Catholics from ethnic minority groups than agdhe local British population. These
migrants — including Polish and Filipino, as wedl ladian — are very hard working people
with little free time to contribute to voluntary wo In addition, most are young people with
families of their own to look after. So it is velmard to encourage such people to become

involved in parish activities (Sr. Patricia).

Similarly, in Hackney, there is a young, vibranipptation of migrants, many of whom are
Catholics but they tend to be a transient poputatrath over a third of the electoral register
changing every year. This transience means tha& difficult to develop a sense of
community spirit. It also means that Hackney itewfregarded as a first point of entry and
people aim to move on as soon as they start toetterlfinancially. The people left behind

are often the most disadvantaged (Fr. Christopher).

However, Fr Christopher added that although sodretyeneral is often presented as secular,
many people regard themselves as ‘people of falt@.suggested that religion often played a
role in how people defined their identities eveth#y were not practising as such. He added
that faith groups needed to raise their profile engenerally in society and overcome some of
the reticence about discussing faith in public. wint on to say that the Church is in a
‘unique position’ to do this since the Catholic @tuin Britain is probably the most diverse
of any organisation — certainly more so than otieégions. In his parish they had a world

map with 92 different nationalities in one paridiiie church is therefore a ‘microcosm of
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society’. Catholicism is a truly universal religie- regardless of language, people all have a
shared faith and a shared liturgy in contrast tmynather religions who tend to be more
ethnically defined. ‘This creates the possibifity cohesion you don't find anywhere else’.
However, as a number of participants noted, ther€hdoes not make enough noise about
this. The Catholic Church does not ‘sell itselfidadoes not highlight the contribution it

makes to society, and its capacity to bring sugkrde people together.

Another participant noted that ‘the Catholic Chugdis a lot of bad press, Others made the
point that in society today there is a lot of cysme about faith. Secular society is very
negative about anything faith-oriented and the alstandals are often used as a reason to
discredit all Catholic organisations. Participaatgued that the Church itself was partly to
blame, for not being very good at public relatiamsl does not representing itself effectively
and positively in the public domain and the meds&veral participants claimed the Catholic
Church has a tendency to ‘shoot itself in the famt' controversial issues such as gay
adoption. However demonstrating ‘Catholicity iniant, such as through the work of the
SVP could show a different and more positive silvloat Catholicism can mean. It could
use issues precisely like care of older peopleathn a wider audience, highlighting services
for all people, not just Catholics , thus raisitgprofile and gaining a stronger position in the
policy arena. One participant said that rathenthppearing to ‘pontificate from on high’,
the Church could speak from a more grounded positbased in the practical work it is

actually doing with older people.

Certainly, our research findings suggest that Qatlezare providers are ideally placed to
speak on issues affecting older people and the& maeds in this society. Nonetheless, it is
also apparent that a lack of coordination betwelertha various projects, agencies and
organisations across the country, means that Gatbate providers rarely speak with one

voice.

In the next sections we draw together our conchssi@and make recommendations.
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CHAPTER 6

Conclusions

This study aimed to map the range and diversitsao¢ for older people provided by Catholic
communities. In so doing it also sought to idgntifhat is distinctive about Catholic care
provision. As well as focusing on residential ¢aitee research also aimed to highlight
examples of innovative and effective outreach aeftiending projects.  The findings
presented in this report reveal the diversity akecacross the spectrum from residential, to
semi-independent living to domiciliary, outreachdarefriending. The Catholic community
provide a range of services including health cegspite, information and practical support,

social and emotional care, as well as sacramerdaigon.

As discussed in chapter 2, over the next 10 yd@rpopulation over 65 is projected to grow
by a further 25%, reaching 11.1 million in 2019s ¥e also noted, the older population is
becoming more ethnically, religiously and regiopatliverse. In addition, although the
population is living longer, not all the time gaihis made up of happy years lived in good
health. As shown in Chapter 2, statistics sugdest ‘Healthy Life Expectancy’ — i.e. years

of life spent in ‘good health’ — is usually lowdrain life expectancy overall.

An ageing population raises questions about thelskiof facilities and services that are
needed. What options do we want to offer as aepgti At present some people may be
hanging on in their own homes, perhaps feelingegigsblated, because the alternative of
going into a residential home is too awful to fameis simply an unaffordable option.

Sometimes quite small interventions can make a kiffgrence and can enable people to go
on living independent lives. For example the outheand befriending provided by the SVP

can help address many of the social problems qieleple face.

The ideal balance between being alone and goingaimesidential home, might be more care
villages with different degrees of help accordingpeople’s needs. The kind of sheltered
accommodation where people can retain their autgniom where help is on hand should

they need it, such as the flats provided by th#e Bisters of the Poor. This accommodation
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could also meet people’s spiritual needs by hadiaity Mass or drawing upon lay ministers

including older people themselves.

One of the most interesting findings of our reskanas the extent to which Catholic
organisations are providing care to a diverse rasfgpeople, including those of different
faiths and non-believers. 1t is clear that thehGht ethos is appreciated by many people,
including those who are not of the Catholic faitithus, as many participants noted it is
important to strike the right balance between sgrvhe needs of the wider society and

maintaining the core values that makes Catholie dastinctive.

In summing up the strengths of the Catholic comityumiir participants highlighted:

* The ethos and values of dignity and respect, whichre applicable to everyone
and thus are not faith-specific.

 The Church is both universal and local. It is geogphically dispersed and
locally rooted in parishes. Thus, it can access pple that other groups may not
be able to reach.

* Added value — unlike many private sector care prowders who are looking to get
value, Catholic organisations are looking to ‘add &lue’ to people’s lives.

* Unity and collegiality — the Church as an umbrellabrings together a wide range
of groups with the potential to work together effetively across social and

geographical boundaries.

It is clear from this research that Catholic comities have enormous potential to contribute
to wider policy debates in British society. As tave noted, the Catholic Church in Britain
is probably the most diverse of any organisati@erainly more so than other religions. The
Church can therefore be described as a ‘microcdssnaety’. In addition, Catholicism is a
truly universal religion — regardless of languageople all have a shared faith and a shared
liturgy - most other religions tend to be more athhy defined.

However, many of the people who took part in tlasearch expressed frustration that the
Church does not do enough to publicise its wor&ve®al care providers noted that up to now
they have been following legislative changes budréhneeds to be a more pro-active
approach so that they can engage with these polatore they are made.
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The Church is also an ageing institution, priests sisters are ageing and needing care, but
vocations to religious live are declining (thougbt in many Developing countries). In
focusing on care provision by Catholic communit@s; research has highlighted the role of
lay people who are already delivering all aspedtsane, including sacramental provision.
Clearly, there is a need to further develop layistires so that the full potential of the laity

can be realised.

This report has focused largely on older peopleeampients of care, but it has emerged very
strongly from our research that in many ways olukple are also carers. In the context of
an ageing society, it is important to recognisedbwetribution that older people can make as
active members of society. It is necessary to@vee the ‘youth obsession’ that underpins
our society. As well as acknowledging the role thider people already play it is important
to provide more opportunities for them to feel cected to social and community live, so

that their experience can be valued as a souragsdbm.
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Recommendations
Care and Support for Older People

1. Demographic changes
Given the population projections for 2020, it igoenative that the Church community
consider now, as a matter of urgency, how theymegpond to these emerging needs.

2. More innovative forms of care for older people

In the context of an ageing population, the cost aature of care is a source of on-going
debate. Living alone at home versus residentied capresent the polar extremes of this
debate. A range of alternative forms of care, sahetirement villages, semi-independent
living, sheltered accommodation or support to stejtjome need to be further explored and
developed.

3. Measures to tackle loneliness and isolation

All the people who took part in this research higfled the problems of loneliness and
isolation, especially for older people living alon®bstacles of mobility, fear, and a sense of
disconnection from the local neighbourhood may eraate social isolation. There is a need
for more resources at local level to provide opjattes for older people to engage with the
community around them.

4. Clearer information about entitlements

It is apparent that many older people and theirersarare baffled by the array of

documentation relating to entitlements and thiscasnpounded by constantly changing
legislation and policy. More resources are neddesign-post services so that older people
and their carers can be given the information teaables them to claim their full

entitlements.

5. Migrant care workers

Given the large numbers of migrants working in cegetors it is imperative that the rights
and employment conditions of these workers aregsafeled. In addition, it is necessary that
adequate training is provided not only to ensueg torkers can communicate appropriately
with older people but also that local customs, amplialisms and cultural specificities are
understood.

6. Dementia

More work needs to be done to improve the earlpgsition and treatment of dementia

especially for older people living alone, where thagnosis of dementia may be delayed.
Carers need more training to recognise the eariming signs so that treatment can begin as
soon as possible.

7. End of Life Issues

The end of life is increasingly more complex asgbeare living longer, albeit with greater
frailty and multiple health conditions. There isearch evidence that the wishes of older
people are not well catered for and although maatldvwish to die at home, the majority die
in care homes and hospitals. More needs to be tipeaable older people to prepare for
death and discuss issues relating to end of life.
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8. Developing Strategic partnerships

It is necessary for Catholic organisations to dawebtrategic partnerships with both
voluntary and public sector organisations so thatrhost effective services can be delivered
to people in need. However, in forging such padii@s it is important that the distinctive
ethos of Catholic organisations is not lost.

9. Developing Inter-generational work

While acknowledging the enormous contribution adesl people as carers, volunteers, and
befrienders, it is important to note that many ect§ endeavour to bring people together
across the generations. Older people benefit flmencompany of younger people, while
young people benefit from the wisdom, knowledge amgerience of older people.
Following the examples of good practice highlightedhis report, it is important that more
opportunities for inter-generational work are depeld.

Faith and Spirituality

10. Faith groups need to raise their profile magaegally in society and overcome some of
the reticence about discussing faith in publiderfaith projects and initiatives such as those
being undertaken by the Bar convent may provide@portunity for faith groups to work
together, pool resources, reach a wider commuaity, lobby to influence policy decision-
making.

11. Raising the Catholic voice at the table of sieci making.
Catholic care providers have a significant roleptay in policy making but need to be
strategic, proactive and assertive in ensuringieevio decision making circles

12. Maintaining the Ethos of Catholic Residentiar€

In the context of falling vocations to religiougeli it is important that the distinctive ethos of
Catholic residential care is not lost. Groups sashSt John of God have expertise which
could be captured around service development anttdiming of lay staff.

13. Serving people of all faiths and non-believers

It is apparent that Catholic care provision is seg\people of other faiths and those who have
no religious beliefs or affiliations. While this lsudable and appropriate, it is important that
the Catholic focus is not lost and that religioesetnonies and rituals are available to older
people who want them.

14. Lay Ministries

Given the fall in religious vocations and the reahtribution of lay people to the Catholic
Church, it is important to develop more Lay Miniss: A ministry of older people should
be developed to capture the skills and energy efdlder population and to address the
shortfall in ordained ministers.

15. More lay formation for older people
There is a tendency in parishes to focus on yoweuple, and youth activities, while older
parishioners may be taken for granted. Almostaaithation is focused on children and there
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is little or no formation for adults. Thus it igeessary for the Church to develop on-going
formation throughout the life course and especiallthe later stages of life.

Networking

16. Religious congregations should work more caltabvely on bigger projects and share
resources and expertise rather than working iraism. Working more closely together not
only shares expertise and resources but affort®ager voice with which to lobby local and
national governments. Should one congregation dreefl to close there may be an
opportunity for other congregations to step in takaé over operations.

17. Connecting parishes and residential care homes

People in parishes generally need to become mevied and proactive in making and
maintaining connections between residential honmesparish life. For example, families,
neighbours or friends should alert church groupsm$éomeone goes into a residential home
and would welcome a visit. This is particularlycassary as residential homes cease to be
run by religious congregations.

18. Developing the Role of Caritas Social Actionwak (CSAN)

The findings demonstrate a lack of awareness abheutxistence of CSAN, the work it does
or the support it could offer. Those who knew ad@8AN felt it had the potential to have a
greater role in raising the profile of Catholic €agivers, facilitating networking
opportunities and providing relevant informationdaforums for debate. The findings
suggest that CSAN might have a role in providinfprimation about funding streams and
assisting Catholic organisations to access funftinthe services they currently deliver.

19. More coordination needed between Catholic pereiders

As noted above, many Catholic care providers amdlsand scattered throughout the country.
But even larger providers can also feel isolatediraarginalised at times. There is a need for
more networking and coordination at a national llegethat these many providers can share
their experiences and resources. This suggedt€8AN has a bigger role to play not only
in providing a forum for networking but also in pelg Catholic organisations to become a
‘loud advocate for the needs of older people inetgcMany Catholic groups are currently
feeling demoralised and this may explain partly \lingy have been reluctant to get involved
in wider initiatives like CSAN.

20. Further research needed

As we noted in this report, it has proved diffictdt map the full range and diversity of

Catholic care provision, especially outreach anfilidieding, throughout the country. This

can only be done by a detailed, nation-wide pasisivey. This would be an expensive and
time consuming project but would clearly demonstrtite exact nature and extent of the
work being done and the support being provided &gh@lic communities.
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APPENDIX

QUALITATIVE DATA:

LIST OF PARTICIPANTS AND ORGANISATIONS

INTERVIEWS

1. SR. MARGARET BANNERTON, VINCENTIAN CARE PLUS, LONDON.

2. FR. CHRISTOPHER COLVEN, DEAN OF HACKNEY.

3. PHILOMENA CULLEN AND PAUL RAYMOND, IRISH CHAPLAINCY, LONDON.
4. KIM CUTHBERTSON, ST. ANTHONY DE PADUA COMMUNITY ASSOCIATION,
NEWCASTLE

5. SIOBHAN GARABALDI, WESTMINSTER DIOCESE, SVP.

6. SR. RITA AND SR. ELIZABETH, MARYVILLE HOME, BRENTFORD.

7. SR. PATRICIA SILKE, PARISH SISTER, HULL.

8. FR. BRYAN STOREY, LEGION OF MARY, CORNISH COUNTY BRANCH.

FOCUS GROUP PARTICIPANTS:

LONDON FOCUS GROUP:

ELIZABETH PALMER, SAINT VINCENT DE PAUL.

PHILIP MOSLEY, SONS OF THE DIVINE PROVIDENCE, LONDON.
GRAEME RILEY, FATHER HUDSON SOCIETY, BIRMINGHAM DIOCESE.

ST. VINCENT DE PAUL MEETING AT ST. DAVID’S NURSING HOME, EALING,
WEST LONDON (APPROXIMATELY 12 MEMBERS PRESENT).

LEEDS FOCUS GROUP

SR AGNES, LITTLE SISTERS OF THE POOR, LEEDS

BR MARK MORGAN, ST. JOHN OF GOD CARE SERVICES,

ANNE FORBES, GROWING OLD GRACE-FULLY, DIOCESES OF LEEDS AND
HALLAM.

TONY MURRAY, CATHOLIC WELFARE SOCIETIES, MANCHESTER

PHIL MOORE, CARITAS CARE PRESTON.

STUART HANLON, HALLAM PASTORAL CENTRE.

MARK WIGGIN, CATHOLIC CARE LEEDS,

MARGARET MCGRATH, SISTER DE NOTRE DAME.



