“you just can’t win, it’s horrible for them and its horrible for me” :

The hard work of domiciliary care

“you get them up, you empty the commode, you give them a strip wash, you help them get dressed, you settle them in front of the TV with a cup of tea and make their breakfast, … the amount of times that I went to brand new people, you know and everytime they’d have to tell me ‘I have my cream on my legs dear, it’s over there on the dresser and I have my vest on first and can you use that flannel on my face’… you try so hard, with the… knowledge that it must be horrible for them not being able to wash your own face, you try so hard to make it as comfortable and as sort of natural and as friendly and as enjoyable as experience as possible, … I really put a lot of effort into that …and then they’d turn round and tell you,  you were doing it wrong and it’s, you just can’t win, it’s horrible for them and its horrible for me” (Domiciliary Carer Alex
)

Domiciliary care is a complex labour process, as the quote above shows, requiring the domiciliary carer to perform hard physical and emotional labour. Yet because of its association with care and domestic work, domiciliary care is not generally valued as ‘hard’ work. In order to challenge the invisibility of such work and raise awareness of the evolution of home helps into domiciliary carers, this paper draws on interviews with domiciliary carers and managers, conducted as part of my PhD research. 
The change from home help to domiciliary care

Domiciliary carers go into elderly people’s own houses, and undertake activities that enable the elderly person to remain in their own home. The service was originally known as ‘home help’ and was designed for elderly people with low level needs, as those with severe needs would be cared for in a residential facility. Thus the role of a traditional home help was mostly to offer assistance in cooking and cleaning, and provide companionship. This was a service that could be provided on a weekly basis, in a couple of hours (Sinclair et al 2000).
In the 1980’s government policy moved towards the idea of home care for all elderly people, and led to the Community Care Act 1990 (The Older People’s Inquiry 2005). With the reduction in residential care, and the move towards keeping elderly people in their own homes as long as possible, the traditional role of home help could no longer provide sufficient care and evolved into domiciliary care. As care could now include administering medication, bathing, dressing, feeding and traditional nursing activities such as changing catheters and colostomy bags, as well as house cleaning, meal preparation and general companionship. As well as the tasks undertaken, the service provision had also intensified, as many of these elderly clients were now reliant on a domiciliary carer to meet their basic needs, and needed support every day, often several times a day (Sinclair et al 2000).  

However, as I shall show, although the work has significantly intensified, with more responsibility, longer hours and frailer clients; the reward and recognition offered to domiciliary carers has not changed from that given to home helps. Remuneration has remained low, health care professionals have denied domiciliary carers equal status, and society in general has retained an outdated image of tea drinking and hoovering home helps. One care manager comments on this transformation from home care to domiciliary care:

 “when I look back to when we first started domiciliary care it was  social care. whereas now, you know it’s integrated care, it’s health and social care, and that is becoming the norm, not the exception, which that’s good, and that is excellent for the service user, but you know we haven’t moved the staff with them, and unfortunately more significantly the money hasn’t moved with them either” (manager E)

Care under pressure

So what are these health and social care tasks that domiciliary carers undertake? Well in my interviews with domiciliary carers and managers they described the basic tasks that would be performed for an average client as washing, dressing, feeding and toileting, with perhaps a bit of cleaning and meal preparation.

Getting to the client

However, often even basic tasks can prove difficult to accomplish; for a start, in order to perform these care tasks, the domiciliary carer must arrive at the client’s house. One of the key differences between domiciliary care and residential care is the location of the clients. In domiciliary care each client lives in their own private house, whereas in residential care all the clients live in the same institution. Therefore domiciliary carers are forced to travel between each client, because of their geographical dispersion, which in rural areas can be a considerable distance. This travelling requires that the time taken to move between each client is considered when planning domiciliary care, and that the carer and client’s schedules must match. 

Even once a suitable schedule has been planned, this can be difficult to maintain throughout the day, as caring for frail elderly people  is unpredictable work and accidents and ill health show little regard for carefully planned rotas. On top of this care workers must also deal with travel problems, negotiating city rush hour or winding country lanes, as illustrated by the care worker below:

“you’re late, the traffic , you know you can’t beat the traffic.. anything could happen, you could be with somebody who’s fallen and you‘ve got to…ring for help” (domiciliary carer N)

Care workers explained that they will typically try to get to their next client on time, despite the difficulties they may face with their previous client and their journey, because arriving later than expected can compound the stress for a care worker, as clients may have already complained:

 “you had to get to your … call by a certain time, … and you were doing 75 miles [an hour] …zoom, to get there, because obviously if you weren’t there by a certain time she rang her daughter …and then her  daughter rang the co-ordinator and asked why I wasn’t there” (domiciliary carer R)

Some of these care workers are travelling considerable distances to get to all their clients. Interviewees quoted driving up to 500 miles a week, and made frequent comments about the high cost of maintaining their cars. The carers also found it physically and mentally hard to be constant travelling between clients:

“you are driving miles, you’re on own, and it’s the stress of  actually getting from A to B on time, you’re half an hour here, you’re half an hour there, you’re an hour there, …and so your rota works” (manager B)

Yet even though they are putting considerable strain on their bodies and cars, as we shall see, this constant travel is rarely seen as part of the care worker’s job.

The pressures of time

Another difficulty that domiciliary carers expressed is that care is required by clients’ every day, and often several times a day at breakfast, lunch, dinner and bedtime. Whereas when it was ‘home help’, cleaning for instance could be undertaken at any time during the week that was mutually convenient. Thus domiciliary carers are expected to be more flexible as regards the hours that they work, including evening, weekends and bank holidays, Christmas, etc. (Young 1999, Aronson and Neysmith 2006).

In the interviews I was frequently reminded that this is not a ‘9 to 5 job’, as care can be needed at any time, and is normally requested around meal times. Therefore carers typically worked in short bursts throughout the day, doing several hours each time, and then having a break. However, this could result in very long days for the care worker :

“[I] do 4 shifts a day at weekends , and it’s absolutely shattering ...cos you’re up so early and finishing late...I mean I’m up at quarter to 6 ...cos  I have 8 miles to go up to my first call, and I start at 7 o’clock... I get home and I have couple of hours at lunchtime and sometimes I get, I have a little bit of a nap.. do the teas,... then it’s I’ve got to go right through for the night, I mean I’ve got lovely clients and, and there’s one , and about 8 o’clock she’s ‘right get the kettle on, you’re having your tea , get something to eat’... [I finish] usually about quarter to 10 [at night]” (domiciliary carer A)
Once the care workers have managed to arrive at the client’s house, the lack of allocated time for each visit is another aspect of time that can make it difficult to perform even the basic personal care tasks. The work of domiciliary care has intensified in recent years and carers are expected to do more work in less time (Young 1999, Anxo and Fagan 2005, Aronson and Neysmith 2006). The interviewees explained that when they arrive at a client’s house, especially for a new or irregular clients, they must read the ‘care plan’, which sets out in detail what tasks they have to perform in that visit. They must also read comments left by previous care workers to identify if there are any changes in this client’s care that they must be aware of. Once they have done everything required for that visit, they too must leave feedback for the next care worker, their supervisor, other care professionals and family members. The carers interviewed argued that often there was not sufficient time to undertake all the activities required:

 “I mean you have half an hour, you go into in a job, you’re supposed to read the book, find out what’s been happening…to that person, …if you’ve not been in for  a few days…by the time you’ve get through the door, you’ve said hello to the person, you’ve done that, 10 minutes is at least gone…and then you’re supposed to what, shower them, dress em, feed em, medication, make the bed, well you know, with all the will in the world (domiciliary carer N)

… “in some cases it’s not physically possible” (domiciliary carer M)

When they ran out of time the carers were faced with two options: leave on time, hoping or presuming that they or another carer will make up for that lost time later on; or stay with the client and give up their own time, unpaid, to do the extra care tasks:

“I mean one weekend… I had 24 visits ... when you have that many, your mind’s on the next  client isn’t it? thinking are you going to get there on time and...sometimes you have a couple and you say get talking and you say ‘look I’m sorry but I’ll just have, have to do, what I’ve got to do for ya, and I can’t stay, I must go’” (domiciliary carer A)
 “a lot of people do give their own time…but you can’t leave somebody…that’s wet their pants 2minutes before you finish… you in your heart of hearts can’t do that” (domiciliary carer M)

Care workers are often faced with the problem of having to decide what care can actually be provided to which client, and the costs this may inflict upon the carers. The literature also suggests that many are doing unpaid work to ensure that their clients receive the care they need (Young 1999, Sinclair et al 2000, Robison 2003, Cameron and Moss 2007). 

The denial of emotional labour

The carers and managers, I interviewed, frequently mentioned not having enough time to provide ‘quality time’ with clients, to sit and talk with them. They stated that there was rarely funding allocated by social services for this type of activity, as it is not seen as an essential part of social care by the government, and therefore time can not be legitimately spent in this way. Talking to clients is only validated when it takes place at the same time as another activity, such as bathing, and therefore emotional labour becomes hidden by the physical.

 It is argued that domiciliary care has become ‘Taylorised’ (Ungerson 2000, Anxo and Fagan 2005). Activities are expected to be performed in a standardised and time efficient manner, by the clock - a production line of care. This enables care to be performed more quickly, by less skilled employees, thus reducing labour costs. However, this has allegedly led to a reduction in the quality of care and of the carers’ job satisfaction, because physical care is the only authorised activity, therefore the social and emotional aspects of the job are diminished (Young 1999, Aronson and Neysmith 2006). Domiciliary carers become disempowered through the removal of their discretion to provide flexible care dependent on what the elderly person requires on the day, leading to dissatisfaction with the service for carer and client (Anxo and Fagan 2005, The Older People’s Inquiry 2005, Aronson and Neysmith 2006, Counsel and Care 2007).  

The interviewees believed that taking the time to talk to clients was beneficial for both clients and care workers. Conversations reduced the social isolation experienced by many clients whose only regular visitor may be the care worker, created an opportunity  to discuss any problems and enhanced the intrinsic rewards of the job for many care workers:

 “you were saying about communicating  with the clients, do they have  much …time to just talk [to clients]? (interviewer G)

 (sighs) we’d like to think we had, we did…but we’re governed by the amount of time commissioned…so if the commissioners, commission …45 minutes for personal care in the morning…it takes 45  minutes…obviously they’re  [carers] conversing as they’re doing jobs…but there isn’t the time then to sit and have 10 minutes chat…and that’s one of the downsides of it…and that’s what the service users need” (manager T )

 “if perhaps you’ve done all the work that you had to do for that person, it’s just that actually taking the time sit and talk…sit and talk, just maybes having a cup of tea with them …because ….you know they wouldn’t see anybody else for the rest of the day, and just having a cup of tea with someone, and chatting to them, is important” (domiciliary carer R)

However, this type of labour – providing - emotional and social support - is rarely seen as work by the carers. They often talk about it being done if they have time or squeezing it in at the end of their visit, or using their own time to provide this care. Presumably this is because, as mentioned by manager ‘T’, time just for talking with clients is not provided for in the care plan, in terms of time or funding, therefore it is not officially seen as valuable or as required care by anyone within care sector.

The gendered nature of ‘emotional labour’ partly accounts for its undervaluation and under-recognition as skilled and difficult work.  This devaluation has been widely commented on by writers within the care sector (Fisher and Tronto 1990, James 1992, Staden 1998, Bolton 2001,Bone 2002, Lopez 2006).  Although the concept of ‘emotional labour’ within a care context can be different from Hochschild’s (1983) concept of ‘emotional labour,’ as in the care sector the display of feelings and the attempt to create feelings in the client may not always be guided by management or a commercial agenda, but may be influenced by the genuine desire to provide good care (James 1992, Staden 1998, Bolton 2001, Bone 2002, Lopez 2006). However, regardless of the reason for emotional labour, these writers insist that emotional work should be perceived as hard work, and rewarded as such.

Working alone

When undertaking this emotional and physical labour, domiciliary carers lack the support of colleagues, unlike carers working in residential care (Toynbee 2003). However it is not just the lack of peers that can make performing care tasks difficult, but also the lack of management or more senior carers on site. As in domiciliary care supervisors are located in the base office, or out in the community, and as carers and managers alike commented this requires the care workers to be more autonomous and independent:

 “yeah, it’s so different from residential as well… because we do have the supervisor in the [residential] home, if there’s a problem you can just, get it instantly fixed can’t you…  but in home care , its phone up the coordinator …and act on your own initiative... if you go and knock on a door, somebody might not be in…or have they died, …or they’ve gone to bingo or whatever” (domiciliary carer S)

The nature of the clients

Domiciliary carers work is also hugely influenced by the nature of the clients that they support. The majority of clients are likely to have high levels of need, as state provided or funded domiciliary care currently focuses on those with critical or substantial needs; those with low level and even moderate needs are likely to be ineligible for support (Beresford 2006, Revill et al 2007, Counsel and Care 2007).  To be deemed as having a substantial need, an assessment must be made that the client “cannot carry out the majority of [their own] personal care or domestic routines and there is no one available to provide the help that [they] need” (http://www.lancashire.gov.uk/social-services/how-we-assess/index.asp#1). These elderly clients are likely to have severe physical and/ or mental health problems, and can indeed be little different from their contemporaries living in residential homes:

 “and I look at some of the people they’re looking after at home…and they’re [like the] people we’re looking after in the nursing home and you’ve got a registered general  nurse there…[in both] we look after people with tracheotomies( a pipe in the throat to help with breathing)…people with peg feeds, you know, people with epilepsy which isn’t stable” (Manager E)

Care work can be made more difficult by the fact that many clients have mental illness, or loss of mental faculties, making it hard to provide the required care for clients in the allocated time, or to interact with clients who can’t understand the role of the care worker. Domiciliary carers working with very frail clients also face the possibility of finding their clients injured, or dead:

 “somebody went into a house recently to a…lady to find her dead in front of the gas fire…She’d fallen, and she was dead, and had laid there….and they had to deal with that situation” (Manager E)
Performing health care tasks

Domiciliary carers are often required to perform health care tasks due to the severe physical and mental health needs of the clients, as evidenced by guidelines on administering medication (Department of Health 2003, CSCI 2009b). Undertaking these health care tasks can place a much higher level of demands upon the carers (Young 1999, Anxo and Fagan 2005, Aronson and Neysmith 2006).

A wide range of health care tasks were mentioned during the interviews; such as ‘prompting’ clients to take their medication; changing dressings, administering medication; changing catheters and colostomy bags and PEG feeding (feeding clients though a tube in their stomach).  They had to learn how to use hoists and other equipment for clients who could not manoeuvre by themselves. They were also responsible for caring for and communicating with those whose conditions meant that they could no longer speak, control their bodies or move of their own free will.

Not all care organisations or care workers would perform all or any of these medical tasks, and there appeared to be conflict about what health care activities they should perform. Several care organisations mentioned in the interviews the role of a ‘generic home carer’, which is a domiciliary carer who has been trained to perform health care tasks previously undertaken by district nurses. However, some managers and care workers were concerned about the level of health care tasks they were requested to undertake:

 “I also find it very difficult to allow them to administer medication…when you have a  pharmacist or a district nurse or a nurse who has done x number of years  training to be able to do that.. and then you expect somebody whose got no qualifications, not necessarily even able  to read and write …and you’re wanting them to administer medication” (Manager B)

On the other hand some managers felt that as the domiciliary carers had been performing some basic health care tasks for while now, they were perfectly capable of continuing to do so without any further supervision by a district nurse:

”the fact is  that a lot of these tasks they [carers] are actually doing already,…for instance like changing dressings and catheter care and putting elastic stockings on, and they haven’t been trained to do that… but they are doing it, and they’ve done it historically , but they’ve just not been signed off to say they’re competent at it [by a district nurse]  …so it’s a bit of a tricky situation really” (Manager K)

Whereas some domiciliary carers alleged that they were asked to perform what they considered as nursing tasks with no training, and that they were uncomfortable doing so due to the inherent risks they believed that this posed to clients:

 “ and he  [client] was being … tube fed…through his stomach….we’re not supposed to do that, that’s a nursing thing.. and you fill up a syringe ,and pump it through it and …if it gets bubbles in it, it could kill them, we were doing that…  we hadn’t been trained , people weren’t wearing aprons, people weren’t wearing gloves and … I would not do it, I couldn’t do it…I did not feel safe in that situation”  (Carer H)

Managing conflict

Domiciliary carers stated that they can experience further difficulties when dealing with partners and relatives of clients. Problems can arise when a family member is unable to provide care, and needs a care organisation to provide it, but feels guilty or upset about not being able to give care; this can then result in conflict about appropriate care. The care workers then face the problem of trying to provide client centred care, and managing the relationship with the family, as well as their relationship with supervisors:

 “and [the daughter’s say]‘I don’t care whether my dad says he’s hungry or not, you’ve got to make sure he has a meal’…and of course we’re supposed to be asking clients their preferences …and the family say ‘oh no, don’t ask them’…so it’s difficult that side of  domiciliary care quite difficult, …cos you work  in their environment, surrounded by their family” (Manager L)

Conflict can also arise when clients ‘wants’ differ from their assessed ‘needs’. In interviews both carers and managers acknowledged that there were various household activities that the client would like to be performed; such as cleaning, shopping collected, lightbulbs changing, etc.  However, even though the client may be physically unable to perform theses tasks, they are rarely classified as essential needs for a person’s wellbeing, and therefore rarely allocated funding or time by social services assessments. Thus a domiciliary carer is not authorised or insured to perform these activities, and would rarely have the extra time to do so. However, despite these barriers many of those interviewed stated that they had done such things ( see also Robison (2003)). One of my interviewees commented:

 “we don’t clean… really it should be just personal care… cleaning should be paid for privately …[but] where’s the money, so what do they do? do you let somebody live in absolute squalor?... because they can’t do it themselves…we do a little bit of domestic, but they are moving us away from it… and I wonder who is going to do it?... you need your bed changed every week, and … your washing up done, and your drying up done…and they’re just not getting done, as each person hasn’t got the time …and they haven’t got any family” (domiciliary carer N)
Responsibilities
As well as the specific tasks mentioned carers also monitor clients’ nutrition, behaviour, personal hygiene, environment, physical reactions, mental and physical health and checking for signs of illness, injury or abuse. As they typically work alone they must decide whether the client’s actions should be recorded or reported to other colleagues and/ or supervisors, or whether more urgent action, such as calling for a doctor or ambulance is needed. As the manager below explains the care workers do have the support of their supervisors, but they are responsible for taking the action to contact someone else:

 “so sometimes they [carers]will phone in and say… ‘she’s not her usual self, I’m not sure what it is’… people [clients] may be starting with [an] infection …[so] it’s important that they do report that  back, if it’s a change in people’s normal character… they are monitoring all the time … this is a responsible job, I don’t think people release when they first start how responsible it is …and also they’re on their own, … there is a back up on the end of a phone … and there may be back up with team leaders, … they can call somebody else in, but they’re actually  on their own 99% of time” (Manager s)

For all these reasons, the work of domiciliary carers is demanding and responsible, yet they have only limited discretion in carrying out their work. These factors can all impact upon the carer.

Effects on domiciliary carers
Domiciliary care workers may be relatively autonomous and find the challenging aspects of their jobs stimulating (Cancedda 2001). They may also derive intrinsic rewards from the job (Young 1999, Anxo and Fagan 2005, Aronson and Neysmith 2006). Nevertheless they may also feel under supported, stressed, physically and mentally exhausted (Cancedda 2001), and it is argued that the opportunities to derive intrinsic rewards from the job have reduced (Young 1999, Anxo and Fagan 2005, Aronson and Neysmith 2006).  Domiciliary carers typically feel that the quality of care that they are able to provide for their clients is diminishing, due to reduced time available to spend with clients and the lack of concern for the continuation of care or development of relationships with care recipients (Aronson and Neysmith 2006).  Some domiciliary carers were so concerned about their clients that they suffered financially in order to ensure that quality of care was not diminished (Young 1999, Aronson and Neysmith 2006). Others suffered psychologically because they were unable to continue to provide the care that they felt their client deserved and many leave the industry due to the changed working practices (Aronson and Neysmith 2006).  

The care workers and managers I spoke to identified with all of the above, and also highlighted some other impacts that being a domiciliary carer had upon them. One was the worry of never knowing what they might find when they arrived at a client’s house, especially where they did not have regular clients and had to assess their situation afresh.. They were also effected by the behaviour of their clients, although the care workers stated that the majority of their clients were grateful for their support and were very friendly towards them, other clients through illness or attitude took out their frustrations on the domiciliary carer:

 “a lot of them [clients] are lovely old dears [but] occasionally I would just have days where I would just have 1 too many of them just snapping at you, …and  it would be a proper snap, …and it would make me… feel shit because there is no thanks, they’re the only people giving me thanks and I’m not getting it from them and you know, it’s a thankless job, its an absolutely thankless job it really is” (domiciliary carer Alex)

The demands upon domiciliary carers were said to have increased due to the severity of the needs of the clients and the corresponding severity of the tasks undertaken to meet these needs:

 “I think in some cases people who are in their own homes , should be in hospital… I think there’s a lot of pressure on carers to do care, that really they’re not qualified to do… and they’re being asked to do care … that is not within their remit really…they [some clients] need specialist care , 24 hour care… a carer hasn’t got the skills to deal with…they need specialist nursing care…and I think sometimes just sending  a district nurse once a day isn’t good enough , I think it’s too much pressure for the carers sometimes” (manager S)

The nature of domiciliary care, with its peaks and troughs of activity throughout the day, and the constant travel to reach each client, can result in long disjointed days for care workers, which are exhausting for them and impact upon their personal commitments :

“your own family gets pushed out… you get neglect them really, and that’s not fair… you start working from 8  o’clock in the morning…and you don’t finish until 10 o‘clock at night, your day’s gone…and I think that’s just dead days to me…  I don’t have much of a life them days…because I’m in and out, in and out, in and out, …you could work for a couple of hours, then have half an hour off, then out for another hour” (domiciliary carer N)

Those care workers who felt that clients were not allocated sufficient amounts of care, and provided extra care in their own free time suffered further from even longer days, and became more emotionally involved with their clients. Financially they may also be effected as they would be very unlikely to be remunerated for this extra care, and may even have to miss out on paid care time if they are late for the next client:

“if you went to someone who was having difficulties …you can’t just look at your clock and  say ‘I’m going’, you know  you might be held up with  somebody for half an hour extra, in which case then I would have phoned the office and said ‘look I can’t get away from so and  so, they really bad with this, or I’m waiting for the doctor…you wouldn’t get paid any extra [for the extra time you had spent with client].” Carer X

Undervaluation in financial terms
Because domiciliary care is not seen as ‘hard’ work, it is not recognised or rewarded as such, with low wages and poor employment conditions prevalent throughout the sector. This devaluation is not only unfair on the care workers, but it also prevents them from doing the job properly, as will be discussed. Structurally, domiciliary care is financially constrained throughout the industry due to governmental policy of cutting costs wherever possible, which has a direct impact upon the resources available to reward private and public sector carers.

Government policy

At approximately the same time that eldercare was moved from residential homes to the community, it was also privatised. 1990s government ideology, demonstrated in the ‘NHS and Community Care Act 1990’, led to the outsourcing of domiciliary care to independent care agencies (Young 1999, Forder et al 2004). These agencies now provide 75% of domiciliary care (in 2007/8 [CSCI 2009a, p58]) , compared to only 5% in 1993 (Forder et al 2004), signifying a dramatic move away from the direct provision of care by local authorities.

The policy of privatising care is based on the belief that it would reduce costs and increase efficiency,  following neo-classical economic ideology which argues that the competitive nature of market makes it more effective (Forder et al 2004, Carey 2006). The government saw outsourcing eldercare to care agencies as the cheaper option, rather than hiring domiciliary carers directly (Ungerson 2000), in part by reducing overheads and administration costs (Young 1999). The main saving is based on independent care providers being forced to compete against each other for local authority contracts (Young 1999). As value for money is one of the key criteria for care provision (Forder et al 2004), agencies must find ways to cut costs. In this labour intensive sector, agencies can cut costs by reducing the staff to client ratios and the amount of time each care activity takes or by paying their carers a lower hourly rate and reducing staff benefits (Young 1999, Ungerson 2000, Toynbee 2003, Anxo and Fagan 2005). The lack of unions in independent care agencies and the lack of job opportunities in local authority are argued to enable employment conditions for domiciliary carers to be lowered (Ungerson 2000). Whilst the independent care providers argue that it is the local authorities’ low rates which prevent agencies from providing guaranteed hours or jobs for domiciliary carers; paying higher rates of pay; paying travel expenses or providing training (Young 1999).

Interviewees also argued that it is the local authority contracts that force them to cut costs, as the independent companies believe they are not offered sufficient funding per client.  However the agencies do not feel that they have the negotiating power to demand more funding, nor do they feel able to walk away from local authority contracts because they rely on them for the majority of their clients. Agencies also allege that the local authority’s own ‘in-house’ domiciliary care organisations are paid more per client, therefore can afford to pay workers more:

 “the in house organisation… they get more pay (manager K)

and pension schemes…and the union represent them…you really can’t compete with them, because they’ve got like a blank cheque… it’s very annoying really, ….I think the average hourly amount that (in house organisation)  receive was £17…, private providers was 12 [ pounds per hour]… and you’re thinking, you know, how can we compare, compete… how  can we pay our staff what they’re paying theirs, and  how can we pay for pension schemes etc, which  we’d very much like to do” (manager L) 
Hardly any private care agencies interviewed paid their domiciliary carers for the time spent travelling between clients, as the agencies said that the local authority only paid for the time actually spent with the client. Some of the domiciliary carers were therefore encouraged, by agencies or by the financial incentive, to make up for this lack of paid travel time by leaving the client earlier than the care plan dictated, as explained below:

“we work in the community, so we’re travelling from 1 house  to another, and we don’t get travelling time… we have to pick it up out of their , you know, out of their [clients] time…so on the half hour visits, we are allowed to take 10 minutes aren’t we?” (Domiciliary carer M)

Domiciliary carers who were unable to cut short their visits, because of their own principles, company policy or client complaints, stated that they were forced to extend their working day.  A 13 hour day was not uncommon in interviews, and in other research with domiciliary carers it was found that 33% do more than 35 hours a week (Evans et al 2005, p.28).
Many of the interviewees also stated that domiciliary carers would not be paid any extra if client care took longer than the time allocated by the local authority. This lack of payment can constrain carers from fulfilling clients’ needs or result in domiciliaries providing unpaid care. It could be argued that this does not encourage good care or reward carers who put the clients’ needs first. 

The cost squeeze

The commercialisation of care is also allegedly linked to the low pay and poor working conditions within domiciliary care. Large ‘for profit’ care agencies are believed to be the key beneficiaries of the privatisation of domiciliary care, making a profit on every client, even local authority funded ones (Matosevic et al 2001). Critics allege that agencies are motivated by the pursuit of profits (Forder et al 2004, Carey 2006), changing the prime goal of care away from fulfilling the needs of the client towards market competitiveness (Carey 2006).

However, in the interviews managers argued that they must also run a cost efficient business, whether to turn a profit or to remain within budget. Structurally the problem with domiciliary care, and other care occupations, is that it is difficult to increase its profitability as care relies heavily on high levels of staffing. Unlike other industries there is little scope for automation, and increasing productivity is also limited without reducing the quality of care (Baumol 1993). Interviewees felt that it is not possible to increase domiciliary carers’ wages without negatively impacting upon the care services they are able to offer: 

 “I think we’re actually going to [raise wages], but I mean basically that’s going to have to come out of profits which are basically  (sighs) nothing....because 85% of our turnover is wages… you haven’t got money to reinvest, I mean we’ve just invested in …a massive new computer system, … but you need that to be able to improve quality…and it leaves you less money to invest in training”. (manager e)

Sinclair et al (2000, p.106) state that “the costs of professional salaries would be prohibitive”, suggesting that pay rates are unlikely to rise to reflect the skill levels of domiciliary carers in the near future, due to financial constraints imposed by the government. 

Low pay

Even within the public sector, it is argued that domiciliary care workers are and have been consistently underpaid, due to gender discrimination and the undervaluation of their work (Thornley 2006). Agency care workers suffer even further in terms of low pay (Young 1999, Anxo and Fagan 2005, Aronson and Neysmith 2006), and some argue that a full time wage is not much more than statutory benefits (Young 1999). Average wages are very low for all domiciliary care workers, and were only £6.30ph in 2007 (NMDS-SC 2007). To put that into context, in 2007 National Minimum Wage stood at £5.35ph (NMDS-SC 2007) and average wages for all employees was £11.52ph (LFS 2008). Within the North of England, where most of my interviews took place, wages varied from less than £6ph to £7.35ph. 

In the interviews domiciliary carers and managers alike argued that the current pay levels were too low and did not reflect the difficult and demanding tasks that the care workers were performing :

“ it’s a job that requires a lot of skill, is very stressful at times,  and [requires] infinite patience with people, and you deserve to be paid better, …the rate of pay … ought to be raised to reflect that responsibility they’re getting, because the home carer’s relationship with the client is …an  unsupervised relationship, that I think therefore calls for  a level  of skills, they should be rewarded in an adequate way” (manager Y)
The issue of a low hourly rate is compounded by fluctuating pay, as private agencies typically pay an hourly wage and may not be able to offer domiciliary carers the same number of hours every week (Young 1999, Cancedda 2001, Aronson and Neysmith 2006, Cameron 2006). In the interviews typically only local authority domiciliary carers had ‘guaranteed hours’ and therefore a guaranteed amount of pay every week.  Respondents compared domiciliary carers to the ‘self employed’, due to the insecure and unpredictable wages. Care workers are often ‘given’ set clients by the agency to care for, and if a particular client doesn’t require care that week, then a domiciliary carer may work less hours and therefore receive less pay until they can be re-allocated to another client, as explained below:

“the reality of the life of a domiciliary care worker, … the insecurity of the job… if one of their clients  went long term into hospital or unfortunately if they deceased …then that is one of their clients in a way that is off their books… so … it’s like working as a self employed person” ( social care project worker 1)

Poor conditions

Domiciliary carers in the private sector can also lack workplace benefits, again like the self-employed. The interviewees stated that they typically received statutory entitlements in terms of holiday entitlement, sick pay and maternity leave. Mileage payments were often claimed to be low or even non-existent in some cases. Very few care agencies paid above statutory sick pay and some allegedly did not even pay the statutory amount. Domiciliary carers said that if they were injured at work, they are still unlikely to be entitled to any extra sick pay, thus some carers felt forced to pay for their own private insurance. Unfortunately it is highly likely that a domiciliary carer will be injured at work as they face very high levels of incidents at work (Bawden 2009).The interviews also raised the issue that even for those domiciliary carers who were eligible to participate in a pension scheme, the low hourly rate was a barrier to many in doing so.

Local authority domiciliary carers said that they received better workplace benefits, as they were entitled to all of those offered to any local authority employee such as government pensions; higher mileage rates; paid travel time; enhanced sick, maternity or holiday pay; and private health care. However, these benefits only apply to the minority, because as mentioned around 75% of domiciliary carers are now employed in the private sector (CSCI 2009a, p58). 

Other research shows that this lack of workplace benefits is a national problem for domiciliary carers. Less than 40% of carers are entitled to join a company pension, and over 30% of carers would not be paid if they took time off for a personal emergency (Evans et al 2005, p.28). 25% of home carers received no maternity or paternity leave from their employer (ibid). As alleged in the interviews, other researchers have found that some independent care agencies may even try to avoid paying statutory employment benefits, so as to further reduce labour costs (Ungerson 2000). In general domiciliary carers’ terms and conditions are likely to deteriorate in a privatised system (Young 1999, Ungerson 2000, Anxo and Fagan 2005, Aronson and Neysmith 2006).

Although those domiciliary carers employed directly by local authorities are in a better financial position than their colleagues employed by private agencies, they still face discrimination in their pay packets. Equal pay claims have been brought against local authorities in England, and despite authorities contesting these claims domiciliary carers have won as part of a national movement against gender discrimination in the public sector (see Thornley 2006).Furthermore, some interviewees alleged that the campaign has also met with criticism from clients, who wrongly believed that increased fees were the direct result of this equal pay claim. This public outcry over domiciliary carers undertaking industrial action can also be seen in other care professions such as nursing, where workers have also been criticised for trying to improve their employment conditions, as society perceives this action to be in conflict with their caring identity (Robinson 1989). It appears that those who work in the care industry are rarely seen as employees with the same rights as those in any other industry, due to the nature of their profession.

Undervaluation in terms of status

Tied into the economic devaluation of domiciliary carers, is the low status of the occupation in the eyes of the health care profession, clients and society at large. 

So why is domiciliary care so undervalued, even by those who are dependent upon it, and would surely benefit from greater recognition of the sector (Aronson and Neysmith 2006, Carey 2006)?  

Gender and Care

In part it is because domiciliary carers are overwhelmingly female (Cancedda 2001,Evans et al 2005, Beresford 2006, Cameron 2006, Cox 2006). Care is undervalued because it is ‘women’s work’, conducted for their families for free and expected to be performed for non family members for token remuneration  - done for love not financial reward (Kittay 1999, Tong 2002, Toynbee 2003). The labour of care is portrayed as something women do naturally, and therefore does not require skills or training (Cancedda 2001, Cox 2006). Carers are further stigmatised through dealing with the dirt produced by bodies and households, and this ‘dirty work’ has low social status (Bolton 2005, Cox 2006). 

Invisibility
Domiciliary carers are also believed to be undervalued because they are invisible to the government and the public, as domiciliaries work in the private sphere and have a lack of symbols to distinguish themselves from informal carers (Evans et al 2005, Cameron 2006). Informal care is classified as ‘nonactivity’ (Bettio and Plantenga 2004, p.103), which reinforces the belief that formal care is not valuable and therefore neither are the carers. Historically those who worked outside the home in paid labour were valorised as undertaking ‘real’ work, whereas those who performed their activities unpaid in the private sphere did not count, and as they did not count they were not counted or accounted for (Fraser and Gordon, 2002; Schutte 2002). This invisibility continues today, as many government statistics on employment still do not make domiciliary carers visible (such as the Labour Force Survey).  Domiciliary carers are also regarded as low status employees due to the ‘stigma’ attached to their client group (see Goffman 1963), as elderly people are also discriminated against in terms of care (Bettio and Plantenga 2004, The Older People’s Inquiry 2005, Counsel and Care 2007).

Lack of recognition
In the interviews domiciliary carers and managers both felt that there is a  lack of awareness about the work that carers do, even by those who fund or utilise the service, and highlighted the importance of domiciliary care to the clients and the community. It is also strongly believed that the lack of recognition is linked to the lack of reward: 

 “no one cares about the carers, no one!.. absolutely no one in the medical profession, …a lot of  animosity from families about … having a different carer in every day or leaving  muddy foot prints on the carpet… considering what carers actually do and considering …what they are there for , which is to help people, ... its unbelievable how little they’re cared about or thought of” (Domiciliary carer Alex)

As the quote above reflects, several interviewees felt that members of the health care profession did not value the work of domiciliary carers, despite the fact that carers are undertaking medical activities that would until quite recently have been performed by district nurses. The domiciliary carers described facing difficulties when their work required them to interact with health care workers, such as paramedics, who did not appreciate the realities of a care worker’s job. Domiciliary carers are unable to lift clients if they do not have the correct equipment, as it could easily result in serious injury for the client and care worker: 

 “at the ambulance service …when I was working as a call taker…and there was a culture within the call taking room where… someone would get a carer which is common… what they were calling for… was assist to lift…and that’s because under their insurance and their contract …a carer’s not allowed to lift at all …So we’d get all these calls and we’d be like you know you’re a carer, care, … we just saw them as unskilled people who were called carers, when in actual fact weren’t they weren’t even caring!…and in actual fact that’s not the case at all…I really don’t believe that we as call takers knew what carers had to do . I think we did think ‘all you do is go in and make them a cup of tea and hover the front room’, and it’s so much more than that” (Domiciliary carer Alex)
Interviews also confirmed that even some of the clients feel that care is priced too highly, despite the poor pay and working conditions of their carers and the clients’ reliance on domiciliary care to support them in every day living: 

 “just recently we were talking about a service user [who] needed a gardener… and they’re prepared to pay £15-20 an hour [for the gardener]… and yet for the care worker, ‘£6.50, you must be joking’ (outraged voice of client)” (Manager B)
Conclusion 
It’s hard to do justice to just how difficult and demanding this work is and yet domiciliary carers are undervalued both economically and in terms of recognition. From the research it is clear that domiciliary care is hard work, physically and emotionally. Care workers are constantly travelling between each client trying to fit in with the peaks and troughs of care activity at meal times. Time pressures resulted in an intensification of the work, and frequently domiciliary carers had insufficient time to perform all the care activities required. This conflict forces them to choose between individual clients, and between the needs of clients and the care workers’ own needs. One aspect of the work where this was particularly apparent was the performance of emotional care, time for talking to clients was rarely commissioned, and emotional labour was not seen as ‘real’ work by many of those in the care sector, regardless of its importance to clients and carers alike. As domiciliary carers typically work on their own, they face the added difficulty of making all their decisions by themselves, without colleagues or managers on hand to support them. The nature of clients meant that they had much more severe health needs than in the past, and could have similar conditions to those living in residential homes. Their health problems required the carers to undertake tasks that would previously have been undertaken by district nurses.

Despite the challenging nature of domiciliary care, it is not recognised or rewarded as such, with low wages and poor terms and conditions prevalent throughout the sector. There is conflict between local authorities who fund care and private agencies that provide care, regarding the cost of care, and the appropriate payments to be made to domiciliary carers. As a result for those care workers in the private sector there were many complaints about only being paid for the allocated face to face time with clients, and not for the time it takes to travel between clients, or for when clients required more time than allocated. The research reveals that these constraints prevent the carers from doing the job properly, as they have to take time out of their clients’ visits, or work longer days, or work unpaid. 

In conjunction with financial devaluation, domiciliary carers also expressed resentment at the lack of recognition they receive for performing this demanding work. Even though domiciliary carers undertake health care tasks, they are not valued as health care professionals, and may even face further discrimination from those who are. Clients themselves may even devalue the work of their carers, and resent having to pay for their care.

To summarise, the interviews with domiciliary carers and managers revealed the hard labour that is involved in caring for the elderly and yet ‘caring’ remains at the heart of what they do. However, the downward pressures of an under-funded system devalues both the physical and emotional labour provided by the domiciliary carers and also devalues those who are being cared for – which results in a reductive cycle of devaluation. This systemic failure is not lost on those involved in the delivery of domiciliary care and as we have seen they described the hard physical and emotional work, and their struggles to provide intimate care to strangers under strict resource constraints.  

References

Anxo and Fagan (2005) ‘The family, the state and now the market: the organisation of employment and working time in home care services for the elderly’, pp133-165 in Bosch, G. and Lehndorff. S (eds) Working in the Service Sector. A tale from different worlds, London: Routledge

Aronson, J. and Neysmith, S. (2006) ‘Obscuring the costs of home care: restructuring at work’ Work, Employment and Society, Vol. 20, No. 1, pp27-45

Baumol, W.(1993) ‘Health care, education and the cost disease: a looming crisis for public choice’ Public Choice, Vol. 77, No. 1, pp. 17-29. 

Bawden,A. (2009) ‘An unacceptable occupational hazard’ The Guardian. 8th January

Beresford, P. (2006) ‘One size to fit all’ The Guardian August 30th

Bettio, F. and Plantenga, J. (2004) ‘Comparing Care Regimes in Europe’, Feminist Economics, Vol. 10, No.1, pp85-113
Bolton, S. (2005) ‘Women's Work, Dirty Work: The Gynaecology Nurse as 'Other',  Gender, Work and Organisation, Vol. 12, No. 2, pp 169-186.

Bolton, S. (2008)’The Emotional Labour Process and the Dignity of Indeterminacy’, International Labour Process Conference, Dublin, 
Bolton, S. and Boyd, C. (2003) ‘ Trolley Dolly or Skilled Emotion Manager? Moving on from Hochschild’s Managed Heart.’ Work, Employment and Society. Vol .17, No.2, pp 289-308

Bone, D. (2002) ‘Dilemmas of emotion work in nursing under market-driven health care’. The International Journal of Public Sector Management.  Vol. 15, No. 2, pp. 140-150,

Cameron, J. (2006) ‘Low pay and lower status- why be a professional carer?’, The Guardian: Society Guardian, 1st February

Cameron, C. and Moss, P. (2007) Care Work In Europe: Current Understandings and Future Directions. Oxon: Routledge

Cancedda, A. (2001) Employment in household services, Luxembourg: Office for official publications of the EU Communities, Accessed www.eurofound.Europa.eu, on 30th June 2007
Carey, M. (2006) ‘Everything Must Go? The Privatisation of State Social Work’. British Journal of Social Work. December

Counsel and Care (2007) Closing the Care Gap: getting better care and support for older people: A counsel and care policy paper, January, http://www.counselandcare.org.uk/assets/library/documents/THECAREGAPfinal.pdf (Accessed  February 12th 2009)

Cox, R. (2006) The servant problem: domestic employment in a global economy,  London: I.B.Tauris

CSCI (2006) Time to care? An overview of home care services for older people in England. www.csci.org.uk
CSCI (2009a) The state of social care in England 2007-08, Commission for Social Care Inspection, January. http://www.csci.org.uk/professional/default.aspx?page=7226&csci=2629

CSCI (2009b) Professional Advice: The administration of medicines in domiciliary 
care, Commission for Social Care Inspection.  
http://www.csci.org.uk/professional/docs/20081219%20Administration%20of
%20medicines%20in%20domiciliary%20care%20226-07.doc

Department of Health (2003) Domiciliary Care, National Minimum Standards Department of Health Publications, February


http://www.csci.org.uk/professional/care_providers/domiciliary_care.aspx  

Evans, Y., Herbert, J., Datta, K., May, J., Mcllwaine, C., and Wills, J. (2005) Making the City Work: Low Paid Employment in London,  http://www.livingwage.org.uk/files/makingcitywork.pdf: Queen Mary University of London
Fisher, B and Tronto, J (1990) ‘ Towards a feminist theory of caring’ in Abel, E. and Nelson, M (eds.) Circles of Care: Work and Identity in Women’s Lives. Albany: State University of New York Press pp 35-62

Forder, J., Knapp, M., Hardy, B., Kendall, J., Matosevic, T. and Ware, P.(2004) ‘Prices, contracts and  motivations: institutional arrangements in domiciliary care’, Policy and Politics, Vol. 32, No. 2, pp207-222

Fraser, N. and Gordon, L. (2002) ‘ A genealogy of dependency: tracing a keyword of the U.S welfare state’ in Kittay, E. and Feder, E. (eds.) The Subject of Care: Feminist Perspectives on Dependency. Lanham: Rowman &Littlefield Publishers, Inc. pp 14 –39

Goffman, E. (1963) Stigma: notes on the management of spoiled identity, Penguin
Hochschild, A. (1983) The Managed Heart: Commercialization of Human Feeling Berkeley : University of California Press

James, N. (1992) ‘ Care = Organisation + Physical Labour + Emotional Labour’ Sociology and Health and Illness. Vol. 14, No.4, pp.488-509

Kittay, E (1999) Love’s Labour: Essays on Women, Equality, and Dependency, New York: Routledge

Lancashire County Council 

http://www.lancashire.gov.uk/social-services/adults/older-people/index.asp
LFS (2008) Labour Force Survey (LFS) Historical Quarterly Supplement Table 38 - Distribution of gross hourly earnings of employees http://www.statistics.gov.uk/StatBase/ssdataset.asp?vlnk=7938&Pos=&ColRank=1&Rank=272
Lopez, S. (2006) ‘ Emotional Labour and Organized Emotional Care’ Work and Occupations. vol. 33, No. 2, pp. 133-160

Matosevic, T. , Knapp, M., Kendall, J., Forder, J., Ware, P. and Hardy, B. (2001) Domiciliary Care Providers in the Independent Sector Nuffield Institute for Health and Personnel Services Research Unit: www.leeds.ac.uk/nuffield/
NMDS-SC (2007) National Minimum Dataset for Social Care Briefing Issue 3 - Pay. September

http://www.nmds-sc-online.org.uk/Get.aspx?id=20034
The Older People’s Inquiry (2005) ‘ That little bit of help’. November. Joseph Rowntree Foundation www.jrf.org.uk
Revill, J., Campbell, D. and Hill, A. (2007) ‘Is dignity at home too much to ask for our elderly?’, The Observer, June 17th

Robinson, J. (1989) ‘Nursing in the future: a cause for concern?’ in Jolley, M. and Allan, E.  (eds.) Current Issues in Nursing. London: Chapman and Hall.
Robison, J (2003) Consulting home carers: An exploration of views about quality and values, and the status of domiciliary care, The Quinn Centre 


www.thequinncentre.co.uk/Documents/homecarersreport.pdf+domiciliary+carers
Schutte, O. (2002) ‘ Dependency Work, Women and the Global Economy’ in Kittay, E. and Feder, E. (eds.) The Subject of Care: Feminist Perspectives on Dependency. Lanham: Rowman &Littlefield Publishers, Inc. pp138-158
Sinclair, I., Gibbs, I. and Hicks, L. (2000) The Management and Effectiveness of the Home Care Services.  Social Work Research and Development Unit: University of York


http://www.york.ac.uk/inst/spru/research/summs/homecareservice.html
Staden, H. (1998) ‘Alertness to the needs of others: a study of the emotional labour of caring’ Journal of Advanced Nursing, Vol. 27, pp.147-156.

Thornley, C. (2006) ‘Unequal and low pay in the public sector’ Industrial Relations Journal. Vol. 37, No.4,  pp.344-358

Tong, R. (2002) ‘Love’s Labour in the Health Care System: Working Towards Gender Equality’ Hypatia, Vol. 17, No. 3
Toynbee, P. (2003) Hard Work. Life in Low Pay Britain, London: Bloomsbury Publishing
Tyler, M. and Taylor, S. (1998) ‘The Exchange of Aesthetics: Women’s Work and ‘The Gift’’.  Gender, Work and Organization 5, 3:165-171. 

UKHCA  (2008) An overview of the UK domiciliary care sector . www.ukhca.co.uk : United Kingdom Homecare Association. May.
Ungerson, C. (2000) ‘Thinking about the Production and Consumption of Long- Term Care in Britain; Does Gender Still Matter? Journal of Social Policy. Vol 29. No.4, pp 623-643


Young, R. (1999) ‘ Prospecting for New Jobs to Combat Social Exclusion: The Example of Home-Care Services’. European Urban and Regional Studies, Vol.6, No.2, pp99-113
Gemma Wibberley

PhD Student, Department of Sociology, Lancaster University

Address for correspondence: Gemma Wibberley, Department of Sociology, Bowland North, Lancaster University, Lancaster, UK, LA1 4YT

Email: g.wibberley@lancaster.ac.uk. 

� original emphasis has been retained in all quote. Please also note that this domiciliary carer requested to be called Alex in any write ups, all other interviewees have been given a false initial.
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