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Residential Home Care:
Origins, Evolution, and the Challenge of Quality of Life

Residential home care means older or vulnerable adults live full-time in a staffed facility offering accommodation, personal care, and daily support. It's one of England's oldest welfare services, dating back over four centuries. This essay traces its history, what shaped it, how it works today, and how residents' quality of life could be improved.
Residential care in England traces back to the Elizabethan Poor Law of 1601, which made each parish responsible for its own poor. The law separated the "impotent poor" those elderly, sick, or disabled and unable to work, who were house in alms-houses and early workhouses. This parish-based system went on to shape poor relief, and residential care, for centuries afterward (Workhouses.org.uk, n.d.).
The 1834 Poor Law Amendment Act took an even tougher stance: outdoor relief was done away with, and the workhouse became the main and deliberately unpleasant form of support for anyone unable to support themselves (Historic UK, n.d.).
Elder care didn't start as its own thing - it grew out of the old poverty relief system, and that legacy stuck. Even after the Poor Law officially ended in 1948, many workhouses just got renamed "old people's homes." By 1960, over half were still in the same old buildings (British Geriatrics Society, n.d.).
Peter Townsend's 1962 study The Last Refuge, which examined 174 institutions, revealed that old workhouse practices, such as hiding deaths from other residents, were still happening in these renamed homes, sparking decades of pressure for reform (Goatacre Manor, 2022).
The real fix came with the Care Standards Act 2000. It swept away the old patchwork of rules and replaced them with one national framework centred on dignity, person-centred care, and enforceable minimum standards - overseen first by the National Care Standards Commission, then the Care Quality Commission (Delphi Care Solutions, 2026).
Today, care homes are regulated against thirteen Care Quality Commission (CQC) standards covering safety, staffing, dignity, and governance, with public ratings aimed at driving accountability (Care Compliance Bureau, 2024).
This framework isn't perfect: a study of 293 residents in 34 English homes found that regulator ratings only weakly predicted residents' actual quality of life once other factors was accounted for, suggesting inspections alone cannot guarantee a good lived experience (Towers et al., 2019).
Staffing is the sector's real bottleneck. The CQC's 2024/25 State of Care report found vacancy rates in social care running about three times the national average - and it's getting worse, with new care-worker visas gone and heavy reliance on pricey agency staff (Care Quality Commission, 2025).
Chronic understaffing, combined with persistently low pay, means that many care providers find it genuinely difficult to deliver the kind of continuity, patience, and unhurried, attentive care that person-centred models depend on. As a result, the quality-of-care people receive can vary quite significantly from one home to another, even within the same local area.
Enhancing residents' quality of life therefore requires more than regulatory compliance. Evidence points to individualised care planning, meaningful daily activity, and preserved autonomy over routine choices, food, dress, social contact, as stronger predictors of wellbeing than safety indicators alone (Towers et al., 2019).
Stable, familiar staff matter as much as staffing ratios: consistent care teams give residents a greater sense of security and identity, echoing Townsend's critique of impersonal care. Treating care work as a skilled, respected profession not just tightening regulation after harm occurs is key to fixing this.
Residential home care has moved far beyond its harsh Poor Law origins, though that history still lingers. The challenge today isn't better standards on paper, it's properly resourcing the workforce to deliver person-centred care, every day.

Conclusion
Residential care has never fully shed its Poor Law origins, where dependency was managed rather than dignified. Reforms like the Care Standards Act 2000 improved formal standards, yet Towers et al. (2019) show ratings weakly predict actual wellbeing. Genuine quality of life depends less on inspection frameworks than on stable, valued staff. Until care work is properly resourced and respected as a profession, person-centred care will remain policy rather than practice.
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An NHS academic poster: origins, current practice, and key challenge

This poster takes a closer look at NHS community antenatal midwifery services in England. It explains
what the service involves, traces how it has changed and evolved over time, describes how it operates in
practice today, and rounds off by exploring two of the key challenges the service continues to grapple
with.

[&T What Is the Service?

Community antenatal midwifery refers to an NHS-provided service that brings essential pregnancy care to
women outside of the traditional hospital setting, offering support instead through more accessible, familiar,
local environments such as GP surgeries, children's centres, and even within the comfort and privacy of
women's own homes (NHS England, 2016).

Each pregnant woman js allocated a named midwife, or a small, consistent team of midwives, to act as her
main point of contact right from the very first booking appointment, at around 8-10 weeks, all the way through to
the birth itself. Throughout th|SJourngy, the midwife monitors both her physical and emotional wellbeing,
arranges the necessary screening and diagnostic tests, provides ongoing health education and guidance, and
refers women on to obstetric or social support services whenever risk factors happen to emerge.

This model of care is backed by a genuinely strong evidence base: a major Cochrane review found that women
who receive midwife continuity of care are more likely to experience a spontaneous vaginal birth and notably

less likely to lose their baby before 24 weeks, when compared with other, more fragmented models of maternity
care (Sandall et al., 2024).

Brief History ‘
1920s-30s 1948 1974 2016-today

No formal antenatal care, Antenatal clinics emerge  NHS founded; a ‘tripartite’ Reorganisation: district Better Births — renewed focus
midwives worked alone ‘on amid concern over system of care begins. midwives become hospital-  on personalised, Continuity of
the district’. maternal deaths. employed ‘community Carer models.

midwives’.

Before the 1920s, there was no such thing as structured antenatal care. Midwives, whose title had been legally protected
ever since the 1902 Midwives Act, worked on their own, attending home births "on the district" and serving the communities
they belonged to (Staras, 2022).

It was growing alarm over maternal deaths that spurred the rise of antenatal clinics from the 1920s onward, and midwifery
training gradually took on a more medical character as a result. With the founding of the NHS in 1948, midwifery care became
part of a "tripartite" system, split between local authorities, GPs and hospitals, and district midwives moved from relying on
patient fees to earning a regular salary (Staras, 2022).

Everything changed in 1974, when local authorities were stripped of their responsibility for midwifery altogether, and district
midwives were brought under hospital employment and rebranded as "community midwives." While this made training and
staff rotas easier to manage, it also pushed the culture of care in a more hospital-centred, risk-averse direction, and home
births grew increasingly uncommon (Staras, 2022).

It was not until 2016 that community-based, personalised care returned to the policy spotlight, thanks to the Better Births
review and its Continuity of Carer model (NHS England, 2016).
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Named Midwife Local Appointments Home Visits
Main point of contact throughout pregnancy. At GP surgeries and children’s centres. For home births and postnatal checks.
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Digital Records Screening Continuity of Carer
Online access to maternity notes. Blood tests, scans and referrals. Same small team throughout care

Today, community antenatal midwifery operates through small teams, typically of three to five midwives, who share a
caseload of local women (NHS England, 2016). Antenatal appointments usually take place at GP surgeries, children’s
centres or dedicated community clinics, reducing the need for hospital travel in straightforward pregnancies, while
home visits continue for planned home births, additional-needs care and early postnatal checks. Digital maternity
records now let women view their pregnancy notes and appointment information online at any time. Screening
pathways, including blood tests, ultrasound scans and risk assessments, are coordinated by the community midwife,
who refers women with emerging complications to obstetric-led or specialist care. The guiding aim, encapsulated in
the Continuity of Carer model, is for a woman to be cared for by the same known team across pregnancy, birth and the
postnatal period, which the evidence suggests improves both clinical outcomes and women'’s experience of care
(Sandall et al., 2024).

Mo Kev cHaLLeNoes .

Workforce Shortage & Retention Regional Inequality & Resourcing

England is short of around 2,500 full-time-equivalent The community nursing and midwifery workforce fell by
midwives, with most units reporting unsafe staffing in roughly 21% relative to population need between 2010 and
national surveys (British Journal of Midwifery, 2025). 2021, with the steepest declines in some regions and lower
Many newly qualified midwives cannot find secure posts, staffing in rural areas (Parkinson et al., 2024).

and over half of new starters hold only fixed-term contracts  This creates unequal access to care, longer travel times, and
(National Health Executive, 2026), fuelling burnout and pressure on ageing remote-monitoring equipment.

departures from the profession.

~2,500 -21%
FTE MIDWIFE SHORTFALL IN ENGLAND COMMUNITY WORKFORCE CHANGE, 2010-2021

Wonclusion .

Community antenatal midwifery remains a cornerstone of personalised NHS maternity care, underpinned by
compelling evidence for continuity-based models of support. However, chronic workforce shortages and
regional inequality in resourcing threaten its consistent delivery. Sustained investment in recruitment, retention
and equitable resource allocation will be essential if the service is to fulfil its founding ambition: safe,
personalised, evidence-based care delivered close to home.
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