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Foreword

This is the eighteenth volume in a series of volumes from a Department of Health-funded
programme of work based at the Personal Social Services Research Unit at the University of
Kent. To a greater or lesser degree, the costs reported always reflect work in progress, as the
intention is to refine and improve estimates wherever possible, drawing on a wide variety of
sources. The aim is to provide information that is detailed and comprehensive, and to
improve unit cost estimates over time, drawing on material as it becomes available, including
ongoing and specially commissioned research, and quoting sources and assumptions so
users can adapt the information for their own purposes.

In putting the volume together, there are a large number of individuals who have provided
direct input in the form of data, permission to use material, and background information
and advice.

Grateful thanks are extended to Ann Netten and Jennifer Beecham who have been an
invaluable source of support in the preparation of this report. I would also like to extend a
special thanks to Glen Harrison and Nick Brawn for taking expert charge of the design and
typesetting. Thanks are also due to Barbara Barrett, Sarah Byford, Adelina Comas-Herrera,
Isabella Craig, Jane Dennett, Keith Derbyshire, Jessica Dunn, Christine Eborall, William
Fenton, Jose Luis Fernandez, Nika Fuchkan, Ben Hickman, Lisa Holmes, Sarah Horne,
Jessica Illingworth, Martin Knapp and David Lloyd. Thanks also to Samantha McDermid,
Siobhain McKeigue, Stephen Richards, Tim Roast, Renee Romeo, Julie Selwyn, Joseph
Sempik, Justine Schneider, Nalyni Shanmugathasan, Ian Shemilt, David Stevens, Rob
Stones, Marian Taylor, Rhiannon Tudor-Edwards, Matt Walker, Helen Weatherly, David
Wheatley, Karen Windle and Raphael Wittenberg.

If you are aware of other sources of information which can be used to improve our
estimates, notice errors or have any other comments, please contact Lesley Curtis, email

L.A.Curtis@kent.ac.uk, telephone 01227 827193.

Many figures in this report have been rounded and therefore occasionally it may appear that
the totals do not add up.

This report may be downloaded from our website: http://www.pssru.ac.uk






Editorial

Lesley Curtis

In this section, traditionally we have introduced new information and identified
improvements and other changes that have been made to the Unit Costs publication since
the previous year. However, given that we have reached the end of a decade, it is a timely
opportunity to look back at improvements over the past ten years — to see how we have
improved our estimates and how the volume has expanded in response to government policy
initiatives. We begin with a summary of what we have always aimed to do in this publication
and then continue in more detail with an overview of how our information sources have
changed and how we have improved the quality and accuracy of our costs in specific areas.
We then address new inclusions in this year’s volume and provide a brief outline of all new
schemata and information.

The aims of the publication

The publication, funded by the Department of Health and now in its eighteenth year was
first developed with the aim of bringing together information about the costs of health and
social care in a way that, as far as possible, is transparent and compatible. Supported by an
Advisory Group comprising Department of Health personnel, SCIE representatives as well
as some of the foremost academics working in health and social care economics, we have
been able to bring together information from a variety of sources to estimate the most
up-to-date nationally-applicable unit costs for a wide range of health and social care services
in England. Based in economic theory, the volumes present the unit costs and the
estimation methods used, provide references for data sources and other cost-related
research, as well as short articles and commentaries. The basis has always been to identify,
as closely as possible the economic cost (long run marginal opportunity cost), by drawing
on research and occasional specific analyses. Wherever data are available bottom-up
estimates have been provided allowing users to tailor the costs calculations to suit the
perspective and purposes of their particular costing exercise. The transparency of the
estimates has also meant that the information can be used to interpret other costs:
identifying whether variations are attributable to differential wage rates or overhead costs for
example. Moreover, long-term components have been included which are not appropriate to
establish on a local level, such as costs of qualification for health service workers.
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We have always favoured research and specific surveys as a source of cost information in
which the data are collected, analysed and investigated in more depth than is possible in
routine data collections. However, the problem with research and occasional survey sources
is that they get outdated as practice changes so it has been an important exercise every year
to check whether the costs and services from such sources are still representative of current
service providers. Clearly services change and develop over time and likewise the roles and
titles of staff may change, perhaps to meet national or local policy requirements. Our rule
has always been that if a service or professional role is still available, but the costs are out of
date, current salary information and inflators are employed to adjust the costs to the present
year. However, if a schema is ten or more years old and the service is no longer relevant, we
delete the schema from the publication until new research or other data are available.

Another important exercise where direct information is not available is to test the sensitivity
of results of any cost estimation to changes in assumptions. For example one important
assumption made with respect to capital costs is the level of the expected rate of return on
that capital (discussed later in this editorial).

At the beginning of 2000, the Unit Costs volume included about 82 service types which at
the end of the decade have risen to more than 130. Circulation figures have increased and a
measure of the volumes' use is shown by the fact that a search on the Web of Science
database showed that more than half (56 per cent) of all economic evaluations or
cost-effectiveness studies published in English journals between 2003 and 2008 cited the
Unit Cost of Health and Social Care as a source for their unit cost estimates.

Below we have taken the opportunity to review our information sources over the years in
specific areas and then discuss new inclusions in this year’s volume. The volumes have
traditionally been divided into subsections, section I which covers services used by a
particular client group and sections II, III and IV which deal with the unit costs of
professionals. Section V is a miscellaneous section which presents information on inflation
indices, Agenda for Change salary bands and other useful information such as a list of
articles provided in previous volumes and also a list of other useful sources of information.
This section is not discussed in any more detail in this editorial.

Section 1

Services for older people

Estimates for nursing homes and residential care homes have traditionally been drawn from
Laing and Buisson. These have been supplemented each year, as are many of the services,
by the Personal Social Services Expenditure Information (PSS EXI) data provided by the
NHS Information Centre. We have also drawn on specific studies, for example the
information on day care includes the results of a survey carried out by Age Concern.

Services for people with mental health problems

Since Chisholm et al.’s Mental Health Residential Care Study was published in 1997, we
have continued to draw on this information over the years and to uprate it to current values.
The Survey of Day Activity Settings for People with Mental Health Problems (Beecham et
al., 1998) has been the main source of information for day care. This year schemata on both
residential and day care have been supplemented by PSS EX1 data or the NHS Reference
Cost data discussed below in more detail. Other schemata include sheltered work schemes,
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cognitive behaviour therapy and counselling services all of which have been drawn from
specific surveys.

Services for people who misuse drugs/alcohol

Based on the National Treatment Outcome Research Study: NTORS (1997), we have
continued through the decade to include information on people who misuse drugs/alcohol.
This year, we are providing updated costs for residential rehabilitation, inpatient
detoxification and specialist prescribing using information provided by the National
Treatment Agency (NTA) (Personal communication with the NTA, 2010).

Services for people with learning disabilities

Throughout the decade until 2009, we have drawn on estimates for people with learning
disabilities which were provided by Emerson and colleagues (1999). In last year’s
publication, this information was replaced with new estimates using information from a
study carried out by Felce and colleagues (2005) and funded by the Wellcome Trust.

Services for disabled adults

The 2002 Unit Costs report saw the introduction of costs of services for disabled adults, an
area of increasing policy importance. With the National Service Framework for Long-term
Conditions focusing on the needs of people with neurological conditions and brain and
spinal injury, we took the opportunity to include cost estimates for a variety of rehabilitation
and independent living services, as well as nurse-led rehabilitation wards.

Services for children

In 2001, the Children in Need (CiN) Census provided some of the first information on how
social services money was spent on children. Although data on looked after children had
been available for many years, there had previously been no reliable information on the
number of children living with families or independently who received support. The Census
also had the signal advantage of combining information on the needs of children, the service
responses and expenditure data. Analyses of these data provided information such as social
services costs per child per week by region, by need category, by placement type and also by
child protection register status. Iterations of this have allowed us to update the information
in the Unit Costs volumes on a regular basis. Unfortunately since 2005, the unit costs of
services children receive have not been collected and information in this publication has
been uprated where appropriate.

In the 2004 volume, we introduced several new children’s services as well as including four
articles on children’s services (adoption, cost of undertaking core assessments, home-start
and costs of family support services). In 2007, when responsibility for many children’s
services and routine data collections was transferred to the Department for Children,
Schools and Families (DCSF), unit costs for these services had to be excluded from these
volumes. For this volume (2010), some funding was provided by the Department for
Children and Families (now the Department for Education) and several new services have
been included and are discussed later in this editorial.
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Hospital costs and other services

This section has always been headed with a table of information taken from the NHS
Reference Costs. This shows details of unit cost, average length of stay and activity levels of
a wide range of hospital services and describes how and on what NHS expenditure is used.
Reporting over the last decade has become more reliable and the Department of Health, in
partnership with the Audit Commission, is currently reviewing its Reference Cost collection
process, with the objectives of improving the accuracy of submissions and increasing the
usefulness of the information provided.

In this section too, we have continued to add other information relating to services used by
all client groups. These include intermediate care, discussed in the 2000/01 NHS Plan as
‘the bridge between hospital and home’ which would ultimately eliminate ‘bed blocking’,
and more recently the costs of the Expert Patients Programme research carried out by the
University of York. Other schemata such as those providing equipment costs have been
regular items over the past decade.

Care packages

In 2007, national policies such as the NHS Plan (Department of Health, 2000), the NHS
Improvement Plan (Department of Health, 2004) and Our Health, Our Care, Our Say
(Department of Health, 2006) placed an emphasis on self directed care using Direct
Payments and Individual Budgets/Personal Budgets and consequently there was an
increasing interest in the cost of care packages. Whereas our usual approach in this
publication is to present unit costs as the cost of providing a particular service or
professional, for self-directed care the unit of interest should be the individual and the
combination of services they use, rather than a single service. For the last few years,
therefore we have included cost information for community care packages for older people.
Each care package schema reports service inputs identified in specific research studies and
combines these with unit costs drawn from this publication or estimated as part of the
research. Information on accommodation and living costs for those living in their own
homes is taken from the most recent Family Expenditure surveys and is included so a
comprehensive picture is provided of the costs of supporting individuals with specific
characteristics.

The coalition government has since placed further emphasis on personalisation in outlining
its vision for personalised social services with the announcement that the aim is to ‘extend
the greater roll-out of personal budgets to give people and their carers more control and
purchasing power’ (HM Government, 2010).

This year, these ‘care packages costs’ have been presented in a new chapter.

Sections I, 11l & IV

These sections present the costs for professionals and teams of professionals who can
provide support for all client groups and are divided in the volume according to whether
staff are health or social care professionals and whether they are hospital or community
based. There is also a chapter (12) which provides information on multi-disciplinary teams
for adults with mental health problems. All these sections provide the costs associated with
salaries, direct and indirect overheads and capital. All unit costs are desegregated to hourly
costs and care is taken to keep the number of working days current by deducting the correct
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number of days for annual, statutory and sick leave using survey data from the Information
Centre for NHS staff and the Local Government Association for local authority
professionals.

Our basic unit cost for health and social care professionals is the cost per working hour,
however for many purposes, in both research and commissioning, other ‘units’ are more
useful, perhaps an hour of patient contact or for all-patient-related activity. To calculate
these costs, we need a breakdown of the professional’s time. Wherever possible this
information has been drawn from specific research studies, or from national data collections
such as the Child and Adolescent Mental Health Service (CAMHYS) or the Social Workers’
Workload Survey (Baginsky et al., 2010) discussed in more detail below.

Below, we review our current and past sources over the last decade for these sections.
Data sources

Salary and oncosts (NI contributions and employers contribution to superannuation)

At the beginning of the decade, salaries of NHS staff were set by The Whitley Councils but
these were phased out and in 2006 the Unit Cost volume included the Agenda for Change
data for the first time. The aim of this new system was to modernise the NHS pay system
and create fair, harmonised conditions of service. Each role was also mapped as closely as
possible to new generic profiles created as a result of the Agenda for Change job evaluation.
This resulted in many adjustments to salary costs and consequently to the unit costs of the
professionals. Also under the Agenda for Change reforms, changes to the working week and
annual leave were made. In the same year (2006), the rate the NHS contributed to
superannuation rose from 4 per cent to 14 per cent. All these changes in staff policy and
practice were reflected in new calculations for the costs of health service professionals.

Prior to the year 2000, salaries for local authority staff were based on information from a
survey of English local authorities conducted in 1993 (Local Government Management
Board and Association of Directors of Social Services, 1994) and were uprated each year.
Concerns about the index used for uprating and length of time since the survey prompted
the PSSRU to carry out their own surveys of local authority staff and we used the mid-point
of salary ranges and weighted them to reflect the national numbers of social workers in each
type of authority. In 2004 however, we were able to use the Social Services Workforce
Survey 2003, published by the Employers’ Organisation for Local Government. Currently
this and the Local Government Earnings Survey and National Minimum Dataset for Social
Care (NMDS-SC) forms the basis of the salary cost component for staff who work for local
authorities. Unlike the rate contributed by NHS employers to superannuation which is
fixed, the rate for local authorities varies from year to year and from council to council. We
therefore carry out a survey each year of around 30 local authorities to determine the
average. For both NHS and local authority staff, national insurance contributions have been
calculated according to HMS Revenue and Customs guidelines. The Social Workers’
Workload Survey (2009) this year provided detailed information on how social workers (and
team leaders) spend their time and using this we have been able to provide multipliers for
time spent on client related work and on face-to-face contact.
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Quadlifications

With the increased demand for health and social care service professionals and increased
flexibility in ways of working, training the workforce has become an important issue. To
incorporate the resource implications of maintaining a trained and skilled workforce into the
costs of care delivery, the costs of training and education have to be valued explicitly. The
Ready Reckoner project (Netten et al., 1998b) commissioned by the Department of Health
over a decade ago, provided the methods on which to do this. In the past ten years, we have
carried out work in order to improve our estimates of training health care staff and also
Allied Health Professionals (Curtis & Netten, 2005; 2007), and this year the qualification
costs for social workers have been included for the first time. This inclusion has increased
the unit costs by 35 per cent. As with all the unit costs of professionals in these volumes, we
present the estimate with and without training costs. The calculations are based on a 2008/
09 analysis of the working lives of social workers and the cost of qualifying a social worker
(Curtis et al., 2010; Curtis et al., forthcoming).

We have also taken account of the major reforms to postgraduate training for medical
officers and doctors implemented under the Modernising Medical Careers (MMC)
government initiative. Under this scheme, all doctors in training could apply for flexible
training after first entering a Foundation Programme for two years, where they gained
generic skills in caring for the acutely and critically ill. This meant that there was no longer
entry into the Pre-Registration House Officers grade and entry into the Senior House
Officer (SHO) grades and Specialist Registrar (SPR) grades were closed. Again the costs of
policy and practice changes are reflected in our calculations.

Overheads

In the publication, we have always distinguished between two types of overhead. Direct
overheads are those resources required to deliver the service and which are related directly
to the level of service activity. Indirect overheads include the costs of support services that
are required for services to carry out their main functions, such as human resources and
finance departments.

The level of overheads required to support any one type of professional is very difficult to
establish with any accuracy. Wherever possible, we have used data from individual research
studies however there has been a dearth of information about these costs. Throughout the
decade, for NHS staff, we have based our estimates on returns to the Department of Health
and information provided by Trusts participating in the Ready Reckoner project mentioned
above. For local authority staff, information has been based on a study by Knapp et al.
(1984). However long-standing concerns about the limited information available on local
authority overheads have been addressed this year.

We have drawn on two new research studies in order to improve estimates for local authority
overheads. The first study was carried out at the University of Bristol by Selwyn et al.
(2009) and is based on data from seven local authorities. The second study was carried out
at the PSSRU at the University of Kent and forms part of our evaluation of re-ablement
services and uses data from a further four local authorities.

The estimates have been combined and a weighted average calculated. Total overheads
(excluding travel and capital) as a percentage of direct salary costs have been estimated at
45 per cent of direct payroll with a range of 42 per cent to 56 per cent. Indirect overheads
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(cost of central functions such as finance, general management and human resources,
including indirect running costs) were 16 per cent of direct salary costs (range of 1 to 20 per
cent), direct overheads (administration and supervision) were 22 per cent of direct salary
costs (range of 14 to 41 per cent) and premises (all office costs, uniforms, stationery etc.)
were 7 per cent of direct salary costs (range of 2 to 9 per cent).

Of course this figure is much higher than that used in earlier volumes and has therefore, also
raised the unit cost of many social care services compared to previous estimates. The size
and sample precluded any analysis of regional variations. As the number of Local
Authorities providing these data grows in future years, then so will the confidence in the
overhead value.

Capital overheads

In order to allow for the opportunity cost of buildings and equipment used in the
production of services we have to make assumptions about both the length of time that the
‘investment’ will be tied up in the service and the rate of return on that investment. The cost
of land is an important element of the capital costs of many services and is also taken into
account in the calculation using information provided previously by the Housing Statistics
Division of the Office of the Deputy Prime Minister (ODPM) and latterly the Communities
and Local Government. Information on the cost of buildings and offices has continued to
be taken from the Building Cost Information’s Survey of Tender Prices and annuitized
using the discount rate provided on Treasury guidance.

A major shift in assumptions about the rate of return on changes in guidance from the
Treasury had implications for the annual capital estimation in 2003, when the different
factors comprising the discount rate were ‘unbundled’ in the ‘Green Book’ (HM Treasury,
2003). On the basis of this analysis, Treasury advice has since been to use 3.5 per cent for
most purposes. The method we use therefore is either to obtain a valuation of the building
when available or in the absence of any specific information, the new build value from data
from the Building Cost Information Service (BSIC). These values are then annuitized over
60 years at 3.5 per cent (see Netten, 2003, for discussion about the discount rate).

The period over which equipment and adaptations should be annuitized is open to debate.
Ideally it should be annuitized over the useful life of the aid or adaptation and in many cases
this is linked to the length of time the person using the appliance is expected to remain at
home. Where it is expected that the house would be occupied by someone who would also
make use of the adaptation, a longer period would be appropriate. Clearly, this is difficult to
do in practice. For the purpose of the Unit Costs volumes, wheelchairs have been annuitized
over five years and equipment and adaptations have been annuitized over ten years (see
Netten, 2003).

Health and social care teams

In 1992, the Mental Health Service Mapping programme was developed to address an
information gap in mental health services and from 2002, Service Mapping data was
collected from NSF Local Implementation Teams (LIT) and was used in the Unit Costs
report for the first time in 2004. The standardised format allowed local data describing the
content and scale of mental health services to be brought together to provide a national
picture of provision. This enabled us to include the costs of services aimed to treat adults in
their own environments such as Crisis Resolution, Assertive Outreach and Early
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Intervention. Similarly the Child and Adolescent Mental Health (CAMHS) Mapping was
developed for the Department of Health to contribute to monitoring the expansion and
development of mental health service provision for children and adolescents and this
enabled us to include information on dedicated, generic, targeted and specialist child and
adolescent mental health teams in the report from 2006. This year however the CAMHS
mapping cost collection has been discontinued and currently there are no further plans to
collect this information.

What’s new in the publication this year?

This year as previously mentioned, as a result of some funding provided by the Department
for Education for this year's publication, we have been able to include costs for services
relating to children and families. We have also included new schemata for individual
placement and support and for re-ablement services. These new items are listed in more
detail below.

Articles

This year we have included four articles, the first by Lisa Holmes and Samantha McDermid
which presents the costs of short break provision for disabled children. This article outlines
the need to understand both the costs of services and also the costs of the different referral
and assessment routes to access the service.

The second by Karen Windle and colleagues discusses the costs of the Partnerships of
Older People Project (POPP) which was launched in 2005 to develop and evaluate services
and approaches for older people. It was aimed at promoting health, well-being and
independence and preventing or delaying the need for higher intensity or institutional care.

The third article has been written by Nika Fuchkan and colleagues and discusses the cost of
a specialised form of cognitive behavioural therapy used to treat post-traumatic stress
disorder.

We have also included an article by Adelina Comas-Herrera and Raphael Wittenberg on the
costs of funding long term care. This discusses estimates which have been made on life-time
costs of care and the methodologies used in their calculation.

New schemata
Individual placement and support (page 79)

A schema for providing evidence-based employment support in a mental health team has
been included in this latest volume.

Re-ablement service (page 126)

The need for greater investment in preventative and rehabilitation services was recognised a
decade ago and since then we have seen the introduction of various kinds of intermediate
care services designed to support people in their own homes. Unlike intermediate care
services, which were developed in the context of policy concerns about inappropriate
hospital bed use by older people, reablement services are usually available to adults of all
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ages. This year, we have included the costs which have been collected as part of a study to
evaluate the re-ablement service.

The costs for young adults with acquired brain injury (page 148)

This year we have included the costs for young adults with acquired brain injury following
research carried out by the PSSRU (Beecham et al., 2009) in response to two policy
emphases (transition to adult services and support for long-term conditions). In this
schema, we provide estimates of the health and social care costs of supporting young adults
with neurological conditions after transition to adult services. Four groups were identified
depending on their location at the community care stage. We present the average cost for
each group.

Hospital costs for children (page 105)

This year we have included a schema which provides a selection of costs for children’s
services from the NHS Reference Costs (6.1). As with the hospital costs for adults (7.1),
wherever possible we have also provided average costs for groups of services which have
been calculated by PSSRU and weighted according to the number of submissions received.
For information about the way in which reference cost estimates are constructed, please
refer to a previous article in the 2003 volume by Andrew Street (Street, 2003).

Key worker for disabled children (page 113)

This year, following the recommendation by the National Service Framework for Children,
Young People & Maternity Services (Department of Health & Department for Education
and Skills, 2004) for the provision of key workers to help families obtain the services they
require, we have included the costs of support for disabled children from a key worker (6.7).

The Incredible Years (page 115)

Following the success of the Incredible Years parenting programme developed by Professor
Carolyn Webster-Stratton, director of the Parenting Clinic at the University of Washington,
we are including a schema (6.9) which provides a bottom up costing provided by the
Incredible Years Welsh Office. This programme is designed to help parents deal with
problem children.

Multi-dimensional Treatment Foster Care (page 114)

Following research carried out by the Centre for Child and Family Research at
Loughborough University, we have included information on a programme of intervention
designed for young people who display emotional and behavioural difficulties (6.8). This
programme provides intensive support in a family setting where foster carers aim to change
behaviour through the promotion of positive role models. The schema provides the costs of
the multi-dimensional treatment and also comparative costs for other types of provision for
young people with similar needs.

The cost of autism (pages 134-138)

Given the growing evidence of the high costs of supporting people with autism spectrum
disorders (ASD), this year we are able to include information on their current support.
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Schema 8.2.1 reports the service and wider societal costs for the six months prior to
interview for pre-school children with autism. Taken from Barrett et al. (2010), we include
case studies of low and high cost cases. Schemata 8.2.2-8.2.4 are taken from Knapp et al.
(2007; 2009) and show the full costs of autism spectrum disorders using data on 146
children and 91 adults.

Finally, we would like to thank all those who have called or e-mailed to comment on
estimates or to let us know of new studies or estimates which will help to improve on the
accuracy of the unit costs. This information is invaluable and will help to ensure that we are
providing information which is as current as possible.
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The costs of short break provision

Lisa Holmes' and Samantha McDermid’

Introduction

The Centre for Child and Family research at Loughborough University was commissioned
by the former Department for Children, Schools and Families (now Department for
Education) to calculate the costs incurred by Children’s Services Departments to provide
short breaks to disabled children and their families (Holmes et al., 2010). Short breaks can
be delivered in the form of overnight stays, day, evening and weekend activities and can take
place in the child’s own home, the home of an approved carer or a residential or community
setting. The study aimed to calculate the costs of services, provided by both local authority
and voluntary service providers, along with the costs of the referral routes by which families
access short break provision, and any ongoing social care activity carried out to support the
child and family once in receipt of short break services.

Methodology

The unit costs of short break provision were calculated using a ‘bottom up’ methodology
(Beecham, 2000; Ward et al., 2008). This approach uses social care activity as the basis for
building up costs. Activities are organised into social care processes, linked to data
concerning salaries, overheads (calculated using the framework developed by Selwyn et al,
2009) and other types of expenditure.

Three local authorities and two voluntary service providers were recruited to participate in
this study. The authorities provided data on the short break services they offered and data in
relation to the social care activity for key processes. These included the Common
Assessment Framework, Initial and Core assessments, Child in Need reviews, and ongoing
social care activity. The two service providers supplied expenditure and service data.

The information underlying the unit cost estimations was gathered through five focus
groups, comprising 37 professionals. Questionnaires were also distributed to the authorities
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where panel procedures were in place for short break provision. The focus groups and
questionnaires explored the time spent on various activities associated with the social care
processes, to estimate an average total time for each process. Costs were then calculated,
based on out of London and London salary and overhead information.

Unit costs of short break provision: social care activity

Access to short break services

Each of the participating authorities had developed, or were in the process of developing, a
‘tiered’ referral process, whereby the assessment undertaken with families was determined
both by the presenting needs and the intensity of service likely to be required. Short break
services could be accessed via a local ‘core offer’ route for families with lower levels of need,
and a referral and assessment route for those with higher need.

The two types of access routes were costed for comparison: the ‘traditional’ assessment and
referral route, which includes an Initial or Core assessment, Resource Allocation Panels, and
assessments carried out as part of the Common Assessment Framework; and a local ‘core
offer’ model whereby a local authority offers the provision of a standardised package of
short break services to a specific population of disabled children and young people, who
meet an identified set of eligibility criteria.

The ‘traditional’ referral and assessment route was undertaken in the participating
authorities when it was considered that the services provided as part of the local ‘core offer’
would not adequately meet the needs of the child and their family. In such cases a more in
depth assessment was undertaken, most commonly an Initial assessment. One authority was
also using the Common Assessment Framework where appropriate. Participating authorities
reported that a Core assessment was only undertaken with those families whose need is
greatest, or when a more intensive service, such as an overnight short break, is required.

Ongoing support

In addition to the assessment of disabled children and their families and the delivery of
services, children’s social care departments provide ongoing support to families in receipt of
short break provision. This ongoing activity includes regular support visits to the family and
reviews.

Social care personnel across the three participating authorities identified that a support visit
would on average last for one hour. However, travel time varied substantially between the
authorities, ranging between 40 minutes and three hours. Activities carried out to complete
reviews included: preparation prior to the meeting, including updating and collating
relevant paper work and contacting other professionals; travel to and attendance at the
meeting; and any administrative tasks after the meeting, including the completion of
minutes and updates to the child’s care plan.

The unit costs of the short break social care process are outlined in Table 1.
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Table 1 Costs of short break social care processes

Process Out of London cost (£) London cost (£)
2009/2010 value 2009/2010 value

Referral and assessment processes
Local ‘core offer’ eligibility models Not available 12.032
Common Assessment Framework 186.102 Not available
Initial assessment 335.442 307.362
Core assessment 504.792 710.122
Ongoing support processes
Ongoing support 76.61b 99.32b
Reviews 193.252 260.632

a Per process per child.
b Per month per child.

Short break services

Disabled children and their families are not a homogenous group. The population of
disabled children within any one local authority may represent a wide range of needs and
personal circumstances. The research identified a wide range of services provided by the
local authorities, each designed to meet local need. A range of locations, staffing and
funding arrangements were in place. It was possible to identify some generic service types
under which the services identified could be categorised. However, a wide variety of services
were found within each service type. As such, costs of each service type also varied within
and across participating authorities according to the provider; the type and number of staff;
the length of the activity; the number of children attending; the needs of the child or
children accessing the service. Table 2 summarises the costs of each service type.

Table 2 Costs of short break services by service type

Average cost (£)
2009/2010 value
Service type Unit Mean cost Median Range (£)

(£) cost (£) 2009/2010 value
Residential overnight Per child per night (24-hour period) 262.77 288.28 69.97 — 405.74
Family based overnight Per child per night (24-hour period) 171.25 14712 140.36 — 226.26
Day care Per child per session (8 hours) 130.99 121.52 99.21 —204.83
Home support Per family per hour 21.75 21.75 17.54 - 25.60
Home sitting Per family per hour 18.53 18.53 10.98 — 26.07
General groups Per session 332.53 380.38 97.39 - 614.77
After school clubs Per session 280.19 271.47 239.77 - 331.17
Weekend clubs Per session 311.20 312.46 296.68 —324.172
Activity holidays Per child per break 1283.50 829.06 113.39 - 3,701.15b

a This cost is for a 2-day break.
b This cost is for a 7-day break.

Data from voluntary service providers
As with the participating local authorities, the nature of the finance data supplied by the

voluntary service providers (VSPs) varied. The costs of overnight services calculated from
the data obtained from the local authorities were comparatively similar to those calculated
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from data supplied by the VSPs. Calculated costs of local authority provided residential
services ranged from £223 — £419 per child per night for local authorities, compared to
£229 — £500 per child per night for VSPs. Family based overnights ranged from

£140 — £226 per child per night for local authorities compared with £97 — £265 for the
VSPs. A greater diversity in the unit costs was identified across the other services types.

Key findings
Social care activity and need

This study highlighted that in the majority of cases the level of social care activity was
determined by the needs of family. The referral routes used in each of the authorities
reflected the level of need of each family as were the frequency of visits to children and their
families. For instance, children receiving support as part of the local ‘core offer’ were subject
to lower levels of ongoing support, determined on a case-by-case basis in each of the
authorities. Children with higher levels of need accessed services through Initial or Core
assessments and received a higher level of ongoing support.

However, in each of the participating authorities, when a family had made a request for
direct payments, an initial assessment was required, regardless of the needs of the child and
their family. As a result of the initial assessment, a family in receipt of direct payments is
subject to regular visits and reviews. Social care professionals in each of the authorities
noted that this level of intervention was not always appropriate for the needs of the families,
which in many cases, may be comparable to those receiving services as part of the local ‘core
offer’.

Additional costs

Some of the services required additional activity before a child could access them. For
instance, in addition to the costs of an overnight short break placement, costs are
attributable to the time spent by social workers to introduce the child to the placement. The
time that social workers spent introducing a child to a new overnight short break placement
varied according to the needs of the child. Social workers reported that it took on average
7Y hours at an average cost of £288.04. This included visits to the new foster carers or
residential unit prior to placement, a pre-placement meeting, and the completion of
necessary paperwork.

Commissioning and setting up services

The study also identified that additional costs may be incurred when commissioning and
contracting services. Service managers from the participating local authorities and the
service providers reported that setting up and maintaining contracts takes up a substantial
proportion of their time. Service providers reported that the tendering and negotiating for
contracts was a time consuming process. Further work to identify the time spent on these
activities would enable accurate and more comprehensive calculations of the full cost of
commissioning services.

It was also noted by participants across the three local authorities that a considerable
amount of time was spent on the development and implementation of various services and
referral routes. Two of the participating authorities reported that they actively sought out
families who would be eligible for local ‘core offer’ services. This involved contacting special
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schools, GPs, specialist nurses and other professionals working with disabled children.
These activities also incur costs.

Conclusion

This study highlights the range and variability of short break services being offered to
disabled children and their families. The research also outlines that some of the services are
some of the most costly provided by Children’s Services Departments for children not
looked after. Some disabled children and their families require high levels of social care
support. However, research suggests that short break services produce positive outcomes for
some of the most vulnerable families. Some research has suggested that the provision of
short break services can prevent children from being placed in more costly permanent
placements (Beresford et al., 1994; Chan & Sigafoos, 2001).
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The impact of the POPP programme on changes in
individual service use

Karen Windle', Richard Waglandz, Julien Forder’, Francesco D’Amico’, Dirk
Janssen’ and Gerald Wistow’

Introduction

The ‘Partnership for Older People’s Project’ (POPP) programme was funded by the
Department of Health (DH) to create a sustainable shift in the care of older people, moving
away from a focus on institutional and hospital based crisis care, toward earlier and better
targeted interventions within community third sector, social and health care settings. The
programme began in May 2006 and completed in March 2009, with a total of £60 million
available to 29 pilot sites. The pilot sites covered a diverse spectrum of activity to meet
varying levels of need. Each pilot site put forward a programme of innovative projects
designed to improve the health, well-being and independence of older people. In total, the
29 pilot sites implemented 146 core local projects and 530 lower-level or upstream projects,
their type, focus and extent determined by local priorities. Each pilot site put in place a local
evaluation to measure their outcomes, whilst a national evaluation of the programme as a
whole was commissioned by the DH and provides the evidence base for this article.

The individual POPP projects were expected to deliver three objectives: to provide a
person-centred and integrated response to the needs of older people, encourage investment
in approaches that promoted health, well-being and independence for older people and
prevented or delayed the need for high intensity or institutional care. Over the time-frame of
the POPP programme, it was the later objective that came to dominate the national
evaluation. In particular, one underlying question was drawn out: Did the projects reduce
participants’ use of the more intensive and thus, expensive services?
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This article concentrates on exploring whether change in service use was found across the
POPP programme. It first discusses how such service change was identified, details that cost
assigned to service provision and explains how the disparate projects were grouped or
categorised. We then provide the findings, demonstrating the changes in service use and
thus costs that the different projects were able to achieve. Finally, a brief discussion section
considers the implications of such outcomes for the national health and social care
economy.

Methods

The tool to measure the change in individual service use was that of a standardised
questionnaire used across 23 of the 29 POPP pilot sites and within 62 of the 146 core
projects. The questionnaire was administered at two time points, at initial contact with the
POPP intervention and either three or six months afterwards to allow changes in outcomes
to be measured. The challenges of ensuring adoption of this questionnaire across the pilot
sites and selected projects have been described elsewhere and are not intended to be
repeated here (see Windle et al., 2009).

The questionnaire incorporated four sections. The first was a measure of health-related
quality of life (Dolan, 1995), the second asked users to rate their quality of life as a whole
using a seven-point Likert-type scale (Bowling, 1995), whilst the fourth and final section
recorded the necessary demographic data. It was the third section of the questionnaire that
allowed participants’ use of health and social care services to be captured. Using the client
services receipt inventory (Beecham & Knapp, 1992), respondents recorded the type and
total usage of: secondary care, or hospital, services, interventions received within their local
surgery or health centre and those services delivered within their own home, e¢.g, home care,
meals on wheels. Thus, respondents were asked to first record whether they had used a
particular service and secondly the number of times they may have received this over a three
month time-period.

Identifying and setting service costs

The type of services and the extent of such use were then costed. Unit costs were drawn
from a number of sources and inflators added to ensure parity with 2008/2009 costs (see
Curtis, 2008; Curtis & Netten, 2006; King et al., 2000; NHS Health & Social Care
Information Centre, 2004/5). Nevertheless, the lack of detail about the exact type of service
used meant a number of assumptions had to be made. The example given here to explain
such assumptions is the process of costing hospital bed-days. Further information on the
development of unit costs for services can be found in the full national evaluation report
and appendices (see Windle et al., 2009)

To ensure that the questionnaire was as simple as possible to complete, respondents were
only asked to indicate whether they had stayed in hospital overnight. No detail was
requested around service specialty. We did not know whether their hospital overnight stay
was in a psycho-geriatric, medical, rehabilitation or general surgery ward and thus could not
easily assign costs. To estimate a unit cost for a bed-day, we first drew on the Hospital
Episode Statistics data to explore the number of bed-days used within each specialty, by
those aged 60 and over (see www.hesonline.nhs.uk). Unit costs were then listed for each and

a weighted average applied to provide the composite unit cost, a sum of £158 per hospital
bed-day (see Table 1).
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Table 1 Breakdown of inpatient attendance: per bed-day

Area of specialty Cost Cost with inflator Number of bed-days
(National Average) (3.4%) aged 60 and over
£ £ (2008 HES data)
Mental health - elderly 217 224 2,397,360
Geriatric 187 193 6,735,143
General surgery 93 96 1,756,671
General medicine 119 123 6,878,110
Cardiology 101 104 920,024
Rehabilitation 149 154 510,965
Total average 144.33 149.24
Weighted average 152.65 157.94

This was not the final sum used in costing this service provision. The literature on hospital
admission showed that a high proportion of older individuals arrive at hospital via
emergency ambulance transport (see Bentley & Meyer, 2004; Richardson, 1992). Over
two-thirds of those aged 65 and over (67 per cent) attend secondary care via emergency
ambulance, rising to 84 per cent for those aged 85 and over (Cove et al., 2006). The cost of
a single emergency ambulance journey, a further £246, was therefore included. Thus the
first bed-day cost was set at £404 falling to £158 for subsequent recorded bed-days.

The categorisation of the projects

The POPP programme was not designed to implement a single service model. The 62
projects that used the standardised questionnaire to measure outcomes ranged from
third-sector led well-being services, (e.g., gardening, small housing repairs, shopping and
social centres), through to multi-disciplinary health and social care interventions (e.g, rapid
response teams, medicines management, falls prevention, intensive case management). The
structure and process of each project was very different, even where projects within different
sites shared titles. For example, one ‘Falls Prevention’ project employed a multi- disciplinary
health and social care team based in secondary care, whilst another sharing the same name,
was that of a time-limited exercise programme run by volunteers within village halls. To
mitigate this diversity and ensure a robust analysis could be undertaken, we categorised
these 62 projects in a number of ways. The grouping reported within this article links to the
stratification adopted in the Kaiser Permanente Triangle: primary, secondary and tertiary
prevention.

The first category of primary prevention targeted older people in general and included 32
(58 per cent) lower-level, community interventions: gardening, handyperson schemes,
information and signposting, learning and leisure opportunities. Secondary prevention
encompassed 22 projects (35 per cent) that provided support to those older people ‘at risk’
of hospital admission: medicines management, falls prevention services, follow-up falls
services and holistic assessments. The final tier, tertiary prevention, included four projects
(7 per cent) that were targeted to support older people at serious risk of imminent hospital
admission: rapid response teams, hospital at home and case management.

Findings
The data were analysed to identify any changes in rates of service use and levels of cost

within these three categories of prevention. No changes were found in those projects
focused toward well-being or primary prevention. Within those interventions focused at
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older people at risk of admission, secondary prevention, a 50 per cent reduction was seen in
the number of hospital overnight stays and visits to accident and emergency following the
POPP intervention. A reduction of almost half (46 per cent) was found in hospital based
physiotherapy attendances, with GP appointments showing a small reduction (15 per cent).
Assigning costs to these changes, a mean per person cost reduction of £277 was found,
measured over a three month period (see Table 2).

Table 2 Mean self-reported service usage and costs before and after those POPP
projects focused toward secondary prevention

Service Time 1 Time 1 Time 2 Time 2 Mean cost
(pre-intervention) | (pre-intervention) | (post-intervention) | (post-intervention) change
mean usage mean cost mean usage mean cost
£ £ £

Hospital bed-day* 2.74 422.55 1.22 226.87 -195.69
Accident & Emergency* 0.38 138.28 0.19 71.77 -66.52
Physiotherapy* 0.89 26.78 0.57 17.83 -8.94
GP appointments* 1.76 42.90 1.50 36.57 -6.33
Total -277.48

*p=<0.01 (Marginal Homogeneity Test)

Services in the third category of tertiary prevention seemingly achieved their objective of
preventing hospital admissions. Adjusting for base-line characteristics, a six-fold reduction
in the original bed-day usage was demonstrated (see Table 3). No statistically significant
increase or reductions in use were found across any other services in the case of this third
category of prevention.

Table 3 Mean self-reported service usage and costs before and after those POPP
projects focused toward tertiary prevention

Service Time 1 Time 1 Time 2 Time 2 Mean cost
(pre-intervention) | (pre-intervention) | (post-intervention) | (post-intervention) change
mean usage mean cost mean usage mean cost
£ £ £
Hospital bed-day* 6.77 1,329.28 0.90 186.65 -1,142.58

* p=<0.04 (Marginal Homogeneity Test)

Discussion

From these findings it would seem that the POPP projects did indeed reduce the use of
intensive and more expensive services. Nevertheless, three discussion areas are raised by
these findings.

The first concerns reliability: how valid are such findings given that the extent of service use
was self-reported? From analysis of missing data within the questionnaire, it was found that
respondents were generally able to identify the service(s) that they had used. Far fewer were
able to identify the number of times that they had used any specific resource. For example,
within the full sample (n=1,529) a total of 1,267 respondents reported visiting their GP, a
mean frequency of 1.6. The average number of GP consultations for older individuals,
(aged 65 and over), is seven per annum (Peckham & Exworthy, 2003). Even adjusting for
the reporting period, there would seem to be an underestimation, particularly given that the
POPP sample reported far poorer health states when compared to the UK older people
population. Such under-reporting was mitigated to a certain extent by simply costing a
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single resource use rather than omitting all such costs, given that we knew the respondent
had used the service at least once. Nevertheless, it is likely that the reported service use and

thus change, is a conservative estimate of actual usage.

The second area encompasses net cost savings: were the cost reductions found through
changes in service use, negated by the cost of providing the POPP service? Exploring the
per person cost of the POPP projects, it would seem that savings accrue from secondary and
tertiary level projects, although there are, as yet, no demonstrable significant savings within
those lower-level, well-being focused projects (see Table 4).

Table 4 Per person cost of the POPP projects and mean cost change in service use by

project categorisation

Categorisation level

Median per person cost
of POPP projects

Mean cost change in
service use

Cost difference

(3 months) (3 months)
£ £ £
Primary prevention (Well-being) 0 0 +50
Secondary prevention (At risk of hospital
admission) 56 277 =221
Tertiary prevention (At imminent risk of
hospital admission) 177 1,148 -971

That there is an increased cost to providing well-being services should not be used as an
argument for decommissioning or negating such service provision. It was found that those
lower-level services, (gardening, shopping, limited assistive technology and small housing
repairs), increased health related quality of life -as measured through EQ-5D - by 13 per
cent. Such a positive outcome is likely to affect take-up of services in the long-term,
providing future efficiency savings.

The POPP programme, set up to test different preventative approaches, demonstrated that
prevention and early intervention can ‘work’ for older people. As has been detailed,
preventative projects can help to reduce demand on secondary care services. However, their
cost-effectiveness gains cannot be fully realised unless cashable savings can be released and
re-invested. No POPP pilot site reported being able to release monies from secondary care
trusts. Primary care trusts (PCT) did recognise that the availability of such projects affected
the take-up of health services and they contributed to the sustainability of POPP projects
within all pilot sites, entirely sustaining a fifth (20 per cent) of all POPP projects.
Nevertheless, some degree of national financial systems reform is likely to be necessary to
support the decommissioning of services in one part of the health system alongside the
re-investment of resources elsewhere.
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The Screen and Treat programme: a response to the
London bombings

Nika Fuchkan', Chris R. Brewin’, Jennifer Beecham® and Martin Knapp®

Introduction

The London bombing was the largest mass casualty event in the UK since World War Two
with 56 deaths and 775 casualties among the approximately 4000 individuals involved. The
sequel of events, from 7th July to 23rd July 2005, included detonated bombs on three
underground trains (Edgware Road, Kings Cross, and Aldgate) and on a bus in Tavistock
Square, as well as unsuccessful bomb attempts and the shooting of an innocent passenger in
the days following the bombings.

The NHS mental health response programme was set up within a month of the London
bombings incident. Within the first two weeks the Psychosocial Steering Group was
convened by Camden & Islington Foundation NHS Trust and the London Development
Centre for Mental Health (part of the national Care Services Improvement Partnership),
with representation from specialist psychological trauma centres, health commissioners,
primary care physicians, the emergency services, first response agencies, the Health
Protection Agency, and survivor groups.

Using the available evidence, the Steering Group established that around 30 per cent of the
4000 individuals affected by the incident would need psychological treatment. Existing
services could not meet that need so the Department of Health (DH) funded an
evidence-based programme which consisted of a central screening and assessment team and
additional psychological treatment resources based in existing trauma centres. The Steering
Group retained responsibility for the overall management of the Screen and Treat
programme over the two-year funding period.

PSSRU, Department of Social Policy, London School of Economics and Political Science.
Department of Clinical, Educational and Health Psychology, University College London.
PSSRU, Department of Social Policy, London School of Economics and Political Science, and University of Kent, Canterbury.
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The Screen and Treat programme
Screening and assessment

The aim of the Screen and Treat programme was to contact and follow-up as many
survivors and affected individuals as possible, to provide them with information about
post-traumatic responses and immediate sources of help, to screen them at regular intervals
using validated instruments to identify those who still had symptoms of PTSD, and to
deliver appropriate therapy to that subset of people. The screening team was set up within
the one of the treatment clinics and consisted of a psychiatrist, two psychological assistants
and an administrator. It ran for two years, from September 2005 until September 2007.

The screening team collated information about individuals involved in the bombings,
identified those with bombing-related mental disorders, provided advice to professionals
and the public on demand, and coordinated the outreach and screening services. Subjects
were contacted by telephone or letter and sent a brief socio-demographic and screening
questionnaire which included 10 items from the Trauma Screening Questionnaire (Brewin
et al., 2002), and additional questions on depression (2 questions), travel phobia (1) and
levels of distress within the last two weeks (2). Figure 1 shows that a total of 910 people
were recruited to the Screen and Treat programme, of whom 596 (65 per cent) were
screened.

Those who ‘screened positive’ on the TSQ or who responded positively to any two of the
additional items received a more detailed clinical assessment with Screening Team
members; there were 334 such people, or 56 per cent of those screened. This assessment
would establish whether individuals met criteria for a DSM-IV or ICD-10 disorder that was
related to being exposed to the bombings and that the disorder was not resolving of its own
accord.? These cases were either referred to treatment at one of the three clinics, re-assessed
3, 6, and 9 months later, or referred to appropriate treatment if they were suffering from
pre-existing mental health problems. Individuals who did not seem to be in a need of
treatment were followed-up at 3-monthly intervals and, if they showed no symptoms after a
year, were discharged from the Screen and Treat programme.

Treatment

The treatment offered within the programme was delivered at three specialist,
multidisciplinary psychological trauma centres in London by qualified clinical psychologists.
It consisted of cognitive behavioural therapy (CBT) or eye movement desensitization and
reprocessing (EMDR) as advised by NICE guidelines.

Most individuals received trauma-focused CBT (80 per cent of patients treated), while the
rest received EMDR (10 per cent) or a combination of two therapies (10 per cent). The
level of treatment provided was recorded by clinicians on a monthly basis in two separate
data collection systems; as the total number of hours of direct and indirect time spent for
the DH, and in a clinics’ own systems that monitored each client’s progress and included
data on the start and end date of treatment, the type of treatment, the total number of
sessions attended and missed, as well as depression and PTSD assessments at the start and

5 The assessment included the Structured Clinical Interview for DSM-IV (SCID: First et al., 1997), the CAGE alcohol abuse screening
instrument (Mayfield et al., 1974), the SF-12 Health Survey (Ware et al., 1996) and, where appropriate, the Short McGill Pain
Questionnaire (Melzack, 1987) and the Inventory of Complicated Grief — Revised (Prigerson & Jacobs, 2001).
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end of treatment. At the end of the Screen and Treat funding, patients still receiving
treatment were referred to usual NHS psychological services.

Costs

Table 1 shows the costs for the 2-year Screen and Treat programme, identifying the start-up
costs, administrative costs incurred for managing the project, the costs of the centralised
screening team and the treatment costs. The total cost was just under £1.4 million, of which
7 per cent went on administration, 33 per cent on screening and assessment, and the
remaining 60 per cent on direct (therapist time) and indirect (management, supervision,
overheads) treatment costs.

If we assume that start-up costs and half of the management costs should be allocated to the
screen/assessment part of the programme, these activities absorbed £523,125.5 at 2007-08
prices. Figure 1 shows that 596 people were screened, there were 363 detailed assessments,
and that 304 (276 identified by the programme and 28 referred from other places) of them
were considered to be in need of treatment. Unfortunately the data are not sufficiently
detailed to allow us to estimate the costs of screening and assessment separately. Screening,
for example, included collecting participant’s details through negotiation with organisations
involved in the London bombings response such as the Metropolitan Police or NHS,
setting-up the contacts database, contacting individuals, sending out screening
questionnaires at several time points (up to 5 screeners per person) and referral
management. Assessment activities included contacting participants, a clinical interview
which could last up to 1.5 hours and liaising with treatment centres. We can however,
estimate two unit costs from these data:
e The cost of finding, screening (up to five times) and assessing a person for PTSD
following a traumatic event in 2007/08 prices is £877.70 (£523,125.5/596)
e The cost of identifying a person who requires treatment following a traumatic event in
2007/08 prices is £1895.40 (£523,125.5/ 276).

It is important to point out that the cost of identifying a person who needed treatment
included identifying, screening and managing their referral, which could be difficult if they
lived elsewhere in UK.

Better data on time use are available for the treatment component of the Screen and Treat
programme. Clinicians spent 68 per cent of their time in direct contact with individuals in
treatment, while 32 per cent of their time was accounted for by indirect activities such as
preparation, supervision, travelling to the sites and in vivo therapy that included gradual
exposure to the feared stimuli. Thus, on average for each hour of therapist direct contact
time, there was a further half-hour of indirect time. Both direct and indirect time were
recorded in half-hour units, and the duration of the treatment sessions varied from one to
12 half-hour units, depending on the stage and type of treatment offered. Although the
range of direct-time half-hour units is very wide, on average there were 2.94 direct half-hour
units per session per client.

As Table 2 shows, a total of 9658.5 half-hours of direct time and 4627 half-hours of indirect
contact time were administered throughout the programme across all three clinics, which
corresponds to 7143 hours of therapy. Clinic 1 treated more clients with a higher number of
direct and indirect hours than the other two clinics, and there was some variation between
the clinics in the balance of direct and indirect time. Table 2 also shows that in total, 3277
therapy sessions were provided through the Screen and Treat programme, an average 13
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sessions per client, although this varied slightly between the clinics, as did the number of
clients. Clients made decisions on the treatment location based on their personal
preferences, perhaps location or transportation convenience. Treatment cost involved the
costs of getting to and from treatment and parking facilities for individuals living out of
London.

These data on time use, client numbers and costs can again be combined to allow
estimation of unit costs. Using the assumption that half the management costs accrue to the
treatment arm of the programme, the total costs of treatment are £857,283.60 at 2007-08
prices, the following unit costs can be calculated.

e Costs per half-hour of direct or indirect time £60.01

e Cost per hour £120.02 (£857,283.60/7142.75)

Cost per hour of treatment £180.03 (an hour of direct time, plus 30 minutes indirect
activities)

Average cost per session £261.60 (£857,283.6/3277)

e Average treatment cost per person £3,453.20 (av. cost per session * 13.2)

Conclusion

When analysing the costs of the Screen and Treat programme one must bear in mind the
context and novelty of the approach, as well as the difficulties involved in setting-up and
running the programme. This was the first time a mass mental health response had been
set-up; there was no previous experience on which to build, yet the situation demanded an
urgent response. Nor was this programme set-up as a research activity, its main focus was to
deliver a mental health intervention.

Thus caution is advised in interpreting the costs outside of the context of this programme.
In the first place the services, and therefore the associated costs, are not representative or
comparable to routine clinical services. Second, a real challenge for the programme was the
numerous difficulties associated with the identifying those people affected by the bombings.
This took about five months; cases were widely dispersed, there was no central register of
affected persons, and the task was hampered by the Data Protection Act. Were such a
programme set-up again, these costs could be reduced by allocating this task to a particular
organisation and/or pre-agreeing the data collection mechanisms.

Another lesson is that the programme efficiency decreased in the second year of running as
the number of referrals to the programme dropped significantly. Although this was reflected
in the treatment costs (which were paid retrospectively for work undertaken) the screening
and assessment costs remained fixed throughout the programme. Therefore, were such a
programme required again, the screening and assessment component could be made more
responsive to this reduced service demand. However, it is important to highlight that
although the number of referrals to the programme reduced over time, the rate of referral to
the treatment increased, that is, as time went by more of those who were assessed required
and entered treatment.

Finally, there is no doubt that the Screen and Treat programme represents a unique
learning experience in applied clinical research approaches, and, perhaps more importantly
represents a bench-mark in mental health response programmes following terrorist attacks,
both UK and worldwide.
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Table 1 Total costs break-down for the Screen and Treat programme

2005/2006 2006/2007 2007/2008 Total
Start-up costs 32,400 0 0 32,400
Management 70,498 0 0 70,498
Screening and Assessment 116,577 227,177.38 101,377.74 445,132.12
Treatment
Clinic 1 131,810 267,720.71 107,095.11 506,625.82
Clinic 2 38,436 64,485.07 15,434.46 118,355.53
Clinic 3 60,204 83,078.30 38,623.54 181,905.84
Treatment total 230,450 415,284.08 161,153.11 806,887.19
Total 449,925 974,667.24 262,530.86 1,354,917.31

Table 2 Total number of therapy sessions, hours and direct and indirect half-hours

Direct Indirect Total Total hours Sessions No. of No. of
1/2 hours 1/2 hours 1/2 hours per used patients sessions
programme
All clinics 9,658.5 14,285.5 7,142.75 3,277 248 132
Clinic 1 6,134 8,783 4,391.5 2091 160 131
Clinic 2 1516 2494 1,247 456 38 12.0
Clinic 3 2,008.5 3,008.5 1,504.3 730 50 14.6

Figure 1 Screen and Treat programme users’ flow chart
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Expected lifetime costs of social care for people aged 65
and over in England

Adelina Comas-Herrera' and Raphael Wittenberg’

Introduction

The PSSRU Unit Costs reports have generally been concerned with hourly or weekly costs
of care. This article however reports some analyses of the lifetime costs of social care for
older people. Why should lifetime costs be of policy interest?

Estimates of lifetime costs of care are very relevant to the current debate about how best to
fund care and support in England. Individuals, especially those whose savings would render
them ineligible for publicly funded care, will want to know broadly how much long-term
care toward the end of their life may cost. This information could help them make informed
decisions about how much to save or whether to seek private insurance for care costs.
Government, and currently the Commission on the Funding of Care and Support, may find
such estimates helpful information for the development of policy on funding of long-term
care.

Private insurers may also find estimates of lifetime costs of care interesting. The insurance
sector launched various long-term care products in the 1990s, but most of the providers
have subsequently withdrawn from the market. One of the issues in the current debate is
whether private insurance for long-term care could be revived. This raises questions about
how expensive premiums would be and whether they would be affordable. A useful step
toward estimating long-term care insurance premiums would be to estimate expected
lifetime care costs as from age 65.

The lifetime costs of long-term care services can be substantial. The costs in most countries
of long-term care services provided in residential facilities can seriously deplete the assets of
service users who require care for several years, for example as a result of dementia. A
US-based study suggested that the average value of lifetime long-term care expenditures for
people turning 65 in 2005 was approximately $47,000, with 28 per cent of individuals
facing costs in excess of $100,000 (Kemper et al., 2005).

1 Research Fellow, PSSRU, London School of Economics and Political Science.
2 Senior Research Fellow, PSSRU, London School of Economics and Political Science, and Economic Advisor, Department of Health.
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This article presents estimates of the expected lifetime costs of social care at age 65 for men
and women, under current patterns of use of care services and under an alternative pattern
of care scenario. It covers total social care costs, public and private. Hotel costs in care
homes have been excluded and so have health care costs. It should be noted that, while
estimates of life-time costs of care are relevant to estimating premiums for long-term care
insurance, premiums cannot simply be equated with life-time costs of care under current
patterns of care. People purchasing insurance may decide to purchase insurance for only
part of the costs of care or alternatively may seek cover for hotel costs in care homes as well
as care costs.

At PSSRU we have estimated lifetime costs of care using two different methods. Forder &
Fernandez (2009) have developed a dynamic microsimulation model of the long-term care
system for older people in England. Amongst other things, this model simulates into the
future and at the individual level patterns of service utilisation and associated costs, based
on assumptions about year on year transitions between need, wealth and social support
states, and about changes in the unit costs of services. These estimates can then be
aggregated at the individual level through time to describe the projected distribution of
lifetime costs of care. Another approach we have used is to incorporate data drawn from the
PSSRU aggregate (or macrosimulation) model (Wittenberg et al., 2006) in an augmented
life table using Sullivan’s method (Sullivan, 1971) to estimate expectation of life with
disability and expectation of life in receipt of home care and residential care.

This paper focuses on the estimation of the lifetime costs of care using the PSSRU
aggregate model and the Sullivan method (see, for example, EHEMU, 2006) and compares
the results to those obtained using the PSSRU dynamic microsimulation model.

Expected duration of disability at age 65

We have used the prevalence rates of disability estimated from the 2001/2 General
Household Survey (GHS) and data on the numbers of older people in care homes (see
Wittenberg et al., 2006 for more details), in combination with an unabridged life table> for
England produced by the Office for National Statistics, to estimate the expected duration of
life with various levels of disability at age 65. People in care homes are assumed to be unable
to perform two or more ADLs without help.

Table 1 Expected duration of life with disability at age 65, for different levels of
disability, years

Men Women
Expected duration with any IADL or ADL disability 4.2 6.5
Expected duration of difficulties with any ADL 3.0 5.0
Expected duration of difficulties with any ADL (except bathing) 2.5 41
Expected duration of inability to perform one or more ADLs without help 1.5 2.7
Expected duration of inability to perform two or more ADLs without help 0.7 1.7
Total life expectancy at 65 16.7 19.3

As shown in table 1, our analysis suggests that men aged 65 can expect on average to live a
further 16.7 years of which 2.2 years are with severe disability, where this is defined here as
inability to perform without help one or more activities of daily living (ADLs). It also
suggests that women aged 65 can expect on average to live a further 19.3 years of which 4.4

3 Interim Life Table produced by the Office for National Statistics, covering England and based on data for the years 2004-6.
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years are with severe disability. These estimates are dependent on the data on self-reported
disability in the 2001/2 GHS and on data on the numbers of people in care homes. They
assume that mortality and disability rates by age and gender will remain constant.

Expected lifetime costs under current patterns of care

Using the same methodology, we have estimated the expected duration of service receipt at
age 65 under current patterns of care, using data from the PSSRU aggregate long-term care
finance model (Wittenberg et al., 2006) on the proportion of the older population receiving
social care (residential and home care) by age and gender. The underlying data sources are
for publicly funded official data from local authorities on the numbers of older people
receiving residential care and home care and for privately funded care estimates based on
surveys.

Table 2 Estimates of life expectancy and duration of service receipt at age 65, years

Men Women
Expected duration of residential care 0.43 (5-6 months) 1.04 (12-13 months)
Expected duration of local authority home care 0.47 (5-6 months) 0.84 (10 months)
Total life expectancy at 65 16.7 19.3

As shown in Table 2, men in England can expect to spend on average around 6 months
receiving publicly funded home care and 6 months receiving residential care. Women can
expect to spend on average around 10 months receiving publicly funded home care and 12
months receiving residential care. While the estimates for home care relate to publicly
funded home care only, those for residential care cover local authority, privately and NHS
funded institutional care. They are similar to those prepared by Bebbington et al. (1999). It
should be noted that these estimates assume that patterns of care remain constant and that
they do not take account of any changes in demand for care from changing expectations or
reform of the funding system.

In order to estimate the lifetime costs of care, we have combined the estimated duration of
service receipt with information about the costs of those services. Local authority funded
residential care for older people cost £446 per week at 2006/7 prices (EX1 data, including
hotel costs): NHS and privately funded care are more costly. Using the local authority rate,
the expected total lifetime costs of residential care for older people is around £10,000 for
males and £24,200 for females. Older local authority funded residents contribute some
£145 per week on average in user contributions, which could be treated as a proxy for hotel
costs. If £145 per week was excluded on the basis that residents will meet this sum from
their general income, the residual lifetime costs would be £6,750 for men and £16,350 for
women. Assuming that these costs take place in the last years of a person’s life and that real
unit costs of care rise by 2 per cent per year, the lifetime costs of care in care homes would
be around £9,400 for men and £23,950 for women, in constant 2006/7 prices.

Local authority funded home care for older people cost £129 per week at 2006/7 prices
(EX1 data). Using this rate, the expected total lifetime costs of local authority home care for
older people is around £3,150 for males and £5,650 for females.

Total gross local authority expenditure on community-based social care for older people was
£2,520 million in 2006/7 (excluding Supporting People), of which £1,690 million related to
home care (EX1). Home care accounted for around 2/3 of the total. Scaling the estimates
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for home care by 1.5, suggests that the lifetime costs of all local authority community-based
services are around £4,750 for men and £8,500 for women. Assuming these costs take
place on the last years of a person’s life and that the real unit costs of care rise by 2 per cent
per year, the lifetime costs for local authority community-based care services would be
£6,600 for men and £12,450 for women, in constant 2006/7 prices.

Expenditure on privately purchased home care for older people is estimated at around
£1,000 million per year (PSSRU modelling based on 2001 GHS data). Inclusion of private
home care increases the estimates of lifetime costs of publicly and privately funded
community-based services to some £9,250 for men and £17,400 for women.

These estimates suggest, under patterns of services, total lifetime costs at age 65 of social
services — residential and community-based — of around £18,650 for men and £41,350 for
women. These include publicly and privately funded care but exclude an element for hotel
costs in care homes and exclude costs of assessment and care management. The weighted
average for men and women together would be around £31,500, at 2006/7 prices.

These results compare very well with those obtained by estimating the lifetime costs of care
at age 65 using the PSSRU dynamic microsimulation model. Forder & Fernandez (2009, p.
26) estimate that the average lifetime expected cost of care for males is £22,300, while for
females it is £40,400. The average for both genders is £31,700. Their results also show that
the underlying distribution of those costs is highly skewed, with a small number of cases
pushing up average costs.

Expected lifetime home care costs under alternative carer blind-type of
care system

PSSRU work on projections of long-term care expenditure has involved the development of
a scenario that explores the implications of making services more ‘carer-blind’ by allowing
disabled people living with others to receive the same level of local authority domiciliary
services as those living alone (Pickard et al., 2000, Wittenberg et al., 2006). Under this
scenario, the probability of receipt of local authority home care among older people living
with others would match the current probability of receipt of local authority home care
among those living alone.

The scenario does not extend to privately funded care since a change of policy by councils
would not increase private purchase of care but could even reduce it as some older people
would gain publicly funded care. It has also not been extended to residential care. Older
people who are cared for in the community by informal carers might still prefer not to enter
a care home if publicly funded care became carer-blind but rather choose to benefit from
the expanded formal home care.

Table 3 Expected duration of use of home care at age 65 under a carer blind type of
scenario, years

Men Women

Expected duration of local authority home care 0.73 (8-9 months) 1.13 (13-14 months)
Total life expectancy at 65 16.7 19.3
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The expected lifetime costs of local authority community-based care under this scenario
would be £10,250 for men and £16,700 for women. If we assume no changes in the use of
private home care or residential care, the total expected lifetime costs of care would be
£22,300 for men and £45,650 for women. The weighted average for men and women
together would be £35,500 at 2006/7 prices.

Conclusion

This paper has estimated, using data from the PSSRU aggregate model and the Sullivan
method, that the weighted average lifetime costs of care would be around £31,500 under
current patterns of care and £35,500 under a ‘carer-blind’ system. Comparison with
estimates produced using the PSSRU dynamic microsimulation model show that the results
are remarkably similar. These results can contribute to the current debate in England about
the financing of long-term care. Should a system of long-term care insurance be considered,
this research suggest that, in order to fully insure for the costs of formal care given today’s
patterns of care each individual would need to be insured for at least £31,500.

Some limitations of these analyses should be recognised:

e The estimates of expected duration of disability are based on current patterns of disability
and assume that they will remain as reported in the 2001/2 GHS.

e The estimates of expected duration of receipt of services are rooted in recent patterns of
care. No allowance is made for the potential impact of rising expectations, reform of the
funding system or changes in use of services resulting from insurance.

e The analyses assume that the unit costs of care rise by 2 per cent per year in real terms.
Trends in the unit costs of care are likely to depend heavily of trends in the wages of care
staff which are inevitably uncertain.

Insurance premiums would need to take account of other factors in addition to the expected
costs of care. In particular they would need to include allowance for administrative and
other costs which have proved substantial in the USA. Moreover, as noted in the
introduction, people purchasing insurance may decide to purchase insurance for only part
of the costs of care or alternatively may seek cover for hotel costs in care homes as well as
care costs.

Further research on this topic is required. PSSRU are collaborating in a study conducted
with researchers from the University of East Anglia, Nuffield Trust and University of
Barcelona, and funded by the AXA Research Fund, on how can private long-term care
insurance supplement state systems: the UK as a case study.
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I. SERVICES

1. Services for older people

1.1 Private nursing homes for older people

1.2 Private residential care for older people

1.3 Voluntary residential care for older people

1.4 Local authority residential care for older people
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110 Local authority very sheltered housing for older people
111 Housing association very sheltered housing for older people
112 Community rehabilitation unit

1.13 Intermediate care based in residential homes
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1.1 Private nursing homes for older people

Using PSS EX1 2008/09" returns uprated using the PSS Pay & Prices inflator, median costs per person for supporting older
people in a nursing care home were/485 per week and mean costs were £494 per week. Twenty-five per cent of local
authorities had average gross costs of £426 or less, and 25 per cent £556 or more. It has not been possible to exclude capital
charges on the revenue account. The standard NHS nursing care contribution is {:108.70.2 When we add this to PSS
expenditure, the total expected mean cost is £602 and the total expected median cost is £593. Using the Adult Social
Services Expenditure Survey 2009/10, the average net unit cost for the provision of external independent nursing care was
estimated to be £494 per week.

Costs and unit 2009/2010 Notes
estimation value
A. Fees £683 per week |The direct unit cost of independent nursing homes is assumed to be the fee.

The method of estimating the unit cost of a private care home is taken from
Kavanagh et al.* Where a market is fairly competitive, such as the market for
private nursing homes, it is reasonable to assume that the fee will be
approximate to the social cost of the service. A weighted average fee for
England reflecting the distribution of single and shared rooms was taken from
the Laing & Buisson market survey.>

External services Reflects the level of service receipt found in a 1996 PSSRU survey of 137
nursing homes.6 In the home with the highest level of nursing input, the average

B. Community nursing £0.80 per week |weekly cost was £15 (1996/1997 prices).

C. GP services £31 per week |A study found that residents in private nursing homes consulted GPs for an

D. Other external services Not known |average 6.01 minutes per week.” Since it is not possible to distinguish between

surgery consultations and home visits, it is assumed here that the visit was to
the home. If these were surgery consultations, the cost would be £19 per week.

E. Personal living expenses £9.80 per week |A study of expenditure in private and voluntary residential homes found that
residents spent £6 per week on average (1992/1993 prices) on non-fee
expenditure.8 This has been uprated by the retail price index. The DWP
personal allowance for people in residential care or a nursing home is £21.90.°
This has been used as a proxy for personal consumption in the past but is
probably an over-estimate.

Short-term care 0.967 x A Based on weekly prices for short-term residents in 88 nursing homes reported
in the 1996 survey. In nursing homes, as in residential care, short-term residents
were less dependent. The lower price may be associated with this factor.

Dependency Overall, the relationship with dependency in the PSSRU survey was very flat,
with the weekly fee for an individual with a Barthel score of four or less costing
0.03 per cent more than average.

London multiplier 117 x A Fees in London nursing homes were 17 per cent higher than the national
average.5

Unit costs available 2009/2010

£683 establishment costs per permanent resident week (A); £661 establishment costs per short-term resident week (A); £725
care package costs per permanent resident week (includes A to E); £701 care package costs per short-term resident week
(includes A to E).

1 The Information Centre (2010) PSS EX1 2008/09, The Information Centre, Leeds.

2 Department of Health (2010) Advice Note on Nursing Care Bands, Department of Health, London.http://www.dh.gov.uk/
prod_consum_dh/groups/dh_digitalassets/documents/digitalasset/dh_112218.pdf

3 Local Government Association/Association of Directors of Adult Social Services (2010) Report on Adults’ Social Services Expenditure
2008-2009, York Consulting, Leeds.

4 Kavanagh, S., Schneider, J., Knapp, M., Beecham, J. & Netten, A. (1992) Elderly people with cognitive impairment: costing possible
changes in the balance of care, PSSRU Discussion Paper 817/2, Personal Social Services Research Unit, University of Kent,
Canterbury.

5 Laing & Buisson (2009) Care of Elderly People: UK Market Survey 2009, Twenty-second Edition, Laing & Buisson, London.

6 Netten, A., Bebbington, A., Darton, R., Forder, J. & Miles, K. (1998) Cross-sectional survey of residential and nursing homes for
elderly people, PSSRU Discussion Paper 1423, Personal Social Services Research Unit, University of Kent, Canterbury.

7 Kavanagh, S. & Knapp, M. (1998) The impact on general practitioners of the changing balance of care for elderly people living in
institutions, British Medical Journal, 317, August, 322-327.

8 Clare, R. & West, P. (1993) A survey of expenditure in residential nursing homes, Economic Trends, 481, 120-125.

9 Disability Alliance (2010) Disability Rights Handbook, 34th Edition, April 2009-April 2010. A Guide to Benefits and Services for all
Disabled People, Their Families, Carers and Advisers, Disability Alliance, London.
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1.2 Private residential care for older people

Using PSS EX1 2008/09! returns uprated using the PSS Pay & Prices inflator, median costs per person
for supporting older people in a residential care home provided by others were£440 per week and
mean costs were £446 per week. Median costs for older people in own provision residential care were
£918 per week and mean costs were £825 per week.

Costs and unit
estimation

2009/2010
value

Notes

A. Fees

£481 per week

The direct unit cost of private care homes is assumed to be the fee. The
method of estimating the unit cost of a private care home is taken from
Kavanagh et al.2 Where a market is fairly competitive, such as the market for
private residential homes, it is reasonable to assume that the fee will be
approximate to the social cost of the service. A weighted average fee for
England reflecting the distribution of single and shared rooms was taken from
the Laing & Buisson market survey.3

External services

B. Community nursing

C. GP services

D. Other external services

£7.00 per week
£19.80 per week
Not known

Reflects the level of service receipt found in a 1996 survey of 123 residential
homes.*

A study found that residents in private residential homes consulted GPs for an
average 3.85 minutes per week.> Since it is not possible to distinguish between
surgery consultations and home visits, it is assumed here that the visit was to
the home. If these were surgery consultations, the cost would be £11.90 per
week.

E. Personal living expenses

£9.80 per week

A study of expenditure in private and voluntary residential homes found that
residents spent £6 per week on average (1992/1993 prices) on non-fee
expenditure.® This has been uprated by the retail price index. The DWP
personal allowance for people in residential care is £21.907 and is sometimes
used as a proxy for personal consumption. This is probably an over-estimate.

Short-term care 1.059 x A Based on weekly prices for short-term residents in 44 independent residential
homes reported in the 1996 survey.

Dependency Overall, the relationship with dependency in the PSSRU survey was very flat,
with the weekly fee for an individual with a Barthel score of four or less costing
0.04 per cent more than average.

London multiplier 117 x A Fees in London residential homes were 17 per cent higher than the national

average.’

Unit costs available 2009/2010

(includes A to E).

£481 establishment costs per permanent resident week (A); £510 establishment costs per short-term resident week (A); £518
care package costs per permanent resident week (includes A to E); £548 care package costs per short-term resident week

1 The Information Centre (2010) PSS EX1 2008/09, The Information Centre, Leeds.

2 Kavanagh, S., Schneider, ., Knapp, M., Beecham, J. & Netten, A. (1992) Elderly people with cognitive impairment: costing possible
changes in the balance of care, PSSRU Discussion Paper 817/2, Personal Social Services Research Unit, University of Kent,

Canterbury.

3 Laing & Buisson (2009) Care of Elderly People: UK Market Survey 2009, Laing & Buisson, London.

Netten, A., Bebbington, A., Darton, R, Forder, J. & Miles, K. (1998) Cross-sectional survey of residential and nursing homes for
elderly people, PSSRU Discussion Paper 1423, Personal Social Services Research Unit, University of Kent, Canterbury.

5 Kavanagh, S. & Knapp, M. (1998) The impact on general practitioners of the changing balance of care for elderly people living in
institutions, British Medical Journal, 317, August, 322-327.

6 Clare, R. & West, P. (1993) A survey of expenditure in residential nursing homes, Economic Trends, 481, 120-125.

7 Disability Alliance (2010) Disability Rights Handbook, 34th Edition, April 2009-April 2010. A Guide to Benefits and Services for all
Disabled People, Their Families, Carers and Advisers, Disability Alliance, London.
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1.3 Voluntary residential care for older people

Using the Adult Social Services Expenditure Survey 2009/10, the average net unit cost for the
provision of external independent residential care was estimated to be £445 per week.!

Costs and unit
estimation

2009/2010
value

Notes

A. Fees

£475 per week

Based on the Laing and Buisson market survey? and the relationship between
private and voluntary sector prices reported in the 1996 PSSRU survey.3

External services
B. Community nursing

C. GP services
D. Other external services

£9.40 per week

£19.80 per week

The weekly cost reflects average level of community nurse service receipt in
the 1996 survey which had information about nursing for 110 voluntary homes.
In the home with the highest level of nursing input average weekly cost was
£65 (1996/1997 prices). A study found that residents in private residential
homes consulted GPs for an average 3.85 minutes per week.4 Since it is not
possible to distinguish between surgery consultations and home visits, it is
assumed here that the visit was to the home. If these were surgery
consultations, the cost would be £11.90 per week.

E. Personal living expenses

£9.80 per week

A study of expenditure in private and voluntary residential homes found that
residents spent £6 per week on average (1992/1993 prices) on non-fee
expenditure.® This has been uprated using the RPI Index. The DWP personal
allowance for people in a residential care or a nursing home is sometimes used
as a proxy for personal consumption. This is probably an over-estimate.

Short-term care

1.059 x A

Based on weekly prices for short-term residents in 44 independent residential
homes reported in the 1996 survey.

Dependency

1.019x A

Based on an analysis of factors affecting prices in 1996 survey. The relationship
with price is statistically significant but very flat, with prices only increasing
marginally with levels of dependency. The multiplier reflects the price charged
for people with a Barthel score of 4 or less.

London multiplier

117 x A

Fees in London residential homes were 17 per cent higher than the UK
average.?

Unit costs available 2009/2010

(includes A to E).

£475 establishment costs per permanent resident week (A); £503 establishment costs per short-term resident week (A); £514
care package costs per permanent resident week (includes A to E); £544 care package costs per short-term resident week

1 Local Government Association/Association of Directors of Adult Social Services (2010) Report on Adults’ Social Services Expenditure
2009-2010, York Consulting, Leeds.

Laing & Buisson (2009) Care of Elderly People: UK Market Survey 2009, Laing & Buisson, London.

3 Netten, A., Bebbington, A, Darton, R., Forder, J. & Miles, K. (1998) Cross-sectional survey of residential and nursing homes for
elderly people, PSSRU Discussion Paper 1423, Personal Social Services Research Unit, University of Kent, Canterbury.

4 Kavanagh, S. & Knapp, M. (1998) The impact on general practitioners of the changing balance of care for elderly people living in
institutions, British Medical Journal, 317, August, 322-327.

5 Clare, R. & West, P. (1993) A survey of expenditure in residential nursing homes, Economic Trends, 481, 120-125.
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1.4 Local authority residential care for older people

This schema uses PSS EX1 revenue costs. Prior to 2003, it was based on a PSSRU survey of homes conducted in 1996,1 for
which costs and activity data were based on a nationally representative sample of 161 homes. Costs from this survey have
been uprated using the PSS Pay & Prices inflator. The average revenue cost was £484 per week and at current prices the
standard deviation was £137. Twenty-five per cent of homes had average gross costs of £688 or more and 25 per cent of
£352 or less. Median costs were £468 per week.

Costs and unit
estimation

2009/2010
value

Notes

Capital costs (A, B & C)
A. Buildings and oncosts

£81 per week

Based on the new-build and land requirements for local authority residential care
establishments. These allow for 57.3 square metres per person.2 Capital costs have
been annuitised over 60 years at a discount rate of 3.5 per cent.

B. Land

£11.40 per week

Based on Department for Communities and Local Government statistics. Land costs
have been annuitised at 3.5 per cent over 60 years.3

C. Equipment and durables

£9.20 per week

Equipment and durables estimated at 10 per cent of capital cost.*

D. Revenue costs

£842 per week

The median revenue cost estimate is taken from PSS EX1 2008/09 uprated using
the PSS Pay & Prices Index.> Capital charges on the revenue account have been
deducted (£76). Twenty-five per cent of local authorities had average gross costs of
£634 or less and 25 per cent of £1,065 or more. Mean costs were £749 per week.

E. Agency overheads

£42 per week

An Audit Commission report found that overheads associated with residential care®
amounted to 5 per cent of revenue costs.

External services
F. Community nursing
G. GP services

H. Other external services

£10.90 per week
£10.60 per week

Not known

The weekly cost reflects average level of community nurse service receipt in the 1996
survey, which had information about nursing for 110 homes. In the home with the
highest level of nursing input, the average weekly cost was £69 (1996/1997 prices). A
study found that people in private residential homes consulted GPs for an average 3.45
minutes per week.” Since it is not possible to distinguish between surgery consultations
and home visits, it is assumed here that the visit was to the surgery. If the GP visited the
resident at the home, the cost would be £17.80 per week.

|. Personal living expenses

£9.80 per week

A study of expenditure in private and voluntary residential homes found that
residents spent £6 per week on average (1992/1993 prices) on non-fee
expenditure.8 This figure has been uprated by the RPI Index.

Use of facility by client

52.18 wks p.a.

Occupancy

91%

See 9 and 10

Short-term care

1.047 x (D to E)

Based on an analysis of factors affecting prices in the 1996 survey. Costs rise
significantly only when more than 17 per cent of residents are short-stay.

High dependency

1.064 x (D to E)

Based on an analysis of factors affecting prices in the 1996 survey.

London multiplier

1.036 x (D to E)

Based on PSS EX12008/09 data.>

Unit costs available 2009/2010

£986 establishment costs per permanent resident week (includes A to E); £1,032 establishment costs per short-term resident week
(includes A to E); £1,017 care package costs per permanent resident week (includes A to I); £1,067 care package costs per short-term

resident week (includes A to I).

8
9

Netten, A., Bebbington, A., Darton, R, Forder, ]. & Miles, K. (1998) Cross-sectional survey of residential and nursing homes for
elderly people, PSSRU Discussion Paper 1423, Personal Social Services Research Unit, University of Kent, Canterbury.

Building Cost Information Service (2010) Surveys of Tender Prices, BCIS, Royal Institute of Chartered Surveyors,
Kingston-upon-Thames.

Based on personal communication with the Department for Communities and Local Government (2010) http://
www.communities.gov.uk/documents/housing/xls/ 141389 .xls.

Knapp, M., Beecham, J. & Allen, C. (1989) The methodology for costing community and hospital services used by clients of the
Care in the Community demonstration programme, PSSRU Discussion Paper 647, Personal Social Services Research Unit,
University of Kent, Canterbury.

The Information Centre (2010) PSS EX1 2008/09, The Information Centre, Leeds.
Audit Commission (1993) Taking Care, Bulletin, Audit Commission, London.

Kavanagh, S. & Knapp, M. (1998) The impact on general practitioners of the changing balance of care for elderly people living in
institutions, British Medical Journal, 317, August, 322-327.

Clare, R. & West, P. (1993) A survey of expenditure in residential nursing homes, Economic Trends, 481, 120-125.
Laing, W. (2002) Calculating a Fair Price for Care, The Policy Press, Bristol.

10 Netten, A., Bebbington, A., Darton, R., Forder, . & Miles, K. (1998) Cross-sectional survey of residential and nursing homes for

elderly people, PSSRU Discussion Paper 1423, Personal Social Services Research Unit, University of Kent, Canterbury.
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1.5 Nursing-Led Inpatient Unit (NLIU) for intermediate care

The Nursing-Led Inpatient Unit (NLIU) aims to promote recovery and substitute for a period of care
in the acute wards, prior to discharge to the community. The data presented below are based on a
randomised controlled trial which compared outcomes of care on a nursing-led inpatient unit with the
system of consultant-managed care on a range of acute hospital wards.! The subjects were 175 patients
— 89 patients randomly allocated to care on the unit (nursing-led care with no routine medical
intervention) and 86 to usual hospital care. The study identified 1997/1998 costs which have been

uprated.
Costs and unit 2009/2010 Notes
estimation value

Capital costs 1997/1998 capital costs uprated using the Tender Price Index for Public Sector

A. Buildings and oncosts £7.20 Building (non housing). Capital costs have been annuitised over 60 years at a
discount rate of 3.5 per cent.

Revenue costs Costs of nursing and special nursing staff. Based on a top-down costing approach

B. Salary and oncosts £105 using actual expenditure on salaries and costs in the relevant wards. 1997/1998
costs uprated using the HCHS Pay Index.

C. Other direct care costs:

- medical £52 1997/1998 costs uprated using the HCHS Pay & Prices Index.
- other £9.40 Includes diagnostics and ward round uprated using the HCHS Pay & Prices Index.

D. Direct overheads £48 Includes catering, domestics, energy, security, administration, laundry and
supplies. 1997/1998 costs inflated by the HCHS Pay & Prices Index.

E. Indirect overheads £19 Includes the estates, central administration and corporate function. 1997/1998
prices inflated by the HCHS Pay & Prices Index.

Average ward size 25 places

Use of facility by client 365.25 days

per year
Occupancy 94% Occupancy figures are drawn from the same source as the base data.

Unit costs available 2009/2010

£240 per inpatient day (includes A to E).

1 Griffiths, P., Harris, R., Richardson, G., Hallett, N., Heard, S. & Wilson-Barnett, J. (2001) Substitution of a nursing-led inpatient unit
for acute services: randomised controlled trial of outcomes and cost of nursing-led intermediate care, Age and Ageing, 30, 483-488.
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1.6 Local authority day care for older people

This year the cost provided by PSS EX1 is cost per service user per week. In order to provide a cost per
day care session therefore, this schema assumes that clients attend day care on average for three
sessions per week. However some will attend more often and others less depending on individual
circumstances.

Costs and unit 2009/2010 Notes
estimation value
Capital costs (A, B & C) Based on the new-build and land requirements for local authority day care
A. Buildings and oncosts £4.70 per session |facilities (which do not distinguish client group). These allow for 33.4 square

metres per person.! Capital costs have been annuitised over 60 years at a
discount rate of 3.5 per cent.

B. Land £0.80 per session |Based on Office of Deputy Prime Minister statistics.2 Land costs have been
annuitised at 3.5 per cent over 60 years.

C. Equipment and durables No information available.

Revenue costs The median revenue cost estimate is taken from PSS EX1 2008/09 uprated

D. Salary and other revenue using the PSS Pay & Prices index.3 Capital charges on the revenue account have

costs £30 per session  |been deducted (6% of the revenue costs). The median and mean cost per client
per week (after deducting capital) is reported as being £91 and £88

E. Capital charges respectively. Assuming older people attend 3 sessions per week, the median

and mean cost per day are £30 and £32 respectively.

F. Agency overheads Social Services Management and Support services (SSMSS) overhead costs are
included in PSS EX1 so no additional agency overheads have been included in
unit costs below.

Use of facility by client 500 sessions Assumes clients attend 3 sessions of day care per week.

per year
Occupancy 76% Department of Health statistics, 1997.4 More recent figures are not available.
London multiplier 1.20 x A; 2.61 x B; |Relative London costs are drawn from the same source as the base data for

each cost element.
1.34x (DtoF) |Based on PSS EX12008/09 data.3

Unit costs available 2009/2010
£36 per session (includes A to F).

1 Building Cost Information Service (2010) Surveys of Tender Prices, BCIS, Royal Institute of Chartered Surveyors,
Kingston-upon-Thames.

2 Based on personal communication with the Department for Communities and Local Government (2010) http://
www.communities.gov.uk/documents/housing/xls/141389 .xls.

3 The Information Centre (2010) PSS EX1 2008/09, The Information Centre, Leeds.
Department of Health (1997) Community Care Statistics, Day and Domiciliary Personal Social Services for Adults, Detailed Statistics,
Table 3.3, Government Statistical Service, London.
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1.7 Voluntary day care for older people

The costs of voluntary day care for elderly people are based on the results of a survey by Age Concern
conducted in 1999/2000. Information was received from 10 centres, and the figures have been inflated
by PSS Pay & Prices index. At 2009/2010 prices, costs ranged from £23 to £52 per client day with a
mean cost of £36 and median cost of £35. These costs are unchanged since last year.

Three of the Age Concern centres responding to the survey accommodated elderly people with
dementia, resulting in costs 15 per cent higher than the average. This is largely due to the higher staff/
client ratios. A rural centre also reported a high unit cost, with its total vehicle and transport costs
accounting for 25 per cent of the total cost. The cost per client day for Age Concern centres offering
standard day care (excluding the rural centre and those with specialised needs) was 40 per cent less
than the average.

Using PSS EXI 2008/2009! uprated using the PSS Pay & Prices inflator, the mean weekly cost per
client day for independently provided day care was £57 and the median cost was £60.

Costs and unit 2009/2010 Notes
estimation value
Capital costs (A & B) £4.30 per |These costs ranged from £2.80 to £5.80 with a mean cost of £4.30 per day.
A. Premises client day |Many of these costs are very low due to the fact that the venue for many Age

Concern centres is the local village hall. Premises costs based on rental paid as
purpose built centres are very rare.

B. Vehicle £3.70 per |Of the 10 centres, 3 had their own minibus(es) and costs ranged from £1.60 per
client day |client day to £6.80 per client day. Vehicle costs were high for a rural centre
which opened only 2 days per week.

Revenue costs
C. Salaries £19.00 per |Costs ranged from £9.50 to £44.10. Those centres with the highest costs were
client day |those accommodating elderly mentally Ill clients where the staff ratios are often
1:4. The median cost was £15.80.

D. Volunteer costs £0.50 per [Seven of the centres reported incurring volunteer expenses.
client day

E. Other staff costs £1.40 per | This includes staff recruitment and training, courses and conferences, travel
client day |expenses and redundancy payments.

F. Transport £3.50 per | This includes taxi expenses, fuel and oil, vehicle repairs, insurance and contract
client day |hire. Costs ranged from £1.30 to £6.90 with a median cost of £3.20.

G. Meals £1.90 per |Seven centres provided meals.
client day

H. Overheads £2.80 per |Seven centres provided information on overheads which ranged from £1.20 to
clientday |£5.70.

|. Other revenue costs £3.70 per |Costs include management and administration, maintenance charges, heat, light

client day |and water, telephone, stationery and postage, insurance, sundry expenses and
bank charges. Costs ranged from £1.20 to £8.60 per client day and the median
cost was £2.30.

Use of facility by client 50.3 weeks | The majority of centres open 50 weeks of the year.
4.9 days The median number of days per week was 5 with one centre opening 2 days per
per week  |week.

Occupancy 84% Occupancy figures are drawn from the same source as the base data.
Unit costs available 2009/2010

The average cost of the 10 centres was £36 per client day. A centre incurring all costs A-l would cost £41 per client day.

1 The Information Centre (2010) PSS EX1 2008/09, The Information Centre, Leeds.
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1.8 Local authority sheltered housing for older people

The costs of accommodation and services are based on the results of a study by Ernst & Young in 1993
commissioned by the Department of the Environment.!

Costs and unit
estimation

2009/2010
value

Notes

Capital costs
A. Notional rent

£99 per person
per week

Capital costs excluded the cost of warden and staff accommodation but were
based on the costs of actual schemes in the study divided by the number of people
in the schemes to establish a cost per person. This figure reflects the types of
housing stock and proportions of single and multiple occupancy dwellings. This was
converted to notional rents per year using a 3.5 per cent discount rate over 60
years and uprated using the BCIS/ABI House Rebuilding Cost Index.2

Revenue costs
B. Salary and other
revenue costs

£31 per person
per week

Annual gross running costs were adjusted to ensure they reflected the costs
incurred by residents over the age of 60. Inflated using the PSS Pay & Prices index.

C. Agency overheads

No information available.

Personal living expenses

D. Basic living costs

E. Other living costs

£130 per person
per week

£19 per person
per week

Based on Family Expenditure Survey (2009)3 estimates of household expenditure of
a single retired person mainly dependent on state pension inflated to 2009/2010
using the retail price index. Basic living costs are those covered by care home fees
(for example fuel, food and household goods).

Other living costs are those covered by personal expenses (for example, leisure
goods and alcohol).

F. Other health and social

£33 per person

Average cost of service use was based on the Ernst & Young survey of residents

services costs per week and unit costs supplied by the DH and the PSSRU."
Use of facility by client 52.18 weeks
per year
Occupancy No information available.
High dependency 1.52xF Data presented allowed a comparison in local authority schemes between the

average level of costs of health and social services and the costs of highly dependent
residents. Highly dependent residents were those who fell into the Clackmannan
D/E category (short interval needs).

London multiplier

No information available.

Unit costs available 2009/2010

£130 per week sheltered housing costs (includes A to B); £163 per week service and accommodation (includes A to B and F);
£293 (includes all costs borne by care homes (A to D and F); £312 comprehensive package costs (A to F).

Ernst & Young (1993) The Cost of Specialised Housing and The Cost of Maintaining an Elderly Person at Home, Reports to the

Department of the Environment, Ernst & Young, London.

Kingston-upon-Thames.

Building Cost Information Service (2010) Surveys of Tender Prices, BCIS, Royal Institute of Chartered Surveyors,

Office for National Statistics (2009) Family Spending 2009 Edition, Office for National Statistics, London, available at http://

www.statistics.gov.uk/downloads/theme_social/Family_Spending_2006/FamilySpending2007_web.pdf.
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1.9 Housing association sheltered housing for older people

The costs of accommodation and services are based on the results of a study by Ernst & Young in 1993
commissioned by the Department of the Environment.!

Costs and unit
estimation

2009/2010
value

Notes

Capital costs
A. Notional rent

£109 per person
per week

Capital costs excluded the cost of warden and staff accommodation but were
based on the costs of actual schemes in the study divided by the number of people
in the schemes to establish a cost per person. This figure reflects the types of
housing stock and proportions of single and multiple occupancy dwellings. This was
converted to notional rents per year using a 3.5 per cent discount rate over 60
years and uprated using the BCIS/ABI House Rebuilding Cost Index.2

Revenue costs
B. Salary and other
revenue costs

£42 per person
per week

Annual gross running costs were adjusted to ensure they reflected the costs
incurred by residents over the age of 60. Costs have been inflated to 2009/2010
using the PSS Pay & Prices index.

C. Agency overheads

No information available.

Personal living expenses

D. Basic living costs

£130 per person

Based on Family Expenditure Survey (2009)3 estimates of household expenditure of
a single retired person mainly dependent on state pension inflated to 2009/2010
using the retail price index. Basic living costs are those covered by care home fees

services costs

person per week

per week (for example, fuel, food and household goods).

E. Other living costs £19 per person |Other living costs are those covered by personal expenses (for example, leisure
per week goods and alcohol).

F. Other health and social £17.50 per | Average cost of service use was based on the Ernst & Young survey of residents

and unit costs supplied by the DH and the PSSRU. Gross resource costs of services
are reported here.

Use of facility by client

52.18 weeks
per year

Occupancy

No information available.

London multiplier

No information available.

Unit costs available 2009/2010

£151 per week sheltered housing costs (includes A to B); £169 per week service and accommodation (includes A to B and F);
£299 (includes all costs borne by care homes (A to D and F)); £318 comprehensive package costs (A to F).

Ernst & Young (1993) The Cost of Specialised Housing and The Cost of Maintaining an Elderly Person at Home, Reports to the

Department of the Environment, Ernst & Young, London.

Kingston-upon-Thames.

Building Cost Information Service (2010) Surveys of Tender Prices, BCIS, Royal Institute of Chartered Surveyors,

Office for National Statistics (2009) Family Spending 2009 Edition, Office for National Statistics, London, available at http://

www.statistics.gov.uk/downloads/theme_social/Family_Spending_2006/FamilySpending2007_web.pdf.
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1.10 Local authority very sheltered housing for older people

The costs of accommodation and services are based on the results of a study by Ernst & Young in 1993
commissioned by the Department of the Environment.!

Costs and unit
estimation

2009/2010
value

Notes

Capital costs
A. Notional rent

£109 per person
per week

Capital costs excluded the cost of warden and staff accommodation but were
based on the costs of actual schemes in the study divided by the number of people
in the schemes to establish a cost per person. This figure reflects the types of
housing stock and proportions of single and multiple occupancy dwellings. This was
converted to notional rents per year using a 3.5 per cent discount rate over 60
years and uprated using the BCIS/ABI House Rebuilding Cost Index.2

Revenue costs
B. Salary and other
revenue costs

£94 per person
per week

Annual gross running costs were adjusted to ensure they reflected the costs
incurred by residents over the age of 60. Costs have been inflated to 2009/2010
using the PSS Pay & Prices index.

C. Agency overheads

No information available.

Personal living expenses
D. Basic living costs

E. Other living costs

£130 per person
per week

£19 per person
per week

Based on Family Expenditure Survey (2009)3 estimates of household expenditure of
a single retired person mainly dependent on state pension inflated to 2009/2010
using the retail price index. Basic living costs are those covered by care home fees
(for example fuel, food and household goods).

Other living costs are those covered by personal expenses (for example leisure
goods and alcohol).

F. Other health and social

£34 per person

Average cost of service use was based on a survey of residents and unit costs

services costs per week supplied by the DH and the PSSRU. Gross resource costs of services are reported
here.
Use of facility by client 52.18 weeks
per annum
Occupancy No information available.
High dependency 124 xF Data presented allowed a comparison in local authority schemes between the

average level of costs of health and social services and the costs of highly dependent
residents. Highly dependent residents were those who fell into the Clackmannan
D/E category (short interval needs).

London multiplier

No information available.

Unit costs available 2009/2010

£203 per week sheltered housing costs (includes A to B); £237 per week service and accommodation (includes A to B and F);
£386 (includes all costs borne by care homes (A to D and F)); £393 comprehensive package costs (A to F).

1 Ernst & Young (1993) The Cost of Specialised Housing and The Cost of Maintaining an Elderly Person at Home, Reports to the
Department of the Environment, Ernst & Young, London.

Kingston-upon-Thames.

Building Cost Information Service (2010) Surveys of Tender Prices, BCIS, Royal Institute of Chartered Surveyors,

Office for National Statistics (2009) Family Spending 2009 Edition, Office for National Statistics, London, available at http://

www.statistics.gov.uk/downloads/theme_social/Family_Spending_2006/FamilySpending2007_web.pdf.



Unit Costs of Health and Social Care 2010

59

1.11

Housing association very sheltered housing for older people

The costs of accommodation and services are based on the results of a study by Ernst & Young in 1993
commissioned by the Department of the Environment.!

Costs and unit
estimation

2009/2010
value

Notes

Capital costs
A. Notional rent

£98 per person
per week

Capital costs excluded the cost of warden and staff accommodation but were
based on the costs of actual schemes in the study divided by the number of people
in the schemes to establish a cost per person. This figure reflects the types of
housing stock and proportions of single and multiple occupancy dwellings. This was
converted to notional rents per year using a 3.5 per cent discount rate over 60
years and uprated using the BCIS/ABI House Rebuilding Cost Index.2

Revenue costs
B. Salary and other
revenue costs

£271 per person
per week

Annual gross running costs were adjusted to ensure they reflected the costs
incurred by residents over the age of 60. Costs have been inflated to 2009/2010
using the PSS Pay & Prices index.

C. Agency overheads

No information available.

Personal living expenses
D. Basic living costs

E. Other living costs

£130 per person
per week

£19 per person
per week

Based on Family Expenditure Survey (2009)3 estimates of household expenditure of
a one retired person household mainly dependent on state pension inflated to
200972010 using the retail price index. Basic living costs are those covered by care
home fees (for example, fuel, food and household goods).

Other living costs are those covered by personal expenses (for example, leisure
goods and alcohol).

F. Other health and social

£51 per person

Average cost of service use was based on the Ernst & Young survey of residents

services costs per week and unit costs supplied by the DH and the PSSRU. Gross resource costs of services
are reported here.
Use of facility by client 52.18 weeks
per annum

Occupancy

No information available.

London multiplier

No information available.

Unit costs available 2009/2010

£369 per week sheltered housing costs (includes A to B); £420 per week service and accommodation (includes A to B and F);
£550 (includes all costs borne by care homes (A to D and F)); £569 comprehensive package costs (A to F).

Ernst & Young (1993) The Cost of Specialised Housing and The Cost of Maintaining an Elderly Person at Home, Reports to the

Department of the Environment, Ernst & Young, London.

Kingston-upon-Thames.

Building Cost Information Service (2010) Surveys of Tender Prices, BCIS, Royal Institute of Chartered Surveyors,

Office for National Statistics (2009) Family Spending 2009 Edition, Office for National Statistics, London, available at http://

www.statistics.gov.uk/downloads/theme_social/Family_Spending_2008/FamilySpending2009_web.pdf.
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1.12 Community rehabilitation unit

This schema is based on a joint project between Kent County Council, Ashford Borough Council, Age
Concern and Ashford Primary Care Trust. Home Bridge provides recuperative care in seven
purpose-built self-contained units for older people who need a period of recuperation following an
illness, fall or where people have had increasing problems managing daily living. Home Bridge
provides intensive therapy and support to rebuild mobility and confidence so they can return back

home.

Costs and unit
estimation

2009/2010
value

Notes

A. Wages/salary

£68,324 per year

This is based on a team of the Scheme Manager (20 per cent), the number of
hours allocated to Home Bridge by a part time Care Manager (80 per cent)
and a team of support workers who are provided by a Private Domiciliary
Agency at a rate of £11.

B. Salary oncosts

£19,464 per year

Employers’ national insurance plus 19 per cent of salary for employers’
contribution to superannuation.

C. Direct overheads
Administrative costs
Management costs

£24,542 per year
£4,324 per year
£17,979 per year

This includes maintenance, running costs, repair/renewal of fixtures/fittings.
Building expenses and equipment costs.

Includes Project Manager (0.05), CART coordinator (£1,203), Social Services
Team Leader (0.08 per cent) and Agency fees.

D. Indirect overheads

£11,687 per year

To cover the finance function.

E. Capital: Based on actual cost of the 7 units and a lounge (shared by sheltered housing)
- building costs £24,143 per year and an office in 2004, and uprated using the Tender Price Index for Public
- land costs £11,099 per year Sector Building (non housing). Capital costs have been annuitised over 60
years at a discount rate of 3.5 per cent.
Occupancy 71% On average 5 units of the 7 are occupied at any one time.
Case load 32 per year The yearly case load for January 2004 to January 2005 was 32 clients.
Average length of stay 33 nights

Hours and length of service

7 days a week (to include
weekends and bank
holidays)

The service is available 7 days a week with support workers working 10.5
hours daily (3,832 per year). The Scheme Manager is available from Monday
to Friday 7 am to 3 pm and in case of emergency there is also back up cover
during evenings, nights and weekends via the call centre.

Patient-related hours

Typical episode
Low cost episode

High cost episode

10 hours per week
7 hours per week

15 hours per week

All clients receive an initial assessment when referred to Home Bridge usually
at hospital. They are assessed on arrival by a Community Care Manager who
continues to monitor them throughout their stay and discharges them at the
end of their stay.

50 per cent of clients stay on average 29 nights and receive 41 hours of
contact with a support worker per week plus the above.

25 per cen