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digital efficiency and integrated care technology

IMPORTANT NOTICE

This guide is a practical resource for care home managers and operators exploring operational
sustainability options. It does not constitute legal, financial, employment, or regulatory advice. Every
service is unique. Options explored here should always be considered in the context of your specific
service, applicable employment and care legislation, and in consultation with relevant professionals.
Compliance with Care Inspectorate (Scotland) and CQC (England) requirements must be maintained
at all times. Digital tools and Al-assisted platforms mentioned are examples only — operators should
conduct their own due diligence before adoption.
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Introduction: Where the Money Actually Goes

Ask any care home operator what keeps them up at night and the answer is almost always the
same: staffing. Not staffing in the abstract sense of having enough people, but staffing in the very
precise financial sense of managing a cost that accounts for somewhere between 55 and 75 pence
of every pound the service generates, in a sector where fee income is largely fixed by local
authority rates or capped by what families can realistically afford.

The challenge is not simply one of cutting costs — care cannot be delivered on the cheap without
consequences that rapidly become visible to regulators, families, and the courts. The challenge is
one of precision: deploying the right people, with the right skills, at the right times, supported by the
right technology, in roles that are designed to maximise both efficiency and the quality of resident
experience.

This guide focuses on five interlocking areas where practical change can generate meaningful
financial returns without compromising care:

* Rota design and optimisation — moving from inherited shift patterns to need-responsive
rotas

» Dependency assessment and staffing ratios — grounding your workforce numbers in actual
resident need

» Workforce role design — using junior and activity roles intelligently to free senior staff
capacity

» Digital technology — reducing administrative burden safely, ethically and practically

* Integrated care systems — eliminating duplication and unlocking the value of connected
platforms

The Core Principle

* Financial and operational sustainability in care homes is not achieved by doing less — it is
achieved by ensuring that every hour of skilled staff time is spent on work that genuinely
requires that level of skill, that rotas reflect actual need rather than habit, and that
technology handles what technology can handle so that people can focus on what only
people can do.
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SECTION 1: ROTA OPTIMISATION

Moving from inherited shift patterns to need-responsive workforce deployment

Why Rotas Are a Financial Issue

The rota is, in effect, your staffing budget made visible. Every shift pattern, every contracted hour,
every gap that defaults to agency cover is a financial decision — but in many care homes, the rota
has not been designed as such. It has been inherited, adjusted at the margins when problems
arise, and defended by the weight of familiarity.

Rota inefficiency commonly manifests in three ways: over-staffing at low-demand times of day,
under-staffing at peak care delivery times leading to agency dependency, and a mismatch between
contracted hours and actual resident need across the week. Each of these is correctable and each
correction has direct financial value.

Step One: Understand Where Your Care Actually Happens

Demand Mapping

Before any rota can be optimised, you need to know when and where care work actually occurs in
your building. This is not as obvious as it sounds — most care homes have a default assumption
that mornings are busiest, but the actual distribution of care activity is often more nuanced.

* Map care activities by time of day across a typical week — personal care, medication rounds,
mealtimes, repositioning, transfers, falls response, and observations each have different
peak times

» Talk to senior carers and nurses about where they feel the most pressure — their answers
are often more precise than any spreadsheet can be

* Review incident and near-miss data by time of day — a cluster of falls or medication errors at
a particular time can indicate that staffing at that time is insufficient for the dependency level
of residents

* Review nurse call data if your system records it — this is one of the most objective sources
of demand information available in a care home

The Activity Analysis

A structured activity analysis involves asking each staff member, across a sample of shifts, to
record in broad categories how they are spending their time. This can be done simply, using a
paper log or brief end-of-shift capture. Common findings include:

Activity Type \ Typical Finding Implication

Direct personal Often 35-50% of shift in well-run If below 40% in a residential

care homes; lower in over-documented setting, review where time is
services going

Medication Can consume 15-25% of a nurse's eMAR and dose dispensing

administration shift if not well-designed systems can significantly reduce

this

Documentation Frequently 20-30% of total shift time  Digital care planning can reduce
in paper-heavy services this to under 10%

Handover Often 20-30 minutes per staff Structured digital handover tools
member per shift change reduce this substantially
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Activity Type \ Typical Finding Implication

Searching for 5-15% in services with poor Integrated care platforms
information information systems eliminate most of this entirely
Responding to Highly variable; significant in Nurse call analytics and proactive
avoidable services with poor call bell rounding reduce call bell demand
interruptions management

Step Two: Redesign Shifts Around Need, Not Habit

Challenging the Standard Shift Pattern

The standard early/late/night pattern (typically 7am-2pm, 2pm-9pm, 9pm-7am) was not designed
— it evolved. It does not necessarily reflect the care needs of the people in your building today.
Options to consider include:

» Split shifts or staggered starts that maintain high staffing during the morning care peak
(typically 7am-11am) and the evening settling period (6pm-9pm) without paying for full long
shifts across lower-demand periods

» Shorter, focused 'booster' shifts of four to six hours at known pressure points — these are
often attractive to staff with school-age children or caring responsibilities and can fill gaps
without agency

* An overlap model where both early and late shifts overlap for two to three hours at the
busiest transition points rather than a hard handover

* Night shift review — if your overnight need is genuinely lower than your daytime staffing
model, ensure this is reflected in the rota; however, this must always be grounded in actual
resident dependency and safety assessment

Case Example: Staggered Starts in a 40-Bed Residential Home

* A 40-bed residential home identified through activity mapping that 65% of personal care
occurred between 7am and 10:30am

* Three of the four early shift workers were starting at 7am; the fourth at 8am — all four
finishing at 2pm

* By moving to starts of 6:30am, 7am, 7:30am and 8am (all still 7.5-hour shifts), the home
maintained consistent morning cover throughout the peak period with no additional cost

* Combined with a 12:30pm late shift start instead of 2pm, this eliminated two hours daily of
early-shift overlap during the lowest-demand period of the day

* Estimated annual saving: £8,000-£12,000 in reduced agency dependency for evening
medication rounds previously covered because late staff were arriving into an already-
chaotic afternoon

Weekend and Bank Holiday Modelling

Weekend and bank holiday staffing is frequently where rota models break down and agency
dependency spikes. Options to consider include:

» Calculate your weekend staffing cost as a separate line — many homes find it is
disproportionately high relative to weekday costs

» Explore whether a weekend worker contract (contracted specifically to work weekends,
typically with a higher hourly rate but no weekday obligation) reduces your weekend agency
dependency — the premium rate is almost always cheaper than agency

» Build bank holiday cover into your employment contracts explicitly — vague bank holiday
provisions lead to last-minute shortfalls
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» Consider whether your weekend activities programme is reducing or increasing pressure on
care staff — a well-run weekend activity session occupies residents and reduces call bell

demand

Step Three: Build and Protect Your Internal Bank

An internal staff bank is one of the most powerful financial tools available to a care home operator.
A pool of reliable casual workers who know your residents, know your systems, and are trusted by
your permanent team costs a fraction of external agency cover and delivers enormously better

care continuity.

* Include the possibility of bank work in every recruitment conversation — some people cannot
commit to permanent contracts but will work regularly on a casual basis

» Former employees who left on good terms are often the best source of bank workers — keep
in touch and make the offer

» Consider offering existing part-time staff a bank supplement for picking up additional hours
rather than calling an agency first

» Set a standing offer rate for bank shifts that is attractive to workers but demonstrably below
your average agency rate — even a £3-£5 per hour saving matters at scale

» Track your bank utilisation monthly — a growing bank and declining agency spend is one of
the clearest signals that your workforce strategy is working

Step Four: Rota Management Technology

Digital rota management tools have matured significantly and are now accessible to care homes of
all sizes. The core financial case is simple: a good rota system reduces the management time
spent on scheduling, provides instant visibility of gaps, and allows data-driven analysis of staffing

patterns over time.
Tool Type

Digital rostering
software

Shift swap and
availability apps

Automated
compliance
tracking

Absence and
return-to-work tools

Agency integration
modules

' What it Does

Replaces spreadsheet or paper
rotas with a live, accessible system
showing coverage, hours, and costs
in real time

Allows staff to indicate availability,
pick up open shifts, and swap with
manager approval via mobile app

Monitors mandatory training, DBS
/PVG renewals, SSSC/NMC
registration, and flags upcoming
gaps

Records sickness, triggers Bradford
Factor alerts, supports return-to-
work processes

When a shift must go to agency, the
system generates the request,
tracks spend, and records which
shifts used agency

Financial Value

Reduces manager time on rota by
2-5 hours per week; surfaces
patterns invisible in paper
systems

Reduces gap-filling phone calls;
enables faster filling of vacancies
before agency is needed

Prevents last-minute compliance
crises that require emergency
cover or registration suspension

Enables earlier intervention on
problematic absence patterns;
reduces long-term sickness cost

Provides the data to challenge
agency invoices and to make the
business case for bank expansion
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Self-Assessment: Rota Optimisation

* Have you mapped care demand by time of day in the last 12 months?

* Do you know what percentage of your shifts are covered by agency, and at what times of
day those gaps most commonly occur?

*  When was your rota pattern last fundamentally reviewed rather than just patched?

* Do you have a functioning internal bank, and do you have data on its utilisation?

* Can you see your staffing cost in real time, or only after the payroll run?
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SECTION 2: DEPENDENCY ASSESSMENT AND STAFFING

RATIOS

Grounding your workforce in actual resident need

The Problem with Fixed Ratios

One of the most persistent and financially costly myths in care home management is the fixed ratio
— the idea that a certain number of staff per resident is inherently correct regardless of who those
residents are or what they need. A bed is not a unit of care need. A resident with mild residential
support needs is not the same as a resident with advanced dementia, complex behavioural and
psychological symptoms, and a pressure ulcer.

Services that staff to a fixed ratio rather than to actual dependency typically experience two
simultaneous problems: they are overstaffed relative to what lower-dependency residents require,
and understaffed relative to what high-dependency residents need. Both cost money — the first
through wage spend, the second through agency cover, incident costs, and regulatory risk.

Understanding Dependency Levels

What Dependency Assessment Measures

A dependency assessment captures, in a structured way, how much support each resident
requires across key domains of daily living. Common frameworks used in UK care homes include:

» Barthel Index — a widely used functional assessment covering ten activities of daily living
including feeding, bathing, mobility, and continence; scored 0-100 with lower scores
indicating higher dependency

* Resident Classification Scale (RCS) — used particularly in residential and nursing homes to
categorise residents into dependency levels linked to staffing and fee recommendations

* Abbey Pain Scale — specifically for residents with dementia who cannot self-report pain;
pain management need is a significant driver of nursing and care time

* Waterlow or Braden Scale — pressure ulcer risk assessments that directly translate into
repositioning frequency requirements and therefore staffing time

» Dementia-specific tools — including the Neuropsychiatric Inventory (NPI) which measures
the frequency and severity of behavioural and psychological symptoms of dementia (BPSD)
— high NP1 scores are strongly correlated with increased direct care time requirements

Building a Dependency-Led Staffing Model

The purpose of dependency assessment, from a financial sustainability perspective, is to translate
clinical information into staffing hours. This is done by calculating the total care time required per
24 hours across all residents, and comparing that to the contracted hours available.

Step ' What This Involves

1. Complete dependency Use a consistent, validated tool across all residents. Review on
assessments for all admission, after any significant change in condition, and at least
residents quarterly.

2. Assign care time Using your tool's scoring, estimate the direct care hours required
estimates per dependency per 24 hours for each dependency band — typically Low, Medium,
level High, and Very High (or equivalent)
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Step ' What This Involves

3. Calculate total daily Sum the individual care time requirements across all residents to
care requirement produce a total direct care hours figure for the home
4. Add indirect care time Add the time required for indirect care activities — documentation,

handover, medication preparation, care planning — typically 20-
30% on top of direct care time

5. Compare to contracted Compare the total required hours to the hours available in your
hours current rota across all shifts. The gap (or surplus) is your staffing
calibration figure

6. Review when caseload Any significant change in the home's overall dependency level —
changes new admissions, deterioration, discharges — should trigger a rota
review, not just a gap-filling exercise

Translating Dependency into Shift Design

Once you have a clear picture of total care hours required, you can begin to map this against your
shift structure. Key considerations include:

» Does your current rota deploy enough qualified staff (registered nurse, senior carer) at the
times when high-dependency residents most need skilled input?

» Are your lower-dependency residents' needs being met by appropriately graded staff — that
is, not by a registered nurse doing tasks that a trained care assistant could safely do?

* Are there residents whose needs have changed since admission and whose care plan and
rota implications have not been reviewed?

» Is your staffing model stable enough to absorb fluctuations, or are you one complex new
admission away from a staffing crisis?

Dependency Levels and Fee Income

* Dependency assessment is not just a staffing tool — it is also a fee review tool

* If aresident's dependency has increased significantly since admission, their care needs
may now exceed the fee agreed at the original assessment

* Regular dependency reviews create the evidence base for legitimate fee reviews, ensuring
the income side of your model keeps pace with the cost side

* This is particularly important for local authority-funded placements where enhanced needs
payments may be available for residents whose dependency has increased

* Ensure your registered manager and finance lead are connecting dependency review data
to fee review conversations

High-Dependency Residents: Understanding the True Cost

Highly dependent residents — particularly those with advanced dementia, complex BPSD, multiple
physical health needs, or end-of-life care needs — require significantly more direct staff time than a
standard residential resident. Operators must understand this cost fully before accepting or
continuing a placement.

» Consider whether you have a system for flagging when a resident's dependency crosses into
a higher care band and triggering a review of both the care plan and the fee

* Build the cost of one-to-one periods into your dependency model — some residents will
require periods of 1:1 support that cannot be met within standard staffing ratios

* Ensure your operational team communicates clearly with your commissioning or admissions
team about the dependency profile of current residents before new admissions are agreed
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* Review your referral acceptance criteria in the context of your current staffing model —
taking a very high-dependency admission into a service already stretched on staffing creates
a risk that carries both a quality cost and a financial one

Acuity-Based Scheduling: The Next Step

More sophisticated care services are beginning to move from dependency-informed staffing (a
reactive model that tells you how many staff you need) to acuity-based scheduling (a dynamic
model that updates staffing plans in near real time as resident needs change). This is enabled by
integrated digital care planning — covered in Section 4 — but the concept is worth understanding
here.

In an acuity-based model, changes in resident condition captured in the digital care record (a new
wound, a medication change, an episode of agitation) automatically flag a potential staffing
implication, allowing the rota manager to respond in advance rather than in a crisis. This is the
direction of travel for well-funded care technology, and it is becoming accessible at care home
scale.

Self-Assessment: Dependency and Staffing Ratios
*  When were all residents last formally assessed for dependency level using a validated
tool?
* Do you have a calculation of total daily care hours required based on current dependency?
* Is your rota calibrated to this figure, or does it reflect a historical pattern?
* Are fee levels for current residents reviewed in line with dependency reassessment?

* Do you have a process for flagging when a new admission will change your overall
dependency profile significantly?
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SECTION 3: INTELLIGENT ROLE DESIGN

Using junior and activity roles to free senior staff capacity and reduce costs

The Cost of Using Expensive Time for Inexpensive Tasks

One of the most consistent and avoidable sources of financial inefficiency in care homes is the use
of highly skilled, highly paid staff for tasks that do not require their level of skill. A registered nurse
administering refreshments is not making financial sense. A senior care worker spending two hours
per shift searching for paper care plans could be delivering care. A deputy manager whose
afternoon is consumed in rearranging a poorly designed rota is not doing the job the service is
paying them to do.

Intelligent role design means being deliberate about what each role in your staffing model is
responsible for, who it sits alongside, and what it frees other roles to do. This is not about reducing
care standards — it is about making sure that your staffing spend is deployed at the level where it
creates the most value.

The Activities and Wellbeing Role: Significantly Underused

Activities as a Senior Care Enabler

The activities or wellbeing coordinator role is often treated as a supplementary nice-to-have — the
person who does bingo on a Wednesday and runs crafts on a Friday. This fundamentally
misunderstands the financial and care value of the role when it is properly designed and
embedded.

A well-deployed activities and wellbeing worker does not just deliver activities. They occupy,
engage, and meaningfully connect with residents in ways that directly reduce the demand placed
on care staff. Consider:

» Aresident with dementia who is meaningfully engaged in a one-to-one activity is not
triggering the call bell system, not walking into other residents' rooms, not requiring repeated
reassurance from a senior carer

» A group activity that engages six residents simultaneously is releasing the equivalent of six
separate one-to-one interactions from care staff time

* Aresident who is well-stimulated during the day sleeps better at night — directly reducing
night-time disturbance and the staffing demand it creates

* Aresident who eats in a social, engaging mealtime environment typically eats more —
reducing the risk of malnutrition and the significant care burden it brings

Designing the Activities Role for Maximum Impact

The activities role generates most financial value when it is designed around the times of day when
care staff are most stretched, not when activities are traditionally easiest to deliver:

* Morning engagement during the post-personal care period (10am-12pm) is extremely
valuable — this is when high-dependency residents are often distressed, bored, or
wandering and are most demanding of care staff attention

* Lunchtime support — an activities worker who supports and encourages residents during
mealtimes reduces the registered nurse or senior carer workload during one of the most
complex periods of the day

» Early evening engagement (5pm-7pm) — this period, often called the 'sundowning window'
for residents with dementia, is when behavioural and psychological symptoms are most
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common. Targeted activity during this window can dramatically reduce the severity and
frequency of BPSD episodes

* Weekend morning sessions — weekend mornings are a common flashpoint for care staff
pressure; a well-run weekend activity session changes the atmosphere of the whole shift

Scenario ' Financial Impact

Activities worker reduces
average call bell
activations per shift by 15
through proactive
engagement

Evening activity session
reduces challenging
behaviour episodes
requiring senior
intervention by 2 per shift

Mealtime support
increases average meal
consumption, reducing
GP call-outs for
malnutrition concerns by
3 per year

Meaningful engagement
reduces PRN medication
use for anxiety and
agitation by 10% in
residents with dementia

Good activities
programme contributes to
care home reputation,
supporting a 1%
improvement in
occupancy

At 30 seconds per call bell response by a care worker, 15 fewer
calls saves 7.5 minutes of care staff time per shift — across a year,
this is over 45 hours of senior care time reclaimed

At 10-15 minutes per challenging behaviour episode, this saves
20-30 minutes of registered nurse or senior carer time per evening
— approximately 120 hours per year

A single GP or district nurse visit to a care home generates
significant indirect cost; 3 avoided visits may save £300-£600 in
professional time and associated administration

PRN prescribing in dementia care has both financial costs
(medication, nursing time, documentation) and quality/regulatory
implications; reduction is a dual benefit

In a 40-bed home at an average of £900/week per resident, 1%
occupancy improvement is worth approximately £18,720 per year
in additional income

The Senior Carer and Care Assistant Balance

Grading Work to the Right Level

Care homes often default to a staffing model where the ratio of senior to junior carers is fixed
historically rather than calibrated to the tasks that need to be done. A useful exercise is to list all
the care tasks performed on a typical shift and categorise them:

Task Category Examples Appropriate Grade @ Saving if Regraded

Senior carer or nurse time
released for higher-
complexity tasks

Trained care
assistant

Personal care —
standard

Washing, dressing, oral
hygiene for mobile,
cooperative residents

Must remain at this level
— under-grading creates
clinical and regulatory risk

Senior carer /
Registered nurse

Personal care —
complex

Catheter care, wound
dressings, PEG
management, complex
continence

Nutrition and
hydration support

Assisting with meals, fluid
monitoring,
encouragement

Care assistant (with
training)

Significant opportunity —
junior staff with specific
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Task Category Examples Appropriate Grade @ Saving if Regraded

mealtime training reduce
senior workload

Observations and Routine NEWS, fluid Trained care Digital monitoring tools
monitoring charts, food charts, assistant with digital ~ can further reduce the
repositioning records tools time this takes regardless
of grade
Social engagement  Sitting with residents, Activities workers, One of the greatest
and reassurance conversation, care assistants, or opportunities to use
accompaniment trained volunteers appropriate grade and
community resource
Medication Oral and topical Registered nurse (or eMAR systems
administration medication rounds trained senior carer dramatically reduce the
where lawfully time this takes at whatever
delegated) grade delivers it
Documentation Care records, incident Whichever staff Digital platforms can
forms, handover notes member provides reduce documentation
the care, supported time by 40-60% — this
by digital tools benefits all grades

The Apprenticeship and Trainee Route

Care apprenticeships and trainee roles offer a route to build workforce capacity at a lower cost per
hour while simultaneously developing your future senior workforce. This is a legitimate financial
sustainability strategy, not a shortfall response.

* In Scotland, Modern Apprenticeships in Social Services and Healthcare are funded through
Skills Development Scotland — the employer pays a wage; the training is substantially
funded

* In England, the Apprenticeship Levy partially funds adult social care apprenticeships; smaller
providers can access 95% funding for apprenticeship training without paying the levy

» A care apprentice working alongside an experienced senior during the first months of
employment is both learning and contributing to care capacity — this is not dead time if
supervision is well-designed

» Apprenticeships build loyalty — staff who have been invested in during their development are
statistically more likely to remain with the service

» Consider whether your senior carers and deputy managers have enough structured time to
supervise and mentor apprentices — this is an investment that pays back, but it needs
genuine protected time

The Volunteer Supplement

* Well-managed volunteers can supplement the activities and social engagement capacity of
care staff in ways that are meaningful and financially significant

* A volunteer who provides two hours of one-to-one companionship per week to a resident
with high social needs releases the equivalent of two hours of care staff time

* Volunteer programmes require investment in coordination, DBS/PVG checks, induction
and supervision — but the ratio of investment to return is strongly positive in well-run
programmes

* Local faith communities, schools, further education colleges, and employer volunteer
schemes are all underused sources of volunteers in many care home catchments

* Note: volunteers must never substitute for adequate staffing or take on care tasks requiring
training and accountability — their role is supplementary social engagement
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Self-Assessment: Role Design
* Have you mapped which tasks in your service are being delivered by staff above the
appropriate grade?
* Is your activities role deployed at the times of day where it has the greatest impact on care
staff workload?
* Do you have an apprenticeship or trainee route in your workforce model?
* Do you have a structured volunteer programme, or is volunteer involvement ad hoc?

* Are senior carers and nurses spending time on tasks that trained junior staff could safely
do?
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SECTION 4: DIGITAL TECHNOLOGY

Reducing workload safely, ethically and practically

Technology as a Workforce Multiplier

The right technology does not replace care staff — it multiplies the capacity of care staff to do the
work that only people can do. Digital tools that eliminate paperwork, automate monitoring, simplify
communication, and surface the right information at the right time are not a luxury for well-funded

care homes. They are increasingly the baseline of a financially sustainable service.

This section explores the technology landscape in terms of what is available, what it costs, and
what it practically delivers. It also addresses the ethical and regulatory considerations that must be
central to any technology adoption in a care setting.

Digital Care Planning and Recording

Eliminating Paper

Paper-based care records are one of the most significant sources of hidden cost in care homes.
The time spent writing, filing, searching for, and duplicating paper records is rarely measured —
but when it is, the findings are striking. Services transitioning from paper to digital care planning
commonly report saving between 30 and 60 minutes of staff time per carer per shift in
documentation work.

In a 40-bed care home with 10 care staff on duty across early and late shifts, even a conservative
20-minute saving per person per shift represents 3.3 hours of care time reclaimed daily — over
1,200 hours per year, equivalent to more than £12,000 in staff cost at current care worker rates.

Digital Care Planning Financial and Quality Benefit

Feature

Point-of-care recording on  Eliminates the need for staff to leave the resident to document;
tablet or handheld device records are more accurate, more contemporaneous, and take less

time
Pre-populated care plan Reduces the time to complete and update care plans; ensures
templates linked to consistency across the team
assessment tools
Automated prompts and Eliminates the management time spent chasing overdue reviews;
alerts for care plan reduces regulatory risk from outdated plans

reviews

Real-time visibility of care = Managers and seniors can see at a glance which residents have

delivery across the received care that shift; gaps are visible before they become

building incidents

Family access portals Reduces inbound phone calls from families seeking updates — a
significant time cost for senior staff and managers

Incident and accident Eliminates duplicate recording; produces instant analysis reports

recording linked to care for quality monitoring and inspection preparation

plans
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Electronic Medicines Administration Records (eMAR)

The management and administration of medicines is one of the most time-intensive clinical
activities in care homes. An unassisted nurse or senior carer conducting a medication round in a
20-bed nursing home can spend up to two hours per round in a paper-based system. eMAR
systems have been shown to reduce this time by 30-50% and to dramatically reduce medication
errors.

+ eMAR systems create a pre-populated medication schedule from the pharmacy dispensing
system, eliminating manual transcription and the errors associated with it

» Barcode scanning of resident identity and medication at the point of administration creates an
auditable record that is far more robust than paper MAR sheets

* PRN medication recording, stock management alerts, and controlled drug records are
managed within the same system — eliminating parallel paper processes

* Ordering is automated — running low on a medication generates an alert rather than
requiring manual stock checking

* Inspectors in both Scotland and England increasingly expect to see eMAR as part of a

modern medication management system — paper MAR sheets are an increasing inspection
concern

Ethical Responsibility in eMAR Implementation

* eMAR systems should always be implemented with proper staff training and a managed
transition period — a rushed rollout in a high-dependency service creates clinical risk

* Ensure your pharmacy supplier is compatible with your chosen eMAR platform before
commitment

* Maintain a contingency process for system downtime — a service that cannot manage
medicines when its technology fails has created a patient safety risk
* eMAR data is highly sensitive personal health information — ensure your data processing

is compliant with UK GDPR and your Data Protection Officer has reviewed the
arrangements

Monitoring, Sensing and Assistive Technology

Falls Prevention Technology

Falls are the most common adverse event in care homes and one of the most significant drivers of
additional care time, incident management, hospital transfers, and regulatory scrutiny. Technology
that reduces falls risk can have substantial financial and quality impact.

+ Bed and chair sensors that alert when a high-risk resident attempts to stand without
triggering a full alarm system — reducing both falls risk and the distress caused by noisy
alarm systems

* Wearable fall detection devices — these alert staff when a fall occurs, ensuring rapid
response and reducing the time a resident spends on the floor

» Door and exit sensors for residents who are at risk of leaving the building unsafely —
replacing constant visual observation with automated alerting

* Pressure-relieving mattress monitoring systems that track repositioning compliance without
requiring care staff to manually document every turn

Wellbeing and Observation Monitoring

Continuous observation of vulnerable residents in care homes is one of the most resource-
intensive tasks in the sector. Technology is beginning to offer ethically appropriate, privacy-
preserving alternatives to constant human observation in some contexts. These must always be
implemented with full transparency to residents and families and in compliance with regulatory
expectations.
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* Non-camera movement monitoring (using radar or passive infrared technology, not CCTV) in
bedrooms can detect unusual patterns — extended periods without movement, frequent
nighttime disturbance — and alert staff without video recording

» Sleep monitoring technology linked to care planning — evidence of poor sleep quality can
prompt medication review, care plan review, or environmental assessment, reducing the
hidden impact of sleep deprivation on resident behaviour

» Smart nurse call systems that record response times, analyse patterns, and identify residents
whose call bell use is increasing — an early indicator of deteriorating need

settings

Ethical and Regulatory Considerations for Monitoring Technology

*  Any monitoring technology used in private resident spaces must be implemented with the
fully informed consent of the resident (or their welfare guardian/power of attorney where
the resident lacks capacity)

*  Monitoring should always be proportionate to identified risk and subject to regular review
— continuous monitoring of a lower-dependency resident raises different ethical questions
than monitoring of a resident at high risk of falls

* In Scotland, the Coronavirus (Scotland) Acts provisions on care home visiting and the
broader principles of the Health and Social Care Standards apply to technology use in care

* In England, CQC expects providers to demonstrate that any surveillance or monitoring
technology is used ethically, proportionately, and in the person's best interest

* Always document the decision-making process around technology use in the resident's
care plan — including who was consulted, what was agreed, and when it will be reviewed

* Consider your information governance obligations carefully — any system recording or
processing personal data about residents requires a lawful basis under UK GDPR, a Data
Protection Impact Assessment, and appropriate retention and security arrangements

Artificial Intelligence in Care: Emerging Options

Artificial intelligence is beginning to enter the care home sector in a number of ways. It is important
to approach this area with both curiosity and appropriate caution — some applications are well-

evidenced and practically useful; others are at an early stage of development or carry risks that are
not yet fully understood.

Al Application

' Current Practical Value

Considerations

Al-assisted care
plan generation

Predictive
deterioration alerts

Natural language
voice recording

Al-assisted rota
optimisation

Some digital care platforms are
introducing Al tools that suggest
care plan content based on
assessment data and previous
entries, reducing the time taken to
write and update plans

Systems that analyse patterns in
vital signs, weight, fluid intake, and
activity data to flag residents at risk
of deterioration before a crisis
occurs

Voice-to-text tools that allow carers
to verbally record care notes on a
device, with Al converting speech to
structured text

Some workforce management
platforms now include Al tools that
suggest rota designs based on

Always requires human review
and personalisation — Al-
generated text must not replace
genuine knowledge of the
resident

Requires consistent data input to
function reliably; staff must
understand how to interpret and
act on alerts

Accuracy depends on
environment and accent; privacy
considerations in shared spaces;
requires review before filing

Outputs are suggestions, not
decisions — the registered
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Al Application | Current Practical Value Considerations

demand data, staff availability, and manager retains responsibility for

dependency levels all staffing decisions
Automated family Al-generated update messages to Must be reviewed before sending;
communication families based on care record families must consent; Al cannot
activity — flagging positive events, replace genuine relationship-
milestones, or wellbeing based communication
observations

Technology Adoption: A Practical Approach

Start with the technology that addresses your biggest pain point — if documentation is
consuming 25% of your staff time, digital care planning is your first priority

Involve staff in selection and implementation — technology imposed on a care workforce
without consultation will be resisted and underused

Pilot before you procure — most reputable vendors will offer a trial period; use it properly,
involve frontline staff in the evaluation, and measure actual time savings

Build the business case before you sign a contract — what is the technology expected to
save in staff time or agency cost? What is the payback period?

Ensure your information governance arrangements are in place — data protection, UK
GDPR compliance, and staff training on information security must accompany any new
digital system

Plan for training and the transition period — a service that is digitising its care records will
experience a temporary productivity dip during transition; factor this into your timeline and
staffing plan

Self-Assessment: Digital Technology

What proportion of your staff time is currently spent on documentation?

Is your medication administration managed using eMAR, or are you still using paper MAR
sheets?

Are you using any monitoring or sensing technology, and is it implemented with
appropriate consent and governance?

Have you explored Al-assisted tools for care planning or rota management?

Is your information governance framework (data protection policy, DPIA process, UK
GDPR compliance) up to date for your current technology?
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SECTION 5: INTEGRATED CARE SYSTEMS AND

PLATFORMS

Eliminating duplication and unlocking the value of connected data

The Cost of Disconnected Systems

Many care homes operate with a collection of separate digital systems — a care planning platform,
a separate eMAR system, a standalone rota tool, a finance package, a HR system, and a family
portal — that do not communicate with each other. Staff enter the same information multiple times
into different systems. Managers pull data from multiple sources to answer basic questions.
Handovers reference three different platforms. Inspectors ask for evidence that has to be
assembled from four different places.

This duplication is not just administratively frustrating — it is expensive. Every time a member of
staff enters information twice, they are spending time they could be spending on care. Every time a
manager spends 30 minutes assembling a report from disparate systems, they are not doing the
quality oversight work that protects the service.

The Cost of Duplication: A Simple Calculation

* Assume care staff in your service spend an average of 15 minutes per shift on entering
information into more than one system (a conservative estimate in paper-heavy or multi-
platform services)

* In a 40-bed home with an average of 12 care staff per day across all shifts, this is 3 hours
of staff time per day lost to duplication

* At an average blended care worker cost of £13.50 per hour, this is £40.50 per day —
£14,782 per year

* Many services lose significantly more than this. Addressing system integration is therefore
a legitimate six-figure financial opportunity in larger homes

What Integration Actually Means

Levels of Integration

Integration does not require a single monolithic system for everything — it means that the systems
you use can share data with each other without requiring human re-entry. This is typically achieved
through application programming interfaces (APIs) that allow different platforms to communicate,
or through a centralised data hub that all systems feed into and draw from.

Integration Level ' What It Looks Like in Practice

Level 1: Shared login Staff log into one platform and can access all connected systems

(Single Sign-On) without re-entering credentials — small improvement but reduces
friction and security risk

Level 2: Read-across Care planning data can be viewed within the rota system;

between systems medication records are visible alongside the care plan — reduces
searching, does not eliminate re-entry

Level 3: Bi-directional A change in a resident's care plan in the care planning system

data sharing automatically updates the relevant record in the eMAR and rota

systems — eliminates most duplication

www.macresearchandconsultancy.co.uk | Insight. Practice. Impact. | Page 18



Mac Research and Consultancy Limited | Financial Sustainability Guide for Care Homes

Integration Level \ What It Looks Like in Practice

Level 4: Full platform

integration

All core systems — care planning, medication, rota, HR, finance,

family portal — operate from a shared data model; information
entered once flows to all relevant places automatically

Core Systems and Their Integration Potential

In a well-integrated care home, the following systems should be able to share data seamlessly:

Core Function

Digital care
planning

eMAR

Rota and
workforce
management

Finance and
billing

HR and training

Family and
resident portal

Records of
resident needs,
preferences, care
delivery,
outcomes

Medication
management,
administration
records, stock
control

Shift scheduling,
absence
management,
agency
management,
compliance
tracking

Fee management,
invoice
production,
occupancy
tracking, cost
management

Staff records,
training matrix,
supervision
records,
DBS/SSSC/NMC
registration

Communication
with families, care
updates,
document
sharing, feedback
capture

Key Integration Points

Links to: eMAR,
monitoring devices, family
portal, incident recording

Links to: care plans,
pharmacy system, GP
prescribing systems,
incident recording

Links to: payroll, HR
records, dependency data,
agency platforms

Links to: rota/payroll for
staffing costs; care
planning for fee review
triggers; HR for absence
cost tracking

Links to: rota (training
compliance alerts); payroll
(contract changes,
increments); incident
recording

Links to: care planning
(care record sharing);
incident recording (family
notification); activities
(event sharing)

Financial Value of Integration

Eliminates duplicate recording;
accelerates care plan reviews;
reduces inspection preparation
time

Reduces medication round
time; eliminates stock
management as a separate
task; reduces transcription
errors

Automates payroll data
transfer; links staffing to
dependency levels; tracks
training compliance
automatically

Automates billing for NHS and
LA placements; links fee
reviews to dependency data;
produces real-time margin data

Automates compliance alerts;
eliminates manual training
matrix management

Reduces inbound family calls;
improves family confidence;
supports positive inspection
evidence

Choosing and Implementing an Integrated Platform

The Market Landscape

The UK care home technology market has matured significantly. Several platforms now offer broad
integration across care planning, eMAR, and family communications. The market includes both
large established players and newer, more agile providers. Rather than naming specific vendors —
which change in capability and pricing rapidly — the following criteria are more useful when
evaluating options:
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UK-specific compliance — ensure the platform is designed for UK care regulation, including
SSSC requirements in Scotland, CQC evidence requirements in England, and UK GDPR
data processing

Integration depth — ask specifically which systems it integrates with natively, and which
require third-party connector tools (which add cost and complexity)

Ease of use for non-technical staff — the best platform is the one your team will actually use;
involve frontline care workers in any trial evaluation

Mobile-first design — care staff are not desk-based; a platform designed for tablet and
mobile use delivers far more value than a desktop-first system

Vendor stability and support quality — the support model matters enormously in a 24/7 care
environment where system downtime has immediate operational consequences
Implementation track record in care homes of your size and type — a platform designed for
large NHS trusts may be over-engineered and over-priced for a single care home

Data portability — ensure you can export your data if you change provider; this is both a
practical and a regulatory consideration

Implementation: Getting It Right

Technology implementation in care homes fails more often through poor implementation planning
than through technology failure. Key principles for a successful rollout include:

Appoint a digital champion from within your frontline team — someone who is enthusiastic,
trusted by colleagues, and will advocate for the system during the difficult early stages

Plan your implementation in phases — care planning first, then eMAR, then rota integration
— rather than attempting a full simultaneous switch

Maintain parallel systems (paper and digital) for a defined transition period — typically four to
six weeks — before going fully digital; do not cut off paper records prematurely

Build dedicated training time into your rota during implementation — a shift where staff are
learning new systems while delivering full care is not a viable model

Set realistic expectations with staff about the initial productivity dip — this is normal and
temporary; the financial benefits accrue after the transition period, not during it

Report monthly on the key indicators you expected to improve — documentation time,
agency spend, medication error rates, family call volume — so that the benefits are visible
and celebrated

The Integrated Care Record and Regulatory Readiness

A fully integrated digital care record is not just a financial tool — it is one of the most powerful
inspection preparation tools available to a care home. When the Care Inspectorate or CQC arrives,
the ability to demonstrate care quality through a coherent, contemporaneous, searchable digital
record is transformatively different from presenting folders of paper.

Digital records allow inspectors to review care delivery across any time period quickly and
reliably — this transparency is seen positively, not as risk

Audit reports can be generated in minutes rather than hours — medication compliance rates,
supervision completion, care plan review currency, incident analysis — all available on
demand

Themes and patterns are visible in digital data in ways that are invisible in paper records — a
well-configured digital system is, in effect, a continuous quality monitoring tool

The CQC's Single Assessment Framework and the Care Inspectorate's quality frameworks
both increasingly expect digital evidence to be available; services operating on paper are at a
structural disadvantage

www.macresearchandconsultancy.co.uk | Insight. Practice. Impact. | Page 20



Mac Research and Consultancy Limited | Financial Sustainability Guide for Care Homes

Self-Assessment: System Integration

How many separate digital or paper systems do your staff use across a single shift?
How many times is the same information entered into more than one place?

How long does it take your manager to produce a medication compliance report or care
plan currency report?

Are your rota and payroll systems connected, or is data transferred manually between
them?

When you prepare for an inspection, how many different sources do you need to draw
evidence from?

Have you calculated the staff time cost of your current documentation and data entry
burden?
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SECTION 6: PUTTING IT TOGETHER

A financial sustainability framework for immediate action

From Insight to Return

The five areas explored in this guide are not independent levers — they work together. A
dependency-led staffing model is more powerful when it is fed by integrated digital care data. An
optimised rota generates greater savings when it is built in a system that links directly to payroll. An
activities worker who frees senior carer capacity creates more value in a service where that senior
carer time is visibly tracked and redeployed.

The framework below organises potential actions by time horizon and estimated financial impact.
These figures are indicative and illustrative only — your actual results will depend on the size and
profile of your service, your starting point, and the quality of your implementation.

Indicative Financial Impact Summary

Action Area Estimated Investment Required | Time to Impact

Annual Saving*

Rota redesign based £8,000 — £25,000  Manager time (20-40 3-6 months

on demand mapping hours); possibly rota
software
Internal bank £15,000 — Bank worker 6-12 months
development reducing £60,000+ recruitment; modest
agency spend by 20% premium rate uplift
Dependency-led £5,000 — £20,000 Assessment tools; 3-9 months
staffing model and fee manager time; finance
review review
Activities role £8,000 — £18,000 Role redesign; 3-6 months
redesigned for care possible additional
impact activity worker hours
Digital care planning £12,000 - Platform cost £5,000- 6-18 months
(paper to digital) £35,000 £15,000/year; training
time
eMAR implementation  £8,000 — £20,000 Platform cost; 3-9 months
pharmacy integration;
training time
Integrated platform £20,000 — Platform cost; 12-24 months
(full) £80,000+ implementation
resource; training
Rota management £5,000 - £15,000  Software licence 3-6 months
system £1,500-£5,000/year

* These are indicative ranges for a 30-60 bed care home. Actual savings will vary significantly. All estimates assume
effective implementation. This is not financial advice.
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A Recommended Sequencing

If you are approaching this for the first time, a sensible sequence is:

* Gather the baseline data — agency spend, documentation time, rota patterns,
dependency levels, system count. You cannot improve what you have not measured.:
Month 1-2

* Address the rota first — this is the highest-impact, lowest-cost intervention and
provides immediate financial return while longer-term technology decisions are
developed: Month 2-3

* Implement dependency assessment systematically and connect findings to fee
reviews and rota calibration: Month 3-6

* Redesign the activities role and review the senior/junior balance in your staffing
model: Month 4-8

+ Select and implement your digital care planning and eMAR solution — allow a
minimum of 12 weeks for implementation and stabilisation: Month 6-12

* Progress toward full platform integration as your confidence in digital systems grows
and your team's capability develops: Month 12-24

Building Your Own Operational Sustainability Case

Use the template below to build your own operational sustainability case for each area. Completing
this exercise with your management team creates shared ownership of the agenda and provides a
basis for board or investor reporting.

Focus Area Current State/ Target State Estimated Owner and Review

Baseline Saving Date
(Annual)

Rota optimisation
Agency dependency

Dependency-led
staffing

Activities role impact
Digital care planning
eMAR

System integration
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ABOUT MAC RESEARCH AND CONSULTANCY

Mac Research and Consultancy Limited is a specialist social care consultancy with deep expertise
across Scotland and England. Founded by a practitioner with over 20 years of senior social care
experience, we work alongside care providers on the challenges that matter most — regulatory
readiness, financial sustainability, workforce development, and the quality of life for the people who
live and work in care settings.

Our operational sustainability work for care home operators includes rota analysis and redesign,
dependency assessment frameworks, digital technology strategy, platform procurement support,
and integrated quality and financial governance reviews.

Service Area ' What We Offer

Rota and Workforce Data-led review of your current staffing model against dependency
Analysis levels and demand patterns, with specific rota redesign
recommendations and financial projections

Dependency Assessment Development or review of your dependency assessment

Frameworks processes, linking findings to staffing ratios and fee review
structures

Digital Technology Independent advice on platform selection, integration planning,

Strategy and implementation support — not tied to any specific vendor

Care Inspectorate / CQC Comprehensive pre-inspection assessment against current

Readiness regulatory frameworks, with a prioritised improvement plan

Policy and Procedure Full policy suites, procedures manuals, and supporting

Development documentation developed to your service's specific context

Workforce Development Bespoke training design across dementia care, LGBTQ+ inclusion,

and Training leadership, and care quality topics

Insight. Practice. Impact.

Mac Research and Consultancy Limited
www.macresearchandconsultancy.co.uk

This guide does not constitute legal, financial, employment or requlatory advice. All figures are indicative only. Always
seek professional advice before making significant changes to your service.
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